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ORAL MANIFESTATIONS OF HIV INFECTIONS: 
WHAT YOU NEED TO KNOW



FUNGAL LESIONS 

    Pseudomembranous Candidiasis (Thrush)            
    
    Semi-adherent, whitish yellow, soft and creamy patches that are 

overgrowth of fungi mixed with inflammatory and desquamated 
epithelium cells. The white patches can be wiped off with a gauze 
swab, and underneath will appear a raw, reddish  and slightly 
bleeding surface. Other common locations for thrush occurrence 
are lip/cheeks, tongue, roof of the mouth and gums. 

    Erythematous Candidiasis (Atrophic Candidiasis)  
                                                                                  
A red, flat, subtle lesion frequently affecting different areas including 
the roof of the mouth,  dorsum of the tongue, cheeks and can be 
associated with desquamation and even with some whitish 
stippling. Unlike thrush, you cannot wipe the white spots off. 
Atrophic candidiasis may also present as a “kissing” lesion—if a 
lesion is present on the tongue, the roof of the mouth should be 
examined for a matching lesion, and vice versa. 



FUNGAL LESIONS 

    Angular Cheilitis (Perleche)                         
    
    A reddish fissuring at one or both corners of the mouth, with or 

without ulceration, and may be accompanied by subjective 
symptoms of soreness, tenderness, burning or pain. Often presents 
with xerostomia (dry mouth) and can also be also found in patients 
with ill-fitting complete dentures.

    Hyperplastic Candidiasis  (Candidal Leukoplakia)         
                                                                                     
White and hyperplastic in some cases whilst others may present as 
papillary (bubbly) hyperplasia. Associated with severe 
immunosuppression. They can’t be removed by scrapping like 
thrush and are often accompanied by a burning sensation and 
extreme xerostomia (dry mouth). Can be found in different areas of 
the mouth including the tongue and can be whitish in colour.  



VIRAL LESIONS

 	 Herpes simplex virus (HSV 1 & 2)                                   
    
	 A single or multiple vesicles (bubbles) typically ruptured causing painful 

ulcers. This may cluster or stay discrete. Lesions may extend to the labial 
(and perioral) skin, as well as widespread areas inside the mouth. We all 
carry the virus, but it can be activated by immunosuppression, certain 
foods, UV light, stress, fever, and trauma. Recurrent lesions are common. 

         Herpes zoster virus (Shingles)

    	 On the face: unilateral, with skin and mucosa  eruption 
of maculopapular, linear, clustered vesicles that appear 
along the course of one or more branches of trigeminal 
nerve of the face.

         Inside the mouth: present in the form of spread (ephemeral) 
vesicles, which break up and leave unilateral herpetiform 
ulcerations that are most commonly found in the roof of the 
mouth. The lesions can further extend to the bone and cause 
necrosis (bone infraction). 



VIRAL LESIONS 

	 Human Papillomavirus (HPV) 
    
 	 White or pink warts that are single or multiple. May be cauliflower-like, spiked, or 

raised with a flat surface anywhere in the oral cavity. Roof of the mouth, tongue 
and lips are most common areas affected. Oral warts are uncommon in 
immunocompetent individuals but are more likely to arise in those with 
concomitant HIV infection.

	 Cytomegalovirus (CMV)   
   		 	                                                                                                              

Ulcers that are painful, large, sharply demarcated, non-specific and punched-
out usually on the roof of the mouth or the gums but occasionally on the 
cheeks, lips, tongue, and pharynx with lack of surrounding swelling (edema). 
Their size can vary from a few millimetres up to several centimetres. 

	 Oral Hairy Leukoplakia                                                                   
	 	 	                                                                                	         
Slightly raised, painless, white, vertically corrugated hyperkeratotic striated 
lesion on the lateral border of the tongue. Sometimes on the dorsal or ventral 
tongue where it is usually flat and plaque-like, and on the cheeks. It tends to be 
whitish in colour.



BACTERIAL LESIONS 

	 Linear Gingival Erythema                                   
    
 	 Appearing as a distinct reddish (erythematous) band 2 to 3 mm in width along the 

gingival margin. Occasional gingival bleeding, often in the absence of plaque or 
dental calculus. 

	 Necrotizing Ulcerative Gingivitis                               
   		 	                                                                                                              

Very painful, swollen, red, bleeding gums with ulcers and foul mouth odour. 
Primarily caused by bacteria (gram-negative bacilli) and it is associated with 
severe immunosuppression. It causes rapid destruction of the gums (soft 
tissues).

 

 Necrotizing Ulcerative Periodontitis:                                                                                                   
                                                                                           
Severe deep-aching jaw pain can be one of the hallmarks. “Punched-out” 
dental papilla, soft tissue and bone necrosis, spontaneous bleeding, deep-
seated pain, mouth odour, reddish in appearance, spontaneous exfoliation of 
teeth, necrosis of the bone, and swelling are common. 



