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Introduction 

Schistosomiasis is one of the most prevalent neglected tropical diseases worldwide, affecting over 

230 million people, with more than 90% of cases occurring in sub-Saharan Africa [1]. Nigeria bears 

one of the highest burdens of schistosomiasis globally [2], particularly infection due to Schistosoma 

Abstract  

Background: Female genital schistosomiasis (FGS) is an under-recognized gynaecologic manifestation of 

Schistosoma haematobium infection. It affects millions of women in endemic regions, yet fallopian tube 

involvement remains uncommon and is rarely diagnosed preoperatively. FGS has been associated with 

infertility, ectopic pregnancy, and recurrent pregnancy loss. A case description of female genital 

schistosomiasis involving fallopian tube   that presented with features of ectopic pregnancy. 

Case Presentation: The study reports a case of a 25-year-old lady who was carrying her sixth pregnancy 

and has had five recurrent first-trimester miscarriages who presented with severe abdominal pain and 

vaginal bleeding to emergency unit of Yobe State Specialist Hospital. A late obstetric ultrasound had 

estimated a gestational age of seven weeks and 4 days. On presentation, clinical evaluation revealed signs of 

hemoperitoneum. She underwent emergency surgery, and a ruptured right ampullary ectopic pregnancy was 

identified, necessitating a right partial salpingectomy. Postoperative recovery was uneventful. 

Histopathology of the excised tube unexpectedly revealed schistosomal ova embedded within the tubal wall, 

confirming fallopian tube schistosomiasis. 

Conclusion: Fallopian tube schistosomiasis is an overlooked but preventable cause of ectopic pregnancy. 

Strengthened surveillance, integration of FGS screening into reproductive health services, and increased 

clinician awareness are urgently needed in schistosomiasis-endemic regions. 
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haematobium, largely as a result of persistent exposure to contaminated freshwater sources, 

inadequate sanitation, and limited access to preventive chemotherapy. While urinary 

schistosomiasis is well recognized, genital involvement—termed female genital schistosomiasis 

(FGS)—remains underdiagnosed and poorly integrated into routine reproductive and sexual health 

services in endemic regions [3,4]. 

Female genital schistosomiasis results from the deposition of S. haematobium ova within the tissues 

of the female reproductive tract, triggering a chronic inflammatory response characterized by 

granuloma formation, fibrosis, neovascularization, and epithelial damage [5]. These pathological 

changes may involve the vulva, vagina, cervix, uterus, ovaries, and fallopian tubes. Clinically, FGS 

presents with abnormal vaginal discharge, genital itching/burning, vaginal bleeding, pelvic pain, 

dyspareunia, infertility, recurrent miscarriage, and adverse pregnancy outcomes [6]. However, these 

manifestations are frequently misdiagnosed as sexually transmitted infections, pelvic inflammatory 

disease, or gynaecological malignancies, contributing to delayed diagnosis and inappropriate 

management [5–7]. 

Although lower genital tract involvement is more commonly described, upper genital tract 

disease—including tubal and ovarian schistosomiasis—is increasingly recognized. Fallopian tube 

schistosomiasis remains rare in the literature, largely because diagnosis requires histopathological 

confirmation following surgical intervention. Consequently, tubal involvement is often detected 

incidentally during surgery for ectopic pregnancy, infertility, or chronic pelvic pain [8,9]. 

Histological examination typically reveals terminal-spined ova surrounded by granulomatous 

inflammation and fibrosis, leading to luminal narrowing and disruption of normal tubal architecture 

[8]. 

Ectopic pregnancy remains a major cause of maternal morbidity and mortality in low- and middle-

income countries, accounting for up to 10% of pregnancy-related deaths [10]. Tubal damage is the 

most significant risk factor, as disruption of ciliary function and tubal patency impairs embryo 

transport to the uterine cavity [10]. In schistosomiasis-endemic regions, chronic parasitic infection 

of the fallopian tubes represents an under-recognised contributor to tubal dysfunction and ectopic 

implantation [9,11]. 

