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Abstract 

Oral manifestations are early clinical signs of Human Immunodeficiency Virus (HIV) infection since 

they can occur in more than half of HIV-infected patients and in up to three fourth of patients at the 

AIDS stage with <200 CD4+ T lymphocytes. Presence of some lesions can compromise dental 

aesthetics, chewing and swallowing, thus impacting the quality of life of patients. That is why, it is 

necessary to integrate, as part of the medical treatment of HIV-positive patients, the prevention, 

diagnosis, and control of oral health. It is essential that healthcare professionals have the power to 

identify, diagnose, and treat oral pathologies through clinical characteristics, etiological agents, and risk 

factors, both local and systemic.  
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Introduction 

A comprehensive oral examination should include both visual and tactile components, 

beginning with careful inspection of the face, neck, lips and all components of the mouth, 

including the roof, floor, sides, tongue, tonsillar pillars, and back of throat, followed by 

manual palpation. A detailed patient history is often helpful in directing the examiner to 

explore a particular area in greater detail. 

The oral manifestations of HIV disease are manifold, prevalent, and clinically significant [1]. 

Although the recognition and management of HIV-related oral manifestations remains an 

important area of study for clinicians who provide medical care to persons with HIV, the 

referral of patients for routine and preventive dental care is equally important to maintaining 

patients’ oral health and quality of life [1]. This topic will focus on common HIV-related oral 

conditions, including oral candidiasis, oral hairy leukoplakia, oral viral infections, ulcerative 

disease, malignancies and will also describe general oral health issues including periodontal 

and salivary gland findings among patients with HIV infection. The appropriate recognition 

of the injuries by doctors and dentists could generate an earlier and timelier referral to the 

HIV/AIDS treatment service or vice versa. 

Oropharyngeal candidiasis is seen frequently among individuals with HIV and is an indicator 

of immune suppression [2, 3]. It occurs most often in patients with CD4 cell counts less than 

200 cells/mm3. Candida albicans is the most common species involved, but non-

albicans species (C. dubliniensis, C. glabrata, C. tropicalis) can also cause disease [4]. The 

introduction and widespread use of effective antiretroviral therapy has led to a marked 

decrease in the prevalence of oral candidiasis. Although HIV-related immune suppression is 

typically the most important risk factor for developing oral candidiasis, other causes for oral 

candidiasis include antibiotic use, corticosteroids, chemotherapeutic drugs, and diabetes. By 

maximizing immune status with effective antiretroviral therapy, most cases of candidiasis 

can be avoided. 

 

Clinical Manifestations 

Among individuals with HIV, there are four different manifestations of oral candidiasis: 

pseudomembranous candidiasis (thrush), atrophic (erythematous) candidiasis, angular 

cheilitis (perleche) and rarely, hyperplastic candidiasis. Individuals with HIV who have 

either pseudomembranous or erythematous disease often complain of a burning sensation 

and altered taste. 
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Pseudomembranous Candidiasis 

This form of candidiasis manifests as painless, creamy white 

plaques or patches that can be easily scraped off with a 

tongue depressor. Pseudomembranous candidiasis may 

involve any oral mucosal surface, including the palate, 

buccal mucosa, gingiva, and tongue (Figure 2). 

 

Figure 2 (Image Series). Pseudomembranous 

Candidiasis 

 

 
 

Fig 2A: Pseudomembranous Candidiasis on Palate 

 

 
 

Fig 2B: Pseudomembranous Candidiasis on Buccal Mucosa 

 

 
 

Fig 2C: Pseudomembranous Candidiasis on Gingiva (Gums) and 

Lips 

 

 
 

Fig 2D: Pseudomembranous Candidiasis on Tongue 

 

Erythematous Candidiasis 

Erythematous candidiasis, which is less common than 

pseudomembranous candidiasis, typically presents as flat red 

patches most commonly on the hard palate and the dorsal surface 

of the tongue as areas of depapillation and fissuring (Figure 3).  

