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Gruźlica nosogardzieli jest rzadką postacią gruźlicy, nawet na obszarach endemicznych choroby. Może występować 
pierwotnie lub wtórnie do gruźlicy płucnej albo układowej. Chociaż gruźlica jamy nosowo-gardłowej odpowiada za mniej 
niż 1% wszystkich przypadków gruźlicy, w ostatnim czasie odnotowuje się wzrost liczby zgłaszanych przypadków. Z uwagi 
na zróżnicowanie objawów gruźlica w obrębie jamy nosowo-gardłowej stanowi wyzwanie diagnostyczne, ponieważ często 
naśladuje inne schorzenia. W niniejszej pracy przedstawiamy doświadczenia własne związane z diagnostyką i leczeniem 
trzech przypadków rzadkiej pierwotnej gruźlicy nosogardzieli o różnej etiologii. Opisujemy objawy kliniczne, endoskopowe 
i radiologiczne, w przypadku których zasadne jest uwzględnianie tej postaci gruźlicy w diagnostyce różnicowej. Wskazujemy, 
że w procesie diagnostycznym przydatna jest biopsja jamy nosowo-gardłowej. Przedstawieni w pracy pacjenci dobrze 
zareagowali na chemioterapię przeciwgruźliczą. Zmienność obrazu choroby dowodzi, że w procesie diagnostycznym ważne 
jest zachowanie szczególnej czujności klinicznej. Takie podejście umożliwia sprawne stawianie diagnozy i wdrażanie 
prawidłowego leczenia.

Słowa kluczowe: gruźlica, radioterapia, nosogardziel, rak nosogardła

Nasopharyngeal tuberculosis is rare, even in endemic areas. It can be primary or secondary to pulmonary or systemic 
tuberculosis. Although nasopharyngeal tuberculosis represents less than 1% of all tuberculosis cases, there has been an 
increase in cases reported recently. The variety of presenting symptoms in nasopharyngeal tuberculosis makes it challenging 
to diagnose because the condition commonly mimics other pathologies. In this paper, we would like to share our experience 
managing three cases of rare primary nasopharyngeal tuberculosis with different backgrounds. We provide a comparison in 
their clinical presentations, and endoscopic and radiological features, highlighting the situations when nasopharyngeal 
tuberculosis needs to be considered as a differential diagnosis. A nasopharyngeal biopsy is helpful to establish the diagnosis. 
The patients responded well to anti-tuberculosis chemotherapy. The variation in findings proves that it is important to have 
a high index of suspicion in order to get an accurate early diagnosis and initiate proper treatment.
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INTRODUCTION

Tuberculosis (TB) is a globally widespread infectious 
disease caused by Mycobacterium tuberculosis, which 
often affects the lungs. All organs can be affected, 

with up to 10% of extrapulmonary TB involving the head 
and neck regions(1). Upper respiratory tract involvement is 
uncommon, accounting for about 1.8% of all TB cases, and 
the involvement of the nasopharynx is rarer (0.1%), even 
in the endemic areas(2). In the head and neck region, the 
presenting symptoms of TB might be the same as in oth-
er pathologies. Mimicry of other diseases, causing delayed 
diagnosis, is common(3). Nasopharyngolaryngoscopy pro-
vides direct visualisation of the nasopharynx and larynx to 
rule out pathology such as malignancies, especially in re-
gions with high incidence of nasopharyngeal carcinoma. 
Clinical, radiological, and endoscopic features of TB of the 
head and neck are not specific. Another limitation is the fact 
that endoscopic devices are only available in certain health 
care centres, and a trained person is needed to perform and 
obtain a biopsy. The diagnosis is even more challenging as  
it has a lower bacterial load compared to pulmonary TB(1,4).

CASE 1

A 70-year-old female complained of multiple painless swell-
ings on the right side of the neck, persisting for two months. 
She denied any nasal symptoms, epistaxis or any constitu-
tional symptoms. A few cervical lymph nodes were palpa-
ble over right level IV and V of the neck, about 1 cm in size, 
which were firm, non-tender and mobile. Chest radiogra-
phy, and blood and sputum investigations were negative 
for acid-fast bacilli. On nasoendoscopy, the nasopharynx 
mucosa appeared normal (Fig. 1). Punch biopsy was taken 
from the right fossa of Rosenmüller (FOR) due to the pres-
ence of lymph nodes and high incidence of nasopharyn-
geal carcinoma (NPC) in the area of Sarawak. Meanwhile, 

computed tomography (CT) of the neck showed bilater-
al symmetrical FOR with no masses, thus ruling out sub-
mucosal NPC. Histopathology of the right nasopharyngeal 
tissue revealed caseating granulomatous lesions scattered 
throughout in multiple foci, exhibiting epithelioid cells and 
Langhans giant cells with occasional foci of pale eosino-
philic necrosis. These features are indicative of TB infec-
tion. After the patient completed a course of anti-TB treat-
ment for nine months, the neck swellings resolved, and she 
remained asymptomatic on the subsequent follow-up.

