
INTRODUCTION 

Esophageal tuberculosis (ET) is extremely rare,
even in countries which have a high incidence of
tuberculosis (1). In some cases, differential diag-
nosis of ET from esophageal carcinoma is very dif-
ficult and may result in an unnecessary esopha-
gectomy (2). One of the main reasons for this diffi-
culty is the poorly described clinical, radiological
and endoscopical features of ET because of its ra-
rity. Another is that the evidence of this infection,
such as isolation of tubercle bacilli and caseous
necrosis, is not usually detected (3). Herein, we
present a patient with ET mimicking esophageal
carcinoma by endoscopic features who was suc-
cessfully treated by antituberculous chemothe-
rapy.

CASE REPORT

A 62-year-old woman was admitted to our hospital
suffering from dysphagia and odynophagia for fo-
ur months. Her past medical history revealed no
previous tuberculosis infection or any other dise-
ase. She was on no medication. Physical findings
on admission were normal except for the presence
of multiple soft, tender and mobile cervical lymph
nodes of about 1 to 2 cm in size. In the laboratory
findings, hemoglobin was 10.2 g/dl, hematocrit
32%, and erythrocyte sedimentation rate 96 mm
in the first hour. All the other routine biochemical
parameters were normal. 

Barium swallow showed narrowing and an irregu-
larity of the right cervico-thoracic esophageal wall
6 cm in length. Diverticulum was also present.
Computed tomography (CT) of the neck showed
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Özofagus tüberkülozu nadir görülür. Baz› olgularda, bu enfek-
siyonun klinik prezentasyonu özofagus karsinomunu taklit ede-
bilmekte ve ay›r›c› tan›s› zor olabilmektedir. Ay›r›c› tan›daki bu
zorluk, özofajektomi gibi gereksiz cerrahi tedavilere yol açabil-
mektedir. Bu yaz›da, 62 yafl›nda kad›n olguda saptanan özofa-
gus tüberkülozunun endoskopik, radyolojik, histolojik ve bakte-
riyolojik özellikleri sunulmaktad›r. Olgu, hastanemize disfaji
ve odinofaji yak›nmalar› ile baflvurmufltur. Yap›lan üst gastro-
intestinal endoskopisinde, özofagus sa¤ duvar yönünde, özofa-
gus karsinomunu an›msatan ülserövejetan bir lezyon saptan-
m›flt›r. ‹leri incelemeler sonucunda olguya özofagus tüberkülo-
zu tan›s› konmufltur. Olgu, antitüberküloz tedavi ile baflar›l›
bir flekilde tedavi edilmifltir. Özofagusta saptanan ülseröveje-
tan lezyonlar›n ay›r›c› tan›s›nda özofagus tüberkülozunun ha-
t›rlanmas› gerekti¤ini düflünmekteyiz.

Anahtar kelimeler: Özofagus tüberkülozu, özofagus
karsinomu, tüberküloz lenfadeniti

Esophageal tuberculosis is rare. In some cases, the clinical pre-
sentation of this infection may mimic esophageal carcinoma.
Differential diagnosis may be difficult and may result in an un-
necessary surgical therapy such as esophagectomy. In this re-
port we document the endoscopical, radiological, histological
and bacteriological features of esophageal tuberculosis in a 62-
year-old woman. She was admitted to our hospital complaining
of dysphagia and odynophagia. Upper gastrointestinal endos-
copy revealed an ulcerovegetant lesion in the right wall of the
esophagus suggesting esophageal carcinoma. Further investiga-
tion resulted in a diagnosis of esophageal tuberculosis. She was
successfully treated by antituberculous chemotherapy. We sug-
gest that esophageal tuberculosis has to be kept in mind in the
differential diagnosis of esophageal ulcerovegetant lesions.
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multiple cervical and supraclavicular lymph nodes
with peripheral rim enhancement and thickening
of the proximal esophageal wall (Figure 1). Chest
X-ray was normal and chest CT revealed no pul-
monary lesion, or mediastinal or hilar lymphade-
nopathy. Human immunodeficiency virus anti-
body test was negative. Using upper gastrointesti-
nal (GI) endoscopy, an ulcerovegetant lesion was
identified in the right wall of the esophagus at 18
to 23 cm from the incisors (Figure 2). Histological

