
Med. Forum, Vol. 26, No. 7  July, 2015 51 

The Profile of Atopic Dermatitis in 

Out Patient Department of Dermatology Isra 

University Hospital 
1. Uzma Dost Muhammad Rajar 2. Navaid Kazi 3. Salman Ahmad Farsi Kazi  
1. Assoc. Prof. of Dermatology, 2. Assoc. Prof. of Physiology, 3. Assoc. Prof. of Forensic Medicine,  

Isra University, Hyderabad, Sindh  

ABSTRACT 

Objective: To study the profile of atopic dermatitis in patients presenting at outpatient department of Dermatology 

of Isra University Hospital, Hyderabad. 

Study Design: Observational study 

Place and Duration of Study: This study was carried out at the Department of Dermatology, Isra University 

Hospital, Hyderabad from April 2012 to April 2014. 

Materials and Methods: A sample of 100 patients of atopic dermatitis was selected through non probability 

purposive sampling as per inclusion and exclusion criteria. Atopic dermatitis was diagnosed on the basis of patient 

history and clinical presentation and clinical findings. The findings were collected on a predesigned structured 

proforma. Written informed consent was taken from the willing participants. Ethical approval was taken from the 

institute. Data was analyzed on SPSS 21.0 (IBM, incorporation, USA). Categorical variables were analyzed using 

chi square. P-value of statistical significance was taken at ≤0.05. 

Results: Age range was from 1 month to 12 years. 100 patients were diagnosed with atopic dermatitis out of 5000 

patients with skin diseases over 2 years duration; this gives a prevalence of 2%. Onset before 10 years was note in 

60% of patients. 49% showed family history of atopy. 52% were having pure atopic dermatitis, of which 85% 

patients showed sub acute dermatitis at presentation. While 48% showed atopic dermatitis associated with allergic 

rhinitis, asthma, and or both. Bacterial infection was observed in 19%, viral infection in 17%, parasitic infection in 

10% and fungal infection was noted in 3% of patients. Most patients were treated with a fairly simple regimen of 

moisturizers, topical steroids, and antibiotics for acute flares. Short courses of systemic steroids were used in 78 

patients (78%).  

Conclusions: The frequency of atopic dermatitis of present study is different to that reported in the Western 

literature, except for a significant and similar proportion of onset of atopic dermatitis and its clinical presentation. 
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INTRODUCTION 

Atopic eczema (AE), also known as eczema or atopic 

dermatitis, is a common, chronic, recurrent 

inflammatory skin disease characterized by distressing 

pruritus, signs of Inflammation and persistent dry skin. 

All body surfaces can be affected; however, the face 

and great flexures, such as neck, antecubital and 

popliteal folds, wrists as well as hands are among the 

most commonly involved.1 The disease affects both 

genders and occurring primarily in infants and children 

and characterized by acute, sub acute and chronic 

lesions. In the acute phase, the affected areas present as 

erythematous papules and vesicles that become 

excoriated, exudative, and secondarily infected. In the 

sub acute phase, there are excoriations and 

erythematous scaling papules and plaques present.1,2 

The prevalence of atopic dermatitis appears to have 

increased over the past three decades in Western 

countries, and current estimates suggest that 9±12% of 

children will suffer from atopic dermatitis.1-3 Most of 

the studies on the epidemiology of atopic dermatitis are 

based on the Western population and there are few data 

in the Asian population, hence there is need to conduct 

studies in our local community. The present was 

conducted to describe the frequency and profile of 

atopic dermatitis patients presenting at the outpatient 

department of Dermatology, Isra University Hospital, 

Sindh 

MATERIALS AND METHODS 

A sample of 100 patients with atopic dermatitis 

attending the outpatient department of Dermatology of 

Isra University Hospital was selected. The criteria for 

the diagnosis of atopic dermatitis were based on history 
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and clinical presentation of disease. Patients with 

family/personal history of atopy of any age were 

included, while patients with concomitant skin 

disorders were excluded. The following information 

was specially looked for: personal and family history of 

atopy, aggravating factors, morphology of the 

dermatitis, associated with other findings such as 

Molluscum contagiosum, eczema herpeticum, impetigo 

and Folliculitis. Complications relating to disease, 

laboratory finding, treatment, and outcome were also 

scrutinized. Any information that was missing was 

obtained where ever possible from the patients on next 

follow-up.  

The findings were collected on a predesigned structured 

proforma. Written informed consent was taken from the 

willing participants. Ethical approval was taken from 

the ethical review committee of the institute.  

Data was analyzed on SPSS 21.0 (IBM, incorporation, 

USA). Categorical variables were analyzed using chi 

square. P-value of statistical significance was taken at 

≤0.05. 

RESULTS 

One hundred patients were diagnosed with atopic 

dermatitis out of total 5000 patients with skin diseases 

attended the Isra University Hospital Hyderabad over 2 

years duration; this gives a prevalence of 2%. Age 

range was noted as 1 month to 12 years (table 1). Of 

100 patients, 51 were male children and 49 were female 

children, hence the male to female ratio was 

approximately less of 1:1. Of 100 patients, 37% patients 

revealed a family history of atopy. Atopic dermatitis 

was noted in 19%, allergic rhinitis in 13% and 5% gave 

a history of asthma (table 2).  Atopic dermatitis 

categorized as pure and mixed was noted in 52% and 

48% respectively. Of mixed atopic dermatitis, 23% 

revealed concomitant respiratory allergies, 23% allergic 

rhinitis, 12% atopic asthma and 13% proved of having 

concomitant asthma and allergic rhinitis (table 3). Sub 

acute atopic dermatitis was noted in most of patients i.e. 

85%, while acute and chronic dermatides were noted in 

4% and 11% respectively.  

