
248 JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF INDIA 

P. REDDI RANI • T. PANDIARAJAN • S. SoUNDARARAGHAVAN • P. RNARAM 

SUMMARY 
Sixty women diagnosed to have genital tuberculosis over a 10 year period were reviewed. 

ruberculosis of the female genital tract occured most" commonly in the younger age group 
.nd was one of the common causes orin fertility (30% in the present series). Symptomatology 
aries widely and diagnosis was usually confirmed histopathologically. Fallopian tubes 
i endometrium were the common sites of involvement. Medical treatment was effective 
11 all but 24 women who required surgical intervention. Prognosis is good. Only three 
atients died during the 2 year follow-up period. However none of the patients who 
resented with infertility conceived. 

VTRODUCTION 
Tuberculosis remains a major health prob

m in developing countries and in these areas 
�~ �n�i�t�a�!� tuberculosis is responsible for a signifi
mt proportion of females presenting with 
fertility (Muir and Blesey, 1980). However 
e actual incidence of genital tuberculosis 
nnot be determined accurately as a signifi
nt number of them are asymptomatic and the 
;ease is discovered �i�n�c�i�~�e�n�t�a�l�l�y�.� Autopsy 
1dies by different authors reveal that 4-12% 
women who have died from pulmonary 

Jerculosis have evidence of genital tract 
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involvement (Schaefer, 1970). In a review 
published in 1976, Schaefer estimated that 5-
10% of infertile females the world over have 
genital tuberculosis. It is less than 1% in USA 
and nearly 13% in India. We review here to 
60 cases of tuberculosis of female genital tract 
seen over a 10 year period at our hospital. 

MATERIAL AND OBSERVATIONS 
Sixty patients diagnosed to have female 

genital tuberculosis between the years 1981-
90 form the study group. Commonest age 
group affected was 21-40 years (63.3%, Table 
1). 58 patients were married and only 2 were 
unmarried. Symptomatology varied widely 
(Table II). The most common presenting 
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symptom was abdominal pain followed by 
white discharge and menstrual abnormalities. 
Some patients had multiple symptoms. Infer
tility was the presentingcomplaintin 18 patients 
(Primary infertility in 15, secondary infertility 
in 3). Only 14 patients had systemic symptoms 
like fever, loss of weight. Seventeen patients 
were nulliparous, 14 were para one and 29 were 
multiparous. 

Clinical examination revealed no abnormal 
findings in 23% patients, in17% of the patients 
tuboovarian masses were palpable and in 13% 
patients clinical diagnosis was carcinoma of 

Age in years 

< 20 

21 - 30 

31 - 40 

41- 50 

>50 

Symptoms 

Table I 

Table II 

Lower abdominal pain 

White discharge 

Infertility - Primary 

- Secondary 

Secondary amenorrhoea 

Menstrual abnormalities 

Postmenopausal bleeding 

Systemic symptoms 
(fever, loss of weight) 

Haematuria 

No. of Patients 

5 (8.33%) 

18 (30%) 

20 (33.33%) 

12 (20%) 

5 (8.33%) 

No. of 
Patients 

21 

19 

15 

3 

11 

14 

6 

14 

1 

(Some patients had more than one symptom) 

cervix. Tuberculosis was confirmed 
histopathologically in 54 Patients and by 
Ia paroscopy in 6 patients (involvement oftu bes, 
ovaries, uterus by miliary TB). Table III shows 
the sites of involvement by tuberculosis in 
whom it was confirmed histopathologically. 
Some patients had multiple site involvement. 
Commonest sites of involvement were endo
metrium and fallopian tubes. One patient had 
a vulval ulcer biopsy of which revealed tuber
culosis. Another patient bad associated blad
der involvement confirmed by biopsy. In two 
patients tuberculosis of cervix was associated 
with cancer of cervix and one patient bad 
malignant ovarian tumour. In three patients 
who underwent Ward-Mayo's operation for 
3rd degree utero-vaginal prolapse, the 
hitopathological examination of uterus and 
tubes revealed tuberculosis. None patients bad 
pulmonary tuberculosis three of whom also 
bad pleural effusion and one patient had tu
berculous lymphadenitis. 

