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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 
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ABSTRACT
 
Background: To determine the burden and assess the risk factors of skin diseases in Primary Health Care 
Centers in Karachi.

Methods: A total of 360 patients came to the primary health care center over the span of 6 months  from 
May 2017 to October 2017 .Out of them 151 had some sort of dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed. Data was collected by reading out questionnaires to the 
patients, and filled accordingly.

Results: It was observed in our study that 151(41.9%) patients presenting to primary care center had derma-
tological complaints. Mean age determined was 25 years. 87% of the study population was female whilethe 
rest were males. In our study, skin ailments were broadly divided into 3 categories out of which chronic skin 
conditions ( 43%) like lichen planus, alopecia and pityriasis alba turned out to be most common, followed by 
infectious skin diseases ( 36.4%) such as scabies, tineas and impetigo. Least recurring were allergic skin disor-
ders ( 20.5%)such as atopic dermatitis. Sharing of personal items and animal contact were statistically signifi-
cant variables and had strong association with skin ailments. While overcrowding, family history of similar skin 
condition and past personal history of same skin condition were not determined to be significantly associat-
ed with the presentation.

Conclusion: Our study shows a spectrum of skin diseases prevalent in high numbers in our population. This 
identifies the need for qualified family physicians with special training in dermatology to treat the masses 
effectively and decrease the morbidity.  Detailed counseling should be offered to avoid sharing of clothes 
and minimizing animal contact as muchsince possible since skin diseases are mostly contagious.  Communi-
ty awareness programs should be conducted in which personal hygiene should be discussed. Scarcity of 
water is a social issue prevalent in this area so some policies regarding this issue should be imposed to 
improve the situation.
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in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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LIFESTYLE FACTORS INFLUENCING THE PREVALENCE OF SKIN DISEASES AT A PRIMARY CARE CENTER IN KARACHI

INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Menopause is defined as ceasing of menstruation. 
Between 45 – 50 years is the mean age of women 
when menstruation is stop. Menopause is opposite 
of word Menarche means start of menses.2 Medical-
ly menopause occurs when a woman has no 
vaginal bleeding for a year or it also defined as 
decrease production of hormones by ovaries that 
are estrogen or progesterone.1 It occurs early in 
women who smoke tobacco and who have 
removed uterus and ovaries by surgery. Chemother-
apy can also cause early menopause. 3

In the Western world, the typical age of menopause 

(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years.4 The classic symptom being the hot 
flush. Women in the United States report more hot 
flushes than women from developing countries. 6

Hot flashes, a common symptom of menopause 
and perimenopause, are typically experienced as a 
feeling of extreme heat with sweating and rapid 
heartbeat and may typically last from two to thirty 
minutes for each incidence, ending just as rapidly 
as they began. The sensation of heat usually begins 
in the face or chest, although it may appear in 

different areas such as the back of the neck, and it 
can spread all over the whole body. Due to this 
internal sensation, the surface of the skin, especially 
on the face, becomes hot on touch. This is the origin 
of the alternative term "hot flush", since the sensa-
tion of heat is often go together with by visible 
reddening of the face. Excessive flushing can lead 
to rosacea.5

Menopause occurs due to the natural or surgical 
cessation of estradiol and progesterone production 
by ovaries, the hormones which make reproduction 
possible and influence sexual behavior. After meno-
pause, estrogen continues to be produced in other 
tissues, such as bone, blood vessels skin and even in 
the brain. However, some hormonal level decreases 
very slowly like of total and free testosterone, as well 
as dehydroepiandrosteron sulfate (DHEAS) and 
androstenedione & androgen level.6 

In the United States more than 25 million post-meno-
pausal women affected by hot flushes per year in 
which 4 million women reported severs symptoms 8. 
In the Western world, the typical age of menopause 
(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and the Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years5.

The stages of the menopause changes, according 
to follicle-stimulating hormone (FSH) levels released 
by pituitary. During the normal menstrual cycle the 
ovaries produce estradiol, testosterone & progester-
one in a cyclical pattern under the control of FSH & 
LH, release by Pituitary hormone. Up to the meno-
pause the estradiol level may relatively increase or 
unchanged because of the FSH level6.

During the pre-menopausal, menstrual patterns can 
show shorter cycling (by 2–7 days) or longer cycles 
remain possible. There may also be irregular bleed-
ing (lighter, heavier, and spotting). Dysfunctional 
uterine bleeding is often experienced by women 
approaching menopause due to the hormonal 
changes that accompany the menopause transi-
tion. In post-menopausal women, any genital 
bleeding is an alarming symptom that requires an 
appropriate study to rule out the possibility of malig-
nant diseases. However, spotting or bleeding may 
simply be related to vaginal atrophy, a benign sore 
(polyp or lesion) or may be a functional endometrial 
response. The European Menopause and andro-
pause Society have released guidelines for assess-
ment of the endometrium, which is usually the main 
source of spotting or bleeding10.

Before menopause, amount of flow during menses 
become irregular, sometime longer than usual or 
shorter, or may be light or heavy. At this time some 
women may experience hot flashes, which occur in 

the form of sweating, shivering, and reddening of 
skin, vaginal dryness, sleep disturbances and mood 
changes. Which decrease or stop after a year or 
more than two years.  Symptoms may vary between 
two women 14. Premature ovarian failure (POF) is 
diagnosed or confirmed by high blood level of 
follicle stimulating hormone (FSH) and luteinizing 
hormone (LH) on at least 3 occasions at least 4 
weeks apart. Other causes of premature ovarian 
failure include autoimmune disorders, thyroid 
disease, diabetes mellitus, chemotherapy, being a 
carrier of the fragile X syndrome gene, and radio-
therapy. Some of spontaneous cases of premature 
ovarian failure is unknown and is generally idiopath-
ic15.

Menopause is natural, physiological & aging 
process with consequences of almost all the 
oocytes & ovarian follicles in the ovaries leading to 
increase in circulating follicle stimulating hormone 
(FSH) & (LH) level because of decrease no of 
oocytes & follicles leading to decrease estrogen. 
This decrease in the production of estrogen leads to 
the premenopausal symptoms of hot flashes, insom-
nia and mood changes. Long-term effects may 
include osteoporosis and vaginal atrophy. Continu-
ous possible risk of atherosclerosis, osteopenia and 
osteoporosis 17.

Women who have some sort of functional disorder 
affecting the reproductive system (e.g., endometri-
osis, polycystic ovary syndrome, cancer of the 
reproductive organs) can go into menopause at a 
younger age than the normal timeframe. The func-
tional disorders often significantly speed up the 
menopausal process. An early menopause can be 
occur because of  cigarette smoking, higher body 
mass index, joking, hypertension, increased blood 
lipids and body weight 19. Studies show that hot 
flushes & other vasomotor symptoms are most prev-
alent in different countries. This prevalence of hot 
flushes may differ in different women, according to 
altered factors including lifestyle, climate, and 
women role & aging process20.

