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INTRODUCTION 

Primary laryngeal tuberculosis is a rare form of extra 

pulmonary tuberculosis.1 It commonly involves the vocal 

folds and the ventricular bands. Primary Isolated 

epiglottic tuberculosis is very rare. Incidence of laryngeal 

tuberculosis is now less than 1% of all tuberculosis 

cases.2 At present, more than half of laryngeal 

tuberculosis cases are due to hematogenous seeding.3 Due 

to its vague clinical presentation and because of a lack of 

clinical suspicion, laryngeal tuberculosis is frequently 

confused with laryngeal carcinoma.3 Its clinical features 

include odynophagia, cough, and hoarseness of voice.4 It 

is highly contagious and hence its early diagnosis is very 

important.5 Most of the patients with laryngeal TB have 

active pulmonary tuberculosis, the sputum-positive rate 

being 90-95%.6 

 

CASE REPORT  

A 66 year old man presented in emergency department 

with complaint of hoarseness of voice, stridor and severe 

respiratory distress from last 2 days. Symptoms severity 

was more in supine posture. He was also having 

dysphagia, odynophagia and loud snoring from last one 

week. All symptoms were progressive. Patient was 

diabetic, hypertensive, chronic smoker and a case of 

chronic obstructive pulmonary disease with obstructive 

sleep apnea (OSA). He was on regular bilevel positive 

airway pressure therapy. On examination (respiratory rate 

was 28 per minutes, Spo2 was 88% and his blood presure 

was 150/70 mmHg. Rest of the systemic examination and 

biochemical tests were normal. His high-resolution 

computed tomography thorax and 2D echo-cardiography 

was normal. Sputum examination was negative for acid 

fast bacilli. Fibreoptic laryngoscopy revealed a growth 

like lesion in upper part of epiglottis with ulcerated 
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mucosa. The true vocal cords were mobile and normal 

(Figure 1 A and B). 

  

Figure 1 (A and B): Enlarged epiglottis with irregular 

mucosal surface and normal vocal cords. 

 

Figure 2: Biopsy specimen showing epithelioid 

granulomas with caseation necrosis. 

It was initially thought to be malignant growth of the 

epiglottis. Direct laryngoscopy under LA revealed a 

friable and ulcerated growth in epiglottis. Multiple 

biopsies were taken. Histopathological examination 

revealed well-formed epithelioid granulomas with 

evidence of small area of caseation necrosis, suggestive 

of tubercular granulomas (Figure 2). Gene xpert was 

positive for Mycobacterium tuberculosis and was 

sensitive to rifampicin. Patient was further evaluated for 

any evidence of active tuberculosis in lung and any other 

organ of the body but there was no evidence of healed or 

active tuberculosis. He was advised antitubercular 

therapy and other supportive measure. Patient responded 

well to anti tubercular treatment. 

Very few cases of isolated epiglottic tuberculosis have 

been reported. This case is unique in the respect that 

tuberculosis can affect any part of human body in 

isolation and can present with atypical clinical 

presentation.  

DISCUSSION 

Tuberculosis is a systemic disease and it can involve any 

organ of the body. Laryngeal tuberculosis, caused by 

Mycobacterium tuberculosis is usually a complication of 

pulmonary tuberculosis, and most patients with laryngeal 

tuberculosis have coexisting active pulmonary 

tuberculosis. Isolated epiglottic tuberculosis has rarely 

been described. Particularly, in the last two decades, 

reports of epiglottic tuberculosis have increased.7 

Laryngeal tuberculosis and carcinoma share similar 

clinical findings, such as, hoarseness, odynophagia, 

cough, stridor, hemoptysis and cervical 

lymphadenopathy. Laryngoscopic findings of diffuse 

edema and inflammation, a mass, obliteration of 

anatomic landmarks and ulcerative lesions of epiglottis 

are other similarities between malignancy and 

tuberculosis.8 Differential diagnosis includes systemic 

diseases such as Wegener granulomatosis, sarcoidosis, 

fungal infections and syphilis.9 Laryngeal tuberculosis 

and squamous cell carcinoma can coexist in the same 

patient and laryngoscopic findings are often 

indistinguishable.10 In this clinical scenario the correct 

diagnosis of laryngeal carcinoma can only be made by 

microbiology and biopsy. The clinical presentation in our 

case is indicates that disease was confined to epiglottis 

because there was no signs or symptoms of tubercular 

toxemia. Also, there was no involvement of cervical 

lymph nodes. 

CONCLUSION 

Mycobacterium tuberculosis can affect any part of body. 

Since laryngeal tuberculosis is generally associated with 

active pulmonary disease and no pulmonary involvement 

was demonstrated in our case, it was diagnosed as 

primary tuberculosis of the epiglottis in an 

immunocompetent patient. Its presentation may be 

atypical, like in our case, patient presented with OSA and 

inspiratory stridor. However, to establish a definitive 

diagnosis, tissue diagnosis, chest radiographs, and 

microbiological investigations are necessary. 
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