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Abstract:

 

Although skin diseases are common in children, there are very
few population-based studies in West Africa. Recently, there has been
considerable emphasis on hygiene and socio-economic impact on the inci-
dence of allergic disorders in children. We determined the prevalence of skin
diseases in a public primary school in Ibadan (southwest Nigeria). A ques-
tionnaire for assessing factors associated with the prevalence of diseases
was completed, and a complete physical examination was carried out on
1066 students. The study included 529 (49.6%) boys and 537 (50.4%) girls
with a mean age of 8.8 ±±±±

 

 2.5 years. The mean family size of the subjects was
6.7 ±±±±

 

 2.3 while the mean number of rooms in their homes was 2.6 ±±±±

 

 1.45.
Infectious dermatosis was commonly observed. Of 375 children with a skin
lesion, 162 (15.2%) had dermatophytosis, most often tinea capitis, 50 (4.7%)
had pityriasis versicolor, and 50 (4.7%) had scabies. Other dermatoses
observed included papular urticaria in 35 (3.3%) and angular cheilitis in 27
(2.5%) children. One or more melanocytic nevi were found in 40 (3.8%)
children while 138 (12.9%) and 77 (7.25%) had tribal and scarification
marks, respectively. Atopic eczema and viral warts were virtually absent.
We concluded that fungal infections and scabies were the most common
skin diseases in our study population, whereas allergic illnesses were

 

nearly absent.

 

Although skin disorders are commonly observed in
children, there are few population-based studies on this
subject. Reports from developed countries show that
skin disorders account for 6% to 24% (1,2) of all visits
to pediatric clinics and for 9.8% of patients attending a
university health center (3).

We know that hospital-based studies are influenced
by factors such as social class, accessibility to medical
services, educational and cultural background, hence the
need for population-based studies. Most of the available

studies in school children in our environment have been
on dermatophytoses and ectoparasites.

Of particular interest to us was the observation that
allergic skin disorders seemed to occur more frequently
in children from the middle and upper social classes
(3,4). We felt that the accessibility of health facilities to
these groups may have been responsible for this finding,
and that this observation does not necessarily mean there
was an absolute higher prevalence of these disorders.
We decided to study the prevalence of skin diseases in
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school children in a public (nonfee-paying) primary
school situated in a densely populated area of Ibadan, in
southwest Nigeria, and to explore possible socio-economic
conditions that might be associated with acquisition of
the prevalent skin disorders.

In view of the increasing numbers of HIV and
hepatitis B (5,6) infections in Nigerians, we also looked
at the magnitude of practices of scarification and tribal
marking, which have been linked with these infections
in children, with a possible view of changing those prac-
tices in the community.

 

MATERIALS AND METHODS

 

The study was a cross-sectional survey carried out in a
public primary school in Ibadan, Nigeria. The school is
located in a high-density area. (It was assumed that the
children attending the school would live within the
same area.) Permission was obtained from the Ministry
of Education and the headmasters and teachers. Written
informed consent was obtained from the guardians and
parents and verbal consent from the students.

An interview-administered questionnaire was used
to obtain information on family size, type of housing,
presence of pets in the home, sharing of clothing, and
previous medication.

The children were then interviewed individually in
a private room. One dermatologist and three registrars
in the dermatology unit carried out the physical
examinations.

Students were referred to the skin clinic when necessary.
Data was entered and analyzed using 

 

epi info

 

 version
6.04.

Chi-squared, Fishers exact, and student’s 

 

t

 

-tests were
used for analysis as appropriate. Level of significance
was set at p = 0.05.

 

RESULTS

 

A total of 1066 students were interviewed and examined,
529 (49.6%) of whom are boys. The age range was from
4 to 15 years, with a mean age of 8.6 

 

±

 

 2.5 years. The
mean family size was 6.7 

 

±

 

 2.3. The mean number of
rooms in the students’ homes was 2.6 

 

±

 

 1.45. About
58% of the children had pets at home, including dogs,
cats, rabbits, and chickens. About 46.1% of the students
shared clothing with their siblings.

