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 الكورس االول-الصيدلة السريرية/النظري/المرحلة الرابعة

 . مهند ياسر الرديفد

CHILDHOOD CONDITIONS 

Childhood problems understandably create significant parental anxiety. If the 

pharmacist has children, this will be well understood. Whether the pharmacist is 

confident about childhood problems or not, the most important method of dealing 

with this is to listen well, not just to the presenting complaints but also to the specific 

concerns of the parent. 

1-ILLNESSES AFFECTING INFANTS AND CHILDREN UP TO 16 YEARS 

Common childhood rashes 

Most childhood rashes are associated with self-limiting viral infections. Some of 

these rashes fit well-described clinical pictures (e.g. measles) and are described 

below. Others are more difficult to label. They may appear as short-lived, fine, flat 

(macular) or slightly raised (papular) red spots, often on the trunk. The spots blanch 

with pressure (erythematous). There is usually associated cold, cough and raised 

temperature. These relatively minor illnesses occur in the first few years of life and 

settle without treatment.  

Any rash in early childhood, particularly during the first year, can be alarming and 

frightening for parents. Advice, reassurance and referral are needed as appropriate. 

Chickenpox (also known as varicella) 

This is most common in children under 10 years. It can occur in adults but is unusual. 

The incubation time (i.e. time between contact and development of the rash) is 

usually about 2 weeks (11–21 days). 

Sometimes the rash is preceded by a day or so of feeling unwell with a temperature. 

The rash is characteristic and difficult to diagnose when only very few spots are 

present. Typically it starts with small red lumps that rapidly develop into minute 

blisters (vesicles). The vesicles then burst, forming crusted spots over the next few 

days. The spots mainly occur on the trunk and face but may involve the mucous 

membranes of the mouth. They tend to come out in crops for up to 5 days. The rash is 

often irritating. Once the spots have all formed crusts, the individual is no longer 

contagious.  

It advises that exclusion from school or work is not necessary after 6 days from the 

onset of the rash. The whole infection is usually over within 1 week but it may be 

longer and more severe in adults. Sometimes the spots can become infected after 

scratching, so it can be helpful to advise cutting the child’s fingernails short to reduce 

the chance of this possibility. 
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Measles 

This is now a less common infection in the more developed countries but a 

significant cause of childhood mortality on a large scale in developing countries. A 

combined measles, mumps, rubella (MMR) vaccine is given between the ages of 12 

and 15 months. 

Measles has an incubation period of about 10 days. The measles rash is preceded by 

3–4 days of illness with symptoms of cold, cough, conjunctivitis and fever. After the 

first 2 days of this prodromal phase, small white spots (Koplik spots), like grains of 

salt, can be seen on the inner cheek and gums. The measles rash then follows. It starts 

behind the ears, spreading to the face and trunk. The spots are small, red patches 

(maculae) that will blanch if pressed. Sometimes there are so many spots that they 

merge together to form large red areas. 

In most cases the rash fades after 3 days, at which time the fever also subsides. If, 

however, the fever persists, the cough becomes worse or there is a difficulty in 

breathing or earache, then medical attention should be sought as complications may 

be developing. Someone with measles is infectious for about 5 days after the rash 

appears. 

Roseola infantum 

Roseola infantum is a viral infection occurring most commonly in the first year of life 

(but also between 3 months and 4 years of age). It can be confused with a mild attack 

of measles. There is a prodromal period of 3–4 days of fever followed by a rash 

similar to measles but which is mainly confined to the chest and abdomen. Once the 

rash appears there is usually an improvement in symptoms, in contrast to measles, 

and it lasts only about 24 h. 

Fifth disease (erythema infectiosum) 

Fifth disease is another viral infection (parvovirus B19) that usually affects children. 

It does not often cause systemic upset but may cause fever, headache and, rarely, 

painful joints. The rash characteristically starts on the face. It particularly affects the 

cheeks and gives the appearance that the child has been out in a cold wind. Fifth 

disease is sometimes called ‘slapped cheek’ disease because of the appearance of 

reddened cheeks. The rash then appears on the limbs and trunk as small red spots that 

blanch with pressure. The infection is usually short-lived. 

