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One of the factors undermining the effectiveness of treatment for tuberculosis patients is comorbid diseases, especially oncopa-
thology. The study on features of laryngeal cancer and pulmonary multidrug-resistant tuberculosis (MDR-TB) co-existence and 
diagnosis is relevant in this regard, especially given the fact that patients with laryngeal tuberculosis can be easily misdiagnosed with  
cancer.
The purpose is to familiarize practitioners with the clinical features and diagnosis of pulmonary MDR-TB comorbid with laryngeal 
cancer.
Materials and methods. The article describes two clinical cases of pulmonary MDR-TB comorbid with laryngeal cancer based 
on our own clinical experience.
Results. The course of laryngeal cancer depends on its localization in one of the 3 anatomical sites of the larynx. Thus, in the first 
case, there was squamous cell cancer of the  laryngeal vestibule, characterized by progressive malignancy and aggressive 
metastasis. Both comorbidities have caused the imminent death in patient after 24 days of diagnosis. Laryngeal squamous cell 
cancer in the glottic anatomical region, diagnosed in the second case, was characterized by a more favorable course of the  
comorbidities.
Conclusions. Pulmonary MDR-TB and laryngeal squamous cell carcinoma comorbidity is not only factor undermining the treat-
ment effectiveness but also a cause of mortality in patients. Practitioners should have a high index of suspicion for the timely and 
differential diagnosis of laryngeal squamous cell carcinoma and laryngeal tuberculosis in MDR-TB patients. In that regard, it is worth 
noting that in patients (especially with a long-standing history of heavy cigarette smoking) having laryngeal complaints (swallowing 
difficulty, pain or discomfort in swallowing, hoarseness) and a neck mass, as a minimum, there is a need to perform the following 
diagnostic maneuvers: laryngoscopy, laryngoscopic biopsy, computed tomography of laryngopharynx (if not possible – conven-
tional laryngeal radiography), fibrobronchoscopy, mycobacterium tuberculosis and atypical cells identification based on the re-
sults of sputum and / or bronchial aspirate examination. An otolaryngologist and oncologist consultation is mandatory for these  
patients.

Коморбідність у фтизіатричній практиці: мультирезистентний туберкульоз 
і рак гортані (2 клінічні випадки)
О. М. Разнатовська, С. Б. Норейко, А. В. Федорець, М. С. Потапенко, Т. А. Грекова

Одні з чинників неефективного лікування хворих на туберкульоз – коморбідні захворювання, особливо онкологічні. Тому 
актуальним є вивчення особливостей перебігу та діагностики коморбідного захворювання на мультирезистентний тубер-
кульоз (МР ТБ) легень і рак гортані.
Мета роботи – ознайомлення фахівців-практиків із клінічними особливостями перебігу та діагностики коморбідного за-
хворювання МР ТБ легень і раку гортані.
Матеріали та методи. Навели 2 клінічні випадки власних спостережень перебігу коморбідного захворювання на МР ТБ 
легень і рак гортані.
Результати. Перебіг раку гортані залежить від його локалізації в одному з трьох анатомічних відділів гортані. Так, у першо-
му випадку це був плоскоклітинний рак вестибулярного відділу гортані, який характеризувався прогресивним злоякісним 
перебігом і швидким метастазуванням. Обидва захворювання, які конкурують, стали неминучою причиною смерті пацієнта 
через 24 доби після встановлення діагнозу. У другому випадку виявили плоскоклітинний рак гортані середнього відділу, 
він позначений сприятливішим перебігом коморбідних захворювань.
Висновки. Коморбідний перебіг МР ТБ легень і плоскоклітинний рак гортані – причина не тільки зниження ефективності 
лікування, але й смертності. Лікарі-практики повинні мати настороженість щодо своєчасної діагностики плоскоклітинного 
раку гортані у хворих на МР ТБ легень і здійснити ретельну диференціальну діагностику між цим захворюванням і тубер-
кульозом гортані. Так, якщо в пацієнта (особливо курця з великим стажем) є скарги щодо гортані (утруднене ковтання, біль 
або дискомфорт під час ковтання, охриплість голосу) та припухлість у ділянці шиї, то щонайменше необхідно виконати 
такі діагностичні процедури: ларингоскопія з біопсією, комп’ютерна томограма гортаноглотки (за неможливості проведен-
ня – звичайна томограма гортані), фібробронхоскопія, дослідження мокротиння та/або аспірату з бронхів на мікобактерії 
туберкульозу та атипові клітини. Обов’язкові консультації пацієнта в оториноларинголога, онколога.
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Коморбидность во фтизиатрической практике: мультирезистентный туберкулез 
и рак гортани (2 клинических случая)

