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Abstract Candida erythematous stomatitis is frequently seen in immunocompromised adults, and the first signs of
immunodeficiency are seen in the oral cavity in which the weakened immune defense system, favors proliferation of
saprophytic microbes. We report a case of candida pseudomembranous erythematous stomatitis in a 35year old
immunocompetent Cameroonian male. Clinical examination showed erythematous lesions and white spots on the
tongue, the internal face of the jaws, lower lips and the labial commissures. Mycologic tests showed the presence of
fungi. The outcome was favorable with systemic and local anti mycotics and antiseptics.
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1. Introduction

Pseudomembranous and erythematous candida stomatitis
also known as Oral candidiasis is an inflammatory lesion
of oral mucosa and the tongue, resulting from a fungi
infection known as Candida albicans [1].

Candida albicans is the main cause of oral candidiasis.
A small quantity of fungi is normally found in the mouth
but are usually neutralized by the immune system. A
mycotic infection develops when the immune system is
weakened and fungal invasion occurs [1,2].

Candida infections are opportunistic infections, the main
predisposing factors are due to immunodepression which
alters the normal flora of the mouth; that is why its affects
more of the immune depressed patients whose immune
system is fragile contrary to the immunocompetent [2,3].

The main favored factors are generals (HIV, diabetes,
pregnancy, extreme age of live, dose antibiotics or corticoids)
or locals (humidity, maceration and malocclusion) [2].

Candida infection is not only limited to the mouth; it
can also be seen in different parts of the body. Clinical
manifestations can be seen in different forms: Acute, subacute
and chronic [4]. However, the clinical signs of oral candidiasis
in all its forms (erythematous, pseudomembranous, angular
cheilitis) must be diagnosed for rapid and effective
treatment to alleviate functional problems as feeding,
chewing, swallowing and speech [3,4,5].

Positive diagnosis takes into account the clinical aspect,
localization, the general state and mycological examination
[2,4,5].

In 2003, the World Health Organization (WHO) published
an article on oral lesions as indicators of human
immunodeficiency virus and as predictive factors for the
progression of HIV to Acquired immunodeficiency
syndrome (AIDS) [1]. Oral manifestations are among
the earliest and most important indicators of HIV infection
[1,4,5]. Among oral lesions, oral candidiasis is the
primary marker for HIV infection [1].

In our daily practice, in the presence of erythematous
and pseudomembranous Candida stomatitis, HIV infection
should be strongly suspected.

This case report describes and discusses the diagnostic
aspects and therapeutic approach to patients with this
disorder in order to improve the quality of life these
patients in our context.

2. Case Report

Mr. NC, 35 years old driver, was referred of private
clinic in February 2016 to the stomatology unit of the Cité
verte district hospital in Yaounde, Cameroon, for the
presence of oral lesions since three weeks. He had been
diagnosed of having bacterial glossitis and placed on oral
treatment of (Amoxicillin 1g + Clavulanic Acid 125mg)
29 daily and a Chlorhexidine mouthwash for 7 days with
no improvement. He then consulted another dentist who
prescribed (Spiramycin 1.5MUI + Metronidazole 250mg)
4 tablets daily for 10 days; this associated with
symptomatic treatment: Anetholtrithione (Sulfarlem S
25%), for the mouth dryness; Paracetamol for pain relief.
He had also been on oral gel consisting of association of
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Rhubarb and Salicylic Acid, and Chlorhexidine mouth
wash. There was no improvement with this treatment.
Persistence of symptoms despite the above treatment
motivated consultation in our hospital. The patient
complained of oral sores, difficulty in eating, swallowing,
talking and a dry mouth. He was not diabetic, does smoke
nor drink alcohol, and had had chronic weight loss for
several years and low back pain, which he treated with
herbs made up of pawpaw and avocado leaves about 6

months ago.
He had general body weakness, asthenia, dysphagia
and difficulty talking. Systemic examination was normal.
On  examination we noted, synchrony of

temporomandibular joints without audible sounds, and no
palpable cervical adenopathy. There was presence of
angular fissures and bilateral ulcerations of the labial
commissures, with an inflammatory erythema towards the
angular mucosae (Figure 1).

Figure 1. Erythematous and pseudomembranous stomatitis on the tongue, internal side of the jaw, and labial comer

Figure 2. Geographical tongue with erythematous lesions with white plaques showing signs of oral candidiasis
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Figure 3. Oral candidiasis after two days

Figure 4. Disappearance of lesions on the buccal and angular commissure on the ninth day of treatment

In the mouth, there were multiple disseminated
erythematous macular patches on the jugular mucosae, the
lower labial commissure, and the vestibular gingiva facing
the lower incisors and canines; depapillation of the dorsal
part of the tongue, and bleeding when the whitish membrane
was scrubbed off (Figure 1 and Figure 2). The patient had
difficulty moving his mouth and tongue. Investigations done:

Complete blood count: Red blood cells: 5.12 x 106 / ul;
White blood cells: 4.47 x 10° / pl; Hematocrit: 42.1%;
Hemoglobin: 14.9 g/ dl; Platelet count: 223 x 10° ul; HIV
serology 1,2 and 0 by the Elfa / Vidas technique was
negative. Fasting blood sugar was 0.9g/l. Swab specimens
of mucosal lesions for direct examination and culture for
budding yeasts with presence of filaments were positive.
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Figure 5. Complete disappearance of oral lesions on the twelfth day

Considering the morphology and topography of the
lesions described above, we retained the diagnosis of
erythematous and pseudomembranous candida stomatitis.

