
INTRODUCTION 
Utilization Human immunodeciency virus infection (HIV) has 
emerged as a modern pandemic which remains a major 
challenge in healthcare. Globally, approximately 7 million 
people have died from HIV-related causes and 1.7 million 
people were newly infected [1]. As per India's HIV Estimation 
2019 report, 23.49 lakhs peoples were living with HIV, with an 
HIV prevalence of 0.2% [2].

HIV is transmitted primarily by unprotected sexual intercourse, 
contaminated blood transfusions, hypodermic needles, and 
congenital transmission, or breastfeeding. During the initial 
period, a person may experience brief inuenza-like illness 
[3]. As the infection progresses, it interferes with the immune 
system, thus making the person vulnerable to common 
infections like tuberculosis, opportunistic infections, and 
tumors [4]. Cutaneous manifestations (CM) are commonly 
encountered in HIV-infected patients [5]. Identifying the 
cutaneous symptom associated with HIV infection and 
investigating them can be helpful in early diagnosis of the 
disease [4].

Among HIV-infected individuals, cutaneous disorders may 
cause signicant morbidity. They affect between 80 and 95% 
of HIV-infected patients, occurring at any time in the course of 
infection. Chronic herpes simplex virus, molluscum 
contagiosum, oral hairy leukoplakia, oral candidiasis, and 
Kaposi's sarcoma are the most common HIV-associated CM 
[6]. Cutaneous infections such as eosinophilic folliculitis and 
Kaposi's sarcoma are highly suggestive of HIV [7]. Pruritic 
papular type of chronic eruptions is associated with a high 
cluster of CD4 T helper cell count. It has been reported to be 
the most common during the initial CM of HIV. Eosinophilic 
folliculitis usually occurs with advanced stages of HIV 
infection [8]. Nag D, et al, revealed that lymphadenopathy is a 
very common manifestation of HIV infection [9]. Apart from 
other causes such as tuberculosis, opportunistic infections 
such as non-tuberculous mycobacteria and non-Hodgkin 

lymphoma, HIV itself can cause follicular hyperplasia, which 
manifests as persistent generalized lymphadenopathy [9].

However, the ndings on careful dermatological examination 
of patients with HIV who present for primary care setting have 
received limited attention. The present cross-sectional study 
aimed to analyze the clinical characteristics of patients with 
HIV presenting with common skin complaints.

METHODS 
This is cross sectional, hospital based descriptive study, which 
was conducted. Patients with known HIV positive status 
according to NACO guidelines having an opportunistic 
infection or patients with di erent opportunistic infection ff
admitted to the hospital and later found to have HIV positive 
status were included in the study. Patient data were collected 
from outpatient department, in ward, and from radiology 
center, and all participants testing positive for HIV at 
screening were enrolled for the present study. There were no 
specic eligibility criteria.  All participants were administered 
an informed consent. 

Detailed history, clinical examination, and investigations 
were done. Information on demographics including age, sex, 
height, weight, department, occupation status, laboratory 
parameters, marital state, and type of HIV was noted. Patient 
information such as HIV transmission method, and history of 
comorbidities was recorded. Routine investigations, complete 
clinical history, systemic and dermatological examination 
were performed. PR, RR, and T count was done. Histopathological 
study was done in the pathology department.

Data were analyzed using Statistical Package for The Social 
Sciences (SPSS) software, version 22.0. Qualitative data was 
presented as number and percentages, while quantitative 
data was presented as mean (standard deviation [SD]) or 
median (range).
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RESULTS
A total of 71 HIV-infected patients were enrolled in the present 
study. Of these, most of the patients, (84.5%), were <50 years 
of age, while 11 (15.5%) of patients were >50 years of age. Of 
these, 52.1% were men and 47.9% were women. Regarding the 
occupations of the patients, the largest group were constituted 
by housewives (25.4%), followed by daily wage workers 
(23.9%), students (8.5%), clerks (7.0%), farmers (5.6%), tailors 
(5.6%), engineers (4.2%), actors (4.2%), teachers (2.8%), 
barbers (2.8%), and others (9.9%) (Figure 1).

Hypothyroid (21.0%) and diabetes mellitus (21.0%) were the 
most common comorbidities observed followed by 
hypertension (10.5%), pulmonary tuberculosis (5.2%), chronic 
kidney disease (5.2%), hepatitis B (5.2%). 

The predominant mode of transmission was heterosexual 
contact (97.2%), only two patients (2.8%) were infected 
through congenital (mother tochild) transmission. There was 
no history of intravenous drug abuse and homosexuality 
(Table 1).

Figure 1. Occupation data across patients with HIV infection

Other, Accountant (n = 1, 1.4%); businessman (n = 1, 1.4%); 
construction worker (n = 1, 1.4%); lab technician (n = 1, 1.4%); 
driver (n = 1, 1.4%); mason (n = 1, 1.4%).

Table 1. Demographic characteristics of patients with HIV 
infection

Most common HIV-related dermatological manifestation was 
papules (? Eosinophilic folliculitis), anal warts, scrotal 
swelling were observed in 9.9, 1.4, and 1.4% of patients 
respectively. Skin lesions associated with HIV infection were 
maculopapular rash (4.8%) (IRIS), itching (1.4%), Scaly 
hyperkeratotic plaques (1.4%) (? eczema), oral thrush (1.4%). 

