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Letters to the Editor/Stomatology
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Dear editor,

The article by Lima et al.1 published in a recent edition 
of your journal provides relevant information about 
the prevalence of oral manifestations in children 

infected by human immunodeficiency virus (HIV). The 
authors report that oral candidiasis and parotid hypertro-
phy are frequent oral changes. In this way, it is important 
to highlight “HIV-associated salivary gland disease” (HIV-
SGD), which is a term used to describe a salivary glands en-
largement and/or a reduction in the salivary function ob-
served in HIV-infected patients.2 

The salivary enlargement caused by HIV-SGD is usually 
a painless swelling that affects the parotid glands.3 Hyposa-
livation and its related symptoms, like xerostomia and dys-
geusia have been reported even in early phases of disease. In 
addition, sialochemistry changes may occur, such as reduc-
tion of lysozyme, lactoferrin and histatin-5 concentrations 
which are innate defense factors, and contribute to mucosal 
protection.4

The pathogenesis of the HIV-SGD is not well known. 

The reported causes are the presence of HIV in the salivary 
gland,5 adverse drug effects6 and viral infections.2 Other 
possible causes are diffuse infiltrative lymphocytosis syn-
drome,7 cystic lesions in the parotid gland, as well as cysts 
associated with malignant and benign neoplasms.8

Saliva stimulants such as bromhexine, pilocarpine, cevi-
meline and bethanechol may be used to control hyposaliva-
tion, although there are no published trials to improve hy-
posalivation in patients with HIV-SGD.5 Patients should be 
advised to seek routine dental examinations, and  maintain 
good oral hygiene, increase the water intake, stimulate sal-
ivary flow rates, have frequent topical fluoride applications, 
and use of salivary substitutes.9 The parotids swelling may 
sometimes improve with drug therapy, such as zidovudine 
and chlorambucil.10

In summary, impaired salivary function usually causes 
oral problems and needs to be detected early. Dentists need 
to be familiar with the possible clinical manifestations re-
sulting from the HIV-SGD and the prophylactic procedures 
to maintain oral health.
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