Е. Н. Разнатовская, С. Б. Норейко, А. В. Федорец, М. С. Потапенко, Т. А. Грекова

Одними из факторов неэффективного лечения больных туберкулезом являются коморбидные заболевания, особенно 
онкологические. Поэтому актуальным является изучение особенностей течения и диагностики коморбидного заболевания 
мультирезистентным туберкулезом (МР ТБ) легких и раком гортани.
Цель работы – ознакомление специалистов-практиков с клиническими особенностями течения и диагностики коморбид-
ного заболевания МР ТБ легких и раком гортани.
Материалы и методы. Описаны 2 клинических случая собственных наблюдений течения коморбидного заболевания 
МР ТБ легких и раком гортани.
Результаты. Течение рака гортани зависит от его локализации в определенном из трех анатомических отделов горта-
ни. Так, в первом случае имел место плоскоклеточный рак вестибулярного отдела гортани, который характеризовался 
прогрессирующим злокачественным течением и быстрым метастазированием. Оба конкурирующих заболевания стали 
неизбежной причиной смерти пациента через 24 дня после установления диагноза. Во втором случае диагностирован 
плоскоклеточный рак гортани среднего отдела, отмечено более благоприятное течение коморбидных заболеваний.
Выводы. Коморбидность течения МР ТБ легких и плоскоклеточного рака гортани – причина не только снижения 
эффективности лечения, но и смертности. Врачи-практики должны иметь настороженность по поводу своевременной 
диагностики плоскоклеточного рака гортани у больных МР ТБ легких и провести тщательную дифференциальную ди-
агностику между этим заболеванием и туберкулезом гортани. Так, если у пациента (особенно курильщика с большим 
стажем) определяются жалобы со стороны гортани (затрудненное глотание, боль или дискомфорт при глотании, охри-
плость голоса) и припухлость в области шеи, то как минимум необходимо провести такие диагностические процедуры: 
ларингоскопия с биопсией, компьютерная томограмма гортани и глотки (при невозможности проведения – обычная 
томограмма гортани), фибробронхоскопия, исследование мокроты и/или аспирата из бронхов на микобактерии тубер-
кулеза и атипичные клетки. Обязательны консультации пациента у оториноларинголога и онколога.

The incidence of multidrug-resistant tuberculosis (MDR-
TB) is high in the world today, however the effectiveness 
of its treatment turns out to be low in Ukraine, constitut-
ing 55  % [1]. Comorbid conditions and diseases have 
a significant impact on the  diagnosis and treatment of 
patients contributing to worsening treatment outcomes 
and complications [2].

Kravchenko D. A. [3] indicates that among the different 
types of the upper respiratory tract malignancies, the most 
common disease is laryngeal cancer, occurring in 65 % of 
all malignant otorhinolaryngologic neoplasms. The author 
found in her research that tumors involving the anterior parts 
of vocal cords are significantly more frequent. Among other 
causes, tobacco smoking and alcohol abuse are the major 
etiological factors for the laryngeal carcinoma, while chronic 
inflammatory process and laryngeal hyperplasia are pre-
cancerous lesions.

