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ABSTRACT  

 

Schistosomiasis (Bilharzia) is one of the most important parasitic infections in the tropics 

affecting over 200 million people annually. It is an important trematode, fluke in which the adult 

worms are found in the veins, i.e schistosoma haematobium is found in the vesical plexus, 

schistosoma mansoni in the inferior mesenteric veins and schistosoma japonicum in the superior 

mesenteric veins. 

Here is a case of Schistosomiasis in a 30 year old woman who presented at 12 weeks gestation 

with bleeding per vagina and abdominal pain for 1 month duration. Emergency laparotomy 

revealed a secular swelling at the fimbrial end of the fallopian tube measuring 5X4X2cm. 

Microscopic examination revealed variously sized schistosoma ova surrounded by chronic 

granulomatous inflammation. 

Gynaecologist and General Practitioners working in the endemic areas of the tropics should 

consider genital schistosomiasis as a possible cause of acute gynaecological problems seen there. 
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INTRODUCTION 

Schistosomiasis remains one of the 

most important parasitic infection in the 

tropics, the most widespread and important 

trematode, a blood fluke in which the body 

of the male is folded in a gynaecophoric 

canal in which the female is carried. It is 

endemic in Africa, South East Asia and the 

Middle East. 

Schistosomiasis can affect the female 

genital organs and is a recognized cause of 

female infertility in these organs. 

Tubal schistosomiasis was first 

described in 1925 by Gibson. 
(1)

 It affects 

over 250 million people worldwide. There 

are three major species affecting humans, 

Schistosoma mansoni, schistosoma 

haematobium, schistosoma japonicium. 

Specific species of snail acts as intermediate 

http://www.ijhsr.org/
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host. The genus bulinus is the intermediate 

host for schistosoma haematobium, genus 

biomphalaria for schistosoma mansoni and 

onchomelania for japonicum. 

Acute infection is asymptomatic 

presenting with non-specific influenza-like 

illness but continuous infection may cause 

granulomatous inflammation and fibrosis in 

the affected organ. 

Infection of the pelvic organs can presents 

as acute or chronic pelvic inflammatory 

disease. 
(2)

 Fallopian tube schistosomiasis as 

a direct cause of ectopic pregnancy is 

uncommon. 
(3,4)

  

Pathogenesis is hinged on the 

infectious larvae which penetrate the intact 

human skin and the schistosoma migrate 

into the peripheral vasculature,transverse the 

lungs and settle in the portal or pelvic 

venous system where they develop into adult 

male and female. 

The female schistosoma produce 

hundreds of eggs around which granulomas 

and fibrosis are formed. Acute 

schistosomiasis is dominated by TH-1 and 

INF-gamma stimulates macrophages to 

produce TNF, IL-1 and IL-6. Chronic 

schistosomiasis is associated with dorminant 

TH-2 which produces IL-4, IL-5, IL-13. 

These cytokines are responsible for the 

formation of granulomas around the ova and 

also fibrosis by stimulating the synthesis of 

collagen. 
(5)

 

 

CASE REPORT 

A 30 year old para
2+0

 whose last 

child birth was 7 years ago, she presented at 

12 weeks gestation with complaints of 

bleeding per vaginal and lower abdominal 

pain. The bleeding was not associated with 

blood clots. There was no history of 

haematuria or bleeding elsewhere. She was 

seen two weeks prior to presentation at a 

mission hospital and had a manual vacuum 

aspiration done for incomplete miscarriage 

with momentary ceasation of vaginal 

bleeding. Her previous deliveries were by 

caesarean section. The patient was married 

and resident in a rural setting. 

On examination, she was a young 

lady, afebrile (36.9
0
c), not pale, not 

dyspnoeic, no pedal oedema. Her pulse rate 

was 80 beats per minutes, regular and full 

volume. Her blood pressure was 

110/80mmHg with only the first and second 

heart sounds auscultated. 

The abdomen was full, with a 

midline subumbilical scar. There was right 

iliac fossa tenderness and the liver and 

spleen were not palpable. The kidneys were 

not ballotable. 

An impression of suspected ectopic 

pregnancy to rule out acute appendicitis was 

made and pelvic ultrasonography done 

revealed an empty uterus with a well 

circumscribed cystic mass in the pouch of 

Douglas lying more to the right measuring 

4.9x6.1cm. She was counselled and prepared 

for an emergency laparotomy. Her packed 

cell volume was 37%, urine pregnancy test 

was negative and her blood group was O 

rhesus D positive. 

