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Introduction
Fungal infection of the oropharynx is mostly opportunistic 

infection occurring in immunocompromised patients. In this case 
study we report for a rare invasive fungal oropharyngitis occurred 
in immunocompetent patient

Case Presentation
51 year old Australian female presented to the E.R. in King 

Fahd Military Medical Complex, Saudi Arabia, with history of sore 
throat (burning sensation), fever and decrease oral intake for 3 
days not improved by oral antibiotic. She gave history of coming 
back from Pakistan 2 weeks before the presentation. The patient 
was medically free with no history of any regular medication. 

By Examination

Figure 1

Temperature was 39.6, other vital data was within normal. 
Throat examination revealed whitish membrane over the soft 
palate and both tonsils. Neck examination showed bilateral 
reactionary upper cervical neck lymph nodes and there was 
minimal trismus. Blood works revealed high WBCs count with 
slight increase in the percentage of neutrophils. The patient 
was admitted receiving intravenous broadspectrum antibiotic 
2nd generation cephalosporin, metronidazole, and analgesics. 
Throat swap taken for culture and sensitivity. Two days after  

 
the admission soft palate and tonsillar necrosis started although 
the patient symptoms were improving (Figure 1). Swap result at 
that time showed streptococcal infection sensitive to the given 
antibiotics although that the infection and necrosis were getting 
worse. Deep soft tissue biopsy was taken for histopathological 
diagnosis. All immunological studies were within normal. Blood 
viral markers were negative. CT neck with contrast was done. It 
was unremarkable except for bilateral upper cervical reactionary 
lymph nodes with no collection. 

Figure 2

Figure 3
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The histopathology results showed acute cellular immunity 
(active granulomatous reaction), Rather than humoral immunity 
(Figure 2). Another swap was taken with special concern for 
TB, fungal infection and diphtheria. Results came after three 
days showing heavy candida growth and negative for other 
forms of infection (Figure 3). So the decision was to stop all 
antibiotics and to start systemic I.V. antifungal according to the 
culture (fluconazole). Dramatic improvement occurred with the 
antifungal medication. The progress of the necrosis stopped, and 
fibrosis started within 5 days. The Patient was discharged home 
after 7 days of the antifungal medication following up in the clinic 
with healed soft palate, no signs of infection and no neck lymph 
nodes (Figure 3). 

Discussion
The patient with acute fungal Candidiasis usually has a history 

of HIV infection, wears dentures, has diabetes mellitus, or has 
been exposed to broad-spectrum antibiotics or inhaled steroids 
[1]. Patients are frequently asymptomatic. However, some of the 
symptoms may include :Sore throat and painful mouth ulcers, 
Burning mouth or tongue, Dysphagia, Whitish thick patches 
on the oral mucosa [2]. Physical examination reveals a diffuse 
erythema and white patches that appear on the surfaces of the 
buccal mucosa, throat, tongue, and gums [3].The following are the 
5 types of oropharyngeal candidiasis: Membranous Candidiasis, 
This is one of the most common types and is characterized 
by creamy-white curd like patches on the mucosal surfaces. 
Another form is Erythematous Candidiasis, This is associated 
with an erythematous patch on the hard and soft palates [4].
Fungal pharyngitis can also occur in the form of chronic atrophic 
candidiasis. This type is also thought to be one of the most common 

forms of the disease. Angular cheilitis is an inflammatory reaction 
characterized by soreness, erythema, and fissuring at the corners 
of the mouth [4,5]. In this case study we report for a rare form 
of fungal infection that can affect the oropharynx where severe 
and deep tissue invasive infection occurred in immunocompetent 
patient. The diagnosis of this rare type was confirmed by both 
histopathology and swab culture. Oropharyngeal Candidiasis( 
including severe invasive forms) can be treated with either topical 
antifungal agents (Nystatin, Clotrimazole, amphotericin B oral 
suspension) or systemic oral azoles (Fluconazole, Itraconazole, or 
Parconazole)[6].
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