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Summary

Human immune deficiency virus (HIV) infection is onc of
the most devastating infection in modern times. Oral mani-
festations of HIV infcction occur in approximately 30-80%
of patients infccted with this virus and the factors. which
predisposc to these lesions include: CD4 count less than
2()()cglls/mm . viral load. xcrostomia. poor oral hygicne and
§mokmg. These manifestations have subsequently become
important entry criteria for: clinical trials of various thera-
peutic regimes. prophylaxis of HIV related opportunistic
infections. anti-retroviral trials and vaccine studies. Over
a six month period. all newly diagnosed HIV/AIDS pa-
tients attending the Special Treatment Clinic at the
Haematology Department of the University College Hos-
pital. Ibadan. Nigeria were recruited into this study before
anti-retroviral therapy was commenced. As part of the gen-
cral physical examination of thesc patients. a thorough
orofacial evaluation was also carried out and the findings
were documented. The most prevalent orofacial lesions
were candidiasis. xerostomia. melanotic hyperpigmenta-
tion and herpetic ulcer among others. The aim of this study
was to evaluate the pattern of oral lesions found in pa-
tients who were newly diagnosed as having HIV infcction
prior to commencement of anti-retroviral drugs and relate
these lesions to the age. sex and occupation of the pa-
tients. These findings may suggest the likelihood that there
is a pattern of oral manifestation of HIV infection.

Keywords: HI1 AIDS, orofacial manifestations, disease
progression, Nigeria

Résumé
L infection du virus immunodeficient acquis(VIH) est unc
des infection les plus dévastatrice des temps modernc.
Les manifestations orales de | infection du VIH apparaicnt
approximativement a 30-80% des paticnts infcctés ct les
facteurs qui prédisposent ces 1ésions inclus:le taux des
CD4 moins de 200cellules/mm. le taux viral.la xérostomic. la
mauvaisc hygiéne oralc et la cigarctte. Ces manifestations
sonl dpvcnues des important critéres d entrc des patients
en regimen thérapeutiques. la prophylaxic du VIH liés aux
l'nfccuons opportunistes. les essiaies antirctroviral ct les
¢tudes des vaccines. Durant unc période 6 moins tous les
nouveaux patients ayant le HIV/SIDA diagnostiqués au
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département d hématologic au Centrc hospitalicr
Universitaire, Ibadan, Nigéria commencaicnt au spécial
traitement clinique d anti-rétroviral. Aprés unc examina-
tion clinique géneralce des paticnts une ¢valuation orofaciale
¢lait aussi faite ¢t les données documentées.Les Icsions
orofaciale plus prévalent élaient : le candidiasc. la
xérostomic.l hyperpigmentation mélanoique ct I ulcére
herpetique. Le but de cette étude était d évaluer la
fréquence des Iésions orales trouvées aux paticnts qui
¢laient nouvelement diagnostiqués ayant le VIH a la prisc
des médicaments anti-rétroviral et licr ces Iésions par rap-
port a | age . au sexc et a | occupation du patient. Ces
résultats sugérent la grande probabilité de Is fréquence
des manifestations orales de | infection VIH.

Introduction

Human immunodeficiency virus (HI'V) infection is one of
the most devastating infections in modern times. If un-
treated. almost all the patients with HIV infection will ulti-
mately develop the dreaded Acquired IImmunodeficiency
Syndrome (AIDS). AIDS is a disorder of the cell-mediated
immunity. characterized by opportunistic infections. ma-
lignancies. ncurological dysfunction and a varicty of other
infections and it is the most severe manifestation of a spec-
trum of HIV related conditions [1].

An estimated 40.3 million HIV infections and 10
million AIDS cases have been reported worldwide. The
brunt of the discase is largely borne by communitics in the
sub-Saharan Africa where an cstimated 28 nullion people
are living with HIV/AIDS [2]. In Nigenia. there is a median
prevalence of 5.0% HIV/AIDS cascs spreading largely
through unprotected sex in heterosexuals. The estimated
figure of people infected with HIV/AIDS in Nigeria was
3.8million at the end of the vear 2005 as reported by
UNAIDS/WHO [3].

Oral manifestations of HIV infection occur in ap-
proximately 30-80% of all affected patients. and the fac-
tors. which predispose to the expression of these lesions
include: CD4 count (<200 cells/mm). viral load. xcrostomia.
poor oral hygiene and smoking [2.4.5.6.7]. These mani{cs-
{ations have been important entry criteria for clinical trials
(and cnd point in these trials) as well as for vaccinges stud-
ies. .

