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Unusual location of tuberculosis: laryngeal form
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Abstract

Introduction: Tuberculosis is a specific infectious disease caused by a mycobacterium: Koch's bacillus.
In Morocco, the lung’s lesion is the most common site 52%, however lymph node tuberculosis is the
most frequent extrapulmonary form. Laryngeal tuberculosis is rare. We present the case of a young
man with a laryngeal location.

Presentation of case: A 25-years-old young man, with 10-years history of alcohol and smoking
consumption, was presented to our ENT department with a permanent dysphonia and dyspnea
on exertion, the patient had fever and weight loss estimated to 15 kg. Clinical examination
found a cachectic patient with a 38.5 ° C of temperature, without any palpable cervical mass
or lymphadenopathy. A nasofibroscopy was performed showing a right vocal cord’s lesion. We
performed a cervical CT scan revealing a process of the glottic and supraglottic level. Direct
laryngoscopy was performed, objectifying ulcerative mass budding from the right vocal cord.
Histopathological examination revealed a tuberculoid granuloma without caseating necrosis.
Discussion and conclusion: Laryngeal tuberculosis is a rare and frequently under-recognized disease.
It typically affects adults in the fifth decade. Literature reports dysphonia to be the most common
symptom, followed by weight loss, cough, dysphagia, and odynophagia. Direct laryngoscopy allows
direct visualization of the endolaryngeal lesions and performing multiple biopsies. Histopathological
examination may identify granulomatous inflammation, caseating granulomas, and acid fast
bacillus. However, the presence of pseudoepitheliomatous hyperplasia, which mimics squamous
cell carcinoma, can make the diagnosis difficult. The pharmacologic treatment is the same as for the
pulmonary forms, and results are generally excellent. Surgical intervention is reserved for those cases

of airway compromise.

Introduction

Tuberculosis is a specific infectious
disease caused by a mycobacterium: Koch's
bacillus. It is a public health problem in
Morocco. According to the latest WHO
updates, the number of tuberculosis cases
was 36,000 in 2016, an incidence of 103
new episodes of tuberculosis per 100,000
inhabitants [1]. In Morocco, the lung’s lesion
is the most common site 52% [1], however
lymph node tuberculosis is the most
frequent extrapulmonary form [2], 95% are
located in the cervical region [3]. Laryngeal
tuberculosis is rare and in the majority of
cases, it’s misdiagnosed. The aim of this case
report is to describe an unusual location of
tuberculosis, emphasizing its pseudo-tumor
form.

Case presentation

AA 25-years-old young man, prisoner
that has been released 5 months ago, with
10-years history of alcohol and smoking

consumption and no history of previous
pulmonary tuberculosis, was presented to our
ENT department with a 7 months’ history of
permanent dysphonia that was paroxysmal
in the beginning, complicated afterwards by
dyspnea on exertion, the patient had fever and
weight loss estimated to 15 kg.

Clinical examination found a cachectic
patient with a 38.5 ° C of temperature,
without any palpable cervical mass or
lymphadenopathy. A nasofibroscopy was
performed showing a right vocal cord’s lesion.
We performed a cervical CT scan revealing
a process of the glottic and supraglottic
level measuring 33.6mm without cervical
lymphadenopathy (Figure 1).

Direct laryngoscopy under sedation
was performed, objectifying ulcerative
mass budding from the right vocal cord
extended upwards towards the ventricular
band, posteriorly it infiltrated the inter-
arytenoid region and anteriorly the anterior
commissure. Histopathological examination
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Figure 1: Axial section passing through the glottic plane of the
larynx and showing a thickening of the right vocal cord without
cartilage lysis.
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Figure 2: Axial section of the thorax showing an aspect of
miliary tuberculosis.
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revealed a tuberculoid granuloma without caseating necrosis.
The assessment was completed by a chest CT scan showing
multiple micronodules in both lung fields compatible with
pulmonary tuberculosis (Figure 2). The patient was referred to
the tuberculosis care center for specific treatment.

Discussion

Laryngeal tuberculosis is a rare and frequently under-
recognized disease. It comprises approximately 1% of all
tuberculosis cases in the United States. [4,5]. It typically affects
adults in the fifth decade, and can involve any part of the
larynx with a spectrum of presentations, including exophytic,
ulcerative, polypoidal and nodular lesions. A review of 127
cases between 1970 and 2012 reported dysphonia to be the
most common symptom, followed by weight loss, cough,
dysphagia, and odynophagia.

Currently, there are 2 theories that can explain the etiology of
laryngeal tuberculosis. The first one is called the bronchogenic
theory and states that the larynx is infected by direct spread
from the endobronchial tree [6]. This accounts for the majority
of cases. The other theory is called the hematogenous theory,
and it states that the larynx is infected by hematogenous spread
from sites other than the lungs [6]. These patients do not show
pulmonary involvement as demonstrated by a normal CT scan.

According to the study of Reis et al, laryngeal tuberculosis
patients may present history of previous pulmonary
tuberculosis treatment and a long evolution of the disease [7].
Furthermore, the lack of specific symptoms and the insidious
nature of laryngeal tuberculosis, together with the difficult to
access medical attention and specialized exams [8], may delay
diagnosis. However, Wang et al (2007) had found no evidence
that delay diagnosis predisposes the patient to larger laryngeal
lesions [5].

Direct laryngoscopy allows direct visualization of the
endolaryngeal lesions and performing multiple biopsies that
should be taken from all suspicious lesions. Histopathological
examination may identify granulomatous inflammation,
caseating granulomas, and acid fast bacillus. However, the
presence of psuedoepitheliomatous hyperplasia, which mimics
squamous cell carcinoma, can make the diagnosis difficult;
thus, the pathologist should keep in mind that tuberculosis is
part of the differential diagnosis. Also, laryngeal tuberculosis
and laryngeal squamous cell carcinoma can coexist in the
same patient, and laryngoscopy findings are often identical.

There are so many differential diagnosis of laryngeal
tuberculosis including neoplasms (mainly squamous cell
carcinoma), sarcoidosis, Wegener's granulomatosis, mycotic
infections, syphilis, and chronic nonspecific laryngitis [9,10].

The pharmacologic treatment is the same as for the
pulmonary forms, and results are generally excellent. Surgical
intervention (tracheostomy) is reserved for those cases of
airway compromise. After therapy, the patient's symptoms
should resolve. However, in those cases of persistent dysphonia,
further examinations are required.

Conclusion

The numerous physicians (internists, general practitioners,
otorhinolaryngologists, pathologists, etc.) who deal with the
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various laryngeal symptoms and diseases should be aware of
the existence of laryngeal tuberculosis because late diagnosis
of this highly contagious disease puts health workers and other
patients at risk of occupational and nosocomial infections.
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