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ABSTRACT
Denture stomatitis is a relatively common oral mycotic infection occurring in partial or complete denture wearers. Candida albicans is one of
the principal etiological factors, with number of local or systemic co-factors influencing the occurrence. While an array of agents are involved
in the occurrence and progression of the lesion, one could not expect monotony in the treatment modality. Spectrum of treatment modes have
been practised to manage denture stomatitis, which include proper maintenance of oral and denture hygiene to systemic antifungal medication.
Here we present a case of denture stomatitis, successfully treated with diode laser with 6 months follow-up.
Keywords: Denture stomatitis, Diode laser, Candida albicans.

INTRODUCTION
Denture stomatitis (DS) is a chronic candidal infection
associated with 60 to 65% of denture wearers.1,2 Candida
albicans is the principal causative organism of DS.1 Other than
Candida and presence of denture, multiple predisposing factors
are involved in the occurrence and progression of DS. Local
factors, such as poor oral hygiene, ill fitting denture,
hyposalivation and systemic factors, such as long-term
antibiotic therapy, usage of corticosteroids, diabetes, impaired
immunity, and malignancy may incline an individual to DS.2,3
It is commonly encountered in the palatal mucosa covered by
maxillary denture than mandibular denture and shows female
sex predilection.4,5 Clinically, DS is classified into three types
type I: Pin-point hyperemic lesions (localized simple
inflammation), type II: Diffuse erythema involving a part or
entire denture covered mucosa (generalized simple
inflammation), type III: Granular surface (inflammatory
papillary hyperplasia).6 Maintenance of good oral and denture
hygiene, and correction of ill-fitting denture usually results in
remission of infection. 7,8 Laser beam, cryosurgery,
electrosurgery and scalpel surgery are successfully practised
in treating the infection, especially for type II and type III
infection.6,9,10 Due to adverse effect and possibilities of
intolerance, usage of antifungal therapy is discouraged or
reserved for debilitated or systemically compromised patients.6

of burning sensation in mouth for past three and half months.
History reveals he was completely edentulous and wearing
complete upper and lower denture for past 6 months. Medical
history was not contributory. On intraoral examination, an
erythematous patch was observed on posterior part of the hard
and soft palate (Fig. 1). Alveolar ridge of maxilla and mandible
and other mucosal areas appeared normal. Clinically, it was
diagnosed as denture stomatitis involving palatal mucosa.
Exfoliative cytology was performed and stained with periodic
acid-Schiff (PAS) method, which showed fungal hyphae with
inflammatory and squamous cells (Fig. 2). The case was
diagnosed as type II denture stomatitis. The patient has been
treated with 980 nm wavelength diode laser to ablade the palatal
lesion in low power setting of 2 watt for 15 seconds (Fig. 3).
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Fig. 1: Intraoral photograph showing erythematous palatal mucosa
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Fig. 2: Fungal hyphae

Fig. 3: Application of laser beam

The application was repeated two times per visit and entire
treatment was completed within two visits. The patient was
advised about the importance of oral and denture hygiene and
educated regarding denture usage. One week later the complete
resolution of infection was observed. With 6 months followup the patient was free of infection and he was comfortable in
wearing denture (Fig. 4). The patient was advised to report
periodically.

Denture stomatitis is the most common infectious disease
encountered in denture wearers.11 Most of the patients are
unaware of the lesion present (asymptomatic) and they are
diagnosed during routine clinical examination; burning
sensation, diffuse erythema of the involved mucosa with
hyperemic points, halitosis are some of the clinical features of
denture stomatitis.6,7,12 Treatment of denture stomatitis varies
according to nature of predisposing factors involved and the
clinical types.8 Maintenance of good oral and denture hygiene
appears to be the foremost important criteria to be followed.
Treatment of DS with antifungal agents is effective and
complete resolution of lesion will occur within 12 to 14 days.1
Usage of antifungal agents has its own drawbacks, like
continuous use for atleast 2 to 4 weeks, irregular medication
will results in resistance to candida species and relapse of lesion
will occur. Chlorhexidine, the most commonly used disinfectant
should not be used along with nystatin because the former may
inhibits its antifungal capacity.1 Therefore, antifungal agents
should be reserved for more extensive lesion involving other
oral mucosal surfaces and in debilitating patients.6
Treatment with laser appears to be obliging than using
antifungal or scalpel surgery. Laser beam not only helps in
ablation of superficial candida contaminated epithelial surface
but also prevent inflammation of adjacent normal mucosa.13
Postoperative prescription of antibiotic or nonsteriodal
antiinflammatory drugs (NSAID) will not be required since
the delivered laser energy appears to be bactericidal and
viricidal. This may prevent the reinfection or secondary
infection by bacteria.13 The neuron sealing effect of lasers aids
in adequate pain control.13 In our case, clinically, it was
diagnosed as type II denture stomatitis and treated with diode
laser. The patient showed complete resolution of infection
within a week. The patient was examined periodically up to 6
months and showed no recurrence of infection.
CONCLUSION
Treatment of denture stomatitis with laser beam not only helps
in patient from redundant usage of antifungal drugs but also
the sterile environmental procedure negates the need for
postoperative antibiotic. Lesser bleeding area makes the
surgical procedure (especially for type III) easier and effective.
Hence, usage of laser beam in such cases appears to be quite
appreciating and promising not only for the patients but also to
the dental professionals.
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