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Abstract

A review is made of the late diagnosis of human immunodeficiency virus (HIV) infection, a subject of growing
interest in public health. It has been estimated that in Europe 30% of all HI V-infected people are unaware of their
seropositive condition, and this in turn is associated with a poorer long-term disease prognosis and an increased
risk of transmission to other individuals. The role of the dental surgeon in this context could be of great impor-
tance, since there are many oral lesions that can suggest the existence of underlying infection. The study also
addresses the controversial subject of rapid HIV testing, and whether these tests should be performed on a routine
basis in the dental clinic, or whether it is preferable to refer the patient to a specialized center.
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magnitude, risk factors and implications (AIDS), and to increased survival among HIV-infected
The natural course of HIV infection has changed no-  individuals HIV (). In the year 2009, the HAART re-
toriously as a result of the introduction of combina- sponse rate was very high, affording sufficient host im-
tion or hlgh]y active antiretroviral therapy (HAART), mune recovery to allow the control of opportunistic in-
which began to be administered in Spain in 1997. Such fections, thanks to the introduction of increasingly well
treatment has led to a drastic reduction in mortality as-  tolerated and simpler treatments such as the combina-
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tion of several drug substances in a single tablet (2).
However, despite initiatives to promote the early di-
agnosis of HIV infection in Europe in the last decade,
studies suggest that there is still a significant proportion
of individuals who are not aware of their seropositive
condition (3). In Europe, it has been estimated that 30%
of all HIV-positive subjects are unaware that they have
been infected (4), and that these individuals could be
responsible for almost 60% of all new infections (5).
At present, most cases of HIV infection in Spain are
found in heterosexuals and male homosexuals, and to
a lesser degree in intravenous drug abusers. Further-
more, at least 30% of all new diagnoses correspond to
individuals born outside the country (2,6). In relation to
the late diagnosis of HIV infection in Spain (CD4+ lym-
phocyte count < 350 cells/mm3), most cases correspond
to males over 50 years of age, intravenous drug abusers
or heterosexuals, and people born outside the country
(6). Based on this definition, and analyzing the data of
the adult seropositive cohort of the AIDS Investigation
Network (Red de Investigacion en SIDA, CoRIS), the
late diagnosis rate is about 48%, and affects mainly
males over 50 years of age, heterosexuals, and people
born outside of Spain (7).

These observations have important clinical and public
health implications. Late diagnosis is clearly associated
to a greater risk of progression towards AIDS and to in-
creased morbidity and mortality. In addition, HAART
toxicity increases in the presence of lower CD4+ lym-
phocyte counts at the start of therapy. Lastly, and no less
importantly, a delayed diagnosis implies a greater risk
of inadvertent HIV transmission (5,8).

Thus, a delay in diagnosing the disease is one of the
main challenges of the HIV epidemic today. The defini-
tion of “late diagnosis” has been the subject of debate
and controversy, though in Europe the term is taken
to imply patients who at the time of diagnosis present
CD4+ lymphocyte counts of < 350 cells/mm3, or show
clinical manifestations of AIDS (9).

Strategies for reducing the late diagnosis of HIV
infection: the role of the dental surgeon
Traditionally, HIV testing has been offered to people
and population groups at risk of becoming infected with
the disease, such as intravenous drug abusers, male ho-
mosexuals or immigrants from countries in which the
infection is very prevalent. Some studies indicate that
only one-third of all patients seen in the healthcare serv-
ices with suggestive clinical processes (clinical indica-
tors) or with risk behavior or risk factors are subjected
to serological testing for HIV (10). In addition, between
10-25% of all seropositive individuals do not refer ante-
cedents of risk behavior (11).

A number of initiatives have been launched in recent
years to improve the diagnosis of HIV infection. In the
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year 2006, the United States Centers for Disease Con-
trol (CDC) published recommendations for increasing
the early diagnosis of the disease and for expanding the
role of the healthcare professionals in reducing the high
rates of late diagnosis (12). These guidelines suggest that
healthcare professionals should recommend HIV test-
ing in all people between 13-64 years of age, as part of
routine healthcare practice. In order to eliminate poten-
tial barriers against HIV testing, the CDC also proposed
obviating the need for a “counseling pretest” and signed
informed consent form specific for HIV testing — without
this meaning that the test is no longer voluntary.
Posteriorly, the WHO/UNAIDS (13), some national
health agencies (14), and many medical societies (15),
unanimously recommended the routine prescription of
HIV tests in patients with clinical markers suggestive of
infection (i.e., with disorders “indicative” of underlying
HIV infection), or with individual behavioral or other
risk factors.

