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ABSTRACT 

  

Tuberculosis is a chronic bacterial infection caused by tubercular mycobacterium. Tuberculosis ranks 
high almost the major health problems in developing countries like India. Laryngeal tuberculosis is a very 

rare. It accounts less than 1% of all extrapulmonary tuberculosis. In larynx parts affected are  

i. interarytenoid folds 

ii. ventricular bands 
iii. vocal cords 

iv. epiglottis (in that order) 

Tuberculous epiglottitis is very rare. 
We present a case of tuberculous epiglottitis with active pulmonary tuberculosis. A 38 year old male 

presented with 4 months history of gradual onset of dysphagia, odynophagia, change in voice i.e. hot 

potato voice. 
Indirect laryngoscopy revealed diffuse oedema, congestion and whitish spots over epiglottis. He 

underwent fiberoptic and microscopic direct laryngoscopy and biopsy was taken from epiglottis. 

Histopathological examination revealed typical granulomas consisting of caseation necrosis in centre 

surrounded by epitheloid cells, Langhans’ giant cells and lymphocytes at periphery. The case was 
diagnosed as tuberculous epiglottis. 

Chest radiography showed ill defined bilateral extensive opacities. Sputum examination was positive for 

acid – fast bacilli(4+). 
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INTRODUCTION 

Tuberculosis is a chronic bacterial 

infection caused by tubercular 

mycobacterium which by its cell mediated 

immunity forms characteristic granuloma in 

the affected tissue. Tuberculosis ranks high 

amongst the major health problems in 

developing countries like India. The most 

common organ to be affected is the lung; 

however it can affect other organs too. 
[1]

 

Tuberculosis is a systemic disease and its 

occurrence in the larynx and oral cavity is 

well documents in literature. 
[2]

 Laryngeal 

tuberculosis is very rare. It accounts for less 

than 1% of all extra pulmonary tuberculosis. 
[3]

 The disease affects the posterior part of 

larynx more than the anterior. Parts affected 

are:  
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i. Interarytenoid folds 

ii. Ventricular bands 

iii. Vocal cords 

iv. Epiglottis (in that order) 
[4]

 

Tuberculous epiglottitis is very rare. In 

this report, we present a case of tuberculous 

epiglottitis with active pulmonary TB. 

 

CASE REPORT 

A 38 year old male, presented with 4 

months history of gradual onset of 

dysphagia, odynophagia, change in voice i.e. 

hot potato voice. There was associated 

preceding history of dry irritating cough, 

weight loss and occasional low grade fever. 

Patient was non smoker and with no history 

of contact of pulmonary tuberculosis. 

On general examination, his vitals 

were within normal limits. There was no 

cervical lymphadenopathy or clubbing. 

There were no scars and sinuses in the neck. 

Indirect laryrgoscopy had shown diffuse 

edema, congestion and whitish spots over 

the epiglottis. Rest of the laryngeal 

structures did not show any signs of 

inflammation or infiltration.  

His respiratory system examination revealed 

bilateral equal breath sounds with no added 

sounds or any abnormalities. Rest of the 

systems were normal. Routine blood 

investigations were all within normal limits. 

He underwent direct laryngoscopy and 

biopsy was taken from the epiglottis [Fig 1]. 
 

 
Fig 1. Laryrgoscopy showning diffuse edema, congestion and   

whitish spots over the epiglottis. 

 

Histopathological examination 

revealed typical granulomas consisting of 

caseation necrosis in the center surrounded 

by epitheloid cells, Langhan’s giant cells 

and lymphocytes at the periphery. The case 

was diagnosed as Tuberculous Epiglottitis. 

[Fig 2,3] 

 

           
Fig 2. Low power view (10x) H and E stain, showing stratified                     Fig 3. High power view (40x) H and E stain, showing      

squamous epithelium with multiple granulomas.                                            granulomas with caseation, Langhans’ giant cells, epitheloid               

                                                                                                                              cells and lymphocytes.  
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Fig 4. Chest radiography showing ill defined bilateral extensive 

 opacities. 

 

Chest radiography showed ill defined 

bilateral extensive opacities [Fig 4]. Sputum 

examination was positive for acid fast 

bacilli(4+).  

On the basis of the bacteriologic, 

radiologic and histopathologic findings the 

diagnosis of pulmonary tuberculosis of 

epiglottis was established. 

A standard 6 months treatment with 

a combination of Isoniazid, Rifampicin, 

Pyrizinamide and Ethambutol was started 

for 2 months followed by Isoniazid and 

Rifampicin for further 4 months. Clinically 

he responded well to the treatment and 

laryngoscopy showed resolution of 

epiglottic mass and remained stable on 

routine 1 year follow up.  

