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Nazofarenks tüberkülozu: olgu sunumu 

44 yafl›nda kad›n hasta tek tarafl› a¤r›s›z lenf nodlar› ile baflvur-
du. Nazofarenksin endoskopik muayenesinde nazofarenks
posterior duvarda mukozal düzensizlik saptand›. Nazofarenks
ve lenf nodu biyopsisi uyguland›. Biyopsilerin patolojik incele-
mesinde kazeifikasyon nekrozu içeren granülomatoz enfla-
masyon saptand›. Aside rezistan bakteri için yap›lan direkt bo-
yamada bakteri saptanmad›. Kültür ve polimeraz zincir reaksi-
yonu (PCR) ile Mycobacterium tuberculosis saptand›. Hastaya
antitüberküloz tedavi verildi. Semptomlar tedavi sonras› gerile-
di. Yeni bir nazofarenks tüberkülozu olgusu sunuldu ve tart›-
fl›ld›. Tüberkülozun nazofarenks patolojilerinin ay›r›c› tan›s›nda
göz önünde bulundurulmas› gereklili¤i vurguland›.

Anahtar Sözcükler: Nazofarenks patolojisi, nazofarenks tüber-
külozu, nazofarenks, Mycobacterium tuberculosis.
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Abstract

Forty-four year old female presented with unilateral painless
cervical lymph nodes. Endoscopic examination on nasophar-
ynx showed mucosal irregularity on the posterior wall of
nasopharynx. The biopsies of nasopharynx and lymph nodes
showed granulomatous inflammation with caseation necrosis.
Direct stain for acid fast bacilli was negative but culture and
polymerase chain reaction (PCR) for Myobacterium tuberculo-
sis were found positive. The patient was treated with antitu-
berculosis regimen. Symptoms resolved after medication. A
new case of nasopharyngeal tuberculosis was presented and
discussed. The consideration of Mycobacterium tuberculosis in
the differential diagnosis of nasopharyngeal pathology was
emphasized. 
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Introduction
M. tuberculosis is still an important general

health problem especially in risk groups and

endemic areas. Among the different forms of tuber-

culosis, involvement of nasopharynx is rare.1,2

Reviewed patients showed that systemic evaluation

for tuberculosis is usually normal and nasopharyn-

geal involvement mostly occurs as a primary.2 The

pathophsiology of this distinct form is still unclear.

In present report, a new case of nasopharyngeal

tuberculosis was presented and discussed.
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Case Report 

A 44-year-old female presented with a left sided

enlarged multiple lymph nodes. Her present med-

ical history began 5 months prior to admission with

multiple lymphadenopathy on the left side of the

neck. She was treated with broad spectrum antibi-

otics. Lymphadenopathy persisted and enlarged.

Before the admission a new antibiotic regimen was

prescribed. Then the patient was referred to our

unit because treatment had failed to produce

improvement. Her history was significant for tobac-

co use and she had no history of tuberculosis infec-

tion. Her other past medical history as well as her

familial histories were unremarkable.

On physical examination multiple lymph nodes

were found in all levels of the left neck. Maximal

diameters of the lymph nodes were 2x2 cm. Right

neck was free for adenopathy. A rigid nasopharyn-

geal examination showed mucosal irregularity on

the posterior wall of nasopharynx. Other otorhino-

laryngological, general physical and pulmonary

examinations were normal. Tuberculin skin test was

22 mm.

In order to evaluate the differential diagnosis of

lymphadenopathy and nasopharyngeal pathology,

a chest X ray, blood count and serological tests were

performed. Sedimentation rate was 16mm/hour.

There was no lymphocytosis in complete blood

count. In microscopic examination of peripheric

blood, no abnormal cell was seen. TPHA and VDRL

tests were negative. Chest X-ray was performed and

was normal as well. 

Magnetic resonance imaging (MRI) scan cen-

tered on the nasopharynx, showed focal nodular

thickening on the posterior wall of nasopharynx.

