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Female genital tuberculosis presenting as a protruding anterior vaginal wall mass: a case report
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Although pulmonary tuberculosis is a common infectious disease, especially in low-and middle-income countries, female genital tract tuberculosis (TB) is rarely reported. Female genital TB might be asymptomatic or manifest clinically in an unusual way, making an early diagnosis challenging. The most often affected regions of the genital system are the fallopian tubes and endometrium. Menstrual abnormalities, infertility, and chronic pelvic pain are frequent presenting symptoms. Rare reports of vulvar and vaginal TB exist. This case report features a 35-year-old woman who had a bulging tumor in her vagina for a year before being identified with anterior vaginal wall TB, treated with anti-tuberculosis medication, and made improvements.
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Introduction

Tuberculosis (TB) is a communicable disease that is a major cause of morbidity and mortality. Its etiologic agent is a bacterium called Mycobacterium tuberculosis (1). The disease typically affects the lungs (pulmonary TB) but can affect other sites as well (2). A survey done in the national adult population in Ethiopia estimated that the prevalence of smear-positive TB was 108/100000 and that of bacteriologically confirmed TB was 277/100000 (3). Morgagni documented the first instance of female genital tuberculosis in 1744, following a post-mortem examination of a 20-year-old lady who died of tuberculosis and whose uterus and tubes were found to be packed with caseous contents (4, 5).

Female genital tuberculosis (FGTB) is a kind of extrapulmonary tuberculosis (EPTB) that affects the female reproductive organs, most commonly the fallopian tubes (90%), ovaries (10–30%), and endometrium (50%). The highest incidence of genital tuberculosis occurs in child-bearing age women. Because it is detected in approximately 10% of individuals with pulmonary tuberculosis, one may expect a high incidence of pelvic tuberculosis in areas where the incidence of pulmonary tuberculosis is high (6).

FGTB can present with chronic pelvic inflammatory disease, menstrual abnormalities, and infertility (7). The actual number of FGTB incidences cannot be estimated accurately, as it is often asymptomatic, and only 50% of cases are diagnosed without surgery (8). Vaginal tuberculosis is extremely rare (9) and may present as a differential of vaginal cancer (10). Vaginal tuberculosis was also found as a multifocal mass in the area of the vaginal introitus, with the main lesion reaching a diameter of 3 cm (11). This case report described an uncommon symptom of genital TB in the vagina, which has been rarely recorded in the literature.



Case presentation

A 35-year-old Para Five woman presented with a 1-year history of a progressively increasing bulging mass per vagina which was initially small but increased in size progressively. She also reported loss of appetite and a 30% weight loss. She had severe dyspareunia and discomfort during vaginal intercourse. She had five children, the youngest of whom was 4 years old. She delivered all of her children vaginally. After the last child, she was using Depo-Provera injection as a contraceptive method. She had no history of past TB treatment and no contact with a known TB patient. For these complaints, she visited a health center and was referred for further evaluation after she was told that her diagnosis was uterovaginal prolapse. She came to our hospital with these complaints, her history was taken, and she was examined. Her vital signs were all in the normal range, but she appeared emaciated; her weight was 35 kg, and her BMI was 13 kg/m2. On examination of the external genitalia, there was a 5 by 4 cm pink smooth protruded mass outside the introitus (Figure 1) which had a cystic consistency, was non-tender, and emerged from the mid-anterior vaginal wall. The urethral opening, the distal and proximal anterior vaginal walls, the lateral and posterior vaginal walls, the vaginal fornixes, and the cervix are all normal. Pelvic ultrasound revealed a normal size and outline of the urinary bladder, uterus, and adnexa (Figure 2). On laboratory evaluation, the erythrocyte sedimentation rate (ESR) was 100 mm/h, and a complete blood count showed lymphocytosis. The chest x-ray showed normal findings. Fine needle aspiration was done on the cystic mass (Figure 3) and using Ziehl Neelson Staining, microscopy showed Acid-Fast Bacilli (Figure 4). The sample was sent for culture, and tuberculosis was confirmed. The patient was given standard daily anti-tuberculosis therapy (isoniazid, rifampicin, ethambutol, and pyrazinamide) for the first 2 months and continued daily therapy with isoniazid and rifampicin for the next 4 months, and the anti-TB was given for a total of 6 months. She was counseled on drug adherence, put on a high-protein diet, and had an optimal follow-up in the hospital. After she completed the treatment, she was examined and the bulging mass per vagina disappeared (Figure 5), her BMI was corrected, and her overall wellbeing improved a lot.
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FIGURE 1
 Protruding cystic mass through the vagina arising from the mid-anterior vaginal wall.
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FIGURE 2
 Pelvic ultrasound showing a sagittal view of a normal uterine and cervical outline, UB, Urinary bladder.
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FIGURE 3
 Aspirated fluid from the anterior vaginal wall mass.
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FIGURE 4
 Acid-fast bacilli seen under the microscope from the aspirate fluid.
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FIGURE 5
 Protruded cystic mass disappeared after anti-TB treatment (6th month).




