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Prevalence of Skin Disease 

ÅPrevalence of skin diseases in outpatient 
clinics in developing world 20% 

ÅIn population studies in Africa, higher 

Å27 % in Tanzania 

Å34% in Mali 

Å49% Tanzania 

 
Anon Lancet 1991;337:1008-9 

Gibbs IJD 1996;35:633-39 

Mahe IJD 1998;37:673-6 

Henderson IJD 1996;35:640-2 



HIV and Skin 

ÅCommon  36-52% 

ÅPrevalence rates 85% in SSA 

Å37% present skin as marker of HIV 

Å90% will develop skin problems during HIV 

ÅCD4 count decreases, severity increases, 
multiple skin lesions, frequent relapses 

       
                                        Lowe Paed Infect Dis J 2010; 29(4):346-51 
                                                 Int Jnl Dermatol 1990;29:24-29 



Skin Disease 

ÅSeverity increases with decline in CD4 

 

ÅNo immunosuppression       20% 

ÅModerate                                43 % 

ÅSevere  CDC                            62% 

 

ÅCommon conditions: fungal and viral 

 
Panya BMC Public health 2009,9:234,  
Wanankul Paed Derm 2003;20(4):289-94 



Classification 

ÅInfections 

 

ÅInflammatory 

 

ÅNeoplasms 

 

ÅHAART related 

Grayson Diagnostic Histopathology 2009 15:5 225-231 



Spectrum at KEH VIII 

Åover a 1 yr period 246 adults HIV +ve 

Åmean age 32.9yrs, 19% > 1 dermatosis 

ÅHerpes zoster  19% 

ÅSeb dermatitis        18% 

ÅPPE                                8% 

ÅT corporis                     7% 

ÅYŀǇƻǎƛΩǎ {ŀ                   7% 

Morar IJD 2006; 45:1006-7 



Spectrum in Nigeria (%) 

ÅSeborrhoeic Eczema  50.0 

ÅPapulopruritic itch                     40.0 

ÅDermatophytosis                        25.5 

ÅMolluscum contagiosum           19.4 

ÅHerpes Zoster                              11.2 

ÅYŀǇƻǎƛΩǎ ǎŀǊŎƻƳŀ                         9.2 

ÅHPV Infections                                8.2 

 
Nnoruka IJD 2005,44:29-33 



Correlation with CD4 

Å477 HIV +ve assessed in dermatology, 2004 

Åmean CD4             433 cells/mm3 

Ådermatoses          293 

ÅCD4 < 50                 100% had dermatoses 

Å50 ς 200                  96.5% 

Å200-500                   88.9% 

Å>500                         22.2% 

Nnoruka IJD 2007,46 (Suppl 2) 14-18 



Dermatoses and CD4 

Å< 50:  Cryptococcosis; dermatophytosis, KS, 
warts, HSV 

Å50-200: PPE ( 32%), Seb Eczema, Icthyosis, KS, 
dermatophytosis, candida, molluscum 

Å200-500: Seb Eczema (43%), dermatophyte, 
Zoster, staph, syphilis 

Å> 500 : Xerosis, Seb eczema, scabies 

 

Nnoruka IJD 2007,46 (Suppl 2) 14-18 



Spectrum and CD4 

                                                    %                  CD4 

ÅPPE                                44.7           201 

ÅSeborrhoeic Eczema      35.8           453 

ÅHerpes zoster                  27.6          381 

ÅDermatophytosis            24.3             437 

ÅOral candidiasis              22.6             139 

ÅStaph infection               20.5             413 

Å> 2 dermatoses  associated with CD4 < 200 

Nnoruka IJD 2007,46 (Suppl 2) 14-18 



Correlation with CD4 

CD4 200 ς 400 cells/mm3 

ωcandida 

ωdermatophyte 

ωoral hairy leucoplakia 

ωvaricella-zoster 
 

CD4 < 200 cells/mm3 

ωCMV 

ωHSV 

ωatypical mycobacteria 

ωhistoplasmosis 

ωCryptococcosis 

ωPapular  

 



Herpesvirus Infection 

ÅSevere, chronic and recurrent in HIV infected 
children 

ÅAs CD4 count declines, lesions more atypical, 
episodes prolonged 

ÅEarly :  recurrent painful ulcers 

ÅAdvanced : larger, necrotic, widespread 

ÅCD4  >  400,   13% ulcerated lesions 

ÅCD4  <    50 ,  58% ulcerated lesions 

                                   

 

 

  

Mofensen Clin Inf Dis 2005;40:S1-56,  

AIDS 1992;6:1317-20 



Herpesvirus Infection 

ÅCommonest appearance HSV in children is 
orolabial disease 

ÅGingivostomatitis commonest 

ÅUlcers lips, tongue, palate, buccal mucosa 

ÅHerpetic whitlow 

ÅPerianal HSV 

ÅDissemination rare 

 







