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AIDS  – An Alarming Death Trap in the Dental Zone

INTRODUCTION

Acquired immunodeficiency syndrome (AIDS) is an
infectious syndrome caused by a lymphoneurotropic
virus already cloned in blood, cerebrospinal fluid, sa-
liva, bronchial and vaginal secretions, tears, and se-
men.

Systemic manifestations of AIDS are frequently
reported in the literature; however oral manifesta-
tions are much more common and may represent early
clinical signs of the disease, often preceding systemic
manifestations.

Oral soft tissue lesions inherited to AIDS manifest
and behave differently in different age groups. Differ-
ential diagnosis of all other types of oral lesions mim-
icking this lesion must be thoroughly made.

This aspect is particularly important because it
shows the importance of the dental profession as a
primary healthcare worker who may be responsible for
early detection and control of oral lesions which may
indicate HIV infection.

DISCUSSION

AIDS is a very peculiar syndrome because its
progression leads invariably to death. It is a disease
which occurs indiscriminately in women, men and
children and results in severe disturbances in behav-
ior. In addition to systemic manifestations AIDS suffer-

ers also present oral lesions, in addition to G-HIV
and P-HIV. Oral lesions may or may not manifest
and behave similarly in different age groups of
population.

ORAL MANIFESTATIONS IN CHILDREN

Acquired Immune Deficiency Syndrome (AIDS)
was first reported in children in 1982 and presented
differences from infection in the adult1,2.

Oral manifestations directly related to the degree
of immunosuppression and such lesions can be consid-
ered as indicators of the progression of the HIV infec-
tion in children3.

Oral manifestations observed in HIV-positive pa-
tients are classified according to the etiological factors:
Fungal, Viral, Bacterial and Neoplastic infections4,5.
These lesions are often the first clinical symptoms of
HIV infection and their diagnosis is an auxiliary method
to raise early suspicion of AIDS6

Oral manifestations are common in children in-
fected by HIV and are associated with serious immuno-
suppression 7,8,9. They are indicators for the infection
with a predictive value of its progression10. Ramos-
Gomez et al10 working with 60 HIV+ children, reported
a 45% frequency of oral manifestations in soft tissue
and, similar to this study the CD4 value in these
children was statistically lower than in those with no
oral lesion.
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Candidiasis is the most common oral manifestation
in HIV-infected children  and its prevalence ranges
from 20% to 72%. Pseudomembranous candidiasis is
the most common type, which is in agreement with
Valdez et al and Santos et al.  Erythematous candidiasis
and angular cheilitis is present in 44.4% of the cases
of candidiasis, in accordance with the study by
Valdez et al8,11-14.

A low value for CD4, characterizing the presence of
immunosuppression, is a predisposing factor for the
development of opportunistic infections. Similar to
that reported by Chan et al, Moniaci et al, and Santos
et al, a correlation has been found between increased
immunosuppression and the presence of candidiasis12,14.
Greenspan also confirmed that the frequency of
candidiasis increases as CD4 decreases, showing a
relationship with the advance of this disease.
Furthermore, the presence or absence of candidiasis
in infected children may be directly related to the
use of antiretroviral agents and the time of AIDS
diagnosis10,12-14.

Several reports claim candidiasis and hairy leuko-
plakia as indicative of serious immunosuppression ;
however, Ramos-Gomez et al, reported that   hairy
leukoplakia may be at times (0-2%) found in pediatric
patients suffering from moderate immunosuppression4,14-

15 . Though pathognomonic for the HIV infection and
commonly observed in adult HIV+ patients, this is
considered rare in children16.

In a study the diagnosis of the oral manifestations
was carried out according to the criteria for presum-
able diagnosis based on clinical characteristics , which
in the case of hairy leukoplakia constitutes a limitation
for a definitive diagnosis2-3,16 .