Multiple lymphadenopathy was found on left sub-

mandibular region, deep jugular and spinal acces-

sory chain. Maximal diameter of the lymph nodes

was 2.5x2 cm.

Figure 1. Sagital T2 weighted MRI scan: Focal nodular thickening on
the posterior wall of nasopharynx.

Figure 2. Mucosa lined with respiratory epithelium and under the epithe-
lium granuloma formation could be seen in the lymphoid stro-
ma (HE x40). [Color figure can be viewed in the online issue,
which is available at www.turkarchotolaryngol.org]
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A fine-needle aspiration biopsy (FNAB) and

cytology were performed. Cytokeratin stain was

performed on aspirates and the result was negative.

Epithelial carcinoma was excluded and lymph node

biopsy was offered to make definitive diagnosis.

A neck lymph node and nasopharyngeal biopsy

was performed. On pathological examination gran-

ulomatous inflammation with caseation necrosis

was found. The direct examination with Ziehl-

Nielsen stain was negative. polymerase chain reac-

tion (PCR) for M. tuberculosis was found as positive.

Culture for M. tuberculosis was found positive 40

days after operation as well.

An antituberculosis therapy was prescribed com-

bining isoniazid, rifampin, pyrazinamide and

ethambutol. Three months after the therapy lymph

nodes resolved and the nasopharyngeal examina-

tion was normal. One year after therapy the

nasopharyngeal examination was normal and the

neck was free for adenopathy.

Discussion
Nasopharyngeal tuberculosis is a rare and dis-

tinct form of tuberculosis infection.  Tuberculosis

infection has a worldwide increase and, still, the vast

majority of the patients are seen in endemic areas

such as South Asia and Africa.2 Aging of population,

diabetes mellitus, malignant tumors, diseases with

decreased immune function such as HIV patients,

socioeconomic risk groups such as homeless peo-

ple will be the cause of worldwide increase.3

Although nasopharyngeal tuberculosis occurs in all

decades of adult life, it has two peaks of frequency

between 15-30 and 50-601 with female predomi-

nance.2

Neck node enlargement is the major presenting

symptom in nasopharyngeal tuberculosis.4 It is usu-

ally unilateral and could be seen in all levels of the

neck. Other symptoms are variable and include

nasal obstruction, hearing loss, tinnitus, otalgia,

postnasal drip, brisk epistaxis, altered taste and

smell, snoring, facial pain, pharyngeal pain, chronic

otitis media and sore throat.2

In the vast majority of the patients, nasopharyn-

geal tuberculosis appears as a mass lesion or mucos-

al irregularity. Other findings could be nasopharyn-

geal swelling, ulceration, whitish patch, discol-

oration or lymphoid hyperplasia.2

The origin of nasopharyngeal tuberculosis is still

debatable. Before the advent of antituberculosis

medication, secondary infection of nasopharynx

from systemic or pulmonary tuberculosis was com-

mon. In 1936, Graff reviewed 118 patients with pul-

monary tuberculosis and found macroscopic

lesions in the nasopharynx in 36% of the cases

where as this percentage was 82% for histologic

tuberculosis changes.4,5 In 1946 Hollander reported

a 75% incidence of tuberculosis in an autopsy study

of 24 patients with pulmonary lesions.4

Figure 3. In the lymphoid stroma granulomatous inflammation with
epithelioid histiocytes and langhans cells (HE x200).
[Color figure can be viewed in the online issue, which is
available at www.turkarchotolaryngol.org]
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However in 1974 Rohwedder reviewed 843

patients with pulmonary tuberculosis and found

upper respiratory system tuberculosis in 16 patients

of these patients. In this report only one patient had

tuberculosis of the nasopharynx.5 Tse et al.2

reviewed 57 cases of nasopharyngeal tuberculosis

and this largest report revealed that 31 of 57 cases

showed no abnormality on chest X- rays. These find-

ings emphasized that the majority of the patients

with nasopharyngeal involvement occur as a pri-

mary.

The nasopharynx can be contaminated from air-

way, hematogenous or lymphatic seeding. All these

ways are used to explain secondary tuberculosis.