Discussion and conclusion

Genitourinary TB was reported to be responsible for 27.1 percent of cases of EPTB with genital TB being seen in 9 percent of cases (12). However, the exact incidence of FGTB is not known due to underreporting, asymptomatic cases, vague symptoms, and the lack of reliable and highly sensitive diagnostics (13, 14). The diagnosis of FGTB is made by detecting acid-fast bacilli under microscopy or culture on endometrial biopsy, or by detecting epithelioid granuloma during biopsy. The polymerase chain reaction is insufficient to make a diagnosis because of the higher rate of false positives. Laparoscopy and hysteroscopy can detect genital TB based on numerous findings (13). In our case, acid-fast bacilli were seen on a sample taken from the vaginal mass under microscopy, and tuberculosis was confirmed with culture.

Genital tract TB has been associated with up to 21% of infertility cases in low-and middle-income countries, due to tubal obstruction or adhesions in the uterine cavity (15, 16) and is even higher in patients with tubal factor infertility (17). Although the symptoms of genital TB are often absent, patients can present with infertility, pelvic/abdominal pain, or menstrual disturbances (18). Tuberculosis in the genital tract is usually secondary to tuberculosis elsewhere, most commonly in the lungs, but also in the kidneys, gastrointestinal tract, bones, or joints. (19). In our case, the chest x-ray was normal, and the patient did not have clinical evidence of tuberculosis in the internal female genital tract. Primary vaginal wall tuberculosis is highly likely.

Tuberculosis affecting the vagina and vulva is uncommon (20, 21) and is usually an extension from the endometrium or cervix, or very rarely primary due to transmission from an infected partner’s semen (22). Our case did not have menstrual abnormalities, infertility, or cervicitis. Her partner was not having tuberculosis. A hypertrophic ulcer or growth on the vulva or vagina may necessitate a biopsy and histological demonstration of granuloma, as well as the exclusion of cancer and other diseases such as syphilis and lymphogranuloma venereum (13, 14, 23). In our case, there was neither an ulcer nor hypertrophic mass, but it was just a cystic and soft anterior vaginal wall swelling protruding through the introitus. A giant vulval tumor has also been reported in FGTB (24). Even vesicovaginal and rectovaginal fistulas have also been reported (25). In this case, the vesicovaginal septum was normal before, during, and after treatment, and the mass disappeared with no sequelae.

Genital TB should be treated with anti-tuberculous therapy consisting of rifampin, isoniazid, pyrazinamide, ethambutol (RIPE) for 2 months followed by rifampin and isoniazid for 4 months (26). In this case, the standard anti-TB treatment was administered with proper follow-up for 6 months, and the patient improved.

In conclusion, it is always better to have a high index of suspicion in any mass arising from the female genital tract, particularly in areas where tuberculosis is rampant. Vaginal tuberculosis could be one of the differential diagnoses in women presenting with vaginal mass.
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