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Abstract 
Background
Data on prevalence and type of mucocutaneous diseases in HIV-positive patients and their impact on 
quality of life (QoL) are sparse. We aim to determine prevalence and type of mucocutaneous disorders, 
their correlation to CD4+ counts and impact on QoL for adults with HIV, using the Dermatology Life 
Quality Index (DLQI).

Methods
A cross-sectional study of HIV-infected adults seen in HIV and Dermatology Clinic.

Results
The majority (90%) of 174 participants recruited was male. Median age at diagnosis of HIV infection 
was 29 years (IQR 10). Mucocutaneous disorders were present in 90.2%, out of which 58.6% had 
two or more mucocutaneous disorders. Mean CD4+ count was significantly lower in patients with, 
compared to those without mucocutaneous disorders (363 vs 548 cells/µL; p=0.030). Infections 
accounted for 67.2% of all mucocutaneous disorders seen, followed by inflammatory dermatoses 
(51.7%), cutaneous adverse drug reactions (17.8%) and neoplasm (2.3%). The five most frequent 
manifestations were eczema (22.4%), anogenital warts (21.2%), candidiasis (16.7%), dermatophytosis 
(15.5%) and secondary syphilis (12.0%). Oral candidiasis, pruritic papular eruption, drug-induced 
maculopapular eruption and drug rash with eosinophilia and systemic symptoms were significantly 
more prevalent in patients with CD4+ counts <200 cells/µL but anogenital warts were more prevalent 
in patients with CD4+ counts ≥200 cells/µL. The mean DLQI score was 8.39 (SD ± 6.83). QoL was 
severely impaired (DLQI >10) in 34.4%.

Conclusion
Mucocutaneous disorders were common in HIV patients causing significant impairment in quality 
of life. Prevalence co-related with low CD4+ counts. Adequate management of HIV may reduce the 
prevalence of mucocutaneous disorders and improve QoL.
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Introduction
Human immunodeficiency virus (HIV) is a retrovirus 
that cripples immunity by the destruction of CD4+ 

T-lymphocytes.1 The underlying immunodeficiency 
predisposes the HIV-infected patient to a variety 
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of mucocutaneous disorders.2,3 Furthermore, 
the incidence and severity of these disorders 
increases as the HIV infection worsens.2,3 Although 
mucocutaneous diseases are rarely life-threatening, 
they can severely impair the patients’ quality of 
life.4 The use of combination antiretroviral therapy 
(ART) may prolong the patient’s life but drug-
induced adverse reaction is a problem5 because they 
may cause disfiguring facial lipoatrophy.5,6,7 

Interestingly, skin diseases may be the first 
manifestations of HIV infection.8 Hence, knowledge 
of the prevalence of these mucocutaneous disorders, 
the types and their impact on the HIV-infected 
patients’ life are important aspects for their optimal 
management. We set out to study the prevalence of 
mucocutaneous manifestations in these patients, 
their types and their impact on patients’ quality 
of life (QoL). We also explored the relationship 
between these disorders and CD4+ T-cell counts, a 
known indicator of disease progression.

Materials and Methods
This was a cross-sectional study involving adults 
(18 years and above) who were diagnosed with HIV 
infection based on ICD-10-CM code B20. Study 
subjects were approached when they attended their 
scheduled HIV or Dermatology Clinic, Hospital 
Sultanah Aminah Johor Bahru (HSAJB), a tertiary 
referral centre in southern Malaysia. All confirmed 
HIV patients seen consecutively between 1st May 
2019 to 31st July 2019 were recruited into the study 
which was approved by the Malaysian Ministry 
of Health Institutional Review Board and Medical 
Research Ethnics Committee (NMRR-19-92-
46001). Written consents were given by all patients.

Study Procedures
After consent, patients underwent a thorough 
interview and full physical examination. CD4+ 
T-cell counts and other relevant blood tests and 
procedures such as skin biopsies, skin scrapings and 
cultures were performed based on clinical findings. 
All findings were recorded in a standard Case 
Report Form (CRF). 