Initial treatment in the hospital consisted of an oral
application of Xylocaine 10% topical gel, followed by oral
hygiene using sterile gauze soaked in sodium bicarbonate
and iodized Povidone solutions. The prescription
consisted of Fluconazole 150mg one tablet daily for two
weeks; Miconazol oral gel for local application 3 times
daily, CaC1000 1 tablet daily; Sodium bicarbonate
solution for mouthwash; Povidone iodine 10% solution for
mouthwash; Clotrimazol solution for local application.
This treatment is aim to stop the pain and proliferation of

mycotic infection; this was permitted him to feed normally.

He came for follow up two days after starting treatment
(Figure 3). He had a good general status and was clinically
improved. The burning sensations, dry mouth and whitish
coatings had partially disappeared. The patient was seen
successively on the fifth, and ninth days (Figure 4); and on
the 12th day of treatment (Figure 5) the symptoms had
completely disappeared. The mucous membrane became
pink, and moist with normal salivary secretion.

3. Discussion

Several studies have emphasized the complexity of
diagnosing oral lesions and consequently the difficulty in
managing them. Glossitis is one of the disorders of the
oral mucosa and has various causes; bacterial infection,
vitamin deficiencies, allergic reactions, viral and mycotic
attacks [7,12].

The diagnosis in our patient was glossitis of bacterial
origin in its initial phase. Initially, the patient would have
had lesions on the tongue, which would have increased
gradually over weeks to affect the mucous membranes,
gums and the labial commissures. The functional signs
were hypo salivation and painful oral sores, which led to
difficulties in chewing, swallowing and speech, and could
led to the anorexia and asthenia.

The diagnosis of erythematous and pseudomembranous
Candida stomatitis is primarily clinical and on the topography
of the lesions [6,7,8]. The positive diagnosis is based on
functional and general signs and the type of lesions [7,8].

The diagnosis of oral candidiasis in our patient was made
from the intraoral lesions which showed an erythematous
mucosa on the floor of the mouth (the dorsal aspect of the
tongue, the gingiva, the internalsurfaces jaws, and labial
commissures), which were coated with a whitish substance
and which bled on scrubbing or cleansing of the tongue.

According to the World Health Organization (WHO),
oral candidiasis is an opportunistic infection of the oral
cavity in people living with HIV/AIDS. In Cameroon, a
study carried out, showed that 18.4% of patients living
with HIV/AIDS at the HIV/AIDS day care unit of
Yaounde Central hospital had oral candidiasis [13].

The immune system eliminates invasive and pathogenic
organisms, such as viruses, bacteria and fungi, while
creating an equilibrium between the "good" and "bad"
bacteria that normally reside in the body. Sometimes these
protective mechanisms do not work. This may facilitate
the development of oral candidiasis [5,9,10].

Our patient was immunocompetent, with his HIV
serology 1, 2 and 0 negative.
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An isolated angular cheilitis could have been caused by
a bacterial infection or nutritional deficiency [10, 11]. Our
patient had Candida stomatitis associated with angular
cheilitis. This could be explained by the licking tic that
would have caused the spread of the infection on the
angular commissure, thus creating the angular cheilitis.
However, our therapeutic approach took into account
probable vitamin deficiencies.

Diabetes may also contribute to the development of oral
candidiasis. Uncontrolled diabetes, may increase the sugar
level in the saliva, and this can favor growth of Candida
albicans in the mouth [7,10,12]. He had no history of
diabetes and his fasting blood sugar level was 0.9¢/I.

Oral manifestations caused by drugs are mainly
candidiasis of different forms (thrush, geographical tongue
and angular cheilitis). Broad-spectrum antibiotics make
the body more vulnerable because they alter the natural
flora of microorganisms; they destroy bacteria, which
naturally prevents infections, thus promoting the
multiplication of fungus as Candida [6,7,8,10]. The patient
was on broad-spectrum antibiotics for about 20 days after
his first medical visit. To treat the glossitis, he had taken
Amoxicillin  with clavulanic acid, and locally a
mouthwash with Chlorhexidine for a week, followed by
oral administration of Spiramycin and Metronidazole.
This management would have favored proliferation of the
Candida albicans in the mouth.

Oral candidiasis is a fungal infection whose various
clinical forms are so often evident that diagnosis is evident
from onset [7,8,14].

Diagnosis of candidiasis is based on clinical examination.
Confirmation by mycological tests is only necessary in
atypical situations or in unusual localizations [7,8,9].

We did not see the necessity of taking a sample
collection of the lesions for culture, because the clinical
examination showed that it was an erythematous candida
stomatitis. However, the positive response to local antifungal
products (clotrimazol solution and oral miconazol gel) and
oral administration (fluconazole tablets, 150mg daily for
14 days) confirmed diagnosis of oral candidiasis.

4. Conclusion

The aim of this case report was to describe and discuss
the diagnostic aspects and therapeutic approach for
erythematous and pseudomembranous candida stomatitis
in an immunocompetent individual. Not all candida

lesions are associated with HIV/AIDS. It has diverse
clinical forms, depending on the general state of the
patient and localization.

Clinically, diagnosis is based on the morphology and
topography of the lesions and also on the functional signs,
general body state, local factors and eventually mycologic
tests.

The general plan of treatment take into consideration
the general state of the patient, and local treatment of the
oral cavity to ensure adequate feeding.
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