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Tuberculosis is a chronic granulomatous disease affecting human and many other mammals. Most
human diseases are caused by M.tuberculosis but seme are due to M.bovis.(1).

Tuberculosis of the tubes and endometrium is intimately bound to the problem of
sterility. Despite the decline in frequency of genital taberculesis in industrialized world
coupled with widespread use of antibiotics worldwide, it still remain a possible cause of
female infertility especially in developing world.(2)

It was the commonest diagnosis azsong isfertile populstion in Indis (3), Maluysis (4) amd Samdi Arabin
(5)- Nigeria, US.A., and Pakistan have reported = low and infrequent findings (6.7.5).

Exndometrial tuberculosis seems to accar when the ovaries and uterus are in a state of activity (9) and it
dervives its siguificamce a3 2 climical entity becamse of s temdency in formsimg on those in these
reproductive age group.

Tubercunlosis of the genital tract gives rise fo few sympioms eopecinlly i its mild or moderste phase, its
discovery is wsmally made wacxpectedly but will render a larpe percentage of infected women sterile
wudess dedected and trested adequaicly i its earliest phases. The cases presewiod below is to highlight its
clinical presentation and (o scrve as a reminder that pelvic tabercalonis still exist and will set disappear
paless inbevewlonis is compirtely eyadicated.

was 33%, White bloed cell (WBC) count of

Case Reporis 4.8x10°71, differentials: neutrophils  (57%),
Case I:Mrs LT is a 26years old Nigeian lymphocytes (37%), monocyte/eosinophil (06%)
nulliparous woman who presented on 13" of and ESR of 30mmvhour. High vagianl and
September 2002 with 3years history of inability to endocervical swabs for microcopy culture and
get pregnant despite adequate wnprotected sexual sensitivity shows no significant growth, the
contact with her husband, on and off colicky Tower wrinalysis and electrolyte, urea and creatinine
abdominal pain, irregular menses with menorrhagia were essentially normal. Ultrasound scan showed
in the 2years preceding presentation.. She bad her sizeable amount of fluid in the pouch of Douglas
menarche at the age of 15. with internal echo giving an impression of Pelvic
On physical examination, significantly physical inflammatory  disease. Hysterosalpingiography
findings were suprapubic tenderpess on deep (HSG) shows a dilated right fallopian tnbe in its
palpation, bulky uterus of 8weeks size and positive outer half in keeping with right hydrosalpinx. The
cervical excitation tenderness. The husband’s left fallopian tube was not demonstrated, Chest X
semen analysis shows a count of 20million Ray was normal. Histopathlogy report of
spermatozoa per ml and 70% motility. Her PCV endomentrial biopsy showed granviomas with
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mulfinucleated giant cells, mononuclear cell
infiltration and dilated tubular gland. Ziehl Neelsen
stains confirm acid-fast bacilli. A diagnosis of
primary infertility secondary to tuberculous
endomefritis was made. Patient was subsequently
referred to medicine department for
tuberculous therapy.

Case2

Mrs 11, a 32years old para 1+0 housewife presented
on the 23" October 2003 with 2years history of
inability to conceive despite regular unprotecred
intercourse, 6weeks history of abdominal pain and
2weeks of progressively increasing abdominal
swelling and dysmenorrhea. The last childbirth was
Tyears earlier. There was no history of cough or
contact with patient with chronic cough. No history
of heat or cold intolerance and no weight loss.
Patient had presented in a private hospital earlier
where abdominal ultrasound and
hysterosalpingography was done among other
investigations. She is the second wife of the
husband who had a child through the first wife
2years earlier.

On examination, there was a cystic, non-tender,
non-mobile lower abdominal mass of 14weeks size.
Uterus was deviated to the right but not enlarged.
The PCV was 30%, abdominal ultrasound scan
shows a huge multicystic left ovarian mass
probably undergoing torsion.
Hysterosalpingography revealed bilateral tubal
blockage. An assessment of secondary infertility
with ovarian cyst and bilateral tubal blockage was
made and patient was admitted for exploratory
Iaparatomy.

Intraoperative findings include abdominal mass of
16weeks size, completely matted pelvic organs
with inability to identify any organ (frozen pelvic),
adhesion involving omentom and gut with
purulent/casepus exudates obiained from cul-de sac
of the mass and haemorrhage with minimal ascites .

anti
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Minimal adhesionlysis was done fo permit
exploration and samples of ascitic fluid and
purulent caseous exudates were taken for cytology,
Acid-fast Bacilli
postoperative condition was uneventful and patient
was discharged home on the 8% day. Sample taken
for histology showed extensive area of necrosis and

and tissue¢ biopsy. Her

numerous granulomas comprising of macrophage,
plasma cells and lymphocytes. There were also
multinucleated giant cells of the foreign body and
langhans iype. A diagnosis of tuberculous
endometritis was made and patient was commensed
on antituberculous therapy. However she was lost
to follow up.

