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Overview

*Fungal infections encountered in dental
practice can vary from being superficial to
deep.




Oral Candidiasis

* Usually caused by Candida spp.

* Candida is a dimorphic organism
fungus is dimorphic, existing in a yeast
as well as a hyphal phase

* Normally found in the gastrointestinal
and vaginal tracts of humans.

* The presence of Candida in and on the
human body is typically well tolerated,
and the organism is not normally
viewed as being pathogenic.




However

* The situation can change when the normal environment
is interrupted
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Superficial Oral Fungal Infections

*Pseudomembranous Candidiasis (Thrush)

Most commonly seen form of
oral fungal infection

Presents with a white, “cottage cheese”
appearance that often, when scraped
off, typically leaves a raw,
erythematous surface that can bleed
easily




Affected population

* The very young and the very old (populations having immune system
deficiencies)

* People who are immunocompromised, often as resulting
from disease or certain medications such as:

* Broad-spectrum antibiotics

* Prednisone

* Inhaled corticosteroids

* Drugs that cause dry mouth



Erythematous Candidiasis (Atrophic)

Absence of a pseudomembranous coating
Areas most affected:

Palate — erythematous patches

Dorsum of the tongue, results in
depappillation, and affects 3 times more men
than women

Most often associated with the use of broad-
spectrum antibiotics or corticosteroids
Raw-looking appearance And Painful



Angular cheilitis

* Painful red, ulcerative, cracking, or fissuring
lesion at one or both comers of the mouth ‘T
because of an inflammatory reaction; usually ’ . @
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lesions are small and rather punctate, but il
occasionally they can extend in a linear "
fashion from the angles onto the facial skin

* Mainly it can be found in Patients with HIV,
denture wearers



Denture stomatitis

* Red, flat lesions on the mucosa beneath the denture and
extend right up to the denture border; more commonly
located beneath a maxillary denture, although they can
be encountered beneath a mandibular denture

e Patients with denture stomatitis should cleanse their
dentures thoroughly and leave them out as often as
possible during the treatment period.

* To prevent recurrence of the problem, dentures should
not normally be worn at night. New dentures may be
required if these measures fail despite good compliance.

* Mainly affect Denture wearers who tend to be elderly
and have poor oral hygiene




Treatment Goals

* The primary desired outcome in the management of oral fungal infections
is a clinical cure.

* Minimizing toxicities and drug—drug interactions of systemic antifungal
agents.

* As well as maximizing adherence by ensuring that the patient

understands the importance of therapy and the directions to take the
medication appropriately, are important secondary outcomes of therapy.

* Whenever feasible, it is desirable to minimize all predisposing factors, such
as administration of corticosteroids and chemotherapeutic agents



Therapeutic Guidelines

* Determining the predisposing factor(s) causing oral candidiasis is the
important first step (why)?

 Patients with complete and removable partial dentures should remove
the dentures while sleeping. Frequent denture disinfection is
recommended to prevent the recurrence of denture stomatitis. This can
be accomplished by soaking the denture overnight in chlorhexidine,
which has fungal static properties.

 Alternative methods for disinfecting acrylic denture bases include
soaking the denture in sodium hypochlorite (1%) for 10 min or subjecting
the dentures for microwave irradiation (800 W) immersed in water for 6
min.



* Patients need to be reminded to remove their dentures when using
the topical treatment

* As the medication will not reach the affected area. In addition,
denture wearers can line the inside of the denture with either
nystatin or clotrimazole cream daily as an appropriate antifungal
treatment for the denture.



* Candidiasis in patients with xerostomia benefit from a multipronged
approach as hyposalivationcan have many causes.

* The most common cause is drug-induced xerostomia, but radiation to
the head and neck associated with xerostomia.

* Patients should be encouraged to maintain good oral hygiene, proper
hydration, and frequent rinsing to keep the mouth moist.

e Over-the- counter saliva substitutes may be helpful, and in some
cases, pilocarpine , which stimulate salivary flow, can be prescribed.



e Patients with oral candidiasis secondary to steroid inhalers should be
educated on the importance of rinsing the mouth thoroughly after
inhaler use or using inhalers with spacer devices.

* Topical nystatin, ketoconazole, and clotrimazole creams are also
useful for angular cheilitis.

* |f there is a significant inflammatory component, topical antifungal-
corticosteroid combination therapy like clotrimazole-betamethasone
cream can be used as the steroid will quickly reduce the
inflammation.



Topical or systemic antifungal therapies are usually the first
line of treatment in oropharyngeal Candidiasis.

Nystatin oral suspension and clotrimazole troches used as
topical therapy are usually effective in resolving the oral
candidiasis.

The patient needs to be reminded not to rinse, drink, or eat
for at least 30 min after using the topical antifungal
medications to prevent the drug from being diluted or
washed away.

