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ulcerative lesions, candidiasis, oral hairy leukoplakia and gingivitis. Re-
duced CD4 lymphocyte counts and high HIV viral loads have been related to
oral pathology. This newsletter reviews the clinical manifestations and treat-
ment of the more common oral lesions encountered in the course of caring
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The following forms of oral candidiasis are frequently associated with HIV
infection: pseudomembranous, erythematous, and angular cheilitis.
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hyphal forms confirms the diagnosis. This procedure may not be necessary if the lesions are clini-
cally consistent with oral candidiasis and resolve with antifungal therapy.

e Erythematous candidiasis presents as flat, red, sometimes painful macules that may first appear on
the soft palate and oropharynx or on the dorsal tongue. It may occur independently of, or simulta-
neously with, pseudomembranous candidiasis. Erythematous candidiasis is less well recognized
than the pseudomembranous type, and its clinical appearance is not specific to candidiasis. There-
fore, the identification of hyphal forms on a mucosal smear or biopsy and/or response to antifungal
therapy is important for confirmation.

e Angular cheilitis appears as erythema or fissures of the labial commissures and frequently accompa-
nies intra-oral candidiasis. In patients with deeply pigmented skin, depigmentation may occur.
Cytological smears of angular cheilitis are often negative for fungal hyphae. Angular cheilitis is
quite common among dental patients, regardless of HIV status and has been associated with certain
anemias and nutritional deficiencies, as well as poorly fitting dental prostheses. A response of the
lesions to antifungal therapy confirms the role of Candida in the etiology of this lesion.

Many effective treatments are available including topical azoles (miconazole, ketoconazole). Up to
14 days of treatment should suffice for most patients. Continuous prophylaxis is discouraged because
of possible development of refractory candidiasis.

Hairy Leukoplakia

Oral Hairy Leukoplakia (OHL) most commonly presents as a white, ragged, corrugated, or irregu-
lar lesion involving the lateral and dorsolateral tongue; lesions are typically bilateral, but may be uni-
lateral. OHL is caused by infection with Epstein-Barr virus (EBV) and histologically exhibits vacuolated
epithelial cells (koilocyte-like), and little or no inflammatory infiltrate in the underlying connective tis-
sue; hybridization techniques demonstrate EBV in biopsy specimens. Biopsy confirmation should be
considered if the diagnosis is in doubt or other diseases (e.g., carcinoma) are significant in the differ-
ential diagnosis. OHL is never seen in the normal population and is associated with defects in host
cellular immunity.

For some patients, hairy leukoplakia lesions may be cosmetically objectionable. Hairy leuko-
plakia has been treated successfully with oral antivirals (acyclovir 800mg gid x 2 weeks)-other
treatment options include topical tretinoin and podophyllin. Lesions generally recur following ces-
sation of treatment.

Oral Ulcers

The most commonly reported oral ulcers seen in patients with HIV are herpes simplex ulcers and
aphthous ulcers. Oral ulcers also may develop due to other opportunistic diseases, including CMV
infection, histoplasmosis, herpes zoster, and lymphoma. Ulcers associated with zalcitabine
(dideoxycytidine or ddC) and foscarnet also have been noted. With accurate diagnosis and appropri-
ate treatment, most oral ulcers resolve in a short time.

Herpes Simplex Ulcers

Oral ulcers caused by herpes simplex virus (HSV) occur as either primary infection (gingivostoma-
titis) or recurrent forms (herpes labialis and recurrent intra-oral herpes simplex ulceration). Primary
infection is most common in children and involves pharyngeal and oral mucosa, frequently with fever
and adenopathy, resolving in 10-14 days. Recurrent herpes labialis appears as a crop of vesicles that
coalesce and form an irregular ulcer on the vermilion of the lips or perioral skin. Intra-oral recurrent
herpes simplex infection presents as a localized crop of vesicles that characteristically form only on
keratinized mucosa. In immunocompetent individuals, these ulcers follow a predictable course and
usually resolve spontaneously in 7 to 10 days however in patients with advanced HIV infection ulcers
caused by herpes simplex infection tend to be persistent. In HIV-infected patients, persistent herpetic




lesions that do not resolve after 4 weeks fulfill the Centers for Disease Control and Prevention (CDC)
criteria for a diagnosis of AIDS.