Fifth disease can have adverse effects in pregnancy. If the infection occurs in the first 

20 weeks of gestation, there is an increased chance of miscarriage and a small chance 

the developing baby will become anemic. 
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German measles (rubella) 

German measles is a viral infection that is generally very mild, its main significance 

being the problems caused to the fetus if the mother develops the infection in early 

pregnancy. The incubation time for German measles is 12–23 days. The rash is 

preceded by mild catarrhal symptoms and enlargement of glands at the back of the 

neck. It usually starts on the face and spreads to the trunk and limbs. The spots are 

very fine and red. They blanch with pressure. They do not become confluent as in 

measles. In adults, rubella may be associated with painful joints. The rubella rash 

lasts for 3–5 days. 

Meningitis 

Meningitis is a very serious infection that can be caused by bacterial, viral or fungal 

infections. The bacterial causes, which are much more serious than viral causes, 

include meningococcus, Haemophilus and pneumococcus infections. 

Management 

Fever 

Moderate fever (raised temperature up to 40◦C from normal 36.5◦C to 37.5◦C) is 

usually not harmful and some experts believe it could even have beneficial effects in 

some illnesses. 

Sponging with lukewarm water used to be recommended as a method of reducing 

fever but can cause goosebumps and shivering and is now viewed as potentially 

causing discomfort to the child. Paracetamol or ibuprofen can be used if a high 

temperature is present. 

Itching 

The itching caused by childhood rashes such as chickenpox can be intense, and the 

pharmacist is in a good position to offer an antipruritic cream, ointment or lotion. 

Crotamiton cream or lotion may help to soothe itchy skin. Calamine lotion has been 

used traditionally but it is now thought that the powdery residue it leaves may further 

dry and irritate itchy dry skin. If itching is very severe, chlorpheniramine can be 

effective in providing relief, can be given to children of 1 year and over and is 

licensed for use OTC in chickenpox rash. Such treatment would be likely to make the 

child drowsy but may be useful at nighttime. 
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2-COLIC 

The cause of colic is unknown and it may affect between one in twenty and one in 

five babies. Although infantile colic is not harmful, it is stressful for both the baby 

and parents. It generally begins in the first few weeks after the baby is born and 

resolves by the time the baby is 3–4 months old. 

Age 

Colic generally starts in the early weeks and may last up to the age of 3–4 months. 

Symptoms 

Mothers usually describe crying that occurs in the late afternoon and evening, where 

the baby cannot be comforted, becomes red in the face and may draw the knees up. 

Passing wind and difficulty in passing stools may also occur. 

Feeding 

Establish whether the baby is bottle- or breast-fed (or a combination) and the type of 

formula milk being used. 

Does the mother smoke? 

There does seem to be an association between maternal smoking and colic in the 

baby. 

Management 

Simethicone 

Simethicone has been commonly used to treat infantile colic and is included in 

several proprietary preparations. A trial of simethicone drops for 1 week could be 

suggested if other strategies are unsuccessful and the parents would like to try 

treatment. 

Feeding 

For breastfed infants, it may be worth the mother considering the exclusion of cow’s 

milk from her diet. There is a theoretical rationale for this in that breast milk contains 

intact cow’s milk proteins. However, there is no good evidence of benefit. A trial of 

cow’s milk exclusion for 1 week could be suggested. This means that the mother 

needs to stop eating all forms of dairy produce. If there appears to be some 

improvement, referral to the health visitor for further advice on diet is appropriate. 

Where the baby is being bottle-fed and symptoms are severe and persistent, the 

mother might consider trying hypoallergenic formula (caseinogen (casein) 

hydrolysate) milk. Studies indicate that this may reduce crying by over 20%. A trial 

of such milk for 1 week could be suggested. If there appears to be a response, referral 

for further advice on diet from the health visitor is appropriate. Evidence is less 
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strong for whey hydrolysate formula. There is limited evidence of effectiveness of 

soya milk in reducing crying. There is no evidence to support the use of low-lactose 

or fiber-enriched milk. 

Complementary therapies 

A study of herbal tea in colic showed a large reduction in crying but there are 

concerns over the study design. Furthermore, the safety of herbal teas in infants has 

been questioned, probably because of issues around standardization of ingredients 

and questions about the possible presence of other ingredients. 

Behavioral approaches 

In the past, it was thought that overstimulation of the baby might be a cause of colic. 