According to V. S. Ushakova and S. V. Ivanov [4], laryn-
geal squamous cell carcinoma comprises 95 %. At the same 
time, the authors claim that the course of laryngeal cancer 
depends on its localization in one of the 3 anatomical sites 
of the  larynx, which are diverse in terms of the mucous 
and submucous membranes structure, blood and lymph 
circulation, etc.:

– laryngeal vestibule (extends from the tip of the epi-
glottis to the  laryngeal ventricles with aryepiglottic folds 
on the side) is the most common site of malignant lesions 
and accounts for approximately 70 % of cases having 
the highest tumor grade and a large number of metastases 
up to 60 % due to connections between supraglottis and 
lymphatic vessels;

– glottis (is bordered superiorly by the upper margin of
the true vocal cords, and inferiorly by a plane 1 cm below 
the ventricles, the arytenoids cartilages are an anatomic 
landmark to differentiate the glottis from the supraglottis). 

The lesion is diagnosed in 40 % of cases, having the most 
favorable prognosis and the metastasis rate is 5–12 % 
owing to the sparse lymphatic drainage of the glottis;

– subglottis (is separated by the trachea from the lower
margin of the cricoid cartilage) involvement has also been 
described in 3–5  % with metastasis presence in up to 
5–12 % of cases.

Lucas Z. et al. [5] studied a case of metastatic squa-
mous cell carcinoma consistent with the primary laryngeal 
cancer (stage T4aN2cM0) in a 55-year-old patient. The pa-
tient underwent a total laryngectomy and could be started 
on adjuvant chemoradiation. However, he progressively 
developed new soft tissue masses in the prevertebral area, 
new cervical and supraclavicular nodes and a pathological 
compression fracture of L3. Despite a palliative radiation 
under hospice care, the patient died within 4 months of 
diagnosis. After analyzing all the data, the authors con-
cluded that distant metastases, such as muscular, portend 
a poor prognosis in laryngeal squamous cell carcinoma. At 
the same time, the authors pointed out that in such patients, 
laryngectomy can be pursued provided that locoregional 
control of the tumor is achieved. If it is not possible, pallia-
tive care could be offered instead to improve the quality of 
treatment for patient.

Early diagnosis of laryngeal cancer is a great challenge 
caused by similarities to other non-neoplastic diseases 
including laryngeal tuberculosis. Differential diagnosis 
between laryngeal cancer and tuberculosis becomes more 
difficult if the latter disease is a secondary complication to 
a generalized specific process in the lungs.

Ech-Cherif El Kettani N. et al. indicate that laryngeal 
tuberculosis is a secondary disease in patients with pul-
monary tuberculosis, particularly who are not vaccinated 
with BCG, HIV-infected and among tobacco smokers [6]. 
Researchers reported a case of a 36-year-old man with 
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laryngeal tuberculosis involving the  left vocal cord and 
the ventricular strip mimicking laryngeal cancer on CT scan 
and laryngoscopy. A biopsy confirmed the final diagnosis 
of tuberculosis.

Rajendran T. et al. [7] presented a clinical case of a 
combined course of cancer and laryngeal tuberculosis in 
a 75-year-old man. In that case, primary was laryngeal 
tuberculosis and no specific pulmonary process was diag-
nosed. The patient without a medical history of pulmonary 
tuberculosis presented with hoarseness over 4 years and 
significant smoking history of 1–2 packs of cigarettes a day 
for 30 years. A biopsy revealed moderately differentiated 
squamous cell carcinoma (stage T4N1M0) with signs of 
laryngeal tuberculosis. The patient was offered 2 treatment 
options. The first one was to initiate antimycobacterial the
rapy (AMBT) concurrently with radiotherapy. Another option 
was to perform a total laryngectomy after stabilization on 
AMBT. However, the patient was undecided for 6 months, 
which resulted in tumor extension and his general condition 
worsening, so he was deemed unfit for radiotherapy. The 
patient passed away less than a year later. The authors 
concluded that laryngeal tuberculosis and malignancy can 
occur synchronously being located at the same anatomical 
site, emphasizing the  importance of early diagnosis and 
treatment.