Nasopharyn-geal contamination with infected spu-

tum from an active lung lesion, hematogenous con-

tamination or lymphatic contamination by rich lym-

phatic network of the Waldeyer ring will lead to

nasopharyngeal tuberculosis.1 On the other hand,

primary tuberculosis is a result of inhalation of bacil-

li in airborne droplets.1,2

Nasopharyngeal tuberculosis has a variable

symptamotology and its differential diagnosis

includes several diseases.2 The problem in tubercu-

losis is that a patient, whose illness is not diagnosed

as tuberculosis, can be a source of infection. This

will be resulted with spread of infection to healthy

population.3 Thus, early diagnosis is crucial. Konishi

et al.3 emphasized the necessity of ‘’suspection’’ for

early diagnosis. In their study, patients which sus-

pected to have tuberculosis infection, the delay time

before the accurate diagnosis is shorter than the

patients who did not suspected. Therefore, in the

examinaton of nasopharyngeal pathology, a physi-

cian should consider tuberculosis at the time of dif-

ferential diagnosis.

For definitive diagnosis histopathological and

microbiological confirmation of tuberculosis is

essential. On histopathological examination granu-

lomatous inflammation with caseation necrosis is

seen. Microbiological confirmation of tuberculosis

is made by Ehrlich Ziehl Nielsen direct stain for acid

fast bacili and culture for M. tuberculosis. It must be

emphasized that nasopharyngeal biopsies that

showed granulomatous inflammation will be nega-

tive after direct stain for acid fast bacili. In the litera-

ture, as in this case, this occurs in 12 out of 57

patients.2 As to bacterial examination, gene analysis

by PCR is better than acid-fast culture for sensitivity

and rapid results.3 Konishi et al.3 reported 14 cases

with M. tuberculosis infection, which were diag-

nosed histologically, in the ENT area and they were

found M. tuberculosis by culturing acid-fast bacili 4

out of 14 patients.  They have performed PCR tech-

nique on 7 patient’s biopsy materials and they were

able to detect bacilli in 2 out of 7 patients.  They also

reported a case which was negative after culture

and positive after PCR technique. In our case we

both performed both EZN stain, culture of M. tuber-

culosis and PCR method. The direct examination

with Ziehl-Nielsen stain was negative.  PCR for M.

tuberculosis was found as positive. Culture for M.

tuberculosis was found positive 40 days after opera-

tion as well.

The role of FNAB in diagnosis is not yet estab-

lished. As in this case, this simple technique will be

used to rule out epithelial carcinoma by using cytok-

eratin stain. On histopathological examination,

areas of granulomatous reactions, containing

epithelioid and giant cells, may be seen in nasopha-

ryngeal carcinoma.6 Therefore, although the FNAB

suggests granulomatous reaction, Serhani and

Ricabi6 emphasized the necessity of documenting

the presence of M. tuberculosis in biopsy material. 

Investigation of systemic or pulmonary tubercu-

losis must be made. Chest X-rays and skin test for M.

tuberculosis will be useful. Differential diagnosis

includes nasopharyngeal carcinoma, Wegener gran-

ulomatosis, midline granuloma, sarcoid, syphilis,

leprae, fungal infection, PAN and lymphoma. 
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Treatment includes triple therapy combining iso-

niazid, rifampicin, and ethambutol, or quadrithera-

py with pyrazinamide, isoniazid, rifampicin, and

ethambutol7.The duration of anti-tuberculosis ther-

apy will not be less than 6 months.1 With adequate

treatment, prognosis is favorable.1,2,5

In conclusion, nasopharyngeal tuberculosis is

rare entity. It usually appears as a primary and the

pathophysiology of primary infection is still contro-

versial. For early detection, suspicious is crucial.

Therefore, it is important to consider the tuberculo-

sis in the differential diagnosis of nasopharyngeaal

pathology. Further studies and additional cases are

needed to understand this rare infection and to esti-

mate its real incidence.
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