Therefore, there have been studies to test avoiding carrying or holding the baby 

unnecessarily and not intervening too rapidly when the baby cries. These studies did 

not show a significant effect. 

Baby massage 

Although baby massage seems to have become more popular as a method of 

managing colic, the evidence of benefit is uncertain. 

Other health professionals 

Health visitors can advise and support families on infant feeding and other problems. 
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3-TEETHING 

Teething can start as early as 3 months and continue up to 3 years. The association of 

discomfort and physical change associated with teething is a matter of some debate. 

The more contemporary view of teething is that it is a local phenomenon that may 

account for symptoms such as dribbling, drooling, reddened cheeks, inflamed gums, 

biting objects and increase in general irritability but is not itself a cause of infection. 

One theory is that bottle-fed babies receive fewer antibodies than those who are 

breastfed, and this may result in an association between teething and systemic 

symptoms. 

The appropriate management of teething is local discomfort relief using application 

of cold and the use of analgesics (paracetamol suspension) or topical gels. 

Parents should be encouraged to clean their baby’s teeth from their first appearance 

using a baby toothbrush. Dummies should be avoided, but if used then it is important 

not to dip them or teething rings into honey, fruit juices or syrups. 
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4-NAPKIN RASH 

Most babies will have napkin (nappy) rash at some stage during their infancy. 

Contributory factors include contact of urine and feces with the skin, irritant effect of 

soaps/detergents/bubble baths and wetness and maceration of skin due to infrequent 

nappy changes and inadequate skin care. Advice from the pharmacist is important in 

both treating and preventing recurrence of the problem. 

Significance of questions and answers 

Nature and location of rash 

Nappy rash, sometimes called napkin dermatitis, appears as an erythematous rash on 

the buttock area. Other areas of the body are not involved, 

Severity 

In general, if the skin is unbroken and there are no signs of secondary bacterial 

infection, treatment may be considered. The presence of bacterial infection could be 

signified by weeping or yellow crusting. 

Secondary fungal infection is common in napkin dermatitis and the presence of 

satellite papules (small, red lesions near the perimeter of the affected area) would 

indicate such an infection. Referral to the doctor would be advisable if bacterial 

infection were suspected, since topical or systemic antibiotics might be needed. 

Secondary fungal infection could be treated by the pharmacist using one of the azole 

topical antifungal preparations that are available. 

Duration 

If the condition has been present for longer than 2 weeks, the pharmacist might 

decide that referral to the doctor would be the best option, depending on the nature 

and severity of the rash. 

Previous history 

The pharmacist should establish whether the problem has occurred before and, if so, 

what action was taken, for example, treatment with OTC products. 

Other symptoms 

Napkin dermatitis sometimes occurs during or after a bout of diarrhea, when the 

perianal skin becomes reddened and sore. The pharmacist should therefore enquire 

about current or recent incidence of diarrhea. Diarrhea may occur as a side effect of 

antibiotic therapy and this may be the cause. Sometimes thrush in the nappy area may 

be associated with oral thrush that causes a sore mouth or throat. If this is suspected, 

referral to the doctor is advisable. 
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Precipitating factors 

Skin care and hygiene 

At one time napkin dermatitis was thought to be a simple irritant dermatitis due to 

ammonia, produced as a breakdown product of urine in soiled nappies. However, 

other factors are now known to play a part. These include irritant substances in urine 

and feces, sensitivity reactions to soaps and detergents and antiseptics left in reusable 

nappies after inadequate rinsing and sensitivity reactions to ingredients in some 

topical preparations, for example, in baby wipes. The major factor thought to 

influence the incidence of nappy rash is the constant wetting and rewetting of the skin 

when left in contact with soiled nappies. Maceration of the skin ensues, leading to 

enhanced penetration of irritant substances through the skin and the breakdown of the 

skin. Wearing occlusive plastic pants exacerbates this effect. Frequent changes of 

nappy together with good nappy-changing routine and hygiene are essential. 

When to refer 

 Broken skin, severe rash 

 Signs of infection 

 Other body areas affected 

Treatment timescale 

A baby with nappy rash that does not respond to skin care and OTC treatment within 

1 week should be seen by the doctor. 

Management 

Treatment and the prevention of further episodes can be achieved by a combination 

of OTC treatment and advice on care of the skin in the nappy area. 

Emollient preparations 

Emollient preparations are the mainstay of treatment. 