Diagnosis of herpes labialis is generally clinical, however cultures and PAP smears of fresh lesions
may be diagnostic-serology is generally not recommended as a diagnostic tool. Systemic anti-viral agents
(usually oral acyclovir, valacyclovir or famciclovir) are preferred over topical agents.

Aphthous Ulcers

Increased frequency and severity of episodes of typical aphthous ulcers have been reported in
patients with HIV. Major aphthous-like ulcers, also called ulcerative stomatitis, present as painful, deep,
crater-like lesions that may extend through the epithelium into the connective tissues. These can be
quite large, often multiple and do not resolve spontaneously - there is subsequent scarring; associated
CD4 counts are in the range of 50 cells/mm’.

Minor aphthous lesions are small but painful and superficial, generally multiple and remain super-
ficial-these heal spontaneously and without scarring. These are similar to aphthous lesions seen in
non-HIV-infected individuals.

Topical corticosteroid gels, creams, and ointments, with or without adhesive bases, have been suc-
cessful in promoting healing and shortening the clinical course of recurrent aphthous ulcers, espe-
cially when applied in the prodromal stage of the lesions. However, the use of topical corticosteroids
may induce a secondary candidiasis. Oral thalidomide has been shown to be effective for the treat-
ment of non-resolving aphthous ulcers in HIV-infected patients.

Periodontal disease

HIV associated periodontal disease-due to alteration in the oral bacterial flora-is often rapidly pro-
gressive and unusually painful. Candida has been recognized in the initiation and progression of peri-
odontal disease in the HIV+ patient. Control requires professional treatment and conscientious oral
hygiene. Povidone iodine irrigation may help manage the acute disease state. Because of the severity
of the periodontal complications and the immunosuppression of the patient, antibiotics are often re-
quired for successful management. Metronidazole has been the most effective antibiotic.

The Role of the Medical Provider The Role of the Dental Provider
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with available primary care services for HIV-infected health care services, structural, finan-
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by the oral health care staff.
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health examination and to adhere to the oral health e The oral health care provider should
care provider’'s recommendations regarding appropri- promptly communicate to the
ate follow-up. patient’s medical provider any clini-
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e All medical health care providers should be aware of
oral health referral sources for patients under their
care.
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that the patient is under the care of a dental provider
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medical record.

e The medical provider should forward any requested

clinical information to the patient’s oral health care

i i i i From Oral Health Care for People With HIV Infection
prowder Ina tlmely fashion. (NYSDOH AI booklet, December 2001)




Patients with gingival disease may develop acute necrotizing ulcerative gingivitis (NUG). In some
HIV+ patients, this may progress to large ulcerations of the palate and gingival mucosa, termed “ne-
crotizing ulcerative periodontitis” or “NUP.” These extensions can be managed by aggressive systemic
antibiotic therapy. Biopsy should be considered to rule out lymphoma. These large ulcers are most
frequently seen when the patient’'s CD-4 count drops below 200. Once the acute infection is stabi-
lized, compulsive oral hygiene is essential to prevent recurrence.

Xerostomia

Xerostomia (dry mouth) may be due to medications or to HIV-related salivary gland disease. Bilat-
eral parotid gland enlargement can occur in both children and adults who are HIV positive. In some
patients, a complex similar to Sjogren’s syndrome has been described. The presence of xerostomia
increases the risk of the development of dental caries and periodontal disease.

For patients with xerostomia, additional measures should be employed to prevent dental caries
and periodontal disease. Such measures include topical fluoride therapy, chlorhexidine oral rinse, de-
creased sugar consumption, and meticulous oral hygiene. To ameliorate the dryness, artificial salivas
and sugarless chewing gum may be recommended.