A total of 375 (35.2%) students had skin disorders
(some students had more than one) (Table 1).

Of the 162 students who had dermatophyte infec-
tions, 155 (14.5%) had tinea capitis, 12 (1.1%) had tinea
corporis, two (0.2%) had tinea pedis, and one had tinea
unguium.

Another 50 (4.7%) of the students had pityriasis
versicolor, while 50 (4.7%) had scabies, 35 (3.3%) had
papular urticaria, and 27 (2.5%) had angular cheilitis.

One or more melanocytic nevi were present on 40
(3.8%) of the children.

One hundred and thirty-eight (12.9%) students had
tribal marks while 77 (7.2%) had scarification marks.

Table 2 shows the relationship between the variables
associated with dermatophyte infection, scabies, and
pityriasis versicolor and some of the respondents’ envi-
ronmental characteristics. The family size, presence of
pets in the home, and sharing of articles of clothing were
found to be associated with dermatophyte infection
(p 

 

<

 

 0.001, p < 0.024, and p < 0.034), respectively. Although
the students with dermatophyte infections had fewer
rooms in their homes, this was not found to be statisti-
cally significant (p 

 

=

 

 0.114).
Large family size and fewer rooms were found to

be associated with scabies (p 

 

<

 

 0.00026 and p < 0.034)
whereas sharing of clothing and having pets were not
associated with the prevalence of this infection.

TABLE 1. Prevalence of Skin Disorders in Schoolchildren in
Ibadan, Nigeria
 

Skin disorder No. = 375 % = 35

T. capitis 155 14.5
T. corporis 12 1.1
T. pedis 2 0.2
T. unguium 1 0.1
P. versicolor 50 4.7
Angular cheilitis 27 2.5
Papular urticaria 35 3.3
Nevi (melanocytic) 40 3.8
Scabies 50 4.7
Tribal marks 138 12.9
Scarification marks 77 7.2

TABLE 2. Associated Factors for Prevalence of Dermato-
phytoses, Scabies, and Pityriasis Versicolor
 

Yes No p-value

Dermatophyte
Mean family size 6.711 ± 2.878 6.630 ± 2.260 0.001
No. of rooms 2.432 ± 1.453 2.627 ± 1.449 0.11
Pets 107 (66%) 511 (56.5%) 0.02
Share clothing 87 (53.7%) 404 (44.7%) 0.03

Scabies
Mean family size 7.953 ± 2.878 6.659 ± 2.244 0.001
No. of rooms 2.140 ± 1.207 2.617 ± 1.458 0.03
Pets 27 (51.2%) 591 (57.8%) 0.51
Share clothing 22 (54.2%) 469 (45.8%) 0.49

Pityriasis versicolor
Family size 7.840 ± 2.867 6.655 ± 2.241 0.001
Bedrooms 2.180 ± 1.004 2.618 ± 1.467 0.037

p < 0.05.



 

8 Pediatric Dermatology Vol. 22 No. 1 January/February 2005

 

DISCUSSION

 

There are very few epidemiologic studies on prevalence
of skin disorders in school children in Nigeria. Earlier
studies have reported on the prevalence of dermato-
phytoses in children. However, based on findings from
the few studies available from other African countries,
infections, infestations, and dermatitis seem to be the
predominant problems in children (7–9).

Our study population was predominantly children
from a low socio-economic class. The students had large
families and few rooms in their homes.

Fungal skin infections, scabies, papular urticaria, and
angular cheilitis were the most prevalent conditions in
this study population. A total of 27.9% (297) students
had some form of infection or infestation. This is a
lower figure than that found in an Ethiopian study, in
which 80.4% (112) of students had some form of skin
disorder, with infestations and fungal infections being
the most common findings (7).