Hot flushes pattern changes in different women 
may vary & affect the stages of menopause 21. 
Other physical symptoms of menopause include: 
lack of energy, joint soreness, stiffness, back pain, 
breast enlargement, breast pain, heart palpitations, 
headache, dizziness, dry, itchy skin, thinning, tingling 
skin, weight gain, urinary incontinence, urinary 
urgency, interrupted sleeping patterns, heavy night 
sweats, hot flashes.  A diagnosis of menopause can 
be done by measuring hormone levels in both 
blood and urine.  Treatment of symptoms of meno-
pause with respect to hot flashes, advice to avoid-
ing smoking, caffeine, and alcohol is often advice. 
Sleeping in a cool room22.  Menopausal hormone 
therapy (MHT), clonidine, gabapentin, or selective 
serotonin reuptake inhibitors are treatment of choic-
es. Exercise may help with sleeping problems. MHT is 

usually associated with some severe side effects. 
Serotonin reuptake inhibitors now FDA approved for 
menopausal hot flashes24.

METHODS

In 12–week enrolling 180 outpatients who had 
menopause with hot flushes divided into three 
groups. The Greene Climacteric Score Scaling was 
applied to observe the effects of 12.5mg, 20mg 
Paroxetine on frequency of hot flashes as com-
pared to Placebo. Post-menopausal women with 
hot flushes of 40-65 years of age. Criteria for meno-
pause, FSH 40 ml IU/ml. Estradiol ‹ 20pg/ml 
(69.34pmol/l).14 bother some hot flashes/week. 
Amenorrhea for last 12 consecutive months are 
included in this study. Active cancer, any chronic 
cardiac, hepatic & renal disease. Patients on 
chemotherapy or radiotherapy. Previous history of 
allergy to study drugs are not included in this study.

Clinical parameters. Liver function test, Electrocardi-
ography, Urea & creatinine, Follicle stimulating 
hormone (FSH), Estradiol level. Greene Climacteric 
Scale scoring (GCS) performed during the study.

Multivariate generalized linear model was used to 
compare the mean Greene climacteric scale 
scores,  among three study groups  (A to C) at each 
level independently (baseline ,4th, 8th and 12th 
week), results of multiple comparison under the  LSD 
test were also reported, p-values less than 0.05 were 
considered significant.

RESULTS

A total no of 180 post-menopausal patients with of 
hot flashes were enrolled, 60 patients received 
12.5mg Paroxetine, another 60 patients received 
20mg of tab Paroxetine and third group 60 patients 
received Placebo. 

There was a significant mean difference observed in 
Greene Climecteric Scale scores at baseline, 4th 
week, 8th week and 12th week with p-value less 
than 0.05.  Results of multiple comparison under the  
LSD test showed that, at baseline, there was signifi-
cant mean difference observed between placebo 
versus 12.5 mg group and 12.5 mg group versus 20 
mg group with p-value 0.02 and 0.013 respectively, 
however at baseline the differences between 
placebo and 20 mg group were found statistically 
insignificant, with p=0.86, further at 4th, 8th and 12th 
week, the mean differences were not statistically 
significant for 12.5 mg group and 20 mg group with 
p-values more than 0.05, however placebo gives 
significant mean differences with 12.5 mg group 
and 20 mg group with p-value <0.01. 

DISCUSSION

Due to advancement in treatment of hot flushes of 
menopause, and after approved of SSRI, antide-
pressant drug for the treatment of hot flushes by 
Food and Drug Administration in July 2013, the man-
agement is continuously evolving.19

This non-hormonal treatment for vasomotor symp-
toms associated with menopause, a therapy 
containing the selective serotonin reuptake inhibitor 
(SSRI) Paroxetine mesylate is a good addition in 
gynecologist’s dictionary.20 

Large clinical studies have demonstrated role of 
Paroxetine in the reducing frequency of hot flushes 
in menopausal women such as randomized, place-

bo-controlled, 26-week trials in the United States of 
America compared with placebo demonstrated 
the role of Paroxetine at dosages of   12.5 mg per 
day & 20 mg per day was associated with signifi-
cantly reduced mean monthly hot flashes frequen-
cy after the first month of treatment (p<0.001)12. We 
also compare the placebo with Paroxetine 12.5mg 
and 20mg per day dosage to see the efficiencies of 
the drug associated with significantly reduced 
mean monthly hot flushes frequency.  The results of 
the present clinical trial proved the effectiveness of 
the different dosage of Paroxetine as compared 
with placebo14.

When we compared tab Paroxetine 12.5mg/day 
group A with 20mg/day group B statistically there 
was considerably progress in mean hot flushes 
frequency in group A from baseline to 12 week 
which was 2.64-1.97 ( 2.42%) decrease and in group 
B 2.76-1.04 ( 3.8% ) decrease in mean Greene 
Climacteric Score as compared to placebo15.  
Randomized, double-blind, placebo-controlled, 12 
week, clinical trial, conducted by Clement et al., 
2011 was also in accordance with our study 
observed the effectiveness of Paroxetine 12.5 
mg/day was associated with a  highly decreased in 
mean hot flashes frequency which remain 
sustained16,17.  

A randomized, double-blind, placebo-controlled, 
12 week hot flashes trials, Paroxetine 12.5 mg/day 
was connected with a  decrease in mean hot flash-
es occurrence which remain persistent.  It is suggest-
ed for most patients with hot flashes &analyzed its 
safety & acceptability of drug.In which the most 
common adverse events in paroxetine treated 
patients were paresthesia (50.5%), fatigue (15.0%), 
anorexia (14.5%), upper respiratory infection 
(14.0%), cognitive impairment (13.7%), nausea 
(13.2%), diarrhea (11.1%) & decrease weight (9.1%), 
these adverse events were mild to moderate in 
severity 24.

CONCLUSION

It was found that the frequency of hot flashes in 
post-menopausal women was highly significantly 
reduced by treatment with Paroxetine 20mg and 
12.5mg, as compared to   Placebo. But the 20mg 
Paroxetine was more effective as compared to 
12.5mg Paroxetine. The drug may be alternate 
therapy to hormonal replacement therapy with 
good compliance and efficacy.
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

Table 1: Socio-Demographic Factors of Study Population 

Table 2: Association of Skin Diseases with the Characteristics

Characteristics Frequency (%) 
Age, yrs(x, SD)   25.62(16) 
Gender                        
  Male 
  Female         

 
19 (12.6) 
132 ( 87.4) 

Ethnicity                       
  Pashtun 
  Punjabi 
  Urdu speaking 
  Sindhi 

 
118(78.1)                                    
11(7.3) 
17 (11.3) 
 5 (3.3) 

Categories of Skin Diseases                         
Infectious 
Allergic 
Chronic 

 
 55 (36.4) 
 31(20.5) 
 65 (43) 

Weight kgs(x, SD)  46.2,20.9 
Sharing of clothing  103(68.2) 
Animal Contact 60( 39.7) 
Overcrowding 126 (83.4) 
Family history 122(80.8) 
Past history  53( 35.1) 

Variables Infectious 
(scabies, tineas 
and impetigo) 

Allergic 
(atopic 
dermatitis) 

Chronic 
(lichen planus, 
alopecia and pityriasis 
alba) 

p-value 

 Frequency(%) Frequency(%) Frequency(%)  
Animal Contact                      
Yes 
No 

 
29(48.3) 
26(28.6) 

 
13(21.7) 
18(19.8) 

 
18(30) 
47(51.6) 

 
0.005 

Sharing items 
Yes 
No 

 
42(40.8) 
13(27.1) 

 
26(25.2) 
5(10.4) 

 
35(34) 
30(62.5) 