Suhail A. et al. also reported a case of isolated primary 
laryngeal tuberculosis mimicking laryngeal carcinoma in a 
40-year-old patient [8]. The patient presented symptoms 
of laryngeal carcinoma (persistent hoarseness and weight 
loss) while there were no tuberculosis-associated clinical 
signs (fever, night sweats or cough). He had neither any 
history of tobacco smoking nor history of tuberculosis 
contact. The patient was initially treated for laryngeal 
carcinoma. A laryngoscopic biopsy, however, revealed 
laryngeal tuberculosis and no signs of malignancy. Based 
on the  case, the  authors put the  greater emphasis on 
difficulty in differential diagnosis between laryngeal can-
cer and tuberculosis, especially if laryngeal tuberculosis 
is the primary isolated disease. Smulders Y. E. et al. [9] 
reached the same conclusion as Suhail A. et al. [8] exa
mining a similar case.

Thus, one of the factors undermining the effectiveness 
of treatment for tuberculosis patients is comorbid disea
ses, especially oncopathology. The study on features of 
laryngeal cancer and pulmonary MDR-TB co-existence 
and diagnosis is relevant in this regard, especially given 
the  fact that patients with laryngeal tuberculosis can be 
easily misdiagnosed with cancer.

Purpose
The purpose is to familiarize practitioners with the clinical 
features and diagnosis of pulmonary MDR-TB comorbid 
with laryngeal cancer.

Materials and methods
The article describes two clinical cases of pulmonary 
MDR-TB comorbid with laryngeal cancer based on our own 
clinical experience. Patients received inpatient treatment in 
the Department of Pulmonary Tuberculosis No 3 of the Clin-
ical Site of Phthisiology and Pulmonology Department of 
ZSMU at the Municipal Institution “Zaporizhzhia Regional 
Tuberculosis Clinical Dispensary” (ZRTBCD).

Clinical case presentations
A 33-year-old male admitted smoking one pack of cigarettes 
daily for 15 years. Tuberculosis was newly diagnosed in 
2009. In 2017, he relapsed with tuberculosis, which turned 
out to be MDR after examination, and experienced treat-
ment failure.

In 2018, the patient started on the AMBT course again, 
but did not respond to treatment. At the same time, the pa-
tient’s general condition progressively deteriorated with an 
increase in sings of multiple organ failure and cachexia. 
Based on this, he was transferred to the hospital of ZRTBCD 
with a diagnosis of pulmonary MDR-TB (disseminated), 
laryngeal tuberculosis, cachexia.

On admission to the ZRTBCD, the patient presented an 
extremely serious condition complaining of severe inspira-
tory and expiratory shortness of breath at rest, swallowing 
difficulty and mildly painful swallowing, which occurred two 
weeks ago, subfebrile body temperature, weakness, weight 
loss of 15 kg in four months. A palpable enlarged neck mass 
was seen on examination.

The further examinations revealed smear-positive 
sputum sample analysis for acid-fast bacilli (AFB) (+) and 
chest X-ray showed bilateral focal confluent patchy opa
cities with multiple destructive lesions ranging up to 8,0 
cm in diameter in the upper lobes and the 6th segments of 
the lungs, infiltrated both lung hilum (Fig. 1).

The following changes were identified in the clinical 
blood analysis (CBA): hemoglobin (Hb) – 108 g/l; erythro-
cytes (Er) – 3,37 × 1012/l, leukocytes (L) – 10,2 × 109/l, plate-
lets –592 g/l (reference interval 180–320 g/l), erythrocyte 
sedimentation rate (ESR) – 63 mm/h, banded (b) – 13 %, 
segmented (s) – 78 %, eosinophils (e) – 1 %, lymphocytes 
(l) – 5 %, monocytes (m) – 6 %.

HIV and RW tests were negative.
Liver function tests: total bilirubin – 7,2 µmol (refer-

ence interval 8.6–20.5 µmol), thymol turbidity test – 13.7 
(reference interval 0–5), alanine aminotransferase (ALT) –  

Fig. 1. Plain chest radiograph on day 1 of hospital admission.
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0.28 mmol/h/L (reference interval 0.1  – 0.68 mmol/h/L), 
aspartate transaminase (AST) – 0.38 mmol/h/L (reference 
interval 0.1–0.45 mmol/h/L), total protein – 69.4 g/L (refer-
ence interval 65–85 g/L).

