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Abstract
Laryngeal tuberculosis is an uncommon disease of the larynx that can easily
be missed. It is however the commonest granulomatous laryngeal pathology.
Laryngeal tuberculosis and laryngeal cancer both have similar modes of clinical presentation. We present a case of isolated laryngeal tuberculosis in a
38-year-old Nigerian female, who presented with persistent hoarseness of 3
months duration with no respiratory symptoms and signs. Fiberoptic laryngoscopy showed hyperemia and oedema of the endolarynx, mucoid exudate
and thickening of both false and true vocal cords. Tuberculosis was confirmed by gene Xpert. She was placed on rifampicin, isoniazid, pyrazinamide
and ethambutol for two months intensive phase and rifampicin and isoniazid
for four months continuation phase. There was complete resolution of hoarseness after completion of anti-tuberculous therapy.
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1. Introduction
Mycobacterium tuberculosis (MTB) is the causative organism of tuberculosis
(TB) and is spread when sick individuals with TB expel the bacteria into the air
while coughing, talking or laughing. TB typically affects the lungs but the disease
can also affect other sites apart from the lungs (extrapulmonary tuberculosis).
Tuberculosis is curable and preventable as most individuals (about 85%) who
develop it can be successfully treated with a 6-month drug regimen which has an
additional benefit of reducing further transmission of infection [1].
Laryngeal tuberculosis is an uncommon disease and can be easily missed [2]
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especially because physical examination findings are usually nonspecific [3]. It is
however the commonest granulomatous laryngeal pathology and usually affects
males between the 4th and 6th decade of life. Smoking, human immunodeficiency
virus (HIV), use of recreational and immunosuppressive drugs and malignancy
are factors associated with development of TB in the upper respiratory tract [4].
Laryngeal TB and laryngeal carcinoma both have similar modes of clinical
presentation as progressive dysphonia is a symptom which is present in both.
Furthermore, they both have similar looking lesions on laryngoscopy [5] [6] [7].
Laryngeal infections usually involve structures of the anterior larynx and are
often characterized by hypertrophic, exophytic and/or polypoid lesions. There is
affectation of both true and false vocal cords in about 50% - 70% and 40% - 50%
respectively. These major structures can cause airway inflammation and obstruction from severe infections which may lead to respiratory distress and respiratory arrest if not properly managed [8].
Laryngeal and pulmonary TB infections usually occur concurrently and laryngeal examinations are not often performed routinely; thus, only pulmonary
infections end up being diagnosed thereby, missing concurrent laryngeal TB infections. This indicates that the incidence of laryngeal TB cases is grossly underreported [9] [10].
The aim of this case report is to present a rare case of primary laryngeal tuberculosis in an environment where pulmonary tuberculosis is very common.

2. Case Presentation
We present a 38 year old woman who presented to the clinic on account of
cough and progressive hoarseness of three months duration. Cough was productive of thick, frothy sputum. It was non paroxysmal, not associated with wheezing, chest pain or difficulty in breathing. Cough was worse at night, with no
known exacerbating or relieving factors and not associated with fever, chills or
rigor. There was no history of hemoptysis. There was weight loss evidenced by
loosening of her clothes. Patient had contact with her apprentice who had undergone treatment for TB some time ago (duration could not be ascertained).
There was no history of voice overuse. She takes omeprazole and antacids
regularly to control symptoms of peptic ulcer disease (PUD). No previous history of head and neck surgery, she neither smokes cigarette nor takes alcohol. Patient had no history of ear pain or discharge, sore throat, painful or difficulty
swallowing, no history of hemoptysis or epistaxis.
At the onset of symptoms, she used over the counter medications (antibiotics
and cough syrup) which gave no relief of symptoms, necessitating her presentation to our facility.
On Examination: She was chronically ill looking, not pale, anicteric, afebrile,
not cyanosed, not dehydrated, not cyanosed, no pedal edema.
Respiratory rate was 20 cycles per minute and breath sounds were vesicular.
Physical examination of ear, nose and oropharynx were essentially normal.
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Chest X ray showed no evidence of pulmonary involvement (Figure 1).
Gene Xpert: Positive for mycobactarium tuberculosis (MTB) with intermediate RIF resistance index.
HIV: Not reactive
Fibreoptic laryngoscopy: hyperemia and edema of the laryngeal mucosa with
thickening of both true and false vocal cords which is worse on the left. There
was narrowing of the anterior commissure and incomplete closure of the glottis.
Mucoid exudate was seen in the supraglottic and glottic areas. Both vocal cords
were mobile (Figure 2).
Patient was commenced on RIPE (Rifampicin, Isoniazid, Pyrazinamide and
Ethambutol) regimen which she had for two months (intensive phase).
Rifampicin 150 mg daily
Isoniazid 75 mg daily

Figure 1. Chest x ray with no evidence of pulmonary tuberculosis.