 
0.003 

Gender       
Male  
Female 

 
42.1% 
35.6% 

 
31.6% 
18.9% 

 
26.3% 
45.5% 

 
0.235 

Ethnicity 
Pusthun 
Punjabi 
Urdu Speaking 
Sindhi 

 
41(34.7% 
8(72.7% 
3(17.6% 
60% 

 
21(17.8% 
0(0% 
8(47.1% 
40% 

 
56(47.5% 
3(27.3% 
6(35.3% 
0% 

 
 
0.003 

Overcrowding  
Yes 
No 

 
50(39.7) 
5(20) 

 
25(19.8) 
6(24) 

 
51(40.5) 
14(56) 

 
0.168 

Family History 
Present 
Absent 

 
42(34.4) 
44.8% 

 
26(22.1) 
13.8% 

 
35(43.4) 
41.4% 

 
0.459 

Past History 
Yes 
 No 

 
39.6% 
34.7% 

 
17% 
22.4% 

 
43.4% 
42.9% 

 
0.693 
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DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Menopause is defined as ceasing of menstruation. 
Between 45 – 50 years is the mean age of women 
when menstruation is stop. Menopause is opposite 
of word Menarche means start of menses.2 Medical-
ly menopause occurs when a woman has no 
vaginal bleeding for a year or it also defined as 
decrease production of hormones by ovaries that 
are estrogen or progesterone.1 It occurs early in 
women who smoke tobacco and who have 
removed uterus and ovaries by surgery. Chemother-
apy can also cause early menopause. 3

In the Western world, the typical age of menopause 

(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years.4 The classic symptom being the hot 
flush. Women in the United States report more hot 
flushes than women from developing countries. 6

Hot flashes, a common symptom of menopause 
and perimenopause, are typically experienced as a 
feeling of extreme heat with sweating and rapid 
heartbeat and may typically last from two to thirty 
minutes for each incidence, ending just as rapidly 
as they began. The sensation of heat usually begins 
in the face or chest, although it may appear in 

different areas such as the back of the neck, and it 
can spread all over the whole body. Due to this 
internal sensation, the surface of the skin, especially 
on the face, becomes hot on touch. This is the origin 
of the alternative term "hot flush", since the sensa-
tion of heat is often go together with by visible 
reddening of the face. Excessive flushing can lead 
to rosacea.5

Menopause occurs due to the natural or surgical 
cessation of estradiol and progesterone production 
by ovaries, the hormones which make reproduction 
possible and influence sexual behavior. After meno-
pause, estrogen continues to be produced in other 
tissues, such as bone, blood vessels skin and even in 
the brain. However, some hormonal level decreases 
very slowly like of total and free testosterone, as well 
as dehydroepiandrosteron sulfate (DHEAS) and 
androstenedione & androgen level.6 

In the United States more than 25 million post-meno-
pausal women affected by hot flushes per year in 
which 4 million women reported severs symptoms 8. 
In the Western world, the typical age of menopause 
(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and the Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years5.

The stages of the menopause changes, according 
to follicle-stimulating hormone (FSH) levels released 
by pituitary. During the normal menstrual cycle the 
ovaries produce estradiol, testosterone & progester-
one in a cyclical pattern under the control of FSH & 
LH, release by Pituitary hormone. Up to the meno-
pause the estradiol level may relatively increase or 
unchanged because of the FSH level6.

During the pre-menopausal, menstrual patterns can 
show shorter cycling (by 2–7 days) or longer cycles 
remain possible. There may also be irregular bleed-
ing (lighter, heavier, and spotting). Dysfunctional 
uterine bleeding is often experienced by women 
approaching menopause due to the hormonal 
changes that accompany the menopause transi-
tion. In post-menopausal women, any genital 
bleeding is an alarming symptom that requires an 
appropriate study to rule out the possibility of malig-
nant diseases. However, spotting or bleeding may 
simply be related to vaginal atrophy, a benign sore 
(polyp or lesion) or may be a functional endometrial 
response. The European Menopause and andro-
pause Society have released guidelines for assess-
ment of the endometrium, which is usually the main 
source of spotting or bleeding10.

Before menopause, amount of flow during menses 
become irregular, sometime longer than usual or 
shorter, or may be light or heavy. At this time some 
women may experience hot flashes, which occur in 

the form of sweating, shivering, and reddening of 
skin, vaginal dryness, sleep disturbances and mood 
changes. Which decrease or stop after a year or 
more than two years.  Symptoms may vary between 
two women 14. Premature ovarian failure (POF) is 
diagnosed or confirmed by high blood level of 
follicle stimulating hormone (FSH) and luteinizing 
hormone (LH) on at least 3 occasions at least 4 
weeks apart. Other causes of premature ovarian 
failure include autoimmune disorders, thyroid 
disease, diabetes mellitus, chemotherapy, being a 
carrier of the fragile X syndrome gene, and radio-
therapy. Some of spontaneous cases of premature 
ovarian failure is unknown and is generally idiopath-
ic15.

Menopause is natural, physiological & aging 
process with consequences of almost all the 
oocytes & ovarian follicles in the ovaries leading to 
increase in circulating follicle stimulating hormone 
(FSH) & (LH) level because of decrease no of 
oocytes & follicles leading to decrease estrogen. 
This decrease in the production of estrogen leads to 
the premenopausal symptoms of hot flashes, insom-
nia and mood changes. Long-term effects may 
include osteoporosis and vaginal atrophy. Continu-
ous possible risk of atherosclerosis, osteopenia and 
osteoporosis 17.

Women who have some sort of functional disorder 
affecting the reproductive system (e.g., endometri-
osis, polycystic ovary syndrome, cancer of the 
reproductive organs) can go into menopause at a 
younger age than the normal timeframe. The func-
tional disorders often significantly speed up the 
menopausal process. An early menopause can be 
occur because of  cigarette smoking, higher body 
mass index, joking, hypertension, increased blood 
lipids and body weight 19. Studies show that hot 
flushes & other vasomotor symptoms are most prev-
alent in different countries. This prevalence of hot 
flushes may differ in different women, according to 
altered factors including lifestyle, climate, and 
women role & aging process20.

Hot flushes pattern changes in different women 
may vary & affect the stages of menopause 21. 
Other physical symptoms of menopause include: 
lack of energy, joint soreness, stiffness, back pain, 
breast enlargement, breast pain, heart palpitations, 
headache, dizziness, dry, itchy skin, thinning, tingling 
skin, weight gain, urinary incontinence, urinary 
urgency, interrupted sleeping patterns, heavy night 
sweats, hot flashes.  A diagnosis of menopause can 
be done by measuring hormone levels in both 
blood and urine.  Treatment of symptoms of meno-
pause with respect to hot flashes, advice to avoid-
ing smoking, caffeine, and alcohol is often advice. 
Sleeping in a cool room22.  Menopausal hormone 
therapy (MHT), clonidine, gabapentin, or selective 
serotonin reuptake inhibitors are treatment of choic-
es. Exercise may help with sleeping problems. MHT is 

usually associated with some severe side effects. 
Serotonin reuptake inhibitors now FDA approved for 
menopausal hot flashes24.

