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Pattern of contact dermatitis in a tertiary level hospital in Bangladesh 
	
	Md Rashidul Hasan*, Md Shahidullah Sikder*, Lubna Khondker*, Md Shirajul Islam Khan**

*Department of Dermatology and Venereology, Bangabandhu Sheikh Mujib Medical University (BSMMU), Dhaka, Bangladesh
**Department of Dermatology, Combined Military Hospital (CMH), Dhaka cantonment, Dhaka, Bangladesh


	Abstract
	Objective To evaluate the pattern of contact dermatitis (CD) among patients in a tertiary care hospital in Dhaka, Bngladesh.

Patients and methods In this cross-sectional study, 120 patients of contact dermatitis, diagnosed clinically were evaluated by detail history and clinical examination. The clinical patterns were correlated with the likely sources of allergens. 

Results Mean age was 32.8±14.0 years and majority of the patients were housewives 36 (30.0%) and students 33 (27.5%). 60.0% of the patients came from low-middle class. Itching 117 (97.5%) and disfigurement 89 (74.2%) were chief complaints of the patients. 63 (52.5%) patients showed erythematous rash, 42 (35%) vesicular eruption, 34 (28.3%) pustular eruption and 16 (13.3%) post-inflammatory hyperpigmentation. Both hands 69 (57.5%), right hand 41 (34.2%), both feet 50 (41.7), neck and ear 42 (35%) and face 30 (25.0%) were the commonly involved sites. Allergic contact dermatitis (52.5%) was more common than photocontact CD (26.7%) and irritant CD (20.8%). Regarding the source of contact dermatitis, detergents 88 (73.3%), cooking materials 67 (55.8%), shoes or sandals 61 (50.8%), cosmetics 42 (35%), gold/jewellery 38 (31.7%), insects 29 (24.2%) were the main etiological factors of contact dermatitis. 

Conclusion The study highlighted that contact dermatitis depends on patients’ occupational exposure of different substances. 
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Introduction
The prevalence of contact dermatitis (CD) has progressively increased 13.3% to 67% during the last decade. This alarming increase could have been due to either a true increase in CD or an increased rate of diagnosis.1 The rapid process of urbanization and construction work have resulted in a noticeable increase in the incidences of air-borne contact dermatitis (ABCD).2 Allergic contact dermatitis (ACD) to topical medicaments occurs frequently. Address for correspondence
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Contact dermatitis is a common inflammatory skin condition characterized by erythematous and pruritic skin lesions that occur after contact with a foreign substance.3 Contact dermatitis results in large, burning, and itchy rashes, and these can take anywhere from several days to weeks to heal.4,5 There are three types of contact dermatitis: irritant contact dermatitis, allergic contact dermatitis, and photocontact dermatitis.6 Irritant contact dermatitis (ICD) can be divided into forms caused by chemical irritants and those caused by physical irritants. Allergic contact dermatitis (ACD) is accepted to be the most prevalent form of immunotoxicity found in humans.7 Photocontact dermatitis (PCD) occurs when the allergen or irritant is activated by sunlight. PCD, sometimes termed "photoaggravated", is divided into two categories, phototoxic and photoallergic.8 Irritant dermatitis is usually confined to the area where the trigger actually touched the skin, whereas allergic dermatitis may be more widespread on the skin. 
Allergic contact dermatitis refers to cutaneous delayed hypersensitivity reactions and may be confirmed by patch testing and the most common substances that cause contact dermatitis include poison ivy, nickel, and fragrances.9,10 When a possible causative substance is known, the first step in confirming the diagnosis is determining whether the problem resolves with avoidance of the substance.11 The diagnosis of contact dermatitis is most often made with history and physical examination findings. [image: clear]The key to successful treatment of contact dermatitis is identifying the causative factors.12 
The diagnosis of ACD in early life is vital for improvement of the disease and to stop recurrence. It can also provide valuable guidance in choosing the right occupation in the future.13 Contact dermatitis can lead to the complications like neurodermatitis (lichen simplex chronicus) and bacterial or fungal skin infection, especially when itching and irritation are severe or become persistent.4,13 
In the recent years, Bangladesh has witnessed a tremendous hike in the process of urbanization and a shift towards westernized lifestyle, leading to a much higher chance of exposure to cement and different new cosmetic allergens.14 The risk of contact dermatitis is further increased due to poor restriction on the entry of a newer chemical in the market, widespread practice of poor adherence to a maximal permissible limit for these chemicals by the manufacturers and, finally, the relaxed vigilance by the government on these.15 Absence of strict government policy on disclosure of ingredients has nourished malpractices. Even multinational companies often show a tendency toward an improper disclosure strategy, which is in sharp contrast to the marketing strategy by the same company in other developed countries.16 
In Bangladesh, no sufficient research data exist on the subject of contact dermatitis. This descriptive cross sectional study was conducted with patients of contact dermatitis.
Patients and methods
This cross-sectional study was conducted in the Department of Dermatology and Venereology, Bangabandhu Sheikh Mujib Medical University (BSMMU), Dhaka. Patients of contact dermatitis attending the outpatient clinic of our department from January 2012 to August 2012 were enrolled in the study. Convenient type of non-probability sampling technique was followed. Inclusion criteria were patients of contacts dermatitis, 11-70 years of age group and with both sexes. Exclusion criteria were patients who were unwilling to take part in the study, patients suffering from hepatic, renal, cardiovascular and hematological diseases, co-existing acute infections, neoplasia, uncontrolled hypertension and diabetes mellitus and any food allergy and other skin morbidity causing acute onset of skin rash. 
After informed written consent from each patient, data regarding occupation, income status, clinical features, sites of involvement and likely source of allergens were collected by detail history and physical examination. Necessary hematological and biochemical tests were done. 
Results 
A total of 120 patients, 64 (53%) men and 56 (47%) women (male to female ratio 1.1:1) were enrolled in this study. The mean age was 32.8±14.0 years with a range from 11 to 75 years. Maximum number 61 (50.8%) was found in the age group of 21-30 years (Table 1).
The common occupations of study population were housewives (30.0%), students (27.5%) or service holders (20.8%). Similarly, the majority (60.0%) of the patients came from low-middle class with a mean income of BDT 142419642 (BDT 5,000-<20,000 per month).
Table 2 summarizes the clinical data of patients. The mean duration of disease was 20.4±15.4 months, ranging from 2 to 72 months. The majority 63 (52.5%) of the patients had duration of disease 1 to 12 months. Itching 117 (97.5%) and disfigurement 89 (74.2) were the common complaints of the patients (Table 2). 
Table 1 Demographic data of study population (n=120).
	
