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CASE REPORT

Extrapulmonary tuberculosis: atypical presentation

in otorhinolaryngology

Savitha Subramani, Prasanna Kumar Saravanam, Rashmika Rajendran

SUMMARY

Tuberculosis (TB) continues to be a major health burden
globally more so in low/middle-income countries

like India. There is an increase in the prevalence of
extrapulmonary TB (EPTB) because of HIV epidemics

and increased usage of immunomodulating drugs. EPTB
constitutes 15%—20% of all patients with TB and >50%
of HIV-TB coinfected patients. We present three such
atypical presentations of EPTB in head and neck region.
EPTB can mimic any disease, hence knowledge of the
unusual presentations helps in making early diagnosis
and thereby reduces the morbidity and mortality involved
with the disease.

BACKGROUND

New surveillance and survey data from India have
shown that the epidemic of tuberculosis (TB) is
larger than what was previously estimated. Though
there is a decrease in the incidence of TB glob-
ally, TB continues to be one of the top 10 causes of
death globally.!

TB involving any organ other than lungs is diag-
nosed as extrapulmonary TB (EPTB). Head and
neck TB constitutes 10% of all EPTB.> We report
three such cases of EPTB with unusual presentation
in immunocompetent individuals.

CASE PRESENTATION

Case 1

A 41-year-old male patient presented to ear-nose-
throat outpatient department with a history of

Figure 1

(A) Ulceroproliferative growth involving
upper pole of left tonsil. (B) Left firm jugulodigastric
lymph node.

left-sided facial swelling for 8 months, which was
painless and progressively increasing in size. His
family history was not significant. On anterior
rhinoscopy there was purulent discharge in the left
nasal cavity. The rest of the otolaryngological and
systemic examination was normal.

Case 2

A 22-year-old female patient presented with
a history of left-sided painless neck swelling
for 2months. On examination, the patient had
an ulceroproliferative growth involving upper pole
of left tonsil (figure 1A) and palpable firm jugulod-
igastric lymph node (figure 1B). Working diagnosis
of tonsillar malignancy was done and the patient
was investigated accordingly.

Case 3

A 26-year-old male patient presented with
a history of swelling in the right cheek which was
progressively increasing in size for 1month. On
examination, there was a bilobed cystic mass
measuring 4X2 cm both below and above the
right zygomatic arch (figure 2). Skin over the
swelling was normal.

INVESTIGATIONS

Case 1

Contrast-enhanced CT of paranasal sinuses showed
heterogeneously enhancing mass occupying most
of the left maxillary sinus with destruction of
all the walls of maxillary sinus except medial
wall (figure 3A,B). Mass had extended anteriorly
up to muscular plane of cheek, posteriorly was
invading left lateral pterygoid muscle, superiorly
the inferior wall of orbit was eroded and inferiorly
left superior alveolar arch was eroded. Chest X-ray
was normal.

Histopathological examination of the tissue
biopsy from the maxillary mass showed areas
of dense lymphoid aggregates, caseous necrosis
(figure 3C) and necrotising granuloma with epithe-
lioid cells and Langhans cells (figure 3D), which led
us to the diagnosis of maxillary sinus TB.

Case 2

Mantoux test was strongly positive (figure 4A).
Fine needle aspiration of left jugulodigastric node

and histopathological examination of left tonsil

showed necrotising granulomas (figure 4B,C).
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Figure 2 Bilobed cystic mass below and above the right zygomatic
arch.

Case 3
Contrast-enhanced MRI of head and neck showed a peripherally
enhancing bilobed cystic lesion in the right masseter muscle with
extension up to the right zygomatic arch (figure 5A,B).
Immunological serology for Echinococcus was negative.
Fine needle aspiration cytology of swelling showed epithelioid
macrophages in a necrotic background and smear was positive
for acid fast bacilli.

DIFFERENTIAL DIAGNOSIS

Case 1

Extensive erosion of the walls of maxillary sinus with normal
chest X-ray and negative Mantoux test made us think in terms of
malignancy of paranasal sinus.

Case 2
Firm level 2 lymph node with proliferative growth involving the
tonsil led us to the suspicion of tonsillar malignancy.

Case 3
Based on the MRI findings differential diagnosis of hydatid
cysticercosis was made.

TREATMENT

All three patients were started on antitubercular therapy as per
the revised national TB control programme—isoniazid 600 mg,
pyrazinamide 1500 mg, rifampicin 450 mg three doses per week
for the first 2 months, followed by isoniazid and rifampicin for
the next 4 months.