Recently, the European Center for Disease Prevention
and Control (ECDC), through its website (www.ecdc.
Europe.eu), has published a series of guidelines on HIV
testing in Europe (16).

The strategy adopted by the CDC is to perform general-
ized HIV testing of all people accessing the healthcare
system for any reason, and a number of studies have
established that this measure would be cost-effective in
regions where the prevalence of undiagnosed HIV in-
fection is over 0.1% (17). Cost-efficacy studies are being
carried out in the United Kingdom, and this strategy
has also been adopted in France with the purpose of re-
ducing delays in diagnosis (14,18). In Spain a study has
been made in Primary Care Centers of the Community
of Madrid, in the context of an infectious diseases se-
rovigilance survey — the observed prevalence of hidden
(i.e., undiagnosed) HIV infection being about 0.35%
(95%CT 0.13-0.57%)(19).

In any case, it is important to distinguish between HIV
testing offered to people with known risk behaviors or
as part of an antenatal screening program in pregnant
women and a diagnosis derived from the actual pres-
ence of clinical signs or symptoms of underlying HIV
infection. It is in this latter scenario where dental sur-
geons as well as other healthcare professionals may play
an important role. Many clinical and behavioral indica-
tors of underlying HIV infection (Tables 1 and 2) can be
used by dental professionals with the purpose of refer-
ring a patient for HIV testing or of performing rapid
HIV testing in the dental clinic itself (2).

Specific platforms have been created both in Europe
(“HIV in Europe”) and in Spain (“HIV in Spain 2009
and 2010”) to promote the early diagnosis of HIV, with
the support of the health authorities and the political and
social leaders. Specifically, in Spain these programs for
the early detection of HIV infection are supported by
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Table 1. Opportunistic infections or neoplasms suggestive of AIDS in
which HIV testing ALWAY'S must be recommended (2).

1.- Tracheal, bronchial or pulmonary candidiasis

2.- Esophageal candidiasis

3.- Invasive cervical carcinoma

4.- Disseminated coccidiomycosis

5.- Extrapulmonary cryptococcosis

6.- Cryptosporidiasis (with diarrhea for more than one
month)

7.- CMYV infection

8.- Retinitis due to CMV

9.- Encephalopathy due to HIV

10.- HSV infection (causing mucocutaneous ulceration
for over one month)

11.- Disseminated histoplasmosis

12.- Chronic isosporidiasis (over one month)

13.- Kaposi’s sarcoma

14.- Burkitt lymphoma or equivalent

15.- Immunoblastic lymphoma

16.- Primary cerebral lymphoma

17.- Infection due to M. avium-intracellulare or M.
kansasii (disseminated or extrapulmonary)

18.- Lung tuberculosis

19.- Extrapulmonary or disseminated tuberculosis
20.- Infection due to other mycobacteria (disseminated or
extrapulmonary)

21.- Pneumocystis jiroveci pneumonia

22.- Recurrent pneumonia

23.- Progressive multifocal leukoencephalopathy

24.- Recurrent sepsis caused by Salmonella species other
than S. typhi

25.- Cerebral toxoplasmosis

26.- Cachexia syndrome due to HIV

Inred: diseases that can be identified in a dental clinic; CMV: cytomega-
lovirus; HSV: herpes simplex virus; HIV: human immunodeficiency
virus.

the Secretariat of the National AIDS Plan (2), and are
targeted to all potentially implicated healthcare profes-
sionals — including dental surgeons.

Among the main conclusions drawn by the members
of the “HIV in Europe” platform held in 2007, mention
should be made of the following recommendations for
HIV screening in Europe:

(3)All healthcare professionals should be aware of the
need to perform HIV tests in more individuals, and
should be familiarized with the range of lesions in
which the prevalence of underlying HIV infection justi-
fies patient referral for testing.

(4)Certain healthcare professionals such as general prac-
titioners, dentists, dermatologists, specialists in sexually
transmitted diseases, gynecologists and emergency care
physicians should be specific targets for this type of initi-
ative, since they are more likely to be the first to encoun-
ter HI V-infected patients with comorbidities (8).
Furthermore, in the context of dental practice, the com-
mittee of the “HIV in Europe” platform considers that
as long as data are pending on the prevalence of HIV
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Table 2. Situations in which HIV screening is recommended (2).