She was counselled and prepared for 

emergency laparotomy with the following 

intra operative findings: mild adhesions in 

the pelvic cavity. A haemorrhagic secular 

swelling at the fimbrial end of the right 

fallopian tube measuring 5cm was noted. 

There was no haemoperitoneum. A right 

total salpingectomy was done and the 

excised fallopian tube was sent for 

histopathological analysis. The patient had 

an uneventful postoperative course and was 

discharged home 7 days later.  

A dark brown distorted mass 

measuring 4.3X4.0X2.5cm was received at 

the Histopathology Department. Serial cut 

sections showed a dark-brown haemorrhagic 

surface. Histological  examination showed 

variously sized calcified schistosoma ova 

surrounded by granulomatous inflammation 

with fibrosis in a background of extensive 
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haemorrhagic stroma with intense 

inflammatory infiltrates comprising of 

mostly eosinophils, lymphocytes and plasma 

cells (Figure. 1 and 2). 

 

 
Figure 1: Histology of normal fallopian tube with the mucosa 

thrown into folded projections coated by a ciliated columnar 

epithelium. 

 

Figure 2: Histologic section showing variously sized calcified 

schistosoma ova within the fallopian tube with chronic 

granulomatous reaction, fibrosis and intense inflammatory 

reaction. (H and E stain X10). 
 

DISCUSSION 

Schistosomiasis is a parasitic 

infection affecting over 250 million people 

worldwide. 
(5)

 

Female genital schistosomiasis was 

first described in an Egyptian woman more 

than a century ago. 
(6)

 According to autopsy 

and histopathological examination, the 

incidence of female genital schistosomiasis 

in the upper reproductive tract ranges from 

2-83% 
(7)

 and 35-75%in the lower 

reproductive tract. 
(8,9)

  One study conducted 

over a 12 year period showed the 

distribution of genital schistosomiasis as 

21% ovary, 16% fallopian tube, 42% uterine 

cervix, 21% vagina and clitoris. 
(10) 

Tubal schistosomiasis is a relatively 

common cause of granulomatous salpingitis 

worldwide. 
(11)

 It is rare in this country but it 

has been reported in endemic areas as 

possible cause of acute pelvic infection, 

ectopic pregnancy and tubal infertility. 
(4) 

Appropriate treatment is known to alter the 

clinical cause. 
(12) 

Manifestations of schistosomal tubal 

disease spans from the spectrum of mild 

reaction to severe fibrotic granulomatous 

reaction which may impair tubal motility 

and patency, thus predisposing to ectopic 

pregnancy and infertility. 
(13)

 

Furthermore, severe perisalpingitis 

and peritubal adhesions usually result from 

fallopian tube ischaemia due to ova 

deposition in the terminal veins of the tube. 
(13,14)

 

Urine and stool microscopies are the most 

commonly used method for the diagnosis of 

schistosoma. 
(15,16)

 

However, female genital 

schistosomiasis poses diagnostic dilemma as 

most patients are either asymptomatic or do 

not excrete any ova in their urine or stool. 
(17)

  

Eosinophilia, abnormal liver or renal 

function test are nonspecific for 

schistosomiasis and enzyme-linked 

immunosorbent assays (ELISA) cannot 

distinguish between active and passive 

infections. 
(16) 

As observed in this case, a 

detailed history and histopathological 

evaluation of specimen may be the only 

practical option in the diagnosis. 
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CONCLUSION 

Gynaecologist and General 

Practitioners working in the endemic areas 

of the tropics should consider genital 

schistosomiasis as a possible cause of acute 

gynaecological problems seen there. 

 

REFERENCES 

1. Kjetland EF, Leustscher PD, 

Ndhloru PD. A review of female 

genital schistosomiasis: Trends in 

parasitol; Feb 2012, Vol. 28 (2). 

2. Schneider P,Steyn DW. Genital 

schistosomiasis presenting as a 

suspected ectopic pregnancy S Afr 

Med J. 2000; 90 (6): 609 

3. Bugalho A, Strongelo F, Benussi G, 

Preggazi R, osman N. 

Schisotomiasis: possible cause of 

ectopic pregnancy, Four clinical 

cases. Minerva Ginecol 1991; 43 

(12): 577-9. 