As regards the aggravating factors, cold weather, grass 

exposure, and thick woolen clothes were noted as most 

common. Table 4 shows the frequency of bacterial, 

viral, parasitic and fungal infections in 19%, 17%, 10% 

and 3% of patients respectively. Frequency of impetigo, 

Folliculitis, Molluscum contagiosum, dermatitis 

herpeticum, lice etc are shown in table 5.  

Most patients were treated with a fairly simple regimen 

of moisturizers, topical steroids, and antibiotics for 

acute flares. Short courses of systemic steroids were 

used in 78 patients (78%). Topical antibiotics were 

prescribed in 18 patients: fusidic acid ointment was the 

most common followed by mupirocin ointment. Coal 

tar was used as soaps for scalp and body cleansing in 35 

patients. 39 patients were prescribed systemic 

antimicrobials. Systemic steroids were not used in any 

patients in present study. The duration of follow-up 

ranged from 1 month to 1 year. 

Table No.1: Age categories of study population 

(n=100) 

Age group (years) No. % 

0–2 30  30% 

3–10 45  45% 

11– 12 25  25% 

Table No.2: Family history of atopy in study 

population (n=100) 

Family history No. % 

Atopic dermatitis 19 19 

Allergic rhinitis  13 13 

Asthma 5 5 

No family history of atopy 63 63 

Table No.3: Rates of  Atopic dermatitis and  other 

concomitant allergies (n=100) 

Personal history No. % 

Atopic dermatitis 52 52 

Respiratory allergies 48 48 

Allergic rhinitis 23 23 

Asthma 12 12 

Asthma and allergic rhinitis 13 13 

Table No.4: Frequency of various infections in study 

population  (n=100) 

Infections No. % 

Bacterial Infection 19 19 

Viral Infections 17 17 

Fungal Infections 3 3 

Parasitic Infections 10 10 

Table No.5: Frequency of infective complications in 

study population (n=100) 

 No. % 

Impetigo 11 11 

Molluscum contagiosum 12 12 

Head lice 8 8 

Folliculitis 8 8 

Viral warts 3 3 

Tinea infection 3 3 

Dermatitis Herpeticum  2 2 

Scabies 2 2 

DISCUSSION 

Atopic dermatitis is also known as atopic eczema (AE) 

or eczema, is a chronic, recurrent and relapsing 

inflammatory skin disease characterized by distressing 

pruritus, signs of inflammation and persistent dry skin. 

All body surfaces can be affected; however, the face 

and great flexures, such as neck, antecubital and 
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popliteal folds, wrists as well as hands are among the 

most commonly involved. The disease affects both 

genders and starts mostly during infancy and childhood 

but is also prevalent in adults, personal or family 

history of atopy is common.2,15  

Since the 1950s, the mainstay of treatment for AE has 

been emollients for dry skin, avoidance measures, 

ultraviolet (UV) therapy and the use of topical 

corticosteroids (TCS) for acute eczema flares.  It is a 

disease of infancy and childhood with 80±90% of cases 

occurring before the age of 7 years.3,16 the findings of 

present study are similar as we observed majority of 

patients (60%) had onset of the disease before the age 

of 10 years. The sex ratio was approximately less to 1:1 

which is in keeping to previous studies.4,5 While other 

studies had reported a female preponderance 

(1.7:1),6,7,14 the findings are in contrast to present and 

previous studies.4,5 

The prevalence of atopic dermatitis in present study 

was 2%. The 2% prevalence is in contrast to studies 

reported form Western countries (11% and 16%).5,8 We 

are of opinion that the present study was based on 

hospital outpatient data, and it might be conceiving as 

the true prevalence may be higher in the community, as 

many cases of atopic dermatitis, especially the milder 

ones, had been treated by the general practitioners 

(GPs) and never reported.13  

A hospital based study from Malaysia has reported 

prevalence of 3.7% which is also higher than present 

study. 4 The reason is clear that most of patients of AE 

remain under diagnosed and are never-reported.  

Atopic dermatitis categorized as pure and mixed was 

noted in 52% and 48% respectively. Of mixed atopic 

dermatitis, 23% revealed concomitant respiratory 

allergies, 23% allergic rhinitis, 12% atopic asthma and 

13% proved of having concomitant asthma and allergic 

rhinitis (table 3). Sub acute atopic dermatitis was noted 

in most of patients i.e. 85%, while acute and chronic 

dermatides were noted in 4% and 11% respectively. 

The findings are highly consistent to a previous study 

reported by Diepgen and Fartasc.7 Allergic rhinitis 

appeared to be more commonly associated with atopic 

dermatitis than does asthma and the findings are in 

keeping to previous studies.3,7,9 In present study, the 

allergic rhinitis was 2 time more common than atopic 

asthma.  

Both bacterial and viral skin infections are common in 

patients with atopic dermatitis. Staphylococcus aureus 

colonizes the skin in 90% of patients with atopic 

dermatitis.11 Furthermore, the more severe the 

dermatitis, the higher the rate of colonization (100%).12 

Not only does this secondary bacterial infection 

produce weeping or crusted impetiginized plaques and 

pustules and this results in acute cases of the dermatitis. 

The present study concludes that a large number of 

atopic dermatitis are present in community, hence true 

prevalence is missing. 

CONCLUSION 

The frequency of atopic dermatitis of present study is 

different to that reported in the Western literature, 

except for a significant and similar proportion of onset 

of atopic dermatitis and its clinical presentation. The 

present study concludes that a large number of atopic 

dermatitis may be existing which remains under 

diagnosed and moreover under reported, hence there is 

an urgent need to conduct further large scale 

community based studies to reach to true prevalence of 

the problem. 
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