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Schistosomal genital granulomas: a report of 10
cases

V RATNAM ATTILI, SUBHASH K HIRA, AND M K DUBE
From the University Teaching Hospital, Lusaka, Zambia

SUMMARY Genital lesions caused by Schistosoma spp are difficult to diagnose because of their
similarity to those of common sexually transmitted diseases (STD). Over two years 10 cases of
genital lesions were identified by skin or cervical biopsies as being caused by schistosomal
infection.

Definitive diagnosis is possible only when schistosomal ova are identified by histological
examination of biopsy specimens. Routine biopsies of proliferative genital lesions are therefore
recommended in regions where Schistosoma spp are endemic.

Introduction

Infection of the urinary tract with Schistosoma
haematobium and of the lower intestine with Schisto-
soma mansoni are found in varying proportions in
different parts of Zambia. "Granulomas developing N;
around ova deposited in the subcutaneous or mucous
layers of genital organs by adult worms which have
strayed from their primary habitat are not
uncommon, especially in women.5-'0 Such cases are
of special interest to venereologists as well as
gynaecologists since lesions may easily be mistaken -a
for more common sexually transmitted diseases
(STD). Over a period of two years we identified 10
cases (table) of schistosomal genital granulomas in
women attending the STD clinic in Lusaka, Zambia, rK
of which these two case reports are typical of theirpresentation.I I! I
CASE I

A married girl aged 15 years presented with painful
enlargement of the clitoris of more than one year's
duration. On examination she had a grossly
hypertrophic clitoris with an eroded granular surface
(fig 1). It was firm and tender to the touch. The
inguinal glands were enlarged bilaterally and were
firm but not tender. Primary syphilis was suspected
but darkfield microscopy for Treponema pallidum
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FIG 1 Case I-Nodulo-ulcerative lesion on the clitoris.

was negative and her serum was non-reactive by the
rapid plasma reagin test. Biopsy of the lesion showed
numerous S haematobium ova with an intense
chronic inflammatory cell reaction in the
surrounding skin (fig 2). Although she complained of
dysuria, there was no history of haematuria.
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TABLE Clinical details of 10 patients with schistosomal genital granulomas

Schistosomal ova in:

Cervical Skin Other
Case Age Duration Urine Stool biopsy biopsy findings
No (sex) Presenting lesion in months specimen specimen

I 15(F) Painful, ulcerated nodule Bladder wall
over clitoris 12 - - ND + calcification

2 17(F) Painful, proliferated and
warty vulval growth
in pregnancy 7 - - ND + None

3 19(F) Painful, submucous nodule
in the vaginal wall 2 - - - + None

4 28(F) Painless, polypoid growths
from clitoris and labia Bladder wall
minora 8 + - + + calcification

5 18(F) Painless, nodules over
labia majora 7 - - + + Gonorrhoea

6 19(F) Painless, nodules over labia
majora and minora 6 - - ND + None

7 17(F) Painless, nodular cervix and Secondary
condylomata lata 3 + - + syphilis

8 17(F) Painless nodule over the
left labium majus 9 + - - + None

9 18(F) Small nodular growths over
posterior forchette 8 - - - + None

10 9(F) Painless nodular lesions over
the labia majora 3 - - - + None

+ = positive; - = negative; ND = not done
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FIG 2 Case I-Numerous degenerating and calcified S haematobium ova in biopsy tissue. (Haematoxylin and eosin,
x 40).
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Schistosomal ova were not seen in either urine or
stool, but there was radiological evidence of
extensive calcification in the bladder wall. She was
treated with niridazole in a standard regimen, but at
review two months later there was no appreciable
improvement in the clitoral lesion. She was
subsequently lost to follow up.

CASE 2

A 17 year old married woman, who was seven
months pregnant, complained of a rapidly growing
painful vulval lesion for seven months. She had a
large tender vegetation protruding from the vulval
outlet which obstructed speculum examination (fig
3). The surface of the lesion was warty and nodular.
She had non-tender bilateral enlargement of the
inguinal glands. The clinical diagnosis was of rapidly
proliferating genital warts but biopsy of the lesion
showed typical schistosomal granulomas with
numerous ova. She was lost to follow up before
specific treatment could be given.

Discussion

It is evident from our cases that schistosomal lesions
may present a wide variety of appearances (figs 4, 5,
6, and 7). Oedema and hypertrophy of the affected
areas may result from the chronic inflammatory
response. Thus the lesions need to be differentiated
from genital warts, syphilis, granuloma inguinale,
and lymphogranuloma venereum. A definitive diag-
nosis may be made only if ova are found in the
biopsy specimen. The presence of ova in either urine
or stool cannot support the diagnosis in endemic
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FIG 4 Case 3-Nodular lesion in the vaginal wall.

FIG 3 Case 2-Proliferative, warty vulval lesions.
FIG 5 Case 4-Polypoid proliferation of clitoris and
labia minora.
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FIG 7 Case 9-Small nodular lesions over the posterior
fourchette.

FIG 6 Case 8-Large nodule over left labium majus and
hypertrophic labia minora.

areas, since they may often be a coincidental finding.
Preponderant association of genital lesions with
S haematobium infection and also their more
common occurrence in female patients6 8 were
confirmed in our study. All our patients were women
and ova could be identified in biopsy specimens from
nine of them.

Schistosomal genital lesions are not uncommon in
endemic areas. Because of the chronicity and painless
nature of these lesions patients may not seek early
treatment. The diagnosis may easily be missed by an
unwary clinician who may not think of performing a
biopsy. Many cases may show natural resolution by
calcification of ova and fibrosis, but a potential for
malignant transformation in chronic cases has been
reported. "

Earlier reports shed little light on the treatment of
genital lesions. El-Zewahryl I found improvement
after treatment with pentavalent or trivalent
antimony preparations and surgery was rarely
required. We were less impressed with niridazole
treatment in our cases. Chemotherapeutic agents
which kill the adult worms undoubtedly stop further
flooding of affected tissues with the ova but the skin
lesions caused by a granulomatous response to the

ova that are already present are unlikely to show a
rapid response. Natural resolution by calcification
and fibrosis may take a long time and esthiomene-
like changes in some cases may not be completely
reversible.

We thank Mr Ansary of the medical illustration unit
for the photographs.
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