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ABSTRACT

Primary amenorrhea is defined as, no menses by age 14yrs in absence of growth or development of secondary sexual
characteristics and no menses by age 16yrs regardless of the presence of normal growth or development of secondary
sexual characteristics. Although pulmonary tuberculosis remains the commonest and the most infectious type of
tuberculosis, extra pulmonary tuberculosis is becoming more prevalent especially in young women throughout the
world. We report a case of young woman presenting as primary amenorrhea apparently having no signs and
symptoms of tuberculosis. 20 yrs old unmarried girl was referred for primary amenorrhea with normal secondary
sexual characters and presence of uterus, tubes and ovaries on abdominal scan. Hormonal assay and karyotyping was
normal. She had negative progesterone challenge test and estrogen progesterone challenge test. Diagnosis of genital
tuberculosis was confirmed by diagnostic hysterolaparoscopy and positive tubercular polymerase chain reaction and
culture. Hysterolaparoscopy is a key tool for confirmation of diagnosis in cases of primary amenorrhea when the
dilemma exists.
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INTRODUCTION Female genital tuberculosis (FGTB) is common

Primary amenorrhea is defined as, no menses by age 14
yrs in absence of growth or development of secondary
sexual characteristics and no menses by age 16 yrs
regardless of the presence of normal growth or
development of secondary sexual characteristics.

Incidence of primary amenorrhea due to genital
tuberculosis is 2.7%.? Female genital tuberculosis is rare
in western world but relevant in developing countries like
India. It is the most baffling condition, especially because
of its wvaried presentation. Although pulmonary
tuberculosis remains the commonest and the most
infectious type of tuberculosis, extra pulmonary
tuberculosis is becoming more prevalent especially in
young women throughout the world.*

developing countries and associated with significant
morbidity in the form of menstrual dysfunction,
infertility, tubal block, peritubal adhesions, intrauterine
adhesions, and perihepatic adhesions.>* It is mostly
acquired by haematogenous route and always occurs
secondary to pulmonary (commonest) or extra pulmonary
tuberculosis such as gastrointestinal tract, Kkidneys,
skeletal system, meninges and miliary TB.*

Genital tuberculosis  frequently presents  without
symptoms as seen in our case and diagnosis requires high
index of suspicion. Fallopian tubes are the first and most
commonly affected organ followed by endometrium,
ovary and cervix. Adhesions between tubes, ovaries,
omentum, intestines, liver and diaphragm are common
findings (Fitz Hugh Curtis syndrome).
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CASE REPORT

20 yrs old unmarried girl presented with isolated primary
amenorrhea, without cyclical pain with positive family
history of tuberculosis. She was of average build with
height 1.55 m and weight 58Kg. On examination,
secondary sexual characters were well developed.
Abdomen was soft with no palpable mass. Local
examination revealed normal external genitalia. Rectal
examination revealed the presence of uterus through
rectovaginal septum. Chest x-ray and tuberculin test were
negative.

Abdominal and pelvic scan showed normal size uterus
with polycystic pattern of the ovaries with no renal
anomaly. Hormonal profile including FSH, LH, and TSH,
prolactin, testosterone and estradiol were normal.
Karyotype was 46XX. Progesterone challenge test and
estrogen progesterone challenge test were negative. In
view of suspecting end organ problem, diagnostic
hysterolaparoscopy was planned.

On hysteroscopy — endometrial cavity was tubular with
pale endometrium and uterine synechiae. Both ostia were
not visualized. Endometrial sample was taken for
histopathology, tubercular polymerase chain reaction and
culture.

On laparoscopy — uterus and both ovaries were normal in
size. Lead pipe appearance of both the tubes was seen.
Left sided periovarian adhesions involving left ovarian
fossa and pouch of Douglas were seen. Per hepatic
adhesions were seen, suggestive of Fitz Hugh Curtis
syndrome. Although omentum appeared to be normal,
biopsy was taken. Positive polymerase chain reaction
assay and culture reports confirmed the diagnosis of
genital tuberculosis. Endometrial biopsy showed chronic
non-specific inflammation. Omental biopsy was found to
be negative for tuberculosis. Antitubercular treatment
was prescribed for six months (2 months of rifampicin,
isoniazid, pyrazinamide and ethambutol + 4 months of
rifampicin and isoniazid).

