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Background

creasing from 87 in 2011 to 103 in 2014, which includes
all forms of TB [2]. It is fast rising as a non-communicable
disease in the country. The influx of foreigners has been
attributed to the rise. Moreover, many foreigners hail
from higher TB burden countries like Indonesia, Myanmar, Cambodia, Vietnam and the Philippines. There is also
a higher risk of getting TB among those with co-morbid
or immunodeficiency conditions, like diabetes mellitus,
chronic obstructive lung disease, HIV (human immunodeficiency virus) and the elderly and smokers [3]. The Malaysian Health Ministry recorded 16,918 TB cases with 1,504
deaths in 2007. In 2012, the total number of TB cases increased to 22,710 with 1,520 deaths. There has been a
steady increase of TB cases from 2007 to 2012 with the
notification rate of 72 cases per 100,000 people in 2012.
The mortality rate due to this disease is between 5.3 to
5.8 deaths for every 100,000 people [4]. The clinical manifestations of tuberculosis nowadays are very general with
more multiorgan involvement as this case study has proven to be. However, the incidence of synchronous laryngeal
cancer with TB is rare one as a result of improvement in
public health care and development of effective antitubercular chemotherapy.

To highlight the incidence of synchronous pathologies
that mimic each other, this appears to be the first in literature. Laryngeal tuberculosis (TB) is a rare clinical entity and
incidence of the illness is significantly less than 1% of all
tuberculosis cases. Worldwide, 9.6 million people are estimated to have fallen ill with TB in 2014, comprising of 5.4
million men, 3.2 million women and 1.0 million children.
Of the 9.6 million new TB cases, 58% were in the SouthEast Asia and Western Pacific regions [1]. In Malaysia, incidence of tuberculosis per 100,000 people is steadily in-

On the other hand, laryngeal cancer is rising in incidence especially amongst elderly men who have strong
history of smoking. A clear association has been made
between smoking, excess alcohol ingestion, and the development of squamous cell cancers of the upper aerodigestive tract. For smokers, the risk of the development of
laryngeal cancer decreases after the cessation of smoking
but remains elevated even years later when compared to
that of non-smokers. Globally, the incidence of laryngeal
carcinoma is relatively low in comparison to that of carci-

Summary
Laryngeal cancer is rising in incidence among elderly men
with history of smoking. Laryngeal tuberculosis is a rare clinical entity and the incidence is significantly less than 1% of
all tuberculosis. This case report highlights the co-existence
of laryngeal cancer and TB in a 75-year-old man who presented to us with a 4-year history of hoarseness. Flexible
laryngoscopy revealed a mass at right false cord extending
to left false cord. First biopsy showed severe dysplasia and
was suggested for deeper biopsy. A second biopsy taken
after a delay confirmed moderately-differentiated squamous
cell carcinoma with evidence of laryngeal tuberculosis. The
tumour was already more extensive from initial staging of
T2N1M0 to a T4N1M0 transglottic tumour. Patient was given
options of initiation of anti-tubercular drugs and radiotherapy, or a plan for total laryngectomy after stabilizing on anti-tubercular drugs. However, patient was undecided, which
has led to the tumour being more extensive. Patient was
started on anti-tubercular drugs for approximately 6 months
and subsequently deteriorated. Patient was not fit for any
chemo or radiotherapy. Based on this case report, it is
shown that TB and malignancy can occur synchronously at
the same anatomical location and the importance of early
diagnosis and treatment need to be highlighted.
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Figure 1: Friable mass over left false cord, taken during laryngoscopy.

Figure 2: CT neck-laryngeal tumour (involving both false and true cords) with transglottic extension.

nomas of all organs. Laryngeal cancer comprises 2% to 5%
of all malignant diseases diagnosed annually worldwide
[5]. According to Malaysian National Cancer Registry, a total number of 103,507 new cancer cases were diagnosed
in Malaysia during the period of 2007 till 2011. Laryngeal
cancer recorded a number of 938 cases, which comprises
about 0.9% [6].

Case Presentation
A 75-year-old patient, who was first seen in our ORL
clinic in August 2015, presented with 4-year history of
hoarseness, associated with worsening dysphagia, noisy
breathing and constitutional symptoms. Patient admitted smoking 1 to 2 packs of cigarettes daily for more
than 30 years. There was no prior history of tubercular
infection in the patient and there were no close TB contacts. On examination, there was an audible stridor and
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a small palpable lymph node measuring approximately
1.5 cm at level IV on the left side.

Investigations
Flexible laryngoscopy revealed a mass at right false
cord extending to left false cord. Both vocal cords were
not clearly visualized. Initially tumour was staged as T2N1MO, with suspicion of reactive lymph node. Airway was
only about 25%, almost closing on inspiration; hence, tracheostomy was performed and preceded with direct laryngoscopy. A friable mass was seen over left false cord,
extending into anterior commissure and right vocal cord at
its anterior one third. The mass also seen extending anteriorly into the subglottic area 1.5 cm below the vocal cords
(Figure 1). Esophagocopy was normal. First biopsy taken
in August 2015 showed severe dysplasia with area suspicious of invasion. It was suggested by the pathologist for
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deeper biopsy. Subsequently, CT imaging showed findings
of a laryngeal tumour, involving both false and true cords,
with transglottic extension, and invasion into pre-epiglottic and both paraglottic spaces. But no distant metastasis
has been reported (Figure 2). Based on the CT findings, the
tumour was staged as T4N1M0. A second biopsy done in
October 2015 showed more extensive mass involving both
true cords and false cords. The mass also involved both the
anterior and posterior commisures. The delay in second
biopsy was because patient went to a different hospital
for second opinion. The second biopsy confirmed moderately-differentiated squamous cell carcinoma. The tumour
was already more extensive from initial staging of T2N1M0
to a T4N1M0 transglottic tumour. Meanwhile tissue sent
for AFB culture and smear also confirmed laryngeal tuberculosis.

