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Case report

Laryngeal tuberculosis: a neglected diagnosis
Reshma Raj," Parul Sud," Neha Saharan,” Ramandeep Singh Virk'

SUMMARY

A 24-year-old woman visited the Ear Nose Throat (ENT)
outpatient department with complaints of hoarseness for
2 months not responding to conservative management.
Laryngoscopic examination revealed a whitish
ulceroproliferative lesion in the anterior commissure

and anterior two-thirds of bilateral true vocal cords with
surrounding necrosis. In view of the above findings,

the patient was planned for biopsy under general
anaesthesia. Intraoperative findings showed multiple
whitish necrotic friable tissue involving anterior two-
thirds of bilateral false vocal cords, ventricle, bilateral true
vocal cords, both aryepiglottic folds and laryngeal surface
of epiglottis. Postoperative histopathology was consistent
with tuberculosis. A pulmonology consultation was
taken, and the patient was started on anti-tuberculosis
chemotherapy. One month post therapy, the voice was
symptomatically better. A flexible fibreoptic laryngoscopic
examination was done, which revealed almost complete
resolution of the lesion with minimal ulceration at the
anterior one-third of right true vocal cord.

BACKGROUND

The clinical picture of laryngeal tuberculosis
(TB) has tremendously changed over the last few
years due to the advent of antibiotics.' In the pre-
antibiotic era, laryngeal TB was seen in 37% of
pulmonary TB cases, but currently due to the mirac-
ulous antitubercular therapy (ATT), the incidence
has come down to <1%.%

In the present era, owing to ATT, the clin-
ical presentation of laryngeal TB has changed
from being coexist with advanced pulmonary TB
disease to isolated laryngeal TB with features like

Figure 1

Multiple whitish necrotic tissue with
underlying friable tissue involving anterior half of larynx.

Figure 2 Narrow band imaging showed no significant
intraepithelial papillary capillary loops seen.

hoarseness, and odynophagia more common in
fifth to sixth decade.'

We report a case of laryngeal TB with incidental
pulmonary TB in a young adult. Laryngeal TB
though rare must always be kept in mind as a differ-
ential diagnosis for benign lesions of larynx espe-
cially in a country like India where TB is rampant.

CASE PRESENTATION

A 24-year-old woman presented to the ENT
outpatient department with complaints of hoarse-
ness followed by odynophagia for 2 months. She
had previously sought consultation from another
medical practitioner who had advised conservative
management with proton-pump inhibitors and voice
rest, but she had no relief of symptoms. She had no
complaints of fever, cough, difficulty in breathing,
night sweats, loss of appetite, loss of weight and
no palpable neck nodes. Indirect laryngoscopy was
performed which showed whitish ulcerative lesion
in the anterior commissure, and anterior two-thirds
of bilateral true vocal cords not impairing the vocal
cord mobility. For a definitive diagnosis, she was
planned for laryngoscopic examination and biopsy
under general anaesthesia.

INVESTIGATIONS

A videostroboscopy was done preoperatively in
which mucosal waves of bilateral vocal cords could
not be appreciated.

An experienced voice pathologist did a prelim-
inary voice evaluation. The maximum phonation
duration was 3 s with phonatory arrest, and reduced
respiratory support for speech. The GRBAS rating
scale® was scored as given in table 1.

BM)

Raj R, et al. BMJ Case Rep 2022;15:e248095. doi:10.1136/bcr-2021-248095 1


http://casereports.bmj.com/
http://crossmark.crossref.org/dialog/?doi=10.1136/bcr-2021-248095&domain=pdf&date_stamp=2022-02-06

Case report

Table 1  Preliminary voice evaluation as GRBAS rating scale prior to
starting ATT

Component Rating

(G)rade 3

(R)oughness 3

(B)reathiness 3

(A)sthenia 3

(S)train 2

The patient’s voice quality was diagnosed as breathy. The
recorded voice sample could not be analysed using the multi
dimensional voice profile (MDVP) (Kay Pentax, USA) due to
excessive voice breaks.

A laryngoscopic examination was performed under general
anaesthesia which revealed multiple whitish necrotic tissue with
underlying friable tissue involving anterior two-thirds of bilat-
eral false vocal cords, ventricle and bilateral true vocal cords
(figure 1). It was also seen involving both the aryepiglottic folds,
and laryngeal surface of epiglottis from which tissue sample was
sent for histopathological examination. Narrow band imaging
was also done intraoperatively which showed no significant
intraepithelial papillary capillary loops, or any abnormal vascular
network, but areas of necrosis could be appreciated (figure 2).

The histopathological examination revealed foreign body
granulomas with multinucleated giant cells, with some gran-
ulomas having central caseous necrosis with surrounding
area showing mixed inflammation comprising of neutrophils,
lymphocytes and plasma cells (figure 3). The Ziehl-Neelson stain
for acid-fast bacilli was positive (figure 4). These features were
consistent with that of TB. A pulmonologist opinion was taken
to rule out pulmonary TB. A contrast-enhanced CT of chest
was done which revealed multiple fine nodules, and few large
nodular opacities in right upper lobe of lung suggestive of Koch’s
disease.

TREATMENT

The patient was advised to register in a nearby directly observed
treatment short course clinic to start anti-TB chemotherapy. She
was started on weight based daily treatment regimen of rifam-
picin, isoniazid, pyrazinamide and ethambutol hydrochloride.

Figure 3  Microscopic examination shows multiple epithelioid cell
granulomas (H&E, 400x).

Figure 4 Scattered magenta coloured acid fast bacilli (Ziehl-Neelson
stain, 1000x (oil immersion).

