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Introduc�on: Superficial fungal infec�on is one of the most common skin problems in Bangladesh. But the 
pa�ents do not have enough consciousness to seek proper treatment from authorized doctors. Thus, they 
suffer a long �me for wrong treatment. With proper diagnosis and treatment, all types of fungal infec�on 
can be cured. Aim of the study: To assess the health seeking behavior and presen�ng features of 
superficial fungal infec�on. Methods: This cross-sec�onal study was conducted in the department of 
dermatology, US-Bangla Medical College Hospital, Bangladesh, from July 2020 to July 2021. Clinical profile 
and health seeking behavior was seen from clinically and microscopically diagnosed cases of superficial 
fungal infec�on. Result: Majority of the study people (28.70%) in this study were in the age group of 21-30 
years and the mean age of the study people was 29.44 years (SD±15.72 years) ranged between 6 months 
to 79 years. Over half the study popula�on (54.82%) were male. In this study, the most prevalent (93.72%) 
complaint of the study was itching.T. cruris was found in the majority of the par�cipants in this research 
(80.83 percent). The bulk of the respondents in this research (91.26 percent) had a family member who 
was afflicted. The sickness lasted 319 days on average (SD 793 days). The highest number of respondents 
in the survey (42.49 percent) had not seen a doctor. Around half of the study people (54.04%) had taken 
treatment from pharmacy man. The topical steroid treatment was mostly used (48.76%) by the 
par�cipant. Most of the par�cipants in this research (60.09 percent) had used medium-potency topical 
steroids. Conclusion: T. cruris is the commonest type of superficial fungal infec�on. Pruritus was present 
in almost all of the pa�ents with fungal infec�on. Most of the pa�ents have the tendency of 
self-medica�on and seeking advice from pharmacy dispensers (medicine shop) and misuse of medium 
potent topical steroid for superficial fungal infec�on. 
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Abstract

Infec�ons caused by pathogenic fungi that invade 
the corneal layer of the skin, hair or nails are called 
superficial fungal infec�ons (SFIs).1 Fungi are 
parasi�c micro-organisms that can affect the skin 
and mucous membranes as well as the genera�on of 
systemic infec�ons from different internal organs.2 
Skin fungal infec�ons are classified as superficial, 
cutaneous, subcutaneous and deep fungal infec�on 
based on the level of �ssue invasion.3 Superficial 
fungal infec�on is one of the most common skin 
diseases around the world. In recent decades, fungal 
infec�ons of the skin and nails have been found to 
affect 20 to 25 per cent of the world’s popula�on 

which makes them one of the most frequent forms 
of infec�on.4 Only fully kera�nized �ssues, such as 
the stratum corneum, hair, and nails, have been 
invaded by superficial mycoses.5-66 Dermatophytes, 
yeast, and non-dermatophyte moulds are the most 
common causal agents of superficial fungal 
infec�ons.7-8 Black yeast-like fungi and other fungi 
have been iden�fied as the causal agent of SFIs on 
rare occasions.9-10 Dermatophytes are the most 
common cause, however, the range of species 
involved varies based on factors such as geographic 
and clima�c zones, human migra�on, athle�c 
ac�vi�es, lifestyle, pa�ent age, and pharmacological 

Table I: Demographic characteris�cs of study 
people. (n=892)

Table II: Clinical features and background history of 
the study people. (n=892)

