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Abstract

Background: Cutaneous manifestations are common among HIV infected persons. Certain characteristic
skin changes can help clinicians to recognize previously undiagnosed HIV infection.

Aims and Objectives: To determine the clinical pattern and prevalence of various mucocutaneous
manifestations in HIV infected patients.

Materials and Methods: A retrospective one year study was done which included all HIV infected
patients attending Dermatology OPD, J.N.LLM.S., Imphal from January 2015 to December 2015.
Cutaneous findings among the patients were recorded and evaluated.

Results: The total number of patients infected with HIV attending the dermatology OPD during the study
period was 146, out of which 88 (60.3%) were males and 58 (39.7%) were females. A total of 92 patients
(63%) were found to have mucocutaneous manifestations out of which 48 (52.2%) were males and 44
(41.8%) were females. The age group most commonly involved was 31-45 years (41.8%). Pruritic papular
eruption (21.7%) was the most common skin involvement. The most common infections seen were
candidiasis (17.4%), dermatophytosis (7.6%), herpes zoster (5.4%), human papilloma virus infection
(3.3%),herpes simplex virus infection (3.3%), folliculitis (3.3%) and chancroid (3.3%). Seborrheic
dermatitis (6.5%), maculopapular drug rash (4.3%), generalized pruritus (3.3%)were common non-
infectious conditions seen. Penicilliosis (5.4%) was also seen.

Conclusion: Mucocutaneous involvement occurs in every stage of HIV and awareness of the varied
pattern of these manifestations would help in the early diagnosis and management of HIV infection,
thereby decreasing the morbidity and improve the quality of life in them.

Introduction

Skin and mucocutaneous diseases can be seen in
every stage of human immunodeficiency virus
(HIV) infection, including asymptomatic stages®.
Previous studies have found that approximately
90% of HIV-infected patients have skin lesions®?
and that these are often the first indication that the
patient is infected with HIV. The mechanism by
which HIV-infected patients are prone to skin
disease appears to be correlated with the degree of

immunodeficiency®. Many skin diseases may in
fact be considered valuable and sensitive
indicators for the diagnosis of HIV and for
monitoring disease progression and treatment
efficacy”®.

The hallmark of HIV infection is a progressive,
qualitative and quantitative deficiency of helper
CD4 T lymphocyte which is needed for foreign
antigen presentation and phagocytosis. When the
number of CD4 cells declines below a certain
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level, opportunistic conditions including unusual
infections and neoplasms set in. With the advent
of antiretroviral therapy (ART), many of the skin
disorders associated with HIV disease (e.g. Kaposi
sarcoma) as well as serious opportunistic
infections are observed less frequently than in the
past’.

Materials and Methods

A retrospective one year study was done which
included all patients with HIV infection attending
Dermatology OPD, J.N.LM.S., Imphal from
January 2015 to December 2015. All the patients
underwent complete dermatological examination.
Mucocutaneous diseases were diagnosed by
experienced dermatologists. The clinical diagnosis
was confirmed by laboratory tests like KOH
examination, Tzanck smear, culture histopatho-
logical examination, etc. whenever necessary.

Results

Out of 146 patients infected with HIV, 88 (60.3%)
were males and 58 (39.7%) were females. 92
(63%) were found to have mucocutaneous
manifestations. Out of these 92 patients, 48
(52.2%) were males and 44 (41.8%) were females.
Table 1 shows gender-wise distribution of cases.
Majority of patients were within the age group 31-
45 vyears (41.8%) followed by 16-30 vyears
(21.9%) and 46-60 years (19.9%). Table 2 shows
frequency of distribution of cases according to the
age group.

The most common skin involvement seen was
pruritic papular eruptions which was seen in 20
(21.7%) patients. Among the infective conditions,
candidiasis was the most common and was seen in
16 (17.4%) patients followed by dermatophytosis
(7.6%). Other fungal infection seen was
onychomycosis (2.2%). Among the viral
infections, the most common were herpes zoster
(5.4%), human papilloma virus infection (3.3%)
and herpes simplex virus infection (3.3%).3
patients (3.3%) presented with molluscum-
contagiosum . 4 patients presented with bacterial
infections like folliculitis (3.3%) and impetigo

(1.1%). Norwegian scabies was seen in 1 patient.
Sexually transmitted infections (STIs) like
chancroid (3.3%) and primary chancre (1.1%)
were also seen. 7 patients (5.4%) presented with
penicilliosis. Other than pruritic papulareruptions,
non-infectious  conditions  like  seborrheic
dermatitis  (6.5%), maculopapulardrug rash
(4.3%), generalized pruritus (3.3%), Steven
Johnson Syndrome (1.1%), pigmentary disorders
(1.1%) and ichthyosiform dermatitis (1.1%) were
also seen.