CASE 2

A 33-year-old female with a history of NPC completed che-
motherapy and radiotherapy 20 years prior. She had been 
kept on a yearly follow-up at our otorhinolaryngology clin-
ic. During a review in clinic, the patient complained of per-
sistent yellowish nasal discharge over the past six months. 
There were no palpable cervical lymph nodes. Surveillance 
nasoendoscopy revealed a fullness over the left nasopharynx  
(Fig. 2). Left FOR tissue biopsy was obtained in view of 
the possibility of tumour recurrence. Histopathology re-
vealed chronic granulomatous inflammation, but the Ziehl–
Neelsen stain was negative and failed to demonstrate ma-
lignancy. CT of the neck revealed an ill-defined enhancing 
soft tissue mass over the left pharyngeal mucosa space with 
midline and basisphenoid invasion, which were highly sus-
picious of tumour recurrence (Fig. 3). In addition, there was 
no cervical lymphadenopathy. A deeper nasopharyngeal tis-
sue biopsy was repeated under general anaesthesia. The re-
peat biopsy revealed granulomatous inflammation with the 
presence of acid-fast bacilli from Ziehl–Neelsen stain but 
without any evidence of tumour recurrence. Anti-TB ther-
apy was commenced and showed good response after two 
months of treatment, with less yellowish nasal discharge 
and reduced fullness over the nasopharynx. The patient 
completed a nine-month course of treatment, with resolved 

Fig. 1.  Right nasopharynx with overlying normal appearing mucosa Fig. 2.  Crust and fullness over left FOR
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nasal discharge and surveillance nasoendoscopy showing  
fibrosis over the nasopharyngeal mucosa.

CASE 3

A 25-year-old female with no known medical illness pre-
sented with nasal blockage and rhinorrhoea for two months. 
Nasoendoscopy showed adenoid hypertrophy reaching the 
posterior choana. There were post-nasal drips with yellow-
ish nasal discharge (Fig. 4 A). Otherwise, the turbinates and 
nasal cavity appeared normal. There were no palpable cervi-
cal lymph nodes. Bilateral nasopharyngeal tissue biopsy was 
obtained to rule out malignancy. Meanwhile, the patient was 
treated for rhinitis with adenoid hypertrophy, and was pre-
scribed a nasal spray and decongestants. However, the nasal 
symptoms remained despite medical therapy. Histopathology 
revealed features of caseating granulomatous inflammation, 
but the Ziehl–Neelsen stain was negative and failed to dem-
onstrate malignancy. The features were highly suggestive of 
tuberculous infection. Anti-TB therapy was initiated and 
continued for nine months. Her nasal symptoms, particu-
larly nasal blockage and discharge, improved considerably. 
Nasoendoscopy after treatment showed resolved mucopus 
and much smaller adenoids with post-nasal drip (Fig. 4 B).

DISCUSSION

Tuberculosis (TB) is one of the top 10 causes of death world-
wide. The latest WHO Global Tuberculosis report (2016) 
showed that 10.4 million people are infected with TB, with 
a reported mortality of 1.8 million. Nasopharyngeal car-
cinoma (NPC) was the fifth common cancer in Malaysia, 
with the highest incidence reported in Sarawak(5). Both 
NPC and TB are common diseases in this part of the re-
gion. Nasopharyngeal tuberculosis (NPTB) represents less 

than 1% of cases of head and neck TB, with 95% presenting 
as cervical TB lymphadenitis. It is even rarer to have a pa-
tient affected by both pathologies. NPTB seems to be more 
predominant in women, with two peaks of frequency, be-
tween the ages of 15 and 30, and between the ages of 50 and 
60, which corresponds to the age group of our patients(6).
Our report showed that patients infected by NPTB may ap-
pear completely healthy, without any underlying disease, or 
may happen in a treated NPC case. Very rare cases of NPTB 
following radiotherapy have also been reported. NPTB may 
mimic NPC or tumour recurrence, or coexist with other 
conditions in the head and neck, such as laryngeal TB, oro-
pharyngeal TB, and post-radiation NPC(7,8). The most com-
mon symptom is high jugular cervical lymphadenopathy 
(50 to 90%), followed by nasal obstruction, snoring, rhinor-
rhoea, otorrhoea, reduced hearing, tinnitus, and otalgia(9). 

