
Abstract

Background: The pattern of skin diseases varies from one country to another and even from 
region to region of the same country. We are geographically placed in the tropical region with 
natural outcome of communicable diseases. We conducted this cross sectional study in a 
tertiary hospital of Bangladesh keeping the proposition in mind that infectious diseases 
occupy maximum percentage among skin and venereal diseases in outpatients in Bangladesh. 
Objectives: To classify the diseases attending the Skin & VD outpatient department of Enam 
Medical College Hospital (EMCH) and to draw comments and recommendations on the basis 
of findings. Materials and Methods: All patients irrespective of age and sex attending the 
OPD of Skin-VD Department of Enam Medical College Hospital during a 2-year time-period 
(from January 2009 to December 2010) were included in the study. Structured questionnaire, 
check-list and face-to-face interview (whenever necessary) were used as tools of data 
collection. Statistical analyses were done by SPSS version Windows 11.1. Results: Total 
number of patients was 12100. Most of the patients were aged (>18 years; 64.28%), 
dominated by male (61.63%), married (56.1%), literate (71.11%), coming from far (>5 km; 
63.5%) and of middle class origin (59.73%). Out of the total cases, maximum (23.42%) were 
diagnosed as eczema, followed by infectious diseases (17%), acne (8.69%) and psoriasis 
(6.36%). Conclusion: In this study we found infectious diseases to occupy the second position 
next to eczema and our findings nullify the proposition that infectious diseases occupy 
maximum percentage among skin and venereal diseases in outpatients in Bangladesh. 
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Bangladesh is a densely populated country having 
more than 150 million people in a 144 thousand 
square kilometer pocket.1 We are geographically 
placed in the tropical region with natural outcome of 
communicable diseases, notably burdened with non-
communicable and contagious diseases too.2 If we 
analyze the disease profile, we find that almost 19% 
of total OPD patients are suffering from skin 
diseases.3 The pattern of skin diseases varies from 

one country to another and even from one region to 
another within the same country.4 Customs, habits, 
religious beliefs, languages, climate are not so varied 
in different parts in this country, but socio-economic 
conditions and ignorance play vital role for various 
presentations of dermatological condition. A number 
of workers have reported different patterns of skin 
diseases in different areas.5-10 We conducted this 
study in Skin & VD outpatient department of Enam 
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Medical College Hospital (EMCH), Savar, Dhaka and 
intended to draw recommendations based on the in-depth 
findings on prescribers, differential diagnoses, demo-
graphical conditions including literacy and the pattern how 
the clients came to the health facilities.  

Material and Methods
This cross sectional study was carried out in the Skin & VD 
outpatient department of Enam Medical College Hospital 
(EMCH), Savar, Dhaka for a full 2-year time period from 
January 2009 to December 2010.  All patients attending 
outpatient department during this period were included in the 
study. Twelve thousand and one hundred patients attended 
Skin & VD OPD during this period and were considered as 
study population. Patients able to read and write were 
considered as literate and unable to do it as illiterate. Distance 
less than 5 km from EMCH was considered as within Savar 
and above 5 km from as outside Savar. Data were collected by 
structured questionnaire, checklists and face to face interview 
(where necessary). Collected data were tabulated, analyzed 
and checked manually and finally computed by SPSS program 
(version 11.1).

Results
Table I shows age and sex distribution, marital status, 
literacy of the respondents and distance of their residence 
from Savar. Table II shows the referral types of the study 
subjects. Maximum number of subjects was sent by drug 
sellers or village doctors.

Table I: Basic demographic information of the respondents 
by selected variables (N=12100)

Table II: Distribution of patients by the 
category of reference 

The present study shows that 2048 (16.92%) 
patients presented with infectious diseases, 
2834 (23.42%) cases were diagnosed as 
eczema, 770 (6.36%) had psoriasis, 1052 
(8.69%) had acne, 286 (6.84%) were of 
anxiety neurosis, 988 (8.16%) were of 
erectile dysfunction and rest 3580 (29.58%) 
were of mixed or other dermatological 
symptoms (Fig 1). 

Fig 1. Pattern of diseases attending Skin & VD  
OPD

Fig 2 shows different types of infectious 
diseases. Four hundred fifty two (22.07%) 
respondents were diagnosed as scabies, 876 
(42.77%) respondents had fungal infection, 
240 (11.17%) had STIs, 298 had (14.55%) 
viral diseases and only 16 were Hansen’s 
disease (leprosy) patients.