Patients with mucocutaneous disorders were 
asked to fill up the DLQI questionnaire. DLQI is 
a 10-item dermatology-specific questionnaire that 
assesses the impact of skin disease and its treatment 
on the patient’s life such as their symptoms of 
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itch, embarrassment, interferences with their 
daily activities, leisure, work and study, personal 
relationships and problems in taking the treatment. 
Each question is scored from 0 to 3; 0 for not at all or 
not relevant, 1 for a little, 2 for a lot, 3 for very much. 
Questions 3 to 10 offered a “not relevant” response 
(NRR) option that was scored as an item that had 
no impact on study participants’ life. A composite 
score is then calculated by summing the score of 
each question. It could range from a minimum of 0 
to a maximum of 30. A DLQI score of 0 to 1 means 
the skin disease has no effect on the patient’s life; 
2-5 a small effect, 6-10 a moderate effect, 11-20 a 
very large effect and 21-30 an extremely large effect 
on patient’s life.9 

Statistical Analysis
Descriptive statistics were presented as counts and 
percentages for categorical variables. Means and 
standard deviation (SD) was used for normally 
distributed data while median with an interquartile 
range (IQR) was used for data which were not 
normally distributed. Chi-square test, Fisher’s exact 
test or Kruskal-Wallis test are used for univariate 
analysis depending on data distribution. Statistical 
significance was set at p <0.05. Statistical analysis 
was carried out with the Statistical Package for the 
Social Sciences (SPSS) (version 23; SPSS Inc., 
Chicago, IL. USA).

Results

Demographic Characteristics
A total of 174 HIV-infected individuals participated 
in this study. The male to female ratio was 11.4:1. 
The median age at diagnosis was 29 (IQR: 10) 
years. In the racial distribution, 48.3% were Malays, 
43.1% Chinese, 8.0% Indian and 0.6% others. 
About 88% of the study participants completed at 
least secondary school education level. Most of the 
participants were currently single and employed 
(Table 1).

Risk Profile, CD4+ T-cell Counts and Treatment 
Status of 174 HIV-positive Patients
The main mode of HIV transmission was through 
sexual intercourse with 85% of participants having 
multiple sexual partners. Forty-five percent of them 
were homosexual. 

Twenty-seven participants (15.5%) were 

intravenous drug users, five of them being active 
users and nineteen of them (70.4%) had multiple 
sexual partners. Twenty-two participants (12.6%) 
were either using or had a history of using stimulants 
either in the form of inhalational drugs or pills 
during engagement of sexual activities (Table 2). 

The median duration of HIV infection was 172 
(IQR:287) weeks. The median CD4+ T-cell 
counts were 335 (IQR:508) cells/µL. Most of the 
study participants had already commenced on 
antiretroviral treatment.

Mucocutaneous Manifestations of the Study 
Participants
Close to 90% of the participants had at least 
one mucocutaneous manifestation (Table 3). 
Furthermore, the CD4+ T-cell counts were 
significantly lower in patients with mucocutaneous 
manifestations when compared to those without 
(363 ± 338 cells/µL vs 548 ± 229 cells/µL; p=0.030). 

Common mucocutaneous disorders were infections 
(67.2%), followed by inflammatory dermatoses 
(51.7%), cutaneous Adverse Drug Reactions 
(cADR) (17.8%) and neoplasm (2.3%). Participants 
with CD4+ T-cell counts <200 cells/µL were 
significantly more likely to develop cADR. Most of 
the drug eruption in our study were secondary to 
sulfamethoxazole/trimethoprim (54.8%), followed 
by antiretroviral therapy (35.5%), anti-tuberculous 
drugs (6.5%) and antibiotics (3.2%).

