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Abstract
Spontaneous non-traumatic perforation of the oesophagus is a rare event. Various
causes of perforation have been described like Boerhaave syndrome, trauma and
foreign body.1 The erosion of the oesophageal wall by tuberculous mediastinal lymph
node is rare. It can manifest as mediastinitis or emphysema. It can be managed safely
by Anti-tuberculous treatment however rarely it requires definitive surgical
management.2 We present a case report of spontaneous perforation of upper
oesophagus in an immunocompromised patient with mediastinal lymphadenopathy.

Introduction

T

uberculosis (TB) has been shown to
involve any part of body, but
involvement of oesophagus either primary
or secondary is very rare. It appears to be
increasing in endemic areas and in
immunocompromised patients. 3 The
natural history, complications and
treatment of this condition is unclear. Few
cases of oesophageal perforation
secondary to tuberculous mediastinal
lymphadenopathy are reported till date.1, 4
Our case is seen in an
immunocompromised patient.

unremarkable. Respiratory system and abdominal
system were unremarkable on examination. His
Erythrocyte sedimentation rate (ESR) was 65 mm at
the end of one hour and Mantoux test (MT) was
negative. Chest X-ray was unremarkable.
Computed Tomography (CT scan) neck with
thorax plain and contrast study revealed
oesophageal perforation with contrast leak from the
upper oesophagus in to the lymphnodal mass (Fig. 1,
Fig. 2). This resulted in sinus tract from oesophagus
to lymphnodal mass .Rest of lung fields were normal.
Rest of the mediastinum was normal. CT guided

Case Report
A 30 year old male presented with complaints of
odynophagia since 1 month and cough following
intake of food since 1 month. He had history of low
grade fever, intermittent in nature. He was a
diagnosed case of retroviral disease not on any
treatment. There was no history of tuberculosis. He
was suffering from hypertension since 3 years and on
regular treatment. He had past history of left middle
cerebral artery stroke 3 yrs back which resulted in
right sided hemiplegia.
Clinical examination revealed right side
hemiplegia. Oral cavity examination was
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Fig. 1 CT scan neck and thorax (Plain and
contrast) showing oesophageal perforation
and the lymph node mass.
biopsy of lymph node revealed tuberculous
lymphadenopathy.
Feeding jejunostomy was done and patient was
started on Anti-Tuberculous treatment (ATT) with
isoniazid, rifampicin, pyrazinamide and ethambutol.
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tapering of jejunostomy feeds. Jejunostomy was
removed and patient was discharged on ATT. Postoperative follow-up of 6 months has shown him to be
symptom free.

Discussion

Fig. 2 CT scan neck and thorax (Plain and
Contrast) reveals oesophageal perforation
with contrast leak from upper oesophagus
into the lymph node mass.
Patient was kept nil by mouth and was started on
jejunostomy feeds along with intravenous
antibiotics. Daily physiotherapy was given to the
patient. Repeat oral Gastrograffin study was done
after one month which revealed healed previous
oesophageal perforation. Repeat CT scan neck with
thorax was also done which did not show any
evidence of oesophageal leak with mediastinal
lymphadenopathy still persistent but reduced in size
as compared to previous scan (Fig. 3). Patient was
started with oral feeds gradually with gradual

Fig. 3 Repeat CT scan neck and thorax
(Plain and contrast) showing no contrast
leak from the upper oesophagus and
reduction in size of the lymph node mass.
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Oesophageal Tuberculosis secondary
to mediastinal lymphadenopathy is an
unusual presentation of adult
tuberculosis.2,9 Primary tuberculosis of
oesophagus is very rare in which there is
no evidence of tuberculosis elsewhere.
Tuberculous involvement of oesophagus
can also be due to swallowed sputum in a
case of an open active tuberculosis,
retrograde lymphatic spread, extension
from spine, and blood borne.4 Majority of
these patients respond well to Anti-Koch's
treatment (AKT) while very few patients
will require surgery in the form of drainage
of para-oesophageal abscess and
oesophageal diversion by gastrostomy or
feeding jejunostomy or some patients
require resection of perforated
oesophagus.8,7 Tuberculous involvement is
more common in mid oesophagus.
Immunocompromised patients are prone
for this condition.
Most of these conditions remain silent
for a long period and makes the diagnosis
difficult due to formation of sinus tract in
surrounding lymph node mass. High index
of suspicion and strongly positive MT test
can sometimes clinch the diagnosis.5
Various modalities like oesophagoscopy,
endo-sonography (EUS) for nodal biopsy,
contrast enhanced CT scan of neck with
thorax can help in diagnosis of this
condition.5,6 Moniliasis and Histoplasmosis
can also lead to this condition. Fatal
haematemesis due to aorto-oesophageal
fistula has also been reported.
So, early diagnosis, diversion of
feeding and Anti-Tuberculous treatment
forms the main stay treatment of this
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condition.
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TUBERCULOSIS DIAGNOSIS - TIME FOR A GAME CHANGE
For decades there has been little effort to improve techniques for diagnosing tuberculosis. Consequently,
tuberculosis tests are antiquated and inadequate. The most widely used tests (smear microscopy) is 125 years
old and routinely misses half of all cases. The problem is exacerbated by the widespread use of inaccurate and
inappropriate diagnostic tools, such as serologic as-says, in many countries.
A new automated nucleic acid-amplification test that may allow a relatively unskilled health care worker
to diagnose tuberculosis and detect resistance to a key antibiotic within 90 minutes. This test and others that
are likely to follow have the potential to revolutionize the diagnosis of tuberculosis.
In a large, well-conducted, multicountry study, Boechme et al. evaluated an automated tuberculosis assay
(Xpert MTB/RIF) for the presence of Mycobacterium tuberculosis (MTB) and resistance to rifampin (RIF). With a
single test, this assay identified 98% of patients with smear-positive and culture-positive tuberculosis
(including more than 70% of patients with smear-negative and culture-positive disease) and correctly
identified 98% of bacteria that were resistant to rifampin.
The MTB/RIF assay is simple to perform with minimal training, is not prone to cross-contamination, requires
minimal biosafety facilities, and has a high sensitivity in smear-negative tuberculosis.
The issues include its high cost, limitations in testing only for rifampin resistance, a platform that detects a
relatively small number of mutations, and inability to indicate which patients are “sputum smear-positive” for
reporting purposes, infection-control intervention, and treatment monitoring.
PETER M. SMALL, NEJM : 2010;363:11,1070
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