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Diagnosing oral lesions in immunocompromised individuals: 
A case report with a review of literature
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Case Report

INTRODUCTION

Acquired immunodeficiency syndrome (AIDS) is 
a  manifestat ion of  infect ion with the human 
immunodeficiency virus (HIV). It is the fourth leading 
cause of  death worldwide and has been a pandemic 
since the 1980s. Although decades have passed since 
its first inception, early diagnosis of  the disease is often 
challenging. The HIV viral load and CD4+ lymphocyte 
count are the most commonly used methods for 
diagnosing HIV. However, there is often a delay in 
diagnosis, as patients remain asymptomatic or show 
self‑limiting manifestations such as fever, sore throat, 
headache, myalgia and arthralgia during the initial acute 
phase of  the disease which is often mistaken for common 
viral infections. There is also a lack of  viral antibodies 
in bodily fluids during the window of  infectivity, further 
delaying diagnosis.[1]

Oral lesions are often the first tell‑tale sign for HIV 
infections. Oral lesions are seen in 70%–90% of  all 
individuals with HIV. Numerous oral lesions have been 
associated with HIV infections, some lesions such as 
candidiasis being more common than others. Regular 
oral screening can aid in identifying such lesions allowing 
for early diagnosis of  HIV and help in monitoring the 
progression of  HIV in such individuals. We report 
a case of  a family who manifested with oral lesions 
consistent with HIV. A review of  literature on diagnosing 
immunocompromised individuals in clinical practice has 
also been summarized.

CASE REPORT

A  42‑year‑old male came to the Department of  Oral 
Medicine, with a chief  complaint of  growth and pain on 
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the lower lip for the past 1 year along with the burning 
sensation of  the oral mucosa. History revealed that the 
patient had a habit of  chewing tobacco three times a day 
for the past 15 years. The patient had a habit of  forming a 
quid and placing it in the lower labial vestibule for 15 min 
before spitting. The past medical and dental history was 
insignificant. On general examination, the patient appeared 
malnourished and poorly built.

On extraoral and intraoral examination, a single yellowish 
white cauliflower such as growth was evident on the left 
side of  the lower lip extending mediolaterally, 2 cm away 
from the midline of  the lower lip to the left commissure of  
the lower lip. The lesion extended intraorally into the labial 
mucosa and the labial vestibule extending anterioposteriorly 
from the mesial aspect of  32 to the distal aspect of  
33 [Figure 1]. The growth appeared sessile, was irregular 
in shape and roughly measured 5 cm × 3 cm in dimension. 
The mucosa over the growth also showed numerous 
papillary projections while the surrounding mucosa 
appeared normal. On palpation, the growth was mildly 
tender, had a rough texture and was firm in consistency. 
The left submandibular and submental lymph nodes were 
palpable, nontender and fixed.

A single irregular white patch was also evident on the right 
side of  the lower labial mucosa in relation to  41, 42. On 
palpation, the lesion was nontender, nonscrappable and 
was slightly elevated from the surrounding normal mucosa.

Based on the history and clinical features, the lesion on 
the lip and labial mucosa was provisionally diagnosed as 
verrucous carcinoma. The differential diagnoses such as 
proliferative verrucous leukoplakia, verrucous hyperplasia 
and oral squamous cell carcinoma (OSCC) were also 
suggested. The lesion on the right lower labial mucosa 
was provisionally diagnosed as chronic hyperplastic 
candidiasis/leukoplakia.

Exfoliative cytology revealed PAS‑positive hyphae admixed 
with exfoliated epithelial cells suggestive of  candida hyphae. 
The patient was advised routine blood investigation along 

with testing for HIV I and II. Blood investigation showed 
reduced white blood cell count and reduced lymphocyte 
percentage in the differential count. The patient was also 
found positive for HIV I and II.

An excisional biopsy was also carried out for the patient 
under local anesthesia to rule out the possibility of  OSCC 
and the excised tissue was submitted for histopathological 
examination.

On histopathological examination, the section showed 
hyperplastic parakeratinized stratified squamous epithelium 
overlying a mass of  connective tissue. The surface 
epithelium exhibited numerous surface projections that 
were covered by a thick parakeratin layer and also exhibited 
keratin plugging. The rete pegs were broad and tubular and 
had pushing borders extending deep into the underlying 
connective tissue. Mild dysplastic features were noticed 
without frank infiltration. The histopathology of  the lesion 
was suggestive of  verrucous carcinoma [Figure 2].

On confirming the diagnosis of  HIV, we then called 
upon the patient family for the examination. On general 
examination, the patient spouse appeared malnourished 
and poorly built. On intraoral examination, numerous 
diffuse white plaques were evident on the dorsal surface and 
lateral borders of  the tongue [Figure 3]. On palpation, the 
lesion was scrapable and nontender. Diffuse grayish white 
plaques admixed with red areas were also evident on the 
anterior part of  the hard palate [Figure 3]. On palpation, 
the lesion was nontender and scrapable. On examination of  
the gingiva, diffuse erythema was also noted in the marginal 
gingiva of  both maxillary and mandibular teeth [Figure 4].

Based on the history and clinical features, the lesion on the 
tongue was provisionally diagnosed as pseudomembranous 

Figure 1: Exophytic growth on the lower lip and labial mucosa Figure 2: Broad bulbous rete peg (Histopath, ×10)
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candidiasis, while the lesion on the palate was diagnosed as 
chronic multifocal candidiasis. The lesion on the gingiva 
was diagnosed as linear gingival erythema. The intraoral 
findings were consistent with the oral manifestation of  
AIDS, which raised our suspicion of  the possibility of  
HIV infection.

