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ABSTRACT: A 50 -year-old man presented with hoarseness of voice, cough with expectoration
for one month and severe dyspnoea from 15 days. C T Scan of the neck revealed soft tissue
lesion circumferentially involving supra-glottic region with effacement of bilateral pyriform
fossa predominantly on left side. Extralaryngeal spread to adjacent paralaryngeal space was
also seen on left side. Marked airway luminal compromise was seen at the level of false vocal
cord . Primary diagnosis of laryngeal malignancy was considered on findings revealed by CT
scan neck. Direct laryngoscopy revealed erythema and ulcer with white pus discharge on
left false vocal cord. A swab was taken from ulcer on left false vocal cord and sent for
microbiological examination. The microbiological findings confirmed Mycobacterium
tuberculosis with Candida albicans.. CONCLUSION: Primary candidiasis with tuberculosis in
the laryngeal mucosa is a rare entity.
The clinical and pathological presentations of laryngeal candidiasis and tuberculosis might be
confused with those for malignant lesions if extralaryngeal spread is seen. Potential pitfalls in
diagnosis and the importance of microbiological examination in rare case of dual superimposed
primary laryngeal infections has been outlined.
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INTRODUCTION: Primary candidiasis with tuberculosis in the laryngeal mucosa is a rare entity.
The clinical and pathological presentations of laryngeal candidiasis and tuberculosis might be
confused with those for benign or malignant lesions. We are presenting a case in which primary
diagnosis of laryngeal malignancy was considered by findings revealed on CT scan neck but
laryngoscopic and microbiological evaluation revealed and confirmed laryngeal infection i.e
Primary Laryngeal Candidiasis with Tuberculosis. We have outlined potential pitfalls in
diagnosis, and highlight the importance of evaluating microbiologically in rare case of dual
superimposed primary laryngeal infections.

CASE REPORT: A 50 -year-old man presented with hoarseness of voice, cough with
expectoration for one month and severe dyspnoea from 15 days. The patient has medical
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history of hypertension. Physical examination was otherwise unremarkable. Chest x-ray showed
no evidence of pulmonary nodules, consolidation, or infiltrates.

Soft tissue computed tomography of the neck revealed soft tissue lesion
circumferentially involving supra-glottic region with effacement of bilateral pyriform
fossa predominantly on left side. Extralaryngeal spread to adjacent paralaryngeal space was
also seen on left side(Figl). Marked airway luminal compromise was seen at the level of false
vocal cord (Fig 2). Few sub centimeter lymph nodes were seen in bilateral submandibular
region.

Direct laryngoscopy revealed erythema and ulcer with white pus discharge on left false
vocal cord(Fig 3). Swab was taken from ulcer on left false vocal cord and sent for
microbiological culture and sensitivity. On Gram staining, Gram positive budding Yeast cells of
Candida albicans were noted. On Ziehl Neelsen staining red coloured acid fast bacilli against
blue background with budding yeast cells were seen with 20% Sulphuric acid (Fig 4). These
microbiological findings confirmed Mycobacterium tuberculosis with Candida albicans.

Patient received a course of 6 weeks fluconazole antifungal with 6 months of
antitubercular therapy. Hoarseness resolved, and there has been no evidence of recurrence
during the subsequent 24 months.

DISCUSSION: Primary laryngeal candidiasis along with tuberculosis is rare entity and can
seldom be diagnosed clinically or radiologically . However, infective differential diagnosis may
be kept if diffuse submucosal involvement is seen on soft tissue CT scan. Mycotic infections of
the larynx are frequently seen in patients with immune insufficiency although they have also
been reported in individuals with normal immune status!23. Candidiasis is frequently seen in
patients with immune deficiency syndromes or diabetes mellitus or those receiving
immunosuppressive treatment34 and in individuals whose mucosal barriers are affected by
excessive use of antibiotic or inhaled corticosteroids5¢ radiation therapy, smoking, trauma,
gastro esophageal reflux or chemical-thermal damage*. Laryngeal candidiasis can present with
various symptoms, such as odynophagia, dysphagia, hoarseness, respiratory distress and
stridor?8.Similarly laryngeal tuberculosis is almost always associated with pulmonary
tuberculosis®10.11,

In our patient soft tissue computed tomography of the neck showed soft tissue lesion
circumferentially involving supra-glottic region. Effacement of bilateral pyriform fossa with
predominant involvement on left side was noticed. Extralaryngeal spread to adjacent
paralaryngeal space was seen on left side. Marked airway luminal compromise was seen.
Laryngeal malignancy was considered as primary diagnosis as per findings.

The radiological findings of laryngeal tuberculosis depend on the stage and extension of
lesion .In the infiltrative stage, there is focal thickening. In the ulcerative stage, the ulceration is
not deep and rarely reaches the paraglottic spaces and the cartilage. Perichondritis is
sometimes noted (epiglottis, arytenoids), but calcifications are not common and the para-
laryngeal fat spaces are usually spared. The last stage is characterized by sclerosis. Various
radiological findings that have been described include edema alone, an ulcero-infiltrative mass,
infiltrative and pseudo-tumoral appearance (66%); sub-glottic laryngitis (isolated swelling of
the aryepiglottic fold or even massive cartilaginous ulceration and, sometimes, chondritis or
perichondritis); diffuse form; and tuberculoma (enormous ventricular vegetation with a large
base that elevates the ventricular strip)1213.
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Previous studies showed that sparing of paralaryngeal spaces were suggestive of
infective etiology!415. However , in our case despite of infectious etiology paralaryngeal
involvement was seen .

Laryngeal erythema and ulcer with white pus discharge on left false vocal cord was seen
in our patient on laryngoscopy. The laryngoscopic appearance of candidiasis and tuberculosis
generally includes oedema, erythema, ulceration, white plaque and pseudomembranous
formationss.

SUMMARY: Characteristic CT findings of laryngeal tuberculosis include bilateral involvement,
thickening of the free margin of the epiglottis, and extensive mucosal involvement. By
comparison, laryngeal carcinoma present as unilateral involvement, infiltration of the pre
epiglottic and paralaryngeal fat spaces by a submucosal mass, cartilage destruction, and
extralaryngeal invasion. So due to paralaryngeal fat involvement malignancy was considered
primary diagnosis in our case. Further evaluation is must before reaching to final diagnosis and
starting treatment. In our case provisional diagnosis of malignancy was made as per radiological
findings but confirmatory diagnosis was made after microbiological evaluation and patient was
treated accordingly.

Conflicting Interests: The authors have no conflicting interests.
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Figure 1: CT Scan neck shows soft tissue lesion circumferentially involving supra glottic region.
Effacement of bilateral pyriform fossa with predominant involvement on left side noticed.
Extralaryngeal spread to adjacent paralaryngeal space seen on left side.

Figure 2: CT neck shows circumferential soft tissue infiltration at the level of false vocal cord.
Marked airway luminal compromise also seen.
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Figure 3: Direct laryngoscopy showing erythema and ulcer with white pus discharge
on left false vocal cord.

Figure 4: Ziehl Neelsen Staining (100x) : Acid Fast Bacilli with budding yeast cells.
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