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INTRODUCTION 

Tuberculosis is one of the leading causes of mortality 

amongst the communicable diseases worldwide.
1
 There is 

a resurgence of tuberculosis since the 1980’s due to the 

HIV epidemic and emergence of drug resistant strains. 

Tuberculosis and HIV together, are the commonest cause 

of infectious disease associated mortality worldwide. 

Tuberculosis is found in one third of the HIV infected 

individuals.
2 

In India tuberculosis is the leading cause of mortality. 

Every ninety seconds one person dies due to tuberculosis. 

Approximately a thousand people die due to tuberculosis 

every day.
3
 Tuberculosis is responsible for long term 

morbidity as well.  

Tuberculosis commonly affects the pulmonary system. 

However extra-pulmonary tuberculosis is not uncommon. 

Female genital tuberculosis is rare in the developed 

world. Genital tuberculosis is an important cause of 

infertility in developing countries. The incidence of 

genital tuberculosis is highest in Africa and Asia.
4
 Female 

genital tuberculosis is of significant clinical importance 

in India.  

Genital tuberculosis, caused by Mycobacterium 

Tuberculosis is almost always secondary to tuberculosis 

elsewhere in the body. The spread of the disease is from 

the lungs or abdomen by haematogenous route. The 

fallopian tubes are the commonest site to be affected 

resulting in endo salpingitis. Direct spread from the 

intestines or peritoneum can cause exosalpingitis. 

Tuberculosis spreads from the tubes to the endometrium 

in fifty percent of the cases. Ovaries may be involved by 
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ABSTRACT 

Background: The aim of this study was to describe the various clinical presentations of female genital tuberculosis 

and study the different methods of diagnosis and treatment. 

Methods: A study of all cases of female genital tuberculosis diagnosed in the last five years was done. 

Results: Female genital tuberculosis was diagnosed in 25 cases over a period of five years. Majority of the women 

(60%) were in the younger age group. Most of the women (60%) presented with infertility. Twelve (48%) women had 

primary infertility and 3 (12%) had secondary infertility. Nine (36%) women had secondary amenorrhea. Five (20%) 

women complained of abdominal pain. Thirteen (52%) women who underwent diagnostic hysterolaparoscopy as a 

part of evaluation for infertility were diagnosed to have genital tuberculosis. Genital tuberculosis was diagnosed by 

endometrial biopsy or biopsy from the tubercles if present. Genital tuberculosis was diagnosed by laparotomy in 4 

cases. Four women underwent salpingectomy. Two women underwent excision of Tubo-ovarian mass. One woman 

had intestinal resection. All cases were treated with anti-tubercular drugs. 

Conclusions: Genital tuberculosis frequently causes infertility and secondary amenorrhea. In a country like India 

where tuberculosis is endemic a clinician should have a high degree of suspicion when evaluating cases of infertility 

and secondary amenorrhea. 
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direct spread or via the lymphatics. Involvement of the 

vulva vagina and cervix can occur rarely, by infection 

caused by sexual contact with an infected partner.
5
  

METHODS 

This study is a retrospective study of the clinical 

presentation of female genital tuberculosis over a five 

year period. The data was collected from the records of 

all the women diagnosed as cases of genital tuberculosis. 

The data regarding age, symptoms, clinical signs, the 

investigations and the histopathological reports were 

analysed. 

RESULTS 

Twenty five women diagnosed to be having genital 

tuberculosis were included in this study. Only three 

patients (12%) had past history of pulmonary 

tuberculosis. Genital tuberculosis affects the adolescent 

and young women. Four women (16%) were less than 20 

years; eleven women (44%) were between 20-29 years of 

age. Six women (24%) were between 30-39 years, two 

women (8%) were 40-49 years, and two women (8%) 

were more than 50 years of age (Table 1).  

Table 1: Age incidence. 

Age (years)  Number  % 

Less than 20 yrs  4  16  

21-29 yrs  11  44  

30-39 yrs  6  24  

40-49 yrs  2  8  

More than 50 yrs  2  8  

The commonest symptom was primary infertility. Twelve 

women (48%) had primary infertility. The second 

commonest symptom was secondary amenorrhoea which 

was seen in nine women (36%) and five women (20%) 

suffered from chronic abdominal pain. Three women 

(12%) had secondary infertility, three women (12%) had 

menstrual disturbances, two women (8%) were 

asymptomatic, one woman (4%) had white discharge per 

vagina and one woman had (4%) pruritus vulvae (Table 

2).  

On clinical examination four (16%) patients presented 

with adenexal mass, two patients (8%) had an unhealthy 

cervix and one patient (4%) presented with mass per 

abdomen. Ultrasound examination revealed tubo-ovarian 

mass in eight patients (32%), one woman (4%) had an 

irregular uterine cavity and one woman (4%) had 

endometrial calcification. 

Of the 25 patients, thirteen women (52%) underwent 

laparoscopy, four (16%) underwent laparotomy, two 

(8%) underwent an endometrial biopsy and two cases 

(8%) had a cervical biopsy. Two cases (8%) who were 

asymptomatic and were diagnosed post-operatively after 

vaginal hysterectomy with pelvic floor repair for uterine 

prolapse. One woman (4%) had tubercular pelvic 

lymphadenitis and one woman (4%) had associated 

intestinal tuberculosis. 

Table 2: Symptoms of genital tuberculosis. 

