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Case Report

WHEN TUBERCULOSIS STRIKES TWICE- THE
RECURRING ESOPHAGEAL STRICTURE: A CASE
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INTRODUCTION Barium Swallow Study Confirmed esophageal
. . ) stricture. [Figure 1] CECT Scan of the Neck
Esophageal strictures can be attributed to a variety Showed mild circumferential  short-segment
of causes, including inflammatory and infectious enhancing esophageal wall thickening in the post-
diseases. Tuberculqms, although primarily affgctlng cricoid region, and moderate circumferential
the lungs, can also involve the esophagus, leading to thickening at the T2 level, causing complete lumen
stricture formation through chronic inflammation narrowing, indicative of an inflammatory or
and fibrosis.l? Esophageal TB is rare, and its infectious process.9

diagnosis can be challenging due to its atypical
presentation. This case report presents a patient with
recurrent esophageal stricture suspected to be
secondary to TB, illustrating the complexities of
diagnosis and treatment. [l

Case: A b55-year-old male with a history of
pulmonary tuberculosis and bilateral pleural
effusion presented with recurrent dysphagia. The
patient was initially diagnosed with pulmonary TB
five years prior and completed a six-month course
of  anti-tuberculous therapy (ATT).M He
subsequently experienced bilateral pleural effusion,
which was managed empirically in May 2023.51 In
July 2023, the patient presented with dysphagia to
solids and liquids. An endoscopy revealed normal
mucosa in the upper and middle esophagus, but a
stricture with ulceration was observed at 28 cm.
CRE balloon dilation was performed.[®!

In September 2023, the patient visited Karad with
cough and was again diagnosed with pulmonary TB,
for which ATT was started again.[? By November
2023, he reported worsening dysphagia. A barium :
swallow study and CECT scan were conducted. Figure 1: CECT Scan of the Neck
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An endoscopy in November 2023 identified a tight
fibrotic stricture with ulceration at 30 cm, and CRE
balloon dilation was performed again.l'® In January
2024, the patient experienced recurrent dysphagia
and was admitted for a gastrografin swallow study.
Unfortunately, aspiration occurred during the
procedure, leading to the patient's death.'] The
patient was also offered the option of an esophageal
stenting procedure, but due to his personal reasons,
he could not proceed with it.

Physical examination Results: The patient presented
with recurrent dysphagia to both solids and liquids.
On physical examination, no new symptoms beyond
those associated with esophageal stricture were
noted.

Results of Pathological Tests and Other
Investigations: Endoscopy revealed a fibrotic
stricture with ulceration. The CECT scan indicated
thickening of the esophageal wall and narrowing of
the lumen. Additionally, the barium swallow study
confirmed the presence of an esophageal
stricture,[*3 [Figure 2 -3].

Treatment Plan: The treatment plan included
endoscopic balloon dilation using a CRE balloon,
resumption of anti-tuberculous therapy (ATT) for

pulmonary TB, and ongoing management of
dysphagia while monitoring the progression of the
stricture.[*4]

The anticipated outcome was relief of dysphagia and
improvement in esophageal lumen patency while the
patient experienced partial relief from dysphagia, he
ultimately succumbed to complications related to
aspiration during a diagnostic procedure. [
Discussion: This case provides a comprehensive
look into the complexities of managing esophageal
stricture secondary to tuberculosis (TB), a condition
that presents significant diagnostic and therapeutic
challenges. Esophageal strictures are often caused
by chronic inflammation and fibrosis, and while
tuberculosis is primarily known for its pulmonary
manifestations, it can also affect the esophagus. This
rare involvement complicates the diagnosis due to
its atypical presentation and the overlap of
symptoms with more common conditions.

In this case, the patient’s recurrent dysphagia and
the progression of esophageal stricture despite
multiple interventions underscore the challenges of
managing esophageal TB. The rarity of esophageal
tuberculosis often leads to delays in diagnosis, as
clinicians may not initially consider TB as a
potential cause of esophageal stricture [16]. This
delay can be attributed to the uncommon nature of
esophageal TB and its overlap with other more
prevalent causes of esophageal stricture.[]

The patient’s initial presentation with dysphagia to
both solids and liquids, combined with a history of
pulmonary TB, should have raised suspicion for
esophageal involvement. However, the normal
mucosa observed during initial endoscopy might
have led to an oversight of the underlying stricture
and ulceration.*3 This highlights the importance of
a thorough diagnostic approach, including imaging
studies and endoscopy, to evaluate the full extent of
esophageal involvement in suspected TB cases.
Endoscopic balloon dilation, as employed in this
case, is a common therapeutic approach for
managing esophageal strictures.[®1 While effective in
temporarily alleviating symptoms and improving
esophageal lumen patency, it does not address the
underlying inflammatory process driving the
stricture formation. The recurrence of symptoms
despite multiple dilations points to the persistence of
the inflammatory process, which is often
exacerbated by the ongoing infection.l'l The
decision to avoid biopsy during the dilation
procedures was a calculated one, aimed at
preventing potential complications and exacerbation
of the stricture.l! However, this decision also
underscores the challenge of balancing diagnostic
needs with therapeutic interventions. In cases where
the diagnosis remains uncertain, a biopsy could
potentially provide definitive evidence of TB
involvement, though it carries risks of worsening the
stricture.[*

The management of esophageal stricture secondary
to TB requires a multidisciplinary approach
involving gastroenterologists, pulmonologists, and
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infectious disease specialists. The resumption of
anti-tuberculous therapy (ATT) was crucial in
managing the underlying TB, but the effectiveness
of this treatment in resolving esophageal stricture is
variable and often insufficient without addressing
the fibrosis and inflammation directly.[*4

Despite temporary relief from dysphagia, the
patient’s ultimate outcome, with complications
related to aspiration during a diagnostic
procedure,™ underscores the severe impact that
esophageal strictures can have on overall health and
quality of life. This outcome highlights the need for
ongoing research into more effective diagnostic and
therapeutic strategies for esophageal TB, including
the potential role of esophageal stenting, which the
patient was unfortunately unable to pursue.l*"!

In summary, this case illustrates the multifaceted
challenges of diagnosing and managing esophageal
stricture secondary to tuberculosis. It emphasizes the
need for heightened awareness among clinicians
about the possibility of esophageal TB in patients
with a history of pulmonary TB presenting with
esophageal symptoms. A multidisciplinary approach
and comprehensive management strategies are
essential for improving patient outcomes in such
complex cases.[?]

CONCLUSION

This case highlights the need for heightened
awareness of tuberculosis as a potential cause of
esophageal stricture. It underscores the importance
of a multidisciplinary approach to manage complex
cases involving recurrent strictures. Future research
should focus on optimizing diagnostic and
therapeutic strategies for esophageal TB to improve
patient outcomes.
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