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Abstract. Laryngeal tuberculosis presenting as supraglottic carcinoma: case report and literature review. Laryngeal
tuberculosisis arare extra-pulmonary manifestation of tuberculosis, and frequently presents with tumour-like symptoms
and clinica findings. Uncommon clinical features are to be expected by the ENT specialist, who should be aware of these
recently changing presentations. Despite the dramatic reduction of the incidence of the disease during the last few
decades, a perceptible increase in case reports has lately been noted and may prove significant. Treatment remains
conservative and long-term follow-up is suggested. A relevant case of laryngeal tuberculosis presenting as a supraglottic
carcinomais presented, its diagnosis and management are detailed, and suggestions are offered based on aliterature review.

I ntroduction

The larynx has proved to be an
extremely rare extra-pulmonary
site of infection by mycobacteri-
um tuberculosis, with incidence
rates of 0.8% to 1% in patients
with  pulmonary tuberculosis
(“TB").*2 This relatively low inci-
dence has been attributed to
advances in modern therapy and
in primary-care prevention strate-
gy. In the 1990s, a re-emergence
of the disease in both developing
and in developed countries was
observed, resulting in an increase
of laryngeal TB cases and specifi-
caly in primary laryngea TB.

In this article we present the
case of a young man with laryn-
geal TB clinicaly resembling an
exophytic carcinoma.

Casereport

A 32-year-old male immigrant
from the former Soviet Union was
referred to our ENT department
with a tentative diagnosis of
“epiglottic tumour”. The patient
had been complaining of progres-

sive dysphagia and odynophagia,
soreness of the throat and progres-
sive weight loss (16 kg) over the
past three months. During the last
month he had additionaly suf-
fered from hemoptysis, hoarse-
ness and mild inspirational
wheezing. He did not report fever
or nocturnal sweating, or the pres-
ence of similar symptoms in his
family and friends. He had
smoked approx. 30 cigarettes per
day for thelast 15 yearsand was a
frequent consumer of alcoholic
beverages.

For severa weeks since the
onset of the symptoms, he had
been prescribed antibiotics by a
primary care physician who had
diagnosed “pharyngitis’. The
symptoms persisted, and he was
referred to the ENT department of
aregional hospital where the clin-
ical diagnosis of an epiglottic
tumour involving the base of the
tongue was arrived at after flexible
nasofibroscopy. The patient was
then referred to our ENT depart-
ment for further management.

Examination of the larynx
(flexible nasofibroscopy) revealed

a large ulcerated lesion of the
epiglottis and the tongue base,
with fluid pooling at both piriform
sinuses, and excessive diffuse
mucosal thickening, especialy in
the arytenoid region (Figures 1,2).
Additionally, an abnormally
swollen group of left-sided upper
jugular lymph nodes (level 1) was
detected during neck palpation.

White blood count was
10200/mm* with an increased
polymorphonuclear fraction, and
the erythrocyte sedimentation rate
(ESR) was 85mm in the 1% hour.
Liver enzymes, eectrolytes, and
rena function were normal. The
patient tested positive for hepatitis
B and C.

Shortly after admission the
patient underwent biopsy of the
laryngeal lesion under local anaes-
thetic, and the following day aCT
scan of the neck and chest was
performed for staging purposes.
Theimageswere indicative of TB,
revealing bronchogenic dissemi-
nation of multiple cavernous
lesions in both lungs, and the
presence of large jugular lymph
nodes undergoing central fusion
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Figure 1

Endoscopic image of the larynx. Presence of alarge, ulcerated
tumour occupying the base of the tongue and the glottic sur-

face of the epiglottis.

Figure 3
CT scan of the neck. Enlarged lymph nodes in the jugular
chain presenting central fusion.

(Figures 3,4). Sputum samples
tested positive with Ziehl-Neelsen
stain, revealing acidoresistant
mycobacteria and a sputum cul-
ture isolated mycobacterium with
normal sensitivity to the usual
anti-tubercul osis medication.

Pathologic analysis confirmed
the presence of inflammatory
granulomatous tissue with necro-
biotic material and the final diag-
nosis retained was cavernous pul-
monary tuberculosis with secon-
dary laryngeal involvement.

Figure 2

Endoscopic image of the larynx. An abnormal thickening of
the mucosa is evident, especially in the arytenoid region.

Figure 4

CT scan of the chest. Image of bronchogenic TB dissemination
of the pulmonary parenchyma, with multiple large cavernous
lesions disseminated throughout both lungs.

The patient was immediately
isolated and triple anti-TB treat-
ment with rifampicine, pyrami-
nazide and isoniazide per os was
initiated, with an additional course
of i.m. streptomycin. Trans-
aminase levels were closely moni-
tored throughout the treatment.
However, no change in therapy
was necessary. The patient
responded rapidly, and within
three weeks both the symptoms
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and clinical findings from the
larynx were greatly improved.
After discharge from hospital, the
patient attended weekly follow-up
examinations that included liver
function monitoring, and in this
manner completed a twelve-
month treatment course with no
adverse events.

Discussion

The global incidence of TB has
fallen markedly since the 1960s,
when modern anti-TB drugs were
discovered and made available,
rapid and reliable diagnostic
methods came into practice, and
efficient isolation protocols were
widely implemented.® Despite
these advances, TB is ill preva
lent, with 8.8 million new casesin
2003, and a mortality of 1.7 mil-
lion people annualy from the dis-
ease.* During the last 15 years, a
resurgence of TB has been noted
in both developing and developed
countries, for reasons specific to
each.