Symptoms  Number  %  

Primary infertility  12  48  

Secondary amenorrhoea  9  36  

Abdominal pain  5  20  

Secondary infertility  3  12  

Menstrual disturbances  3  12  

White discharge  1  4  

Pruritus vulvae  1  4  

Asymptomatic  2  8  

Histopathology revealed tubercular endometritis in eight 

cases (32%), tubercular salpingitis in seven cases (28%), 

tubercular cervicitis in four cases (16%), associated 

intestinal tuberculosis in two cases (8%), tubercular 

vulvitis one case(4%) and tubercular lymphadenitis in 

one case (4%). All patients were treated with anti-

tubercular drugs.  

DISCUSSION 

India is one of the twenty two countries with a high 

burden of tuberculosis. Tuberculosis is an important 

cause for mortality and morbidity in India. Female genital 

tuberculosis is usually secondary to a primary focus 

elsewhere in the body. It usually spreads by the 

haematogenous route. Genital tuberculosis can rarely 

occur as primary infection when a woman has sexual 

intercourse with a male partner suffering from genital 

tuberculosis.
6
 Genital tuberculosis manifests in two to 

twenty percent of patients with pulmonary tubercolosis.
6,7

 

In the developed countries genital tuberculosis is the 

causative factor in 1% of infertile women, whereas in 

India genital tuberculosis is the causative factor in 18% 

of infertile women.
8,9 

Mycobacterium tuberculosis enters through the 

respiratory passage and disseminates to various organs by 

lymphatic and haematogenous spread. Female genital 

tract is an important site of spread of the disease. The 

disease is quiescent and often asymptomatic. The 

infection may remain silent or may flare-up when 

immunity is reduced.
10

  

Tuberculosis almost always causes salpingitis and tubal 

block (92-100%), endometritis and secondary 

amenorrhoea in half the cases (50%). Ovarian 

involvement is a late feature (10-30%).The cervix is 

involved in 5% cases and vagina and vulva are rarely 

involved (1%).
11,12

 Tuberculosis also causes 

pelviperitoneal adhesions. Tubercular salpingitis causes 
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exudative changes followed by adhesions. The tissues 

heal by fibrosis and calcification.  

Genital tuberculosis usually presents in the young adult. 

Increased blood circulation and hormone dependence of 

the genital tract after sexual maturity may explain why 

genital tuberculosis affects the young adult.
13 

There is a strong relationship between female genital 

tuberculosis and infertility. Genital tuberculosis should be 

considered as a diagnosis in every case of infertility in 

endemic areas.
14

 The incidence of infertility in women 

with genital tuberculosis ranges from 10 to 85 %. Genital 

tuberculosis can be asymptomatic or the woman may 

have nonspecific symptoms. Several studies have shown 

that the commonest symptoms of genital tuberculosis are 

infertility and chronic pelvic pain.
15

 Genital tuberculosis 

invariably involves the fallopian tubes and causes tubal 

block. Tubercular endometritis occurs in 50% of the 

cases and interferes with implantation. Tubercular 

oophoritis causes ovulatory defects.
16-18

 Uterine synechae 

causes secondary amenorrhoea. 

Genital tuberculosis causes menstrual disturbances. 

Oligomenorrhoea occurs in 54% of women, menorrhagia 

in 19%, amenorrhoea in 14.3% of women and 

postmenopausal bleeding in 1.6% of women. Tubo-

ovarian mass is seen 19.8% of the women.
19

  

Female genital tuberculosis is difficult to diagnose 

because there are no specific clinical features. Often there 

is difficulty in obtaining material for bacteriological 

examination. All cases of infertility in endemic areas 

should be investigated for genital tuberculosis. Women 

with ascites or pelvic masses should be evaluated for 

tuberculosis.
20

  

Several investigations are done to diagnose pelvic 

tuberculosis like hystero-salpingography, endometrial 

biopsy and cervical biopsy. Hystero-salpingography is a 

useful investigation in low resource settings where 

laparoscopy is unavailable or unaffordable. Findings like 

salpingitis isthmica nodosa, rosary bead appearance, lead 

pipe tubes and tobacco pouch appearance are 

characteristic of genital tuberculosis. Laparoscopy and 

laparoscopy directed biopsy are useful in diagnosis of 

tubercular salpingitis. Endometrial TB-PCR is a useful 

tool for diagnosis of genital tuberculosis.
21

  

Genital tuberculosis is mainly treated by anti-tubercular 

drugs for 6-9 months. Surgery is indicated for unresolved 

tubo-ovarian masses or intestinal obstruction. Early 

diagnosis and treatment with anti-tubercular drugs may 

restore fertility in women with minimal damage to the 

tubes and endometrium. However, with advanced disease 

with tubercular salpingitis or endometritis conception is 

rare. The outcome is poor in tuboplasty or even in-vitro 

fertilization.
22

 Female genital tuberculosis is an important 

cause of reproductive morbidity and infertility, 

particularly in young women. A strong clinical suspicion 

is important for early diagnosis and treatment of genital 

tuberculosis. Doctors in endemic areas like India need to 

be trained to be tuberculosis minded.
23

 

CONCLUSION 

Genital tuberculosis frequently causes infertility and 

secondary amenorrhea. In a country like India where 

tuberculosis is endemic a clinician should have a high 

degree of suspicion when evaluating cases of infertility 

and secondary amenorrhea. 
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