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ABSTRACT

Herpangina is a self-limiting disease caused by coxsackievirus. The manifestation consists of acute febrile with small 
ulcerative or vesicular lesions on the tonsillar, soft palate, uvula and buccal mucosa. The disease mostly affects 
children. The aim of this case report is to discuss the oral symptoms of herpangina based on current literature for 
dental and health practitioners. In our case, a 15-month-old baby girl presented with high fever reaching 40.2 °C for 
2 days with no seizures, cold and cough. Intra oral examination showed several well-defined whitish round lesions 
on the soft palate and one on the upper left lip. The patient was prescribed 3ml of methisoprinol 250 mg 3 times a 
day, 4 ml of paracetamol 125 mg every 6 hours, hyaluronic acid spray 3 times a day, and 1ml of vitamin C 40 mg 
taken once a day. The patient showed no sign of bacterial infection. Lesion disappeared after 7 days of treatment. 
Upon follow-up visit after 2 weeks, the lesion had completely disappeared. Dentists should be able to recognize and 
manage herpangina cases in infants.
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INTRODUCTION
Herpangina is a self-limiting infection that is caused 
by coxsackievirus and is manifested clinically as an 
acute febrile illness followed by small ulcerative or 
vesicular lesions on the soft palate, tonsillar area, 
uvula and sometimes buccal mucosa.1 Herpangina 
mostly occurs in infants under 5 years old, but it 
can occur in any age group, including adolescents 
and young adults.2 The disease is contagious due 
to droplet transmissions and most cases increase 
in the summer because the rising temperature may 
speed the increased transmission of the virus.3 
Herpangina is often found in schools and childcare 
facilities.1,4 Infants and immunocompromised 
patients must be wary of the disease because its 
complication can cause serious illness which can 
lead to multiple organ failure.3

Enterovirus A71 (EV-A71) infections are 
one of the main etiological agents of herpangina 
worldwide.5,6,7 Enterovirus is non-envelope RNA 
virus that has unique physical and biological 
properties.8 It can cause a contagious viral 

infection through faecal-oral transmission of 
oropharyngeal secretions and the respiratory 
droplets dissemination.7,9 The prevalence of 
herpangina is rarely reported. Since 2009 there 
have been multiple outbreaks in Asian countries 
including China, Thailand, Japan and Korea.6,7,10 
Epidemic of herpangina has occurred in Japan 
with several conditions reported to be fatal. The 
most common area involved in severe or fatal 
cases of EV-A71 is the brain stem.7,11

Herpangina generally resolves completely 
within 5–7 days post infection.1,3,6 Seen clinically, 
herpangina resembles hand, foot, and mouth 
disease (HFMD) and herpetic gingivostomatitis. 
Herpangina is characterized by high fever and 
oral ulcers without any lesions appearing on the 
skin, while HFMD is typically a brief, febrile illness, 
oral exanthem followed by vesicular rash on soles, 
palms and sometime buttocks.12

Patients having ulceration of the oral cavity 
might consult primarily to a dental practitioner or a 
general physician. During the COVID-19 pandemic, 
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all forms of viral infections of the oral cavity should 
be suspected. Local or systemic factors play role 
in developing ulcers.13 A thorough assessment of 
clinical symptoms that appear may help establish 
a correct diagnosis. Because the virus has the 
potential to cause high morbidity and mortality 
among children, it is critical to understand the 
disease for better treatment. The aim of this case 
report is to discuss oral symptoms of herpangina 
based on current literature for dental and health 
practitioners.

CASE DESCRIPTION
A 15-month-old baby girl presented to the 
Department of Paediatric Dentistry of Prof. 
Soedomo Dental Hospital, Yogyakarta in early 
August 2022 with oral conditions. According to the 
patient’s parents, the patient suddenly had a high 
fever reaching 40.2 °C in the previous morning 
and had been given medication for fever every 4 
hours. There was no sign of seizures, cough, nor 
cold and the patient was still able to eat or drink. 
However, on the second day her parents found a 
whitish spot on the oral cavity (Figure 1) followed 
by malaise and fuzziness.