Tuberculosis sfill remains a major disease

in the developing countries (1). The prevalence of
endometrial fuberculosis varies between countries.
It is rare in the U.S.A., higher in Ewrope and much
higher in developing countries (1,5,7,).
Pelvic tuberculosis is always secondary to
uberculosis elsewhere in the body and the primary
lesion may remain silent for many years (10,11,12).
Female genital tuberculosis usually begins from an
hematogenous spread to the endosalphinx from
‘where it may spread to the
endometriun(50%),ovaries(30%),cervix(10%), and
vagina(1%)13). Nogales-Ortis et al (14) showed
involvement of the tobe in 100% of the patients,
endometrium (79%), myometrivm (20%), uterine
cervix (24%) and ovaries (11%}).

Our two cases presented at ages 26 and 32
years. Tuberculous endometritis is commoner in
the reproductive age group especially in developing
countries where they are commonest in the 26-35
years age group (7, 15,16,17,18). Though rare,
tuberculous endometritis has also been reported in
postmenopansal women (10,19). The rarity is
possible becanse of the decreased vascularity of the
tissue, the lack of regular endometrial shedding in
such patients, however means there is no barrier to



the establishment of the infection and to its
progression (20).

The discovery of endometrial tuberculosis are
usually unexpectedly mostly by endometrial biopsy
in the course of investigative studies to explain
infertility. The two cases were discovered while
been investigated for infertility. According to Ojo
(21), Schaefer(22),Chatiopadhyay(5) and Klein(17)
Jbetween 0.7-9.3% of infertile women are affected
with endometrial tuberculosis.

Both patients here presented with lower abdominal
pain. An intermittent chronic ache in the lower
abdomen is observed in 20-30% of cases, in nearly
20%, the pain is mistaken for sub acute peritonitis
(23). One of the two cases was managed for
concomitant acute pelvic inflammatory disease.
Pain in such patients may be due to secondary
organisms invading the tube (24). Menstrual
function may temain normal, menstrual
abnormalities seen include oligomenorrhoea (54%),
Menorrhagia  (19%), (14.3%),
postmenopausal bleeding and
dysmenorrhoea (rare) (23,24).

Owur patients show no constitutional symptoms at
presentation. Malaise, loss of weight, night sweats
and fever are seen only during unusually active
phase of the disease (24).

The most likely explanation of failure to diagnose
tuberculous pelvic infection correctly is the
difficulty in distinguishing it from various forms of
pelvic inflammation (24). Sympioms of chronic
pelvic inflammatory disease im a virgin or m
infertile woman with no past history of post abortal
or venereal infection should be assumed to be
tuberculosis until proven otherwise (23,24). Also
one may suspect tuberculosis if the pelvic
inflammatory process does not respond to
antibiotic therapy one would expect if the principal
abnormalities were due fo gonococcus or
streptococcus (24).

amenorrhea
(1.6%)
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X-ray diagnosis is useful but not conclusive and
could not alone provide a basis for definitive
therapy (10,17). In the early stages, no evidence of
endometrial infection may
hysterosalpingogram may be normal As the
process advances, confluence of the affected areas
with caseation and ulcer develops; it then
demonstrates variation from the normal. In more
advance cases, the X-ray will reveal distortion of
the endometrial cavity. In rare instances, the uterine
cavity may be entirely obliterated so that no dye
will enter and hysterosalpingogram may show a
portion of the cervical canal (25) This is further
exemplified by our two cases.

Fmal diagposis depends on pathologic and
bacteriological study of tissues or secretions. The
diagnosis and confirmation of o

ur cases was by histology. Accurate diagnosis with
biopsy depends on a biopsy taken late in the cycle
(20,24). The finding of epitheloid clusters with
giant cell is highly suggestive but not conclusive,
unless tuberculous bacilli can also be demonstrated
in special stained preparations. Traditional Ziehi-
Neelson staining with basic fuschin is satisfactory.
Modermn Ilaboratory processing use awramipe-
thodamine staining and fluorescence microscopy.
Part of endometrial tissnes is sent for culture as
well, otherwise endometrial tuberculosis may be
missed in up to 50-75%cases (25). PCR can also be
done on endometrial tissue. However, this may be
positive even with dead bacilli and may not be
reflective of an active disease. ¥ endometrial
sampling is not possible, the collection of first day
menstrual discharge may reveal positive culture.
Negative culture is not conclusive.

A chance of getting cured to restore fertility is
uncommon (26). Some centers have reported
pregnancy with IVF, which would appear to be the
only treatment with any possibility of success (27).

be present and



Ectopic pregnancy following antituberculous drug
therapy for pelvic tuberculosis is a recognized
clinical syndrome (10,28,29).

With AIDS pandemic and increasing peverty in
most developing countries, there may be a need to
refocus on effective nationwide immunization
against {uberculosis with ‘Thealth
campaign against AIDS. These are important
factors in tuberculosis as pelvic tuberculosis will
not disappear unless tuberculosis is completely
eradicated.

education
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