METHODS

In 12–week enrolling 180 outpatients who had 
menopause with hot flushes divided into three 
groups. The Greene Climacteric Score Scaling was 
applied to observe the effects of 12.5mg, 20mg 
Paroxetine on frequency of hot flashes as com-
pared to Placebo. Post-menopausal women with 
hot flushes of 40-65 years of age. Criteria for meno-
pause, FSH 40 ml IU/ml. Estradiol ‹ 20pg/ml 
(69.34pmol/l).14 bother some hot flashes/week. 
Amenorrhea for last 12 consecutive months are 
included in this study. Active cancer, any chronic 
cardiac, hepatic & renal disease. Patients on 
chemotherapy or radiotherapy. Previous history of 
allergy to study drugs are not included in this study.

Clinical parameters. Liver function test, Electrocardi-
ography, Urea & creatinine, Follicle stimulating 
hormone (FSH), Estradiol level. Greene Climacteric 
Scale scoring (GCS) performed during the study.

Multivariate generalized linear model was used to 
compare the mean Greene climacteric scale 
scores,  among three study groups  (A to C) at each 
level independently (baseline ,4th, 8th and 12th 
week), results of multiple comparison under the  LSD 
test were also reported, p-values less than 0.05 were 
considered significant.

RESULTS

A total no of 180 post-menopausal patients with of 
hot flashes were enrolled, 60 patients received 
12.5mg Paroxetine, another 60 patients received 
20mg of tab Paroxetine and third group 60 patients 
received Placebo. 

There was a significant mean difference observed in 
Greene Climecteric Scale scores at baseline, 4th 
week, 8th week and 12th week with p-value less 
than 0.05.  Results of multiple comparison under the  
LSD test showed that, at baseline, there was signifi-
cant mean difference observed between placebo 
versus 12.5 mg group and 12.5 mg group versus 20 
mg group with p-value 0.02 and 0.013 respectively, 
however at baseline the differences between 
placebo and 20 mg group were found statistically 
insignificant, with p=0.86, further at 4th, 8th and 12th 
week, the mean differences were not statistically 
significant for 12.5 mg group and 20 mg group with 
p-values more than 0.05, however placebo gives 
significant mean differences with 12.5 mg group 
and 20 mg group with p-value <0.01. 

DISCUSSION

Due to advancement in treatment of hot flushes of 
menopause, and after approved of SSRI, antide-
pressant drug for the treatment of hot flushes by 
Food and Drug Administration in July 2013, the man-
agement is continuously evolving.19

This non-hormonal treatment for vasomotor symp-
toms associated with menopause, a therapy 
containing the selective serotonin reuptake inhibitor 
(SSRI) Paroxetine mesylate is a good addition in 
gynecologist’s dictionary.20 

Large clinical studies have demonstrated role of 
Paroxetine in the reducing frequency of hot flushes 
in menopausal women such as randomized, place-

bo-controlled, 26-week trials in the United States of 
America compared with placebo demonstrated 
the role of Paroxetine at dosages of   12.5 mg per 
day & 20 mg per day was associated with signifi-
cantly reduced mean monthly hot flashes frequen-
cy after the first month of treatment (p<0.001)12. We 
also compare the placebo with Paroxetine 12.5mg 
and 20mg per day dosage to see the efficiencies of 
the drug associated with significantly reduced 
mean monthly hot flushes frequency.  The results of 
the present clinical trial proved the effectiveness of 
the different dosage of Paroxetine as compared 
with placebo14.

When we compared tab Paroxetine 12.5mg/day 
group A with 20mg/day group B statistically there 
was considerably progress in mean hot flushes 
frequency in group A from baseline to 12 week 
which was 2.64-1.97 ( 2.42%) decrease and in group 
B 2.76-1.04 ( 3.8% ) decrease in mean Greene 
Climacteric Score as compared to placebo15.  
Randomized, double-blind, placebo-controlled, 12 
week, clinical trial, conducted by Clement et al., 
2011 was also in accordance with our study 
observed the effectiveness of Paroxetine 12.5 
mg/day was associated with a  highly decreased in 
mean hot flashes frequency which remain 
sustained16,17.  

A randomized, double-blind, placebo-controlled, 
12 week hot flashes trials, Paroxetine 12.5 mg/day 
was connected with a  decrease in mean hot flash-
es occurrence which remain persistent.  It is suggest-
ed for most patients with hot flashes &analyzed its 
safety & acceptability of drug.In which the most 
common adverse events in paroxetine treated 
patients were paresthesia (50.5%), fatigue (15.0%), 
anorexia (14.5%), upper respiratory infection 
(14.0%), cognitive impairment (13.7%), nausea 
(13.2%), diarrhea (11.1%) & decrease weight (9.1%), 
these adverse events were mild to moderate in 
severity 24.

CONCLUSION

It was found that the frequency of hot flashes in 
post-menopausal women was highly significantly 
reduced by treatment with Paroxetine 20mg and 
12.5mg, as compared to   Placebo. But the 20mg 
Paroxetine was more effective as compared to 
12.5mg Paroxetine. The drug may be alternate 
therapy to hormonal replacement therapy with 
good compliance and efficacy.
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

LIFESTYLE FACTORS INFLUENCING THE PREVALENCE OF SKIN DISEASES AT A PRIMARY CARE CENTER IN KARACHI

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Menopause is defined as ceasing of menstruation. 
Between 45 – 50 years is the mean age of women 
when menstruation is stop. Menopause is opposite 
of word Menarche means start of menses.2 Medical-
ly menopause occurs when a woman has no 
vaginal bleeding for a year or it also defined as 
decrease production of hormones by ovaries that 
are estrogen or progesterone.1 It occurs early in 
women who smoke tobacco and who have 
removed uterus and ovaries by surgery. Chemother-
apy can also cause early menopause. 3

In the Western world, the typical age of menopause 

(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years.4 The classic symptom being the hot 
flush. Women in the United States report more hot 
flushes than women from developing countries. 6

Hot flashes, a common symptom of menopause 
and perimenopause, are typically experienced as a 
feeling of extreme heat with sweating and rapid 
heartbeat and may typically last from two to thirty 
minutes for each incidence, ending just as rapidly 
as they began. The sensation of heat usually begins 
in the face or chest, although it may appear in 

different areas such as the back of the neck, and it 
can spread all over the whole body. Due to this 
internal sensation, the surface of the skin, especially 
on the face, becomes hot on touch. This is the origin 
of the alternative term "hot flush", since the sensa-
tion of heat is often go together with by visible 
reddening of the face. Excessive flushing can lead 
to rosacea.5

Menopause occurs due to the natural or surgical 
cessation of estradiol and progesterone production 
by ovaries, the hormones which make reproduction 
possible and influence sexual behavior. After meno-
pause, estrogen continues to be produced in other 
tissues, such as bone, blood vessels skin and even in 
the brain. However, some hormonal level decreases 
very slowly like of total and free testosterone, as well 
as dehydroepiandrosteron sulfate (DHEAS) and 
androstenedione & androgen level.6 

In the United States more than 25 million post-meno-
pausal women affected by hot flushes per year in 
which 4 million women reported severs symptoms 8. 
In the Western world, the typical age of menopause 
(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and the Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years5.

The stages of the menopause changes, according 
to follicle-stimulating hormone (FSH) levels released 
by pituitary. During the normal menstrual cycle the 
ovaries produce estradiol, testosterone & progester-
one in a cyclical pattern under the control of FSH & 
LH, release by Pituitary hormone. Up to the meno-
pause the estradiol level may relatively increase or 
unchanged because of the FSH level6.