1.- Any sexually transmitted infectious disease (syphi-
lis, gonococcus, Chlamydia, HPV, etc.)

2.- Sexual risk practices or sexual intercourse with
HIV-1 infected individuals

3.- Influenza syndrome with rash and/or adenopathies
4.- Long-evolving fever of unknown origin

5.- Onychomycosis

6.- Recurrent herpes simplex

7.- Herpes zoster or varicella

8.- Seborrheic eczema

9.- Psoriasis

10.- Oral candidiasis (PMC, EC, AC)

11.- Oral hairy leukoplakia

12.- NG, NP or LGE

12.- Hepatitis C

13.- Hepatitis B (HBsAg+)

14.- Leukopenia, lymphopenia, thrombopenia, anemia
(of no apparent cause)

15.- Elevated erythrocyte sedimentation rate

16.- Chronic or nonspecific diarrhea / Rapid weight loss
17.- Hodgkin lymphoma, Castleman’s disease

18.- Leishmaniasis

19.- Community-acquired pneumonia (prolonged, atypical
or recurrent)

20.- Respiratory infection due to Rhodococcus equi

21.- Dysphagia due to ulcerated lesions

22.- Infectious mononucleosis

23.- Patients with cervical or anal cancer

23.- All pregnant women*

(*) The prevalence in Spain is <1%, but the potential benefit for the new-
born infant justifies the recommendation of systematic HIV screening.

infection among patients with such comorbidities, the
presence of oral manifestations suggestive of underly-
ing HIV infection is indicative of the need to perform
diagnostic tests (8).

In addition, it must be taken into account that adults
over 20 years of age tend to visit their dentist more often
than their physician (20); as a result, dental surgeons
may have an important opportunity to detect underly-
ing HIV infection (21).

Orofacial clinical indicators suggestive of HIV
infection

From the start of the HIV epidemic, the oral cavity has
played an important role in monitoring the progression
of HIV infection through the appearance of specific le-
sions — fundamentally oral candidiasis (OC) and oral
hairy leukoplakia (OHL), which have been closely cor-
related to low CD4+ lymphocyte counts and high plas-
ma viral loads (22-24). Thus, it has been estimated that
over 90% of all AIDS patients present one or more oral
manifestations during the course of the disease, and
these manifestations are moreover often the first sign of
immune depression (25).
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On the other hand, the prevalence of specific lesions
such as OC, OHL and Kaposi’s sarcoma (KS) is dimin-
ished in patients subjected to highly active antiretrovi-
ral therapy (HAART)(26,27), while other oral lesions
such as papillomas and salivary gland disorders are in-
creased in such individuals - thus suggesting that they
may form part of an immune reconstitution syndrome
(IRS), secondary to the start of HAART (22,28).

In London in 1992 the World Health Organization
(WHO) and the EC -Clearinghouse developed a classifi-
cation based on the prevalence of oral manifestations in
HIV-positive patients. Three groups were established,
and in Group 1, corresponding to oral lesions common-
ly associated with HIV infection, the following condi-
tions are enumerated: pseudomembranous candidiasis
(PMC); erythematous candidiasis (EC); angle cheilitis
(AC); oral hairy leukoplakia (OHL); necrotizing gingi-
vitis (NG); necrotizing periodontitis (NP); linear gingi-
val erythema (LGE); Kaposi’s sarcoma (KS); and non-
Hodgkin lymphoma (NHL)(29).

Recently, the Oral HIV/AIDS Research Alliance
(OHARA), which forms part of the AIDS Clinical Tri-
als Group (ACTG) and was created in 2006 to inves-
tigate all orofacial aspects of HIV infection, has pub-
lished an update on the definitions of the oral manifes-
tations of HIV-positive patients. The update is based
on the 1992 classification of the EC — Clearinghouse,
and contemplates the clinical descriptors of the Group
1 oral lesions (1992) plus other conditions such as oral
papilloma, labial herpes, recurrent intraoral herpes and
recurrent aphthous stomatitis (since these disorders
are very prevalent in such patients). In addition, it ad-
dresses the symptoms of the patients and the duration of
the disease, if known. On the other hand, lesions such
as “nonspecific ulcerations” (NOS) have been merged
with “necrotizing ulcerative stomatitis” in order to fa-
cilitate the diagnosis for non-expert professionals. In
the same way, NG and NP have been merged, since they
cannot be distinguished by visual inspection if X-rays
and periodontal probing are not available. Another pro-
posed change is addition of the definition of oral squa-
mous cell carcinoma (OSCC) associated to HIV, since
there is evidence of an increased risk of OSCC in HIV-
positive individuals versus the general population. On
the other hand, division of the section “Salivary gland
disease” into two separate categories - “salivary hypo-
function” and “salivary gland swelling” - has been pro-
posed, since they may manifest independently in one
same patient (22).