Differential Diagnosis
Laryngeal cancer; Laryngeal tuberculosis.

Treatment
Patient was offered two treatment options. The first
option being initiation of anti-TB drugs and radiotherapy,
followed by review in 6 months’ time to see the progress
of illness. Another option was for total laryngectomy after
stabilizing on anti-tubercular drugs. However, patient was
undecided, which has led to the tumour being more extensive. Patient was referred to chest clinic and was started
on anti-tubercular drugs for approximately 6 months since
October 2015. Patient was referred to oncology team at
National Cancer Institute for opinion. Having been reviewed in the oncology centre, patient was deemed unfit
for chemo or radiotherapy as patient’s general conditions
were worsening.

Outcome and Follow-up
Patient passed away due to the adverse effects of
his illness in early 2016. Patient was on anti-tubercular
drugs for almost 6 months as he defaulted management
of his laryngeal tumour. Patient was under our follow-up
for less than a year before passing away.

Discussion
This case report presents the likelihood of both malignancy and chronic granulomatous lesions like TB co-existing together. These synchronous pathologies appear
to be first case reported in literature. While extra pulmonary TB in the head and neck region most frequently
occurs in the cervical lymph nodes (> 90%), involvement
of larynx is only about 2% to 6%. Involvement of the
temporal bone, sinonasal cavity, eye, pharynx, thyroid
and skull base are even less frequently observed [7,8]
Laryngeal TB is due to Mycobacterium tuberculosis. It
represents the most frequent laryngeal granulomatous
disease, but primary laryngeal location is exceptional.
In TB, the larynx becomes infected either by a direct
spread from the lungs, or by a haematogenous spread
from sites other than the lungs. Since pathognomonic
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characteristics indicative of laryngeal TB do not exist,
the infection is easily mistaken for the more frequently
occurring laryngeal carcinoma [9,10].
The characteristics of laryngeal TB have changed over
the years and it has become a challenge for medical experts to distinguish this disease from other illnesses. Besides, on laryngoscopy, tuberculosis infection may present as either a mass or ulcer which can mimic malignancy
[11,12]. In the past, laryngeal TB typically affected young
people in the second or third decade of life. Today, laryngeal TB mainly involves people in their 50s or 60s presenting first and foremost with hoarseness (80% to 100%). This
was initial complaint of our patient. Other symptoms are
odynophagia (50% to 67%) and to a lesser extent, dysphagia, dyspnoea, stridor, cough and haemoptysis [13].
According to a review about tuberculosis in Malaysia
in 2014, 10% to 11% of TB cases at a tertiary level chest
clinic were classified as extra pulmonary tuberculosis.
And about 14% of pulmonary TB patients also had extra pulmonary involvement however there is no data
available regarding number of laryngeal involvement of
extra pulmonary tuberculosis [14]. On the other hand,
laryngeal carcinoma is the main differential diagnosis
in our patient’s case. Laryngeal cancer is one of the increasing malignancies in otorhinolaryngology after nasopharyngeal carcinoma. But the incidence of it is actually low compared to other malignancies. In men, it
comprises 1% of all carcinomas and in women it is much
less. The importance of early diagnosis of cancer, in general, cannot be better illustrated than in the larynx [15].
According to National Cancer Institute of United States,
in 2012, there were estimated 88,852 people living with
larynx cancer in the country with a good 5-year survival
rate of about 60.6% [16]. On the other hand, late detection can lead to losing the larynx or slow death from a
fungating mass in the neck.
Retrospective study of 137 cases with carcinoma of the
larynx seen in the Universiti Kebangsaan Malaysia (UKM)
and General Hospital Kuala Lumpur between 1981 to 1988
revealed the peak incidence was in the seventh decade and
the male to female ratio was 7.6:1 [17]. The most common
symptom at presentation was hoarseness (90%). The most
common histological type was squamous cell carcinoma
(87%) whilst by site, transglottic involvement was the
commonest (55%). The patient discussed in this case report does have the similar clinical findings as shown by the
study. Laryngectomy has been a mainstay for treatment
of advanced laryngeal squamous cell carcinoma for over
50 years. While total laryngectomy offers significant therapeutic benefit, it is fraught with some complications. The
development of pharyngocutaneous fistula after total laryngectomy is one of the most common complication [18].
Though the preferred option in such cases will be laryngectomy, however, there is a high risk of pharyngocutaneous
fistula secondary to anastomotic breakdown especially in
patients being treated simultaneously for TB. According to
an online article published in 2007 from Clinical Otolaryn• Page 3 of 4 •

DOI: 10.23937/2572-4193.1510030

gology & Allied Sciences, postoperative pharyngocutaneous fistula is a troublesome complication in head and neck
surgery and occurred in 8 out of 53 patients following total
laryngectomy (15%) [19]. Pre-operative radiotherapy, residual cancer post radiotherapy and surgical technique of
closure are other factors that seem to increase risk of fistula formation. Literature review did not show any reports to
suggest increasing incidence of pharyngocutaneous fistula
formation in tuberculosis patients.

Learning Points/Take Home Messages
1. TB and malignancy can occur synchronously at the
same anatomical location.
2. Extrapulmonary tuberculosis like laryngeal tuberculosis is on the rise especially in developing countries.
3. Laryngeal TB should be considered as a differential
diagnosis in any laryngeal disease and in particular in
the case of a laryngeal carcinoma.
4. Final diagnosis is invariably based on histopathological findings as it is difficult to distinguish malignancy
and TB from laryngoscopic features of mass alone.
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