During the pre-menopausal, menstrual patterns can 
show shorter cycling (by 2–7 days) or longer cycles 
remain possible. There may also be irregular bleed-
ing (lighter, heavier, and spotting). Dysfunctional 
uterine bleeding is often experienced by women 
approaching menopause due to the hormonal 
changes that accompany the menopause transi-
tion. In post-menopausal women, any genital 
bleeding is an alarming symptom that requires an 
appropriate study to rule out the possibility of malig-
nant diseases. However, spotting or bleeding may 
simply be related to vaginal atrophy, a benign sore 
(polyp or lesion) or may be a functional endometrial 
response. The European Menopause and andro-
pause Society have released guidelines for assess-
ment of the endometrium, which is usually the main 
source of spotting or bleeding10.

Before menopause, amount of flow during menses 
become irregular, sometime longer than usual or 
shorter, or may be light or heavy. At this time some 
women may experience hot flashes, which occur in 

the form of sweating, shivering, and reddening of 
skin, vaginal dryness, sleep disturbances and mood 
changes. Which decrease or stop after a year or 
more than two years.  Symptoms may vary between 
two women 14. Premature ovarian failure (POF) is 
diagnosed or confirmed by high blood level of 
follicle stimulating hormone (FSH) and luteinizing 
hormone (LH) on at least 3 occasions at least 4 
weeks apart. Other causes of premature ovarian 
failure include autoimmune disorders, thyroid 
disease, diabetes mellitus, chemotherapy, being a 
carrier of the fragile X syndrome gene, and radio-
therapy. Some of spontaneous cases of premature 
ovarian failure is unknown and is generally idiopath-
ic15.

Menopause is natural, physiological & aging 
process with consequences of almost all the 
oocytes & ovarian follicles in the ovaries leading to 
increase in circulating follicle stimulating hormone 
(FSH) & (LH) level because of decrease no of 
oocytes & follicles leading to decrease estrogen. 
This decrease in the production of estrogen leads to 
the premenopausal symptoms of hot flashes, insom-
nia and mood changes. Long-term effects may 
include osteoporosis and vaginal atrophy. Continu-
ous possible risk of atherosclerosis, osteopenia and 
osteoporosis 17.

Women who have some sort of functional disorder 
affecting the reproductive system (e.g., endometri-
osis, polycystic ovary syndrome, cancer of the 
reproductive organs) can go into menopause at a 
younger age than the normal timeframe. The func-
tional disorders often significantly speed up the 
menopausal process. An early menopause can be 
occur because of  cigarette smoking, higher body 
mass index, joking, hypertension, increased blood 
lipids and body weight 19. Studies show that hot 
flushes & other vasomotor symptoms are most prev-
alent in different countries. This prevalence of hot 
flushes may differ in different women, according to 
altered factors including lifestyle, climate, and 
women role & aging process20.

Hot flushes pattern changes in different women 
may vary & affect the stages of menopause 21. 
Other physical symptoms of menopause include: 
lack of energy, joint soreness, stiffness, back pain, 
breast enlargement, breast pain, heart palpitations, 
headache, dizziness, dry, itchy skin, thinning, tingling 
skin, weight gain, urinary incontinence, urinary 
urgency, interrupted sleeping patterns, heavy night 
sweats, hot flashes.  A diagnosis of menopause can 
be done by measuring hormone levels in both 
blood and urine.  Treatment of symptoms of meno-
pause with respect to hot flashes, advice to avoid-
ing smoking, caffeine, and alcohol is often advice. 
Sleeping in a cool room22.  Menopausal hormone 
therapy (MHT), clonidine, gabapentin, or selective 
serotonin reuptake inhibitors are treatment of choic-
es. Exercise may help with sleeping problems. MHT is 

usually associated with some severe side effects. 
Serotonin reuptake inhibitors now FDA approved for 
menopausal hot flashes24.

METHODS

In 12–week enrolling 180 outpatients who had 
menopause with hot flushes divided into three 
groups. The Greene Climacteric Score Scaling was 
applied to observe the effects of 12.5mg, 20mg 
Paroxetine on frequency of hot flashes as com-
pared to Placebo. Post-menopausal women with 
hot flushes of 40-65 years of age. Criteria for meno-
pause, FSH 40 ml IU/ml. Estradiol ‹ 20pg/ml 
(69.34pmol/l).14 bother some hot flashes/week. 
Amenorrhea for last 12 consecutive months are 
included in this study. Active cancer, any chronic 
cardiac, hepatic & renal disease. Patients on 
chemotherapy or radiotherapy. Previous history of 
allergy to study drugs are not included in this study.

Clinical parameters. Liver function test, Electrocardi-
ography, Urea & creatinine, Follicle stimulating 
hormone (FSH), Estradiol level. Greene Climacteric 
Scale scoring (GCS) performed during the study.

Multivariate generalized linear model was used to 
compare the mean Greene climacteric scale 
scores,  among three study groups  (A to C) at each 
level independently (baseline ,4th, 8th and 12th 
week), results of multiple comparison under the  LSD 
test were also reported, p-values less than 0.05 were 
considered significant.

RESULTS

A total no of 180 post-menopausal patients with of 
hot flashes were enrolled, 60 patients received 
12.5mg Paroxetine, another 60 patients received 
20mg of tab Paroxetine and third group 60 patients 
received Placebo. 

There was a significant mean difference observed in 
Greene Climecteric Scale scores at baseline, 4th 
week, 8th week and 12th week with p-value less 
than 0.05.  Results of multiple comparison under the  
LSD test showed that, at baseline, there was signifi-
cant mean difference observed between placebo 
versus 12.5 mg group and 12.5 mg group versus 20 
mg group with p-value 0.02 and 0.013 respectively, 
however at baseline the differences between 
placebo and 20 mg group were found statistically 
insignificant, with p=0.86, further at 4th, 8th and 12th 
week, the mean differences were not statistically 
significant for 12.5 mg group and 20 mg group with 
p-values more than 0.05, however placebo gives 
significant mean differences with 12.5 mg group 
and 20 mg group with p-value <0.01. 

DISCUSSION

Due to advancement in treatment of hot flushes of 
menopause, and after approved of SSRI, antide-
pressant drug for the treatment of hot flushes by 
Food and Drug Administration in July 2013, the man-
agement is continuously evolving.19

This non-hormonal treatment for vasomotor symp-
toms associated with menopause, a therapy 
containing the selective serotonin reuptake inhibitor 
(SSRI) Paroxetine mesylate is a good addition in 
gynecologist’s dictionary.20 

Large clinical studies have demonstrated role of 
Paroxetine in the reducing frequency of hot flushes 
in menopausal women such as randomized, place-

bo-controlled, 26-week trials in the United States of 
America compared with placebo demonstrated 
the role of Paroxetine at dosages of   12.5 mg per 
day & 20 mg per day was associated with signifi-
cantly reduced mean monthly hot flashes frequen-
cy after the first month of treatment (p<0.001)12. We 
also compare the placebo with Paroxetine 12.5mg 
and 20mg per day dosage to see the efficiencies of 
the drug associated with significantly reduced 
mean monthly hot flushes frequency.  The results of 
the present clinical trial proved the effectiveness of 
the different dosage of Paroxetine as compared 
with placebo14.