therapy.11 There are different types of 
dermatophytes infec�on. Tinea is another term for 
dermatophytosis which could take a different name 
based on the infected site of the human body such as 
�nea unguium (onychomycosis) in fingernails, �nea 
faciei on the face, �nea pedis (athlete's foot) on the 
feet, and �nea corporis on any glabrous 
skin.12-13These infec�ons are especially common in 
tropical countries like India, Nepal and Bangladesh 
due to environmental factors like heat and humidity. 
In a study of superficial mycoses in Bangladesh, out 
of 320 clinically suspected cases, 105 (32.8%) were 
found to be posi�ve for fungi by direct microscopy, 
and 97 (30.3%) were culture posi�ve, �nea unguium 
being the most common dermatophyte infec�on 
followed by �nea corporis. T. rubrum was the most 
common e�ological agent (80.6%), followed by T. 
mentagrophyte (8.2%) and Epidermophyton 
floccosum (5.2%).14 In addi�on, the risk factors 
include socioeconomic condi�ons like overcrowding, 
poverty and neglect of personal hygiene.15 Although 
mortality due to dermatophytosis has not been 
reported to date it does cause morbidity and hence 
the cosme�c importance of these infec�ons cannot 
be ignored.16 Health seeking behavior is preceded by 
a decision-making process that is further governed 
by individuals and/or household behavior, 
community norms, and expecta�ons as well as 
provider-related characteris�cs and behavior.17 Early 
diagnosis and treatment can prevent the seriousness 
and of superficial fungal infec�on and recover it. 
Conven�onally, skin fungal infec�ons are treated 
with creams, gels and lo�ons containing free 
an�fungal agents.18 Topically delivered an�fungal 
agents show local ac�on, therefore, they exhibit less 
toxic effects compared to oral an�fungal agents.19 
Topical formula�ons used for the treatment of skin 
fungal infec�ons may be fungicidal or fungista�c 
depending upon therapeu�c nature of incorporated 
an�fungal drugs.20

Objec�ves:
To assess the health seeking behavior and clinical 
profile of superficial fungal infec�on.

Methodology & Materials:
This cross-sec�onal study was conducted in the 
department of Dermatology of Us-Bangla Medical 
College Hospital, Narayangonj, Bangladesh, during 
the period from July 2020 to July 2021. Total of 892 
pa�ents with superficial fungal infec�on were 
included in this study. Numerical variables were 

expressed as mean and standard devia�on, whereas 
categorical variables were counted with percentage. 
Categorical variables were analyzed by Chi-square 
test. Quan�ta�ve data among groups were analyzed 
by ANOVA test followed by an explora�on of 
significant difference between all possible paired 
group means by Bonferroni test. P value of less than 
0.05 was considered sta�s�cally significant. All 
clinically or microscopically diagnosed cases of 
superficial fungal infec�on were included.

Results:
Table-I shows the demographic characteris�cs of the 
study people. The maximum number of study people 
(28.70%) in this study were in the age group of 21-30 
years Mean age of the study people was 29.44 years 
(SD±15.72 years). Most of the study people (54.82%) 
were male. In this study, most of the study people 
(91.26%) had a family member affected. Table II 
shows the clinical features and background history 
of the study people. In this study, the most common 
(93.72%) complaint was itching (Table III). In this 
study 94.73% of study people had no predisposing 
disorder (Table III). The mean dura�on of disease 
was 319 days (SD± 793 days) (Table-III). Figure 1 
shows the site of involvement of the infec�on. In this 
study, most of the study people (80.83%) had T. 
cruris. Table III shows the consulta�on history of the 
study people. Most of the study people (42.49%) had 
not consulted any doctor. In this study, most of the 
study people (54.04%) had taken treatment from a 
pharmacy man. Table IV shows the drug history of 
the study people. In this study, most of the study 
people (48.76%) had taken topical steroid 
treatment. Followed by, 18.61% did not taken any 
treatment, 16.37% had taken treatment of oral 
an�fungal, and the rest of the pa�ents took other 
treatments (For example- systemic steroids, 
an�histamines, soap and shampoo, acidic treatment 
etc.). Figure 4 shows the types of topical steroids 
taken by the study people. In this study, most of the 
study people (60.09%) had taken medium-potency 
topical steroids. 
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Figure 1: Site of involvement (n=892)

Table III: Consulta�on history of the study people. 
(n=892)

Figure2: Types of health seeking behavior of the 
study people (n=892)

Table IV: Drug history of the study people. (n=892)