Valdez et al. and Howell et al. report the presence
of gingivitis in over 40% of the children they exam-
ined1,8,16. Of all those patients with candidiasis, 50%
presented gingivitis, suggesting a relationship between
them. Gingivitis is linked to local plaque accumulation
and manifests itself both in patients with and without
immunosuppression. Microbiological studies of plaque
revealed the presence of Actinobacillus
actinomycetemcomitans and Candida albicans in the
lesions of linear gingival erythema and necrotic ulcer-
ative periodontitis and gingivitis associated with HIV11,17.

The fact that on average the low CD4 percentage
revealed in children with gingivitis and most of them
with serious immunosuppression may also be explained

by negligence on the part of those responsible for oral
hygiene. More lesions are present in the oral cavity in
more immunologically compromised patients. This can
make it painful to brush their teeth. The relationship
between low CD4 and the presence of conventional
gingivitis has also been observed by Howell et al1,18.

According to Pahwa et al., hypertrophy of the
parotid is identified among 10 to 30% of symptomatic
patients19. It is a chronic manifestation that requires no
treatment. Xerostomia may or may not be associated
with these cases. This manifestation seems to be
related to a slower progression of the disease caused by
the HIV virus15,19. Fonseca et al, when compared this to
candidiasis, the patients with hypertrophy of the pa-
rotid were immunologically far less compromised
(higher percentage of CD4)20. Katz et al, reports that
the average survival for patients with candidiasis is 3.4
years, whereas for those with parotid hypertrophy, this
average climbs to 5.4 years15,20. This may mean a better
prognosis for the HIV infection when this manifesta-
tion is present.

According to Chigurupati et al the lesions caused by
herpes simplex in HIV-positive children assume chronic
and recurrent characteristics and may progress rapidly
to extensive mucocutaneous involvement19,20.

ORAL MANIFESTATIONS IN ADULTS

Oral manifestations are common and may repre-
sent early signs of the disease. They often precede
systemic symptoms. The development of periodontal
lesions in AIDS patients differs from that in non-
infected patients. This is due to its chronic nature and
lack of full recovery in AIDS patients. Characteristi-
cally, these lesions are not related to local irritants and
progress quickly. Because these lesions do not respond
properly to conventional treatment used in non-in-
fected patients, the use of preventive methods is ex-
tremely important.

These methods must include patient education and
periodical professional scaling. It is vital to reinforce
the use of preventive measures in AIDS patients
mainly in those presenting severe manifestations of
the disease. The aim of treatment must be to preserve
the teeth and periodontal health status and allow more
comfort to the patient during the progression of the
disease.

Although oral manifestations of bacterial origin
may be less evident, these must be considered and may
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lead to periodontal disease, bone pockets and delayed
wound healing. Gingival lesions and alveolar bone loss
are clinical features found frequently in HIV patients,
and these lesions often do not respond properly to
treatment. This may be a direct result of changes in the
microbial flora and colonization which reflect a break-
down of the immunologic system. The appearance of
stomatitis in AIDS patients differs from that seen in
non-infected patients because in AIDS sufferers the
lesion is chronic and does not obtain complete remis-
sion.

 Gingivitis associated to HIV (G-HIV) is character-
ized by the lack of local irritants, severe erythema of
the gum and oral mucosa, and bleeding. It is highly
resistant to conventional local treatments. The disease
is aggravated by acute necrotizing ulcerative gingivitis
or ANUG (HIV-ANUG), when it assumes a chronic or
sub-acute course21. It may initially appear as ulcer-
ations covered by fibrinous exudate which precedes the
disruption of the gingival crest and the formation of
craters. The lesion may also progress quickly to necro-
tizing periodontitis.

Periodontitis associated with HIV (P-HIV) has very
peculiar features because HIV-infected patients fre-
quently show a severe increase in the manifestation of
this atypical periodontal disease. Clinically, severe
edema, gingival erythema, pain, spontaneous bleed-
ing, interproximal necrosis, ulcerations, and rapid loss
of periodontal tissue can be observed. This is often
followed by severe necrosis, with the progression of
this disease extremely fast not responding to conven-
tional treatment used in non-infected patients.