Herpesvirus Infection 

ÅImpt to differentiate recurrent ulcers from  

ÅChronic non-healing ulcers 

ÅHerpetic ulcers > 1 month AIDS-defining 

ÅPersistent viral shedding as immsuppression 
declines 

ÅDiagnosis: 

ÅViral PCR, culture, Tzanck, DFA 

 

 



Therapy 

ÅAciclovir effective 

Å< 2 yrs: for primary infection 

Å100mg 5 x dly or 200 tds for  10d 

Å>2yrs: 200 5x dly x 10d; 400 tds x 10d 

ÅValaciclovir 500 bd 

ÅRecurrence duration Ҩ to 5 days  

ÅSevere oral involvement IVI 5mg/kg 8 hourly 

ÅValaciclovir bioavailability 3-5X >er 

 



Resistance 

ÅUnresponsive ulcers, exclude CMV 

ÅSuspect resistance, especially large ulcers 

ÅSensitivity proven 

ÅIVI foscarnet 120-200mg/kg/d 2-3 doses 

ÅImiquimod 

ÅCidofovir 

 



Scabies 

ÅAs in healthy children, web space burrows 

ÅCD4 < 150 cells/mm3, thick crusted 
psoriasiform plaques, red and yellow papules 

ÅFace, scalp, nailfolds 

ÅSuperinfection ҦōŀŎǘŜǊŀŜƳƛŀ 

 







Therapy 

ÅBenzoyl benzoate 

ÅPermethrin < 6yrs 

ÅRepeated applications required 

ÅDebridement with keratolytics 

ÅCrusted scabies ivermectin 

Å200µg/kg in 2 doses 2 weeks apart 

 



Molluscum contagiosum 

Å5-18%  HIV infected children 

ÅEspecially CD4 <200 cells/mm3 

ÅAlthough common in children 

ÅAtypical sites : face, neck 

ÅExtensive, large, confluent, disfiguring 

ÅVerrucous, pruritic and eczematous 

ÅRecalcitrant and challenging to treat 

 









Therapy 

ÅNo therapies convincingly effective 

Å1st line salicylic/lactic acid prep  cost effective 

ÅCautery/ cryo effective is surgical facilities 
available 

ÅProfuse facial : 100% TCA effective 

ÅCombination: CO2 laser, TCA, pulsed dye 

ÅLess effective: tretinoin, imiquimod 

ÅScratching discouraged to prevent transmission 
and autoinoculation 

 Cochrane Syst Rev 2009 Oct 7;(4):CD004767  

Sadick Cutis 2009 Jun;83(6):299-302.  





Plane warts 

ÅHIV infected children multiple HPV types 

Åpersistent 

ÅCommon warts, flat warts, EDV-like lesions 

ÅZimbabwian study prev 24% in adolescents 

ÅExtensive photodistribution 

Åmarker of vertical transmission of HIV 

ÅRisk of tumour development , surveillance 

ÅNo improvement with HAART 

 
Lowe Paed Infect Dis J 2010; 29(4):346-51 



Therapy 

Å1st line salicylic acid/lactic acid preparations  
Duofilm 

Åtretinoin cost effective  

ÅGenital warts podophyllin 20% 

ÅImiquimod effective in facial, genital and 
extragenital warts 

 

Kojic  Curr Opin Oncol 2007 Sep; 19(5):464-9 

Walzmann  Int J STD AIDS 2009 Sep; 20(9):657-8 









Therapy 

ÅIf localised, 

ÅTopical azoles 

ÅIf extensive,  

ÅGriseofulvin 750 mg/d x  28 days or 20mg/kg 

ÅTerbinafine   250 mg/d x 14 days 

ÅItraconazole  200 mg/d x   7 days 

 



Seborrhoeic Dermatitis 

ÅCommonest inflammatory dermatosis 

ÅIncidence ranging 32 to 83 % 

Å{ŜǾŜǊƛǘȅ ҧƛƳƳǳƴƻǎǳǇǇǊŜǎǎƛƻƴ 

ÅInfants erythema, scaling progresses to 
erythroderma 

Å>2ys flexural predominance 

ÅOften superinfected staph and HSV 

ÅFrequently relapses 

 
Stefanaki Clin Dermatol 2002;29:24-30 











Therapy 

Å1   
Å Mild disease 
ÅTopical steroids 
ï1% hydrocortisone for the face 
ïmethylprednisolone aceponate cream or dilute 

betamethasone valerate cream for the body 

ÅScalp 
ïKetoconazole 
ïZinc 
ïTar shampoos 

 



Therapy 

ÅIf infected ( weepy and malodorous):  

ïsystemic broad spectrum antibiotic  

ïPotassium permanganate soaks 

ïSedating antihistamines 

 



Papular Eruptions 

Åincidence varies greatly 

ÅRecent study of adolescents in Zimbabwe  
commonest dermatosis 42% 

ÅIn contrast 4% and 5 % in India and Thailand 

ÅUrticarial papules, excoriations,  inflammatory 
pigmentation and prurigo 

ÅAssociated with CD4 < 200 

 

 
Lowe Paed Infect Dis J 2010; 29(4):346-51 