Relationship between CD4+ T-cell Counts and 
Mucocutaneous Manifestations
For study participants with CD4+ T-cell counts of 
<200 cells/µL, there were 38% of them who had 
mucocutaneous manifestations compared to only 
6% of them without any manifestations (p=0.008) 
(Table 4).

Several dermatoses were noted to be significantly 
higher among participants with CD4+ T-cell counts 
<200 cells/µL when compared to those higher than 
200 cells/µL (Table 5). These were candidiasis 
(p=0.001), pruritic papular eruption (p=0.037), 
drug-induced maculopapular eruption (p=0.001) 
and drug rash with eosinophilia and systemic 
symptoms (DRESS) (p=0.001). 

However, anogenital warts were noted to be 
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significantly higher in those with CD4+ T-cell counts 
of ≥200 cells/µL (p=0.006). No differences in CD4+ 
T-cell counts was observed for other mucocutaneous 
manifestations.

Effect of Mucocutaneous Manifestations on 
Participants’ DLQI Scores
The mean (± SD) of the total DLQI score was 8.39 ± 
6.83 (range:0-27) (Table 6). When further analysed, 
the mean (± SD) DLQI score for participants 
who had ≥3 mucocutaneous disorders was not 
significantly higher, scoring 8.73 ± 6.54 (p=0.858). 
In all, 54 participants (34.4%) with mucocutaneous 
manifestations experienced severely impaired 
quality of life, having DLQI score >10. Thirty-five 
participants (22.3%) had moderate effect while 42 
participants (26.8%) had a small effect. No effect 
was seen in 26 participants (16.6%) (Figure 1). 

In the questionnaire, Questions 3 to 10 had a “not 
relevant response” (NRR) option. About two-thirds 
of participants chose this option at least once from 
questions 3 to 10. A higher proportion was recorded 
for questions on sexual difficulties (38.9%), sports 
(36.3%) and working or studying (22.9%).

Table 1. Demographic characteristics of 174 study 
participants with HIV infection

Variables n (%)

Age category in years 18-30 
31-40 
41-50 
51-60 
61-70 

94 (53.7)
44 (25.1)
26 (14.9)
8 (4.6)
2 (1.1)

Gender Male
Female

160 (92.0)
14 (8.0)

Ethnicity Malay
Chinese
Indian
Others

84 (48.3)
75 (43.1)
14 (8.0)
1 (0.6)

Education level Primary
Secondary
Tertiary

21 (12.1)
86 (49.4)
67 (38.5)

Marital status Single
Married
Divorced
Widow / Widower

127 (73.0)
21 (12.1)
19 (10.9)
7 (4.0)

Occupation Self-employed
Employee
Unemployed

33 (19.0)
90 (51.7)
51 (29.3)

Table 2. Risk profile, CD4+ T-cell counts and treatment 
status of 174 HIV-positive patients

Variables n (%)

Sexual orientation Homosexual
Heterosexual
Bisexual

79 (45.4)
61 (35.1)
33 (19.5)

Number of sexual 
partners

Multiple
Single

147 (84.5)
26 (14.9)

Risk factors of HIV 
transmission

Sexual transmission
Sexual transmission & 
Intravenous drug user
Intravenous drug user

147 (84.5%)
26 (14.9%)

1 (0.6%)

CD4+ T-cell counts <200 cells/µL
200-349 cells/µL
350-499 cells/µL
>500 cells/µL

61 (35.1)
30 (17.2)
28 (16.1)
55 (31.6)

Participants on 
antiretroviral treatment 
(ART)

Yes
No

129 (74.1)
45 (25.9)

Table 3. Comparison of mean CD4+ T-cell counts in 174 
HIV-positive patients with and without Mucocutaneous 
Disorders

Variables n (%) Mean CD4+ T-cell 
Counts (cells/µL ± SD)

p-valuea

Presence of 
Disorders 
(n=157)                    

Absence of 
Disorders 

(n=17)