OUTCOME AND FOLLOW-UP

After 4 weeks of ATT, the patient was followed up, and had
symptomatic improvement in her voice quality. A repeat flexible
fibreoptic laryngoscopic examination revealed almost complete
resolution of the lesion with minimal ulceration on anterior one-
third of right true vocal cord (figure 5). Also, the voice sample
could be analysed in this visit using the MDVP. All parameters
were affected as enumerated in table 2.

The GRBAS rating scale was readministered. An improve-
ment in the voice quality (breathy component) was observed on
perceptual rating by a scale of one, and the maximum phonation
time (MPT) increased to 8s. The patient has been enrolled for
symptomatic voice therapy for the same.

DISCUSSION

TB is one of the most common communicable diseases in India. India

accounts for 27% of the world’s total TB cases.* It is more common

in the fifth to sixth decade with a male-to-female ratio of 3:1.!
Extrapulmonary TB constitutes 15%-20% of TB cases in general

practice among HIV-negative adults in India. A study by Sharma

Figure 5 FFL examination revealed almost complete resolution of the
lesion with minimal ulceration on anterior one-third of right true vocal
cord. FFL, flexible fibreoptic laryngoscopic.
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Table 2 Voice analysis using MDVP 4 weeks after taking ATT

Parameter Value
Average fundamental frequency 243.31Hz
Mean fundamental frequency 170.75Hz
Jitter percentage 8.93%
Shimmer percentage 15.68%
Voice turbulence index 0.308
Soft phonation index 3.212

et al was conducted in 520 cases of TB, out of which tuberculous
cervical lymphadenopathy accounted for 91.35%, laryngeal TB for
4.3%, tuberculous otitis media for 1.4%, nasal TB for 1.4 and oral
TB for 1.4%, making laryngeal TB the second most common form
of extrapulmonary TB seen in ENT department.’

The most common symptom of laryngeal TB is hoarseness
followed by odynophagia and foreign body sensation in throat.
The symptoms of laryngeal TB are not different from any of
the similar conditions causing hoarseness like laryngeal papil-
loma, chronic laryngitis and laryngeal carcinoma, which makes
diagnosis based on just clinical features difficult.® Thaller ez al
stated that the laryngoscopic findings in laryngeal TB depends
on the site of lesion.” If the mucosa is adherent to the underlying
structure such as vocal cord, it manifests as an ulcer just like
in our case. However, if the mucosa is loosely attached to the

Patient’s perspective

When | first developed change in voice, | thought it's just

a simple sore throat, and that it should resolve with some
medications but when the problem was persisting even after

3 months of medications, | was quite frightened. That's when |
came to PGIMER and got a couple of tests done, one of which
being endoscopy which showed a growth in my voice box.

My family members and myself were quite stressed about the
fact that it could be cancer. | was informed that the only way

to get a diagnosis was to get a biopsy from the growth. Once
the biopsy report came out to be tuberculosis, | was a little less
worried. | was explained about the disease and the need for
anti-tuberculosis therapy (ATT). After 1 month of ATT, | could
personally feel a change in my voice and a repeat endoscopy
was done. The doctors showed me the endoscopy images before
and after the ATT, | was quite amazed how medicine can do such
wonders. Though my voice is not yet completely normal, I'm
hoping to get my voice back to normal and I'm receiving voice
therapy for the same. | would really like my case to be reported
because it's not as frightening as it seems and the treatment is
quite straightforward with wonderful results.

Learning points

» In the current era, diagnosis of laryngeal tuberculosis (TB)
is difficult since it shares the same clinical features as other
lesions of larynx like hoarseness and hence we would like to
emphasise on the importance of biopsy.

» Diagnosis of laryngeal TB by biopsy is crucial because it has
excellent response to anti-tubercular drugs and the lesion
almost disappears in 2—3 months.

» Medical management is the treatment of choice in laryngeal
TB than surgery.

underlying structure such as aryepiglottic fold, it manifests as
hyperemia or oedema which is usually the most common presen-
tation. The textbook description of turban-shaped epiglottis,
interarytenoid mamillations and mouse-nibbled appearance is
rarely seen these days.

There are two theories that account for laryngeal TB. The
bronchogenic theory which states posterior laryngeal involve-
ment is more common due to infected sputum, and the patient
usually presents with odynophagia, and the haematogenous
spread theory states that the anterior laryngeal involvement
especially laryngeal surface of epiglottis is more common. The
second theory is in favour of our case.®

A case series reported by Nishiike e al in 15 patients of laryn-
geal TB showed that 12 patients also had pulmonary involve-
ment. The epiglottis was the most common site to be involved
with multiple ulceration as the common finding.'

In the current modern era, certain investigations like videos-
troboscopy help to narrow down the diagnosis. Though histo-
pathological examination is the gold standard investigation for
any laryngeal lesion, videostroboscopy supports a benign lesion
based on presence of mucosal waves ruling out malignancy. In
a study by Ling et al, videostroboscopy in 19 patients of laryn-
geal TB showed that the most common finding was markedly
reduced mucosal wave and absent vocal cord vibration.®

Radiological examination of larynx complements clinical
examination. In laryngeal TB, CT usually shows diffuse bilat-
eral thickening of vocal cord and epiglottis in acute phase and
in chronic phase lesion is usually localised and confused with
carcinoma of larynx.’

As per the study by Thaller ef al, carcinoma larynx and
laryngeal TB may sometimes coexist.” In the presence of active
pulmonary TB, biopsy from the larynx can be delayed due to
the risk of transmitting infection is high as laryngeal TB is highly
contagious.

Thus laryngeal TB though rare, must be thought of as a
differential diagnosis in benign lesions of larynx because it has
excellent response to anti-tubercular drugs and the lesion almost
disappears in 2-3 months.
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