Dermatophyte infections were the most common
finding in our study, most of which presented as tinea
capitis (14.5%). This is similar to a report from a Nige-
rian health center (3). Tinea capitis has been reported as
a common finding in school children in other developing
countries (3,7,10–12) and in immigrant populations in
developed countries (13). We speculate that some
reasons for the high incidence of tinea capitis in our area
include inadequate treatment, lack of drugs, poverty,
ignorance, and the presence of individuals with asymp-
tomatic infection who may spread it. In the past,
“dermabrasion” with an abrasive leaf was used to clear
tinea capitis. (The leaf is applied as an abrasive to
smooth infected areas of the scalp, and results in bleed-
ing.) We think this curtailed the spread of the infection
because of factors in the serum that inhibited dermato-
phyte growth, which were released during the process
(14). However, because of the likelihood of scarring, the
practice became unpopular.

Socio-economic factors such as high household den-
sity, and the sharing of clothing, which were found also
to be associated with spread of infection in this study,
occur commonly in developing countries. The presence
of pets in the home was also found to be contributory,
although we did not culture the fungi to confirm that
they were zoophillic.

Scabies was found in 4.7% of our study students. A
prevalence of 2% to 17% (3,7–9) has been previously
documented. The lesions were secondarily infected and
some students volunteered that other members of their
families had similar problems. High population density
and fewer bedrooms, which promote body contact, were
significant contributors to the spread of the illness. The

presence of pets and sharing of clothes were not associ-
ated with the prevalence of scabies, confirming that
fomites may not play a significant role in the spread of
this infection. Acute glomerulonephritis has been associ-
ated with secondary bacterial infections in children with
scabies (15), therefore proper management and preven-
tion of spread, especially in schools, should be instituted.

Pityriasis versicolor was found in 4.0% of the students,
most were between the ages of 5 to 10 years. A tropical
climate encourages the growth of 

 

Malassezia.

 

 This may
be responsible for the earlier age of onset in the tropics
when compared with that reported from temperate regions
(16).

Thirty-five (3.3%) students had papular urticaria, a
hypersensitivity reaction to insect bites. Our personal
observation in the clinics had been that higher incidence
of this occurred in children of higher socio-economic
class.

The presence of angular cheilitis in some of the
students may have been the result of nutritional deficien-
cies, although infection could not be ruled out.

Primary bacterial infections, especially impetigo,
were virtually absent. We felt this may have been result-
ing from the absence of neonates and infants in this study,
as it occurs commonly in this age group. The availability
of antibiotics over the counter and the use of medicated
germicidal soaps may also have contributed to the absence
of primary bacterial infection, however, this must be
confirmed.

Pediculosis was absent in our study population, unlike
in reports of findings from other parts of the country
(17,18). We were not surprised, as most of the students
had shaven heads.

Common warts were also absent in our study popu-
lation. This is difficult to explain, as warts are usually
more common in children of school age. It appears how-
ever, from data derived by other studies in Africa, that
warts are less common in African children as compared
to White people (9,19).

It was also of interest to us that none of the children
had features or histories suggestive of atopic eczema.
An earlier study done in school children in Nigeria had
reported a 26.1% prevalence of atopic eczema, although
there was no emphasis on socio-economic factors (20)
and hospital-based studies in the same environment had
reported much lower figures of 5.8% to 7.1% (3,4). We had
noticed that although allergic disorders were increasing,
they were less common in these low socio-economic
class children and had attributed this to different health
care seeking habits. Our present study confirms the low
incidence in the low socio-economic class and supports
the findings of others that allergic diseases are fewer in
the lower socio-economic group (21,22). Various reasons
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have been adduced, including early introduction of cow
milk supplementation (23), difference in hygienic situa-
tions at home, infections in childhood, use of antibiotics,
and possibly BCG vaccination (24–26). Most children
born in this country are vaccinated at birth with BCG,
irrespective of the socio-economic status of the parents.
More studies are needed to identify the possible type of
infections or nutrition that protects children from possi-
ble allergic disorders.

One or more melanocytic nevi were found on 40
(3.8%) of the students. There are no documented studies
in this environment with regards to melanocytic nevi.
Studies done elsewhere have reported a prevalence of
between 3.6% to 50% (27–29). Our figure is lower than
that previously documented. However, we know that the
prevalence of melanocytic nevi varies in different races
and that Black people appear to have fewer melanocytic
nevi compared to White people (30).