 

DISCUSSION 

In 1882, Robert Koch quoted, “If the 

number of victims which a disease claims is 

the measure of its significance, them all 

diseases particularly the most dreaded 

infectious diseases, such as bubonic plague, 

Asiatic cholera, etc., must rank far behind 

tuberculosis.” 
[5] 

The incidence of tuberculosis in 

India is 181 per 1, 00,000 people in 2010. 
[6]

 

Incidence of tuberculosis is now on a rise 

due to increase in incidence of autoimmune 

deficiency syndrome and other 

immunosuppressive states. 
[1]

 In pre-

antibiotic era, tuberculosis was considered 

as the most common disease of the larynx 

affecting 35-83% of patients with TB and 

the mortality rate was 45-90%. With the use 

of antituberculous medications, laryngeal 

involvement has decreased to less than 1% 

and the mortality rate decreased less than 

2%. 
[7]

  

Mycobacterial infection generally 

affects posterior and glottic larynx and this 

situation is attributed to direct spread of 

infection by sputum. In some of the cases, 

the epiglottis is the primary site for TB 

without pulmonary involvement, implying 

possible hematogenous spread. 
[7] 

Tubercle bacilli carried by sputum from 

bronchi settle and penetrate the intact 

laryngeal mucosa particularly in the 

interarytenoid region (bronchogenic spread). 

This leads to the formation of sub mucosal 

tubercle. 
[4]

 Primary tuberculosis involving 

epiglottis without pulmonary disease is very 

rare. 
[8]

  

The most common symptom is that 

of hoarseness which is present in almost all 

causes. Odynophagia is an important 

symptom, presenting in 45-90% of cases, 

which differentiates it from laryngeal 

carcinoma. Cough is less prominent and 

common, varying in incidence from 7-44%. 

Constitutional symptoms of weight loss, 

night sweats and fever are less common. 
[9]

 

The pathology of tuberculosis is the process 

and the consequence of interplay between 

the bacillus and host immunity. The 

relationship between the two can be varied, 

complex and can last lifelong. The host can 

win over the bacillus or the bacillus can 

overwhelm the host. At times the battle may 

stop for years, only to resume later on. All 

this is reflected in the gross and microscopic 

appearance of different organs. 
[5]
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On laryngoscopic examination, there 

is pseudo edema of epiglottis, “Turban 

epiglottis”. 
[4]

 Inflammation, exophytic 

mass, obliteration of anatomic landmarks 

and ulcerative lesions of epiglottis are 

common findings. These can resemble 

carcinoma. 
[7]

 

Diagnosis is made by biopsy. 

Histological examination demonstrates 

granulomas with caseating necrotic centers, 

Langhans’ giant cells and acid fast bacilli. 
[10]

 Granulomas can be with or without 

caseating necrosis. 
[11]

 For the diagnosis of 

granulomatous lesion of epiglottis, 

tuberculosis, syphilis, sarcoidosis, 

Wegener’s granulomatosis, Cat scratch 

disease, fungal infections (e.g. 

histoplasmosis, blastomycosis, 

cocciodomycosis ) and neoplastic lesions are 

to be considered as differentials. 
[12]

 

The response to anti tuberculosis 

treatment is another important diagnostic 

criterion. 
[1]

 Treatment is the same as 

pulmonary tuberculosis. 
[4]

 Our patient 

responded clinically well to antituberculous 

treatment and laryngoscopy showed 

resolution of epiglottic mass. 

Epiglottis used to be considered as a 

rare location of TB. 
[7]

 An important arousal 

of tuberculosis has been observed in the last 

years, together with a change in its clinical 

pattern, specially the extra pulmonary form. 

Tuberculous epiglottitis is one of these 

atypical and unusual forms. 
[13]

  

Summary 

A case of tuberculous epiglottitis 

with active pulmonary tuberculosis was 

presented. A 38 year old male presented 

with 4 months history of gradual onset of 

dysphagia, odynophagia, change in voice i.e. 

hot potato voice. On Indirect laryngoscopy 

revealed diffuse oedema, congestion and 

whitish spots over epiglottis. Biopsy taken 

from the epiglottis revealed 

histopathologically  typical granulomas 

consisting of caseation necrosis in centre 

surrounded by epitheloid cells, Langhans’ 

giant cells and lymphocytes at periphery. 

Chest radiography showed ill defined 

bilateral extensive opacities. Sputum 

examination was positive for acid – fast 

bacilli(4+). The case was diagnosed as 

tuberculous epiglottis. Epiglottis was 

considered to be as a rare location for TB. 

 

CONCLUSION 

The incidence of tuberculosis is now 

on a rise due to increase in the incidence of 

autoimmune deficiency syndrome and other 

immune-suppressive states. The successful 

management of patient with epiglottic 

tuberculosis relies on clinical suspicion, 

prompt diagnosis and early institution of 

appropriate antituberculous treatment. If 

recognized and treated early, potential 

spread to healthcare professionals and 

general public can be avoided by isolating 

the patient. 
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