When we compared tab Paroxetine 12.5mg/day 
group A with 20mg/day group B statistically there 
was considerably progress in mean hot flushes 
frequency in group A from baseline to 12 week 
which was 2.64-1.97 ( 2.42%) decrease and in group 
B 2.76-1.04 ( 3.8% ) decrease in mean Greene 
Climacteric Score as compared to placebo15.  
Randomized, double-blind, placebo-controlled, 12 
week, clinical trial, conducted by Clement et al., 
2011 was also in accordance with our study 
observed the effectiveness of Paroxetine 12.5 
mg/day was associated with a  highly decreased in 
mean hot flashes frequency which remain 
sustained16,17.  

A randomized, double-blind, placebo-controlled, 
12 week hot flashes trials, Paroxetine 12.5 mg/day 
was connected with a  decrease in mean hot flash-
es occurrence which remain persistent.  It is suggest-
ed for most patients with hot flashes &analyzed its 
safety & acceptability of drug.In which the most 
common adverse events in paroxetine treated 
patients were paresthesia (50.5%), fatigue (15.0%), 
anorexia (14.5%), upper respiratory infection 
(14.0%), cognitive impairment (13.7%), nausea 
(13.2%), diarrhea (11.1%) & decrease weight (9.1%), 
these adverse events were mild to moderate in 
severity 24.

CONCLUSION

It was found that the frequency of hot flashes in 
post-menopausal women was highly significantly 
reduced by treatment with Paroxetine 20mg and 
12.5mg, as compared to   Placebo. But the 20mg 
Paroxetine was more effective as compared to 
12.5mg Paroxetine. The drug may be alternate 
therapy to hormonal replacement therapy with 
good compliance and efficacy.
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

FATIMA JEHANGIR, AYLA HASAN, FATIMA BASHIR, NOOR RAHMAN

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Menopause is defined as ceasing of menstruation. 
Between 45 – 50 years is the mean age of women 
when menstruation is stop. Menopause is opposite 
of word Menarche means start of menses.2 Medical-
ly menopause occurs when a woman has no 
vaginal bleeding for a year or it also defined as 
decrease production of hormones by ovaries that 
are estrogen or progesterone.1 It occurs early in 
women who smoke tobacco and who have 
removed uterus and ovaries by surgery. Chemother-
apy can also cause early menopause. 3

In the Western world, the typical age of menopause 

(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years.4 The classic symptom being the hot 
flush. Women in the United States report more hot 
flushes than women from developing countries. 6

Hot flashes, a common symptom of menopause 
and perimenopause, are typically experienced as a 
feeling of extreme heat with sweating and rapid 
heartbeat and may typically last from two to thirty 
minutes for each incidence, ending just as rapidly 
as they began. The sensation of heat usually begins 
in the face or chest, although it may appear in 

different areas such as the back of the neck, and it 
can spread all over the whole body. Due to this 
internal sensation, the surface of the skin, especially 
on the face, becomes hot on touch. This is the origin 
of the alternative term "hot flush", since the sensa-
tion of heat is often go together with by visible 
reddening of the face. Excessive flushing can lead 
to rosacea.5

Menopause occurs due to the natural or surgical 
cessation of estradiol and progesterone production 
by ovaries, the hormones which make reproduction 
possible and influence sexual behavior. After meno-
pause, estrogen continues to be produced in other 
tissues, such as bone, blood vessels skin and even in 
the brain. However, some hormonal level decreases 
very slowly like of total and free testosterone, as well 
as dehydroepiandrosteron sulfate (DHEAS) and 
androstenedione & androgen level.6 

In the United States more than 25 million post-meno-
pausal women affected by hot flushes per year in 
which 4 million women reported severs symptoms 8. 
In the Western world, the typical age of menopause 
(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and the Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years5.

The stages of the menopause changes, according 
to follicle-stimulating hormone (FSH) levels released 
by pituitary. During the normal menstrual cycle the 
ovaries produce estradiol, testosterone & progester-
one in a cyclical pattern under the control of FSH & 
LH, release by Pituitary hormone. Up to the meno-
pause the estradiol level may relatively increase or 
unchanged because of the FSH level6.

During the pre-menopausal, menstrual patterns can 
show shorter cycling (by 2–7 days) or longer cycles 
remain possible. There may also be irregular bleed-
ing (lighter, heavier, and spotting). Dysfunctional 
uterine bleeding is often experienced by women 
approaching menopause due to the hormonal 
changes that accompany the menopause transi-
tion. In post-menopausal women, any genital 
bleeding is an alarming symptom that requires an 
appropriate study to rule out the possibility of malig-
nant diseases. However, spotting or bleeding may 
simply be related to vaginal atrophy, a benign sore 
(polyp or lesion) or may be a functional endometrial 
response. The European Menopause and andro-
pause Society have released guidelines for assess-
ment of the endometrium, which is usually the main 
source of spotting or bleeding10.

Before menopause, amount of flow during menses 
become irregular, sometime longer than usual or 
shorter, or may be light or heavy. At this time some 
women may experience hot flashes, which occur in 

the form of sweating, shivering, and reddening of 
skin, vaginal dryness, sleep disturbances and mood 
changes. Which decrease or stop after a year or 
more than two years.  Symptoms may vary between 
two women 14. Premature ovarian failure (POF) is 
diagnosed or confirmed by high blood level of 
follicle stimulating hormone (FSH) and luteinizing 
hormone (LH) on at least 3 occasions at least 4 
weeks apart. Other causes of premature ovarian 
failure include autoimmune disorders, thyroid 
disease, diabetes mellitus, chemotherapy, being a 
carrier of the fragile X syndrome gene, and radio-
therapy. Some of spontaneous cases of premature 
ovarian failure is unknown and is generally idiopath-
ic15.

Menopause is natural, physiological & aging 
process with consequences of almost all the 
oocytes & ovarian follicles in the ovaries leading to 
increase in circulating follicle stimulating hormone 
(FSH) & (LH) level because of decrease no of 
oocytes & follicles leading to decrease estrogen. 
This decrease in the production of estrogen leads to 
the premenopausal symptoms of hot flashes, insom-
nia and mood changes. Long-term effects may 
include osteoporosis and vaginal atrophy. Continu-
ous possible risk of atherosclerosis, osteopenia and 
osteoporosis 17.

Women who have some sort of functional disorder 
affecting the reproductive system (e.g., endometri-
osis, polycystic ovary syndrome, cancer of the 
reproductive organs) can go into menopause at a 
younger age than the normal timeframe. The func-
tional disorders often significantly speed up the 
menopausal process. An early menopause can be 
occur because of  cigarette smoking, higher body 
mass index, joking, hypertension, increased blood 
lipids and body weight 19. Studies show that hot 
flushes & other vasomotor symptoms are most prev-
alent in different countries. This prevalence of hot 
flushes may differ in different women, according to 
altered factors including lifestyle, climate, and 
women role & aging process20.

Hot flushes pattern changes in different women 
may vary & affect the stages of menopause 21. 
Other physical symptoms of menopause include: 
lack of energy, joint soreness, stiffness, back pain, 
breast enlargement, breast pain, heart palpitations, 
headache, dizziness, dry, itchy skin, thinning, tingling 
skin, weight gain, urinary incontinence, urinary 
urgency, interrupted sleeping patterns, heavy night 
sweats, hot flashes.  A diagnosis of menopause can 
be done by measuring hormone levels in both 
blood and urine.  Treatment of symptoms of meno-
pause with respect to hot flashes, advice to avoid-
ing smoking, caffeine, and alcohol is often advice. 
Sleeping in a cool room22.  Menopausal hormone 
therapy (MHT), clonidine, gabapentin, or selective 
serotonin reuptake inhibitors are treatment of choic-
es. Exercise may help with sleeping problems. MHT is 

usually associated with some severe side effects. 
Serotonin reuptake inhibitors now FDA approved for 
menopausal hot flashes24.