Oral clinical examination found several round 
lesions measuring ± 2 mm on the soft palate and one 
large lesion measuring ± 4 mm in the deeper part. 
A question arose as to whether it was associated 
with any systemic condition. After the examination 
and a consultation with a paediatrician, the patient's 
provisional diagnosis was a viral infection with a 
clinical suspicion of herpangina and the differential 
diagnosis was hand, foot and mouth disease 
(HFMD) and herpetic gingivostomatitis. The patient 
was required to return for a follow-up visit on day 3 
to examine additional symptoms and for laboratory 

tests. Based on the previously described symptoms, 
the patient was prescribed methisoprinol and 
paracetamol by the paediatrician and hyaluronic 
acid spray and vitamin C by the dentist for 7 days.

On the third day, the lesion had reduced in 
size, from 2 mm to 1 mm and from 4 mm to 2 mm 
(Figure 2). Blood test showed normal numbers 
(Table 1). Additional symptoms were not observed, 
and body temperature was 37.5 °C. The patient’s 
appetite slowly increased. Based on the holistic 
approach, the final diagnosis was herpangina. 
There was no limitation on food intake, but soft 
diet was suggested. After 7 days all lesions had 
disappeared and the patient could return to normal 
activities (Figure 3).

DISCUSSION
Herpangina is an acute viral disease accompanied 
by sudden fever and is associated with vesicles 
and ulcers around oropharynx. Manifestations 

with several conditions reported to be fatal. The most common area involved in severe or fatal 
cases of EV-A71 is the brain stem.7,11 

Herpangina generally resolves completely within 5–7 days post infection.1,3,6 Seen 
clinically, herpangina resembles hand, foot, and mouth disease (HFMD) and herpetic 
gingivostomatitis. Herpangina is characterized by high fever and oral ulcers without any lesions 
appearing on the skin, while HFMD is typically a brief, febrile illness, oral exanthem followed by 
vesicular rash on soles, palms and sometime buttocks.12 

Patients having ulceration of the oral cavity might consult primarily to a dental 
practitioner or a general physician. During the COVID-19 pandemic, all forms of viral infections 
of the oral cavity should be suspected. Local or systemic factors play role in developing ulcers.13 
A thorough assessment of clinical symptoms that appear may help establish a correct 
diagnosis. Because the virus has the potential to cause high morbidity and mortality among 
children, it is critical to understand the disease for better treatment. The aim of this case report 
is to discuss oral symptoms of herpangina based on current literature for dental and health 
practitioners. 
 
METHODS 
A 15-month-old baby girl presented to the Department of Paediatric Dentistry of Prof. Soedomo 
Dental Hospital, Yogyakarta in early August 2022 with oral conditions. According to the patient’s 
parents, the patient suddenly had a high fever reaching 40.2 °C in the previous morning and 
had been given medication for fever every 4 hours. There was no sign of seizures, cough, nor 
cold and the patient was still able to eat or drink. However, on the second day her parents found 
a whitish spot on the oral cavity (Figure 1) followed by malaise and fuzziness. 

Oral clinical examination found several round lesions measuring ± 2 mm on the soft 
palate and one large lesion measuring ± 4 mm in the deeper part. A question arose as to 
whether it was associated with any systemic condition. After the examination and a consultation 
with a paediatrician, the patient's provisional diagnosis was a viral infection with a clinical 
suspicion of herpangina and the differential diagnosis was hand, foot and mouth disease 
(HFMD) and herpetic gingivostomatitis. The patient was required to return for a follow-up visit on 
day 3 to examine additional symptoms and for laboratory tests. Based on the previously 
described symptoms, the patient was prescribed methisoprinol and paracetamol by the 
paediatrician and hyaluronic acid spray and vitamin C by the dentist for 7 days. 

On the third day, the lesion had reduced in size, from 2 mm to 1 mm and from 4 mm to 
2 mm (Figure 2). Blood test showed normal numbers (Table 1). Additional symptoms were not 
observed, and body temperature was 37.5 °C. The patient’s appetite slowly increased. Based 
on the holistic approach, the final diagnosis was herpangina. There was no limitation on food 
intake, but soft diet was suggested. After 7 days all lesions had disappeared and the patient 
could return to normal activities (Figure 3). 