All 
mucocutaneous 
manifestations

157 
(90.2) 363 ± 338 548 ± 229 0.030

1 Disorder

2 Disorders 

≥3 Disorders

65 
(37.3)

43 
(24.7)

49 
(28.2)

378 ± 280

364 ± 362

342 ± 388

Infection* 117 
(67.2) 381 ± 360 381 ± 270 0.991

Inflammatory 
dermatoses*

90 
(51.7) 361 ± 329 403 ± 337 0.406

Cutaneous 
adverse drug 
reactions 
(cADR)*

31 
(17.8) 194 ± 249 422 ± 335 <0.001

Neoplasm* 4 
(2.3) 404 ± 323 381 ± 334 0.891

SD = Standard deviation; aindependent samples T-Test
*One patient may have multiple mucocutaneous manifestations; the 
percentage reported is based on total patients in each group

Table 4. The effect of CD4+ T-cell counts on 
Mucocutaneous Manifestations

CD4+ T-cell Counts Mucocutaneous 
Manifestations

p-valueb

Yes (%) No (%)

<200 cells/µL
≥200 cells/µL

60 (34.5)
97 (55.7)

1 (0.6)
16 (9.2)

0.008

bChi-Square test
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Table 5. Relationship between type of Mucocutaneous Manifestations and CD4+ T-cell counts

Variables n (%) Participants with CD4+ 
T-cell Counts (cells/µL) 

<200 {n=60 (%)}

Participants with CD4+ 
T-cell Counts (cells/µL) 

≥200 {n=97 (%)}

p-valueb

All mucocutaneous manifestations 157 (90.2) 0.248

1 Disorder
2 Disorders
≥3 Disorders

65 (37.3)
43 (24.7)
49 (28.2)

24 (40.0)
13 (21.7)
23 (38.3)

41 (42.3)
30 (30.9)
26 (26.8)

Infection*

Viral

Human 
papillomavirus

Anogenital warts
Palmoplantar warts
Herpes simplex virus 
Molluscum contagiosum
Varicella and Herpes zoster virus infection
Oral hairy leukoplakia

37 (21.2)
6 (3.4)
10 (5.7)
6 (3.4)
5 (2.9)
3 (1.7)

7 (11.7)
3 (5.0)
6 (10.0)
3 (5.0)
3 (5.0)
3 (5.0)

30 (30.9)
3 (3.1)
4 (4.1)
3 (3.1)
2 (2.1)
0 (0)

0.006
0.675c

0.183c

0.675c

0.371c

0.054c

Fungal Candidiasis
Dermatophytes
Deep fungal infection

29 (16.7)
27 (15.5)
3 (1.7)

20 (33.3)
9 (15.0)
3 (5.0)

9 (9.3)
18 (18.6)

0 (0)

0.000
0.566
0.054c

Bacterial Syphilis
Cellulitis
Impetigo
Abscesses / Carbuncle

21 (12.0)
12 (6.9)
5 (2.9)
1 (0.6)

7 (11.7)
3 (5.0)
0 (0)
0 (0)

14 (14.4)
9 (9.3)
5 (5.2)
1 (1.0)

0.621
0.375c

0.157c

1.000c

Parasitic Scabies
Pediculosis capitis

1 (0.6)
1 (0.6)

1 (1.7)
0 (0)

0 (0)
1 (1.0)

0.382c

1.000c

Inflammatory 
dermatosis*

Eczema
Pruritic papular eruption
Acne vulgaris
Psoriasis
Prurigo nodularis
Seborrheic dermatitis
Urticaria
Hidradenitis suppurativa
Ichthyosis
Xerosis
Cutaneous vasculitis
Photodermatitis
Other inflammatory dermatosis

39 (22.4)
14 (8.0)
11 (6.3)
10 (5.7)
8 (4.6)
7 (4.0)
5 (2.9)
4 (2.3)
3 (1.7)
2 (1.1)
1 (0.6)
1 (0.6)
5 (2.9)