Figure 1: Hysteroscopy showing pale endometrium
with tubular cavity and adhesions.
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Figure 2: Laparoscopic view of lead pipe appearance
of tubes with normal uterus and ovaries.

Figure 3: Laparoscopy showing perihepatic adhesions
(Fitz-Hugh Curtis syndrome).

DISCUSSION

Primary amenorrhea due to genital tuberculosis, though
very rare, is treatable. Female genital tuberculosis is rare
in western world but relevant in developing countries like
India. Being a paucibacillary disease, diagnosis of female
genital tuberculosis may be difficult.*> Although gold
standard in diagnosis of female genital tuberculosis is
demonstration of mycobacterium tuberculosis either on
microscopy or culture of endometrial biopsy or presence
of epitheloid granuloma on histopathology, they are
positive in only few cases leading on to missing of
diagnosis in many cases.**

In the absence of typical epitheloid granuloma and
caseation of TB, other features like dilatation of glands,
destruction of epithelium and presence of inflammatory
exudates in the lumen suggests tuberculous pathology.®
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Past history of TB or family history of TB with chronic
inflammatory cells with proliferative endometrium also
favours the diagnosis of genital TB. A negative biopsy
does not rule out genital TB as TB endometritis is seen in
only 50-60% of cases and there may be sampling error.’
Polymerase chain reaction (PCR) on endometrial biopsy
is a sensitive and rapid method for detecting
mycobacterium DNA (MPT 64 gene) but can be false
positive and may not be able to differentiate between
infection and disease.

Overall, PCR demonstrated M. tuberculosis DNA in 56%
of cases compared to 1.6% smear positive and 3.2%
culture positive cases. PCR was positive in all women
with laparoscopic findings suggestive of TB, in 60% of
those with probable diagnosis, in 33% of those with
incidental findings and even in one case with normal
laparoscopic findings.®

Hysteroscopy is useful in endometrial disease and may
show pale looking endometrium with endometrial cavity
being partially or completely obliterated by adhesions of
varying grade which may involve ostia.” Total destruction
of endometrium may result in Asherman’s syndrome
resulting in amenorrhea secondary to end organ failure.
However, laparoscopy is the most reliable tool to
diagnose FGTB, especially for tubal, ovarian, and
peritoneal disease.'®

There can be tubercles on peritoneum or tubes,
tubo-ovarian masses, caseous nodules, encysted ascites,
various grades of pelvic adhesions, hydrosalpinx,
pyosalpinx, beaded tubes, tobacco pouch appearance, and
inability to see tubes due to adhesions.*

Varying grades of Fitz Hugh Curtis syndrome (violin
string adhesions between liver and diaphragm or anterior
abdominal wall) is often seen in up to 48 % cases of
female genital TB.** Other authors have also found
laparoscopy very useful in diagnosis and management of
genital and peritoneal TB with the advantage of
avoidance of laparotomy which is more traumatic and
hazardous especially in a case of abdominopelvic
tuberculosis.™*

Multiple drug therapy in adequate doses and for sufficient
duration is the mainstay in the treatment of TB including
FGTB. Short-course chemotherapy for 6-9 months has
been found to be effective for medical treatment of
FGTB. Surgical treatment is rarely required and is limited
as drainage of pelvic or tubo-ovarian abscesses,
pyosalpinx followed by antitubercular treatment for better
results. The prognosis of genital tuberculosis for fertility
is poor in cases of endometrial and tubal diseases.

CONCLUSION
Primary amenorrhea is an important gynaecological

endocrinal condition that needs proper methodical
approach for confirmation of diagnosis. Genital
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tuberculosis is common in India, a combination of
Hysterolaparoscopy along with endometrial
histopathological studies, acid fast bacilli culture and
polymerase chain reaction provides the best available
methods for the diagnosis of female genital tuberculosis
in asymptomatic cases.

Patient consent was obtained prior to the study and
patient identity not disclosed.
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