 

 
Figure 1. There were several well-defined whitish round lesions in the soft palate area 
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Figure 1. There were several well-defined whitish round lesions 
in the soft palate area

Table 1. Blood test result

 Result References value Conclusion

Hb 11.8 g/dL 11-15 g/dL N

Ht 31.9% 36-44% < N

Leucosyte 8,300x103/µl 5,000-13,500x103/µl N

Trombosite 219,000x103/µl 150,000-440,000x103/µl N
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of herpangina are often present with sudden 
pharyngeal pain and high fever, also multiple 
ulcers in the posterior pharyngeal area,14 such as 
soft palate, uvula and tonsil.8,15 In this case, the 
patient came with a fever of 39.6 °C. The fever 
developed a day before coming to the hospital. 
This elevated body temperature occurs as the 
body's response to fight against a recent viral 
infection. In any infectious conditions, whether 
caused by a virus or bacteria, the body will give 
an inflammatory response. Fever is one of the 
responses that may occur. The patient’s parents 
also reported that the patient looked lethargic and 
malaise. No cold nor cough was present. 

Similar to herpetic lesion, herpangina is well-
characterized by multiple vesicular exanthema 
and ulcers on the soft palate. The lesions initially 
appear as reddish macules that turn into vesicles 
and finally to ulcerations, which can be 2-4 mm in 
size.14,16 Within two days of infection, an average of 
four or five (but sometimes up to twenties) greyish 
bumps 1 to 2 mm in diameter are formed and 
developed into vesicles surrounded by a reddish 
ring.4 Over the next 24 hours, these become 
superficial lesions, rarely larger than 5 mm in 
diameter and heal within 7 up to 10 days. These 
lesions most commonly appear on   the tonsillar 
pillars (adjacent to the tonsils) and occasionally 
found on the soft palate, tonsils, uvula, or tongue. 
A small number of lesions (two to six) are usually 
formed at posterior oropharyngeal especially soft 
palate or tonsil. The number of lesions in our case 
was more than 10 on the soft palate and tonsillar 

pillar. As a result, the patient had difficulty in 
chewing and swallowing.

Differential diagnoses of herpangina 
are HFMD and herpetic gingivostomatitis. 
Herpangina can be distinguished from herpetic 
gingivostomatitis. The location of vesicles in 
herpangina is usually around the posterior 
oropharynx, whereas in herpetic gingivostomatitis, 
the they usually appear in the anterior oropharynx 
and the oral cavity.15 Herpangina differs from 
HFMD, in which other reddish lesions occur on the 
extremities of hands and feet.16

Herpangina is caused by enteroviruses 
(EV),4,5,10,17 particularly coxsackievirus (CV).17 
Geographical locations, seasons and population 
susceptibility play important roles in etiological 
spectrum of herpangina.18,19 Major outbreaks have 
been reported in many Asian countries, and cases 
have often been found in schools and childcare 
facilities.20 However, herpangina infection in our 
case was presumably because the patient was in 
the oral phase of development, one of the most 
important stages of child development.20 Children 
begin to recognize their environment through their 
mouth while fulfilling their curiosity and personal 
satisfaction. In this phase, they would generally 
be more active to put anything into their mouth 
using both hands,21,22 thus making them more 
susceptible to enteroviruses than adults.