METHODS

In 12–week enrolling 180 outpatients who had 
menopause with hot flushes divided into three 
groups. The Greene Climacteric Score Scaling was 
applied to observe the effects of 12.5mg, 20mg 
Paroxetine on frequency of hot flashes as com-
pared to Placebo. Post-menopausal women with 
hot flushes of 40-65 years of age. Criteria for meno-
pause, FSH 40 ml IU/ml. Estradiol ‹ 20pg/ml 
(69.34pmol/l).14 bother some hot flashes/week. 
Amenorrhea for last 12 consecutive months are 
included in this study. Active cancer, any chronic 
cardiac, hepatic & renal disease. Patients on 
chemotherapy or radiotherapy. Previous history of 
allergy to study drugs are not included in this study.

Clinical parameters. Liver function test, Electrocardi-
ography, Urea & creatinine, Follicle stimulating 
hormone (FSH), Estradiol level. Greene Climacteric 
Scale scoring (GCS) performed during the study.

Multivariate generalized linear model was used to 
compare the mean Greene climacteric scale 
scores,  among three study groups  (A to C) at each 
level independently (baseline ,4th, 8th and 12th 
week), results of multiple comparison under the  LSD 
test were also reported, p-values less than 0.05 were 
considered significant.

RESULTS

A total no of 180 post-menopausal patients with of 
hot flashes were enrolled, 60 patients received 
12.5mg Paroxetine, another 60 patients received 
20mg of tab Paroxetine and third group 60 patients 
received Placebo. 

There was a significant mean difference observed in 
Greene Climecteric Scale scores at baseline, 4th 
week, 8th week and 12th week with p-value less 
than 0.05.  Results of multiple comparison under the  
LSD test showed that, at baseline, there was signifi-
cant mean difference observed between placebo 
versus 12.5 mg group and 12.5 mg group versus 20 
mg group with p-value 0.02 and 0.013 respectively, 
however at baseline the differences between 
placebo and 20 mg group were found statistically 
insignificant, with p=0.86, further at 4th, 8th and 12th 
week, the mean differences were not statistically 
significant for 12.5 mg group and 20 mg group with 
p-values more than 0.05, however placebo gives 
significant mean differences with 12.5 mg group 
and 20 mg group with p-value <0.01. 

DISCUSSION

Due to advancement in treatment of hot flushes of 
menopause, and after approved of SSRI, antide-
pressant drug for the treatment of hot flushes by 
Food and Drug Administration in July 2013, the man-
agement is continuously evolving.19

This non-hormonal treatment for vasomotor symp-
toms associated with menopause, a therapy 
containing the selective serotonin reuptake inhibitor 
(SSRI) Paroxetine mesylate is a good addition in 
gynecologist’s dictionary.20 

Large clinical studies have demonstrated role of 
Paroxetine in the reducing frequency of hot flushes 
in menopausal women such as randomized, place-

bo-controlled, 26-week trials in the United States of 
America compared with placebo demonstrated 
the role of Paroxetine at dosages of   12.5 mg per 
day & 20 mg per day was associated with signifi-
cantly reduced mean monthly hot flashes frequen-
cy after the first month of treatment (p<0.001)12. We 
also compare the placebo with Paroxetine 12.5mg 
and 20mg per day dosage to see the efficiencies of 
the drug associated with significantly reduced 
mean monthly hot flushes frequency.  The results of 
the present clinical trial proved the effectiveness of 
the different dosage of Paroxetine as compared 
with placebo14.

When we compared tab Paroxetine 12.5mg/day 
group A with 20mg/day group B statistically there 
was considerably progress in mean hot flushes 
frequency in group A from baseline to 12 week 
which was 2.64-1.97 ( 2.42%) decrease and in group 
B 2.76-1.04 ( 3.8% ) decrease in mean Greene 
Climacteric Score as compared to placebo15.  
Randomized, double-blind, placebo-controlled, 12 
week, clinical trial, conducted by Clement et al., 
2011 was also in accordance with our study 
observed the effectiveness of Paroxetine 12.5 
mg/day was associated with a  highly decreased in 
mean hot flashes frequency which remain 
sustained16,17.  

A randomized, double-blind, placebo-controlled, 
12 week hot flashes trials, Paroxetine 12.5 mg/day 
was connected with a  decrease in mean hot flash-
es occurrence which remain persistent.  It is suggest-
ed for most patients with hot flashes &analyzed its 
safety & acceptability of drug.In which the most 
common adverse events in paroxetine treated 
patients were paresthesia (50.5%), fatigue (15.0%), 
anorexia (14.5%), upper respiratory infection 
(14.0%), cognitive impairment (13.7%), nausea 
(13.2%), diarrhea (11.1%) & decrease weight (9.1%), 
these adverse events were mild to moderate in 
severity 24.

CONCLUSION

It was found that the frequency of hot flashes in 
post-menopausal women was highly significantly 
reduced by treatment with Paroxetine 20mg and 
12.5mg, as compared to   Placebo. But the 20mg 
Paroxetine was more effective as compared to 
12.5mg Paroxetine. The drug may be alternate 
therapy to hormonal replacement therapy with 
good compliance and efficacy.
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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LIFESTYLE FACTORS INFLUENCING THE PREVALENCE OF SKIN DISEASES AT A PRIMARY CARE CENTER IN KARACHI

INTRODUCTION

Menopause is defined as ceasing of menstruation. 
Between 45 – 50 years is the mean age of women 
when menstruation is stop. Menopause is opposite 
of word Menarche means start of menses.2 Medical-
ly menopause occurs when a woman has no 
vaginal bleeding for a year or it also defined as 
decrease production of hormones by ovaries that 
are estrogen or progesterone.1 It occurs early in 
women who smoke tobacco and who have 
removed uterus and ovaries by surgery. Chemother-
apy can also cause early menopause. 3

In the Western world, the typical age of menopause 

(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years.4 The classic symptom being the hot 
flush. Women in the United States report more hot 
flushes than women from developing countries. 6

Hot flashes, a common symptom of menopause 
and perimenopause, are typically experienced as a 
feeling of extreme heat with sweating and rapid 
heartbeat and may typically last from two to thirty 
minutes for each incidence, ending just as rapidly 
as they began. The sensation of heat usually begins 
in the face or chest, although it may appear in 

different areas such as the back of the neck, and it 
can spread all over the whole body. Due to this 
internal sensation, the surface of the skin, especially 
on the face, becomes hot on touch. This is the origin 
of the alternative term "hot flush", since the sensa-
tion of heat is often go together with by visible 
reddening of the face. Excessive flushing can lead 
to rosacea.5

Menopause occurs due to the natural or surgical 
cessation of estradiol and progesterone production 
by ovaries, the hormones which make reproduction 
possible and influence sexual behavior. After meno-
pause, estrogen continues to be produced in other 
tissues, such as bone, blood vessels skin and even in 
the brain. However, some hormonal level decreases 
very slowly like of total and free testosterone, as well 
as dehydroepiandrosteron sulfate (DHEAS) and 
androstenedione & androgen level.6 

In the United States more than 25 million post-meno-
pausal women affected by hot flushes per year in 
which 4 million women reported severs symptoms 8. 
In the Western world, the typical age of menopause 
(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and the Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years5.