Zinc 

Zinc acts as a soothing agent. 

Lanolin 

Lanolin hydrates the skin. It can sometimes cause sensitivity reactions, although the 

high grades of purified lanolin used in many of today’s products should reduce the 

problem. 

Castor oil/cod liver oil 

Castor oil and cod liver oil provide a water-resistant layer on the skin. 
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Antibacterials (e.g. chlorhexidine gluconate) 

These may be useful in reducing the number of bacteria on the skin. Some 

antibacterials have been reported to produce sensitivity reactions. 

Antifungals 

Secondary infection with Candida is common in napkin dermatitis and the azole 

antifungals would be effective. Miconazole or clotrimazole applied twice daily could 

be recommended by the pharmacist with advice to consult the doctor if the rash has 

not improved within 5 days. 

If an antifungal cream is advised, treatment should be continued for 4 or 5 days after 

the symptoms have apparently cleared. An emollient cream or ointment can still be 

applied over the antifungal product. 

Practical points 

1- Nappies should be changed as frequently as necessary. 

2- Nappies should be left off wherever possible so that air is able to circulate around 

the skin, helping the affected skin to become and remain dry. 

3- At each nappy change the skin should be cleansed thoroughly by washing with 

warm water or using a proprietary lotion or wipes. The skin should then be carefully 

and thoroughly dried. The use of talcum powder can be helpful, but the clumping of 

powder can sometimes cause further irritation. Talcum powder should always be 

applied to dry skin and should be dusted lightly over the nappy area. The regular use 

of an emollient cream or ointment, applied to clean dry skin, can help to protect the 

skin against irritant substances. 
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5-HEAD LICE 

Head lice infection is common in young children. Effective treatments are available, 

but treatment failure may occur if products are not used correctly. 

Parents are often embarrassed to seek advice, particularly if the child has head lice. 

Pharmacists can reassure parents that the condition is common and does not in any 

way indicate a lack of hygiene. The term infection is preferred to infestation because 

of the unpleasant image associated with infestation. 

Significance of questions and answers 

Age 

Head lice infection is most commonly found in children, particularly at around 4–11 

years, with girls showing a higher incidence than boys. Older children and adults 

seem to be less prone to infection. Adult women occasionally become infected, but 

head lice infection is rare in adult men because, as men lose hair through male pattern 

baldness, the scalp offers less shelter to lice. 

Signs of infection 

Unless infection has been confirmed by a nurse or doctor who has conducted wet 

combing of the hair or inspected the scalp, the pharmacist should ask whether any 

check has been made to confirm the presence of head lice.  

Parents often worry that their children may catch lice and want the pharmacist to 

recommend prophylactic treatment. Insecticides should never be used 

prophylactically, since this may accelerate resistance. Treatment should be reserved 

for infected heads. 

Checking for infection 

Wet combing of the hair is a more reliable detection method than scalp inspection. 

Parents can easily check for infection by combing the child’s hair over a piece of 

white- or light-colored paper, using a fine toothed comb (tooth spacing of less than 

0.3 mm). The hair should be damp or wet to make the combing process easier and 

less painful. Also, dry hair can produce static that causes lice to be repelled from the 

comb, making detection less likely. After each stroke the comb should be wiped on a 

white tissue or cloth. The hair should be combed one section at a time. The hair at the 

nape of the neck and behind the ears should be thoroughly checked. These spots are 

preferred by lice because they are warm and relatively sheltered. Such a check should 

be carried out regularly, say once a week, and perhaps more often when infection is 

known to have occurred in other children at school or playgroup. 

If live lice are present, some will be combed out of the hair and onto the paper, where 

they will be seen as small beige, black, greyish or brown-colored specks. Cast shells 
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are discarded as the louse grows and appear yellowish in color. Louse feces may be 

seen as small blackish specks on pillows and collars. 

Nits 

The presence of empty eggshells – the cream- or white-colored nits attached to the 

hair shafts – is not necessarily evidence of current infection unless live lice are also 

found. Parents sometimes think that treatment has failed because nits can still be seen 

in the hair. It is therefore important for the pharmacist to explain that the empty shells 

are firmly glued to the hair shaft and will not be removed by the lotion used in 

treatment. A fine-toothed comb can be used to remove the nits after treatment. 