Figure 3: Types of topical steroids taken (n=892)
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Discussion
In this current study, 892 pa�ents with superficial 
fungal infec�ons were included. The maximum study 
people (28.70%) in this study were in the age group 
of 21-30 years. The mean age of the study people 
was 29.44 years (SD±15.72 years) ranging between 6 
months to 79 years. The reason of affec�ng this age 
group mostly is their more ac�ve working life and 
mixing with more people than other groups which 
increase the risk of skin diseases. More than half of 
the study people (54.82%) were male which indicates 
that male people are more prone to fungal infec�on 
than female. As male works outside more than 
female, they are at more risk. In the study of Gamage 
H. et al.21, among 585 dermatophyte-infected 
pa�ents, men were most frequently affected 
(63.48%) with a male: female ra�o of 1.74:1 which is 
similar to our study. Almost all of the study people 
(91.26%) had at least an affected family member. 
This indicated the contagiousness of this disease. In 
the study of Vineetha et al.22, 28.00% had family 
history of dermatophytosis. In this study, the most 
common (93.72%) complaint of the study was 
itching. The mean dura�on of the disease was 319 
days (SD± 793days). In a developing country like 
Bangladesh, people are not much conscious about 
skin disease and suffer for a long �me. In the study of 
Joshi S. et al.23, the mean dura�on of illness was 
20.68±6.44 months which is not consistent with our 
study. In this study, a large por�on of the study 
people (80.83%) had T. cruris. In the study of Cai W. 
et al.24 on 697 pa�ents, 28.55% had Tinea unguium 
which is not similar to our study. In this study 94.73% 
study people had no predisposing disorder. Most of 
the study people (42.49%) had not consulted any 
doctor and 42.26% had consulted one doctor. Similar 
result was found in the study of Joshi S. et al.23, where 
among 91 study people, forty-two pa�ents had not 
visited any doctor for their skin condi�on (46.15%). In 
this study, most of the study people (54.04%) had 
taken treatment from a pharmacy man. In the study 
of Joshi S. et al.23, they found that seventy pa�ents 
reported seeking advice and purchasing medica�on 
from a local community pharmacy (76.92%) and 40 
pa�ents claimed as having visited dermatologist at 
least once for their problem (43.95%). The study of 
by Narang et al.25 also reported same findings where 
72.90% had sought advice from local pharmacy for 
their skin condi�on. These findings are supported by 
our study. The reasons behind not consul�ng 
professional doctors might be a lack of consciousness 

and poverty. In this study, almost half of the study 
people (48.76%) had taken topical steroid as a 
treatment. Followed by, 18.61% who did not take any 
treatment, 16.37% who took treatment of oral 
an�fungal, and the rest of the pa�ents who took 
other treatments (systemic steroid, an�histamine, 
soap and shampoo, acidic treatment etc.). In this 
study, most of the study people (60.09%) had taken 
medium-potency topical steroids. Topical steroids 
are more common to people and readily available. 
Pharmacists suggest these medicines to the pa�ents 
approaching them without proper diagnosis. These 
findings are supported by the study of Agrawalla et 
al.26 In their study, the majority of pa�ents (71%) of 
dermatophytosis had used medica�on before 
recruitment in the study, in which 40.80% had used 
topical an�fungal agents, 32.40% had taken na�ve 
medicines and 14% had used topical steroids. Over 
one and a half decades it could be observed that 
topical steroids (30.10%) and topical steroids with 
an�fungal agents (30.20%) were used by the majority 
of individuals in a study on dermatophytosis done by 
Poudyal and Joshi which is similar to our study.27 
Through this study, it was found that people are not 
conscious about skin problems and prefer 
self-treatment and advice from pharmacy 
dispensers.

Conclusion and recommenda�ons
This study highlighted the tendency of pa�ents to 
seek advice from pharmacy dispensers and 
self-treatment, use of topical steroids with medium 
potency containing agents in the treatment of 
superficial fungal infec�on. T. cruris is the 
commonest type of superficial fungal infec�on. 
Itchiness was present in almost all of the pa�ents 
with fungal infec�ons. Superficial fungal infec�on is 
contagious as most of the family members were also 
affected. Further study can be conducted with follow 
up data.

Limita�ons of the study
The sample size of the study was rela�vely smaller. In 
this study, all pa�ents were enrolled from a single 
ter�ary level hospital which does not reflect the 
whole popula�on of the country, so the current study 
suffered from a lack of mul�centric pa�ents. Follow 
up data were not included in this study.
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