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INTRODUCTION

Tuberculosis (TB) is one of the oldest 
diseases known to affect humans.[1] TB primarily 
impacts the lungs; extrapulmonary (EPTB) 
cases are also common, particularly among 
younger patients. Female genital tuberculosis 
(FGTB) is a common form of extrapulmonary 
tuberculosis.[2] GTB accounts for about 10%–
15% of all TB infections. GTB is the second 
most common extrapulmonary manifestation 
(40%), following lymphatic involvement (50%) 
and pleural effusions (24%). The fallopian tubes 
are the most frequently affected (90%–100%), 
followed by the uterus (70%), the ovaries (30%), 
the cervix (10%), and, rarely, the vulva and 
vagina.[3,4]

Both fallopian tubes are involved in 
most (>90%) women with female genital 
tuberculosis FGTB, and the involvement can be 
TB endosalpingitis, exosalpingitis, interstitial 
TB salpingitis, and salpingitis isthmica nodosa.
[5] Mycobacterium tuberculosis, an acid-

fast aerobic bacillus, is the most virulent 
mycobacterium pathogen to the human 
species. Its slow replication rate accounts for 
the insidious nature of the infection and the 
resistance to ordinary antibiotics. Although 
the bacillus can remain dormant and cause no 
symptoms for a long time, reactivation may 
occur following a decline in immunity.[6]

Female genital tuberculosis may be 
asymptomatic and is often detected 
incidentally during the evaluation of infertility.
[7] When symptoms are present, they commonly 
include chronic lower abdominal or pelvic 
pain, infertility, and menstrual disturbances—
particularly oligomenorrhoea—as well as the 
presence of a pelvic mass.[8,9] The disease 
typically has an insidious onset, with few 
or nonspecific symptoms in its early stages. 
Consequently, diagnosis is frequently delayed 
until the disease has progressed, at which 
point significant and sometimes irreversible 
damage to the genital organs may have already 

CASE PRESENTATION 

ABSTRACT 

Fallopian tube tuberculosis, also called female genital tuberculosis, is an infection of the female reproductive 
tract, affecting the fallopian tubes, caused by Mycobacterium tuberculosis.

Fallopian tube tuberculosis usually presents as a case of infertility or as chronic pelvic pain, although many 
patients are asymptomatic. Others presented with other symptoms such as menstrual irregularities, pelvic mass-
es, vaginal bleeding, and discharge, and may have presented as a case of ectopic pregnancy. Here, we present 
two patient from Baghdad who visited our national tuberculosis institute with a diagnosis of TB of the fallopian 
tube, who started on a full course of anti-TB regimen with improvement in their health-related quality of life. 
Key words: Tuberculosis, fallopian tube, infertility. 

Fallopian tube tuberculosis: two cases from Baghdad

Mohammad Yahya Abdulrazaq,a Hiba Adnan Hameed,b Ali Riyadh Kamil.c

a: CABM, FIBMS; Consultant pulmonologist & Consultant Internist, National Tuberculosis Institute. Baghdad, Iraq. b: MBChB, 
FIBMS; Family medicine specialist. National Tuberculosis Institute. Baghdad, Iraq. c: MBChB, CABHS; community medicine 
specialist, National Tuberculosis Institute. Baghdad, Iraq.
Corresponding Author: Mohammad Yahya Abdulrazaq, E-mail: ntp.mohammad@gmail.com.

Iraqi NNMMJJ



76 Iraqi New Medical Journal  |   January 2026 |  Volume 12  |  Number 23

occurred.[10]

Being a paucibacillary disease, its diagnosis 
remains a dilemma as the gold standard method 
of diagnosis, like AFB positivity on microscopy 
or culture, or positive Gene Xpert or epithelioid 
granuloma on endometrial and peritoneal 
biopsy, is positive in selected cases and may 
miss the diagnosis in most cases.[11]

Despite recent advances in imaging tools, 
such as computerised tomography (CT) scan, 
magnetic resonance imaging (MRI), and 
ultrasonography, hysterosalpingography is 
still the standard screening test for evaluation 
of tubal infertility and a valuable tool for 
diagnosis of female genital tuberculosis. 
Tuberculosis may present in various ways on 
hysterosalpingography.[12]

Laparoscopy, by direct visualisation of the 
abdomen and pelvis, can detect most cases 
of FGTB missed by traditional tests, show a 
definite or probable finding of FGTB, and help 
prognosticate infertility, in addition to planning 
further treatment.[13]