Itching 

Contrary to popular belief, itching is not experienced by everyone with a head lice 

infection. In fact, as few as one in five cases present with itching, perhaps because 

detection now occurs at an earlier stage than used to be the case. Where it occurs, 

itching of the scalp is an allergic response to the saliva of the lice, which is injected 

into the scalp in small amounts each time the lice feed. Sensitization does not occur 

immediately and it may take weeks for itching to develop. It has been estimated that 

thousands of bites from the lice are required before the reaction develops. The 

absence of itching does not mean that infection has not occurred. In someone who has 

previously been infected and becomes reinfected, itching may quickly begin again. 

Previous infection 

The pharmacist should establish whether the child has been infected before. In 

particular, it is important to know whether there has been a recent infection, as 

reinfection may have occurred from other family members if the whole family was 

not treated at the same time. Head-to head contact, between family members and also 

among young children while playing, is responsible for the transmission of head lice 

from one host to the next. 

Medication 

While it is possible that treatment failure may occur, this is unlikely if a 

recommended insecticide has been used correctly. 

Management 

Having established that infection is present, the pharmacist can go on to recommend 

an appropriate treatment. Only those individuals in whom a live head louse has been 

found should be treated, and all those affected in the same household should be 

treated on the same day. 
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Dimethicone and isopropyl myristate/cyclomethicone 

There is evidence of efficacy from randomized clinical trials for dimethicone which 

is thought to coat the lice and prevent the insects from excreting excess water. It is 

applied to dry hair and scalp, left for 8 h and then rinsed off. A second application is 

used after 7 days. Detection combing at day 4 and again at 8–10 days is 

recommended.  

Dimethicone has a good safety profile. Adverse effects are not common and include 

itchy or flaky scalp and irritation if it gets into the eyes. It can be used for people with 

eczema or asthma.  

Isopropyl myristate/cyclomethicone solution also has a physical effect on the lice. It 

is applied to dry hair and washed out after 10 min. 

Wet combing (Bug Busting) method 

The effectiveness of this method is dependent on repeated use over a period of 2 

weeks. The procedure is: 

 wash the hair as normal; 

 apply conditioner liberally (This causes the lice to lose their grip on the hair); 

 comb the hair through with a normal comb first; 

 with a fine-toothed nit comb, comb from the roots along the complete length of 

the hair and after each stroke check the comb for lice and wipe it clean. Work 

methodically over the whole head for at least 30 min; 

 rinse the hair as normal; 

 repeat every 3 days for at least 2 weeks (Wet combing should be continued until 

no fully grown lice have been seen for three consecutive sessions) 

Coconut, anise and ylang ylang spray 

The spray can be used in children aged over 2 and is left on the hair for 15 min. The 

hair is then washed using shampoo to remove the spray, and then systematically 

combed with a fine-toothed comb to remove lice. A second application is used 7 days 

later. The preparation is not suitable for those with asthma or skin conditions such as 

eczema. 

Malathion 

Malathion liquid is applied to dry hair and scalp and left for a minimum contact time 

of 12 h (or overnight). A repeat application 7 days after the initial treatment should be 

recommended. This second application will kill any lice that have emerged from the 

eggs in the meantime. Eggs take around 7 days to hatch. A detection comb should be 

used at day 4 and again at 8–10 days. 
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6-THREADWORMS (PINWORMS) 

Infection with threadworms (Enterobius vermicularis) is common in young children, 

and parents may seek advice from the pharmacist. As with head lice infections, many 

parents feel embarrassed about discussing threadworms and feel ashamed that their 

child is infected. Pharmacists can give reassurance that this is a common problem. In 

addition to recommending OTC antihelminthic treatment, it is essential that advice be 

given about hygiene measures to prevent reinfection. 

Significance of questions and answers 

Age 

Threadworm infection is very common in schoolchildren. 

Signs of infection 

Usually the first sign that parents notice is the child scratching his or her bottom. 

Perianal itching is a classic symptom of threadworm infection and is caused by an 

allergic reaction to the substances in and surrounding the worms’ eggs that are laid 

around the anus. Sensitization takes a while to develop. So in someone infected for 

the first time, itching will not necessarily occur. 