Early pathological descriptions dating back to the late nineteenth century documented schistosomal 

lesions in the female genital tract, yet this association remains insufficiently appreciated in 

contemporary clinical practice [12]. 

Emerging contemporary evidence has reinforced the association between FGS and adverse 

reproductive outcomes. Recent case reports have documented tubal ectopic pregnancies and 

recurrent pregnancy loss attributed to genital schistosomiasis, with histopathological confirmation 

of S. haematobium eggs within tubal and ovarian tissues [12,13]. These findings highlight the 

biological plausibility of schistosomal-induced fibrosis and chronic inflammation as mechanisms 

underlying ectopic implantation and pregnancy failure. Despite this growing evidence, awareness of 

FGS among clinicians remains limited, particularly in endemic regions, leading to continued under-

diagnosis [13]. The World Health Organization recognizes FGS as a significant reproductive health 

concern and has called for its integration into schistosomiasis control programs and sexual and 

reproductive health services [15].  
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This case report describes a young Nigerian woman with recurrent first-trimester miscarriages who 

presented with a ruptured ampullary ectopic pregnancy due to fallopian tube schistosomiasis. By 

presenting this case and reviewing relevant literature, we aim to highlight the role of tubal 

schistosomiasis in adverse pregnancy outcomes and emphasise the need for heightened clinical 

suspicion and integrated control strategies in endemic settings. 

Case Presentation 

A 25-year-old woman, who was her sixth pregnancy with past five recurrent first trimester 

miscarriages, presented to the Emergency Department of Yobe State Specialist Hospital on 23 

October 2025 with severe lower abdominal pain and per-vaginal bleeding of one day duration. She 

was unsure of her last menstrual period; however, a late obstetric ultrasound scan had estimated a 

gestational age of 7 weeks and 4 days, with an expected date of delivery of 7 June 2026. Her 

obstetric history was significant for five previous first-trimester miscarriages. 

On examination, she was tachycardic and in severe pain, with lower abdominal tenderness and 

guarding. Pelvic ultrasound revealed an empty uterus with significant free intraperitoneal fluid, 

suggestive of hemoperitoneum. A diagnosis of ruptured ectopic pregnancy was made, and she 

underwent emergency exploratory laparotomy. 

Intraoperatively, approximately 1.2 litres of hemoperitoneum was evacuated, and a ruptured right 

ampullary ectopic pregnancy was identified. A right partial salpingectomy was performed. The 

postoperative period was uneventful, and the patient was discharged on the fifth day of her 

admission. 

She presented for follow-up on 10 November 2025, when histopathological examination of the 

excised right fallopian tube revealed granulomatous inflammation with multiple terminal-spined 

ova consistent with Schistosoma haematobium, confirming the diagnosis of fallopian tube 

schistosomiasis as shown in the figures below. She had two doses of 600mg praziquantel at four 

weeks interval 

 

 

 

 

 

 

 

 

 

Figure 1: H&Ex100: Photomicrograph showing multiple calcified Schistosoma ova with focal 

surrounding granulomatous reaction 
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Figure 2: H&Ex100: Photomicrograph showing multiple calcified Schistosoma ova within the wall 

of the fallopian tube around blood vessels. Some of the ova show terminal spine, consistent with 

Schistosoma haematobium species 

Discussion 

This case illustrates a rare but clinically important presentation of fallopian tube schistosomiasis 

manifesting as a ruptured ampullary ectopic pregnancy in a young woman with a history of 

recurrent pregnancy loss. The diagnosis was established only after histopathological examination of 

the excised fallopian tube, underscoring the diagnostic challenges associated with female genital 

schistosomiasis and the likelihood that many cases remain unrecognized in endemic regions. 

The pathogenesis of fallopian tube schistosomiasis involves embolization and deposition of 

Schistosoma haematobium ova within the tubal wall. The host immune response leads to granuloma 

formation, chronic inflammation, fibrosis, and scarring, resulting in distortion of tubal architecture 

and impaired ciliary function. These pathological changes compromise tubal patency and embryo 

transport, increasing the risk of ectopic implantation and subsequent tubal rupture [5,9]. The 

histological findings in this case are consistent with those described in previous reports and 

histopathological series from endemic settings [8]. 