Fasting glucose test – 4.45mmol/L.
Biochemical blood tests (urea): creatinine – 125 µmol 

(reference interval 95–110 µmol), urea – 7.36 mmol/L (refe
rence interval 2.5–8.3 mmol/L), serum urea nitrogen concen-
tration – 3.43 mmol/L (reference interval 14.3– 28.6 mmol/L)

A spirogram showed II degree ventilatory failure.
Electrocardiogram (ECG): adequate voltage, sinus 

tachycardia, heart rate (HR) 124 bpm. Diffuse myocardial 
ventricular changes. QTc = 366 m/sec (reference interval 
340–450 m/sec).

A neurologist examination: I degree dyscirculatory 
encephalopathy, seizures.

An otorhinolaryngologist consultation: a laryngopharyn-
geal mass. A computed tomography (CT) of laryngopharynx 
and fibrobronchoscopy (FBS) were recommended but had 
not been performed because of extremely severe patient’s 
state and respiratory failure. Therefore, conventional radio
graphy (RG) of the larynx was done.

The RG demonstrated asymmetry of the aryepiglottic 
folds, ventricular folds and vocal cords due to their diffuse 
thickening without any blockage to the airway lumen. The 
laryngeal ventricles and pyriform sinuses were normal. A 
contrast-enhanced CT of the neck and larynx as well as an 
oncologist consultation was recommended.

In the hospital, the patient received a complex therapy: 
AMBT regimen according to the category 4 based on the re-
sults of a drug susceptibility test (DST), cardioprotectors, 
cerebroprotectors, hepatoprotectors, symptomatic and 
detoxification therapy.

However, despite the treatment given, the patient’s gene
ral condition progressively deteriorated, he passed away by 
multiple organ failure on the 25th day of inpatient treatment.

Post-mortem diagnosis: pulmonary MDR-TB (dis-
seminated), destruction +, MBT +, culture +, resistance 
1 (HRZE), resistance 2 (LfxMfxOfx). III degree pulmo-
nary insufficiency. Pulmonary heart disease. II-A stage 
chronic heart failure. Chronic anemia. Laryngeal disease. 
Cachexia.

Pathologic-anatomical diagnosis:
1. Concomitant diseases:
a) pulmonary disseminated MDR-TB (phase of progres-

sion): bilateral multiple acinar and lobular nodules with areas 
of consolidation and cavitation. Histology +;

b) moderately differentiated non-keratinizing squamous 
cell carcinoma of the larynx with prelaryngeal soft tissues 
extension invading the epiglottis with lung and cervical 
lymph node metastases (pT2N2bM1G2).

2. Complications: pulmonary heart disease (right ventri-
cle wall thickness of 0.9 cm). Endogenous intoxication: focal 
tubular kidney necrosis, focal centrolobular hepatic necrosis. 
Venous congestion and parenchymatous degeneration of 
internal organs. Chronic anemia. Cachexia.

3. Concomitant diseases: Chronic pancreatitis in a re-
mission stage. Chronic superficial erosive gastroduodenitis 
in an exacerbation phase.

Cause of death:
I. A) pulmonary heart disease (the mode of death);
B) pulmonary disseminated tuberculosis.
II. Underlying significant (comorbid) conditions that 

contributed to the death but not related to the disease or 
its complications, which were the  direct cause of death: 
laryngeal malignant neoplasm.

A 48-year-old homeless male with neither medical nor 
definite contact history of tuberculosis was admitted to 
the ZRTBCD suspected of having tuberculosis for further 
examination. The man reported history of smoking half a 
pack of cigarettes a day for 30 years. His ambulatory spu-
tum microscopy was smear-negative for MBT. However, 
molecular genetic testing detected MBT exhibiting resis-
tance to rifampicin. Going forward, the following month, a 
sputum sample inoculated on a liquid medium turned out 
to be positive for MBT resistant to first-line anti-tuberculosis 
drugs – isoniazid, rifampicin and ethambutol.

