
C
A

SO
 C

LÍN
IC

O

412Revista Científica da Ordem dos Médicos          www.actamedicaportuguesa.com                                                                                                                

ABSTRACT
Female genital tuberculosis remains a major health problem in developing countries and is an important cause of infertility. As symptoms, 
laboratory data and physical findings are non-specific, its diagnosis can be difficult. We describe a case of a 39-year-old woman 
suffering from peri-umbilical pain and increased abdominal size for one year, anorexia, asthenia, weight loss, occasionally dysuria and 
dyspareunia, and four months amenorrhea. Laboratory data revealed cancer antigen 125 (CA-125) level of 132.3 U/mL, erythrocyte 
sedimentation rate of 42 mm/h, and gamma-globulins of 2.66 g/dL. Computer Tomography scan showed loculated ascites. It was 
initially suspected a carcinomatous origin, but ascites evaluation was negative for malignant cells. Magnetic Resonance Imaging from 
another hospital showed endometrial heterogeneity. Therefore, an endometrial biopsy was performed demonstrating an inflammatory 
infiltrate with giant cells of type Langhans and bacteriological culture identified Mycobacterium tuberculosis.
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RESUMO
A tuberculose genital feminina continua a representar uma patologia importante nos países em desenvolvimento e constitui uma causa 
importante de infertilidade. Os seus sintomas, achados laboratoriais e exame físico não são específicos, tornando difícil o seu dia-
gnóstico. Descrevemos o caso de uma doente do sexo feminino, de 39 anos, com dor peri-umbilical e aumento do volume abdominal 
desde há um ano, anorexia, astenia, perda ponderal, ocasionalmente disúria e dispareunia, assim como amenorreia desde há quatro 
meses. Os dados laboratoriais mostraram valores de 132,3 U/mL do marcador tumoral CA-125, 42 mm/h de velocidade de sedimen-
tação e 2,66 g/dL de gama-globulinas. A tomografia computadorizada mostrou ascite loculada. Inicialmente suspeitou-se de etiologia 
maligna, mas o exame citológico do líquido ascítico foi negativo para células malignas. Foi efectuada ressonância magnética pélvica, 
noutra instituição, que revelou heterogeneidade do endométrio. Foi então realizada biópsia endometrial que revelou um infiltrado infla-
matório com células gigantes de Langhans e o exame bacteriológico isolou Mycobacterium tuberculosis.
Palavras-chave: Tuberculose Genital Feminina; Endometrite; Peritonite Tuberculosa; Neoplassia do Ovário.
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INTRODUCTION
 Tuberculosis (TB) is an important health problem in 
developing countries.1 Genitourinary TB accounts for about 
15% of all extra-pulmonary TB and, after lung, is the most 
common site.2 The endometrium is involved in approximately 
50-60% of women with female genital TB (FGTB).3-8 
 FGTB is typically asymptomatic and is usually diagnosed 
incidentally during infertility evaluation. Symptomatic 
disease usually presents with pelvic pain, and/or menstrual 
irregularities.3 
 The disease can mimic many conditions, including bowel 
disease, malignancy and other infectious diseases.2 FGTB 
presenting as abdominal lump with raised Cancer Antigen 
125 (CA-125) and ascites can be a differential diagnosis 
of advanced ovarian malignancy or disseminated peritoneal 
carcinomatosis.2 
 No laboratory test is sufficiently sensitive or specific 
to allow a diagnosis; however lymphocytosis, accelerated 
erythrocyte sedimentation rate (ESR) and increased 
gamma-globulin levels in blood can be found. The imaging 
findings are also not specific.4 
 Hysteroscopy provides direct information about 
endometrial integrity and may reveal a scarred atrophic 
endometrial layer with adhesions varying from mild to 
severe, leading to Asherman’s syndrome and secondary 
amenorrhea.3 However, histopathological evidence 
from biopsies of premenstrual endometrial tissue or the 
demonstration of tubercle bacilli in cultures of menstrual 
blood or endometrial curetting is necessary to provide a 
conclusive diagnosis of the disease.3-5,8

CASE REPORT   
 A 39-year-old woman from Guinea-Bissau with 
abdominal mass and ascites suspected to be an ovarian 
cancer was referred to our hospital for diagnostic and 
therapeutic evaluation. 
 She reported peri-umbilical pain and increased abdo-
minal size for one year; she also reported anorexia, asthe-

nia, weight loss, occasionally dysuria and dyspareunia, and 
amenorrhea for four months. The patient had no significant 
medical history. No history of TB in relatives was described. 
Physical examination detected ascites and left inguinal 
lymphadenopathy. The speculum examination was painless 
and unremarkable. Laboratory data revealed CA-125 serum 
level of 132.3 U/mL (reference range, 0-35 U/mL), ESR 42 
mm/h (normal value < 30 mm/h), gamma-globulins 2.66 g/
dL (normal range, 0.5-1.5 g/dL). Human Immunodeficiency 
Virus test was negative. The intradermal test injection of 
purified protein derivative had a maximum diameter of 15 
mm. The chest X-ray (CRX) showed densification in the 
right lung base, likely due to fibrotic bands, with associated 
bronchiectasis. 
 A computer tomography (CT) scan was performed 
and revealed the presence of pseudocystic lesion in the 
abdomen, associated with smooth peritoneal thickening 
and omental fat stranding (Fig. 1). 
 For the exclusion of an occult malignancy, gastrointestinal 
endoscopy and colonoscopy were performed and no 
significant findings were found. Drainage of the ascitic fluid 
was also performed and no malignant cells were detected 
nor bacteriological growth was observed. 
 The images of a previous magnetic resonance imaging 
(MRI) exam from another hospital were revaluated, 
showing thickened and heterogeneous endometrium with 
an irregular surface (Fig. 2).
 Therefore, hysteroscopy was performed and the 
endometrial biopsy revealed marked chronic necrotizing 
granulomatous inflammation with type Langhans giant 
cells. The bacteriological direct examination after Ziehl-
Neelsen staining was negative, but bacteriological culture in 
Lowenstein-Jensen identified Mycobacterium tuberculosis 
complex. 