Itching is worse at night, because at that time the female worms emerge from the 

anus to lay their eggs on the surrounding skin. The eggs are secreted together with a 

sticky irritant fluid onto the perianal skin. Persistent scratching may lead to secondary 

bacterial infection. If the perianal skin is broken and there are signs of weeping, 

referral to the doctor for antibiotic treatment would be advisable. 

Loss of sleep due to itching may lead to tiredness and irritability during the day. 

Itching without the confirmatory sighting of threadworms may be due to other causes, 

such as an allergic or irritant dermatitis caused by soaps or topical treatments used to 

treat the itching. In some patients, scabies or fungal infection may produce perianal 

itching. 

Appearance of worms 

The worms themselves can be easily seen in the feces as white- or cream-colored 

thread-like objects, about 10 mm in length and less than 0.5 mm in width. Males are 

smaller than females. The worms can survive outside the body for a short time and 

hence may be seen to be moving. Sometimes the worms may be seen protruding from 

the anus itself. 

Other symptoms 

In severe cases of infection, diarrhea may be present and, in girls, vaginal itch. 
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Duration 

If a threadworm infection is identified, the pharmacist needs to know how long the 

symptoms have been present and to consider this information in the light of any 

treatments tried. 

Recent travel abroad 

If any infection other than threadworm is suspected, patients should be referred to 

their doctor for further investigation. If the person has recently travelled abroad, this 

information should be passed on to the doctor so that other types of worm can be 

considered. 

Other family members 

The pharmacist should enquire whether any other member of the family is 

experiencing the same symptoms. However, the absence of perianal itching and 

threadworms in the feces does not mean that the person is not infected; it is important 

to remember that during the early stages, these symptoms may not occur. 

Medication 

The pharmacist should enquire about the identity of any treatment already tried to 

treat the symptoms. For any antihelminthic agent, correct use is essential if treatment 

is to be successful. The pharmacist should therefore also ask how the treatment was 

used, in order to establish whether treatment failure might be due to incorrect use. 

When to refer 

 Infection other than the threadworm suspected 

 Recent travel abroad 

 Medication failure 

Management 

When recommending treatment for threadworms, it is important that the pharmacist 

emphasize how and when the treatment is to be used. In addition, advice about 

preventing recurrence can be given. If symptoms do not remit after correct use of an 

appropriate preparation, patients should see their doctor. 

Mebendazole 

Mebendazole is the preferred treatment for threadworms and is an effective, single-

dose treatment. It is also active against whipworm, roundworm and hookworm. 

Compliance with therapy is high because of the single dose. The drug is formulated 

as a suspension or a tablet that can be given to children aged 2 years and over and to 

adults. 



15 
 

Reinfection is common and a second dose can be given after 2–3 weeks. 

Occasionally, abdominal pain and diarrhea may occur as side effects. Mebendazole is 

not recommended for pregnant women. 

Piperazine 

Piperazine is effective against threadworm and roundworm. It is available in granular 

form in sachets. The mode of action of piperazine seems to be paralysis of the 

threadworms in the gut. The incorporation of a laxative (senna) in the sachet 

preparation helps to ensure that the paralyzed worms are then expelled with the feces. 

Instructions 

One dose is followed by another 2 weeks later to destroy any worms that might have 

hatched and developed after the first dose. Only two doses are required. 

Side effects 

Side effects of piperazine include nausea, vomiting, diarrhea and colic but these are 

uncommon. Adverse effects on the central nervous system include headaches and 

dizziness but these are rare. 

Practical points 

1- Parents are often anxious and ashamed that their child has a threadworm infection, 

thinking that lack of hygiene is responsible. The pharmacist can reassure parents that 

threadworm infection is extremely common and that any child can become infected; 

infection does not signify a lack of care and attention. 

2- All family members should be treated at the same time, even if only one has been 

shown to have threadworms. This is because other members may be in the early 

stages of infection and thus asymptomatic. If this policy is not followed, reinfection 

may occur. 

3- Transmission and reinfection by threadworms can be prevented by the following 

practical measures: 

(a) Cutting fingernails short to prevent large numbers of eggs being transmitted. 

Hands should be washed and nails should be brushed after going to the toilet and 

before preparing or eating food, since hand-to-mouth transfer of eggs is common. 

Eggs may be transmitted from the fingers while eating food or onto the surface of 

food during preparation. Eggs remain viable for up to 1 week. 

(b) Children wearing pyjamas to reduce the scratching of bare skin during the night. 

