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Abstract

Background: Female genital schistosomiasis is a gynecological disease 
caused by Schistosoma haematobium. The uterine cervix appears to be the most 
affected area with most cases found in sub-Saharan Africa. Though both males 
and females can be affected, the consequences of genital schistosomiasis are 
more pronounced in females with reported increased risk of HIV transmission 
and malignancy of female genitalia. Female genital schistosomiasis of the cervix 
shares similarities in presentation to those of cervical intraepithelial neoplasm 
and sexual transmitted infections, making diagnosis challenging and requiring 
high degree of suspicion.

Case Presentation: We report three cases of African women referred to 
our facility with a presumptive diagnosis of cervical precancerous/cancerous 
lesion. Initial workout at our facility was in keeping with early stages of cervical 
precancerous/cancerous lesion that necessitated excision as per standardized 
protocol. Histopathological analysis of excised tissue revealed schistosomiasis 
of the cervix.

Conclusion: Schistosomiasis of the cervix shares similarities with 
cervical precancerous/cancerous lesions and should be suspected in women 
presenting with chronic inflammatory conditions of the cervix or features 
suggestive of precancerous/cancerous cervical lesions. Screening for female 
genital schistosomiasis should be incorporated in an already existing screening 
protocol for cervical cancer and sexual transmitted diseases.

Keywords: Genital schistosomiasis; Cervical cancer; Schistosoma; Vaginal 
discharge

Introduction
Schistosomiasis is an acute and chronic neglected tropical disease 

caused by parasitic flatworms belonging to the genus Schistosoma. 
In the year 2019, it was estimated that approximately 240 million 
people were affected with the disease globally [1] and around 659 
million people were vulnerable to contract the disease. It is highly 
prevalent in tropical and subtropical regions with 95% of the disease 
burden occur in sub-Saharan Africa [2]. Contact with infested water 
bodies during daily activities such agriculture, fishing, swimming 
and washing clothes/utensil predisposes individuals to Schistosoma 
infection. Inadequate hygiene and contact with infected water make 
children especially vulnerable to infection [1].

Approximately 56 million African women and young girls are 
infected with schistosomiasis [3]. The disease especially caused by S. 
haematobium does not only affect the urinary tract but also invade 
the female reproductive tract leading into detrimental effects to the 
organs, this is referred to as female genital schistosomiasis [2,4]. 
Despite the fact that schistosomiasis can invade the entire female 
reproductive tract, the uterine cervix is the most common affected 
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site [5,6].

Clinical presentation of cervical schistosomiasis shares 
similarities to that of precancerous/cancerous cervical lesions and 
sexual transmitted infections, making the diagnosis challenging in 
the absence of a high degree of suspicion for this neglected tropical 
disease. Three cases of FGS with prior presumptive diagnosis of 
cervical precancerous/cancerous lesions are hereby discussed.

Case Presentation
Case 1

37 years old female referred from a peripheral regional hospital 
suspected to have cervical cancer, presented at our facility with 
longstanding lower abdominal pain, abnormal vaginal bleeding 
mostly post-coital and copious vaginal discharge. She is Para 9, 
known patient with HIV on ART for 11 years now. She suffered from 
schistosomiasis (urinating blood) at the age 8 years in 1992 which 
resolved after using herbal medication. Her review of other system, 
obstetrics and gynecology history was uneventful.

Gynecological examination for cervical cancer screening was 
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done and revealed normal vulva and vaginal walls. There was non-foul 
smelling copious vaginal discharge, cervix had a normal morphology 
but hyperemic on the whole ectocervix. Visual inspection by 
application of acetic acid produced aceto-white reaction on the cervix 
and an impression of precancerous cervical lesion was reached which 
necessitated loop electrosurgical excision procedure (LEEP) as an 
option of treating precancerous cervical lesion. The excised tissue 
samples were taken for histopathological analysis which revealed 
multiple eggs of Schistosoma haematobium associated with mixed 
inflammatory cells, mainly eosinophils as shown in Figure 1 below.

Case 2
A 35 years old female P2L2 HIV negative was referred to our 

facility from a peripheral cervical cancer screening clinic for LEEP 
as she was diagnosed to have large aceto-white lesion following 
application of acetic acid during cervical cancer screening. She 
reported history of lower abdominal pain, painful coitus, abnormal 
vaginal discharge and contact vaginal bleeding for more than 5 
months. Her last delivery was eight years ago, she reports failure 
of conception for three years despite regular coitus. No surgical 
history and her past medical, obstetric, allergy and drug history were 
uneventful.