He complained of malaise, evening rise in body tem-
perature up to subfebrile, persistent hoarseness, right-sided 
laryngeal pain and swallowing difficulty.

The chest RG showed poorly defined moderately 
intensive patchy opacities and small focal infiltrates bila
terally in the upper lung fields and the left lower lobe without 
cavitation. Sinuses were free.

	

Fig. 2. CT of the larynx.

Fig. 3. RG on day 1  
of hospital admission.
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CBA: Hb – 114 g/l; Er – 3.63 × 1012/l, L – 7.2 × 109/l, 
platelets – 203 g/l, ESR – 36 mm/h, b – 11 %, s – 59 %, 
e – 1 %, l – 23 %, m – 6 %.

The patient was referred for inpatient treatment follow-
ing the further examination during outpatient visit to the ZRT-
BCD with a diagnosis of pulmonary rifampicin-resistant 
tuberculosis (disseminated), destruction -, MBT +, MG +, 
Rif +, category 4 (newly diagnosed), laryngeal tuberculosis?

CBA: Hb – 107 g/l; Er – 3.42 × 1012/l, L – 7.1 × 109/l, 
platelets – 432 g/l, ESR – 17 mm/h, b – 4 %, s – 42 %, e – 
1 %, l – 43 %, m – 9 %.

Liver function tests dated 28.10.19: total bilirubin  –  
12.0 µmol, thymol turbidity test – 24.82; ALT – 0.61 mmol/h/L,  
AST – 0.42 mmol/h/L, total protein – 77.5 g/L.

Biochemical blood tests (electrolytes) dated 29.10.19: 
potassium  – 4.33 mmol/L (reference interval 3.5– 
5.5 mmol/L), sodium – 136.8 mmol/L (reference interval 
136–145 mmol/L), chloride – 90.9 mmol/L (reference interval 
98–107 mmol/L).

Fasting glucose test – 4.33 mmol/L.
Biochemical blood tests (urea) dated 30.10.19: creati-

nine – 130.9 µmol, urea – 9.78 mmol/L, serum urea nitrogen 
concentration – 4.57 mmol/L.

ECG dated 28.10.19: adequate voltage, sinus tachycar-
dia, HR 124 bpm. Signs of right atrial hypertrophy. Diffuse 
myocardial ventricular changes. QTc = 384 m/sec.

HIV and RW tests were negative.
The routine sputum smear analysis:
– physical properties: sputum volume – 5.0 ml, purulent, 

moderately viscous;
– microscopic findings: L – 3–4 per field of view (FOV), 

Er – 2–5 per FOV, bronchial epithelium – a little, alveolar 
cells – 0 – 1 per FOV; elements with signs of malignancy – 
nests of cell with clear cytoplasm and hyperchromic nuclei. 
Sputum smears turned out to be negative for AFB.

Based on the clinical manifestations, sputum atypical 
cell detection and a suspicion on laryngeal neoplasm, CT 
of the larynx was recommended.

The laryngeal CT scan (17–18 cm) revealed irreg-
ular thickening of the ventricular folds and vocal cords, 
uneven tracheal lumen at the same level, reduction in 
the  infraglottic space and heterogeneously enhanced 
pyriform sinuses.

An otorhinolaryngologist consultation: laryngoscopy 
revealed the clearly visualized larynx and a mass emanating 
from the region of the right vocal cord and aryepiglottic folds, 
the glottis was normal.

Considering the sputum atypical cell detection, laryn-
geal cancer was diagnosed.

Biopsy by laryngoscopy confirmed laryngeal cancer.
Oncologist consultation: laryngeal squamous cell 

cancer.
The patient is currently receiving the  treatment for 

pulmonary MDR-TB. He categorically refused radiotherapy 
for laryngeal cancer. The clinical manifestations of laryngeal 
disease have not worsened for 3 months of AMBT.

