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CASE PRESENTATION

An 86-year-old farmer was admitted to the hospital after
vomiting blood for the two previous days. Patient had no
hemodynamic compromise. Digestive tract endoscopy
showed an ulcerated lesion suggestive of malignancy in the
middle third of the esophagus. The lesion was deep, had
hard raised edges and measured 20 mm in diameter. Black
clots of blood were found adhering to the lesion (Figure 1).
No other mucosal damage was found the stomach or the
duodenum. Given the patient’s hemodynamic stability, it
was decided to remove biopsy samples from the lesion and
send them to the pathology laboratory notwithstanding
the presence of blood clots.

The histopathological report showed granulomatous
changes of the esophagus which originated in tuberculosis.

We report the case of an immune-competent man with symptoms of upper gastrointestinal bleeding secondary
to esophageal ulcers of tubercular origin. Gastrointestinal involvement from Mycobacterium tuberculosis is rare
even in patients with numerous occurrences of pulmonary and extrapulmonary diseases. The most frequently
affected sites are the terminal ileum and the peritoneum. Esophageal tuberculosis is exotic and is usually secon-
dary to extension from neighboring infected organs such as the mediastinal nodes and/or the bronchi.

Clinical, endoscopic and radiological pictures of the esophageal disease often mimic malignancy.
Tuberculosis treatment is the mainstay of treatment, and surgery is rarely required.

Esophageal tuberculosis, ulcers, gastrointestinal bleeding

A Ziehl-Nielsen stain showed the presence of abundant
acid fast bacilli (Figure 2).

Both the patient and his relatives stated that he had no
coexisting respiratory symptoms. A chest x-ray was com-
patible with miliary tuberculosis (Figure 3). An ELISA test
for HIV was negative.

COMMENTS

Worldwide, tuberculosis (TB) is a major public health
problem in developing countries as well as in industrialized
countries. About a third of the world’s population (two bil-
lion people) are infected with mycobacterium tuberculosis.
Although its incidence has declined since its epidemiologi-
cal peak in 2003, the numbers remain alarmingly high. In
2010, the World Health Organization estimated that glob-
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ally 1.4 million people die every year as a result of TB and
that there are 8.8 million new cases every year (1).

Figure 2. Photomicrograph showing caseating granulomas and multiple
tuberculosis mycobacterium (arrow)

The causes of the increase in new cases throughout the
world are considered to be an association with HIV infection
which has been documented in 1 out of every 14 new TB,
and growing resistance of the bacillus to antibiotics (1).

Extrapulmonary tuberculosis accounts for 22% of all TB
cases, more than half of which occur in patients who are
coinfected with HIV (1).

Among patients who do not have HIV, the most frequent
locations and types of extrapulmonary involvement are in
the lymph nodes (35%), pleura (20%), bones and joints
(10%), gastrointestinal tract (9%), miliary tuberculosis

(8%), tubercular meningitis (5%) and peritoneal tubercu-
losis (3%) (2-4).

/

Figure 3. Chest X-ray showing miliary tuberculosis

Esophageal tuberculosis is an exotic entity can be either
primary or secondary (S). While there is very little evi-
dence for the primary form, the secondary form is also
very unusual though it occurs more often. It occurs by
extension from contiguous mediastinal structures affected
by TB involved as lymph nodes, bronchia and pleura.
Transmission can occur through the swallowing of infected
sputum. Lymphangitic and hematogenous dissemination
from a pulmonary focus have also been reported as causes
of esophageal infection (5).

The esophagus has defense mechanisms that reduce sus-
ceptibility to infectious processes. These include esopha-
geal motility, the lower esophageal sphincter, and the
covering of squamous epithelium which is strongly resis-
tant to infections. That these mechanisms enable effective
clearance of tubercular bacilli is demonstrated by autopsy
findings from 18,049 TB patients among whom esophageal
involvement was observed in only 0.14% to 0.15% of the
cases (3). Involvement of the esophagus in TB ranks eighth
behind involvement of other extrapulmonary organs.

Symptoms of esophageal tuberculosis vary and are not
specific. They include abdominal pain, diarrhea, vomiting,
anorexia, constipation, weight loss, and gastrointestinal
bleeding. Symptoms are mainly determined by the depth of
the compromise of the infected organ. Depth of compromise
extends from inflammation of the mucosa to deep ulcers
forming exophytic lesions to stenosis. Stenosis occurs pri-
marily in the middle third of the organ and is the main factor
in differential diagnosis with squamous cell carcinoma (4).

More than 90% of patients with esophageal TB pres-
ent dysphagia presents resulting from mucosal ulceration
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caused by exophytic endoluminallesions, fistulae, or extrin-
sic compression due to mediastinal or cervical lymph-
adenopathy. The middle third of the esophagus is the site
that is most frequently affected by the spread of infection
from carinal lymphadenopathy which is frequently found
in the pulmonary form of the disease. Other complications
include the formation of diverticula formation and trachea-
esophageal fistulas (3,6).

Several studies have identified risk factors for extrapulmo-
nary involvement including concomitant medical conditions
such as neoplasms, corticosteroid therapy, connective tissue
diseases, alcoholism, kidney failure, diabetes and pregnancy.
Case series have also shown that black men are more suscep-
tible the disease progressing to dissemination (2, 8).

Findings from esophageal endoscopy and x-rays may
vary, but they can include exophytic lesions that occupy the
lumen of the organ, deep ulcerated lesions of great extent,
traction diverticula and fistulas of the tracheobronchial
tree. A CAT scan of the chest allows evaluation of other
thoracic structures including the pleura, lungs, and verte-
brae to determine the presence of mediastinal lymph nodes.
Endoscopic ultrasound is a test that is gaining ground for
the diagnosis of TB infection since it can provide very pre-
cise information about mediastinal lymph compromise
and compromises of other adjacent organs in addition to
allowing for fine needle aspiration biopsies (10).

The definitive diagnosis of esophageal TB infection must
be made through isolation of bacilli in an appropriate cul-
ture medium, finding the presence of caseating granulomas
and acid-fast bacilli in biopsies of samples from lesions, and
detection of bacillary genomic fragments through PCR.
This technique has 80% sensitivity and 100% specificity for
the diagnosis of extrapulmonary tuberculosis (3,7, 11).

TB treatment should begin as soon as the diagnosis is
confirmed. Given the proper response to treatment, symp-
tomatic improvement and resolution of dysphagia should
occur within two months.

The recommended tetra-conjugated drug therapy con-
sists of isoniazid, rifampin, pyrazinamide and ethambutol
for two months followed by isoniazid and rifampin for an
additional four months. This is similar to that used in the
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treatment of pulmonary tuberculosis with success rates of
around 90%. For selected patients, dilation of esophageal
strictures and stenting for the management of fistulas are
required. Surgery is only very rarely required (4, S).
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