She was clinically stable and pelvic examination revealed normal 
vulva and vaginal walls, normal sized cervix, acetic acid was applied 
and large aceto-white lesion were seen extending to the posterior 
vaginal fornix. Loop electrosurgical excision procedure was done with 
an intention of treating cervical precancerous lesion. Cervical tissues 

were taken for histopathology and revealed chronic granulomatous 
inflammation with multiple calcified Schistosoma haematobium 
eggs, multinucleated giant cells, epithelioid cells, lymphocytes and 
numerous multiple eosinophils as shown in Figure 2 below.

Case 3
24 years old female P0+2, with history of foul-smelling vaginal 

discharge, lower abdominal pain and abnormal vaginal bleeding. 
Presented at our screening unit for cervical cancer screening after 
being treated for sexual transmitted infections (STI) several time 
with remission. She had received treatment for STI twice without 
improvement. She was married, doing small business, and had history 
of two spontaneous abortion. She had no history of chronic illness or 
any major/minor surgery, her menstrual flow was normal.

Her physical examination was uneventful, pelvic examination 
revealed a normal vulva and vagina wall with foul smell discharge, the 
cervix had ulcer like lesion at 6’o clock which was bled on contact. We 
had an impression of cervical cancer and tissue biopsy was taken at 
the site of lesion for histopathological examination. At examination, 
numerous accumulations of both active and calcified Schistosoma 
eggs surrounded with numerous multiple eosinophils, lymphocytes 
and neutrophils were observed (Figure 3).

Discussion
Tanzania ranks second among African countries with high 

prevalence of Schistosomiasis with reported prevalence range 
from 51.5% to 100%, S. haematobium (urogenital) and S mansoni 
(intestinal) being the commonest species [7-9].

Despite a high reported prevalence of female genital schistosomiasis 
and a well-known reproductive and social complication associated 
with female genital schistosomiasis in Tanzania, the disease is among 
the neglected conditions leading to underdiagnosis and mistreatment 
[5,6].

S. haematobium has often been associated with urogenital 
schistosomiasis. Mature/adult schistosomes are capable of leaving the 
portal vein and colonize the peri vesical plexus resulting in infection 
to the urinary bladder and surrounding reproductive organs in both 
female and male [10]. In female, eggs released from the peri vesical 
plexus migrates to genital organs leading to chronic granulomatous 
inflammatory lesions in the ovaries, fallopian tubes, cervix, vagina, 
and vulva thus causing female genital schistosomiasis [5,11].

Figure 1: Tissue section from the ectocervix showing multiple accumulations 
of active schistosoma eggs (pointed by black arrows) surrounded with 
inflammatory cells (x10hpf).

Figure 2: Tissue section from the endocervix showing multiple granuloma 
lesion (pointed in black arrow) (x4 hpf in figure a) and calcified Schistosoma 
eggs (pointed with green arrows) surrounded with inflammatory cells. (x10 
hpf in figure b).

Figure 3: Tissue section from the endocervix showing accumulation of both 
active Schistosoma eggs (pointed by green arrow) and calcified Schistosoma 
eggs (pointed by black arrow) surrounded with inflammatory cells (x10hpf).
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Female genital schistosomiasis has been associated with 
significant morbidity and may cause complications such as chronic 
pelvic pain, infertility, spontaneous abortion or ectopic pregnancy, 
stress urinary incontinency and genital ulcers which may increase a 
woman’s risk for acquisition and transmission of HIV [4,5,12-14]. 
As was seen in our cases, one of our patients had history of two first 
trimester spontaneous abortion, the other had secondary infertility as 
she had not conceived in the past 5-years despites several efforts done 
with regard to conception while one patient was HIV positive. Even 
though the cause of the above-mentioned conditions cannot be sorely 
attributed to schistosomiasis in this report, it is reasonable to suspect 
schistosomiasis related complications as a possibility.

Female genital schistosomiasis may present with dysmenorrhea, 
menorrhagia, abnormal vaginal discharge, enduring lower abdominal 
pain, post-coital bleeding, dyspareunia, and inter-menstrual bleeding 
and genital itching/burning sensation. These clinical presentation 
are similar those of other female genital conditions such as sexual 
transmitted diseases and in the abscess of high degree of suspicion, 
FGS is usually under/misdiagnosed and mostly mistreated as sexually 
transmitted diseases [5,15].

Women with genital schistosomiasis are more likely to have 
genital lesion especially of the cervix as compared to those without 
a disease. Cervical lesion together with other symptoms like copious 
and foul smelling vaginal discharge, contact vaginal bleeding 
and painful coitus seen in schistosomiasis is also seen in cervical 
precancerous/cancerous lesions [4,5]. Because of lack of awareness 
among both health care workers and the community most often 
patients presenting with such symptoms are suspected to have cervical 
precancerous/cancerous lesion without considering a possibility of 
FGS as was seen in these three cases.