A number of studies have reported that Group 1 oral
lesions, alone or in combination, could be used as diag-
nostic markers in the screening of patients suspected to
be seropositive for HIV (30,31), particularly in centers
with limited resources, or where patients are reluctant
to undergo HIV testing (32).
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In 1998, Robinson et al. (32) evaluated the usefulness of
oral lesions as predictors of underlying HIV infection
in populations with different prevalences of the infec-
tion. In the general population, where the prevalence of
HIV infection is low, the clinical diagnosis of Group
1 oral lesions alone was seen to be a poor predictor of
HIV infection, with many false positive results. How-
ever, the positive predictive value (PPV) increased on
using information from the medical records, such as for
example infection risk behavior. Thus, only 2.6% of the
individuals in England and Wales presenting oral le-
sions similar to OHL would have HIV infection, but in
the case of a homosexual male the PPV would increase
to 57.4%, and to 73.8% in the city of London (32).

In 2008, Bhayat et al. (30) carried out another study
attempting to predict HIV infection among dental pa-
tients who were unaware of their seropositivity. They
found that if a patient presented NG, the probability of
HIV infection was 40 times greater than in the absence
of NG (30).

This same group recently carried out a study to deter-
mine the prevalence of HIV infection and of Group 1
oral lesions among adults seen in a Primary Care Center
in South Africa. They examined a total of 522 patients,
and the prevalence of HIV infection was found to be
40%. Of these patients, 53% presented some Group
1 oral lesion — PMC and EC being the most common
findings. The Odds Ratio (OR) of having HIV infec-
tion in the presence of OHL was 38, versus 78 in the
case of multiple PMC plus OHL lesions. In patients with
combinations of multiple oral lesions, the mean positive
predictive value (PPV) and negative predictive value
(NPV) was 91.7% and 61.2%, respectively. The authors
therefore concluded that Group 1 oral lesions alone or
in multiple combinations can be reliably used as HIV
screening tools, particularly in centers with limited re-
sources, or where testing is little used or is very expen-
sive (33). In addition, they pointed out that the useful-
ness of these Group 1 oral lesions is limited by clinician
skill in being able to recognize and correctly diagnose
them. Thus, correct clinician training in the diagnosis
of these lesions is very important, since it may increase
the number of patients referred for HIV screening and
avoid a late diagnosis of this infection.

Based on the above data and on the review of the litera-
ture, table 3 proposes a series of orofacial manifesta-
tions suggestive of underlying HIV infection, including
not only the commented Group 1 oral lesions but also
the suggestions of the OHARA and those oral manifes-
tations of the most common sexually transmitted infec-
tions which we feel to justify the decision of the dental
surgeon to refer the patient for HIV testing (Table 3)
(Figs. 1,2).
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Table 3. HIV screening proposal based on orofacial manifestations suggestive of underlying HIV infection.

Oral candidiasis (PMC; EC; AC or multifocal candidiasis *)
Oral hairy leukoplakia
Periodontal lesions (LGE; NG; NP)

Xerostomia (salivary hypofunction)
Salivary gland swelling

recurrent intraoral herpes)
Aphthous lesions refractory to conventional treatment

Kaposi’s sarcoma Counseling:

Non-Hodgkin lymphoma

Oral lesions suggestive of sexually transmitted infection (syphilitic -Sexually transmitted disease clinics
chancre, gonococcal NG, lesions due to HPV such as papillomas or -Primary Care

condylomas, etc.) -Hospital

Secondary tuberculosis oral lesions (granulomatous ulcers) -Qualified NGOs

Long-evolving HSV lesions (> 1 month)(including labial herpes and Advance® + Counseling

Option 1: Refer patient for HIV screening +

Option 2: Rapid HIV test with Oraquick

risk behavior.

(*) Assess multifocal character of lesions due to Candida, as well as
the presence of different oral lesions in one same patient. The HIV
predictive value increases considerably if there is moreover also

PMC: pseudomembranous candidiasis; EC: erythematous candidiasis; AC: angle cheilitis; LGE: linear gingival erythema; NG: necrotizing gingivitis;
VHS: herpes simplex virus; HPV: human papillomavirus; NGO: non-government organization; NP: necrotizing periodontitis.