Discussion
Both patients were admitted to the hospital with a diagnosis 
of pulmonary MDR-TB suspected of having laryngeal tuber-
culosis. However, following the further examination, namely 
laryngeal RG, laryngoscopy, sputum testing and biopsy in 
the short term, the diagnosis of laryngeal tuberculosis was 
ruled out and laryngeal squamous cell cancer was instead 
diagnosed. In both cases, there was a long-standing history 
of heavy cigarette smoking as well as laryngeal complaints. 
Thus, in the first case, the patient complained of severe 
inspiratory and expiratory shortness of breath at rest, swal-
lowing difficulty and mildly painful swallowing and a palpable 
enlarged neck mass was seen on examination. The second 
patient complained of swallowing difficulty, hoarseness and 
right-sided laryngeal pain.

Next, the  first patient was diagnosed with squa-
mous cell cancer of the  laryngeal vestibule (stage 
pT2N2bM1G2), that is he had two comorbid conditions – 

	

Fig. 4. CT of the larynx:  
а: 17 сm, b:18 сm.4a 4b
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pulmonary disseminated MDR-TB and moderately 
differentiated squamous cell carcinoma of the  larynx. 
The tuberculosis process course resulted in destructive 
changes in the  lung tissue, the  development of pro-
nounced pneumofibrosis and pulmonary heart disease. 
The oncological process course was complicated by 
prelaryngeal soft tissues extension invading the  epi-
glottis with lung and cervical lymph node metastases. 
Given the  situation, multiple organ failure developed 
and progressed due to severe intoxication. Pulmonary 
heart disease also progressively increased which was 
the mode of death.

The results of this case are remarkably similar to those 
described by Lucas Z. et al. [5], who observed the case 
of laryngeal squamous cell carcinoma. Although the pa-
tient underwent total laryngectomy followed by palliative 
radiation under hospice care, he died within 4 months of 
diagnosis.

The second, homeless patient also was diagnosed with 
laryngeal squamous cell cancer, but in the glottic anatomical 
laryngeal region. Although he categorically refused radio-
therapy for laryngeal cancer, the treatment for pulmonary 
MDR-TB is currently providing. The clinical manifestations 
of laryngeal disease have not worsened.

The analyzed cases of pulmonary MDR-TB and 
laryngeal cancer comorbidity status support the  claim 
of V. S. Ushakov and S. V. Ivanov [4] that the course of 
laryngeal cancer depends on its localization in one of 
the 3 anatomical sites of the larynx. Thus, in the first case, 
there was quamous cell cancer of the laryngeal vestibule, 
characterized by progressive malignancy and aggressive 
metastasis. Both comorbidities have caused the imminent 
death in patient after 24 days of diagnosis. Laryngeal squa-
mous cell cancer in the glottic anatomical region, diagnosed 
in the second case, was characterized by a more favorable 
course of the comorbidities.

Conclusions
Pulmonary MDR-TB and laryngeal squamous cell 
carcinoma comorbidity is not only factor undermining 
the treatment effectiveness but also a cause of mortality 
in patients. Practitioners should have a high index of sus-
picion for the timely and differential diagnosis of laryngeal 
squamous cell carcinoma and laryngeal tuberculosis in 
MDR-TB patients. In that regard, it is worth noting that 
in patients (especially with a long-standing history of 
heavy cigarette smoking) having laryngeal complaints 
(swallowing difficulty,pain or discomfortin swallowing, 
hoarseness) and neck mass, as a minimum, there is a 
need to perform the following diagnostic maneuvers: la-
ryngoscopy, laryngoscopic biopsy, computed tomography 
of laryngopharynx (if not possible – conventional laryn-
geal radiography), fibrobronchoscopy, mycobacterium 
tuberculosis and atypical cells identification based on 
the results of sputum and / or bronchial aspirate exam-
ination. An otolaryngologist and oncologist consultation 
is mandatory for these patients.

Prospects for further research. The further follow-up 
of patients with rare and complicated pulmonary MDR-TB 
comorbid with other pathological states and diseases.
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