Conclusion

The oral cavity provides a readily visible snapshot of the immunologic health of patients with the
appearance of some lesions (OHL and candidiasis) suggesting the need for HIV testing. For those HIV-
infected, oral pathology impacts health on many levels including altered nutritional status and reduc-
tions in overall quality of life. In light of the advances and promise of potent antiretroviral therapies,
monitoring and ensuring oral health is a necessary component of quality HIV care.

For further reading:
NY State AIDS Institute Guidelines are also available at: <www .hivguidelines.org>

Additional material is also posted at <www.critpath.org/daac> A useful Web site with some interac-
tion possible is: <www.hivdent.org>
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Continuing Education Test
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To earn credit:
1. Read the CME article.
2. Review the objectives

3. Study and apply the content to the objectives and to your practice.
4. Complete the Post-Test.

5. Return the completed test and evaluation form as directed at the bottom of the evaluation page.
Note: This CME activity and quiz is designated for 1 CME credit which expires February 2006.

Objectives: At the conclusion of this activity, the learner will be able to:
1. Describe common oral health needs of people with HIV/AIDS.
2. Determine prevalent clinical oral manifestations associated with HIV infection.

3. Discuss the diagnosis and management of soft-tissue lesions and periodontal disease encountered in
the care of HIV-infected individuals.

Select the best answer for each of the following.

1. Early manifestations of HIV are often oral lesions. These lesions can also be an indicator of dis-
ease progression.

[0 a. True
[l b. False

2. A 62-year-old black woman presents with oral candidiasis, depigmentation of her skin and poorly
fitting dentures. The physician should consider the following possible diagnosis: [Check all that apply.]
U a. Nutritional deficiencies
O b. Aemia
U c. HIV
O d. All of the above

3. What steps should each medical provider take to ensure that they are in compliance with the
NYS Oral Health Guidelines?

a. Integrate oral health care services with primary care.

b. Encourage all patients to schedule a semi-annual oral health exam.

c. Promote adherence to oral health care providers recommendations.

d. Document dental referrals and forward requested clinical information in a timely fashion.
e. All of the above.

I [y Iy

4. Oral Hairy Leukoplakia (OHL) is usually treated successfully with acyclovir 800 mg. qid x 2 weeks.
U a. True
U b. False

5. Ulcerative stomatitis is treated using the following methods: [Check all that apply.]
U a. No treatment needed — ulcers resolve spontaneously
O b. Metronidazole
0 c. Corticosteroid gels
O d. Oral thalidomide
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Evaluation of CME Activity

HIV Medical Alert February 2004 Vol. 8 Issue No. 1: Oral Health in HIV Disease
Overall Activity Needs
Excellent Good Fair Improvement

1. Was the subject matter well balanced in fact and theory? 1 2 3 4

2. Was the format clear and easy to read? 1 2 3 4

3. Did subject matter have sufficient detail? 1 2 3 4

4. Was subject matter valuable for practical application? 1 2 3 4

5. Were objectives listed on test page met? 1 2 3 4

6. Was the writer clear in content, sequence and style? 1 2 3 4

7. Overall program was? 1 2 3 4

Comments/Topic Suggestions:

PLEASE PRINT CLEARLY TO ASSURE ACCURATE DOCUMENTATION OF CME CREDIT

Profession: [J Physician (JpA Onp O cxm OrRN O ipN O Other

Name: County:

Organization

Address:
Street City/Town State/Zip

Signature
(Please sign legibly for CME records)

Return the completed test and evaluation form by June 30, 2004 to:
Catherine D. Cushing, RN, BSN,
Coordinator, HIV Clinical Education,
Upper Hudson Primary Care Consortium,
One Broad Street Plaza, P.O. Box 3253
Glens Falls, NY 12801
(518) 761-0300 Fax (518)792-4384




