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A B S T R A C T 

 

Introduction 

 

A transverse vaginal septum is an uncommon anomaly of the female 

genital tract and results from the incomplete vertical fusion of the 

Mullerian ducts and the urogenital sinus. It can be either complete or 

incomplete. Incomplete transverse septum can be asymptomatic and 

diagnosed for the first time in pregnancy [1]. 

 

Case Presentation 

 

Our case was a 24-year-old Primigravida who presented at 39 weeks of 

gestation. Speculum examination revealed a thick transverse vaginal 

septum with a pinpoint opening in the upper aspect. There was no history 

of dyspareunia, dysmenorrhea, foul-smelling discharge, or infertility. 

The decision for elective cesarean section was taken. Intraoperatively the 

uterus was arcuate, and seepage of blood was visualized through the 

small vaginal opening (Figures 1 & 4). A finger was introduced into the 

cervix through the uterine incision onto the tiny opening in the transverse 

vaginal septum which was further dilated easily by blunt stretching 

probably because it was incomplete and normal anatomy was restored 

(Figures 2, 3 & 5). The postoperative period was uneventful. She was 

advised for regular intercourse to maintain the patency of the vagina. At 

six weeks follow up there was no restenosis or scarring of the vagina. 

 

 

 

 

 

 

 

 

 

Figure 1: Low transverse vaginal septum with a central aperture through 

which blood escapes. 
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Transverse vaginal septum is a rare Mullerian duct anomaly presenting for the first time in pregnancy and 

labor. A 24-year-old primigravida presented at 39 weeks gestation. Speculum examination revealed a thick 

transverse vaginal septum with a pinpoint opening in the upper aspect. Elective cesarean section was done 

followed by digital perforation and dilatation of the septum. The postoperative period was uneventful. At 

six week follow up there was no restenosis or scarring of the vagina. To avoid complications like obstructed 

labor and laceration of vagina prophylactic cesarean section is advocated when the thickness of the septum 

cannot be ascertained on clinical examination. 
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Figure 2: Finger inserted into the aperture of septum from above through 

cervix. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Dilator inserted through the aperture in the septum from 

vaginal side. 

 

 

 

 

 

 

 

 

 

 

 

Figure 4: Arcuate uterus associated with incomplete vaginal septum. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5: Postoperative vagina with no residual septum left. 

 

Discussion 

 

Transverse vaginal septum is a disorder of vertical fusion of uterovaginal 

anomalies which was first described by Delaunay in 1877. The incidence 

ranges from 1:2100 to 84000 [2, 3]. It belongs to class II of AFS 

(American Fertility Society) classification, V3 subgroup of ESHRE 

(European Society of Human Reproduction and Embryology)/ ESGE 

(European Society for Gynecological Endoscopy) consensus [4]. The 

etiology is unknown but, in a few cases, female sex-limited autosomal 

recessive transmission is noted. There are two theories proposed 

regarding the formation of transverse vaginal septum. First, the failure 

in the fusion of caudal end of the Mullerian duct and sinovaginal bulb of 

the urogenital sinus. Second, failure of canalization of the formed 

vaginal plate which occurs around 5 months of gestation. It is a fibrous 

membrane of connective tissue containing vascular and muscular 

elements lined by stratified squamous epithelium on either side.  

 

The septum can be found at any level, but most commonly at the level 

of the upper and middle third of the vagina [2]. The septum can be 

classified based upon its distance from introitus, its thickness, and 

whether it is perforated or not [2, 3]. Depending upon the distance from 

introitus, the septum can be classified as low (<3 cm), mid (3-6 cm), or 

high (>6 cm) and the percentage of their occurrence are 46%, 35%, and 

19% respectively [5]. The septum can be thick (>1 cm) or thin (<1 cm) 

of which thin is more common. The closer the cervix, the thicker is the 

septum. The septum can be complete (imperforate) or incomplete 

(perforate). The higher the septum, more likely to be incomplete and vice 

versa. The complete septum presents usually around menarche with 

primary amenorrhoea, cyclic abdominal pain, abdominal or pelvic mass 

(hematometra, hematocolpos, hematosalpinx) [2]. Rarely, it presents 

before puberty as mucocolpos [6]. In cases of the incomplete septum, 

menstrual blood escapes through the opening and hence they are 

predominantly asymptomatic. Occasionally, a patient with infertility can 

present with prolonged menstrual bleeding, dysmenorrhea, dyspareunia, 

and foul-smelling vaginal discharge which are found incidentally during 

routine gynecological examination. 

 

Family history and pelvic examination are important for diagnosis. But, 

if the patient presents in labor, the incomplete septum is falsely 

considered to be an undilated external os. Ultrasonography is the key 

tool used for initial diagnosis to demonstrate the features of obstruction, 

presence of endometriosis, and other uterine and genitourinary 

anomalies. MRI is the standard technique used for diagnosing 

uterovaginal anomalies and also used for assessing location and 

thickness of septum and complete delineation of complex genital tract 

anomalies. Often, the transverse septum is associated with genitourinary, 

gastrointestinal tract, renal and cardiac defects. Bicornuate uterus, 

septate uterus, bilateral tubal atresia are less commonly associated and 

association with arcuate uterus has not been documented yet. The 

differential diagnosis for transverse vaginal septum includes imperforate 

hymen, vaginal atresia, vaginal aplasia, absent cervix. 

 

Septum needs to be corrected surgically. Although case reports showing 

success with vaginal dilators are documented, it should be used 

preoperatively to improve outcomes and postoperatively to prevent 

strictures. The outcomes expected from surgery are egress of menstrual 

blood without obstruction and to obtain functional vaginal length. The 

low, thin and perforate septum can be dealt with transvaginal resection 

followed by end-to-end anastomosis. While thick, upper and mid vaginal 

septum can be approached through the abdomino-vaginal method, Z-

plasty, push through, and pull through method, using olbert balloon 

catheter and hysteroscopic resection. Postop complications such as 

vaginal stenosis and re-obstruction are more common with thick septa 
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which can be prevented with the use of dilators or mold postoperatively 

until intercourse resumes [3]. Pregnancies have been reported following 

the excision of the septum with a live birth rate of nearly 94% [7]. 

 

In the case of incomplete septum, some may present in labor or 

pregnancy as in our case scenario. There are three options available. 

First, expectant management allowing spontaneous dissection of septum 

or incision late in labor, if septum is thin [8]. Untreated transverse 

vaginal septum has a risk of significant vaginal lacerations during 

vaginal delivery or can result in obstructed labor which can further result 

in rupture uterus. Hence this entity if corrected early, can avoid future 

complications. Strict vigilance is required while following expectant 

management. Blanton et al. reported 2 patients with transverse vaginal 

septa who were allowed trial of labour followed by incision of septum in 

active labour, resulting in vaginal delivery without complications [1].  

Second, incision of the septum before labor with a risk of excess 

bleeding and restenosis. Third, if the septum is high or thick or cannot 

be assessed in labor, elective cesarean section is advisable [9]. 

 

Conclusion 

 

Spontaneous conception and an uneventful antenatal period have been 

reported in the literature in women with incomplete transverse vaginal 

septum. Cesarean section is usually preferred for patients who are 

diagnosed with transverse vaginal septum diagnosed during pregnancy 

and labor. Yet, with strict monitoring trial of labor can be tried in a few 

cases. 
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