BACTERIAL LESIONS 

   Necrotizing Ulcerative Stomatitis                               
    
    Localized and acute, rapid, extensive, painful tissue destruction and 

necrosis from gums to adjacent mucosal and osseous tissues with 
foul mouth odour.

    Bacillary Angiomatosis                                     
                                                                                                

Oral lesions resemble Kaposi’s sarcoma with  painless, reddish, and 
slightly elevated soft tissue plaque or nodule. Roof of the mouth, 
cheeks, gums and tongue are the most common sites of this 
disease. This disease is also commonly found on skin as purplish 
red papules, plaques, and nodules as well.

 



NEOPLASTIC LESIONS 

 Kaposi’s Sarcoma                              
    
    Blue, red, or purple macules, papules, or patches on the palate 

(most commonly in the roof of the mouth, hard and soft palates), 
gums, cheeks, and/or tongue that may not blanch with applied 
pressure. Lesions are usually painless, but as they progress into 
unilocular or multifocal vascular soft tissue nodules and increase in 
size, patients may experience pain due to secondary trauma and 
ulceration. 

    Squamous Cell Carcinoma (cancer)                                         
         		                                                                                       

May present as leukoplakia (whitish), erythroplakia (reddish), or 
combination of both, or as ulcers or masses. They are most 
commonly found in the gums and lips, as well as any other area.  

 



LYMPHOMAS

 Non-Hodgkin’s Lymphoma                                
    
   Ulcerations or masses that are painful, firm, elastic, often reddish or 

purplish. They enlarge rapidly with the most common areas involved 
being the gums of the back teeth,  the roof of the mouth (soft 
palate), back molar area, tonsils areas and tongue. Such masses 
may be discrete (shallow) or large and multifocal.

    Salivary Gland Disease (SGD) and xerostomia (dry mouth)                                                                                    
         		                                                                                       

SGD: At the initial stages of HIV infection, even without 
immunosuppression, the parotid glands (in front of the ear) can grow 
with no apparent cause. It is painless bilateral parotid gland 
enlargement without signs of infection. This might cause facial 
disfiguration.   

	 Xerostomia (dry mouth): Patients living with HIV have higher rates of 
salivary flow reduction, which can lead to xerostomy (sensation of dry 
mouth). With low and no saliva, the mouth has lower capacity to fight 
off the acids produced by bacteria and patients might be at higher 
risk to develop tooth decay.  



OTHER ORAL LESIONS OF NO PARTICULAR CAUSATIVE AGENTS

	 Aphthous Stomatitis                                                                                     
    
 	 Oval ulcers with a bright red halo and  often clearly defined borders. Usually 

located on movable, nonkeratinized mucosa (cheeks) and also on the floor  of 
mouth (under the tongue), tongue, tonsils, under the lips, and roof of the mouth 
(soft palate). But it may appear anywhere. 

	 Neutropenic Ulcerations                                                                              
   		 	                                                                                                              

Very painful ulcerations that can appear on both keratinized and non-keratiniezd 
mucosa tissues (cheeks and gums). They are large and unusual-looking, or 
fulminant ulcers in the oral cavity that cannot otherwise be identified or 
explained as any other condition. 

	 Idiopathic Thrombocytopenic Purpura (ITP)                                                                                                                   
	 	 	                                                                                	            
Not related to any trigger (cause) in particular. The tongue can be one location, 
but it varies. It might require some blood work.   

	 Hyperpigmentation of the oral mucosa/cheeks                                                                                                                
	 	 	                                                                                	         
Appear as flat, brown or blue mucosal (cheeks) lesions. It can appear as       a 
patchy pigmentation of the oral mucosa, which is a common finding in dark-
skinned races. 



WHAT TO DO IF YOU FIND A LESION IN YOUR MOUTH, 
OR THE MOUTH OF A PATIENT?

✦   Having one of these infections does not necessary 
mean an HIV infection is the cause. 

✦   In most cases, these lesions disappear 
spontaneously after 15/20 days, but it is 
recommended you still see a health care 
professional.

✦   If they do not disappear, you should talk to your 
dentist or dental hygienist.

✦   Know the risks for HIV infection: try to always use 
protection and safe practices.

✦   Keep a balanced diet and brush and floss regularly. 
Dentures have to be clean daily as well.

✦   You might also discuss with your dentist or dental 
hygienist about getting tested for HIV routinely.

✦   Having one of these infections does not necessary 
mean your patient has HIV.

 
✦   In most cases, these lesions disappear 

spontaneously after 15/20 days.

✦   If a patient is diagnosed with one of these lesions, 
you might want to recommended a HIV test to your 
patient. 

✦   Have HIV testing resources, information and referrals 
in your office, at all times.

✦   Know the risks for HIV infection: be ready and willing 
to communicate them to your patients.

✦   It is valuable to consider that you may be the only 
healthcare provider your patient sees, this is why you 
play an important role in their health, and could 
ultimately help saves lives by knowing and providing 
information about HIV and HIV Testing. 

PATIENTS  ORAL HEALTHCARE PROVIDERS  
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