Our patients presented with history of enduring lower abdominal 
pain, post-coital bleeding, painful coitus and abnormal vaginal 
discharge. These are the same symptoms that happen in the patient with 
precancerous/cancerous lesion of the cervix and sexual transmitted 
disease. All of our patient had visited different health facility seeking 
for medical help due to chronic symptoms which could not respond 
to drugs, since they were treated for sexual transmitted infection 
based on syndromic approach. Nevertheless, patients were sent to our 
cervical cancer screening unit with an impression of cervical cancer.

Female genital schistosomiasis has been linked to early onset 
cervical cancer. Studies have shown that women who had both 
cervical schistosomiasis and cervical cancer were younger than 
those with cervical cancer alone [16,17]. This may be due to the fact 
that chronic inflammation and damage exerted by schistosomiasis 
potentiate persistence and oncogenic consequences of HPV. One of 
patients was very young (24-year-old), cervical schistosomiasis put 
her at the risk of developing cervical cancer if a proper treatment is 
offered timely. Sadly, regular screening is always not done in young 
and adolescent girls in endemic areas.

One of the challenges for diagnosis of FGS is lack of the gold 
standard diagnostic technique or algorithm [2]. Different diagnostic 
modalities have been employed but they all lack a desired sensitivity 
and specificity, Schistosoma real-time PCR cervical-vaginal lavage has 
a low sensitivity of 53%, Wet smears and Pap smears has a sensitivity 
of 15% [18,19]. Histological examination of the tissue biopsy has 

shortcoming because Schistosoma eggs are located in focal clusters 
and distributed irregularly, hence can be missed during histological 
analysis of biopsy sections [20,21]. Tissue biopsy from the affected area 
has been used as a confirmatory test for the presence of Schistosoma 
egg [19], but has a risk of HIV transmission because it is an invasive 
procedure [24]. The diagnosis of schistosomiasis was made through 
histopathological analysis of cervical tissue biopsies which were taken 
from our patient.

Female Genital Schistosomiasis remains underreported, 
misdiagnosed and largely untreated because most of health 
professionals are often not familiar with FGS [22]. A study done in 
Ghana to assess the understanding and knowledge on FGS within 
the community and among health provider found that health worker 
report to have never seen women or girls with genital schistosomiasis. 
Girls who went to clinic reported to be stigmatized by health care 
workers. Moreover, they were accused of sexual promiscuity and treat 
for STI even to those who were not sexually active [23].

Diagnosis of genital schistosomiasis should be considered in 
women/girls who presents with urogenital symptoms and have 
history of water contact in endemic area. Moreover, the diagnosis can 
be strengthened by visual inspection of characteristic lesions on the 
cervix and vaginal wall, namely grainy sandy patches, homogenous 
yellow sandy patches, rubbery tubercles or abnormal blood vessels. 
Visualization can be enhanced by using colposcopy [2,11].

Schistosomiasis has been treated effectively with praziquantel. 
The drug kills the adult worms, thus preventing further excretion 
of eggs that cause destructive inflammatory process in the organs 
[25,26]. The World Health Organization (WHO) recommends mass 
drug administration for treatment of schistosomiasis and preventive 
strategy for long-term morbidity to women and school children in 
endemic areas [27]. Patient were given praziquantel 40mg/kg once 
which was repeated after 2 weeks and on subsequent follow up, 
two months later, our patient reported significant improvement of 
symptoms.

Relationship between cervical cancer and cervical schistosomiasis 
is a topic of controversy, some studies found no association between 
cervical schistosomiasis with development of cervical cancer 
[16,28,29] while other studies have shown a very strong association 
by favoring persistent infection with hr-HPV by damaging covering 
epithelium or causing local immunosuppression [17,30]. But there 
are reported cases of cervical precancerous and cancerous lesion with 
cervical schistosomiasis in the absence of high risk HPV [31,32]. This 
indicate that this is a topic which needs further follow-up and call for 
integration of FGS services into cervical cancer screening programme.

Conclusion
Female genital schistosomiasis is extremely underdiagnosed and 

underreported due to lack of awareness and knowledge among health 
care professionals (clinicians/nurses) even in endemic areas like the 
Northern shores of Lake Victoria of Tanzania. Having highlighted 
the complications associated with the disease, there is an urgency 
of raising awareness not only to clinician but also to community 
member so that diagnosis can be made early and treatment provided 
timely. Also because of its similarities in presentation with cervical 
cancer and sexual transmitted diseases, female genital schistosomiasis 
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should be integrated into an already existing sexual and reproductive 
health screening services that include cervical cancer screening 
program (CECAP) and screening for sexual transmitted disease.
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