Drug therapy for female genital TB (FGTB) 
is similar to the standard treatment regimens 
used for pulmonary TB, which is a four-
drug regimen including rifampin, isoniazid, 
pyrazinamide, and ethambutol, administered 
daily for two months, followed by isoniazid and 
rifampin for the rest of the course of 4 months.
[14] In patients with infertility, the spontaneous 
conception rate is low with an increased risk of 
ectopic pregnancy even after anti-TB treatment 
(ATT).[15, 16]

CASE PRESENTATION

Case 1

A 36-year-old female from Baghdad 
presented to an obstetrician because of a 
3-year history of infertility. Complete medical 
history, comprehensive clinical examination, 
and routine biochemical, hormonal, and 
immunological laboratory tests were non-
significant for the patient and her husband. 

The patient’s ultrasound showed a normal 
uterine shape and size, with an endometrial 
thickness of 7.5 mm. The right and left ovaries 
were normal, with 11, 9.5, and 8.5 mm follicles 
on the right, and 15 and 10 mm follicles on the 
left. The cul-de-sac space was clear, with no 
free fluid collection. Figure a &b

A Hysterosalpingogram (HSG) was 
conducted and showed a normal size and shape 
of the uterine cavity, with no filling defect in the 
endometrial cavity. Both fallopian tubes are 
patent. The uterine cavity is of normal size and 
normal configuration. No filling defect is seen 
in the endometrial cavity. Both fallopian tubes 
are patent with mild to moderate dilatation, 
showing partial spillage of contrast media 
into the peritoneal cavity, mainly from the left 
tube, a feature that may suggest hydrosalpinx. 
A delayed film after changing the patient’s 
position showed a loculated distribution of 
contrast media. Laparoscopy and bilateral 
salpingectomy were performed, with excisional 
biopsy sent for histopathological examination. 
Microscopically, sections from both tubes 

Figure 1 | The First Patient a & b: Ultrasound picture of the pelvis of the first patient showing many follicles with normal other stractures. c: Normal 
chest XR.

a b c
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showed destruction of normal architecture 
by necrotising granulomatous inflammation, 
composed of a central necrotic zone surrounded 
by epithelioid histiocytes, multinucleated 
giant cells, and Lymphocytes, associated with 
epithelial hyperplasia. The morphological 
features are those of tuberculous salpingitis.

The patient was diagnosed with tuberculous 
salpingitis and referred to the National TB 
Institute in Baghdad. At the TB institute, a 
chest X-ray (Figure 1 c), sputum examination, 
and urine for genXpert for the patient and her 
husband were negative. The patient started on 
a full anti-TB medication course.

Case 2

A 35-year-old female from Baghdad with 
a 5-year history of fallopian tube ligation for 
birth control following a history of 3 caesarean 
sections was presented to her doctor with vague 
abdominal pain, mainly near the pelvic area, not 
associated with tenderness. Ultrasound of the 
abdomen showed normal results apart from 
fatty liver and mildly enlarged left kidney. The 
pelvic exam showed normal organs, except for 
nodular lesions in both fallopian tubes, Figure 2 

(a+b).

A laparoscopy was done for her, and 
bilateral fallopian tubal nodular fibrotic lesions 
were resected. The histopathology showed 
characteristic multiple variable-sized areas of 
endometrial glandular and stromal elements, 
including variable-sized caseating and non-
caseating granulomas with rare scattered giant 
cells and Langerhans cells, a morphological 

feature suggestive of chronic specific TB 
salpingitis. Polarised-lens microscopic 
examination was negative for a foreign body. 
No evidence of any associated malignancy was 
seen. 

The patient was diagnosed with tuberculous 
salpingitis and referred to the National TB 
Institute for treatment. At the institute, the 
chest X-ray was normal (Figure 2 c). The patient 
started on a full course of anti-TB medication 
with full clinical improvement. 

