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ABSTRACT
Background: Acquired immune deficiency syndrome (AIDS) is a deadly disease caused by human immune deficiency virus
(HIV) belonging to family retroviridiae. In many low and middle income countries HIV/AIDS is the one of most important
public health concern in those particular countries. Dermatological manifestations are common clinical findings among HIV
infected patients. However, there was only little information available on dermatological manifestations about prevalence of
HIV infected patients in Nepal.
Objective: The main objective of this study was conducted to determine the dermatological manifestation in HIV-infected
patients at Sparsh ART clinic, Kathmandu.
Methods: HIV sero-positive patients having dermatological manifestations visiting to Sparsh ART clinic, Kathmandu
duration of period from 2005-2012 were included in this study. The collected data was analyzed to determine the age-wise,
sex-wise and year-wise dermatological manifestation of HIV infected cases. The collected data were analyzed by using
Microsoft excel.
Results: A total number of four hundred and six dermatological manifestation patients were included in this study. The most
common dermatological manifestation was fungal infection (64.78%) including oral thrush (54.47%) and other infections.
The age wise distribution of dermatological manifestation in HIV infected patients were found in productive age 25-35
(59.11%) and least found in the age 15-25 (9.35%). Majority of dermatological manifestation were found in male HIV
infected patients (96.79%) than female (3.20%).
Conclusion: This study showed high prevalence of dermatological manifestations (31.58%) in HIV-infected patients because
more frequently with progression of HIV and decline in immune functions. Therefore, early diagnosis and management of
skin disorders can also improve the quality of life of HIV-infected patients.
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INTRODUCTION

Acquired immune deficiency syndrome (AIDS) is a deadly  people living with HIV worldwide [2]. In many low and
disease caused by human immune deficiency virus (HIV) middle income countries HIV/AIDS as World Bank
belonging to the genus lentivirus within the family of classifications of countries is the one of most important
retroviridiae, sub family orthoretrovirinae [1]. AIDS which  public health concern in those particular countries [2]. The
weaken the_ hOSt_ lmml_“me system then.cause h_fe threatenmg Corresponding author: Yogendra Shah, National Zoonoses and Food
opportunistic ~ infections, neurological disorders and Hygiene Research Center, Tahachal, Kathamandu, Nepal, Tel: +977-
malignancies. Globally, 36.9 million (31.1-43.9 million)  9849610127; E-mail: yogendraa.90@gmail.com

pegple were hVIHg with HIV at the end of 2017. An Citation: Shah Y, Panta DK & Pant KP. (2019) Dermatological
estimated adult aged 15-49 years range from 0.8% (0.6-  Manifestation in HIV Infected Patients Visiting to Sparsh ART Clinic
0.9%) worldwide are living with HIV, while the burden of  Nepal: An Eight Years Retrospective Review. J Allerg Res, 1(2): 38-42.
epidemic continues to differ significantly between countries Copyright: ©2019 Shah Y, Panta DK & Pant KP. This is an open-access
and regions. According to WHO African region reported that  article distributed under the terms of the Creative Commons Attribution
most severely affected approximately 1 in every 25 adults License, which permits unrestricted use, distribution, and reproduction in
(4.1%) living with HIV that represents nearly two-thirds of W medium, provided the original author and source are credited.
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disease was first defined by center for disease control (CDC)
in United States of America in 1981 [3].

The current situation of HIV in Nepal is different from when
the first case was diagnosed in 1981. Nepal is low
prevalence country for HIV/AIDS (0.3%) in 2011 with an
adult ages range from 15-49. According to WHO estimates,
Nepal is home of people living with HIV about 50, 200 and
4 out of every five infections have been occurred through
sexual transmission [4]. However, most of HIV people
infected among the drugs inject users, sex workers, and
seasonal labor migrants, i.e., (migrating to high HIV
prevalence areas in India [4] because Nepal has an open
porous border with India and Nepalese citizens visit the
bordering area of India for different purposes) are the key
populations at higher risk groups in HIV [5]. Dermatological
manifestations are seen at every stage of HIV/AIDS and are
often the presenting clinical features [6-10]. Approximately
90% of HIV-infected patients develop cutaneous diseases,
which may be infectious or noninfectious. These skin
manifestations not only act as markers but also reflect the
underlying immune status [11]. HIV/AIDS occurrence is a
major health problems facing in all countries in the world
[12]. Cutaneous manifestations are common findings in HIV
infected patients [13]. It showed that cutaneous lesions were
among the first recognized clinical manifestations of HIV
infection [14] and the prevalence of skin lesions was
associated with the progression of HIV disease [15].

