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ABSTRACT

Primary nasopharyngeal tuberculosis (IB) is extremely rare. However, in endemic areas, isolated nasopharyn-
geal TB may present mimicking a malignancy. We report here a case of 31-year old male who presented with
multiple lymphadenopathis in the neck. Furthermore, North Eastern part of the country has a high incidence
of nasopharyngeal cancers. The diagnosis of primary nasopharyngeal TB was confirmed by histopathology of

the nasopharyngeal lesion and negative finding on chest imaging.
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INTRODUCTION

Tuberculosis [ITB] is one of the most common
granulomatous infectious diseases in India. It can af-
fect any organ in the body, although it has high pre-
dilection for pulmonary infection but otorhinolaryn-
gological TB constitutes less than 5% of all cases of
extra-pulmonary TB.'The North East (NE) part of
India is an endemic region of nasopharyngeal can-
cer.2 TB of nasopharynx may be primary variant
without pulmonary involvement. Description of na-
sopharyngeal tuberculosis is very limited in the litera-
ture.

CASE REPORT

A 31-year old male patient presented with the chief
complaint of multiple neck swellings on left side
ofthe neckof 2 months duration. There were no his-
tories of nasal bleed, nasal obstruction, snoring, re-
peated upper respitatory tract infections or decreased
hearing. His preliminary Ear Nose and Throat exam-
ination showed a mass in the roof of nasopharynx on
posterior rhinoscopic examination. On the neck
there weretwo nodes in Level-II and Level V. The
nodes were firm, mobile, non tender and the maxi-
mum size of the lymph node measured 3cm. Further
examination by nasal endoscopy showed a smooth
surfaced congested growth in the superior wall of
nasopharynx, which was compressing the opening of
the torus tubaris on right side and it bled easily on
touch.His contrast enhanced computer tomography
(CT) of nasopharynx and neck showed a growth in
the nasopharynx with multiple neck nodes (Figure 1).
A biopsy was taken from the nasopharyngeal growth
and sent for histopathological examination.

Figure 1: CT scan shows asymmetric soft tissue
thickening involving the posterolateral aspects
with effacement of fossa of Rosenmuller with bi-
lateral multiple partially necrotic nodes

Figure 2: Photograph with H&E stain (40X)
showed fragments of respiratory epithelium with
underlying lymphoid tissue showing epitheloid
granuloma suspecting Koch’s
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It showed features of granulomatous disease sugges-
tive of tuberculosis (Figure 2). Fine needle aspiration
cytology (FNAC) was inconclusive. Wedge biopsy of
the node in Level V was performed which showed
features of necrotizing, granulomatous lymphedinitits
suggestive of Koch’s lymphadenopathy.

Imagining for the primary locus and other loci were
done. High resolution CT of the thorax showed no
pulmonary lesion and ultrasonography abdomen was
normal. The diagnosis of primary nasopharyngeal TB
with tubercular lymphadenopathy was confirmed.
The patient was further referred for the treatment of
TB.

DISCUSSION

In the NE India nasopharyngeal cancer and TB are
not so uncommon. Isolated nasopharyngeal tubercu-
losis is a very uncommon presentation even in very
tuberculosis prevalent area like India. Primary naso-
pharyngeal involvement probably occurs due to reac-
tivation of dormant acid fast bacilli in the adenoids
or due to direct mucosal infection after inhalation of
the bacilli,or contact with the lung secretions the in-
fection spreads to the nasopharynx. Nasopharyngeal
tuberculosis appears in 1.9% of patients with pulmo-
nary tuberculosis. However, primary nasopharyngeal
tuberculosis without the lung involvement is very ra-
re. According to Rohwedder et al and only 0.1% na-
sopharyngeal involvement were detected in primary
active pulmonary tuberculosis patients.* Clinical
presentation and imaging studies also present a chal-
lenge for the clinician and otolaryngologists to diag-
nose a isolated nasopharyngeal TB.5Coming to the
diagnostic part the history and clinical presentation
was highly suggestive of nasopharyngeal carcinoma,
and the clinical picture resembles the classical case of
nasopharyngeal carcinoma. CT scan commonly
shows either diffuse mucosal thickening or a moder-
ately enhancing polypoidal mass in the roof of the
nasopharynx, which may be ulcerated.® MRI com-
monly shows a mass or diffuse mucosal thickening
of intermediate signal intensity on T1W and T2W
sequences, with moderate contrast enhancement on
T1W images.”Our CT scan shows the mass in the
posterolateral wall with effacement of the fossa of

Rosenmuller which was in favour of nasopharyngeal
carcinoma, but the distinguishing features were, no
extension of the growth in to adjacent structures, no
contrast enhancement andno bony decalcifications of
skull base.The other diagnostic difficulty is the simi-
lar histopathological for both the nasopharyngeal
carcinoma and primary tuberculosis of nasopharynx.
In our case the typical features of TB like epithelial
granuloma was present which was diagnostic. In ad-
dition, to rule out any coexisting malignancy like
lymphoma, we had done biopsy from the neck node.

CONCLUSION

In endemic areas high degree of suspicion for Koch’s
in nasopharyngeal mass should be raised despite fea-
tures that may suggest malignancy. Primary nasopha-
ryngeal tuberculosis is extremely rare and it may
mimic a malignancy. Complete clinical, radiological
and histopathological examinations are required to
confirm the diagnosis of TB instead of a malignancy.
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