In developed countries, TB
recrudescence has been attributed
to a combination of circum-
stances, such as the gradual aban-
donment of vaccination programs
due to the apparent eradication of
the disease, the reduced vigilance
for new TB cases, the widespread
use of immunosuppressant drugs,
the appearance of drug-resistant
strains of mycobacterium tubercu-
losis, and the massive influx of
immigrants from countries with
high TB incidence. Developing
countries have had to deal with the
worst of the human immunodefi-
ciency virus (HIV) explosion, as
HIV-infected patients  with
decreased immune  system
response are high-risk candidates
for TB contamination.*¢ Factors
such as malnutrition, drug and

alcohol abuse, and smoking have
all been incriminated.’

The head and neck region has
been identified as a region of fre-
guent extrapulmonary TB mani-
festation, presenting with cervical
lympadenitis.® The mean age of
patients is in the fifties, with a
male predominance®® of approx.
2-3:1. The most common symp-
tom of laryngeal TB is hoarseness
(between 70-100% of
patients),®*** agppearing alone or
associated with  dysphagia,
odynophagia and soreness of the
throat. Infrequently, symptoms
such as haemoptysis, a productive
cough, and bouts of nocturnal
sudation may occur. In advanced
cases inspirational wheezing and
cervical lymphadenitis may be
present.

There has been a change in the
clinical pattern for LTB in recent
years and this has been well docu-
mented for the benefit of the
examining physicians, as diagno-
sis is distinctly more difficult in
the solitary pseudo-neoplastic
lesion compared to the ulcero-
infiltrative lesions associated with
advanced pulmonary disease typi-
cally described in previous
decades. The case presented here
confirms this evolved clinical pat-
tern, as the initial mistaken diag-
nosis of laryngeal cancer demon-
strates clearly.

Laryngeal lesions may be sub-
divided into four types according
to clinical laryngoscopic findings:
a) an ulcerofungative-type lesion
(9%), b) a white ulcerative-type
lesion (40.9%), ¢) a non-specific
inflammatory lesion (27.3%), and
d) a polyp-like lesion (22.7%).°
The first two lesion types are very
similar in appearance to early
laryngeal carcinoma and require
further diagnostic investigation.
The most commonly affected sites
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are the true vocal cords (57%), the
epiglottis (39%), the false vocal
cords (35%), the arytenoids
(24%), and the inter-arytenoid
fold (7%).° The lesions rarely
affect the hypopharynx or the sub-
glottic area. There are currently
two dominant theories concerning
mycobacterial propagation and
infection of the larynx. The bron-
chogenic theory states that the
mycobacteria come directly into
contact with the laryngeal mucus
membrane, being carried there by
bronchial sputum. The second the-
ory argues that haematogenic or
lymphogenic dissemination is the
main cause, supported by the fact
that in over 20% of laryngeal TB
cases no pulmonary diseaseis evi-
dent. In any case, the incidence of
primary laryngeal tuberculosis
varies depending on the series
used asreference, but remains uni-
formly significant.”*

The diagnostic approach for a
patient with probable laryngeal
TB must include a thorough histo-
ry, indirect or endoscopic laryn-
goscopy, papation of the neck,
chest X-ray and CT scan of the
lungs to exclude primary pulmo-
nary infection. A CT scan of the
neck may provide useful informa-
tion but not definite confirmation
of the disease; the usual findings
are diffuse, bilatera thickening of
the vocal cords and the inter-
arytenoid fold with preservation
of the laryngeal architecture. The
blood count is usually normal, and
elevation of the ESR is not un-
expected. A Mantoux dermo-
reaction and HIV serology are
mandatory and conclusive. Biopsy
shows epithelial-like granulomas
including Langerhans cells, with
or without caseating, necrotic foci
and lymphocyte infiltration.®
The Ziehl-Neelsen stain for acid-
fast bacilli of the sputum is
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pathognomonic. However, the
sensitivity of the stain is poor
(50%). Sputum culture in
Lowenstein-Jensen agar requires a
4-6 week incubation time and has
become obsolete since the intro-
duction of polymerase chain reac-
tion tests (PCR) with high sensi-
tivity and specificity.* A recent
technique that has gained ground
in the USA over the last five years
is the Gen-probe for the mycobac-
terium tuberculosis, based on
ribosomal RNA.*

Differential diagnosis includes
laryngeal carcinoma, candidiasis,
syphilis, chronic laryngitis, and
other granulomatous inflammato-
ry processes. The above diagnos-
tic techniques will aso serve to
differentiate mycobacterial TB
from local atypical mycobacteria
infections, an important distinc-
tion as local treatment will be
appropriate in the latter cases.®

TB is a systemic disease and
curative management is conserva-
tive. An appropriate course of
anti-TB medication is usually suf-
ficient to achieve symptom regres-
sion and resolution of the lesions
within a few weeks.** Long-term
follow-up is however suggested to
identify possible complications.””
With the exception of tissue biop-
sy for histological confirmation of
the disease, the only justifiable
surgical intervention is tracheoto-
my for correction of airway-com-
promising processes such as
laryngeal stenosis due to granulo-
ma or fibrous formation, accom-
panied by severe inspirational stri-
dor. Total laryngectomy is very
rarely considered, and then only in
cases of severe deformative

lesions of the larynx causing func-
tional disruption.

Conclusion

Laryngea tuberculosis is a very
rare manifestation of the common-
er pulmonary form of the disease.
The recent evolution of its clinical
features and the possibility of a
recent resurgence must serve as a
reminder to al specialists
involved in the field of head and
neck that tumour-like laryngeal
lesions require thorough diagnos-
tic procedures, including proper
consideration of some of the less
frequent infectious processes.
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