Exfoliative cytology was carried out, which revealed the 
presence of  thin slender PAS‑positive hyphae confirming 
the diagnosis of  candidiasis. The patient’s wife has also 
advised of  routine blood investigations and HIV screening, 
which revealed reduced lymphocyte count and positive 
reaction for HIV antibodies.

Both patients have advised antifungal medications for the 
management of  candidiasis and were referred to a general 
physician for the management of  immunodeficiency. The 
patients were under our follow‑up for 1‑year.

DISCUSSION

AIDS is an indicator of  infection with HIV and is 
characterized by worsening immune response which 
leads to a plethora of  clinical manifestations including 
opportunistic infections, secondary neoplasms and 
neurological signs and symptoms. Clinical manifestation 
often depends on the degree of  immunosuppression. 
Patients with a CD4+ count >500 cells/mm3 often 
remain asymptomatic, whereas patients who fall 
below this range develop symptomatic HIV infection. 
AIDS is diagnosed when the CD4+ count falls below 
200 cells/mm3.[2]

Oral manifestations are often the earliest signs of  HIV 
infection and because of  the ease of  examination of  
the oral cavity; they serve as ideal indicators for not only 
diagnosing HIV but also aid in predicting the progression 
of  the infection. Studies have shown that 90% of  all 
individuals with AIDS will manifest with at least one oral 
lesion during the course of  the infection.[3,4]

The most common oral lesion associated with 
HIV is oral candidiasis and seen in almost 90% of  
HIV‑positive individuals. Oral candidiasis can have 
a wide spectrum of  manifestations ranging from 
pseudomembranous to erythematous and hyperplastic 
forms. Pseudomembranous candidiasis has also been 
associated with declining immune status and is considered 
a forerunner of  severe immunodeficiency in patients 
with CD4+ counts <200 cells/mm3 and can thus aid in 
predicting the prognosis and progression of  the infection.[5] 
In our case as well, the female patient showed extensive 
manifestation of  pseudomembranous candidiasis involving 
the tongue and palate and was correlated with failing 
immune status.

Periodontal manifestations are seen in close to 80% of  
individuals with HIV.[6] Periodontal lesions include linear 
gingival erythema and necrotizing gingivitis/periodontitis. 
Diagnosing such lesions at the earliest is necessary to avoid 
disastrous repercussions such as necrotizing stomatitis. 
Dentists are often the first to encounter these lesions and 
can thus aid in diagnosing HIV in undiagnosed patients 
and prevent subsequent consequences.[7] In the current 
case, linear gingival erythema served as a clue in diagnosis.

Oral hairy leukoplakia (OHL) caused by Epstein‑Barr 
virus is prominently seen on the lateral borders of  the 
tongue as vertical corrugated white streaks. These lesions 
are seen in 50% of  individuals with AIDS and are more 
often noted in homosexual men. The presence of  OHL 
positively correlates with disease progression and is often 
noted during the later stages of  the disease.[8]

Kaposi’s sarcoma is a hematological malignancy that is 
most commonly encountered in AID and is caused by 
HHV8 infection. It is usually seen as reddish‑purple 
macules or nodules involving the palate and gingiva. 
These lesions may be seen in any stage of  the disease.[9] 
Non‑Hodgkin’s lymphoma is the second most common 
malignancy seen in AIDS. It is noted as a rapidly growing 
mass commonly seen on the gingiva, palate and tongue.[10] 
A biopsy is necessary for the definitive diagnosis of  both 
these lesions.

Figure 4: Linear gingival erythema

Figure 3: Pseudomembranous candidiasis involving tongue and palate
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Recurrent aphthous ulcers are idiopathic ulcers often seen 
on the nonkeratinized mucosa of  the oral cavity and may 
show a wide range of  clinical manifestations varying from 
minor aphthae, major aphthae to herpetiform ulcerations. 
Aphthous ulceration in HIV‑positive individuals is often 
extensive involving multiple sites or are often larger 
and irregular. These lesions are noted in patients with a 
CD4+ count <100 cells/mm3 and are markers of  HIV 
disease progression.[11]

Other viral infections associated with AIDS include herpes 
infections, human papillomavirus (HPV) infections and 
CMV infections. Herpes zoster infections manifest as 
unilateral blisters or ulcerations on the keratinized mucosa 
of  the oral cavity. CMV infections are seen as nonspecific 
ulcers of  the oral cavity and often require a biopsy of  
definitive diagnosis. HPV infections can be seen in the 
form of  lesions such as focal epithelial hyperplasia, verruca 
vulgaris, and condyloma acuminatum. These lesions arise 
due to defective innate and acquired immune responses to 
the viral pathogens in patients with AIDS.[12]

OSCC has also been reported in patients with AIDS. 
Impaired immunosurveillance is thought to contribute 
to the development of  cancer.[13] In the current case, the 
patient had verrucous carcinoma which is low‑grade warty 
variant of  OSCC. However, a direct link to HIV infection 
cannot be established as the patient has a habit of  pouching 
tobacco quid.

Other lesions less commonly associated include melanotic 
pigmentation and xerostomia which are often the 
consequences of  the therapeutic drugs taken for the 
treatment of  AIDS.

CONCLUSION

Dentists are often the first health‑care providers to 
encounter lesions within the oral cavity and all oral 
manifestations of  HIV, whether present individually or 
along with other lesions, must be looked upon with a high 
degree of  suspicion and diagnostic investigations must 
be prompted. Early recognition and treatment can reduce 
morbidity and mortality in such patients. This case report 
highlights the most common finding in HIV‑positive 
individuals to help the general dentist recognize and 
diagnose such lesions at the earliest.
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