Table 2. Cutaneous manifestation in patients with HIV 
infection

Parameters Number of 
*patients (N=71)

Age [years], median (range) 40.0 (10.0-70.0)

Age coding [years]
<50
>50

60 (84.5)
11 (15.5)

Sex
Men
Women 

37 (52.1)
34 (47.9)

Height [cm], mean (SD) 155.7 (15.1)

Weight [kg], median (range) 50.0 (15.0-77.0)

Department 
CTB
Dermatology, venereology and leprosy 
General medicine 
General Surgery
Obstetrics and gynecology
Otorhinolaryngology
Pediatrics
Orthopedics

8 (11.3)
4 (5.6)

34 (47.9)
9 (12.7)
8 (11.3)
1 (1.4)
2 (2.8)
5 (7.0)

Systolic pressure [mmHg], mean (SD) 112.3 (15.5)

Diastolic pressure [mmHg], mean (SD) 71.5 (10.9)

PR, median (range) 81.0 (60.0-150.0)

RR, median (range) 20.0 (16.0-26.0)

T, mean (SD) 98.9 (1.3)

Comorbid conditions
Hypothyroid 
Diabetes mellitus
Hypertension
Pulmonary TB
Chronic kidney disease
Hepatitis B
Asthma 

[n = 19]
4 (21.0)
4 (21.0)
2 (10.5)
1 (5.2)
1 (5.2)
1 (5.2)
1 (5.2)

Marital state
Married 
Unmarried 

62 (87.3)
9 (12.7)

Type of HIV
HIV 1
HIV 2
HIV 1 HIV 2

58 (81.7)
3 (4.2)

10 (14.1)

Mode of transmission 
Heterosexual 
Congenital 

69 (97.2)
2 (2.8)

History of addiction
Alcohol consumption 
Smoking

8 (11.3)
4 (5.6)

*Data shown n (%). n=71 unless otherwise specied.
CTB, computerized tomography brain.

Parameters Number of 
*patients (N=71)

Signs 
Pallor 
Icterus
Clubbing
Edema 
Lymphadenopathy

27 (38.0)
1 (1.4)
1 (1.4)
1 (1.4)
1 (1.4)

Genitals 
Papules 
Anal warts 
Scrotal swelling

7 (9.9)
1 (1.4)
1 (1.4)

Skin lesions 
Maculopapular rash 
Itching
Dry hyperkeratotic plaques
Oral thrush 

2 (4.8)
1 (1.4)
1 (1.4)
1 (1.4)

System involved 
Respiratory
Gastrointestinal tract
Genitourinary
Dermatology, venereology and leprosy 
Cardiovascular system 

[n = 41]
17 (41.5)
12 (29.3)
8 (19.5)
3 (7.3)
1 (2.4)

Symptoms 
Fever 
Weight loss
Weakness 
Dyspnea
Cough 
Loss of appetite 
Diarrhea 
Pain in abdomen 
Chest pain 
Vomiting 
Headache 
Altered sensorium

37 (52.1)
32 (45.1)
21 (29.6)
16 (22.5)
16 (22.5)
11 (15.5)
11 (15.5)
7 (9.9)
7 (9.9)
3 (4.2)
1 (1.4)
1 (1.4)

*Data shown as n (%). n=71 unless otherwise specied. TB, 
tuberculosis. 
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The most common presenting symptoms were fever (52.1%), 
weight loss (45.1%), followed by weakness (29.6%), dyspnea 
(22.5%), cough (22.5%), loss of appetite (15.5%), diarrhea 
(15.5%), pain in abdomen (9.9%), chest pain (9.9%), vomiting 
(4.2%), headache (1.4%), and altered sensorium (1.4%) (Table 2). 

DISCUSSION
The CM in patients with HIV are quite common. This study was 
mainly evaluated CM of HIV positive patients. In this present 
study, 71 patients with HIV were examined for various CM. The 
most common age group affected was <50 years. This was 
followed by the age group of >50 years. Higher prevalence 
among men with men to women ratio of 1.1:1. Regarding the 
occupations of the patients, housewives and daily wage 
workers formed the major group in the study. The predominant 
mode of transmission was heterosexual contact. On 
examination of the patients for CM related to HIV, 38.0% and 
9.0% of total study population had pallor and papules, related 
to HIV.

Skin often acts as a mirror of many internal pathology 
including HIV. Skin manifestation may herald the recurrence 
of dermatoses associated with HIV infection [10]. Skin disease 
can be uniquely encountered with HIV infection and these 
infections are often due to common disorders and it may prone 
to more severe form [11]. The spectrum of skin conditions has 
helped the clinician to diagnose systemic diseases. 
Saravanabhavan et al reported that approximately 82% 
patients with HIV have at least one associated cutaneous 
change [12].