OUTCOME AND FOLLOW-UP

The patients were followed up throughout the therapy for
6 months and there is complete regression of the swellings
(figure 5C).

DISCUSSION

The incidence of TB globally in 2015 was estimated as
10.4 million. Sixty per cent of these cases accounted from six
countries—India, Indonesia, China, Nigeria, Pakistan and
South Africa.! End TB strategy endorsed by WHO targets 90%
reduction in TB deaths and 80% reduction in TB incidence by
2030, compared with 2015. The success of the programme
depends on early diagnosis and treatment. Atypical presentation
of EPTB causes a diagnostic challenge and thereby can delay the
initiation of treatment. Delay in EPTB is two or three times more
than the delay in pulmonary TB.?

TB lymphadenitis is the most common presentation of
EPTB. Other manifestations which can be frequently seen are
in the form of disseminated disease, involving pleura, skeletal
system, abdomen, cutaneous and renal system. TB of head and
neck is a rare entity.

TB of nose and paranasal sinuses was first described in 1761
by Morgagni.* TB can affect any sinus but the most susceptible
ones are the maxillary and ethmoid.” TB involving the nose
and sinus is rare due to protective function of nose such as
ciliary movement, bactericidal secretions and filtering action of
the vibrissae. The disease is usually secondary to pulmonary
TB. Extrapulmonary sinonasal TB can occur by haematogenous
spread or by direct extension into the sinus.

Three types of sinonasal TB have been described:

a. Infection is confined to mucosa only, leading to thickening
of mucosa and formation of polyps. Discharge is minimal

Figure 3

(A, B) Contrast-enhanced CT (CECT) of paranasal sinuses (PNS) showing mass occupying the left maxillary sinus with destruction of
all the walls except the medial wall. (C, D) High-power view showing ill-defined granuloma composed of epithelioid cells, Langhans-type giant
cells, lymphocytes and plasma cells.
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Figure 4
cells with dense infiltration by lymphocyte and plasma cells.

and making a diagnosis is difficult. This is the most common
type.

b. Bony involvement with fistula formation. Discharge is abun-
dant with acid fast bacilli.

c. Hyperplastic type with tuberculoma. This is the rarest type
and can mimic malignancy.”

The initial symptoms of sinonasal TB are nasal obstruction,
purulent nasal discharge and epistaxis. In case of erosion of floor
of orbit they can present with epiphora and visual disturbances.®

Oral TB is a rare entity with tongue and palate being the most
common. Though tonsil is a lymphoid organ and situated at a
site which is frequently in contact with infected sputum, the inci-
dence of tonsillar TB is less than 5%.° This may be due to the

(A) Positive Mantoux test. (B, C) Low-power view showing well-defined granulomas composed of epithelioid cells, Langhans-type giant

antiseptic and cleansing action of saliva, presence of saprophytes
preventing the colonisation and thick stratified epithelium lining
the tonsil.’® Poor oral hygiene, dental extraction and leukoplakia
have been postulated to be predisposing factors for oral TB.
Inhalation and colonisation of Waldeyer’s ring may be one of the
routes of acquiring primary TB." Persisting sore throat, painful
deglutition and unequal enlargement of tonsils with cervical
lymphadenopathy should rise a suspicion of tonsillar TB.
Cutaneous TB is rare and accounts for 1%-1.5% of EPTB.
Based on the pathogenesis, clinical features and histopathology
cutaneous TB is classified as:
a. Inoculation TB from an exogenous source through a broken
skin in a person who was previously not infected with TB.

Figure 5

(A, B) Contrast-enhanced MRI showing bilobed cystic lesion in the right masseter muscle with extension up to zygomatic arch. (C)
Regression of the swelling following antitubercular treatment.
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b. TB from an endogenous source such as lymph nodes, bones Patient consent Obtained.

and joints. Provenance and peer review Not commissioned; externally peer reviewed.
12
c. Haematogenous TB