It was interesting that as many as 138 (12.9%)
students had tribal marks, while another 77 (7.2%) had
received scarification marks for various reasons. Tribal
marks were common decades ago and were used to iden-
tify a person’s tribe at sight, as they were usually located
on the face.

Herbalists or native doctors usually inflict scarifica-
tions marks on various parts of the body. The location
of the scarification may point to the area of discomfort.
They are also believed to protect individuals from
“witchcraft.”

Because of the high incidence of blood-borne ill-
nesses in our environment, efforts to educate parents are
needed to discourage these practices, as they have been
associated with the transmission of HIV and hepatitis B
and C viruses (31,32).

More importantly, neonatal and childhood infection
with hepatitis viruses have been associated with the ear-
lier onset of primary liver cell cancer as seen in Nigeria.
We did not investigate our subjects for HIV infection or
hepatitis as it was not the focus of our study.

In conclusion, we found that cutaneous disorders
such as fungal infections, scabies, and angular cheilitis
occur commonly in Nigerian school children in low
socio-economic areas and that atopic eczema was vir-
tually absent. We also observed that harmful practices
such as tribal and scarification marks are still carried out
on children in our community. Antenatal clinics and
immunization centers in these areas may be ideal places
to educate parents about the possible health complica-
tions for their children of these traditions.

We recommend that skin examinations be performed
in schools so as to limit the spread of fungal infections
and scabies. Teachers and school nurses should be trained
to recognize these disorders, and the school nurse should

be taught the first line management of these conditions.
Efforts should be made to educate families of infected
students about things they can do to prevent these disorders.

 

REFERENCES

 

1. Hayden GF. Skin diseases encountered in a pediatric
clinic. A one-year prospective study. Am J Dis Child
1985;139:36–38.

2. Tunnessen WW Jr. A survey of skin disorders in pediatric,
general and dermatology clinics. Pediatric Dermatol
1984;1(3):219–222.

3. Odueko O, Onayemi O, Oyejide GA. A prevalence survey of
skin disease in Nigerian children. Nig J Med 2001;10(2):64–
67.

4. Ogunbiyi AO, Daramola OO, Alese OO. Prevalence of
skin diseases in University College Hospital. Ibadan,
Nigeria. Int J Dermatol 2004;43:31–36.

5. Omotade O, Olaleye DO, Saliu Odiabo NG, et al. HIV sero-
positivity among mother child pairs in southwest Nigeria:
a community-based survey. WAJM 2001;20(4):232–236.

6. Halim NK, Madukwe U, Saheeb BD, et al. Hepatitis B surface
antigen and antibody to hepatitis virus among accident
and emergency patients. E Afr J Med 2001;78(9):480–
483.

7. Figueroa JI, Fuller LC, Abraha A, et al. The prevalence of
skin disease among school children in rural Ethiopia; a
preliminary assessment of dermatological needs. Pediatric
Dermatol 1996;13(5):378–381.

8. Masawe EJ, Nsanzumuhire H. Scabies and other skin dis-
ease in preschool children in Ujamaa village in Tanzania.
Trop George Med 1975;27:288–294.

9. Dagnew MB, Erwin G. Epidemiology of common trans-
missible skin disease among primary school children in
Northwest Ethiopia. Trop Geogr Med 1991;43:152–155.

10. Guanani HC, Njoku-obi ANU. Tinea capitis in school
children in Eastern Nigeria. Mykosen 1986;29:35–37.

11. Nweze EI. Etiology of dermatophytoses amongst children
in northeastern Nigeria. Med Mycol 2001;39(2):181–184.

12. Okafor JI, Agbgbaeruleke AK. Dermatophytoses among
school children in Aba, Abia State Nigeria and some physio-
logical studies on the isolated etiologic agents. J Commun
Dis 1998;30(1):44–49.

13. Silverberg NB, Weinberg JM, Delco VA. Tinea capitis.
Focus on African-American women. J Am Acad Dermatol
2002;46:S120–S124.