The patient's age in the study ranged from 10 to 70 years and 
the most common age group was <50 years (84.5%). The 
mean age of patients was 40.0 years which was compatible 
with the studies done by Davarpanah MA, et al (40.9 years) 
and Lahoti S, et al (37.5 years) [7,13]. The previous study 
conducted in north India reported the prevalence of cutaneous 
dysfunction associated with HIV and 50.8% of patients 
belonged to the age group of 31-40 years [14]. Another 
evidence-based study from Indian literature reported the 
prevalence of CM in HIV infected patients and 51% of patients 
belonged to the age group of 30-39 years [15].

In the present study, the men-to-women ratio was 1.1:1, which 
showed a slight preponderance of men over women, whereas 
Kumari et al had observed 1.9:1 men-to-women ratio [8]. 
Moreover, studies carried out by Patjoshi et al and Shehu et al 
reported men-to-women ratio of 1.8:1 and 2.3:1, respectively 
[16,17]. These results are considered alongside the research 
of Neerja et al in which 90 HIV infected patients with CM were 
studied and men preponderance was observed with men to 
women ratio of 2.1:1 [18]. This distribution differed from a 
study carried out in Indian settings by Mohammed et al who 
reported a men-to-women ratio of 1:2 [19]. Similarly, Neerja et 
al and Sud et al also observed a women predominance in 
their series [18, 20]. However, the men preponderance was  
observed in this study which agrees with previous studies. This 
wide variation in the distribution of prevalence among men 
and women is possibly due to a lower recovery rate in women 
and it may be related to the fact that they are less educated 
with lower monthly income [21]. The exact cause of this sex 
variation is not clearly understood. 

Majority of the patients (24.5%) were daily wage workers. 
Among women, majority (37.0%) of patients were housewives. 
This emphasizes the main route of contact was through 
heterosexual contact [21]. In parallel to these results present 
study also revealed that CM associated with HIV were 
prevalent among housewives and daily wage workers. The 
incidence of HIV infection among students was 8.5% while 
Kumari et al reported a relatively low prevalence among 
students (0.8%) [14]. The possible factors responsible for this 

are illiteracy, lack of awareness, and delay in diagnosis. 

CM can occur in majority of patients with HIV infection during 
the course of the disease [12]. Severe infections, atypical 
presentation, treatment failure, recalcitrant and lesion, 
presence of >4 concurrent oral lesions, multiple sites of 
involvement, chronic pruritus, associated systemic symptoms 
are characteristics of skin conditions in HIV patients 
[11,22,23]. The above-mentioned issues states that 
importance of awareness of these manifestations. Early 
identication and treatment would help in early management 
of HIV infection which would reduce all-cause mortality and 
improve the patients' quality of life [11]. Early diagnosis of 
cutaneous dysfunction in patients with HIV has become a 
fundamental step to allow initiation of appropriate 
antiretroviral therapy.

The heterosexual route was the most common mode of 
transmission (97.2%), followed by congenital (2.8%) which 
was compatible with the studies done by Kumari et al and 
Kumawat et al wherein they reported heterosexual route as the 
most common route of transmission i.e., 85.8% and 87.7% 
respectively [14,24]. Patients who acquired HIV through 
heterosexual contact had the highest risk of developing 
advanced HIV disease [25].

The most common manifestation observed was pallor seen in 
38.0% of patients which is different from the other studies done 
by Kumar et al where pallor was the commonest opportunistic 
infection but they reported in a higher number of patients as 
they reported pallor in 75.0% patients of their study 
populations [26]. Similarly, in a previous Indian report, the 
prevalence of pallor was found to be associated with HIV 
(P<0.001) [27]. Similarly, study papules were reported as the 
most common skin manifestation in 9.1% patients with HIV. 
These ndings agree with previous Indian study [28]. 
Maculopapular rash was the second most common CM 
occurring in 4.8% of patients. Oninla et al. reported 
maculopapular rash occurred in 25.3% of his study group of 
HIV patients [29].

The cluster of differentiation 4 (CD-4) count indicates the 
degree of weakened immune system or disease progression 
[17]. Larger forms of lesions may be associated with the 
severity of endoscopic ndings and which may result into 
worsen clinical output. These lesions are generally associated 
with the viral load and CD-4 count [30]. Previous prospective 
study by Rane et al evaluated the comparison between 
histopathological ndings with CD-4 cell count. The results 
demonstrated that prevalence of skin lesions in HIV infected 
patients was associated with lower CD-4 cell count (<220/µL) 
[28]. In parallel to these studies, Yang et al revealed that CMs 
in HIV infection were signicantly associated with increase in 
ratio of CD-4 to cluster of differentiation-8 cells (P=0.006). 
Furthermore, decrease in the number of CD4 cells was 
associated with in the dermis of HIV (P = 0.044) [31]. The 
present study did not record CD-4 cell count of the patients 
which could have added valuable data while inferring the 
observations. 

The present study has few limitations. Small sample size and 
short study period are the limitations of this research. Large-
scale, well-designed studies are needed. 

CONCLUSION
In the present study, most of the affected population was from 
age group of <50 years which increases the economic burden. 
Housewives and daily wage workers were the most common 
occupation found to be affected. Heterosexual route was the 
commonest mode of transmission. Pallor and papules were 
the most common CM reported by patients with HIV.
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