Figure 2. Showing edematous and inflamed vocal cords.
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Pyrazinamide 400 mg daily
Ethambutol 275 mg daily
She then proceeded to continuation phase (rifampicin 150 mg and isoniazid
75 mg daily) for four months.
There was no MTB detected by gene Xpert after the completion of continuation phase of anti-tuberculous medication.
Repeat laryngoscopy done after completion of 6 months of anti-tuberculous
drugs: essentially normal (Figure 3).

3. Discussion
The most prevalent laryngeal granulomatous disease is laryngeal TB [11]. Laryngeal tuberculosis can be divided into two classes: primary (with no pulmonary involvement) or secondary (with pulmonary involvement). Mode of transmission of laryngeal TB is usually by hematogenous, lymphatic or bronchogenic
spread from the lungs. In some cases, laryngeal TB may be the primary lesion
which indicates that the bacilli were probably inhaled directly and that there are
no pulmonary lesions [12].
The commonest presenting complaints in people with laryngeal TB are
hoarseness and odynophagia, which occurs in about 80% - 100% 0f cases [13]
[14] [15]. Other complaints present in laryngeal TB patients are dysphagia,
dyspnea, stridor, cough and hemoptysis [16]. Laryngeal lesions on laryngoscopy
are nonspecific because laryngeal TB lesions may appear similar to that of leukoplakia, reflux laryngitis, laryngeal polyps, contact ulcer and laryngeal cancer
[17].
In patients in regions with high TB endemicity presenting with chronic odynophagia, weight loss and hoarseness, a possibility of Laryngeal TB should be
entertained so as to prevent delay in diagnosis and treatment. Laryngeal TB may
also be misdiagnosed in areas where TB is not endemic as its lesions are
non-specific and similar to lesions seen in laryngeal malignancy. Furthermore,

Figure 3. Showing normal findings on repeat laryngoscopy done after completion of anti
TB regimen.
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laryngeal cancers usually present in older patients. Granulomatosis with polyangitis, sarcoidosis and syphilis are other granulomatous diseases that may present
with lesions involving the larynx [18].
Chest radiography or chest computerized tomography (CT) is the appropriate
initial investigation in the evaluation of patients with suspected laryngeal TB
with pulmonary involvement. A case series carried out in the United States between 1970 and 2012 on 127 people with laryngeal TB revealed that 86% of those
cases recorded radiographic findings suggestive of pulmonary TB [11]. Hoarseness, cough and dysphagia were the commonest presenting complaints of patients in the US study mentioned earlier which is similar to this case presentation as the index patient presented with hoarseness and cough although a chest
CT was not done. However, there was no evidence of pulmonary tuberculosis in
this patient from her chest x ray.
The World Health Organization (WHO) guideline for treatment of tuberculosis states that patients should undergo six-month regimen (2RHZE/4RH) which
means an intensive phase for 2 months consisting of rifampicin (R) and isoniazid (H), pyrazinamide (Z) and ethambutol (E) and a continuation phase for four
months of rifampicin (R) and isoniazid (H) [19].
A study carried out in Kenya among five patients with confirmed laryngeal TB
showed that after 18 weeks of treatment with anti Kochs, the larynx returned to
its normal appearance [20]. This was the case in our patient as fibreoptic laryngoscopy done after completion of 6 months regimen of antituberculous drugs
revealed that the laryngeal lesions had disappeared and the larynx was back to
normal (Figure 3).

4. Conclusion
Laryngeal tuberculosis should be a differential diagnosis in any patient presenting with hoarseness. Diagnosis requires a high index of suspicion as laryngeal TB
presentation is similar to that of laryngeal cancer. Delay in diagnosis poses a significant public health risk to the patient, health workers and the general population.
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