TB can involve the soft tissue surrounding the bone and lead

to the formation of cold abscess. However, some of abscesses REFERENCES
have been reported without the involvement of underlying 1 World Health Organization. Global tuberculosis report [Internet]. 2018 http://www.
13 p.: . . . . who.int/tb/publications/global_report/en/ (cited 15 Feb 2018).
bone.” Primary EPTB involving cheek is rare and confirming 5 p - ,
. .. . .. s rasad KC, Sreedharan S, Chakravarthy Y, et al. Tuberculosis in the head and neck:
the site of origin of the infection is extremely difficult. experience in India. J Laryngol Otol 2007;121.
3 Farah MG, Rygh JH, Steen TW, et al. Patient and health care system delays in the start
of tuberculosis treatment in Norway. BMC Infect Dis 2006;6:33.
4 Waldman SR, Levine H, Sebek BA, et al. Nasal Tuberculosis. Laryngoscope
q . 1981;91:11.
» Incidence _Of EXtraPUImonaw tUberc"_JIOSIS has been .. 5 Tuberculosis of the ear nose and throat. Hagerstown maryland: coates, schenck,
markedly increased due to increase in the immunodeficiency miller, 1956.
states. However, in all our three cases patients were 6 Goguen LA, Karmody CS. Nasal tuberculosis. Otolaryngol Head Neck Surg
immunocompetent. 1995/113:131-5. ' . .
» Tuberculosis is a great imitator and knowledge about the 7 Sanehi S, Dravid C, Chaudhary N, et al. Tuberculosis of paranasal sinuses. Indian J of

Otolaryngology and Head & Neck Surgery 2008;60:85—7.

V?”ed pr.ese_ntatlons of this disease helps in reducing the 8 Jain MR, Chundawat HS, Batra V. Tuberculosis of the maxillary antrum and of the orbit.
diagnostic dilemma. Indian J Ophthalmol 1979;27:18-20.

» High degree of suspicion is required to make early diagnosis 9 Prasad P, Bhardwaj M. Primary tuberculosis of tonsils: a case report. Case Rep Med
and to control the spread of tuberculosis in the society. 2012;2012:1-3.

10 Jana U, Mukherjee S. Tuberculosis of tonsil - a rare site involvement. Indian J
Otolaryngol Head Neck Surg 2003;55:119-20.

Contributors SS: designing the work, collection and analysis of data, drafting 11 Sanjeev T KBG, Ts J. Tuberculosi of tonsil with unusual presentation. Indian J of
the article. SS is the corresonding author. PKS: intellectual content. RR: drafting the Tuberculosis 2001;48:223-4.
article. All three authors were invoved in patient care. 12 van Zyl L, du Plessis J, Viljoen J. Cutaneous tuberculosis overview and current
. = . treatment regimens. Tuberculosis 2015;95:629-38.
Funding The authors have not declared a specific grant for this research from any 13 Rasolinejad M, Salehi MR, Pargar A. Multi Lobulated Soft Tissue Tuberculosis Abscess

funding agency in the public, commercial or not-for-profit sectors. in the Forearm of a Rheumatoid Arthritis Patient: A Case Report. Arch Clin Infect Dis

Competing interests None declared. 2015;10.

Copyright 2018 BMJ Publishing Group. All rights reserved. For permission to reuse any of this content visit
http://group.bmj.com/group/rights-licensing/permissions.
BMJ Case Report Fellows may re-use this article for personal use and teaching without any further permission.

Become a Fellow of BMJ Case Reports today and you can:

» Submit as many cases as you like

» Enjoy fast sympathetic peer review and rapid publication of accepted articles

» Access all the published articles

» Re-use any of the published material for personal use and teaching without further permission

For information on Institutional Fellowships contact consortiasales@bmjgroup.com

Visit casereports.bmj.com for more articles like this and to become a Fellow

4 Subramani S, et al. BMJ Case Rep 2018. doi:10.1136/bcr-2018-224802


http://www.who.int/tb/publications/global_report/en/
http://www.who.int/tb/publications/global_report/en/
http://dx.doi.org/10.1017/S0022215107006913
http://dx.doi.org/10.1186/1471-2334-6-33
http://dx.doi.org/10.1288/00005537-198101000-00003
http://dx.doi.org/10.1016/S0194-5998(95)70156-7
http://dx.doi.org/10.1007/s12070-008-0027-8
http://dx.doi.org/10.1007/s12070-008-0027-8
http://www.ncbi.nlm.nih.gov/pubmed/500174
http://dx.doi.org/10.1155/2012/120382
http://dx.doi.org/10.1007/BF02974617
http://dx.doi.org/10.1007/BF02974617
http://dx.doi.org/10.1016/j.tube.2014.12.006
http://dx.doi.org/10.5812/archcid.20035

	Extrapulmonary tuberculosis: atypical presentation in otorhinolaryngology
	Summary
	Background 
	Case presentation
	Case 1
	Case 2
	Case 3

	Investigations
	Case 1
	Case 2
	Case 3

	Differential diagnosis
	Case 1
	Case 2
	Case 3

	Treatment
	Outcome and follow-up
	Discussion
	References