12 (20.0)
9 (15.0)
2 (3.3)
2 (3.3)
4 (6.7)
3 (5.0)
2 (3.3)
1 (1.7)
2 (3.3)
2 (3.3)
1 (1.7)
0 (0)
0 (0)

27 (27.8)
5 (5.2)
9 (9.3)
8 (8.2)
4 (4.1)
4 (4.1)
3 (3.1)
3 (3.1)
1 (1.0)
0 (0)
0 (0)

1 (1.0)
5 (5.2)

0.270
0.035c

0.207c

0.320c

0.482c

1.000c

1.000c

1.000c

0.558c

0.145c

0.382c

1.000c

0.157c

Cutaneous 
Adverse Drug 
Reactions 
(cADR)*

Maculopapular eruption
Drug rash with Eosinophilia and Systemic 
symptoms
Lipodystrophy
Toxic epidermal necrolysis
Erythema multiforme
Other cADRs

16 (9.2)
8 (4.6)

5 (2.9)
2 (1.1)
1 (0.6)
2 (1.1)

12 (20.0)
8 (13.3)

0 (0)
2 (3.3)
1 (1.7)
1 (1.7)

4 (4.1)
0 (0)

5 (5.2)
0 (0)
0 (0)

1 (1.0)

0.001
0.000c

0.157c

0.145c

0.382c

1.000c

Neoplasm* Cutaneous lymphoma
Kaposi’s sarcoma
Bowen’s disease

2 (1.1)
1 (0.6)
1 (0.6)

1 (1.7)
0 (0)
0 (0)

1 (1.0)
1 (1.0)
1 (1.0)

1.000c

1.000c

1.000c

bChi-Square test; cFisher’s exact test
*One patient may have multiple mucocutaneous manifestations; the percentage reported is based on total patients in each group
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Table 6. The effect of Mucocutaneous Manifestations on participants’ mean DLQI scores

Variables Mean DLQI Scores (SD) p-valuea

General effect of Mucocutaneous Manifestations Yes
No

8.39 (6.83)

Infection Yes
No

8.65 (6.95)
6.05 (6.10)

0.017

Inflammatory dermatoses Yes
No

7.87 (5.84)
7.73 (7.69)

0.892

Neoplasm Yes
No

6.25 (9.85)
7.84 (6.73)

0.645

Cutaneous adverse drug reactions (cADR) Yes
No

8.71 (6.34)
7.60 (6.87)

0.411

DLQI components

Symptoms and Feeling Yes
No

2.38 (1.81)
0.82 (0.95)

0.001

Daily activities Yes
No

1.50 (1.89)
0.06 (0.24)

0.002

Leisure Yes
No

1.24 (1.76)
0.12 (0.49)

0.009

Daily activities Yes
No

0.65 (1.15)
0.12 (0.49)

0.009

Daily activities Yes
No

0.65 (1.15)
0.12 (0.49)

0.009

Treatment Yes
No

0.65 (1.15)
0.12 (0.49)

0.009

aIndependent samples T-Test

Figure 1. Effects of Mucocutaneous Manifestations on participants’ DLQI

Discussion
Ever since its recognition in 1981, HIV has become 
a major global public health issue. In 2019, there 
were 1.7 million newly infected people of whom 
690,000 people died from its related causes.10   

Malaysia is no different; by the end of 2018 it is 
estimated that 87,041 people would have lived with 
HIV in Malaysia and 55% of these will be receiving 
antiretroviral treatment (ART).11 Close to 80% of 
our study participants were below 40 years old of 
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which, 92% were of males. These figures are similar 
to those reported by Wang Jing in 2000 in Malaysia 
who showed that 75% of his study participants were 
less than 40 years old and with a male preponderance 
of 87%.12 