 

Figure 3 (Image Series). Erythematous Candidiasis 

 

 
 

Fig 3A: Erythematous Candidiasis on Palate 

 

 
 

Fig 3B: Erythematous Candidiasis on Tongue 

 

 
 

Fig 3C: Erythematous Candidiasis on Tongue with Fissuring 
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Hyperplastic candidiasis 

This type of oral candidiasis is uncommon and may present 

as inflamed regions with a cobble stone appearance under 

dental prostheses or as well demarcated white plaques on 

buccal mucosa, inner commissures of the lips or lateral 

aspects of the tongue that do not scrape off (Figure 4). 

 

 
 

Fig 4: Hyperplastic Candidiasis on Buccal Mucosa 

 

Angular cheilitis 

This form of oral candidiasis manifests as erythema and 

splitting of the corners of the mouth (Figure 5); if not 

treated, this can progress to a chronic, non-healing ulcer. 

 

 
 

Fig 5: Angular Cheilitis 
 

Diagnosis 

A presumptive diagnosis of oropharyngeal candidiasis is 

based on typical clinical appearance or on a favorable 

response to an empiric trial of antifungal medication [16]. A 

definitive diagnosis of oropharyngeal candidiasis requires 

obtaining a direct smear and performing a potassium 

hydroxide (KOH) wet mount, periodic acid-Schiff (PAS) 

stain, or Gram’s stain and seeing characteristic yeasts. 

Fungal cultures are reserved for patients who do not respond 

to first-line therapy or for cases of suspected antifungal 

resistance. 

 

Treatment 

Episodic treatment of clinical episodes is strongly preferred 

over chronic suppressive therapy, mainly because of the risk 

of developing antifungal drug resistance with chronic 

therapy. Chronic suppressive therapy is not recommended 

unless the individual has frequent or severe recurrences of 

mucosal candidiasis. In addition, routine primary 

prophylaxis is not recommended because oral candidiasis 

has relatively low attributable morbidity and acute treatment 

is highly effective [5]. In the Adult and Adolescent OI 

Guidelines, oral fluconazole is the drug of choice for 

treating oropharyngeal candidiasis based on its efficacy, 

convenience, and tolerance; the treatment duration is for 7 to 

14 days, regardless of which type of medication is used [5].  

Preferred Therapy: Oral fluconazole is not recommended for 

pregnant persons, especially those in the first trimester. 

Topical therapies include miconazole buccal tablets, 

clotrimazole lozenges (troche), miconazole mucoadhesive 

buccal tablets, nystatin suspension, nystatin lozenges 

(pastille), and a topical gentian violet application; topical 

therapy reduces the risk of systemic drug exposure and 

adverse events, but they are not as effective and thus all are 

considered alternative therapies. 

Alternative Therapy: Alternative systemic therapy consists 

of either itraconazole oral solution or posaconazole oral 

solution. 

 

Fluconazole-resistant candidiasis 

Refractory oropharyngeal candidiasis in persons with HIV 

and advanced immunosuppression emerged in response to 

the widespread and frequent use of fluconazole; in earlier 

years of the epidemic, it occurred in approximately 5% of 

persons with HIV [⁶]. Studies have identified multiple risk 

factors for the development of fluconazole-resistant 

candidiasis, including greater number of fluconazole-treated 

episodes, longer median duration of fluconazole therapy, 

and advanced immunosuppression (especially a CD4 count 

less than 50 cells/mm3) [⁷]. In addition, the likelihood of 

fluconazole-resistant candidiasis depends on the Candida 

species causing the infection: most C. albicans species are 

susceptible to fluconazole whereas non-albicans species 

have variable resistance patterns to antifungal agents. A 

recently identified non-albicans species, C. auris, is 

remarkably resistant to all major antifungal drug classes and 

has shown a significant capacity to spread among healthcare 

facilities [8, 9, 10] Although this organism has not been 

associated with oral infections in people with HIV, it could 

presumably infect [11]. the oral mucosa. Thus, oropharyngeal 

candidiasis that is resistant to multiple types of treatment, 

should raise the possibility of C. auris, infection. For 

persons who have clinically refractory oropharyngeal 

candidiasis and/or azole-resistant candidiasis, expert 

consultation is advised. 

 

Conclusion 

It is essential that healthcare professionals have the power to 

identify, diagnose, and treat oral pathologies through 

clinical characteristics, etiological agents, and risk factors, 

both local and systemic. 
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