Fig. 3.  Axial view of CT neck showing ill-defined enhancing soft  
tissue lesion over left nasopharynx

Fig. 4.  A. Nasoendoscopy showing enlarged erythematous adenoids 
and mucopus over left nasopharynx. B. Much smaller ade-
noids post anti-TB treatment

A

B
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Case 1 had no nasal or otological symptoms other than en-
larged cervical lymph nodes. We considered NPC first, as 
the occurrence rate is high in Sarawak(5). Conversely, Case 
2 presented with nasal discharge, with no evidence of en-
larged cervical lymph nodes. Endoscopy in NPTB can pres-
ent a varied range, from an apparently normal mucosa (like 
in Case 1) to an evident mass, mucosa with adenoids or 
swollen appearance, post-nasal discharge, ulcers, and leu-
koplakic areas(1,6,9).
NPTB can be caused by direct inoculation from pulmonary 
TB, hematogenous dissemination, or initial infection from 
the Waldeyer ring. The Waldeyer ring has a dense lymphat-
ic network, which explains lymphatic nasopharyngeal con-
tamination(6,10). The major location of the bacillus is typical-
ly the roof of the nasopharynx, where direct infection and 
inhalational reactivation of dormant acid-fast bacilli in the 
adenoids or mucosa might occur. Alveolar macrophages en-
gaged in phagocytosis when the respiratory epithelium was 
exposed to the bacteria, but because they were unable to di-
gest them, the bacteria multiplied as a result(11). Moreover, 
high doses of radiotherapy used to treat NPC may have con-
tributed to the development of NPTB in patients after treat-
ment. As a result, the mucosal barrier breaks down, and  
a localised immunodeficiency or vulnerability occurs(8).
In NPTB, CT and magnetic resonance imaging (MRI) have 
been reported as useful imaging modalities in head and 
neck TB. Radiological imaging may demonstrate the sites, 
pattern, and extension of the disease. Previously, two ra-
diological patterns have been described, which are polyp-
oid masses and diffuse thickening of the mucosa(6,9,12). Here, 
we report a case of NPTB which may show completely nor-
mal nasopharynx on CT. On the contrary, there was an ill-
defined enhancing soft tissue mass on CT, highly suggestive  
of tumour recurrence, which turned out to be NPTB.
NPTB has similar clinical features as NPC, including cervi-
cal lymphadenopathy. The association of cancer and TB has 
already been reported(13). Therefore, tissue sampling plays an 
important role in establishing a correct differential diagnosis 
between these diseases. The gold standard for TB diagnosis 
is positive mycobacterial smear and culture but it is difficult 
in certain cases due to low concentrations of the bacilli(1,12). 
Histopathology has also been suggested as a helpful diagnos-
tic tool. The typical histopathological features of NPTB in-
clude caseating granulomatous inflammation with multinu-
cleated giant cells of Langhans type and foreign body giant 
cells, either with or without necrosis(8,13). Furthermore, tis-
sue biopsy can also demonstrate chronic granulomatous in-
flammation with positive Ziehl–Neelsen staining for acid-
fast bacilli or bacteria. In cases which are strongly suspicious 
for TB but negative for bacterial culture, bacterial stain and 
polymerase chain reaction (PCR) analysis for M. tuberculo-
sis DNA are helpful, but is the examination is quite time-con-
suming. It has been suggested that Ziehl–Neelsen staining 
for acid-fast bacilli is more sensitive, reliable, less costly, and 
makes it possible to arrive at a diagnosis faster than with bac-
terial culture and PCR analysis(1,2,8).

Our patients were initiated with standard anti-TB therapy 
for a duration of nine months. Based on the literature, most 
patients diagnosed with NPTB show good treatment out-
comes, which was noted in our patients as well.

CONCLUSION

Chronic granulomatous changes in the nasopharynx after ra-
diotherapy can be caused by tuberculosis. Misdiagnosis may 
lead to NPC diagnosed as NPTB, or vice-versa. Hence, high 
index of suspicion and tissue biopsy are important, especially 
in regions with high incidence of TB, to obtain an accurate and 
early diagnosis in order to initiate anti-TB treatment promptly, 
which increases the chances of a favourable outcome.
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