Fig. 1. Oral lesions found to be highly prevalent in HIV-positive pa-
tients. A) Pseudomembranous candidiasis (PMC) of the tongue and
bilateral angle cheilitis. B) PMC of the palate in the same patient as
before (multifocal candidiasis). C) Erythematous candidiasis (EC).
D) Necrotizing gingivitis. E) Oral hairy leukoplakia (right lateral
margin of the tongue). F) Oral hairy leukoplakia in the same patient
(left lateral margin).
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Fig. 2. Other oral lesions that may be found in HIV-positive patients.
A) Human papillomavirus (HPV) lesion. B) Lesion of the lateral
margin of the tongue due to recurrent aphthous stomatitis. C) Plas-
mablastic lymphoma of the palate. D) Secondary oral tuberculosis
lesion in an undiagnosed HIV-positive patient. E) Kaposi’s sarcoma
of the gums. F) Oral condyloma lesion of the palate.
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Rapid HIV testing in dental practice. Controver-
sial aspects

The CDC recommends that in order to improve preven-
tion and the results of combination antiretroviral therapy
(HAART), and to reduce HIV transmission, the places
where testing can be made should be diversified beyond
the usual settings — this in some instances including the
use of rapid tests (34).

Routine HIV diagnostic tests are predominantly carried
out using blood samples, and the results are obtained
within 10-14 days. Almost 30% of all tested individuals
fail to report to pick up their test results (35).

A rapid HIV detection test known as the Oraquick Ad-
vance® (Orasure Technologies, Bethelem, PA, USA)
has been approved by the United States FDA, and can
yield results in 20 minutes. This test detects antibodies
against HIV-1 and HIV-2 in gingival crevicular fluid
(GCF)(transudate), in whole blood from a finger prick
sample, in whole blood drawn from a vein, and in plasma
samples, based on ELISA technology (21). The test can
be used outside the traditional clinical office setting in
the United States, provided the clinician holds a special
certificate from the CLIA (Clinical Laboratory Improve-
ment Amendments) and is trained in performing the test
and in interpreting the results (35). As a result, this test
could easily be used in a dental clinic using GCF sam-
ples. In Spain a number of non-government organizations
(NGOs) have been using the test for several years.

The mentioned rapid test was evaluated by Debattista
et al. (2007) and by Wesolowski et al. (2006), yielding
a mean specificity and sensitivity of 100% and 98.3%,
respectively, and having been used in screening studies
in a number of countries (36,37). The reviewed studies
that have used this diagnostic kit have reported specifi-
city values of between 99-99.87%, and sensitivity values
in the range of 96-100% (38,39).

False positive readings are rare, particularly when sam-
pling has been correctly performed. In this context, the
sample consists of crevicular fluid (not saliva), which is
produced within the gingival sulcus between the tooth
and the gums. It has been estimated that there may be
1-2 false positive readings per 1000 tests. If incorrect
sampling is discarded, such false positive results may be
associated to the presence of antibodies in the GCF tar-
geted to other viral infections such as Epstein-Barr virus
or hepatitis A or B. Negative results should be regarded
as definitive (35). It is important to emphasize that a point
in favor of such testing is the fact that the dental surgeon
precisely knows the origin and the composition of the
crevicular fluid sample. This greatly facilitates correct
learning of the technique, eliminating errors that could
occur with other professionals by confusing crevicular
fluid with normal saliva — the origin and composition of
which is different (21). However, in addition to this as-
pect, it must be taken into account that any HIV test must
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be accompanied by patient information and consent both
before and after the test.

It is here where the discrepancies and controversial is-
sues appear. In effect, in a country such as Spain, where
almost all dental care is private, the following questions
could be raised, as has already been done by other au-
thors in the United States (21):

- Would dental surgeons have the ethical and profession-
al responsibility to offer rapid HIV tests to all patients,
considering the public health problem posed by the fact
that many HIV-infected individuals are unaware of their
seropositivity?

- Do dental surgeons have the training needed to perform
the rapid diagnostic test and interpret its results?

- Do dental surgeons have to offer patients pre-test coun-
seling and/or information?

- Should they refer the patient to the public healthcare
system for HIV testing in the presence of the abovemen-
tioned clinical and behavioral indicators?

