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Abstract

Background and objectives: Skin diseases in developing world have stimulated a lot of
interest over the years because they are potentially preventable and controllable and
because skin diseases also serve as an index of community development. The present
study was designed to determine the burden of the skin diseases in rural areas of Erbil
governorate.

Methods: The study is a community based conducted in one of the rural areas of Erbil
study, house to house survey method was applied and all the households were examined
after explaining for them the process. Data regarding socio-demographic variables were
collected from each family by a specially designed questionnaire. All the household mem-
bers were clinically examined and the dermatological findings were recorded.

Results: The study population composed of 542 persons, 262 (48.33%) male and 280
(51.67%) female with male to female ratio 0.94:1. The overall prevalence of skin diseases
was 36.3%, 164 (30.2%) of them affected with one disease, and 33 (6.1%) affected with
two diseases. Infectious dermatoses have the highest prevalence rate (20.1%), followed by
eczematous skin diseases (10.2%). The overall prevalence of skin diseases was higher
among females than males; the prevalence of skin diseases was increasing with rising
crowding index.

Conclusion: The study concluded that the prevalence of skin diseases in rural areas of
Erbil governorate is one of the great public health problems that have a significant burden
on the population. So, increased public and professional awareness of dermatological care
might decrease the size of these disorders and its burden in the community.
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Introduction

Skin diseases in developing countries have improper recording, as many social and
raised the awareness over the last years, economic factors affect the decision to
because they are potentially preventable seek medical advice. 2° The epidemiology
and controllable and they also serve as an is often used to describe the burden of skin
index of community development. ' Envi- diseases in human population, but at the
ronmental factors have been known to play same time, it offers one of the most power-
major role in influencing the trend of skin ful and direct method of evaluating the
diseases, particularly in poorly planned and cause of skin diseases in human popula-
overcrowded areas. 2* Most of available tion; so, community based survey is
statistics on the pattern of skin diseases regarded as one of the epidemiological
are based on hospital or private practice, studies that used to determine the morbid-
and can provide a very crude indication of ity of skin diseases. ® Skin diseases has
true prevalence and incidence in a commu- international as well as national variations
nity in additon to misdiagnosis and within one country. There are factors that
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influence the pattern of skin diseases, like
genetic, environment, race, occupation,
nutrition and habits can influence the
pattern of skin diseases. "'° The present
study was designed to find out the preva-
lence of skin diseases in a rural area of
Erbil governorate.

Methods

The study was conducted in a village called
"Henara" in Erbil governorate, Kurdistan
region, Iraq from 15" Jan to 15" March
2010. The village is 30 km north to Erbil
city, with population of 565 persons. Most
of the houses are built with mud; some
have iron-sheet roofing, there is a seasonal
river passing beside it. The main activities
of the villagers are farming, casual workers,
laborers and animal rearing. The village
has one primary school, with one modemn
primary health care center, staffed with four
nurses and three porters and cleaners. This
is a household-based survey; all the house-
hold members were examined by a derma-
tologist and assisted by two nurses during
the day light after explaining for the house-
holds the purpose of the study. For the
purpose of conducting the study a ques-
tionnaire was designed that composed of
two parts, first part is covering socio-
demographic characteristics of the
subjects, and the second part is covering
the dermatological findings. All the house-
hold members were clinically examined
and the dermatological findings were
recorded. Diagnosis of the skin diseases
was based on clinical examination, in
doubtful fungal infections; scale scrapings
were obtained to confirm the diagnosis.
Crowding index of each person is meas-
ured by dividing the number of households
of each house by the number of the rooms,
excluding the kitchen and bathroom. The
prevalence rate of skin diseases was calcu-
lated by dividing the number of all the
individuals with skin diseases (numerator)
at the time of study by the total number of
population at risk (denominator) multiplied
by a multiplier (100). Statistical Package for
Social Sciences (SPSS) version 15 soft

ware was used for data entry and analysis,
Chi-square (x ?) test of association was
used for measuring statistical associations
between variables. P-value equal to or less
than 0.05 was considered statistically
significant

