Vulvovaginal Candidiasis:
· 25% surgery visits for vaginitis

· 75% of women will develop vulvovaginal candidiasis at some time.

· 50% will have at east one recurrence.

Predisposing factors:

· antibiotic use.

· High oestrogen oral contraceptives

· Diabetes mellitus

· Pregnancy

· IUCD use

· HIV infection.

Acute vulvovaginal candidiasis: (Reef et al 1993)

· The Imidazoles, (Clotrimazole and Miconazole) have higher cure rates than nystatin, (80-90% compared with 70-90%) in trials comparing 14 days treatment.

· Oral therapy is only as effective as topical treatment in non-pregnant women.

· Oral treatment can be associated with GI symptoms and headache and there are important interactions with drugs such as terfenadine, rifampicin and phenytoin.

· Adverse reactions with the oral Imidazoles uncommon but still around 6% for itraconazole, 10% for ketoconazole and 5-12% for fluconazole.

· Ketoconazole has a risk ofidiosyncratic hepatitis of 1:15000.

Recommendations:

1. Use topical imidazoles first

2. Consider oral treatment if compliance is a worry

Acute vulvovaginal candidiasis in pregnancy: (Young and Jewell, 1995)

· Imidazoles are more effective than nystatin

· Treatment for 4 days is less effective than treatment for 7 days

· Treatment for 7 days is no more or less effective than 14 days.

· No risk of teratogenicity identified.

· Minimal systemic absorption

Recommendations:

1. Use topical imidazole for seven days

Recurrent vulvovaginal candidiasis:

· Uncommon, only 5% of women who get vulvovaginal candidiasis.

· No identifiable risk factors.

· Optimal treatment is not yet determined.

· Important to establish the correct diagnosis – exclude other causes of vaginitis.

· Not associated with invitro-resistance to imidazoles.

· Defined as 3 attacks in 12 months not associated with antibiotic use.

· Acute attacks should be treated as any other.

· There is no benefit in treating sexual partners.

Prophylaxis:

· Ketoconazole has been studied both as a continuous treatment and cyclical. (Sobel, 1986, Fong et al 1993)

· 100mg is as effective as 200mg

· 100mg daily for 6 months – 95% attack free at 6 months and 50% at 12 months

· with intermittent use attack rate high after cessation of prophylaxis and 50% recurrence within 6 months.

· Clotrimazole, monthly use, attack rate slightly reduced but study only for 3 months.

Recommendations:

1. Treat acute attacks

2. Reserve ketoconazole 100mg daily for 6 months for severe cases