4. Okonfua FE, Ojo OS, Odesanmi 

WO, Ectopic pregnancy associated 

with tubal schistosomiasis in 

Nigerian woman. Int. J Gynaecol 

Obstet 1990; 32 (3); 281-4. 

5. Chitsalo l, Engels D, Montresor A, 

Sovioli L. The global status of 

Schistosomiasis and its control. 

ActaTtrop 2000 23: 77(1) 41-51. 

6. Madden FC. A case of Bilharzia of 

the vagina.Lancet 1899; 1716-8. 

7. Feldmer H. Poggense G, Krante I. 

Helling-Giese G. Female genital 

schistosomiasis. New challenges 

from gender perspective. Trop 

Geograph med. 1995; 47 92suppl): 

52-15. 

8. Leutscher P, Ravaoalimalata VE, 

Raharisolo C et al. Clinical findings 

in female genital schistosomiasis in 

Madagascar. Trop Med Int Health 

1998 Apr; 3 (4): 327 – 32. 

9. Edington GM, Nevabuebo I, Juncid 

TA: the pathology of schistosomiasis 

in Ibadan, Nigeria with special 

referencies to the appendix, 

pancrease and genital organs. Trans 

RSY SSC Trop Med HYG 1997, 69; 

153-162. 

10. Gouzouv A, Baldssini B, Opa JF. 

Anatomicopathologicalaspects of 

genital schistosomiasis in women. 

Med Trop (mars) 1984 Oct-Dec; 44 

(4): 331-337. 

11. Blanstein pathology of female 

Genital tract. fourthEdition.Edited by 

Robert J Kurman. New York : 

Springer Verleg 1994. 

12. Ville Y,Leruezz Y,Picaud A, Walter 

P, Fernandez h. Tubal 

Schistosomiasis as cause if ectopic 

pregnancy in endemic areas. A report 

of three cases.Eur J ObstetGynaecol 

Report Biol 1991; 41 (1) : 77-79. 

13. J. Balasch, S.Martinez-Roman, M. 

Creus, E. Camppo, A. Fortury J.A, 

Vanrell.“Schistosomiasis; an unusual 

cause of tubal infertililty” Human 

Reproduction, volVol 93.uessel. 

“Genital Schistosomiasis as a cause 

of female sterility and acute 

abdomen. Fertility and sterility, 

14. A. Schanz, J. Richter, I. Beyer, SE. 

Balchu, AP. Hess, JS. 

Krussel.“Genital Schistosomiasis as 

a cause of female sterility and acute 

abdomen. Fertility and sterility, Vol 

93. No. 6, PP. 2075. E7-2075.E9, 

2010. 

15. EF. Kjetland, EN. Kurewa, T. 

Mduluza et al. “The First 

Community-Based report on the 

effect of genital schistosoma 

haematobium infection on female 

fertility” fertility and sterility, Vol 

94, No-4, PP. 1551-1553, 2010. 

16. S. Bahrami, H. Alatassi, SP. Slone, 

DM. O’connor. “Tubal gestation 

andschistosomiasis: a case report. 



                      International Journal of Health Sciences & Research (www.ijhsr.org)  258 

Vol.4; Issue: 4; April 2014 
 

“Jour Report med vol. 51, no 7, PP. 

595-598, 2006. 

17. G. Poggense, I. Kiwelu, V. Weger et 

al. “Female genital schistomiasis of 

the lower genital tract without egg 

excretion in urine” AmeriJourn Trop 

Med Vol. 59, no. 5, PP. 782-783, 

1998. 

 

 

 

 

 

 

 

******************* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

How to cite this article: Ngbea JA, Swende TZ, Ashuku AY et. al. Pelvic tubal 

schistosomiasis in a 30 year old woman presenting as ectopic pregnancy: a case report. Int J 

Health Sci Res. 2014;4(4):254-258. 

 

International Journal of Health Sciences & Research (IJHSR) 
 

Publish your work in this journal 

 
The International Journal of Health Sciences & Research is a multidisciplinary indexed open access double-blind peer-

reviewed international journal that publishes original research articles from all areas of health sciences and allied branches. 
This monthly journal is characterised by rapid publication of reviews, original research and case reports across all the fields 
of health sciences. The details of journal are available on its official website (www.ijhsr.org). 
 
Submit your manuscript by email: editor.ijhsr@gmail.com OR editor.ijhsr@yahoo.com  

http://www.ijhsr.org/
mailto:editor.ijhsr@gmail.com
mailto:editor.ijhsr@yahoo.com

