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ABSTRACT

Tuberculosis is an infectious disease which typically affects the lungs and caused by Mycobacterium tuberculosis.
Genital tract is commonly affected secondary to a primary lesion via peritoneal, hematogenous or lymphatic spread. It
causes destruction in tissue due to granulomatous reaction and is a cause of infertility in affected patients when the
infection locates on genital tract. The aim of this study was to report two cases of genital and peritoneal tuberculosis of a
20 year-old women that underwent surgery because of bilateral pyosalpinx and another case with genital and peritoneal
tuberculosis of a 27year-old women that underwent surgery because of bilateral adnexal mass.
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OZET
Tlberkuloz, tipik olarak akcideri etkileyen ve Mycobacterium tuberculosis tarafindan olusturulan enfeksiyéz bir
hastaliktir. Genital kanal genellikle primer lezyona sekonder olarak peritoneal, hematojen veya lenfatik yayilimla
tutulmaktaktadir. Enfeksiyon, granilomatdz reaksiyona bagli doku hasari yapmakta, genital kanal tutulumu olan
hastalarda infertiliteye neden olmaktadir. Bu ¢calismanin amaci, bilateral pyosalpinks nedeniyle opere olan 20 yasindaki
genital ve peritoneal tuberkilozlu bir olguyla bilateral adneksiyal kitle nedeniyle opere olan 27 yasindaki genital ve
peritoneal tuberkilozlu bir bagka olguyu sunmaktir.
Anahtar kelimeler: Genital tiberkiiloz, peritoneal tiiberkiiloz, pyosalpinks
INTRODUCTION . 4 .
affects fallopian tubes most commonly™ and is the
Tuberculosis is a major death cause in  major factor causing occluded fallopian tubes®.
worldwide and remains among the top three Possible symptoms of genital tuberculosis are

causes of mortality in women. There were an infertility (most common symptom), abdominal
estimated 410 000 deaths and 2.9 million new pain, abnormal vaginal bleeding, amenorrhea,

cases of tuberculosis in women in 2012". It can vaginal discharge and post-menopausal bleeding®
locate extrapulmonary. The genital tuberculosis is 10 and can be clinically seen in various situations
one of the extrapulmonary form and its prevalence such as tuboovarian abscess?, salpingitislz, PID

I 1 i -20, 2 i I . . . .
in female population 'i 1-2%°. Primary genital  \ith other infectious agents’® or mistaken as
tuberculosis is very rare” and it occurs secondarily ovarian cancer.

to a tuberculosis infection elsewhere in the body. It
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CASE A

20 year-old, gravida 0 para O woman
presented with abdominal pain and menstrual
irregularity. She had no weight loss or tuberculosis
history and has a rare history of odorless, colorless
vaginal discharge.

On examination, her body mass index was
22.03. She had tenderness and a palpable mass in

right lower abdominal quadrant. She had a
subfebrile fever of 37.8°C and other Vvital
parameters were normal. On transvaginal

ultrasound an antevert, subseptum uterus with an
endometrial thickness of 6.5 mm was seen.
Myometrium was homogenous and both ovaries
were polycystic. There was a 45x11 mm sized
tubular hyperecogen structure between right ovary
and uterus. Her hemoglobin value was 12.2 gr /dl,
white blood cells (WBC) was 12 600 cells/mm3
and sensitive C- Reactive Protein (CRP) was 123.2
mg/dL.

Initial diagnosis was pyosalpinx.
Antibiotherapy was planned empirically. The

»
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patient was informed about her medical situation.
She did not want her tubes to be excised.
Laparoscopy was performed on the third day of
hospitalization. In  laparoscopy, widespread
granulomatous foci on anterior abdominal wall,
intestines, uterus and both fallopian tubes were
seen (Figure 1 and 2). Left tube was adherent to
the posterior part of uterus and right tube was
hydropic and adherent to the right fossa ovarica.
Intestines were adherent to left abdominal wall and
liver was adherent to anterior abdominal wall
(Figure 3). Adhesiolysis was performed and right
tube was freed, incised with monopolar cautery
and caseous material was drained. Samples for
culture, acidoresistant stain and mycobacterium
tuberculosis PCR were taken. Methylene blue was
given through cervical way but both tubes were
observed as occluded. There was no complication
occurred in laparoscopy and patient was continued
to take antibiotics after surgery.

Figure 1. Granulomatous foci on uterus and fallopian tubes Figure 2. Granulomatous foci on anterior abdominal wall
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Figure 3. Liver was adherent to anterior abdominal wall.