	N (%)

	Age (years)
	

	≤20
	6 (5%)

	21-30 
	61 (50.8%)

	31-40 
	21 (17.5%)

	41-50 
	18 (15%)

	51-60 
	10 (8.3%)

	>60
	4 (3.3%)

	Sex
	

	Male
	64 (53%)

	Female
	56 (47%)

	Income per month (Bangladeshi Taka)

	Low income <5,000 
	11 (9.2%)

	Low-middle 5000-20000
	72 (60.0%)

	Upper-middle >20000-60000
	37 (30.8%)

	Occupation
	

	Housewife
	36 (30.0%)

	Student
	33 (27.5%)

	Service
	25 (20.8%)

	Business
	14 (11.7%)

	Maid servant
	10 (8.3%)

	Farmer
	2 (1.7%)



Table 2 Clinical data of the study population (n=120).
	
	N (%)

	Duration of the disease (months)
	

	1-12 months 
	63 (52.5%)

	13- 24 months 
	25 (20.8%)

	>24 months 
	32 (26.7%)

	Chief complaints
	

	Itching
	117 (97.5%)

	Disfigurement 
	89 (74.2%)

	Pain and burning
	29 (24.2%)

	Discomfort 
	37 (30.8%)

	Clinical morphology
	

	Erythematous rash
	63 (52.5)

	Vesicular eruption
	42 (35.0)

	Pustular eruption
	34 (28.3)

	Post-inflammatory hyperpigmentation
	16 (13.3)

	Site of involvement
	

	Right hand
	41 (34.2)

	Left hand
	18 (15.0)

	Both hands
	69 (57.5)

	Both foots
	50 (41.7)

	Left foot
	15 (12.5)

	Right foot
	27 (22.5)

	Neck and ear
	42 (35.0)

	Face
	30 (25.0)

	Scalp
	26 (21.7)

	Trunk
	24 (20.0)

	Genital and gluteal region
	6 (5.0)

	Mucosal area
	7 (5.8)

	Others
	4 (3.3)


*Multiple responses may exceed hundred percentages.