Demographic Variables Number Percentage

Age
<18 years 4334 35.82
>18 years 7766  64.18

Sex
Male 7458 61.63 
Female 4642 38.37

Marital Status
Married 6788 56.1 
Unmarried 5312 43.9

Literacy
Illiterate 3491 28.89
Literate 8604 71.11

Distance
Within Savar 4417 36.5
Outside Savar 7683 63.5

Referral type Frequency Percentage

Registered doctor 1427 11.8

Drug seller/village doctor 5953 49.2

Self 4720 39.0
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Fig 2. Types of infectious diseases in
respondents (N=2048)
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Fig 3 shows the different types of eczematous 
diseases. Maximum numbers (908, 32.04%) of 
respondents were diagnosed as seborrheic dermatitis 
followed by atopic dermatitis (820, 28.93%) and 
contact dermatitis (542, 19.12%).

   

Fig 3. Types of eczematous diseases attending Skin 
& VD OPD (N= 2834)

Table III shows the different types of fungal diseases. 
Five hundred ninety two (67.58%) respondents were 
diagnosed having dermatophytic infection, 185 as 
pityriasis versicolor, 92 as candidiasis and 7 cases 
were caused by deep fungus.

Table III: Pattern of fungal diseases attending Skin & 
VD OPD (N=876)

Table IV shows the distribution of viral diseases. 
Herpes simplex occupies maximum number of cases 
(72; 29%) among viral diseases followed by chicken 
pox 64 (26%), herpes zoster 54 (22%) and verruca 
30 (12%). 

Table IV: Distribution of viral diseases (N=298)

Table V shows that gonorrhea 132 (55%) occupies 
maximum portion of the STIs, followed by 
nongonococcal urethritis 58 (24%), chancroid 18 
(8%) and chancre 12 (5%).

Table V: Pattern of STI patients by specific 
subclassification (N=240)

Discussion 
This two-year long cross sectional study revealed 
that out of the total 12100 cases attending Skin & 
VD outpatient department, maximum cases (23.42%) 
were diagnosed as eczema. Similar findings were 
also reported by other researchers in different regions 
in India.5,7,8,11-13

This study also revealed that infectious diseases 
formed the second largest group (16.92%) of skin 
diseases. Out of 2048 infectious disease patients 452 
were diagnosed as scabies which was only 3.7% of 
total OPD patients in Skin & VD department. Low 
attendance of scabies patients may be due to 
following socio-demographic factors.

1. OPD ticket cost is very high for low 
socioeconomic condition group.

2.  Scabies with other infectious diseases are 
more prevalent among this group.

3.   A government OPD centre (UHC) is located 
within half km from the Skin & VD OPD of 
EMCH.

This study also reveals fungal infection as the 
highest group of infectious diseases. The warm and 
humid climate of the country may account for this 
high incidence of fungal diseases. In this study we 
also found that the incidence of viral infection was 
relatively low (2.46%) as compared to similar studies 
done in Kashmir (14%)12, in Trivandrum (5.10%)13 
and in Pune (7.1%)14. This difference was due to 
inaccessibility of all groups of patients in private 
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Disease pattern Number Percentage

Dermatophytes 592 67.58

Pityriasis versicolor 185 21.12

Candidiasis 92 10.50

Deep fungus 7 0.80

Disease Frequency Percentage

Herpes Zoster 54 22

Herpes Simplex 72 29

Chicken pox 64 26

Verruca 30 12

Others 28 11

Total 298 100

Disease Frequency Percentage
Gonorrhoea 132 55
Chancre 12 5
Chancroid 18 8
NGU 58 24
Others 20 8
Total 240 100
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medical outdoor. We also found that herpes simplex 
was the commonest viral infection (29%). 

The low incidence (0.13%) of Hansen’s disease in 
this study is due to the fact that such patients mainly 
attend leprosy centres where the medicines (MDT) 
are given free of cost and these facilities are 
available throughout the country. Low incidence of 
STIs (1.98%) may be because such patients preferred 
to maintain privacy and attend private clinics to 
avoid the harassment of social oppression and stigma 
associated with the disease.   

Based on the findings and analyses of the results of 
similar studies at home and abroad we like to make 
following recommendations to draw attention of the 
policy makers, specialists in Skin & VD and future 
researchers.

1.  No case should be diagnosed blindly and 
categorized under gross classification, unless 
there is adequate proof. The blind forecasting 
might lead to wrong directions.

2. Not any proposition, even done by the 
specialists, should be taken as readymade-
decision. Researcher should come forward to 
justify their hypothesis through scientific 
study and statistical findings.

3.  Though a major portion of the total patients 
attending Skin-VD OPD is diagnosed as 
dermatological cases, but it cannot be 
confirmed blindly. Confirmation of the 
diagnosis of Skin-VD cases should be done 
very cautiously and meticulously.
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