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ABSTRACT

Aim: This study aimed to describe certain common oral
manifestations during early childhood that should be known by
the pediatric dental surgeon.

Background: The correct diagnosis and treatment of oral
manifestations during early childhood is important for children’s
development. The pediatric dentist is responsible for maintaining
oral health in children, since they change constantly during their
development and growth.

Case report: Four cases of oral lesions are described, in which
the diagnosis and related approach for each one is reported.
The first was an acute primary herpetic gingivostomatitis, the
second, pseudomembranous candidiasis, the third, chickenpox
and the last was molluscum.

Conclusion: Professionals who treat children in this age group
must be able to diagnose and treat common oral manifestations
when necessary and should refer the child to a pediatrician for
effective treatment if the presence of any systemic alteration is
suspected.

Clinical significance: Pathognomonic signs of the most
common oral manifestations in early childhood should be known
by dentists to improve early diagnosis and proper management.
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BACKGROUND

In order to achieve and maintain oral health during early
childhood, it is important for the pediatric dentist to know
how to diagnose and treat oral manifestations in this age
group when necessary and refer the child to a pediatrician
for effective treatment, if the presence of any systemic

alteration is suspected. Thus, it is fundamental to understand
the child in a dynamic manner, acknowledging the constant
changes during his/her development and growth.1-3

Primary herpetic gingivostomatitis acute infection is
more frequent in the oral mucosa in children with herpes
simplex virus type 1 (HSV-1) and rarely in type 2 (HSV-2).1-3

Transmission occurs by direct or indirectly contact.1-3,5,6 In
addition, body fluids or crusted lesions are an important
transmission route.4 The clinical manifestations are preceded
by nonspecific symptoms, such as nausea, headaches,
irritability, fever and cervical adenopathy, which may last
a few days.1-3 The acute manifestation of the oral mucosa
presents as red and enlarged, with numerous vesicles that
rupture within 24 hours.7 The ulcers may coalesce to form
larger ulcers1 and gradually regress from 7 to 10 days,
without leaving a scar.2 Differential diagnosis includes
erythema multiform and necrotizing ulcerative gingivitis.8

Candidiasis is caused by fungi that normally inhabit the
oral cavity,9-11 presents with a white membrane composed
of cellular debris, bacteria and fungi. The causative agent
is Candida species, particularly Candida albicans or
Candida tropicalis. Under certain conditions, this fungus
presents the filamentous form (hyphae) in order to penetrate
into the mucosa.10,11 Neonatal infection occurs by direct
contact in the vaginal tract during birth. Pseudomembranous
candidiasis is one of the most common, with a predilection
for children with mild symptoms that are rarely painful.9,10

The diagnosis is obtained by clinical evaluation. It should
be noted that the entire white patch must be removable.9,11,12

Chickenpox is very common in children and a highly
contagious disease caused by the varicella-zoster virus
(VZV). The incubation period is approximately 2 weeks by
direct transfer or indirectly through contaminated objects.13

The prodromal period is characterized by headache,
pharyngitis, anorexia and fever in 80% of cases, followed
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by vesicular eruptions on the skin. The rash starts on the
trunk and spreads, involving the face, arms and legs. The
vesicular rash evolves rapidly, turning into pustules that
burst and form crusts. Primary manifestation in the oral
mucosa is characterized by multiple small vesicles located
mainly in the oral mucosa, palate and pharynx. The disease
is self-limiting (2-3 weeks), with latency in the sensory
ganglia manifested in the form of herpes zoster.14

Molluscum contagiosum is a viral disease that affects
the skin and mucous membranes throughout the body
(except the palms and soles). It is caused by the Molluscum
contagiosum molluscipoxvirus (MCV), which has four main
subtypes (I-IV).15 Transmission occurs through direct
contact with infected people or indirectly through
contaminated objects.15-17 In children, it usually affects
exposed parts of the body, like the face, arms and legs.
Clinically, small, sessile, firm papules are observed that can
be single or numerous, depending on the patient’s immune
status. The size varies from 1 to 2 mm, the lesions are self-
limiting and may regress after 6 to 9 months or up to
5 years.18 Differential diagnosis should include aspergillosis,
basal cell carcinoma, condyloma acuminatum, herpes and
varicella.18,19

The purpose of this study was to describe certain
common oral alterations during early childhood that should
be known to the pediatric dental surgeon.

CASE REPORT

A 14-month-old male baby presenting difficulty in feeding,
fever and lack of appetite in the preceding 2 days. The
extraoral examination revealed submental and
submandibular lymphadenopathy, perioral and intraoral
ulcerations, intense generalized gingivitis that bled
following the slightest touch and ulcers on the tongue and
mucous membranes, leading to a diagnosis of acute primary
herpetic gingivostomatitis (Figs 1A and B). Treatment was
directed toward relieving the acute symptoms and the child’s
mother was instructed to maintain fluid and food intake.
Due to the acute pain, the mother was also oriented to
improve oral hygiene, using a gauze moistened with
hydrogen peroxide diluted with filtered water (1:4),
combined with bicarbonate water,20 in order to reduce the
risk of secondary infection. Clinical improvement was
observed in a week and complete resolution occurred in 10
days.