A possible explanation for lhcsc; oral lcsions 15
probably related to the cvcr-pntcscnt potentially path.ogc'lilclz
flora of the oral mucosa, saliva, dental plaguc. ginghva

crevice. tonsils and pharynx. Howecvcer. lh.csc sccnn‘ngl_\
normal commensals become invasive or \’ll"lllC!ll as a .rc-
sult of weakened immune defenses [4.6.8]. Besides being
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indicators of progression to AIDS defining conditions.
these oral lesions are universal components of HIV classi-
fication and staging schemes [4.5.6.8).

Thesc oral lesions include: fungal infections. bac-
terial infections. viral infections. ncoplasm and miscella-
neous conditions like hypermelanotic pigmentation of the
oral mucosa. which though present in people not infected
with HIV. occur more frequently and more scverely in pa-
tients affected with HIV infection [9].  Variations in the
presentation of and the incidence of various orofacial le-
sions in different parts of the world have been reported
[10.11.12].  However. data on the pattern. age and sex
distribution of orofacial manifestations of HIV/AIDS in
Nigeria is sparsc. despite the fact that these lesions arc
very relevant in the diagnosis and management of this
condition. This prospective study was designed to pro-
vide additional bascline information on the pattern of
orofacial lesions in patients with newly diagnosed HIV
infections in Southwestern Ni geria.

Patients and method

Consccutive newly diagnosed patients with HIV/AIDS
infection who were enrolled for management at the Special
Treatment Clinic. in the Hacematology Department of the
University College Hospital. Ibadan for a period of six
months were entered into the study. Ethical approval was
given along with that approved for the Special Treatment
Clinic by the University of Ibadan/U niversity College Hos-
pital. Ibadan. Institutional Review Committee and informed
consent was obtained from all the patients.

Orofacial evaluation was carried out using dis-
posable oral examination set under natural lighting and
pen touch (the universal precaution technique was strictly
adhered to) and the findings were documented as part of
the routine general examination of the patient. Dental treat-
ment and follow-up were instituted where necessary and
the data collected included: patient’s biodata and classifi-
cation of the oral lesions. The diagnosis of the orofacial
Iesions were made using the criteria established by the
EEC - Clearinghousc and WHO [1.12].

Results

The data from this descriptive study was analyzed using
SPSS version 10. Within the period of study. a total of 150
consecutive patients were seen in the special treatment
clinicand 126 patients consented to detailed orofacial ex-
amination. All the patients were Ni g;ﬁans and these were
50(39.7%) males and 76(60.3%) females with agesranging
from 1t0 63 years (mean age of 34.6 years SD+10.2 and a
median age of 33 years). Seventy six (60.3%) patients were
married, 39(31.0%) were single, 2(1.6%) were divorced and
9(7.1%) were widowed. In all, there were 279 lesions with
some patients presenting with more than one lesion. The
age / sex distribution of the lesions are shown in Table 1.
The commonest Iesion in both sexes and ages is candidi-
asis (with a female preponderance between the ages of 21
and 40 years (Table 1)) and the predominant varicty is the

pseudomembrancous type. In paticnts with candida infec-
tion. traders and married women were the most commonly
affected (Table 2). and with respect to the occupation of
the infected patients. traders were noted to be the most
commonly infected (Table 3).

Discussion

Orofacial lesions arc associated with various immunosup-
pressive conditions like diabetis mellitus. malnutrition (pro-
tein cnergy deficiency states). stressful conditions and
HIV infections [11]. Oral lesions in HIV/AIDS infections
arc fundamental components of discase progression or
immunc suppression as measured by the CD4 count [4.7].
Previous studies on HIV/AIDS related oral lesions con-
sidered specific categories of patients with cmphasis on
the influence of antiretroviral drugs. infection in women
and likewisc infections in homoscxuals [5.8.13]. In Tai-
wan. Chiang et al reported that oral leukoplakia was the
most common lesion. while in the United State of America
Flaitz and Hicks and Brady ef a/ found that oral candidi-
asis was the most prevalent oral lesion in children and
African — American women [14.15.16]. In Brazilian chil-
dren infected with the HIV infection. Magalhacs ¢f al ob-
served angular cheilitis to be (he most common lesion 1n
their study [17]. In the previous studics. some of the ex-
aminations of oral lesions in patients with HIV/AIDS in-
fection were carried out by non-dental personnel thereby
casting doubts over their findings [4].