Skin, as the largest organ of the human body, plays a pivotal
role in sustaining immunity by acting as a barrier to the
outside world. Therefore, dermatological manifestations of
AIDS are important healthcare concerns in HIV infected
patients [16]. HIV infection may result in the development
of various dermatological complications, some of which are
consequences of superimposed opportunistic infections [17].
To date, there have been several reports detailing the high
frequency of dermatological manifestations in HIV infected
patients. Similarly, studies in India and France revealed that
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dermatological manifestations among HIV patients can have
prevalence as high as 96% and 65.3%, respectively [18,19].

At present, diagnosis and management of HIV infected
persons; dermatological manifestation in Nepal is based on
patient’s clinical symptoms due to lack of dermatological
manifestation diagnostic facility. Considering the evidently
high prevalence of dermatological manifestations observed
among HIV patients, this study is the first we know to
evaluate the occurrence of dermatological manifestations in
Nepalese HIV patients in a clinical setting. However, there
are only few studies on the prevalence of dermatological
manifestation in HIV infected person. This study would
initiate in establishing epidemiological studies and its
implication for crafting appropriate future intervention of
dermatological manifestation in HIV infected in Nepal. The
information generated through this retrospective study
would be significant by providing necessary information to
the concerned authority for implementing prophylactic
measures, monitoring and planning for surveillance and
disease management.

METHODS

An eight years retrospective review data from 2005-2012
were collected from Sparsh ART (antiretroviral therapy)
Clinic Sanepa, Kathmandu, Nepal (program support by
Global fund). A standard question was developed and
clinical characteristic feature were categorized. A total 1286
HIV infected positive patients visiting to the Sparsh ART
Clinic, only 406 patients were further selected who had
dermatological manifestation for their treatment according to
NASC [20].The collected data was analyzed to find out the
age-wise, sex-wise, year wise and dermatological
manifestation of HIV infected cases. The collected data were
analyzed by using Microsoft excel 2017.

RESULTS

Year wise positivity of dermatological manifestation of HIV
infected patients was shown in Table 1.

Table 1. Year wise positivity of dermatological manifestation of HIV infected patients.

Dermatological manifestation

Year Bacterial skin infection Fungal skin infection Viral skin infection Total

2005 7 (19.44)** 23 (63.88) 6 (16.66) 36 (100)
2006 16 (37.20) 15 (34.88) 12 (27.90) 43 (100)
2007 18 (39.13) 21 (45.65) 7 (15.21) 46 (100)
2008 12 (14.81) 44 (54.32) 25 (30.86) 81 (100)
2009 2(3.33) 49 (81.66) 9(15) 60 (100)
2010 0 42 (85.71) 7 (14.28) 49 (100)
2011 0 37 (78.72) 10 (21.27) 47 (100)
2012 0 32 (72.71) 12 (27.27) 44 (100)
Total 55 (13.54) 263 (64.78) 88 (21.68) 406 (100)

**Parenthesis indicate percentage
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The age wise distribution of DI of HIV infected patients each year from 2005-2012 and low in the age group from
revealed that the prevalence was found in age group 25-35  15-25 (Table 2).

Table 2. Age wise distribution of dermatological manifestation of HIV infected patients.