Diagnosis was made based on anamnesis 
as well as clinical and laboratory examinations. 
Differential diagnosis with HFMD and herpetic 
gingivostomatitis was omitted because there were 

Figure 2. Lesion on day 3

Table 1. Blood test result 
  Result References Value Conclusion 
Hb 11.8 g/dL 11-15 g/dL N 
Ht 31.9 % 36-44 % <N 
Leucosyte 8300x103/µl 5000-13500x103/µl N 
Trombosite 219000x103/µl 150000-440000x103/µl N 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2. Lesion on day 3    Figure 3. The condition of the oral cavity at day 7 
 
DISCUSSION 
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Similar to herpetic lesion, herpangina is well-characterized by multiple vesicular 
exanthema and ulcers on the soft palate. The lesions initially appear as reddish macules that 
turn into vesicles and finally to ulcerations, which can be 2-4 mm in size.14,16 Within two days of 
infection, an average of four or five (but sometimes up to twenties) greyish bumps 1 to 2 mm in 
diameter are formed and developed into vesicles surrounded by a reddish ring.4 Over the next 
24 hours, these become superficial lesions, rarely larger than 5 mm in diameter and heal within 
7 up to 10 days. These lesions most commonly appear on the tonsillar pillars (adjacent to the 
tonsils) and occasionally found on the soft palate, tonsils, uvula, or tongue. A small number of 
lesions (two to six) are usually formed at posterior oropharyngeal especially soft palate or tonsil. 
The number of lesions in our case was more than 10 on the soft palate and tonsillar pillar. As a 
result, the patient had difficulty in chewing and swallowing. 

Differential diagnoses of herpangina are HFMD and herpetic gingivostomatitis. 
Herpangina can be distinguished from herpetic gingivostomatitis. The location of vesicles in 
herpangina is usually around the posterior oropharynx, whereas in herpetic gingivostomatitis, 
the they usually appear in the anterior oropharynx and the oral cavity.15 Herpangina differs from 
HFMD, in which other reddish lesions occur on the extremities of hands and feet.16 

Herpangina is caused by enteroviruses (EV),4,5,10,17 particularly coxsackievirus (CV).17 
Geographical locations, seasons and population susceptibility play important roles in etiological 
spectrum of herpangina.18,19 Major outbreaks have been reported in many Asian countries, and 
cases have often been found in schools and childcare facilities.20 However, herpangina infection 
in our case was presumably because the patient was in the oral phase of development, one of 
the most important stages of child development.20 Children begin to recognize their environment 
through their mouth while fulfilling their curiosity and personal satisfaction. In this phase, they 
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Prathiwi and Bramanti: Management of herpangina...

201

no other accompanying symptoms, such as red 
rashes on the palms of the hands and feet and no 
ulcers in facial area. 

Herpangina is a viral infection that can 
normally heal within 7-10 days.1,11 Providing good 
nutrition and adequate food intake would further 
accelerate the healing process of herpangina. 
The type of therapy given is usually a supportive 
therapy to help relieve symptoms and provide 
comfort for the patient. Methisoprinol is an antiviral 
drug of choice that works by inhibiting the growth 
and spread of viruses in the body. This drug can 
also improve the immune system. It helps the body 
to fight infection and is recommended to be taken 
even though the condition has improved to avoid 
reinfection.23 Adequate fluid intake may prevent 
dehydration from painful oral lesions. Cold liquids 
are usually preferred.

The prognosis of herpangina is generally 
good, but a few children may develop more 
severe disease and can be afflicted with 
encephalitis, aseptic meningitis, acute delayed 
paralysis, pulmonary oedema, myocarditis 
and other complications.5,7,17 Although serious 
complications are rare, one should be aware of 
the course of herpangina associated with EV 71 
infection. Risk factors for EV 71 infection with 
disease progression to CNS involvement are 
associated with younger age, fever, vomiting, 
mouth ulcers, difficulty breathing, cold locomotion 
and poor urine production. CNS involvement may 
require adequate treatment because the disease 
progression tends to be fast and can be fatal due 
to heart-lung failure.

CONCLUSION
Herpangina is an acute viral infection that is 
common in childhood. Herpangina may lead to 
various fatal complications such as meningitis, 
encephalitis, cardiomyopathy, or even death. 
Because of its similarity to other viral infections, 
dental practitioners must be able to distinguish 
herpangina from other differential diagnoses 
to determine a final diagnosis through clinical 
examinations. Consultation with a paediatrician 

for systemic therapy is necessary. This may help 
dental practitioners to provide appropriate clinical 
therapy for patients with herpangina.
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