In relation to this subject, mention should be made of
the many barriers facing rapid HIV testing in the dental
clinic, and which could be extrapolated to the situation
found in our country (40): (i) shortcomings in terms of
knowledge and adequate training in rapid HIV testing
among dental professionals; (ii) fear, concern or inexpe-
rience in giving bad news to patients; (iii) a lack of inter-
est in such testing among dental professionals; (iv) the
perception that HIV testing is not a competence of the
dental surgeon; (v) reluctance on the part of the patient to
undergo such a test in a dental clinic; and (vi) economical
and time issues.

On the other hand, it must be taken into account that dental
professionals in Spain work at different levels — fundamen-
tally in private practice, but also in Primary Care (PC),
University academic centers, and increasingly also in al-
ready established Hospital Departments of Stomatology
and existing and/or future Hospital Odontology Units.
This situation raises the hypothesis that rapid HIV test-
ing would be best performed by dental professionals
within the public healthcare system, particularly dentists
in Primary Care, after receiving adequate specific train-
ing in the technique and in the pre-test information given
to patients. Testing in this scenario would be justified by
the fact that many patients visit a dentist more often than
a physician. Another aspect to be considered is whether
it would be more advisable to include these aspects and
issues in the university training of future dental surgeons
— most of which will ultimately work in private practice.
In this context, the data obtained by Patton et al. in 2002 in
American universities are not very encouraging, since only
33% of the Dental Schools were found to include the legal
aspects of HIV screening in their curricula, and only 15%
informed their students of when to refer a patient for HIV
testing. Moreover, 63% of the surveyed Dental Schools did
not offer HIV testing to their own patients (40).
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Considering the above and based on the existing infor-
mation, we consider that the dental surgeon, in the same
way as in screening for oral cancer, could be a key ele-
ment in the early diagnosis of patients with underlying
HIV infection. Since the oral cavity is very accessible,
and many patients visit their dentist more often than their
personal physician, we feel that detection of the oral in-
dicators proposed in Table 3 would be strongly sugges-
tive of the need to refer the patient to Primary Care, to a
center specialized in sexually transmitted diseases, or to
a hospital center for due confirmation of HIV infection
and patient counseling.

In the not too distant future, dental professionals in
our country might adopt a more active role in the
early detection of HIV infection — though this will
require all aspects related to the rapid test to become
incorporated as part of the global competences of the
dentist, in the same way as performing a biopsy when
oral cancer is suspected. In this sense the study plans
of our Dental Schools will have to be updated, incor-
porating this new function to further implicate dental
surgeons in public health matters. Until then, a good
option would be to inform and enhance awareness
among the dental professionals of the problem posed
by late or delayed diagnosis in HIV infection and its
healthcare consequences, through the Professional
Dental Colleges network (2), the General Council,
Dental Schools, Scientific Societies, journals and
webpages of our discipline. Such information should
be conveyed not only to dental professionals but also
to patients who thus may begin to regard their “usual
dentist” as a healthcare professional concerned about
their general health — not only their dental health.

References

1. Pérez-Hoyos S, Ferreros I, del Amo J, Muga R, del Romero, de
Olalla PG, et al. Survival and progresion to AIDS in a seroconverter
cohorte in the post-highly active antirretroviral therapy era: effec-
tiveness goes on. AIDS. 2006; 20:289-91.

2. Gatell JM, Zulaica D, Robledo T, Del Romero J. Como promover y
facilitar el diagndstico precoz de la infeccion por el VIH-1; Papel de
los odontdlogos. Cient Dent. 2010;7(1):65-8.

3. Delpierre C, Dray-Spira R, Cuzin L, Marchou B, Massip P, Lang
T et al. Correlates of late HIV diagnosis: implications for testing
policy. Int J STD AIDS. 2007;18:312-7.

4. Hamers FF, Phillips AN. Diagnosed and undiagnosed HI V-infect-
ed populations in Europe. HIV Med. 2008; 9:6-12.

5. Marks G, Crepaz N, Janssen RS. Estimating sexual transmission
of HIV from persons aware and unaware that they are infected with
the virus in the USA. AIDS. 2006;20:1447-50.

6.Vigilancia epidemiologica del VIH en Espafia. Valoracion de los
nuevos casos de VIH en Espaiia a partir de los sistemas de notifi-
cacion de las CCAA. Periodo 2003-2009 [Acceso 14 Diciembre
2010]. Disponible en http://www.isciii.es/htdocs/pdf/nuevos_diag-
nosticos_ccaa.pdf

7. Sobrino-Vegas P, Garcia-San Miguel L, Caro-Murillo AM, Miro
JM, Viciana P, Tural C, et al. Delayed diagnosis of HIV infection in
a multicenter cohort: Prevalence, risk factors, response to HAART
and impact on mortality. Curr HIV Res. 2009 Mar;7(2):224-30.

