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In conclusion, EUS-guided PD drainage is
a feasible and useful treatment option for tight PD
strictures to achieve ductal decompression, especially
if transpapillary approach has failed. However, this
procedure is technically challenging, requires expertise
and has a high rate of complications, therefore should be
performed preferably at tertiary care centers.
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Endoscopic diagnosis of duodenal
tuberculosis: A case series
Tuberculosis is known to afflict various organ systems
and sites in human body. Abdomen is a common extrapulmonary site for tuberculosis usually presenting
aseither intestinal or peritoneal tuberculosis.1 However,
involvement of gastroduodenal area is uncommon, which
is believed to be because of high amount of gastric and
pancreatic secretion present in these areas thatmay hinder
the growth of mycobacteria. The literature studying
duodenal tuberculosis is scanty and is usually in the form
of case series or reports.2-5 We herein report a series of
four patients with duodenal tuberculosis all of whom
were diagnosed endoscopically and responded well to
antitubercular therapy (ATT).

Case Series
Two of the four patients were males and the mean age of
all patients was 35.25 years. The duration of symptoms
prior to presentation varied from one and half months to
6 months. All patients had abdominal pain while three
had features of gastric outlet obstruction (GOO). Other
features were loss of appetite, loss of weight and fever
(Table 1). All patients had a positive Mantoux test while
one had evidence of healed old pulmonary tuberculosis
on chest roentgenogram. Endoscopic findings included
ulceration, nodularity, thickening of folds and narrowing
of duodenal lumen (Figure 1A). Endoscopic diagnosis
was possible in all patients but this required two attempts
in two patients. In the second attempt, we used well
biopsy technique (biopsy on site of previous biopsy) to
take deeper tissue. In the other two patients the initial
endoscopic biopsy itself yielded histological diagnosis.
None of the patients had caseation while all had
evidence of epithelioid granulomas (Table 2). None of
the biopsies were positive for either acid fast bacilli or
for TB-polymerase chain reaction. The quantitative Creactive protein (CRP) levels were either normal or only
mildly elevated in these patients (4.8-9.2). All patients
were treated with standard four drugs (rifampin, isoniazid,
pyrazinamide and ethambutol) for initial 2 months
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and two drugs for the later four months, i.e. Category I
regimen. Only one patient needed endoscopic dilatation
(Figure 1B, 1C, 1D) when the symptoms of gastric outlet
obstruction did not improve after one month of ATT,
and this procedure relieved the symptoms. None of the
patients had reactive HIV serology.

Discussion
Gastroduodenal tuberculosis is an uncommon form
of abdominal tuberculosis and is reported to mimic
peptic ulcer disease and gastroduodenal malignancies.1
Traditionally the endoscopic diagnosis of this entity was
believed to be unusual and surgery was both diagnostic
and therapeutic.1,2 However, recent reports indicate that
endoscopic diagnosis is feasible in a majority of cases.
Indeed, authors have described use of endoscopic mucosal
resection (EMR) which may increase the diagnostic
yield.3,4 We haveinstead used well-biopsy technique for
diagnosis in two patients in whom the initial biopsy was
negative.5 This technique has been reported previously in
diagnosis of ileocecal tuberculosis where the initial lesion
is believed to be submucosal and surface mucosal biopsies
may fail to yield the diagnostic histologic features.6 Since
this method is easier to use than EMR, we suggest this
should be the initial approach of choice to establish a
diagnosis.
We also determined the CRP levels in these
patients at the time of diagnosis which were elevated in
three patients but the elevation was only mild. None of
the patients had a positive AFB or PCR results suggesting
a low bacterial load. We also used standard therapy with
four initial drugs, as against the suggestion by some
authors to add streptomycin atleast initially as absorption
of oral drugs may be compromised.3,4
Unlike previous studies, only one of the three
patients in this series with feature of GOO needed
dilatation after one month of ATT. We delayed the
dilatation to 1 month of ATT for two reasons, one in
the hope that antitubercular therapy may itself relieve
the obstruction and also the fact that with healing of
ulcerations the dilatation may become safer. In a report
of 10 patients of whom 9 underwent dilatation, there was

Table 1: Clinical features and profile of patients with
duodenal tuberculosis.
1

2

3

4

Age

32

32

40

37

Gender

M

M

F

F

Duration of
Symptoms

3 months

1.5 months

4 months

6 months

Abdominal
pain

+

+

+

+

GOO

+

-

+

+

Loss of weight

+

+

+

+

Loss of
appetite

+

+

+

+

Fever

-

-

+

+

Lump

-

-

-

-

PPI use

-

+

-

-

Past TB

-

-

-

-

Chest X ray

-

Normal

Normal

Fibrocalcific
changes

Figure 1(A): Hypertrophied mucosal fold in a case
of duodenal tuberculosis without gastric outlet
obstruction. (B): Healed stricture in second part of
duodenum (different patient). (C): Balloon Dilatation
of the stricture. (D): Stricture after dilatation.
a single occurrence of perforation.4 Although all patients
in the present series had mucosal lesions, gastroduodenal
tuberculosis can have submucosal or extrinsic lesions
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Table 2: Investigations in the patients with duodenal tuberculosis.
1

2

3

4

Imaging

Duodenal mural
thickening
Peri-pancreatic and
periportal lymph nodes

Not done

CT: mural thickening of CT: Mural thickening
duodenum, Mesenteric of duodenum
lymph nodes
Mesenteric and Retropertioneal lymph nodes
enlarged

Endoscopy

Narrowing with
thickened folds in D2

Nodularity and
thickened folds (D2)

Narrowing, Thickened
folds, Nodularity (D3)

Narrowing, Nodularity,
ulceration (D2)

Histology
Granuloma
Caseation
AFB

+
-

+ Epitheloid
-

+ Epitheloid
-

+
-

PCR

Negative

Negative

Negative

Negative

Mantoux

15 X 20 mm

24 X 24

20 X 22

23 X 20

Quantitative CRP (<6)

7.1

4.8

7.7

9.2

HIV

Non-Reactive

Non-Reactive

Non-Reactive

Non-Reactive

Duration of ATT

6 months

6 months

6 months

6 months

Dilatation

-

-

-

+

Weight gain

6 kg

4 kg

8 kg

4 kg

like lymph nodes which may cause luminal narrowing or
bulge with normal overlying mucosa.1,7 The availability of
endoscopic ultrasound provides a modality to access and
sample such lesions.7 To conclude, endoscopic diagnosis
is feasible in duodenal tuberculosis and patients respond
well to the standard ATT while some patients may need
dilatation of GOO.
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