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ABSTRACT 

Tuberculosis of larynx is a rare form of tuberculosis. Patients  usually present with hoarseness of voice or 
dysphagia and other non- specifi c constitutional symptoms like fever or localized pain. We are reporting a 
case of 55 year old male who presented to us with hoarseness of voice, odynophagia and a proliferative 
growth in the epiglottis which was diagnosed as laryngeal tuberculosis on histopathological examination 
(HPE). He also had associated pulmonary tuberculosis.
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INTRODUCTION

Tuberculosis of the larynx is a rare form of 
tuberculosis. Tuberculosis  remains  a  serious  
world  health  problem  .Each  year  millions  of  
people  world  wide  contract   tuberculosis  and  
millions  die   from this  disease.

Tuberculosis  is  more  common  in  developing  
countries  than  in  developed  countries. Although  
laryngeal  involvement   tuberculosis  is  less  than   
1%  among  tuberculosis  patients,  incidence  of  
laryngeal  tuberculosis   has  been  greatly  reduced  
due  to   effective  chemotherapy  and   public  
health  measures.

Laryngeal  tuberculosis  classically  develops  due  
to  direct  spread  to  the  larynx  from  contaminated  
sputum  but  can  also  occur  due  to  hematogenous  
spread.

More  recently  tuberculosis  of  larynx  has  been  
diagnosed   by  clinicians  attempting  to  rule  out  
carcinoma. It was seen   in only   one third of the 
cases   of pulmonary tuberculosis.

Tissue biopsy and Histopathological Examination 
(HPE) showing caeseating granulomas is the 
confi rmatory   diagnostic test. The patients respond 
well to ATT in 2-3 weeks time.  This case report 
describes laryngeal tuberculosis co-existent with 
pulmonary tuberculosis.

CASE REPORT

A  55  year   old  male  presented  to  us  with  chief  
complaints  of  hoarseness  of  voice,  odynophagia, 
fever  and  decreased  appetite  of  9 months  
duration. He also had cough   with expectoration. 
The  patient  was  a  chronic  smoker  with  no  
history  of  drug  abuse  or  alcohol consumption.

On general physical examination he was conscious, 
emaciated, ill looking, and a febrile. There was 
no clinical lymphadenopathy or scars, sinuses or 
clubbing.

Indirect  laryngoscopy   was  done  which  revealed  
growth   involving  epiglottis  and  right   aryepiglottic  
fold, vocal  cords  were  moving  with  no  signs  
of  infi ltration. Respiratory system examination    
revealed   bronchial breathing, crepts on infra-
scapular region.

Fibro-optic laryngoscopy (fol) examination was 
done which confi rmed   our indirect laryngoscopy 
fi ndings. These fi ndings prompted us to suspect a 
case   of carcinoma.
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Patient  was  evaluated   and investigations  
revealed on  chest  x-ray trachea  deviated to  right, 
fi brosis  in  right  upper  zone diffuse  infi ltrates  
on  right  side, non  homogenous  showdown  right  
lower  zone (Figure 2). Soft  tissue  x-ray  neck  
showed   thicken  epiglottis (Figure 1), CE-CT  
larynx  and  chest  revealed  homogenous  mass  
involving  epiglottis  and  fi brosis  and  cavitaryn  
lesions  in right  lung (Figure 3,4).

Figure 1.  Soft tissue X-ray neck

Figure 2. Chest Radiography

Figure 3. CT scan of larynx showing homogenous 
mass involving larynx

Figure 4. CT scan of chest showing fi brosis & 
cavitations in right larynx

Complete blood count, bio-chemical parameters   
and serological tests for HIV\SYPHLIS were 
normal. ESR was high   at 55mm/hr, AFB; were 
positive.

Direct   examination  was  performed  under  local  
examination  and  biopsy  was  taken  from   the  
lesion. The  pathological   examination  revealed  
caseating  granulomatous  lesion  with  lymphocytes  
suggestive  of  laryngeal  tuberculosis. A  standard  
treatment   as  applicable  under  DOTS  progmame  
was given  to  patient  who  responded  to  the  
treatment.

DISCUSSION

Laryngeal  tuberculosis  is an infrequent  
manifestation  of   infection  by  mycobacterium  
tuberculosis.1  Usually,   it  is  seen  as  a  complication  
of   pulmonary  tuberculosis but  sometimes  only  
laryngeal  involvement is  possible.1-2

Laryngeal tuberculosis is the most common 
granulomatous disease of the larynx and   has  
usually been considered to result   from  pulmonary 
tuberculosis although it might be  localized  in the  
larynx as a primary  lesion  without any pulmonary 
involvement. Incidence of laryngeal tuberculosis 
is less than 1% of all tuberculosis cases.2 
Thepathogenesis of laryngeal involvement is either 
primary3 or secondary. Pulmonary4 lesions occur in 
the absence of pulmonary disease. In the present 
case, the laryngeal involvement was probably 
secondary to pulmonary disease.
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It commonly affects  males more  than  females 
and the usual age of  presentation  is 40-50 years5, 
the age of the present  case  was  55  yrs  old  
which  was in this range.

Early description of laryngeal tuberculosis   
identifi ed the posterior part of the larynx as the 
most frequently affected, especially in  patients who 
were bed ridden and in whom sputum got collected 
in the interarytenoid region6. The commonest part 
involved is vocal cords (50-70%) and the least 
affected is the epiglottis.7 

In the present case, epiglottis was involved which 
was itself a rare presentation. In our case, there 
was dilemma as the patient had hoarseness of 
voice and odynophagia only there was no h/o of 
hemoptysis, which made us to suspect it to be 
malignancy.5

Thus patients who present with hoarseness of voice 
with no pulmonary symptoms laryngeal tuberculosis 
should be considered in the differential diagnosis in 
any patient with unexplained hoarseness of voice.

Hemoptysis, stridor or odynophagia are  other 
common symptoms which make it  diffi cult to 
differentiate from laryngeal  carcinoma.

Laryngeal tuberculosis may be categorized into 
(shin et al)
Polypoidal ( 22.7%)
Ulcerative ( 40.9%)
Non-specifi c ( 27.3%)
Ulcerative - fugitive mass  ( 9.1%)
In our case it was ulcero-fungative type   present 
on the   epiglottis.

Direct laryngoscopy and biopsy are mandatory to 
establish a defi nite diagnosis. It should be kept 
in mind when differentiation between tuberculosis 
and malignancy is not possible.8

The basic principles that underlie  the  treatment  
of  pulmonary  tuberculosis  also  apply  to  extra-
pulmonary forms of  the  disease. Extra-pulmonary 
foci usually respond to treatment  more rapidly  
than  cavitary  pulmonary  tuberculosis.

CONCLUSION

This   case   is   a  warning   that   a  growth   like   
lesion  in   upper   respiratory   tract   could   be   
tuberculosis  and   efforts   should  be  made   to  
locate   an  active   /inactive  lesion   elsewhere  in  
the  body.
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