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Abstract  Case Report 
 

Laryngeal tuberculosis is one of the rare forms of tuberculosis and may lead to misdiagnosis because the clinical picture 

is similar to that of cancers of the aerodigestive tract, sometimes leading to erroneous indications for surgery. We report 

the case of a 56-year-old immunocompetent patient with laryngeal and pulmonary tuberculosis treated in the ENT 
department of the Mohamed V military hospital in Rabat. Laryngeal tuberculosis is one of the extra-pulmonary forms 

of tuberculosis, accounting for approximately 1% of tuberculosis cases. Like tumours of the aerodigestive tract, 

laryngeal tuberculosis initially manifests itself as upper cervical discomfort, progressing to intermittent dysphonia before 

becoming permanent. Laryngoscopy is an essential part of the diagnosis. Computed tomography helps to make the 
diagnosis and most often reveals a bulging lesion located in the glottis or subglottic with more or less satellite cervical 

adenopathy. Smoking is thought to be a factor in laryngeal tuberculosis. Laryngeal tuberculosis is diagnosed with 

certainty by anatomopathological and cytobacteriological examination, which both rule out a tumour process and 
confirm positive BK contamination. Treatment is mainly medical, with standard tuberculosis treatment lasting 6 months. 
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INTRODUCTION 
Tuberculosis is a well-known bacterial 

infection, particularly in its pulmonary form. Extra-

pulmonary forms have become exceptional since the 

advent of antibiotics. Laryngeal tuberculosis is one of the 
rarest forms, and can lead to misdiagnosis because the 

clinical picture is superimposed on cancers of the 

aerodigestive tract, sometimes resulting in erroneous 

surgical indications [1]. We report the case of a 56-year-
old immunocompetent patient with laryngeal and 

pulmonary tuberculosis treated in the ENT department of 

the Mohamed V military hospital in Rabat. 

 

OBSERVATION 
This was a 56-year-old patient, a smoker of 

about 1 pack/20 days, with no known pathological 

history, who was referred for dysphagia and dysphonia 

that had been evolving for about 1 year. This dysphagia 

was first intermittent, then permanent, associated with 

odynophagia and a dry cough. The patient also reported 

anorexia and night sweats. On admission, the clinical 

examination revealed a conscious patient in poor general 
condition, with poor oral hygiene and a small group IIb 

adenopathy. The rest of the endobuccal and 

oropharyngeal examination was unremarkable.  

 
A CT scan revealed a subglottic laryngeal 

process with left cervical adenomegaly, and 

laryngoscopy revealed a lesional process budding from 

the vocal cord and left ventricular bands, with invasion 
of the ipsilateral arytenoid (Fig 1). 

 

During the period of exploration, the patient 

presented with a vesperal fever and persistent dry cough, 
a bilateral pulmonary condensation syndrome prompting 

a chest X-ray which showed multiple opacities in two 

lung fields, predominantly at the apices, suggestive of 

pulmonary tuberculosis (Fig 2 & 3). 
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Figure 1: Appearance of tissue formation on laryngoscopy 

 

 
Figure 2: Chest X-ray showing opacities in both pulmonary fields 

 

 
Figure 3: Control laryngoscopy after antibacillary treatment 

 

DISCUSSION 
Laryngeal tuberculosis is one of the extra-

pulmonary forms of tuberculosis, accounting for around 

1% of tuberculosis cases [1, 2]. It was first described in 

1820 by Boyle and Broussois. Its pathophysiology can 
be varied, ranging from contamination by contiguity 

(bacilliferous aerosol) to lymphatic or hematogenous 

vascular dissemination [1].  

 

Laryngeal tuberculosis accounts for around 
20% of cases reported in the literature [3]. Like tumors 

of the aerodigestive tract, it manifests itself first as upper 
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cervical discomfort, evolving with dysphonia that is 
intermittent at first, before becoming permanent [4]. It is 

generally accompanied by a dry or chronic cough, 

depending on whether or not a pulmonary form is 

associated [5-7]. This was the case in our patient, in 
whom there were bilateral foci of pulmonary opacities, 

some of which were excavated and associated with 

bronchogenic micronodules. 

 
Initial localization in the vocal cords is 

frequently reported in the literature [8]. Laryngoscopy is 

essential for diagnosis, revealing a dirty appearance of 

the larynx, with poorly circumscribed, ulcerating or even 
polypoid masses of an inflammatory nature, which may 

even lead to stenosis of the larynx [1]. 

 

In order of frequency, this location is reported 
in the vocal cords in 50-70% of cases, the ventricular 

bands in 40-50% of cases, then the arytenoids [9]. 

 

Computed tomography (CT) helps to make the 
diagnosis, and most often reveals a budding lesion 

located in the glottis subglottis, with more or less satellite 

cervical adenopathy [1, 8, 10].  

 
According to several authors, smoking is a 

factor in the laryngeal localization of tuberculosis [1, 11, 

12]. 

 
Laryngeal tuberculosis is diagnosed with 

certainty by anatomopathological and 

cytobacteriological examination, which both rule out a 

tumoral process and confirm BK-positive contamination 
[13].  

 

HIV serology is essential, as these are 

opportunistic pathologies in immunocompromised 
patients. This association is not shared by all authors [1, 

14]; it was negative in our patient. 

 

Management is mainly medical, with standard 
tuberculosis treatment for 6 months [15, 13].  

 

Progress is generally favourable when the 

patient is seen early and the diagnosis is followed by 
appropriate treatment and follow-up. 

 

Conflicts of Interest: No conflicts of interest have been 

declared. 
 

CONCLUSION 
Laryngeal tuberculosis is a rare localization of 

tuberculosis, which constitutes a health problem in 

developing countries. It should be diagnosed in the 
presence of dysphonia and odynophagia more or less 

associated with cough, but above all with signs of 

tuberculosis impregnation. Even if it's not a very 

common condition, a diagnostic approach to its detection 
could easily obviate the need for surgical intervention. It 

requires multidisciplinary management (ENT, radiology, 
infectious diseases, physiology and pathology).  
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