Several studies have documented the involvement of the upper genital tract in schistosomiasis. 

Wright et al. reported extensive genital tract schistosomiasis in a Malawian cohort, with tubal 

involvement identified in a proportion of cases [8]. Attili et al. also described schistosomal 

granulomas affecting internal reproductive organs, supporting the parasite’s ability to invade and 

damage the upper genital tract [7]. Despite this, fallopian tube schistosomiasis remains rarely 

reported in modern clinical literature, likely due to limited access to histopathology and low clinical 

suspicion. 

Recent contemporary case reports further support the association between genital schistosomiasis 

and ectopic pregnancy. A 2025 case report described a young woman with recurrent spontaneous 

abortions and ruptured ectopic pregnancy, in whom S. haematobium eggs were identified in the 
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fallopian tube and ovarian tissue [12]. Another recent report similarly highlighted schistosomiasis as 

a cause of ruptured ectopic pregnancy, emphasizing the need for clinicians to consider parasitic 

infections in the differential diagnosis of ectopic gestation in endemic regions [13]. These findings 

align with the current case and strengthen the evidence linking schistosomiasis to tubal pathology 

and ectopic implantation. 

The patient’s history of five previous first-trimester miscarriages suggests possible widespread 

genital tract involvement. Uterine and endometrial schistosomiasis has been associated with 

implantation failure, early pregnancy loss, and abnormal placentation. Chronic inflammation and 

immune dysregulation induced by schistosomal infection may impair endometrial receptivity and 

early embryonic development [11,15]. Although endometrial sampling was not performed in this 

case, the recurrent pregnancy losses may reflect undiagnosed uterine involvement. 

One of the major challenges in addressing FGS is the absence of routine screening and diagnostic 

pathways. Symptoms overlap with those of sexually transmitted infections and pelvic inflammatory 

disease, imaging findings are not helpful, and definitive diagnosis relies on histopathological 

confirmation, usually obtained only after surgery [6,13]. Consequently, opportunities for early 

diagnosis and treatment with praziquantel are frequently missed. 

The public health implications of this case are substantial. The World Health Organization 

advocates for the integration of FGS into schistosomiasis control and sexual and reproductive health 

programs, including preventive chemotherapy, improved diagnostic capacity, and clinician training 

[14]. In Nigeria and other endemic countries, women of reproductive age are often excluded from 

mass drug administration programs, perpetuating chronic infection and its reproductive sequelae 

[2]. Integrating FGS screening into evaluations for infertility, recurrent miscarriage, and ectopic 

pregnancy could significantly reduce preventable reproductive morbidity. 

This case highlights the need for heightened awareness among gynaecologists, pathologists, and 

primary care providers in schistosomiasis-endemic regions. Routine histopathological examination 

of resected reproductive tissues should consider schistosomiasis as a differential diagnosis. 

Strengthening collaboration between neglected tropical disease control programs and reproductive 

health services is essential to address this neglected cause of reproductive morbidity. 

Conclusion 

Fallopian tube schistosomiasis is a rare but significant cause of ectopic pregnancy and recurrent 

pregnancy loss. In endemic settings like Nigeria, clinicians should maintain high suspicion for 

schistosomiasis-related pathology in women presenting with abnormal pregnancy outcomes and 

reproductive health issues. Strengthened integration of FGS screening into reproductive, maternal, 

and gynecologic services is essential for early diagnosis and prevention. 

Recommendations 

Mass drug administration with annual praziquantel treatment should be extended to women in 

endemic communities. The assessment for FGS in patients with infertility, miscarriage, or ectopic 

pregnancy should be made routine by the gynaecologists. The need to Strengthening pathology 

capacity to identify schistosoma ova in the pathology from gynaecological surgeries should be 

emphasized. Awareness programs for gynecologists and primary care providers should be organized 

on regularly period. 
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