Table 3 Causes of contact dermatitis, based on history (n=120).
	Source of contact 
	N (%)

	Detergents
	88 (73.3)

	Cooking materials
	67 (55.8)

	Shoe or sandals
	61 (50.8)

	Cosmetics
	42 (35.0)

	Gold/jewellery
	38 (31.7)

	Insects
	29 (24.2)

	Sunlight
	10 (8.3)

	Dye
	9 (7.5)

	Cement
	7 (5.8)

	Latex
	2 (1.7)

	Nickel
	2 (1.7)

	Topical drugs
	2 (1.7)


Regarding the clinical morphology of lesions, more than half i.e. 63 (52.5%) of the patients showed erythematous rash followed by vesicular eruption in 42 (35%), pustular eruption in 34 (28.3%) and post-inflammatory hyperpigmentation 16 (13.3%) cases. Hands and feet were the overwhelming site of involvement (Table 2). Among the patients, allergic contact dermatitis was found in majority of the study patients 63 (52.5%), followed by photocontact dermatitis 32 (26.7%) and irritant contact dermatitis 25 (20.8%).
Regarding the cause and source of contact dermatitis, detergents in 88 (73.3%) patients, cooking materials in 67 (55.8%), shoes or sandals in 61 (50.8%), cosmetics in 42 (35%), gold/jewellery in 38 (31.7%), insects in 29 (24.2%) were the main etiological factors of contact dermatitis (Table 3). 
Discussion
Majority of patients i.e. 61 (50.8%) belonged to the age group of 21-30 years. There are controversies regarding the role of age on the prevalence of allergy. Studies have shown a positive, as well as, an inverse relationship between age and the total prevalence of allergy.17 Among them, males were 53% and females 47% with male to female ratio of 1.1:1. Most of the patients were either housewives (30.0%), students (27.5%), or service holders (20.8%). It can be explained that major sources of contact dermatitis were detergents, cooking materials and shoes or sandal materials in our study. 
60.0% of the patients came from low-middle class group. As majority of them had involved in domestic works e.g. kitchen work, washing of clothes etc. Rietschel et al.18 patch tested 5,839 patients for contact dermatitis and 1,097 (19%) were occupationally related.
Itching 117 (97.5%) and disfigurement 89 (74.2%) were the common complaints of the patients. According to the site of involvement, it was observed that right hand (34.2%) was involved more than left hand (15.0%) due to using detergents and cooking materials by dominant hand. Both hands (57.5%) and both feet (41.7%) were involved more due to handling chemicals or fertilizers or cements and using footwear than right foot (22.5%), left foot (12.5%) alone. Neck and ear 42 (35%) and face 30 (25.0%) were the commonly involved site due to allergy from gold, jewellery and cosmetics and a great majority, to sunlight and heat. Rietschel et al.18 observed that the hands were the primary body part affected in 64% of allergic occupational cases and 80% of irritant occupational cases. 
Among the patients, ACD was found in majority (52.5%) of the study patients. Photocontact CD (26.7%) and irritant CD (20.8%) were less frequent. Rietschel et al.18 observed in their study that of the occupational cases, 60% were of allergic and 32% were of irritant origin.
Regarding the sources of contact dermatitis, major etiological factors were detergents (73.3%), cooking materials (55.8%), shoes or sandals (50.8%), cosmetics (35%), gold/jewellery (31.7%) and insects (24.2%). Allergy to metal was high in this study. Relevant allergy to potassium dichromate developed from footwear, cement and metals. A high incidence of potassium dichromate allergy could be due to the frequent use of leather footwear without socks due to poverty accompanied by hot, humid climate leading to enhanced percutaneous absorption of the allergen. Massive urbanization played an important role in causing contact dermatitis from cement. Another possibility is that cobalt could be present in a much higher concentration and is easily released from the source material. Other reasons for the high prevalence of overall metal allergy include early life sensitization from using cheap-quality metal utensils, widely prevalent practices of wearing multiple and various metal lockets and chains from even neonatal periods on religious grounds and obviously ear piercing, which is reported to be a source of nickel allergy. 
Shoe allergy points towards the local trends in the footwear industry where stitching is mostly replaced by adhesives, allergy to adhesives was very high, even higher than rubber chemical. It was noticeably different from the western world where rubber was a more common footwear allergen.Cosmetics were another source oo ACD. The potential allergens can be perfumes (fragrance mix and balsam of Peru) and preservatives. 
Less frequent cauuses of ACD were rubber, hair dye and topical drugs.
Conclusion
The study observed that most of the patients were housewives, students or service holders and majority came from low-middle class group. Both hand, both foot, neck, right hand and face was the most commonly involved site of contact dermatitis and detergents, cooking materials, shoe or sandals, cosmetics, gold/jewellery were the main etiological factors of contact dermatitis. The study highlighted that contact dermatitis depends on patients’ occupational exposure of different substances. 
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