Homosexual contact was the most common mode 
of transmission in our patients. However, two 
previous studies from Singapore and Malaysia 
showed that most of their study participants were 
heterosexuals.12,13 Furthermore, Kanter et al.14 in 
2011 screened 517 men who had sex with men in 
Kuala Lumpur and found that 3.9% of them tested 
positive for HIV infection. This study shows a 
change in risk factor for HIV transmission and 
therefore, targeted interventions should be offered 
to prevent and control HIV transmission.15 

Mucocutaneous manifestations are common in 
patients of HIV. They may occur anytime during the 
course of the disease. Ninety percent of our patients 
displayed at least one type of dermatological 
manifestation whereby more than half had 2 or more 
mucocutaneous disorders. This high prevalence is 
likely attributed to recruitment of patients done in 
a tertiary referral centre of HIV and Dermatology 
Clinic. Consistent with observation documented 
by Li et al.16, our study showed that patients with 
mucocutaneous disorders had significantly lower 
CD4+ T-cell counts. However, no significant 
difference in CD4+ T-cell counts was observed 
between patients with one and more than one 
mucocutaneous disorders. This contradicted findings 
by Li et al.16 who showed that significant reduction 
in CD4+ T-cell count occurred with increasing 
number of mucocutaneous manifestations. 

Infections
Human papillomavirus (HPV) infection in the form 
of anogenital warts was noted to occur frequently 
among our participants, especially those with 
CD4+ T-cell counts >200 cells/µL. In contrast 
to our findings, Chikandiwa et al.17 showed that 
anogenital warts were more prevalent among those 
with lower CD4+ T-cell counts (<200 cells/µL). 
HIV infection may have altered the natural history 
of HPV infection and thus were more common 
among individuals with HIV infection, regardless 
of their CD4+ T-cell counts.19 Furthermore, our 
findings might be related to the fact that 84.5% of 
our study participants had multiple sexual partners 

and 45.4% of them were homosexual. This finding 
is supported by other workers. Dareng et al.18 

showed that anogenital warts were more prevalent 
among his study participants who had multiple 
sexual partners. Similarly, Sonnenberg et al.19 found 
that the diagnosis of anogenital warts were more 
frequent in men who had sex with men. 

On the other hand, candidiasis seemed to be 
predominant among our participants with CD4+ 

T-cell counts of less than 200 cells/µL. Altuntas 
et al.20 and Kore et al.21 showed similar results. 
Interestingly, in our study, there was a significant 
lower prevalence of candidiasis in patients who 
were on ART treatment. This is in line with the 
study by Hengge et al.22 in which they found a 
decrease in the prevalence of oral candidiasis after 
ART administration. This implies that candidiasis 
infection is related to low immune function. 
Candidiasis may therefore be an important indicator 
of progression of the HIV infection and starting 
ART could decline its prevalence.

Secondary syphilis was present in 12% of 
study participants, it being the most common 
bacterial infection with 71.4% occurring among 
the homosexuals. This finding is not surprising 
as syphilis is associated with high-risk sexual 
behaviours and infection substantially increases in 
association with HIV transmission and acquisition.23 

In Canada, the incidence of syphilis was 300-fold 
greater among male who had sex with male positive 
for HIV than the reported case rate in the general 
male population.24 

Inflammatory Dermatoses
Of the inflammatory dermatoses, the most common 
manifestations were eczema (22.4%), followed by 
pruritic papular eruption (PPE) (8.0%), psoriasis 
(6.3%) and acne vulgaris (6.3%). However, of these 
only pruritic papular eruption was significantly 
associated with CD4+ T-cell counts of less than 
200 cells/µL. A similar observation was reported 
by Resnick et al.25 and Farsani et al.26 and they 
postulated that PPE reflects an altered and 
exaggerated immune response to arthropod antigens 
among HIV-infected individuals. 