DISCUSSION

Morgagni was the first to describe the 
signs of genital TB in women.[17] Genital 
tuberculosis is secondary mainly to pulmonary 
TB or extrapulmonary foci such as the kidneys, 
meninges, skeletal system, and gastrointestinal 
system. TB bacilli infect the genital tract by 
four routes: haematogenous (with the lungs as 
the common primary focus), descending direct 
spread, lymphatic spread, and, rarely, primary 
infection of the genitalia through sexual 
transmission.[18] The genital organs affected 
by Mycobacterium tuberculosis are as follows, 
in descending order of frequency: fallopian 
tubes (95-100%), uterine endometrium (50-
60%), ovaries (20-30%), cervix (5-15%), uterine 
myometrium (2.5%) and vagina/vulva (1%).[19]

Our patients’ ages are 35,36 years old, and 
most cases of genital TB have been reported in 
fertile people between the ages of 20 and 45 
years.[20] A substantial proportion of patients 
presenting with genital TB can easily be 

Figure 2 | The Second Patient a: Ultrasound picture shows enlarged left kidney. b: nodular fallopian tubes. c: Normal CXR.  

a b c
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overlooked owing to nonspecific symptoms.[21]  

and can be a symptomless disease inadvertently 
uncovered during investigation for infertility.
[22] Both primary and secondary infertility can 
occur in FGTB (40-80% among FGTB cases),[23] 
with both tubes usually affected.[24]

Female genital tuberculosis (FGTB) is a 
significant cause of morbidity and is associated 
with both short- and long-term sequelae, 
particularly infertility[25] and an increased risk 
of ectopic pregnancy.[26] In our first case, the 
patient was asymptomatic, and tuberculous 
salpingitis was identified during routine 
infertility evaluation. In contrast, tuberculous 
salpingitis may present with symptoms such 
as dyspareunia, menstrual irregularities, and 
chronic pelvic inflammatory disease (PID),[27] as 
observed in the second patient following tubal 
ligation surgery.

Genital TB is associated with characteristic 
structural changes in the organs involved, 
and hysterosalpingography (HSG) is a useful 
tool for visualising these abnormalities. In 
HSG, presentation of tubal TB varies from 
nonspecific changes such as tubal dilatation, 
tubal occlusion, irregular contour, diverticular 
outpouching (salpingitis isthmica nodosa), 
hydrosalpinx to specific pattern such as ’cotton 
wool plug’, ’pipestem tube’, ’golf club tube’, 
’cobblestone tube’, ’beaded tube’, ’leopard skin 
tube’, tubal occlusion and adhesions in the peri 
tubal region which may present as straight spill, 
corkscrew appearance and peritubal halo,[28] or  
May show calcification of the fallopian tubes in a 
small proportion of patients. Tubal calcification 
can take the form of linear streaks, which lie in 
the course of the fallopian tube or appear as 
faint or dense tiny nodules.[29] HSG of the first 
patient shows a bilateral, loculated distribution 
of the contrast media, while the second patient 
underwent laparoscopy without HSG.

Laparoscopy is a useful modality for 
diagnosing FGTB, with a higher case pickup 
rate,[30] as reported in both of our patients.

Histological study is the main method 
for verifying the diagnosis.[31] It usually 
reveals a specific granuloma composed 
mainly of epithelioid cells, lymphoid cells, 

and Langerhans giant cells. The presence of 
caseous necrosis with a significant number of 
lymphocytes, plasma cells, and fibroblasts is 
typical for tubercular inflammation.[32] In both 
cases, histopathology was instrumental in 
establishing the final diagnosis.

Gynaecologists should maintain a high index 
of suspicion, as tuberculosis (TB) can present 
in atypical and misleading ways. Genital TB 
is often referred to as “the great pretender” 
because its clinical and radiological features 
may closely mimic other gynaecological 
conditions, including advanced ovarian 
carcinoma.[33] Careful and detailed history-
taking, combined with thorough clinical 
examination and appropriate sampling guided 
by multiple imaging modalities, is essential to 
reduce diagnostic delays and overcome the 
challenges of diagnosing genital TB.[34]

Antituberculosis treatment (ATT) has 
been shown to improve laparoscopic findings 
in women with female genital tuberculosis 
(FGTB), particularly in cases associated with 
infertility and early inflammatory changes. 
However, ATT is less effective in reversing 
advanced fibrotic damage, such as dense pelvic 
or perihepatic adhesions and bilateral tubal 
obstruction, which are often irreversible and 
significantly compromise fertility outcomes.[35]

The major challenges in the management 
of FGTB include early and accurate diagnosis, 
increased clinical awareness among healthcare 
providers, the development of rapid, highly 
sensitive diagnostic tools for TB, and the 
optimisation of treatment strategies to 
improve both reproductive and long-term 
health outcomes.

CONCLUSION 

Fallopian tube TB can be asymptomatic; it 
should be diagnosed and treated early because 
it can lead to infertility due to damage to the 
fallopian tubes or can lead to ectopic pregnancy 
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