A 2-month-old baby boy presenting white plaques was
observed disseminated throughout the oral cavity. Following
oral hygiene using gauze soaked in 0.9% saline, reddish
regions were observed. With the information obtained, a
diagnosis of pseudomembranous candidiasis was made

(Figs 2A and B). Treatment was based on oral hygiene with
bicarbonate water,20 three times a day for 10 days, and
topical treatment with an antifungal drug (nystatin), five
times a day for 10 days. The mother was informed about
the risks of pacifier use and adequate breast hygiene and
care. After 10 days of treatment was observed regression of
signs.

A 36-month-old female child presented facial and buccal
eruptions and fever during the preceding 3 days. The
following day, some lesions appeared on the body. Small
lesions were observed on the child’s body and an extraoral
examination revealed similar wounds in the perioral and
intraoral regions as well as occasional mucosal and tongue
ulcerations (Fig. 3). Chickenpox was diagnosed. Oral
hygiene was emphasized during treatment. After 10 days,
all the clinical symptoms were resolved.

A 36-month-old male child was attended following a
complaint of a ‘small ball in the corner of his mouth’. The
presence of onychophagia was observed, together with
similar lesions on the back and legs, which appeared after
attending swimming lessons for about 3 months and which
the child tried to remove with his fingernails. A pediatrician

Figs 1A and B: Acute primary herpetic gingivostomatitis
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DISCUSSION

Numerous studies have proven the importance of the
dentist’s participation during the diagnostic process of
numerous systemic diseases, resulting in an overview of
the patient’s condition, since the initial manifestation of
alterations can often occur in the oral cavity.12,15,19

Immunosuppression predisposes a child to candidiasis,
recurring aphthous ulceration, periodontal disease, herpes
simplex and glandular alterations, in agreement with the
results observed in these four case reports.

The incidence of primary infection with HSV-1 increases
after 6 months of age, peaking between 2 and 4 years old,3

though rarely before 6 months of age, as a result of the
mother’s circulating antibodies5 and the presence of lysine.21

In this case, primary herpetic gingivostomatitis was
observed at 14 months. Rest is frequently recommended as
well as antipyretics/analgesics to control fever and pain, in
addition to fluid intake in order to prevent dehydration. In
some cases, mild topical anesthetic, such as lidocaine
viscous, before meals might be necessary.22

Candidiasis is an opportunistic fungal infection that is
more common in pediatric patients with systemic changes.23

In poor socioeconomic conditions, the presence of angular
cheilitis in children may result from malnutrition and folic
acid, riboflavin and iron deficiencies.24 Candidiasis is
common in infants during periods of change in their dietary
habits or prolonged use of antibiotics and steroids.9,10,23 In
addition to the mouth, the lesions may extend to the pharynx
and lungs, with fatal consequences.10,22 When symptoms
remission does not occur or the patient’s immune system is
compromised, the use of systemic antifungal medications
is necessary.25 In this case, topical treatment and advice
regarding oral hygiene were proposed.

Figs 2A and B: Pseudomembranous candidiasis

Fig. 3: Chicken pox

Fig. 4: Molluscum

diagnosed the lesions as molluscum (Fig. 4). The mother
was oriented that the labial lesion was probably caused by
self-contamination by biting the contaminated nail. The
pediatrician suggested that the labial lesion could be
removed surgically or they could await regression. The
mother chose the second option.
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Regarding chickenpox, the diagnosis can usually be
made based on the history of exposure to VZV during the
preceding 3 weeks and the presence of the characteristic
skin rash.13,14 The treatment depends on the reaction of the
patient’s immune system. The use of aspirin as a fever
suppressant with chickenpox can contribute to Reye’s
syndrome (severe metabolic encephalopathy)26 and
acetaminophen is the drug of choice. The child had been
vaccinated previously and showed minimal symptoms.

Molluscum lesions are very common in children who
attend swimming pools15,17 and can be transmitted by
autoinoculation, as in our case, in which the child presented
onychophagia. In general, these lesions are asymptomatic,
similar to the present case; however, some cases present
itching and/or eczema.15,16 Depending on the patient’s
clinical status, the lesions can be removed surgically with
cryotherapy, chemically15,16 or by laser surgical
treatment.18 When the patient’s immune response is
normal, the lesions spontaneously regress,15-17 as occurred
in this case.

CLINICAL SIGNIFICANCE

Pathognomonic signs of the most common oral
manifestations in early childhood should be known by
dentists to improve early diagnosis and treatment.

CONCLUSION

Professionals who treat children in this age group must be
able to diagnose and treat oral manifestations when
necessary and should refer the child to a pediatrician for
effective treatment if the presence of any systemic alteration
is suspected.
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