


Viral Ulcerations of the Palate: A Case of Paediatric Herpangina with Literature Review
Abstract 
Herpangina is a common viral illness in children, most often caused by Coxsackievirus and other enteroviruses, and is characterized by fever and vesicular or ulcerative lesions in the posterior oral cavity. We report a case of herpangina in a 7-year-old boy who presented with acute onset of fever, sore throat, and painful oral ulcers on the soft palate and tonsillar pillars. The diagnosis was made clinically, and supportive management with antipyretics ( paracetamol syrup), topical antivirals (topical acyclovir), hydration, and dietary modification led to symptomatic improvement within a week and fully recovered in 4 weeks. This case highlights the importance of clinical recognition and symptomatic care in preventing complications.
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Introduction
Herpangina is a common pediatric viral infection caused by enteroviruses, predominantly affecting children under six years of age [1]. It presents as an acute, self-limiting illness characterized by high fever, malaise, and the appearance of small vesicular or ulcerative lesions on the soft palate, uvula, tonsillar pillars, and posterior pharyngeal wall [2]. Among the causative agents, Coxsackievirus A subtypes (CV-A2, CV-A4, CV-A6, CV-A10) are most frequently implicated, along with Enterovirus A71, Echoviruses, and Coxsackievirus B variants [3,4]. The infection demonstrates seasonal variation, with peak incidence during summer and early autumn, and is most commonly observed in children aged one to five years [5]. Transmission occurs primarily via the fecal–oral route, but respiratory droplets and contact with contaminated surfaces also play a significant role [6]. Family clustering is frequent, and a slight male predominance has been reported, with an approximate male-to-female ratio of 1.5:1 [7]. Herpangina typically begins with a sudden onset of high-grade fever, often reaching up to 40°C, followed by sore throat, oral discomfort, excessive salivation, and refusal to eat [1]. On examination, multiple small vesicular or ulcerative lesions, usually 1–5 mm in size, are observed on the posterior oral cavity, including the soft palate, uvula, and tonsillar pillars, occasionally extending to the buccal mucosa [8]. Despite its acute presentation, the illness is usually self-limiting, with symptoms resolving within 4–6 days and lesions healing without scarring within a week [9]. In this case, we report a unique clinical presentation of herpangina in a pediatric patient where the lesion appeared as a single large ulcer in the posterior oral cavity, which is uncommon compared to the typical presentation of multiple small vesicles. The patient was managed conservatively with supportive care and showed complete recovery within four weeks, consistent with the case details. This highlights the importance of considering herpangina in the differential diagnosis even when the clinical presentation deviates from its classic features.


Case report 
A 7-year-old male patient, reported to the Department of Oral Medicine and Radiology with a chief complaint of pain and burning sensation in the upper jaw region for the past four days. The pain was continuous in nature and aggravated on intake of hot and spicy foods. The patient had a history of fever and throat pain one week prior, for which he consulted a general physician and was prescribed paracetamol. The fever subsided, but throat discomfort persisted. The child’s past medical history was non-contributory. His past dental history revealed pulpectomy with stainless steel crown placement one month earlier and an extraction one year ago.
On general examination, the patient was conscious, alert, and well oriented with no extraoral abnormalities. Intraoral examination revealed multiple coalescing ulcerations covered with pseudomembranous slough in the left palatal region, measuring approximately 3 × 2 cm, along with a single ulcer measuring 0.5 × 0.5 cm in the left buccal mucosa. [ Figure 1] The lesions were tender on palpation. Hard tissue examination showed dental caries in relation to 54, 55, 51, 61, and 83; stainless steel crowns on 65 and 74; and missing teeth 64 and 75. Based on the clinical features, a provisional diagnosis of herpangina was made, with differentials including herpes simplex infection and lichenoid reaction. The herpes simplex infection is considered as the differential diagnosis since the lesion is large comparing to the herpangina which typically occurs as small ulcers. The lichenoid reaction is considered as one of the differential diagnosis since the lesion surrounds the stainless-steel crown in the 65 region.
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Figure 1 A:  Multiple coalescing ulcerations in the left palate region B: Ulcer in the left buccal mucosa
The patient was prescribed chlorhexidine 0.12% mouthwash twice daily, mucopain gel prior to meals, topical acyclovir ointment once daily at night, and paracetamol syrup (Paracip 125) to be taken only if fever recurred. On review after three days, there was a mild reduction in symptoms with persistence of erythema in the palate. [figure 2] The stainless-steel crown on 65 was removed.  
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Figure 2 Healing of ulcers in the left palate region
At the subsequent follow-up after 1 week, the patient reported symptomatic relief with reduction of palatal and buccal mucosal lesions, and continuation of the previous regimen was advised. After 4 weeks, the patient was asymptomatic with satisfactory healing [figure 3 A and B]
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Figure 3 Completely healed site in the left palate and left buccal mucosa region
Discussion
Diagnostic Approaches
Clinical Diagnosis
Diagnosis is primarily clinical, based on the characteristic triad of fever, sore throat, and posterior oropharyngeal vesicles, along with knowledge of seasonal outbreaks [10].
Laboratory Diagnosis
Although rarely required, laboratory confirmation is useful in atypical or outbreak scenarios. Real-time RT-PCR remains the gold standard for detecting enteroviral RNA due to its high sensitivity and specificity [11]. Virus isolation through cell culture and VP1 gene sequencing may aid in viral subtyping and epidemiological studies, though these are less commonly performed [12]. Throat or nasopharyngeal swabs collected within five days of symptom onset improve detection rates significantly [12].
Differential Diagnosis
Herpangina must be differentiated from other pediatric oral lesions. Primary herpetic gingivostomatitis presents with anterior oral lesions caused by herpes simplex virus [13]. Hand, Foot, and Mouth Disease (HFMD) shares similar oral findings but includes vesicular lesions on the hands and feet [13]. Aphthous stomatitis presents with recurrent ulcers unrelated to fever, while bacterial pharyngitis requires throat culture or rapid antigen testing for confirmation [14].
In this case report, Among the differential diagnoses, herpetic gingivostomatitis was initially considered, as herpes simplex virus (HSV) infections can present with oral ulcers. However, HSV lesions are typically seen on the anterior oral cavity—especially the gingiva and labial mucosa—and are often clustered vesicles that rupture to form multiple small ulcers. In contrast, our patient had an isolated solitary ulcer on the posterior palate without any gingival involvement, making HSV infection less likely [15].
Similarly, a lichenoid reaction associated with the stainless-steel crown on a primary molar was considered. Lichenoid reactions typically manifest as reticular white striae, erythematous patches, or shallow ulcerations adjacent to the metallic restoration. In this case, the lesion was located far from the restoration site, and the clinical appearance was inconsistent with typical lichenoid lesions, thus effectively ruling it out [16].

