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Abstract :  
Introduction. The rarest form of G.I.T. Tu-
berculosis is Oesopahageal Tuberculo-
sis. It can present as primary or secon-
dary forms. Incidence of primary and 
secondary Tuberculosis accounts for 
0.15 and 0.14 respectively.Its clinical 
presentation is easily confused with that 
of Malignancy.Oesophageal TB usually 
cured with ATT without sequelae even in 
the presence of tracheoesophageal fis-
tula. Here we report 2 cases of oeso-
phageal tuberculosis Case 1 - 46yr old 
female presented with Dysphagia Grade 
2 of one month duration along with his-
tory of food held up in chest.Chest Xray 
and CT chest - Normal study. UGI Scopy 
revealed eccentricaly placed large exca-
vating ulcer with overhanging edges at 
22cm of oesophagus. Biopsy revealed 
epitheloid granuloma and caseating ne-
crosis suggestive of tuberculosis.Case 2 
- 28yrs old female presented with Dys-
phagia Gr1-2 of 15days duration which 
was progressive in nature associated 
with retrosternal discomfort. OGD re-
vealed globular eccentricaly placed sub-
mucosal lesion at 25cm  

with superficial ulceration on endo-
scopy .CT chest showed Hypodense sub-
carinal mass,possible a nodal mass involv-
ing the oesophageal wall.EUS guided 
FNAC from lesion showed features sug-
gestive of tuberculosis. Both the Patients 
were put on ATT for 6months and their 
symtoms improved well with treatment. 
Conclusion Oesophageal Tuberculosis 
though its a rare entity could have many 
fo ld  p resen ta t ion  l i ke  u lce ra -
tion,stricture,and a differential diagnosis of 
tuberculosis to be kept in mind in any ul-
cerovegetative lesions of Oesophagus and 
ATT should be considered earliest . 
Keyword :Key words Tuberculosis, Eso-
phageal Tuberculosis, Dysphagia. 
 
Introduction : 
Oesophageal TB is a rare cause of 
G.I.Tuberculosis, presenting as primary 
(0.15%) or secondary (0.14%) forms. Its 
clinical presentation mimics malignancy. 
Oesophageal TB is usually cured with ATT 
without sequalae even in the presence of 
tracheoesophageal fistula. Here we report 
2 cases of Oesophageal tuberculosis,one 
with positive biopsy  
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findings and another with interesting EUS 
findings and positive nodal FNA 
.Case 1: 46 yr old female presented with 
Grade 2 Dysphagia of 1 month, insidious in 
onset and progressive in nature. She also 
had hold up of food in the chest with no h/o 
chest pain, regurgitation and aspira-
tion.Patient was not diabetic and her HIV 
status is negative.Chest X ray and CT chest 
were normal . UGI scopy (Fig1) revealed 
an eccentricaly placed, large excavating ul-
cer with overhanging edges at 22cm 
from incisor teeth. Biopsy revealed epitheloid 
granuloma and caseating necrosis sugges-
tive 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Endoscopic view of the esophageal ulcer 
in case 1 Photo micrograph of esophageal 
ulcer - H & E stain- Low power view Photo 
micrograph of esophageal ulcer - H & E 
stain- High power view  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Case 2: 28yrs old female presented 
with Gr-2 dysphagia of 15 days, insidi-
ous in onset, progressive in nature and 
associated with retrosternal discomfort. 
Patient was a known case of GERD, 
hence peptic stricture was sus-
pected.Patient was not diabetic and her 
HIV status is negative.OGD (Fig 4) re-
vealed a globular eccentricaly placed 
submucosal lesion at 25cm with superfi-
cial ulceration. CT chest (Fig 5) showed 
a hypodense subcarinal mass, possible 
a nodal mass involving the oesophageal 
wall. EUS guided FNAC (fig6) taken 
from submucosal lesion showed 
strong clusters of epitheloid granuloma-
tosis admixed with multinucleate Lang-
hans giant cells suggestive of Tubercu-
losis. (Fig. 7,8) 
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Endoscopic view of esophageal lesion in 
case 2 CT scan of chest showing nodal 
mass in case 2 EUS showing the esophag-
eal lesion in case 2 Photo micrograph of 
the esophageal lesion - H &E stain - Low 
power view 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Photo micrograph of the esophag-
eal lesion - H & E stain- High power 
view 
 
Both the patients were put on Anti tu-
berculosis drugs (INH 300mg 
+Rifampicin 600mg +Ethambutal 
800mg + Pyrazinamide 1.5g) for 
6months and the patients were fol-
lowed for 6months. At the end of six 
months, their symptoms improved well 
with the treatment and in endoscopy, 
the lesions had healed. 
 
Discussion : 
Oesophageal tuberculosis (ET) 
i s  e x t r e m e l y  r a r e ,  e v e n 
in countries which have a high inciden
ce of tuberculosis(1), differentiating Oe-
s o p h a g e a l  t u b e r c u l o s i s 
from carcinoma is very diff i-
cult and may result in an unnecessary 
esophagectomy (4). Reason is that the 
i so la t i on  o f  t ube rc le  bac i l l i 
and caseous necrosis, is difficult(5). 
Oesophageal tuberculosis occurs in 
three forms: ulcerative, hypertrophic 
and granular.(3) The most common 
form is tubercular ulcer, which has 
an irregular outline, a greyish base 
and irregularly infiltrated edges. When 
oesophageal tuberculosis presents  
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in the form of a tumour like growth with stric-
ture, it is most easily mistaken for carcinoma. 
The common site of oesophageal involve-
ment is in the mid oesophagus near the bi-
furcation of the trachea due to close prox-
imity of the mediastinal lymph nodes. Tuber-
culous mediastinitis affects the oesophagus 
by the effect of pressure, adhesions or by 
actual rupture of caseous peribronchial 
lymph nodes with subsequent fistula forma-
tion.(7) 

The main clinical presentation of Oesopag-
eal tuberculosis is dysphagia.(6) Patients with 
O e s o p h a g e a l  t u b e r c u l o s i s 
may also suffer from odynophagia , 
weight loss or retrosternal pain.It rarely pre-
sents with hematemesis and malena.(8) Pri-
ma ry  Oesophagea l  t ube rcu l os i s 
is very rare and oesophageal involve-
ment of tuberculosis usually results from di-
rect extension from adjacent mediastinal or h
ilar lymph nodes, reactivated lung infection, 
infected vertebral bodies or aor-
tic aneurysms.(5) 

 

The most common endoscopic finding of Oe-
sophageal tuberculosis is the ulcerative 
form.(2) The ulcers of Oesophageal tubercu-
losis usually have a shallow, smooth border 
with a gray purulent base and irregularly infil-
trated edges.(9,10) In one study with eight Oe-
sophageal tuberculosis cases, linear ulcers 
was seen in six cases.(11) In our case Upper 
G.I.endoscopy showed submucosal lesion 
with superficial ulceration. 
To conclude Oesophageal Tuberculosis 
though rare entity has a varied presentation. 
It presents as a stricture either benign or ma-
lignant, TOF or as G.I bleed and a differen-
tial diagnosis of tuberculosis to be kept in 
mind in a tropical country like ours. ATT 
given to these patients gave excellent results 
and we were able to demonstrate positive 
EUS guided nodal FNA. 
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