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Abstract

Oral thrush or acute pseudomembranous candidiasis is a fungal infection of the oral mucosa with Candida
albicans. Clinically, it appears as a white curd like plaque, which on removal leaves a red base. Oral thrush is an
opportunistic infection of the oral cavity, which may be seen in newborn infants, the source of which may be from the
birth canal, candidal infected skin of the mother’s nipple or a pacifier. Here a case of oral candidiasis is presented in

an infant, who responded well to the treatment.
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Introduction

Oral thrush or acute pseudomembranous candidiasis is
opportunistic infection, may affect any person. The various risk factors
include oral dryness, antibiotics, immunosuppression, diabetes,
HIV, steroids, nutritional deficiency, Radiation/Chemotherapy. Oral
thrush is caused by yeast-like fungus, candida. C. albicans is a normal
commensal of the mouth and generally causes no problems in healthy
people. Overgrowth of this organism in the oral cavity may lead to
local discomfort, altered taste sensation, dysphagia. The diagnosis of
the oral thrush is essentially clinical. Clinically, it may appear as a white
curd-like plaque, which adheres to whole of the oral mucosa including
tongue, buccal mucosa, palate, gingiva, and oropharyngeal areas.
When these areas are scrapped off, there may be pain or slight bleeding
[1]. In infants, the source of infection may be from the birth canal,
candidal infected skin of the mother’s nipple or a pacifier [2]. Fisher-
Hoch and Hutwagner reported that during 1980-1989, the rate of neonatal
oropharyngeal candidiasis has increased 4.7 times. They also reported that
number of pediatric deaths secondary to oropharyngeal candidiasis has
increased 5-folds during this period [3]. Therefore, it is important for the
clinicians to be aware of the risk factors, diagnostic aspects and treatment of
oral candidiasis within infants. Here a case of oral candidiasis is presented
in an infant, who responded well to the treatment.

Case Report

A ten-days old male patient visited the department with a chief
complain of white deposits in the whole oral cavity, as reported
by mother. On history, whitish deposits were present since birth
without any other problem. Past medical, dental and family history
was non contributory and patient was not on mother’s milk. On
general examination, patient was moderately built, conscious and
slightly uncooperative. On local examination of the oral cavity,
diffuse, white curd-like plaques were observed over right and left
buccal mucosa, palate and tongue. These plaques were scrapable and
showed erythematous mucosa on scraping. This finding supported the
straight forward clinical diagnosis of pseudomembraneous candidiasis.
The patient was advised topical application of clotrimazole (1%) 3-4
times daily with maintenance of good oral hygiene. Within 3 days of
treatment, the infant responded well and oral cavity was completely
cleared off the white plaques (Figure 1).

Discussion

Candida organism is ubiquitous as it is commonly found on skin

and mucosal surfaces. It is estimated that 5-7% of babies less than one
month old generally develops oral thrush. In general, the oral microbial
flora and the body defenses keep this organism under control. But,
when the body’s defenses are compromised (such as HIV, cancer,
chemotherapy/radiotherapy treatment, immunosuppression, or use
of broad spectrum antibiotics, etc.), then the colonization of this
organism takes place [1].

Predisposing factors for oral thrush in infants may include damage
to the skin of the nipple, mastitis, long-term use of antibiotics prior to
pregnancy or after the delivery, and a history of vaginal thrush. It can also
cause an infection in a woman’s nipples, which can then be transmitted to
an infant’s mouth during breastfeeding but our patient’s mother did not
give the history of breastfeeding [4]. In the present case, oral thrush might
be the results of immature immune response and infection was probably
acquired during passage through the birth canal.

Earlier the treatment of oral thrush was with gentian violet, an
aniline dye. Now, this dye is not used because of resistance developing
and side effects, such as staining of the oral mucosa. Treatment of oral
thrush is usually by topical antifungal agents, such as 1 ml of 100,000

Figure 1: (a and b) Diffuse, white, curd-like loosely attached plaques seen
on right and leftbuccal mucosa, palate and tongue.
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units of nystatin (mycostatin) divided equally in 2 drops, 4 times/daily
for 10-14 days. Nystatin is not systemically absorbed, so it is safe with
no drug interactions. Nystatin is more effective in pastille (lozenge)
form, due to prolonged contact time, but due to risk of aspiration, it
is not used in infants. Systemic antifungal therapy is used in patients
intolerant or refractory to topical treatment and those at high risk of
developing systemic infections. In cases, where systemic treatment
is needed, topical therapy should continue as this reduces the dose
and duration of systemic therapy. Other antifungal agents which
are effective in the treatment of oral thrush include amphotericin B,
clotrimazole, fluconazole, and ketoconazole. Clotrimazole (10 mg/ml)
oral suspension can be used 4 times/daily for 2 weeks. Ketaconazole
is not recommended for the infant, due to risk of liver toxicity [2,5].
Culture and sensitivity testing should be undertaken if initial therapy
is unsuccessful [6].

Treatment for mother’s infected breast is use of fluconazole for
atleast 2-week. Moreover the breast-feeding of the infant should not
be stopped. In addition, the vaginal candidiasis in the third trimester
and postpartum should be done aggressively [7]. Other adjunctive
treatment modality for the oral thrush is use of live-cultured yogurt
containing acidophilus bacteria, in infants at least 6 months of age
[8]. Orally administered Lactobacillus casei subspecies rhamnosus
significantly reduces the incidence and the intensity of enteric
colonization by Candida among very low birth weight neonates [9]. 5%
Cranberry (Vaccinium macrocarpon Ait) can be used for the treatment
its proanthocyanidins prevents the Candida albicans adherence and
biofilm formation [10].

The use of pacifiers may act as source of infection, so appropriate
measures should be taken to prevent infection, such as treating the
pacifiers in water and bleaching solution in between uses [2].

Conclusion

As oral thrush is increasing in infants, and it may lead to the
death, it is important for the general practitioner to be familiar with
its clinical appearance. The successful management of oral thrush
involves treatment of secondary mother’s breast skin infections
and maintenance of pacifier hygiene along with appropriate use of
antifungal agents.
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