Treatment and Management
There is currently no specific antiviral therapy for herpangina, and treatment remains primarily supportive, focusing on symptom relief and prevention of complications [1,17]. Antipyretics such as paracetamol are commonly used to control fever and discomfort, while topical oral anesthetics may be applied before meals to reduce pain and improve feeding. Adequate hydration and a soft diet are essential to prevent dehydration and minimize oral trauma. Recent studies have evaluated adjunctive interventions, including hyaluronic acid sprays, which promote mucosal healing [17], interferon α-2b oral sprays, shown to shorten symptom duration, and vitamin C supplementation to enhance immune recovery. Family counseling is an integral component, emphasizing proper hygiene, avoidance of contact with infected individuals, and close monitoring for complications.[12]

Complications and Prognosis
Herpangina generally follows a benign and self-limiting course, with spontaneous resolution within 4–6 days and complete recovery within a week [1]. However, in rare cases, serious complications may arise. High fevers can lead to febrile seizures in susceptible children [9], and refusal of oral intake may result in dehydration [13]. Prolonged illness can predispose to secondary bacterial infections [2,12]. More severe outcomes are typically associated with Enterovirus A71 infections, which have been linked to encephalitis, myocarditis, and multi-organ failure. 


Prevention Strategies
Preventive measures primarily focus on interrupting transmission and maintaining hygiene. Frequent handwashing with soap and water, covering the mouth and nose when coughing or sneezing, and disinfecting frequently touched objects are strongly recommended [14]. Caregivers should ensure proper food handling, utensil hygiene, and limit close contact with infected individuals. In community and institutional settings, such as schools and daycare centers, outbreak control involves isolating affected children, strengthening surveillance, and enhancing environmental disinfection [15]. Currently, there is no specific vaccine for herpangina; however, vaccines targeting Enterovirus A71 are available in some regions to prevent severe complications, and development of multivalent vaccines against other Coxsackievirus strains is ongoing [16].


Conclusion
Herpangina is a self-limiting viral infection commonly seen in children and often presents with painful ulcerations that can mimic other oral ulcerative conditions, making accurate diagnosis crucial. In this case, a 7-year-old male presented with painful palatal and buccal ulcerations along with a recent history of fever. A clinical diagnosis of herpangina was made, and the patient was managed conservatively with topical medications, analgesics, and proper oral hygiene instructions. Regular follow-up visits showed progressive healing, and the lesions resolved completely within two weeks without any complications. This case highlights the importance of early recognition, appropriate differential diagnosis, and timely supportive management to ensure favorable outcomes in pediatric patients presenting with multiple oral ulcerations. 
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