mg per day), rifampicin (600 mg per day) and
pyrazinamide (2000 mg per day) was started with
a diagnosis of ET. No side effect occurred and her
symptoms resolved in the sixth week of treatment.
From the culture of the biopsy specimen which
was obtained from the esophageal lesion, tubercle
bacilli were isolated on Lowenstein-Jensen medi-
um in the eighth week of treatment. After six
months, control upper GI endoscopy revealed di-
sappearance of the ulcerovegetant lesion and sho-
wed only a mild granular region at the same loca-
lization. The patient is healthy without any comp-
laints and still has no recurrence after 11 months
of follow-up.
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Figure 1. Computed tomography of the neck demonst-
rating a lymph node (18x14 mm) in anterior cervical tri-
angle (big arrows). Note the central hypodensity and pe-
ripheral rim enhancement. Small arrows show another
lymph node (8x5 mm) in the posterior cervical triangle

examination of the biopsy specimen obtained du-
ring upper GI endoscopy showed epithelioid gra-
nulomas, Langhans type multinucleated giant
cells and a caseous necrosis in one area. The Man-
toux test revealed a negative reaction 6 mm in di-
ameter.

Polymerase chain reaction assay of the specimen
was positive for tubercle bacilli. Histological exa-
mination of the excisional cervical lymph node bi-
opsy specimen revealed tuberculous lymphadeni-
tis, and the bacilli were detected on Ziehl-Neelsen
staining (Figure 3). Based on these radiological,
histological, endoscopical and bacteriological fe-
atures, antituberculosis chemotherapy consisting
of isoniazid (300 mg per day), ethambutol (1000

Figure 2. Upper gastrointestinal endoscopy revealed
an ulcerovegetant lesion in the right wall of the esopha-
gus, 18 to 23 cm from the incisors. Endoscopic feature
was strongly suggestive of esophageal carcinoma

Figure 3. Rod-shaped, beaded, acid-fast stained bacilli
(arrows) in area of caseous necrosis in lymph node
parenchyma (Ehrlich-Ziehl Neelsen, x 1000)



DISCUSSION

Esophageal tuberculosis is very rare and has po-
orly described clinical, radiological and endoscopi-
cal features. Furthermore, evidence that would
suggest this infection, such as isolation of tubercle
bacilli from the lesion and caseous necrosis on bi-
opsy, usually cannot be established (3). Esophage-
al carcinoma, fungal and viral infections, ingesti-
on of caustic material, syphilis and Crohn’s dise-
ase are considered in the differential diagnosis (4).
In some cases, since no diagnosis is obtained and
malignancy cannot be excluded, an unneccessary
esophagectomy may be performed (2, 5). 

The main presentation of ET is dysphagia (6). Pa-
tients with ET may also suffer from odynophagia,
weight loss or retrosternal pain. Barium swallow
shows variable features. In a review of 23 cases of
ET, barium swallow studies showed extrinsic
compression, traction diverticula, stricture, kin-
king of the esophagus, sinus/fistulous tract and
pseudotumoral mass (7). In our patient, barium
swallow showed irregularity of the right cervico-
thoracic esophageal wall 6 cm in length. Narro-
wing and diverticulum were also present. Typical
CT features of tuberculous lymphadenitis are
central hypodensity with rim enhancement and
calcification (8). CT findings of our patient showed
multiple cervical and supraclavicular lymph nodes
with central hypodensity and peripheral rim en-
hancement. Calcification was not present.

Primary ET is very rare and esophageal involve-
ment of tuberculosis usually results from direct

extension from adjacent mediastinal or hilar
lymph nodes, reactivated lung infection, infected
vertebral bodies or aortic aneurysms (7). Since
chest CT showed none of these foci, we considered
that diagnosis of our patient as primary ET and
that cervical, supraclavicular lymphadenopathy
might have been caused by primary ET. On the ot-
her hand, primary tuberculous lymphadenitis co-
uld not be excluded in our patient. 

The most common endoscopic finding of ET is the
ulcerative form (9). The ulcers of ET usually have
a shallow, smooth border with a gray purulent ba-
se and irregularly infiltrated edges (10). In one
study with eight ET cases, linear ulcer was seen in
six cases (11). In our patient, on upper GI endos-
copy, an ulcerovegetant lesion which was strongly
suggestive of esophageal carcinoma was identifi-
ed. 

In conclusion, even though it is rare and a problem
of undeveloped and developing countries, the pre-
valence of ET in developed countries will probably
increase because of the worldwide increase in hu-
man immunodeficiency virus infection, which may
be complicated by tuberculous infection. On the ot-
her hand, clinical, radiological and endoscopical
features of ET are poorly described. Clinicians,
therefore, must be aware of the features of this in-
fection in order to make differential diagnosis ca-
refully and avoid an unnecessary esophagectomy,
since ET can be successfully treated by antituber-
culous chemotherapy.
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