In postoperative period, her body temperature
was higher than 38° C for two days, and her WBC
count and CRP remained high for three days. No
microorganisms were proliferated in culture
samples or seen in acidoresistant stain. The
polymerase chain reaction (PCR) demonstrated
mycobacterium tuberculosis. She had been given
antibiotics for 10 days and was discharged from
hospital after being diagnosed as genital
tuberculosis and referred to tuberculosis center.

CASEB

A 27 year-old, gravida 1 para 1 woman
presented with abdominal pain. She did not have

st

Figure 4. View of cyst on transvaginal ultrasound

any symptoms or findings such as weight loss,
tuberculosis history or vaginal discharge.

Her first general examination and vital
findings were all normal. She had mild pelvic
tenderness with palpation. A mass in right lower
abdominal quadrant was detected and nodular
lesions were palpated in bimanual examination.
Her pregnancy test was negative and complete
blood count was normal. Transvaginal
ultrasonography was consistent with a normal
uterus size, normal endometrial thickness and left
ovary had a cyst with a diameter of 20 mm, right
ovary had cysts with a diameter of 45 mm that
looked like hemorrhagic cyst and another cyst with
a diameter of 50 mm and dense content ( Figure 4
and 5).

57.9%an Qoist: 44.0==

Figure 5. View of cyst on vaginal ultrasound
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Laboratory parameters were: hemoglobin:
12.4 gr/dL; WBC:7 700 cells/rmm?® Ca-125 112
IU/ml, normal values of Ca 19-9, Ca 15-3, CEA,
AFP, negative results for anti HIV, anti HCV and
HbSAg and normal liver and kidney functional
tests. Serum human chorionic gonadotropin (
BHCG ) level was negative for pregnancy.

Laparoscopy and frozen section biopsy were
planned. In laparoscopy, widespread foci in
abdomen were seen (Figure 6 and 7). Left tube
was dilated and adherent to peripheral tissues,

Figure 6. Tuberculosis foci on intestine

In postoperative period, no microorganisms
were proliferated in culture but PCR evidence
demonstrated mycobacterium tuberculosis. Patient
was consulted to infectious diseases and
tuberculosis specialist. In examination, BCG scars
were seen on both left and right arms. Respiratory
voices were reduced in right inferior zone and
pleural fluid in right costophrenic sinus and 3
millimetric density on superior zone were seen on
posterior-anterior chest X-ray. Respiratory isolation
was recommended and patient was referred to a
tuberculosis center.

DISCUSSION

Tuberculosis is a worldwide infectious
problem. It still remains as a problem because of
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right tube was dilated and there was a 5cm cyst in
right ovary. Left salpingectomy, specimen for
microbiologic culture and tuberculosis PCR from
salpingectomy material, right ovarian cyst excision
and peritoneal biopsy were performed. Biopsy
specimens were sent to frozen section biopsy and
resulted as  granulomatous infection in
salpingectomy specimen. No malignity sign was
seen in cyst biopsy. There was no complication
occurred in laparoscopy.

Figure 7. Tuberculosis foci on uterus

difficulties that are related to diagnose because its
incidence and prevalence show variations between
developed and undeveloped countries.It does not
have any specific symptom and there is lack of
sensitive and specific methods to diagnose. Even
though culture is the gold standard in diagnose,
PCR gives rapid results. PCR test is also sensitive
(78.5%) in diagnosis of extra pulmonary
tuberculosis™>*°.

Genital tuberculosis is mostly seen in 20-40
aged women but there are postmenopausal cases
as well. Female genital tuberculosis is mostly
secondary to another focus elsewhere in the body
and affecting the female genital organs, fallopian
tubes (90%), endometrium (50%) and the ovaries
(10-30%)**"*8. It is a major cause of infertility™®
and can cause visible deformations on uterus and
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fallopian tubes @?. 1t is found in about 1% of all

tuberculosis patients?.

The diagnosis criteria of primary genital
tuberculosis are the genital lesions that are the first
infection focus in the body and the regional lymph
nodes should show the tuberculosis
development®’. We could not know if the case A is
the primary genital tuberculosis if pathologic
evaluation was not performed. Uterus, the tubes
and the ovaries may be involved by the peritoneal
spread which originates from an intra-abdominal
lesion®. Tuberculosis foci were seen on the
anterior abdominal wall of this patient so, genital
tract may be secondarily affected because of these
lesions. In case B, primary focus was thought as
located in lung after of physical examination and
chest X-ray findings.

Gynecologists always have to consider genital
tuberculosis in patients with irregular menses,
vaginal discharge, abdominal pain, vaginal
bleeding and previous tuberculosis in personal or
family history, immunodeficiency and weight loss.
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