Year 15-25 25-35 >35 Total

2005 5(13.88)**  24(66.66)  7(1.94) 36 (100)
2006 2 (4.65) 33(76.74) = 8(18.60) = 43 (100)
2007 9 (19.56) 29 (63.04)  8(17.39) 46 (100)
2008 6 (7.40) 47(58.02) | 28(34.56) = 81 (100)
2009 7 (11.66) 31(5.16)  22(36.66) 60 (100)
2010 4 (8.16) 31(63.26) | 14(28.57) | 49 (100)
2011 2 (4.25) 22(46.80)  23(48.93) 47 (100)
2012 3 (6.81) 23(5227) | 18(40.90) | 44 (100)
Total 38 (9.35) 240 (59.11) 128 (31.52) 406 (100)

**Parenthesis indicate percentage

The highest number of DI was observed in the age group dermatological manifestation were observed in the oral
from 25-35 (59.11%, 2008) and least found in the year 2005  thrush 221 (54.44%) followed by herpes zoster 74 (18.23%).
among age group >357 (1.94%) (Table 2). The sex-wise distribution of DI of HIV infected patients
indicated that more males were infected with DI compared
to females with an overall male to female ratio [30.23:1]
(Table 3). The highest numbers of male were observed in
the year 2008, 77 (95.06%) followed by 2009 and least
number observed in the year 2005 (Table 3).

Table 3. Sex wise distribution of dermatological manifestation of HIV infected patients.

As shown in Figure 1 categorization of dermatological
manifestation of HIV infected patients from 2005 to 2012.
Oral thrush was mostly found in HIV infected patients as the
compared the others DI. The highest number of

Year Male Female Total

2005 35 (97.22)** 1(2.7) 36 (100)
2006 40 (93) 3(6.97) 43 (100)
2007 45 (97.82) 1(2.17) 46 (100)
2008 77 (95.06) 4 (4.93) 81 (100)
2009 59 (98.33) 1 (1.66) 60 (100)
2010 49 (100) 0 49 (100)
2011 47 (100) 0 47 (100)
2012 41 (93.18) 3 (6.81) 44 (100)
Total 393 (96.79) 13 (3.20) 406 (100)

**Parenthesis indicate percentage
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Figure 1. Categorization of dermatological manifestation of HIV infected patients from 2005 to 2012.

DISCUSSION

This present retrospective study of eight year data
demonstrates the high prevalence and also have several
dermatological manifestations infections occurred among the
HIV infected positive patients visiting Sparsh ART clinic at
Kathmandu, Nepal. Dermatological conditions are the most
common manifestation of HIV infection and occur in about
90% of infected individuals. Our present study also revealed
that dermatological manifestations are prevalent among the
Nepalese HIV-positive patients in ART clinical settings. The
prevalence of dermatological manifestations in our present
study (31.58%) was considerably lower than studies execute
in Tanzania (65.3%) [21], France (65.3%) [19], Taiwan
(91.4%) [18] and India (96%) [22].

The most common dermatological manifestations were
found in fungal skin infection among oral thrush (64.78%)
which was not similar to some previous study carried out by
(18%) [23], (23.5%) [24] and (68%) [25]. The frequent
findings of dermatological manifestations in HIV infected
individuals were fact that skin itself is an immune system
containing antigen presenting (Langerhans) cells. Hence,
previous study support that the numbers of Langerhans cells
are decreased in AIDS because Langerhans cells are targets
in HIV infection [26].

Viral skin infection 88 (21.68%), Herpes zoster (18.22%)
and Herpes simplex (2.95%) are the most common
dermatological manifestations conditions among HIV
patients. The previous studies in viral infection has reported
that less prevalence as perform by 5.3% [23], 4.7% [27] and
3.0% [28]. This study (age wise distribution of
dermatological manifestations in HIV infected patients
based on eight year retrospective study), 59.11% of a total of
406 patients screened for HIV infected were confirmed
positive having dermatological manifestations, with majority
in the age group 25-35 years and with preponderance
(96.79%). These findings are consistent with other studies in

Nepal [29,30]. Therefore, different research studies showed
that HIV infected patients were high risk of opportunistic
infections owing weaken or break down of immune system
so that commonly dermatological manifestations occurred
by different infections like viral, bacterial and fungal.

CONCLUSION

Dermatological manifestations are highly prevalent in the
HIV infected patients; however, the pattern of skin diseases
varies from person to person visiting Sparsh ART clinic.
Dermatological complications of HIV/AIDS arise from a
variety of conditions with various etiologies. Therefore,
careful considerations should be given to timely diagnosis
and prompt treatment of dermatological complications
among HIV patients in Nepal and across the globally.
Therefore, early diagnosis and management of skin disorders
can improve the quality of life of HIV-infected patients.
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