DISCUSSION
 FGTB occurs secondary to primary disease in the 

Figure 1 - Endometrial Tuberculosis in a 39-year-old woman. Contrast-enhanced axial computed tomography image in the portal-venous 
phase (A) and unenhanced axial computed tomography image (B) after oral and rectal contrast administration (A, B) show ascites (aster-
isk in A) and smooth thickening of the peritoneum (arrowheads in A), associated with omental fat stranding (arrow in A). Note the slightly 
hight attenuation of the ascitic fluid (20 Hounsfield Unit) compared to urine within the bladder (1.2 Hounsfield Unit) (thick arrow in B).
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lung, lymph nodes, urinary tract, bones, joints, and bowel. 
The spread is usually by the hematogenous or lymphatic 
route. Sexual transmission and direct spread from other 
intraperitoneal foci are very rare.1,4,7,8

 The fallopian tubes are involved in 90-100% of the 
cases, endometrium in 50-60%, ovaries in 20-30%, and 
cervix in 5-15%.3-9 TB of vagina and vulva is rare (1-2%).6,9 
 The highest prevalence (75% of all cases) is seen in 
the reproductive age group (20-45 years), with great impact 
on fertility.9,10 It is rare in postmenopausal women and 
comprises 1% of postmenopausal bleeding cases.4,7,8,11

 FGTB is often asymptomatic or presents with non-
specific symptoms. Therefore, it is difficult to establish the 
true incidence, since many cases remain undiagnosed.4 
 When present, commonest initial findings are infertility 
(44%), pelvic pain (25%) and vaginal bleeding (18%); 

less frequent symptoms are amenorrhea (5%), vaginal 
discharge (4%), and postmenopausal bleeding (2%). 
Rarely, it can manifest with ascites, abdominal mass, tubo-
ovarian abscess and vague abdominal distention.4,8,9,11

 Authors suggest that when ascites is present, it is 
indicative of tuberculous peritonitis (TBP).1 As described in 
literature, there are three types of TBP: the wet type, that 
presents as either free or loculated ascites, associated or 
not with diffuse and smooth peritoneal thickening; the dry 
type, characterized by peritoneal and mesenteric thickening 
with caseous nodules, lymph nodes enlargement and 
fibrinous adhesions; finally, the fibrous type, that shows 
remarkable omental thickening and enlargement of bowel 
loops clinically resembling a mass.12,13

 In our case, the presence of smooth and regular 
peritoneal thickening and lobulated ascites can be attributed 
to the wet type of TBP (Fig. 3). 
 In presence of these findings, the differential diagnosis 
with peritoneal carcinomatous can be difficult. Furthermore, 
since the laboratory findings are non-specific, they cannot 
provide an accurate diagnosis of FGTB; abdominal and 
gynecologic examinations may be normal, and CRX is also 
unremarkable in most cases, as in ours. 
 On hysterosalpingography, acute endometritis can be 
identified as irregularity of the contour of the endometrial 
cavity, while the presence of fibrosis, scarring, and 
calcifications are characteristics of the chronic form.10 
However, the final diagnosis of FGTB is obtained by the 
detection of Mycobacterium tuberculosis, either by direct 
microscopic examination or after positive cultures in 
pathological samples.3-5,8 The sampling is obtained through 
endometrial biopsy, laparoscopy or laparotomy or, less 
frequently, hysterectomy.4 
 After treatment, reduction of ascites and CA-125 serum 
levels have been described, as well as abdominal distension 
and abdominopelvic mass resolution.2 
 In conclusion, the diagnosis of FGTB remains a 
challenge, due to the wide range of clinical presentations, 
non-specific laboratory findings and the superimposition of 

Figure 3 - Wet type tuberculous peritonitis. Axial T2-weighted magnetic resonance imaging (A) and gadolinium-enhanced fat-suppressed 
T1-weighted magnetic resonance imaging (B) show loculated ascites (asterisk in A and B) and thin septa within the ascitic fluid (black 
arrow in A). Note the diffuse, smooth and regular peritoneal thickening with marked contrast uptake after intravenous contrast injection 
(arrowheads in B).

Figure 2 - Endometrial Tuberculosis in a 39-year-old woman. Coro-
nal gadolinium-enhanced fat-suppressed T1-weighted magnetic 
resonance imaging shows large amounts of ascites in the perito-
neal cavity (asterisk), with smooth thickening and enhancement of 
the peritoneum (arrowheads) and omental thickening (white arrow). 
Simple cyst in the left ovary (thick arrow) and right-sided hydrosal-
pinx (open arrow) are also seen. Note the irregular myometrium/
endometrium interface, with thickened and heterogeneous endo-
metrium (black arrows).
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imaging findings with other diseases, particularly peritoneal 
carcinomatosis. However, in patients in childbearing age 
presenting with abdominal mass and ascites, particularly 
if coming from a developing country, FGTB should be 
considered.
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