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Abstract

Female genital tuberculosis (FGTB), a severe form of extrapulmonary tuberculosis, is a leading cause of infertility and 
recurrent pregnancy complications, particularly in developing countries. Often asymptomatic, FGTB causes significant 
reproductive challenges through endometrial destruction and tubal damage. This case report describes a 38-year-old woman 
with a history of FGTB who presented with high-risk pregnancy complications. Her obstetric history included preterm delivery 
at 28 weeks and a spontaneous miscarriage at 19 weeks. In her current pregnancy, she experienced spotting at 7 weeks, cervix 
shortening at 21 weeks, and a urinary tract infection (UTI) caused by Escherichia coli at 25 weeks. Dydrogesterone SR 
(30 mg; Dydroboon 30 SR), nifedipine, and hydroxyprogesterone were administered to manage the risk of preterm labor. 
Dexamethasone was administered to promote fetal lung maturation. The UTI was successfully treated with antibiotics, and 
she delivered a healthy male infant vaginally at 36 weeks. A multi-disciplinary approach ensured the best possible outcomes 
for both mother and infant. FGTB significantly reduces fertility and adversely affects pregnancy outcomes, highlighting 
the need for early detection and focused treatment. Comprehensive TB screening before assisted reproductive procedure 
is crucial. This case highlights the need for infection management, preterm labor prevention, and multidisciplinary care in 
high-risk pregnancies, emphasizing evidence-based approaches for improved maternal and fetal health. Robust healthcare 
systems, multidisciplinary management, and individualized care are essential to mitigate the impact of FGTB and obstetric 
complications, ultimately improving maternal and neonatal outcomes.
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Introduction

Maternal health remains a global concern, with an estimated 
211 maternal deaths per 100,000 live births in 2017. This 
underscores the persistent challenges in addressing pregnancy and 
childbirth complications, particularly in low- and middle-income 
countries. India accounts for approximately 1.3 million maternal 

deaths over the past two decades, contributing to 12% of global 
maternal mortality. These statistics highlight the urgent need 
for effective interventions to improve maternal health outcomes 
[1]. Tuberculosis (TB) is a leading cause of infection-related 
mortality worldwide, affecting an estimated 10 million individuals 
annually. While pulmonary TB is most common, extrapulmonary 
tuberculosis (EPTB) occurs in about 16% of the cases globally, 
with regional variations. Female genital tuberculosis (FGTB), a 
significant form of EPTB, accounts for approximately 27% of 
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EPTB cases [2]. However, diagnosing FGTB is challenging as one 
in 10 affected women are asymptomatic, while others present with 
nonspecific symptoms [3].

The FGTB prevalence in India (19%) is notably higher than in 
other developing countries (4–8% in Pakistan) [4]. Reports 
indicate that over 15% of patients with infertility and up to 48% 
of assisted reproductive care seekers are diagnosed with FGTB, 
with an overall incidence ranging from 3–26% [4,5]. FGTB can 
cause infertility and reproductive morbidity, often leading to 
chronic pelvic inflammatory disease [3]. This underscores the 
need for a comprehensive healthcare system to manage obstetric 
complications and TB-related reproductive health challenges. This 
case report details a 38-year-old woman with FGTB and pregnancy 
complications, emphasizing the importance of an individualized, 
multidisciplinary approach in high-risk pregnancies.

Case Presentation

A 38-year-old woman presented with a history of spotting at 7 
weeks of gestation during her current pregnancy. As the pregnancy 
progressed, she experienced episodes of pyrexia, lower abdominal 
pain, and urinary discomfort. Prominent uterine irritability was 
reported at 25 weeks of gestation. Based on these symptoms 
and her obstetric history, she was classified as having a high-
risk pregnancy, necessitating meticulous medical management 
to ensure a favorable outcome. Six years ago, she was diagnosed 
with FGTB through laparoscopy and received 6 months of anti-
tuberculosis therapy under the National Tuberculosis Elimination 
Programme (isoniazid, rifampicin, pyrazinamide, and ethambutol 
for 2 months, followed by isoniazid, rifampicin, and ethambutol 
for 4 months). 

After completing the treatment, she successfully conceived but 
delivered preterm at 28 weeks of gestation via cesarean section. 
Despite neonatal challenges, her first child is now healthy. Two 
years ago, she conceived again but experienced a spontaneous 
miscarriage at 19 weeks of gestation. Her current pregnancy, 
achieved through spontaneous conception, showed early signs of 
viability with a detected fetal heartbeat at 5 weeks. She was initiated 
on folic acid (500 mcg), aspirin (75 mg), and dydrogesterone 
sustained release (SR) (30 mg; Dydroboon 30 SR) to support her 
pregnancy.

Clinical evaluation and progression

A physical examination conducted during her initial presentation 
showed stable vital signs and no immediate indications of concern. 
However, further issues were identified during follow-up visits. 
The patient developed spotting at 7 weeks, which led to the 
discontinuation of aspirin to reduce the additional risk of bleeding 
while continuing dydrogesterone. A second-trimester anomaly 
scan (level-II scan) at 21 weeks showed a 2.6 cm reduction in 
cervical length, indicative of a higher risk of premature labor. Her 

condition deteriorated around 25 weeks when she experienced 
episodes of pyrexia, lower abdominal pain, and uterine irritability, 
raising suspicion of a urinary tract infection (UTI). A urine culture 
test identified the presence of nitrofurantoin-sensitive Escherichia 
coli (105 CFU/mL).