14. King RD, Khan HA, Joy EJC, et al. Transferrin, iron and
dermatophytes 1. Serum dermatophyte inhibitory compo-
nent definitely identified as unsaturated transferring. J Clin
Med 1975;86:204–212.

15. Acheapong JW, Whittl HC, Addy HA, et al. Scabies and
streptococcal skin infections in Ghana. Trop Doctor
1988;18:151–153.

16. Roberts SOB. 

 

Pityrosporum orbiculare

 

: incidence and dis-
tribution on clinical normal skin normal skin. Br J Derma-
tol 1969;81:264–269.

17. Ebomoyi EW. Pediculosis capitis among urban school
children in Ilorin, Nigeria. J Natl Med Assoc 1994;86(11):
861–864.

18. Arene FO, Ukaulor AL. Prevalence of head louse 

 

Pedicu-
lus capitis

 

 infestation among inhabitants of the Niger
Delta. Trop Med Parasitolol 1985;36(3):140–142.



 

10 Pediatric Dermatology Vol. 22 No. 1 January/February 2005

 

19. Schmeller W. Community health workers reduce skin
diseases in East African children. Int J Dermatol
1998;37:370–377.

20. Falade AG, Olawuyi F, Osinusi K, et al. Prevalence and sev-
erity of symptoms of asthma, allergic rhino-conjunctivitis
and atopic eczema in secondary school children in Ibadan.
Nigeria East Afr Med J 1998;75(12):695–698.

21. Patterson CC, Carson DJ, Hadden DR. Epidemiology
of childhood IDDM in Northern Ireland 1989–94; Low
incidence in areas with highest population density and
most household crowding. Diabetologia 1996;39:1063–1069.

22. Staines A, Bodansky HJ, Mckinney PA, et al. Small area
variation in incidence of childhood insulin dependent dia-
betes mellitus in Yorkshire, UK. Links with overcrowding
and population density. Int. J Epidemiol 1997;26:1307–1313.

23. Oddy DJ, Holt PG, Sly PD, et al. Association between breast-
feeding and asthma in 6-year-old children: findings of a
prospective birth cohort study. Br Med J 1999;319:815–819.

24. Durkin MS, Islam S, Hasan ZM, et al. Measures of socio-
economic status for child health research. Comparative
Results from Bangladesh. Pakistan Social Sci Med
1994;38(9):1289–1297.

25. Wickens K, Pearce N, Crane J, et al. Antibiotic use in
early childhood and the development of asthma. Clin Exp
Allergy 1999;29(6):766–771.

26. Arkwright PD, David TJ. Intradermal administration of a
killed 

 

Mycobacterium vaccinia

 

 suspension (SRL 172) is
associated with improvement in atopic dermatitis in
children with moderate to severe disease. J Allergy Clin
Immunol 2001;107:531–534.

27. Fung WK, Lo KK. Prevalence of skin diseases among
children and adolescents in a student health service center
in Hong Kong. Pediatr Dermatol 2000;17:440–446.

28. Larsson PA, Liden S. Prevalence of skin diseases among
adolescents 12–16 years of age. Acta Derm Venereol
1980;60:415–423.

29. Bechrlli LM, Haddad N, Pimenta WP, et al. Epidemio-
logical survey of skin diseases in school children living in
Purus valley (Acre state, Amazonia, Brazil). Dermatologica
1981;163:78–93.

30. Cullen SI. Incidence of nevi. Report of a survey of the
palms, soles and genitalia of 10,000 young men. Arch
Dermatol 1962;86:41–43.

31. Olubuyide IO, Ola SO, Aliyu MP. Hepatitis B and C virus
in doctors and dentists in Nigeria. QJM 1997;90:417–
422.

32. Aliyu MB. Prevalence of hepatitis C antibodies and hepa-
titis B surface antigen amongst patients with primary
hepatocellular carcinoma in Ibadan 1998. Nig National
Postgraduate Medical College. Part II Dissertation.