Eczema was present in 22.4% of our participants. 
Similar percentage was reported in a group of 
patients from Thailand.27 It is known that both 
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eczema and HIV share a similar Th2 cytokine profile 
characterized by elevated IgE, eosinophils, IL-4 
and IL-5 levels. This may explain the relationship 
between the two diseases.28, 29

Psoriasis was seen in 6.3% of our patients, an 
incidence much higher than that reported (2.9%) by 
others from Iran.30 We also found that in about 50% 
of our patients’ psoriasis were aggravated soon after 
the diagnosis of HIV infection. This may be related 
to the fact that the HIV, in attacking CD4+ T-cells 
increases the proportion of CD8+ T-cells which in 
turn secrete IFN-γ and aggravates psoriasis.31  

Cutaneous Adverse Drug Reactions
HIV-infected individuals have both an immunologic 
dysfunction and do take a diverse set of drugs. A 
higher incidence of drug eruption among these 
individuals may therefore be expected.32 Cutaneous 
Adverse Drug Reactions (cADR) affected 17.8% 
of the study participants and this was positively 
correlated with those patients with CD4+ T-cell 
counts of less than 200 cells/µL, especially in those 
with maculopapular eruption and drug rash with 
eosinophilia and systemic symptoms (DRESS). 
This shows that drug eruptions are strongly related 
to the patient’s immune function.33 

Most of the cADR were secondary to 
sulfamethoxazole/trimethoprim, followed by 
antiretroviral therapy, anti-tuberculous drugs 
and antibiotics, which was also portrayed in 
other studies.34,35 The frequent occurrence of 
opportunistic infections among HIV patients36 
often leads to concurrent use of sulfamethoxazole/
trimethoprim for Pneumocystis jirovecii pneumonia 
prophylaxis and anti-tuberculous therapy, both of 
which are well-documented instigators of mild to 
severe cADR. These reactions can seriously impede 
effective management of HIV and opportunistic 
infections among HIV-infected individuals. 

Dermatology Life Quality Index
HIV patients with mucocutaneous manifestations 
had a mean (± SD) DLQI score of 8.39 ± 6.83. 
More than one-third of HIV-infected individuals 
felt that having mucocutaneous manifestations 
severely affected their quality of life. This finding 
was similarly reported by Shittu et al.37 Severe 
impairment of QoL (DLQI >10) was clearly 
shown affecting our patients presenting with 

mucocutaneous disorders regardless of the numbers 
of manifestations experienced by them. 

Not with standing, the mean DLQI scores in our 
patients may have been underestimated because, 
about 67% of them chose the “not relevant 
response”. These were in the areas of sexual 
difficulties (38.9%), sports (36.3%) and working or 
studying (22.9%). Abstaining from these activities 
on account of their mucocutaneous diseases might 
have been the reason for them choosing the NRR 
option. Rencz et al.38 noted similar findings whereby, 
their participants with psoriasis also picked NRR 
options for sexual difficulties, sports and working 
or studying.

The presence of mucocutaneous manifestations also 
caused significant discomfort in terms of itchiness, 
pain and embarrassment in our participants. A 
similar finding was seen in newly diagnosed HIV/
AIDS-infected patients in a study from Nigeria.37 
Daily and leisure activities were also impaired in 
our patients with mucocutaneous manifestations as 
opposed to those with none. In addition, they found 
it burdensome to seek treatment on account of their 
mucocutaneous manifestations. 

Limitations
This study involved only single centre and had a 
relatively short study duration of three months. In 
using convenience sampling, the participants may 
not have been representative of the target population. 

Conclusion
Mucocutaneous disorders were common and diverse 
among patients with HIV infection. More than one-
third of patients with mucocutaneous manifestations 
had severely impaired quality of life. Hence, early 
and adequate treatment of HIV patients may reduce 
the prevalence of mucocutaneous disorders and 
their impact on patients’ QoL. Cutaneous ADR 
including potentially life-threatening DRESS were 
significantly higher in patients with CD4+ T-cell 
counts <200 cells/µL. This highlights the need for 
caution in prescribing only absolutely necessary 
medication for HIV patients with low CD4+ T-cell 
counts.  
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