Management and outcomes

A multidisciplinary approach was used to manage her pregnancy. 
Following a successful 2 week regimen of nitrofurantoin to 
clear her UTI, additional measures were taken to reduce the risk 
of preterm labor. A 10-day course of nifedipine (20 mg thrice 
daily for 3 days and twice daily for 7 days) was administered 
to inhibit uterine contractions. Hydroxyprogesterone caproate 
(500 mg intramuscularly, administered weekly for a total of 
four doses) was used for uterine relaxation, and dexamethasone 
was prescribed to promote fetal lung maturation. Her condition 
improved following these interventions, and she was discharged 
at 26 weeks of pregnancy. Dydrogesterone, along with iron and 
calcium supplements, was continued to support both maternal and 
fetal health. A male infant weighing 2.4 kg was delivered vaginally 
at 36 weeks, with an Apgar score of 8/10.

Discussion

The case described herein highlights the complexities of managing 
high-risk pregnancies in patients with a history of FGTB and 
recurrent obstetric complications. The patient’s history of FGTB, 
which significantly impaired fertility, underscores the importance 
of early diagnosis and individualized treatment to optimize 
reproductive outcomes. 

FGTB represents a severe manifestation of EPTB, particularly 
in developing countries. Tuberculosis of the fallopian tubes is 
the leading cause of tubal factor infertility [6]. Almost half of the 
women with tubal factor infertility are diagnosed with FGTB, and 
more than eight in 10 have a history of TB treatment [7]. Early 
detection and treatment are crucial, as untreated FGTB can cause 
irreversible tubal damage and endometrial destruction, leading to 
permanent infertility [8].

Patients with FGTB may consider in vitro fertilization (IVF), 
but the reported success rate is only 17% [8]. More importantly, 
the use of assisted reproductive technology carries the risk of 
TB transmission to the fetus, potentially resulting in congenital 
TB, even if the pregnancy is successful. In one case, a mother 
undergoing IVF was not screened for TB, FGTB remained 
undiagnosed, and the child developed congenital TB at 3 months 
[9]. Mycobacterium tuberculosis can spread from other body sites 
to the bilateral fallopian tubes and/or endometrium [5]. Therefore, 
extensive systemic screening before IVF is recommended, 
especially in endemic countries [9,10].

Acid-fast bacilli (AFB) staining, though widely used for TB 
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diagnosis due to its availability and low cost, requires a high 
bacterial burden (at least 104–106 organisms/mL), whereas FGTB 
is considered paucibacillary [5]. AFB culture is more reliable 
but takes up to 8 weeks [5]. Pre-IVF screening for FGTB should 
include an interferon-gamma release assay, tuberculin skin test, 
and AFB culture [5]. Radiological examinations are valuable in 
diagnosing FGTB. Hysterosalpingography findings commonly 
include intrauterine adhesions, a distorted uterine cavity, and 
fallopian tube abnormalities such as a beaded appearance or a 
rigid, fibrotic structure [5]. Ultrasound imaging can also aid in 
evaluation, revealing endometrial thickening, distortion, and 
hyperechoic foci suggestive of calcification or fibrosis within the 
endometrium and ovaries. Additionally, affected fallopian tubes 
may appear dilated and thickened [5,11]. Multi-gene polymerase 
chain reaction may be considered for FGTB screening in patients 
with infertility from TB-endemic areas [12].

In this case, preterm labor was successfully managed 
with a combination of dydrogesterone, nifedipine, and 
hydroxyprogesterone, to prevent premature delivery. Both 
dydrogesterone and nifedipine are effective in prolonging 
preterm birth, and a combination of these is reported to be even 
more effective than monotherapy [13]. In our case, these drugs 
were administered as part of a tocolytic regimen, and no adverse 
effects such as headache, hot flashes, maternal tachycardia, or 
dizziness were observed. A single corticosteroid course, including 
betamethasone or dexamethasone was commonly administered 
to pregnant mothers between 24 0/7 weeks and 33 6/7 weeks of 
gestation who are at risk of preterm delivery within 7 days to 
promote neonatal lung maturation and reduce neonatal respiratory 
distress [14]. In our case, dexamethasone was administered to 
promote fetal lung maturation, highlighting the significance of 
anticipating challenges in cases of threatened preterm labor.

Beyond managing immediate pregnancy complications, treatments 
to improve endometrial receptivity have shown promise in 
enhancing fertility outcomes. FGTB-related infertility is linked to 
poor endometrial receptivity due to immune system dysregulation, 
and suppression of essential growth factors [8,10]. It also 
upregulates proinflammatory cytokines and antiphospholipid 
antibodies while downregulating ovarian reserve markers [8]. 
Dydrogesterone, a progestogenic drug, effectively induces 
endometrial receptivity and creates a favorable environment for 
embryo implantation [15,16]. In this case, dydrogesterone was 
administered to ensure favorable reproductive outcomes in the 
context of FGTB history.

Approximately 45% of cases of bacteremia occur in the third 
trimester, and bacteremia of genital origin is a significant cause of 
fetal death [17]. UTIs complicate 8% of pregnancies, necessitating 
prompt diagnosis and treatment [18]. In our case, the patient 

developed an E. coli-induced UTI, which further complicated 
pregnancy management. Bacterial invasion of the amniotic 
cavity can trigger inflammatory mediators and increase the risk 
of spontaneous preterm labor [19]. This case emphasizes the 
importance of a strong healthcare system capable of addressing 
maternal and reproductive health challenges associated with 
FGTB. Early diagnosis, multidisciplinary care, and patient-centric 
strategies are crucial for improving maternal and fetal outcomes.

Conclusion

This case illustrates the complexities of managing high-risk 
pregnancies in patients with a history of FGTB. Successful 
outcomes depend on early diagnosis, timely interventions, and 
a multidisciplinary approach to address complications such as 
infections and preterm labor. This underscores the importance of 
individualized care and a robust healthcare system in optimizing 
both maternal and fetal outcomes.
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