Characteristically there is lack of local irritants
and extremely rapid progression. These lesions result
in serious disturbances in most patients leading to
premature tooth loss. Tooth loss occurs mainly be-
cause these diseases do not respond properly to con-
ventional treatment used in periodontal disease in
non-infected patients. Because G-HIV and P-HIV do not
respond to most conventional treatments routinely
used in other forms of periodontal diseases observed in
non-infected patients. Implementation and use of pre-
ventive measures is necessary which must include
education and periodic plaque control17-21.

PREVENTION AND TREATMENT

The natural history of periodontal diseases in-
cludes long-term chronic irritation of the periodontal
tissue followed by circumscribed areas of inflammation

of both surface and deep tissues resulting in the
migration of the junction epithelium. Later, there is
loss of alveolar bone and formation of deep pockets and
consequent pathologic tooth mobility which results in
functional compromise leading to exfoliation of the
tooth.

Early preventive measures must be taken to pre-
vent progression of the disease. Initially, improved
conditions for increased resistance of the periodontal
tissues must be sought. Specific and direct protection of
periodontal health and early diagnosis and treatment
of any disease must be provided. Limitation of damage
through rehabilitation must be carried out.

Generally the treatment of periodontal lesions
requires debridement, antibiotics and long-term fol-
low-up. Professional oral prophylaxis, plaque control
and debridement of necrotic tissues are to be adapted.
There are other procedures which may be used to
improve the results of the control of plaque and post-
surgical treatments must be used according to the
needs of each patient.

Up to now there is no treatment for AIDS. There-
fore, treatments available are used to minimize symp-
toms of associated diseases. However, at times these
treatments may result in severe side effects, thus a
more guarded approach is to be adapted. Because
periodontal diseases associated with AIDS do not re-
spond well to conventional treatment, the loss of teeth
is very common.

 These patients need rigorous and frequent follow-
up in order to assess the use of preventive measures
and to verify the progression of the disease. Dental
health education and rigid plaque control are essential
and must be associated with the use of antibiotics and
chlorhexidine-based oral mouth rinses. Oral hygiene of
areas of difficult access must be associated with the use
of interproximal cleaning devices.

Routine visits to the dental professionals must be
made at least every three months when periodontal
status should be assessed. During the visits the patient
must be encouraged to recognize the fundamental
importance in maintaining oral health. Patient must
be advised to use antiseptic mouthwashes. However, if
the patient does not respond to treatment and fails to
follow the scheduled periodic visits to the dental office
every three months, he must return to the monthly
routine of visits and professional prophylaxis until his
condition is again stabilized when he can return to the
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three month program. In some cases, the use of
antibiotics such as penicillin, tetracycline and metron-
idazole are recommended. Preference should be given
to the use of antifungal drugs due to the high incidence
of candidiasis in these patients.

 Long-term need of periodontal treatment varies
from patient to patient and appears to depend on the
general conditions of the patient. Relapses of HIV-
associated lesions are common in patients who are not
able to keep an excellent level of oral hygiene and do
not follow a regular program of visits to their dental
professionals.

CONCLUSION

As AIDS has no treatment, health care workers
must work multidisciplinarly to provide mainly relief
of local symptoms which are progressive following the
evolution of the disease.

Dental professionals are to be envisioned in picking
the early oral manifestations so common in children
infected by HIV and are directly related to the degree
of immunosuppression. Such lesions may be consid-
ered as indicative of the progression of HIV infection in
children.

Surgical treatment is not recommended in AIDS
patients not only because of the higher risk of such
procedures in HIV-infected patients but also because of
the immunodeficiency and other systemic disturbances
which may further complicate treatment.

It is extremely important to consider the value of
preventive measures in AIDS patients, especially in
those who already show severe systemic manifesta-
tions of the disease. Besides the preservation of the
teeth and periodontal tissues, the objective of treat-
ment must be to provide a more comfortable life for
patients during the progression of AIDS.
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