Major operative intervention was carried 
out in 24 cases (Table IV). 14 of whom 
underwent laparotomy. One of these patients 
had multiple tuberculous nodules and sustained 
bowel injury while separating the ovarian mass. 
She died on the 6th postoperative day with 
septicemia. One patient with malignancy of 

Table III 

Sites of Involvement by Tuberculosis 

Site of involvement No. of 
case 

Endometrium 28 

Fallopian tube 23 

Cervix 18 

Ovaries 13 

Peritoneum/Omentum 10 

Vulva 1 
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Table IV 

Operative Interventions Carried Out 

Operative procedure No. of 
Patients 

Laparotomy & Biopsy 14 

Total abdominal hysterectomy 3 
with B.S. 0. 

Ward Mayo's operation 3 

Myomectomy & Adhesiolysis 1 

Tuboplasty 1 

Debulking of ovarian tumour 1 

Wertheim's Hysterectomy 1 

cervix underwent Wertheim's hysterectomy. 
All the patients received chemotherapy with 

two or more drugs (Rifampicin, Isoniazid, 
Streptomycin, Ethambutol and Pyrizinamide) 
for 9-12 months. One patient had cancer of 
cervix stage IIIb and received radiotherapy 
under anti-tubercular chemotherapy cover. All 
the patients were followed up for 2 years. 

Out of sixty patients only fifty could be 
followed up for 2 years. Three patients died, 
one because of uncontrolled malignancy of 
cervix, one because of ovarian malignancy and 
one patient died during post-operative period 
because of septicemia. Sixteen cases of tu
berculous endometritis revealed normal endo
metrium on repeat biopsy after 9 months of 
therapy, 5 patients had repeat laparoscopy two 
of whom had mild adhesions but tubes were 
patent. In 7 patients who had secondary 
amenorrhoea menstrual cycles were restored. 
All the patients who underwent hysterectomy 
were free of disease at follow-up. In laparotomy 
and biopsy group seven patients were fol 
lowed-up who showed complete disappear
ance of ascitis and abdominal masses. In 10 
cases of tuberculous cervicitis cervix looked 

nonual at one year follow-up. However none 
of the patients conceived during the follow
up period of 2 years. 

DISCUSSION 
Diagnosis of female genital tuberculosis 

should be kept in mind in our country where 
tuberculosis still remains a significant prob
lem. High degree of suspicion in necessary 
to diagnose this condition as quite a few of 
them are asymptomatic. It should be suspected 
if the chronic pelvic inflammatory disease is 
refractory to standard therapy, if there was a 
family history of tuberculosis or if the patient 
had proven extragenital tuberculosis. In our 
series nine of the sixty patients had extragenital 
tuberculosis. Most series reported 20-25% of 
patients having extragenital tuberculosis 
(Schaefer, 1976; Francis 1964; Klein et al, 
1976). However in Sutherland's large series 
(1979) of 638 patients 80% had a history of 
tuberculosis elsewhere in the body. 

The most common initial symptom is in 
fertility which is the presenting complaint in 
40-50% of patients in most large series (Francis, 
1964; Sutherland, 1979). Infertility was the 
presenting complaint in 30% of our patients. 
The next common complaint was lower ab
dominal pain or pelvic pain present in 20-50% 
of patients (Francis, 1964; Sutherland, 1983). 
This was the presenting complaint in almost 
one third of our patients. 

A doughy abdomen was present in 18% of 
our patients. Hafeez and Tandon (1965) re
ported 25.7% incidence of tuberculous 
endometritis in patients with doughy abdomen. 

Incidence of white discharge and irregular 
and premenopausal bleeding is also high. In 
our series there were 18 cases of tuberculous 
cervicitis and two ofthem had associated cervical 
malignancy. Cervix when involved by tuber
culosis can look nonual or inflamed or may 
resemble invasive carcinoma, both grossly and 
with colposcope (Bhambani, 1985). In 13 of 
our patients the clinical diagnosis was invasive 
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cancer of cervix. However histopathology will 
usually clinch the diagnosis. 

