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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 PaedInfect Dis J 2010; 29(4):346-51
Int JnlDermatol 1990;29:24-29



Plaques 
Solid elevated lesions with a diameter of > 2 cm

SCALP

scaling

alopecia 

cervical nodes

Tinea Capitis

KOH or culture

Scalp and flexures

( axilla, groin)

Seborrhoeic eczema

scalp greasy crusted 

flexural lesions weepy

Psoriasis

Scalp has silvery scales, 

plaques on extensors  

joint and nail changes



SeborrhoeicEczema 

ÅCommonest condition associated with HIV

ÅAlthough it can occur at any level of CD4 
count, it tends to become more severe and 
recalcitrant to therapy as the CD4 count 
declines.  



Å .



Treatment
Å If infected ( weepy and malodorous): 
ïsystemic broad spectrum antibiotic 
ïPotassium permanganate soaks: dry lesions

ÅTopical corticosteroids:
ï1% hydrocortisone for the face
ï1/3 betamethasone valeratecream for the body

ÅScalp shampoos: 
ïKetoconazole
ïTar shampoos

ÅSedating oral antihistamines control pruritus





Psoriasis
Å Face, flexures, hands and feet and scalp: 
ïTopical steroids 

ÅScalp
ïTar shampoos
ïTopical steroids (shampoos and lotions)

ÅBody 
ï6% Tar in 2% salicylic acid 
ïEmulsifying Ointment ( 50:50 WSP/LP)

Å Vitamin A derivatives ie Acitretin indicated for extensive 
disease and erythrodermicforms.



Plaques

Photodermatitis

face, V of the neck and 

extensors

Icthyosis

If on lower limbs( extensors) 

crazy paving appearance

no specific distribution

plaques are annular

Itchy

Drug eruption 

truncal eruption  

drug history

Tinea infection 

central clearing, active 

edge. confirm with KOH

Not Itchy

Secondary syphilis

Peri-oral and nasal, palms 

and soles, oral mucosa, 

WR, VDRL, TPHA









Treatment

Å If localized, topical antifungal creams twice daily for 14 days 
egeconazole, miconazole, clotrimazoleor terbinafinecream.

Å If extensive skin involvement, hair or nail involvement, 
systemic antifungal Fluconazole 200 mg daily for 14 days

ÅFor tineaunguium( nail infection) the duration is longer
ÅFluconazole 200 mg weekly for 6-9 months

Å However, if a few nails are affected ( <3), then it is cost-
effective to use topical therapy. A combination of 2% 
clotrimazolein 40% urea



Drug reactions

ÅDrug eruptions occur 100 times more often in HIV infected 
individuals and the probability of drug reactions increases 
with advancing immunodeficiency 

ÅThe commonest drugs implicated are the antibiotics, 
specifically cotrimoxazoleand the penicillin-containing 
antibiotics.

ÅOther common offending agents: 
ïanticonvulsants 
ïantituberculousdrugs
ïbbw¢LΩǎ

Å morbilliform patterns, urticarial reactions 





Drug reactions

ÅExamining the mucosal surfaces; conjunctivae, oral 
and genitals is important

ÅTherapy is aimed at identifying the offending drug 
and withdrawing it

ÅFor mild reactions, therapy can be symptomatic with 
antihistamines and topical steroids



Secondary syphilis
asymptomatic        

papulosquamoustruncal
eruption

ïannular plaques 
especially of the 
άƳǳȊȊƭŜέ ŀǊŜŀ ƻŦ ǘƘŜ 
face 

ïsplit papules involving 
the angles of the mouth

ï snail track ulcers of the 
tongue 

ïhyperpigmented
papules of the palms 
and soles.

ïMoth eaten alopecia



Nodules
solid elevated lesions with a diameter of >0.5cm with substantial depth

Itchy

PPE/ Prurigo

extensors of 

upper and lower 

limbs

Not Itchy

Violet 

coloured

Kaposis 

sarcoma: Palate, 

limbs, 

symmetrical, 

lymphoedema

Umbilicated

Cryptococcosis

nodules with 

haemorrhagic

crusts, 

meningitis, 

LP

Histoplasmosis

ill patient, chest 

infiltrates, mucosal 

lesions, 

Abn FBC 







Treatment

ÅSymptomatic Rx limited to antihistamines, 
topical steroids

ÅTetracyclines( Doxycycline 100bd x 12 weeks)

ÅHAART Rx

ÅRecurrence associated with virologicfailure







Papules
Solid elevated lesion with a diameter of <0.5cm

Papules that are itchy

Distribution

Lesions on web spaces of 

hands and feet, wrists and 

ankles, axilla, umbilical area 

and groin

Scabies 

plaques and nodules may present in 

severe cases

Symmetrical on 

limbs, involvement 

of face and trunk

PPE/EF

urticarial and 

prurigo-like lesions 

may be present

Exposed sites ie 

face, arms, legs; 

lesions maybe in a 

linear distribution

Papular urticaria

history of insect 

bites

linear







Therapy

ÅBenzoyl benzoate

ÅRepeated applications required

ÅDebridement with keratolytics

Å2%, 5%, 10% Salicylic acid

Å5% Sulphur ointment < 2 yrs

ÅIvermectinfor crusted scabies 200µg/kg stat 
and repeat after 14 days





Papules 
Solid elevated lesion with a diameter of <0.5cm

Non-itchy papules

Verrucous

flat topped 

hypopigment

ed

Warts

Umbilicated

Molluscum contagiosum

necrotic centres

extensors

acral

earlobe

PNT

Mantoux test 

chest X-ray

Tender, pus and 

pustules may be 

present

Bacterial 

folliculitis

Pus swab for 

microscopy 

culture and 

sensitivities









Therapy for Molluscum

Å1st line salicylic/lactic acid prep  Duofilm

ÅCautery/ cryoeffective is surgical facilities 
available

ÅCantharadin0,7% application ( Blister Beetle)

ÅScratching discouraged to prevent transmission 
and autoinoculation



Therapy for warts

Å1st line salicylic acid/lactic acid preparations  
Duofilm

ÅGenital warts podophyllin20%

ÅImiquimodeffective in facial, genital and 
extragenitalwarts






