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Abstract:

A set of 170 patients with infertility related complain were studied. 10% (17) of the population was found to be positive for tuberculosis infection.
These patients indicated symptoms of bleeding disorder, amenorrhea, irregular menstrual cycle, HPR evidence, PCR positivity and tubal blockage
in varying proportions. When subjected to WHO recommended TB treatment regimen, 3 patients developed cognizable side effects and discontin-
ued treatment. Five patients were found to be cured of menstrual problems and ascites while 2 of them successfully conceived. It was found that
the pregnancy rate in genital TB infected patient were less and those who conceived were lesser in percentage. Genital TB infection was concluded

to be a major factor in females suffering from tubal infertility in India.

Introduction

In developing countries like India Genital tract tuberculosis is identified
as an important cause of infertility. Most often, hysterosalpingograms
(HSG) remain the primary method of diagnosis for understanding vari-
ous tubal and peritoneal factors that might lead to cases of infertility
(Karasick, 1991). This method has been identified as a unique proce-
dure for ascertaining the internal architecture of female genital tract
which is essential for ascertaining the changes associated with tuber-
culosis infection (Schwimmer, 1990).

It has been found that around 0.75% to 1% of total gynecological com-
plaints are associated with genital tuberculosis in India although this
number varies from place to place (Arora and Arora (1992). Around 5%
of all pelvic infections are cases of genital tuberculosis and further it
accounts for 10% of all cases of pulmonary tuberculosis also (Arora and
Arora (1992; Dawn, 1998). Althoguh most of the cases are from females
of reproductive ages only, it has also bene reported in post menopaus-
al individuals also (Alenti and Pierandrei, 1998).

Infertility is defined as the inability to conceive by at least one year of
unprotected intercourse. Treatment may be started earlier in case of
an obvious cause or advanced age of the couple. Genital tuberculosis
is an important cause of sub fertility, more so in endemic zones such
as South India. Still, the true epidemiology of this disease remains
unknown due to lack of highly sensitive and specific tests. Genital tu-
berculosis not only causes tubal obstruction and dysfunction but also
impairs implantation due to endometrial involvement and ovulatory
failure from ovarian involvement (Roy and Roy, 2003).

The prevalence of infertility is about 10-20% among couples (with
somewhat equal prevalence among men and women). There are many
factors that can affect female fertility. Some, such as tubal or age fac-
tor, are completely known and some are in debate (e.g. endometriosis,
cervical or immunologic factors (Xiang et al., 1998).
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Female genital tuberculosis (FGTB) is still a major cause of infertility in
India in spite of the availability of specific therapy. The prevalence of
FGTB in infertility clinics shows marked variations in different countries
ranging between 15 and 25% (Xiang et al., 1998). In 80-90% of cases,
FGTB affects young women between 18 and 38 years of age and is an
important cause of infertility (Varma, 1991; Crofton et al., 1992). Geni-
tal tuberculosis (TB) predominantly affects individuals below 40 years
of age and peak age frequency ranges between 21 to 30 year of age
(Nwachokor and Thomas, 2000).

In this study, the prevalence of genital tuberculosis in a cross section of
female population in India was surveyed with special reference to inci-
dences of infertility.

Materials and methods
Study population

The resource population for this study comprised of 170 female indi-
viduals, aged between 25-40 years visiting the clinic with complaints
that were within the purview of inclusion criteria. The parameters for se-
lection were complaining of infertility and symptoms of pelvic pain, ir-
regular menstrual bleeding, scanty menstruation or amenorrhea. A pel-
vic mass in variable combination was also considered to be criteria for
inclusion of a subject for study. Constitutional symptoms comprised of
sweating and weight loss. Local organ dysfunction manifested in amen-
orrhea, and bilateral tubal blockage was also noted as seen through
classical hysterosalpingographic study.

Analytical methods

The analytical assays performed under this study were as described by
cited authors. (1) Conventional culture method (Nyendak et al., 2009) (2)
Polymerase Chain Reaction (PCR) for Mycobacterium complex (Beige et
al, 1995) (3) hysterosalpingographic study (HSG) (Chavan et al., 2004)
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(4) tissue histopathology (Lucas, 1988) and ultrasonography (Yapar et
al., 1995).

Results and discussion

170 patients were analyzed in this study. Out of these 17 were found to
be positive for Mycobacterium tuberculosis infection by culture meth-
od (Table 1). All these patients indicated bad obstetric history with ul-
trasonography finding confirming an altered endometrium associated
with genital tuberculosis.

It was noted that in 50% of genital MTB cases, the endometrium was
involved. Further, around 30% of the patients with tubal adhesions, in-
trauterine adhesion was observed.

e N N
Serial number Observation Number of patients (out of a total of

17 culture positive patients)

Bleeding disorder

Amenorrhea

Irregular menstrual cycle

HPR evidence

PCR positive
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Tubal block as evident from HSG and laproscopy

-

Table 1: Clinical and/or analytical observations of 17 out of 170 patients with complain of
infertility.

All 17 patients were subjected to treatment regimen that involved the
WHO recommended treatment scheme (PZA=1500 mg/day + INH (300
mg/day) + Rifampicin (450 mg/day) + Ethambutol (800 mg/day) for 4
months and Rifampicin + INH = 450:300 for another 5 months respec-
tively (World Health Organization, 2003. Treatment of Tuberculosis:
Guidelines for National Programmes). Out of them, 3 patients discon-
tinued medication because of side effects (jaundice, skin rash and acid
peptic diseases) and/or non compliance of therapy.

Post treatment, all these patients were the subjected to standard in
vitro fertilization (IVF) treatment. Around 5 of them were cured of men-
strual problems and ascites while 2 patients successfully conceived.
It was noted that the conception rate was low and further the birth
rate was still lower. The risk factors not conducive to pregnancy were
secondary amenorrhea, any endometrium or curettage and negative
chromopertubation.

There has been a rapid surge in female genital TB and therefore gyne-
cologists will be face increased cases of TB infection. Genital tubercu-
losis can be asymptomatic or may present atypical symptoms or even
mimic other clinical conditions that make the situation all the more
challenging. Therefore it is necessary that we consider the possibility
of TB in patients within the reproductive age group who present with
symptoms of infertility, chronic pelvic pain and menstrual dysfunction
where other causes have been ruled out. This if further important for
those women who fall unto the high risk category for TB infection.

This study highlights the fact that tuberculosis, a chronic infectious
disease is one of the major etiological factors of female tubal infertil-
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ity especially on the Indian subcontinent. In women with genital tu-
berculosis, the clinical pregnancy rate per cycle is lower and further,
spontaneous abortion rate is high. Therefore they appear to represent
a less favorable subset within other tubal factor-patients when treated
with IVF-ET.
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