Topical miconazole, a mucoadhesive tablet, is applied to the
maxillary vestibule near the canine fossa once a day



Fluconazole is effective in oropharyngeal candidiasis and in patients
who have failed topical antifungal treatment.

Fluconazole is used to treat candidiasis in patients with
immunosuppression from HIV infection, cancer therapy, solid organ
and marrow transplant, as well as autoimmune disease. Fluconazole
can also be used as a preventive agent in this population who are
susceptible to recurrent infections.

It is important to be aware of drug interactions before prescribing
fluconazole, including warfarin, statins, phenytoin, proton pump
inhibitors, and sulfonylureas. Fluconazole should be used with caution
in patients who have impaired liver function.



Pharmacological therapy

* Topical agents, such as nystatin and clotrimazole, are the standard
treatment for uncomplicated oral fungal infections and generally are
effective for treatment in otherwise healthy adults and infants with no
underlying immunodeficiencies.

 Systemic therapy is necessary in patients with oral fungal infections that is
refractory to topical treatment, those who cannot tolerate topical agents,
have moderate-to-severe disease, and those at high risk for disseminated
systemic or invasive candidiasis.



* When patients become unresponsive to topical agents or fluconazole
and itraconazole, alternative agents can be used.

* Long-term suppressive therapy with fluconazole is effective in
preventing recurrences or new infections of oral fungal infections in
HIV disease and in patients with cancer. However, the indications for
antifungal prophylaxis and the best long-term management strategy
still have not been well established.



Treatment (initial Episodes-

Treat for 7—14 Days)
* Clotrimazole troche ;
. CLOMZOLE TROCHE
* Disp: 70 troches

* Sig: Dissolve 1 troche in the mouth 5
times/day until gone

* Advise the patient to allow the troche
15-30 minutes to dissolve in the
mouth.

* Troches contain sucrose and can
increase caries risk with prolonged use
(> 3 months) and dry mouth conditions

* Altered taste, mild nausea, vomiting



* Nystatin tablets

* Disp: 30 tablets

*Sig: Dissolve 1 tablet in the mouth, 4 times/day

* Nystatin suspension
* Disp: 300 mL
* Sig: Swish with 1 tsp 4 times/day and expectorate

* Suspension vehicle contains 50% sucrose and can
increase caries risk with prolonged use (>3
months) and/or dry mouth conditions

* Mild nausea, vomiting, diarrhea



* Fluconazole — to be used only if
infection does not respond to the
Clotrimazole or Nystatin

* Disp: 16 tablets

*Sig: Take 2 tablets on day one and 1
tablet/day thereafter until resolved

* Take for 14 days

* Fluconazole 100 mg tablets: 100-200
mg orally daily

* Miconazole 50 mg mucoadhesive buccal
tablets 50 mg orally daily



*|ltraconazole 10 mg/mL solution: 200 mg
orally daily (Solution is more effective
than capsule ; solution is better taken on
an empty stomach.)

*G| upset



Fluconazole-refractory oral candidiasis: Treat
for 214 days

* [traconazole 10 mg/mL solution: 200 mg orally daily

* Amphotericin B 100 mg/mL suspensionf: 1-5 mL swish and swallow
orally 4 times daily .

* Oral: nausea, vomiting, diarrhea with higher dose

* Amphotericin B deoxycholate 50 mg injection: 0.3—0.7 mg/kg/day IV
daily

* |V: fever, chills, sweats, nephrotoxicity, electrolyte disturbances, bone
marrow suppression.



Patient Counseling Tips for Managing
Oropharyngeal Candidiasis

1. Clean the oral cavity prior to administering the topical antifungal
agent. Daily fluoride rinses can help reduce the risk of caries when
using an agent containing sucrose or dextrose.

e 2. Use the topical antifungal agent after meals, as saliva flow and
mouth movements can reduce the contact time.

* 3. Dissolve troches slowly in the mouth and swallow the saliva; do not
chew or swallow them whole.

e 4. Swish the suspension, around the mouth in the oral cavity to cover
all areas for as long as possible, ideally at least 1 minute.



* 5. Remove dentures while medication is being applied to the oral
tissues.

* 6. Use a suspension or buccal mucoadhesive tablet instead of a
troche if xerostomia is present; if a troche is preferred, rinse or drink
water prior to dosing. For xerostomia, you may use nonpharmacologic
measures for symptomatic relief (eg, ice chips, sugarless gum or hard
candy, citrus beverages).

e 7. Remove dentures and disinfect overnight using an antiseptic
solution. Disinfect oral tissues in addition to dental prosthesis.



*8. Complete treatment course even though
symptomatic improvement can occur in 48—72
hours.

*9. Maintain good oral hygiene. Brush teeth daily
(twice daily) and floss, rinse mouth, or brush
teeth after eating sweets.

*10. Stop smoking; avoid alcohol
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