8. Gazzard B, Clumeck N, d’Arminio Monforte A, Lundgren JD.

e407

Early detection of HI'V in dental practice

Indicator disease-guided testing for HIV-the next step for Europe?.
HIV Medicine. 2008;9: 34-40.

9. Antinori A, Coenen T, Costagiola D, Dedes N, Ellefson M, Gatell
J, et al. Late presentation of HIV infection: a consensus definition.
HIV Med. 2011;12:61-4.

10. Owens DK, Sundaram V, Lazzeroni LC, Douglass LR, Tempio P,
Holodniy M, et al. HIV testing of at risk patients in a large integrated
health care system. J Gen Intern Med. 2007;22:315-20.

11. Chou R, Huffman LH, Fu R, Smits AK, Korthius PT, US Preven-
tive Services Task Force. Screening for HIV: a review of the evi-
dence for the U.S. Preventive Services Task Force. Ann Intern Med.
2005;143:55-73.

12. Branson BM, Handsfield HH, Lampe MA, Janssen RS, Tay-
lor AW, Lyss SB, et al. Revised recommendations for HIV testing
of adults, adolescents and pregnant women in heath care settings.
MMWR Recomm Rep. 2006; 55:1-17.

13. World Health Organization (WHO).Guidance on provider-
initiated HIV testing and counselling in health facilities. [Acceso
14 de diciembre de 2010]. Disponible en: http://whqlibdocwhoint/
publications/2007/9789241595568 eng pfd 2007 www.bma.org.uk/
ap.nsf/Content/stiup06 March 2006.

14. UK National Guidelines for HIV testing 2008. [Acceso 14 de
diciembre de 2010] Disponible en: http://www.bhiva.org

15. Qaseem A, Snow V, Shekelle P, Hopkins R, Owens DK, Clini-
cal Efficacy Assessment Subcommittee, American College of Physi-
cians. Screening for HIV in Health Care Settings: A guidance state-
ment from the American College of Physicians and HIV Medicine
Association. Ann Intern Med. 2009;150:125-31.

16. ECDC Guidance. HIV Testing: increasing uptake and ef-
fectiveness in the European Union. [Acceso 14 de diciembre
de 2010]. Disponible en: http:/ecdc.europa.eu/en/publications/
Publications/101129 GUI_HIV _testing.pdf

17. Sanders GD, Bayoumi AM, Sundaram V, Bilir SP, Neukermans
CP, Rydzak CE, et al. Cost-effectiveness of screening for HIV
in the era of highly active antiretroviral therapy. N Engl J Med.
2005;352:570-85.

18. HIV infection screening in France. Screening strategies. [Acceso
7 de febrero de 2011] Disponible en: http://www.has-sante.fr, 2009
19. Moreno S, Ordobas M, Sanz JC, Ramos B, Astray J, Ortiz M,
et al. Prevalencia de infeccion por VIH no diagnosticada en la pob-
lacion de Madrid: evidencia de la necesidad de programas de diag-
nostico eficaces. II Congreso Nacional de GESIDA, 30 Nov 2010.
Enfermedades Infecciosas y Microbiologia Clinica. 2010;28(2):3.
20. National Center for Health Statistics National Health and Nu-
trition Examination Survey (NHANES) 1999-2004.[Acceso 14 de
diciembre de 2010]. Disponible en: http://www.cdc.gov/nchs/nhanes.
htm

21. Vernillo AT, Caplan AL. Routine HIV Testing in Dental Practice:
Can we cross the rubicon?. J Dent Educ. 2007;71:1534-9.

22. Shiboski CH, Patton LL, Webster-Cyriaque JY, Greenspan D,
Traboulsi RS,Ghannoum M,et al. Oral HIV/AIDS Research Al-
liance, Subcommittee of the AIDS Clinical Trial Group. The Oral
HIV/AIDS Research Alliance: updated case definitions of oral dis-
ease endpoints. J Oral Pathol Med. 2009 Jul;38(6):481-8.

23. Glick M, Muzyka BC, Lurie D, Salkin LM. Oral manifestations
associated with HIV-related disease as markers for immune suppres-
sion and AIDS. Oral Surg Oral Med Oral Pathol. 1994;77:344-9.