Underpants can be worn under pyjama bottoms. 

(c) Affected family members having a bath or shower each morning to wash away the 

eggs that were laid during the previous night. 
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7-ORAL THRUSH 

Thrush (candidosis) is a fungal infection that occurs commonly in the mouth (oral 

thrush), in the nappy area in babies and in the vagina. Oral thrush in babies can be 

treated by the pharmacist. 

Significance of questions and answers 

Age 

Oral thrush is most common in babies, particularly in the first few weeks of life. 

Often, the infection is passed on by the mother during childbirth. In older children 

and adults, oral thrush is rarer, but may occur after antibiotic or inhaled steroid 

treatment. In this older group it may also be a sign of immunosuppression and referral 

to the doctor is advisable. 

Affected areas 

Oral thrush affects the surface of the tongue and the insides of the cheeks. 

Appearance 

Oral thrush 

When candidal infection involves mucosal surfaces, white patches known as plaques 

are formed, which resemble milk curds; indeed, they may be confused with the latter 

by mothers when oral thrush occurs in babies. The distinguishing feature of plaques 

due to Candida is that they are not so easily removed from the mucosa, and when the 

surface of the plaque is scraped away, a sore and reddened area of mucosa will be 

seen underneath, which may sometimes bleed. 

Napkin rash 

In the napkin (nappy) area, candidal infection presents differently with characteristic 

red papules on the outer edge of the area of nappy rash, so-called satellite papules. 

Another feature is that the skin in the folds is nearly always affected. Candidal 

infection is thought to be an important factor in the development of nappy rash. 

Previous history  

In babies recurrent infection is uncommon, although it may sometimes occur 

following reinfection from the mother’s nipples during breastfeeding or from 

inadequately sterilized bottle teats in bottle-fed babies. 

Patients who experience recurrent infections should be referred to their doctor for 

further investigation. 

Human immunodeficiency virus infection 

Persistence of oral thrush and/or thrush of the nappy area after the neonatal period 

may be the first sign of HIV infection. 
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Medication 

Antibiotics 

Some drugs predispose to the development of thrush. For example, broad-spectrum 

antibiotic therapy can wipe out the normal bacterial flora, allowing the overgrowth of 

fungal infection. It would be useful to establish whether the patient has recently taken 

a course of antibiotics. 

Immunosuppressives 

Any drug that suppresses the immune system will reduce resistance to infection, and 

immunocompromised patients are more likely to get thrush. Cytotoxic therapy and 

steroids predispose to thrush. Patients using inhaled steroids for asthma are prone to 

oral thrush because steroid is deposited at the back of the throat during inhalation, 

especially if inhaler technique is poor. Rinsing the throat with water after using the 

inhaler may be helpful. 

When to refer 

 Recurrent infection 

 All except babies 

 Failed medication 

Treatment timescale 

Oral thrush should respond to treatment quickly. If the symptoms have not cleared up 

within 1 week, patients should see their doctor. 

Management 

Antifungal agents 

Miconazole 

The only specially formulated product currently available for sale OTC to treat oral 

thrush is miconazole gel. Preparations containing nystatin are also effective but are 

restricted to prescription-only status. 

Miconazole gel is an orange-flavored product, which should be applied to the plaques 

using a clean finger four times daily after food in adults and children over 6 years, 

and twice daily in younger children and infants. For young babies, the gel can be 

applied directly to the lesions using a cotton bud or the handle of a teaspoon. The gel 

should be retained in the mouth for as long as possible. Treatment should be 

continued for 2 clear days, after the symptoms have apparently gone, to ensure that 

all infection is eradicated. 

Miconazole gel should not be recommended for patients taking anticoagulants. There 

is evidence of an interaction with warfarin leading to an increase in bleeding time. 
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Practical points 

Oral thrush and nappy rash 

If a baby has oral thrush, the pharmacist should check whether nappy rash is also 

present. Where both oral thrush and candidal involvement in nappy rash occur, both 

should be treated at the same time. An antifungal cream containing miconazole or 

clotrimazole can be used for the nappy area. 

Breastfeeding 

Where the mother is breastfeeding, a small amount of miconazole gel applied to the 

nipples will eradicate any fungus present. For bottle-fed babies, particular care should 

be taken to sterilize bottles and teats. 


