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Case report
A 20-year-female presented to our centre with severe throat pain, 
progressive dysphagia and difficulty in breathing for ten days. The 
pain was constant in nature and was aggravated on swallowing. 
She also had low grade fever and malaise for the same duration. 
There was associated nasal block and nasal discharge. There was 
no history of cough or change in voice. She had no previous history 
of any similar complaints. 

Clinical examination revealed her to be afebrile and her vitals were 
stable. On examination of the oral cavity, the anterior pillars were 
congested bilaterally.The palatine tonsils were congested and 
showed grade 3 enlargement bilaterally. The posterior pharyngeal 
wall was also congested and granular. In view of her nasal block, a 
diagnostic nasal endoscopy was performed which showed marked 
hypertrophy of the nasopharyngeal lymphoid tissue involving the 
roof and lateral wall of the nasopharynx, and completely obstructing 
the posterior  nasal choanae [Table/Fig-1,2]. On palpation of the 
neck, bilateral cervical lymph nodes were palpable, which were 
significantly enlarged, tender, and firm in consistency.

Hematological investigations revealed a total leucocyte count of 
7300 /cubic mm with a neutrophil count of 82%.The ESR was 32 
mm at the end of the first hour. All other routine blood investigations 
were found to be normal. The patient was seronegative for HIV. 
Keeping in mind a provisional diagnosis of Infectious Mononucleosis, 
a Monospot test was done which returned as negative. Throat 
swab showed Candida Gieberta. Her chest X-ray was normal. 
Sputum was negative for acid fast bacilli. An ultrasound scan of 
the neck was done which showed bilateral hypoechogenic cervical 

 ABSTRACT
Primary tuberculosis of the oropharynx and nasopharynx is a rare clinical entity.It usually arises secondary to pulmonary tuberculosis. 
We report a rare case of a 20-year-female, who presented with fever and throat pain. Examination revealed hypertrophied adenoids and 
tonsils, which was ultimately proved as tuberculosis.Enlargement of the palatine tonsils could be due to a multitude of causes, and a 
thorough evaluation is necessary to arrive at the right diagnosis.Increased awareness of nasopharyngeal and oropharyngeal tuberculosis 
is important in tropical countries, as the disease may be overlooked resulting in inappropriate management.

Keywords: Adenotonsils, Langhans giant cells, Oral cavity 

lymph nodes with echogenic hilus. FNAC of the cervical lymph node 
showed reactive adenitis.

She was treated conservatively with intravenous antibiotics, and 
supportive management for ten days following which her symptoms 
improved but the nasopharyngeal lymphoid tissue and paltine tonsil 
hypertrophypersisted, leading to obstructive symptoms. To rule out 
any malignant cause of tonsillar enlargement and to relieve the patient 
of her obstructive symptoms, an endoscopic adenoidectomy and 
tonsillectomy was performed. The tonsillar tissue was friable and 
there was considerable bleeding during the operative procedure 
which was controlled.

Gross examination showedmarkedly enlarged and congested 
adenotonsils. Cut surface showed small cheesy white material 
with map like areas. Microscopic examination revealed confluent 
caseating epithelioid granulomas with areas of fibrosis. Many 
Langhans giant cells were seen [Table/Fig-3]. Ziehl-Neelsen 
staining for AFB was found to be negative. Patient was started on 
antitubercular treatment and is doing fine after 6 months.

Discussion
Tuberculosis remains one of the major causes of morbidity and 
death worldwide. But it is rare to find tuberculosis manifesting in the 
tonsils without any primary pulmonary focus [1]. Tuberculosis of the 
oral cavity is rare and the tonsillar forms are extremely uncommon 
[2]. Prior to the introduction of chemotherapy, when tonsils removed 
from asymptomatic patients were subjected to histopathological 
examination, 6.5% of the tonsils were found to be infected with 
tubercles [3]. With the advent of effective antitubercular therapy 
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[Table/Fig-1]: Bilateral tonsillar enlargement [Table/Fig-2]: Hypertrophied adenoids [Table/Fig-3]: Caseating epithelioid granulomas with langhans gaint cells and admixed 
chronic inflammatory infiltrate
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and pasteurisation of cow’s milk, a considerable reduction in the 
worldwide prevalence of tuberculosis was achieved and tonsillar 
tuberculosis became rare [4]. The upper respiratory tract is generally 
resistant to tuberculosis. Saliva by virtue of its cleansing action 
is thought to have an inhibitory effect on tubercular bacilli. The 
inhibitory effect of saliva is due to the presence of saprophytes, the 
antagonism of striated musculature to bacterial invasion, and the 
thickness of the epithelial covering of the oropharyngeal mucosa [5]. 
Involvement of the oral cavity and oropharynx by tuberculosis can 
be primary or, more often, secondary to pulmonary tuberculosis. 
The lesions of primary oral tuberculosis generally occur in younger 
patients whereas, secondary lesions are most commonly seen in 
older individuals [6]. Oral tuberculosis may occur at any site, but 
most commonly occurs on the tongue. Other sites which may be 
involved include the palate, lips, gingiva, buccal mucosa, palatine 
tonsils and floor of mouth [7]. Our patient was diagnosed to have 
tuberculosis of the tonsils and adenoids. A similar disease was 
reported in Russia where a patient presented with dysphagia, and 
examination revealed a soft friable mass involving the nasopharynx 
and tonsils [8]. A biopsy was taken from the right tonsil which 
showed caseating granulomas and the patient was diagnosed to 
have primary tuberculosis of the tonsils. Oral cavity tuberculosis is 
difficult to differentiate from other conditions based on clinical signs 
and symptoms alone. Therefore a high index of suspicion should be 
kept in mind while evaluating a patient presenting with fever, sore 
throat and malaise. The lesion may occur in a variety of forms, such 
as an ulcer, nodule, tuberculoma and peri apical granuloma [9]. The 
identification of such a tuberculous lesion in the oral cavity is an 
unusual finding and it usually indicates underlying primary pulmonary 
tuberculosis. Therefore in all cases of oral cavity tuberculosis, the 
patient should be evaluated for pulmonary tuberculosis inspite 
of having no clinical symptoms or signs of pulmonary disease. 
However, in our case there were no signs of pulmonary tuberculosis. 
Tuberculosis of the tonsil is rare, but tonsillar tuberculosis may be 
seen in immunocompromised individuals, such as people who 
have HIV infection, and in chronic alcoholics. A wide spectrum of 
diseases should be borne in mind while diagnosing a patient with 
tuberculosis of the tonsil. These include traumatic ulcer, aphthous 
ulcer, Wegeners granulomatosis, malignancy and syphilis [10]. It has 
been suggested that such infections are acquired by inhalation, and 
the disease is harboured in the Waldeyer’s ring [11]. The organism 

may also enter through minor breaks in the mucosal surface [12]. 
The individual may be self-inoculated through infected sputum, or 
by hematogenous or lymphatic dissemination [13]. The diagnosis of 
tonsillar tuberculosis is made by histopathological examination and 
the identification of tubercle bacilli. Treatment is in the form of anti- 
tuberculosis therapy [8].

CONCLUSION
Patients with primary tuberculosis affecting the nasopharynx 
(adenoids) and oropharynx (palatine tonsil) has  rarely been reported 
in the literature. Since India is a country with a high incidence of 
tuberculosis, the diagnosis of tonsillar tuberculosis should be borne 
in mind while evaluating any patient with enlarged tonsils who is 
not responding to treatment. It should also be considered in any 
patient with pulmonary tuberculosis who is found to have tonsillar 
hypertrophy.
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