Table 1 Gender wise distribution of cases

Gender Number of Patients | Percentage (%)
Male 88 60.3%
Female 58 39.7%

Table 2 Age-wise distribution of cases

Age Number of Patients Percentage (%)
<=15 Years 10 6.8%
16 — 30 Years 32 21.9%
3145 Years 61 41.8%
46— 60 Years 29 19.9%
>60 Years 14 9.6%

Table 3 Frequency of different types of
mucocutaneous diseases
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Type Of Skin Lesion Males | Females | Total Number of
Patients
1.  Infections
1) Fungal
a.  Candidiasis 10 6 16
b.  Dermatophytosis 4 3 7
c.  Onychomycosis 0 2 2
2) Viral
a.  Herpes Zoster 2 3 5
b.  Human Papilloma 3 1 3
Virus infection
c.  Herpes Simplex Virus 2 1 3
infection
d .Molluscum Contagiosum 1 2 3
3) Bacterial
a.  Folliculitis 2 1 3
b.  Impetigo 0 1 1
4) Parasitic
a.  Norwegian Scabies 1 0 1
5)  Sexually transmitted
infections
a.  Chancroid 2 1 3
b.  Primary chancre 1 0 1
6) Penicilliosis 5 2 7
2. Pruritic Papular 12 8 20
Eruptions
3. Drug Eruptions
1)  Steven — Johnson 1 0 1
syndrome
2)  Maculopapular rash 2 2 4
4.  Generalized Pruritus 2 1 3
5. Seborrhoeic 4 2 6
Dermatitis
6.  Psoriasis 1 0 1
7. Pigmentary 0 1 1
Disorders
8.  Ichthyosiform 1 0 1
Dermatoses
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Discussion

Skin disorders are frequent among persons
infected with HIV®. In many cases, the presence of
a skin disorder is the first manifestation of HIV
infection® and serves as an early indicator of
clinical T-cell deficiency®. The frequent findings
of cutaneous disorders in HIV infected individuals
is due to the fact that the skin itself is an immune
system containing antigen presenting (Langerhan)
cells. There is evidence thatthe numbers of
Langerhan cells are decreased in AIDS because
they are also targets of HIV infection™™.

Previous studies show that dermatological
manifestations are seen at every stage of HIV/
AIDS and are often the presenting feature’. These
manifestations not only act as disease markers, but
also reflect the underlying immune status®.

In the study population male patients outnumbered
female patients. Males comprised 60.3% of cases
which is also nearly similar to 59.5% reflected
from the national statistics of HIV population®2.
Male predominance was also observed in studies
done by Joge US et al*®, Z. Ahmad** et al and
Nayak et al*>. This could be due to the fact that in
the existing social milieu, females do not seek
medical care fearing social stigma and gender bias
and females acquire HIV mainly through spouses
except for few.

Majority of patients were within the age-group 16-
45 years which is sexually active and productive
age group. These findings are very much similar
to the national level statistics in NACO which has
reported that 89% of cases were in the age group
15-44 years'®,

In our study, 63% of the HIV infected patients
presented with mucocutaneous involvement which
falls somewhere between the incidence observed
by Wiwanitkit (80%)*" and Shobana et al (40%)*8.
This finding is also consistent with other studies,
including studied by Mythili Chandrasekaran et al
(51%)™ and T.Y. Tzung et al (70%)°.

The most common skin disorder seen was pruritic
papular eruption (13.7%). This is consistent with
the study by Kullavanijaya et al*. PPE remains
the most common cutaneous manifestation in HIV

disease, with prevalence varying between 11%
and 46% according to the geographic area; and it
is more prevalent in less developed countries of
the world?.

Among the infective dermatoses, the most
prevalent was oral candidiasis (17.4%).
Dermatophytosis (7.6%) was another common
fungal infection seen. In our study, herpes zoster
(5.4%) was the most common viral infection seen.
This is similar to other reports but differed from
the study of Goldstein et al (1997)%°. The other
common infectious conditions seen were human
papilloma virus infection (4.3%), herpes simplex
virus infection (3.3%) and folliculitis (3.3%). This
is similar to studies by Supanarano-ndetal** and
Murugan Swamiappan et al®.

In our study, 7 patients (7.6%) presented with
cutaneous penicilliosis, which were confirmed
with biopsy and culture. Sivayathorn et al, in their
study on the prevalence of skin disease in HIV-
infected patients in Bangkok found that 3.2% of
their study subjects were diagnosed as having
cutaneous  penicillium marneffei  infection®®.
Shobhana et al, in their study conducted in
Calcutta, on mucocutaneous manifestations of
HIV/AIDS did not detect a single case of
penicillium marneffei infection among their study
subjects®. Findings with regard to penicillium
marneffei in the present study are more similar
with reports from other studies in Southeast Asia
than those in India®’.

No cases of oral hairy leukoplakia (OHL) were
reported in our study. This is similar to the study
of Kullavanijaya and Bisalbutra (1997) which
reported a low incidence of oral hairy
leukoplakia®* but differed from the study by
Chiewchannvit and Wongmaneeroin (1993) where
OHL was a common finding®.

There were a striking low number of sexually
transmitted diseases detected in our study
population. This could be due to various reasons
like the active intervention of nongovernmental
organizations which have set up special HIV and
STD clinics in the city’.
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Among the non-infective conditions, pruritic
papular dermatoses was the most common
followed by seborrheic dermatitis (6.5%),
maculopapular drug rash (4.3%) and generalized
pruritus (3.3%). Seborrheic dermatitis was found
to be a common non-infectious dermatoses in
studies done by Munoz-Perez MA et al*®, Singh H
et al*® and Sharma YK et al*".

Conclusion

A Dbroad spectrum of HIV- associated skin
changes were observed in our study. Awareness of
the varied pattern of these manifestations can help
in early diagnosis and management of HIV. The
prevalence of various disorders may however vary
depending on the geographical locaton. In region
like ours, rare endemic infections like penicilliosis
should be considered.
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