Results

Out of 564 person occupying the village,
542 (96.10%) persons included in this
study; 262 (48.33%) male and 280
(51.67%) female with a male to female ra-
tio 0.94:1. The age of study population
ranged between 1 month and 85 years with
mean * SD of 22.88 1£18.78 years. The
overall prevalence of skin diseases was
36.3%; it was higher among females than
males (44.3% and 27.9% respectively), as
shown in (Table 1), this difference was
statistically highly significant (P < 0.001).
The prevalence of the skin diseases
among the study population was increasing
with advancing age reaching a maximum in
the fourth decade of life (46.4%), while in
older age groups the rate is fluctuating.
The lowest rate was among those = 60
years of age (27.2%) as shown in (Table
2). Out of 542 person participated in the
study, 164 (30.2%) of the study population
were affected with one disease, and 33
(6.1%) with two diseases. The study shows
that 109 (20.1%) person of the study popu-
lation had one infectious skin disease and
88 (16.2%) had one of non-infectious skin
diseases. The prevalence of infectious
skin, non-infectious and over all skin
diseases was increasing with increasing
crowding index of the households, as
shown in (Table 3). Out of 542 person of
study population 109 (20.1%) subjects had
infectious skin diseases, 10% among the
study population had fungal infection, 4.3%
parasitic, 4% viral and 1.8% bacterial.
Types of infectious skin diseases are
shown in (Table 4). Table (5) shows that
among (542) constituting the total study
population, 88 (16.2%) cases had non-
infectious skin diseases, eczematous skin
diseases constitute 10.2% from the study
population, followed by sebaceous gland
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disorders by (3.5%), plantar hyperkeratosis urticaria, basal cell carcinoma and alopecia
(2.25%), pigmentary disorders (1.5%), areata by (0.2%).
papulosquamous disorders (0.6%) and

Table 1: Distribution of sample by gender and skin diseases

Gender Subjects with  Subjects without ,

skin disease skin disease Total ¥ P- Value
No. (%) No. (%)
Male 73 (27.9) 189 (72.1) 262
Female 124 (44.3) 156 (55.7) 280 15.78 < 0.001
Total 197 (36.3) 345 (63.7) 542

Table 2: Age distribution of subjects, with skin diseases

Age Subjects with Subjects without Total No. of
groups skin disease skin disease examined
(years) No. (%) No. (%) subjects
<10 53 (29.8) 125 (70.2) 178

10-19 47 (39.8) 71 (60.2) 118
20-29 41 (43.2) 54 (56.8) 95

30-39 26 (46.4) 30 (53.6) 56

40-49 12 (31.6) 26 (68.4) 38

50-59 9 (37.5) 15 (62.5) 24

260 9(27.2) 24 (72.8) 33

Total 197 (36.3) 345 (63.7) 542

Table 3: Prevalence of infectious and non-infectious and overall skin diseases in relation to
households crowding index

Crowding  Subjects with Subjects with  Subjects with Subjects Total No. of

index infectious skin  non-infectious skin disease without skin examined
diseases skin diseases (Total) disease subjects
No. (%) No. (%) No. (%) No. (%)
<2 13 (10.8) 13 (10.8) 26 (21.7) 94 (78.3) 120
2-4 59 (20.9) 43 (15.4) 102 (33.8) 179 (63.7) 281
>4 37 (26.2) 32 (22.6) 69 (57.0) 72 (51.1) 141
Total 109 (20.1) 88 (16.2) 197 (36.3) 345 (63.7) 542
P value <0.001*

*Association between subjects with and without skin diseases.
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Table 4: Prevalence of infectious skin diseases in categories

Infectious skin dis- Number of Prevalence (%) among
ease category cases total population (No.
542)

Fungal:

Tinea pedis 46 8.5
Tinea corporis 6 1.1
Tinea versicolor 2 0.4

Total 54 10.0

Parasitic:

Pediculosis capitis 14 2.6
Insect bite 9 1.7
Total 23 4.3

Viral:
Verrucae 10 1.8
Herpes simplex 12 2.2
Total 22 4.0

Bacterial:

Impetigo 7 1.3
Boils 3 0.6
Total 10 1.9
Total 109 20.1

Table 5: Prevalence of non infectious skin diseases

o,
Non-infectious skin diseases Number of Prevalence (%) among total

cases population (No. 542)
Eczema/Dermatitis
Pityriasis Alba 16 3
Contact Dermatitis 13 24
Atopic Eczema 14 2.6
Plantar hyperkeratosis 12 2.2
Total 55 10.2
Sebaceous gland disorders
Acne 19 3.5
Pigmentary disorders
Melasma 8 1.5
Papulo squamous disorders
Psoriasis 3 0.6
Urticaria 1 0.2
Basal cell carcinoma 1 0.2
Alopecia areata 1 0.2
Total 88 16.2
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Discussion