24. Patton LL, McKaig RG, Eron JJ Jr, Lawrence HP, Strauss RP.
Oral hairy leukoplakia and oral candidiasis as predictors of HIV vi-
ral load. AIDS. 1999;13:2174-6.

25. Pindborg JJ. Classification of oral lesions associated with HIV
infection. Oral Surg Oral Med Oral Pathol. 1989;67:292-5.

26. Ramirez-Amador V, Esquivel-Pedraza L, Sierra-Madero J,
Anaya-Saavedra G, Gonzalez-Ramirez I, Ponce-de-Leon S. The
Changing Clinical Spectrum of Human Immunodeficiency Virus
(HIV)-Related Oral Lesions in 1,000 Consecutive Patients: A 12-
Year Study in a Referral Center in Mexico. Medicine (Baltimore).
2003;82:39-50.

27. Greenspan D, Gange S, Phelan J, Navazesh M, Alves ME,



Med Oral Patol Oral Cir Bucal. 2012 May 1;17 (3):e401-8.

MacPhail LA et al. Incidence of oral lesions in HIV-1-infected wom-
en: reduction with HAART. J Dent Res. 2004;83: 145-50.

28. Greenspan D, Canchola AJ, MacPhail LA, Cheikh B, Greenspan
JS. Effect of highly active antiretroviral therapy on frequency of oral
warts. Lancet. 2001;357:1411-2.

29. Classification and diagnostic criteria for oral lesions in HIV-infec-
tion. EC-Clearinghouse on oral problems related to HIV infection and
WHO collaboration centre on oral manifestations of the immunodefi-
ciency virus. J Oral Pathol Med. 1993;22:289-91.

30. Bhayat A, Yengopal V, Rudolph MJ, Nemutandani MS. Predict-
ing HIV in a public dental facility using Group I Oral Lesions. SADJ.
2008;63:538-43.

31. Ttula PF, Mackenzie SB, Lewis K, Mortimer PP. Orofacial manifesta-
tions and seroprevalence of HIV infection in Namibian dental patients.
Oral Dis. 1997;3:S51-3.

32. Robinson PG, Challacombe SJ, Sheiham A. Oral examination: a
screening tool for HIV infection?. Sex Transm Inf. 1998;74:345-8.

33. Bhayat A, Yengopal V, Rudolph M. Predictive value of group I oral
lesions for HIV infection. Oral Surg Oral Med Oral Pathol Oral Radiol
Endod. 2010;109:720-3.

34 Kaplan JE, Benson C, Holmes KH, Brooks JT, Pau A, Masur
H;Centers for Disease Control and Prevention (CDC); National Insti-
tutes of Health; HIV Medicine Association of the Infectious Diseases
Society of America.Guidelines for prevention and treatment of oppor-
tunistic infections in HIV-infected adults and adolescents. MMWR Re-
comm Rep. 2009;58:1-207.

35.- Glick M. Rapid HIV testing in the dental setting. J Am Dent
Ass0¢.2005;136:1206-8.

36.- Debattista J, Bryson G, Roudenko N, Dwyer J, Kelly M, Hogan P,
et al. Pilot of noninvasive (oral fluid) testing for HIV within a clinical
setting. Sex Health. 2007;4:105-9.

37.-Wesolowski LG, MacKellar DA, Facente SN, Dowling T, Ethridge
SF, Zhu JH, et al. Post-marketing surveillance of OraQuick whole blood
and oral fluid rapid HIV testing. AIDS. 2006;20:1661-6.

38.-Hunt AJ, Connell J, Christofinis G, Parry JV, Weatherburn P, Hick-
son FC, et al. The testing of saliva samples for HIV-1 antibodies: reli-
ability in a non-clinic setting. Genitourin Med. 1993;69:29-30.
39.-Bhore AV, Sastry J, Patke D, Gupte N, Bulakh PM, Lele S, et al.
Sensitivity and specificity of rapid HIV testing of pregnant women in
India. Int J STD AIDS. 2003;14:37-41.

40.-Patton LL, Santos VA, McKaig RG, Shugars DC, Strauss RP. Edu-
cation in HIV risk screening, counseling, testing and referral: survey of
U.S. dental schools. J Dent Educ. 2002;66:1169-77.

Acknowledgements

All the clinical images correspond to patients seen in the Department
of Medicine and Orofacial Surgery of the Dental School of Madrid
Complutense University, and in Sandoval Primary Care Center of the
Community of Madrid.

e408

Early detection of HI'V in dental practice