Oral lesions associated with HIV/AIDS have been

said to occur between 30 to 80 percent of patients with this
infection [5.10). Late presentation. a high viral load and
lower innate immunity as a result of environmental and
dictary factors arc other possible reasons for the wide dif-
ferences in the observed incidence of the orofacial mani-
festation of HIV/AIDS [18].
Fungal infections have been found to be prevalent in pa-
tients with HIV/AIDS, and these have been attributed to
excessive use of antibiotics to combat bacterial infections
or are as a result of cross infection following poor per-
sonal hygiene [19.20]. In this study. candidiasis was the
most common infection occurring in 80(63.0%) of the pa-
tients and the most prevalent was the pscudomembranous
type. which is closely related to poor immune status [18].
However, other studies in the Caucasian population re-
ported lower values of 25% and 23.2% respectively [4]
This disparity may be due to the fact that antibiotic abuse
is less common in the western world where their use is well
controlled.

Xcrostomia, which is commonly found in asso-
ciation with candidiasis. occurred in 49(17.6%) cascs. This
is lower than the value of 29% in the cascs reported by
Younai et al [21]. However, parotid enlargement occurred
in 5(4.0%) cases in this study. Melanotic hyper pigmenta-
tion occurred in 35(27.8%) patients and these newly emerg-
ing macules are attributed to an increase in the amount of
melanin pigment in the basal cell layer of the epithelium
and underlying conncctive tissue. This lesion has been
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Table 2:  Relationship between occupation and martial status with respect to candida infection

Occupation Erythematous Psendomenbranous Erythematous and Angular Total
type Psendomembranous Chelitis
Technician 2 9 I I 13
Nurse 0 2 0 0 2
Student 0 4 0 0 4
Farmer 0 0 0 0 0
Civil scrvant 4 6 0 0 10
Trader 7 26 4 0 3
Business man 1 5 0 1 7
Driver 0 1 0 2 3
Unemployment 1 0 0 0 1
Soldier 0 9 0 0 2
Cleric 0 1 0 0 l
Total 80
Marital status
Single 4 16 0 l 21
Married ;- 35 5 2 49
Divorced 1 ] 0 0 2
Widow 3 4 0 | 8
Total 15 36 5 4 80
Table 3:  Occupation of the patients with newly [20]. There was onc case of viral warts in our.slud_\' and
diagnosed HIV infection this could be attributed to the fact that the patients were
recently diagnosed HIV positive and not frank AIDS cases.
Occupation Frequency % Hairy leukoplakia. an oral Iesion that results from
Epstein-Barr virus (EBV) infection and often associated
Technician 19 15.08 with immune deterioration [4.5] was found in 2(1.59%) pa-
Nurse 2 1.59 tients. This finding is similar to that reported in India by
Student 12 952 Raganathan [12]but it is at variance with the finding in the
Farmer | 0.79 Caucasian population where an incidence of 17% was re-
Civil servant 21 1667 ported by Glick e al [4].
Trader 46 36.51 Although linear gingival crythema (LGE) and ne-
Business man 9 7.14 crotizing ulcerative periodontitis (NUP) are the common
Driver 5 3.9 variants of HIV related periodontitis. the prevalence of
Unemployemnt 0 476 thesc lesions remains unclear. In this study. HIV related
SOld.'er 4 3.17 periodontitis were found in 16(12.7%) patients. Glick ¢f a/
'?okt:'?lc : 0.79 [4] reported a prevalence of 6.3% for NUP in their scrics
: 126 100

observed both during and after treatment with anti-
retroviral drugs in the Caucasian population [2.5.19] but
Its prevalence in the general population is said to be unde-
termined and the actiology is still unclear.

. Another well-cstablished AIDS-definding lesion
is l'hc human papilloma virus infection, which may be a
solitary Iesion or may present as florid numcrous'snmll
prgwclions. InHIV/AIDS infcction, its prevalence is noted
o lx}c{rcasc in paticnts on anti-retroviral drugs | 19.22]. In
addition, the incidence of salivary gland discases has also
been found 1o be on the increase since the HAART cra

and suggested that this lesion (NUP) was associated with
alow CD4 count (<200cells/mm3).

Conclusions
Oral and orofacial manifestations may be onc of the carly

signs of HIV/AIDS infection and therefore. there is the
need for practitioners to be familiar with these lesions so
as (o assist in carly diagnosis and subscquent trcatment
of these patients. It is thercfore pertinent that thorough
oral examinations should be an essential component in the
assessment and management of HIV/AIDS patients.
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