This is the first community based study to
provide a comprehensive view of skin
diseases in a rural area of Erbil gover-
norate. The prevalence of skin diseases in
this study (36.3%) is near to that recorded
in rural Mosul, north Iraq in 2002 (33.2%)"",
while more than that reported in Tikrit and
Kirkuk "middle and north Iraq" (28%)."? The
lower rate reported in the later study could
be attributed to the fact that the investigator
examined each resident who reported to
have a skin disease, while in this study and
in Mosul study, all household members
were examined, as many of skin diseases
can be neglected or regarded not a health
problem by the person. The overall preva-
lence is near to that reported in southern
west rural Tanzania (34.7%) " and
Pakistan (36%) '*,  higher than that
recorded in Indonesia (28%) '°, Ngara dis-
trict, North West rural Tanzania (26.9%) !
rural  Ethiopia (25.6%) '°, USA (31%) "7,
Faroe Islands (5%)'® and England (22.5%)
% but it is lower than that reported in rural
Egypt 86.93% and 72.3% %?' Mexico
(50%) *and southern east rural Tanzania
(49%).2 It is important to mention that
comparison between the findings of various
studies is difficult and not always accurate
due to differences in survey methods,
difference in culture, sample selection,
education level, environmental factor,
classification of skin disease, inclusion of
the types of skin diseases (trivial, moderate
and severe skin diseases), health services
level and times of conducting the studies.
The higher rate of prevalence among
females than the male in current study is
agreeable with studies in Mosul "', Iran®
and rural Korea 25, equal in both sexes in
Kirkuk and Tikrit '?, Mali %, rural Tanzania.
® However in a study in Nigeria?’ males
were more affected the females. In the
current study the higher rate of prevalence
in females than the males is due to higher
rates of diseases like tinea pedis among
females (13.9%) versus (2.7%) in males
which are mainly due to environmental

actors including excessive wetness and
plantar fissuring as a reaction pattern of a
thickened inelastic solar skin in response
to frequent movement, friction, weight
bearing and excessive wetness in house
daily activities. The current study showed
that all the age groups were affected with-
out significant variations, which is similar to
the findings reported in Mosul'', Mali®,
Iran®* and Tanzania."®> However in a study
in Egypt”® the older ages were more
affected than other age groups, indicating
that all age groups are prone to skin
diseases in a noticeable rate. The finding
more than one disease in 6% of the study
population in current study is revealed in
other studies in Egypt %°, Tanzania # and
Sweden. ?® The finding of higher rate of
infectious skin diseases than non-
infectious skin diseases is agreeable with
other studies in Mosul", Kirkuk and Tikrit"?,
Mali®*®, Tanzania', Egypt®?', Kenya® and
Nigeria®®*?, however these rates disagree
with the studies reported in Hamadan,
Iran® and Nigeria®’. This can be explained
on the basis of poor personal and environ-
mental hygiene in rural areas, with low
educational level which are in the favor of
development and distribution of infectious
skin diseases. The higher rate of skin dis-
eases in general and infectious diseases in
particular in crowded houses are seen in
other studies in Tanzania 1, Sierra Leon
and Vanuatu Papua New Guinea.** This
is due to low socio-economic status is cru-
cial in accounting for the distribution of skin
disease and overcrowded houses encour-
ages the spread of infectious agents. The
higher rate of non-infectious skin diseases
in overcrowded families agrees with the
findings of other studies in Mosul ° Saudi
Arabia * and Turkey **, this may be due to
bad living conditions (humidity and/or mil-
dew at home), passive tobacco smoking,
presence of pets at home, neglect and lack
of therapy and excessive exposure to
irritants. In current study the dermatitis rate
(10.2%) is near to that recorded in two
rural lraqgi regions Tikrit and Kirkuk
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(8.6%) > and Mosul (6.7%) "', but less than
that recorded in Hamadan, Iran (37.5%) **,
USA (19%) 7, England (19%) %, Singapore
(34%) *8, and Egypt (19.82%). *These
variations may be due to genetic factors,
occupation and chance of contact with
different physical and chemical agents in
the studied population.

Conclusion

The prevalence of skin diseases in Henara
area of Erbil governorate is high and is one
of the great public health problems that
have a significant burden on the popula-
tion. Therefore, increased public and pro-
fessional awareness of dermatological care
might decrease the size of these disorders
and its burden in the community.
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