Other symptoms seen include amenorrhoea 
and menstrual abnormalities. Sa the eta I (1979) 
reported that 80% of their patients had men
strual abnormalities, where as Sutherland (1979) 
reported 50% patients with menstrual abnor
malities. A study by Schaefer (1970) showed 
that complete destruction of the ovary by genital 
tuberculosis seldom occurs. Malkani and Raja n 
(1959) attribute amenorrhoea to end organ 
failure secondary to endometrial caseation. 

Adnexal masses were present in16% of our 
cases and one patient had associated malignant 
ovarian tumour. Sutherland (1983) in a large 
series of over 30 years showed the decreasing 
incidence of palpable adnexal masses from 
52% to 26.5%. Other symptoms less com
monly encountered were ascitis. abdominal 
masses or urinary problems. 

Endometrial involvement by tuberculosis 
has been reported to be the most common site 
by several authors (Hutchins, 1977; Bombhate 
et al., 1986; Guptha et al (1991). In a large 
series 1436 cases Nogales-Ortiz et al (1979) 
found 79% involvement of endometrium and 
fallopian tubes constitute the initial focus of 
genital tuberculosis in a vast majority of cases 
(Novak & Woodruff, 1979). Ovaries were 
involved in30%ofNogalcs-Ortizserics. Cervical 
tuberculosis appears to be uncommon (Nogales
Ortiz, 1979; Guptha et al., 1991). But in our 
series we had 18 cases with cervix involvement 
and two of them also had associated malig
nancy. One such case has been reported where 
carcinoma in-situ was associated with tuber
culous appears to be uncommon (Nogales
Ortiz, 1979; Guptha et al., 1991). But in our 
series we had 18 cases with cervix involvement 
and two of them also had associated malig
nancy. One such case has been reported where 
carcinoma in-situ was associated with tuber
culous cerviciti (Bhambani S. 1985). Tuber
culosis of vulva and vagina is very uncommon 
constituting less than 1-2% of cases (Nogales-

Ortiz, 1979; Schaefer, 1970). 
Medical treatment with two or more 

antitubercular drugs for 6 months to 9 months 
is quite effective in 95% patients. The drugs 
that are commonly used the isoniazid, rifampicin, 
pyrizinamide and ethambutol. Compliance is 
the most important factor. 36 of our patients 
received only medica It rea tment for 9-12 months 
and 24 patients bad surgical intervention. Surgical 
treatment of pelvic tuberculosis is usually 
contemplated for persistent/recurrent pelvic 
masses, persistent abnormal bleeding, pres
ence of nonbealing fistulae, presence of con
comitant genital tumours or multiple drug 
resistance (Daly & Monif, 1982). When an 
operation is contemplated chemotherapy should 
be started at least 1-2 weeks pre-operatively 
and medical treatment to be continued for 
6-9 months after surgery. Under drug cover 
morbidity and mortality are significantly re
duced. Sutherland (1980) reported on 77 cases 
in which surgery was done under ATT cover 
and reported no deaths. We had one patient 
dying because of septicemia post-operatively 
and morbidity was minimal. The use of drains 
bas to be avoided to prevent the possibility of 
fistula formation (Daly & Monif, 1982). 

Only 50 of our patients could be followed 
up for 2 years. 47 were doing well and 3 bad 
died (one because of septicemia, two patients 
because of associated malignancy). However 
no patient had conceived. Even with the advances 
in chemotherapy of tuberculosis, pregnancy 
after a diagnosis of genital TB is rare and when 
it docs occur it is more likely to be an ectopic 
or result in spontaneous abortion. Schaefer 
(1976) reviewed 7000 cases of genital tuber
culosis from the literature and stated that 155 
patients had full term pregnancies (2.2%), 67 
bad abortions (0.9%)and 125 (1.8%) bad ectopic 
pregnancies. 
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