The stages of the menopause changes, according 
to follicle-stimulating hormone (FSH) levels released 
by pituitary. During the normal menstrual cycle the 
ovaries produce estradiol, testosterone & progester-
one in a cyclical pattern under the control of FSH & 
LH, release by Pituitary hormone. Up to the meno-
pause the estradiol level may relatively increase or 
unchanged because of the FSH level6.

During the pre-menopausal, menstrual patterns can 
show shorter cycling (by 2–7 days) or longer cycles 
remain possible. There may also be irregular bleed-
ing (lighter, heavier, and spotting). Dysfunctional 
uterine bleeding is often experienced by women 
approaching menopause due to the hormonal 
changes that accompany the menopause transi-
tion. In post-menopausal women, any genital 
bleeding is an alarming symptom that requires an 
appropriate study to rule out the possibility of malig-
nant diseases. However, spotting or bleeding may 
simply be related to vaginal atrophy, a benign sore 
(polyp or lesion) or may be a functional endometrial 
response. The European Menopause and andro-
pause Society have released guidelines for assess-
ment of the endometrium, which is usually the main 
source of spotting or bleeding10.

Before menopause, amount of flow during menses 
become irregular, sometime longer than usual or 
shorter, or may be light or heavy. At this time some 
women may experience hot flashes, which occur in 

the form of sweating, shivering, and reddening of 
skin, vaginal dryness, sleep disturbances and mood 
changes. Which decrease or stop after a year or 
more than two years.  Symptoms may vary between 
two women 14. Premature ovarian failure (POF) is 
diagnosed or confirmed by high blood level of 
follicle stimulating hormone (FSH) and luteinizing 
hormone (LH) on at least 3 occasions at least 4 
weeks apart. Other causes of premature ovarian 
failure include autoimmune disorders, thyroid 
disease, diabetes mellitus, chemotherapy, being a 
carrier of the fragile X syndrome gene, and radio-
therapy. Some of spontaneous cases of premature 
ovarian failure is unknown and is generally idiopath-
ic15.

Menopause is natural, physiological & aging 
process with consequences of almost all the 
oocytes & ovarian follicles in the ovaries leading to 
increase in circulating follicle stimulating hormone 
(FSH) & (LH) level because of decrease no of 
oocytes & follicles leading to decrease estrogen. 
This decrease in the production of estrogen leads to 
the premenopausal symptoms of hot flashes, insom-
nia and mood changes. Long-term effects may 
include osteoporosis and vaginal atrophy. Continu-
ous possible risk of atherosclerosis, osteopenia and 
osteoporosis 17.

Women who have some sort of functional disorder 
affecting the reproductive system (e.g., endometri-
osis, polycystic ovary syndrome, cancer of the 
reproductive organs) can go into menopause at a 
younger age than the normal timeframe. The func-
tional disorders often significantly speed up the 
menopausal process. An early menopause can be 
occur because of  cigarette smoking, higher body 
mass index, joking, hypertension, increased blood 
lipids and body weight 19. Studies show that hot 
flushes & other vasomotor symptoms are most prev-
alent in different countries. This prevalence of hot 
flushes may differ in different women, according to 
altered factors including lifestyle, climate, and 
women role & aging process20.

Hot flushes pattern changes in different women 
may vary & affect the stages of menopause 21. 
Other physical symptoms of menopause include: 
lack of energy, joint soreness, stiffness, back pain, 
breast enlargement, breast pain, heart palpitations, 
headache, dizziness, dry, itchy skin, thinning, tingling 
skin, weight gain, urinary incontinence, urinary 
urgency, interrupted sleeping patterns, heavy night 
sweats, hot flashes.  A diagnosis of menopause can 
be done by measuring hormone levels in both 
blood and urine.  Treatment of symptoms of meno-
pause with respect to hot flashes, advice to avoid-
ing smoking, caffeine, and alcohol is often advice. 
Sleeping in a cool room22.  Menopausal hormone 
therapy (MHT), clonidine, gabapentin, or selective 
serotonin reuptake inhibitors are treatment of choic-
es. Exercise may help with sleeping problems. MHT is 

usually associated with some severe side effects. 
Serotonin reuptake inhibitors now FDA approved for 
menopausal hot flashes24.

METHODS

In 12–week enrolling 180 outpatients who had 
menopause with hot flushes divided into three 
groups. The Greene Climacteric Score Scaling was 
applied to observe the effects of 12.5mg, 20mg 
Paroxetine on frequency of hot flashes as com-
pared to Placebo. Post-menopausal women with 
hot flushes of 40-65 years of age. Criteria for meno-
pause, FSH 40 ml IU/ml. Estradiol ‹ 20pg/ml 
(69.34pmol/l).14 bother some hot flashes/week. 
Amenorrhea for last 12 consecutive months are 
included in this study. Active cancer, any chronic 
cardiac, hepatic & renal disease. Patients on 
chemotherapy or radiotherapy. Previous history of 
allergy to study drugs are not included in this study.

Clinical parameters. Liver function test, Electrocardi-
ography, Urea & creatinine, Follicle stimulating 
hormone (FSH), Estradiol level. Greene Climacteric 
Scale scoring (GCS) performed during the study.

Multivariate generalized linear model was used to 
compare the mean Greene climacteric scale 
scores,  among three study groups  (A to C) at each 
level independently (baseline ,4th, 8th and 12th 
week), results of multiple comparison under the  LSD 
test were also reported, p-values less than 0.05 were 
considered significant.

RESULTS

A total no of 180 post-menopausal patients with of 
hot flashes were enrolled, 60 patients received 
12.5mg Paroxetine, another 60 patients received 
20mg of tab Paroxetine and third group 60 patients 
received Placebo. 

There was a significant mean difference observed in 
Greene Climecteric Scale scores at baseline, 4th 
week, 8th week and 12th week with p-value less 
than 0.05.  Results of multiple comparison under the  
LSD test showed that, at baseline, there was signifi-
cant mean difference observed between placebo 
versus 12.5 mg group and 12.5 mg group versus 20 
mg group with p-value 0.02 and 0.013 respectively, 
however at baseline the differences between 
placebo and 20 mg group were found statistically 
insignificant, with p=0.86, further at 4th, 8th and 12th 
week, the mean differences were not statistically 
significant for 12.5 mg group and 20 mg group with 
p-values more than 0.05, however placebo gives 
significant mean differences with 12.5 mg group 
and 20 mg group with p-value <0.01. 

DISCUSSION

Due to advancement in treatment of hot flushes of 
menopause, and after approved of SSRI, antide-
pressant drug for the treatment of hot flushes by 
Food and Drug Administration in July 2013, the man-
agement is continuously evolving.19

This non-hormonal treatment for vasomotor symp-
toms associated with menopause, a therapy 
containing the selective serotonin reuptake inhibitor 
(SSRI) Paroxetine mesylate is a good addition in 
gynecologist’s dictionary.20 

Large clinical studies have demonstrated role of 
Paroxetine in the reducing frequency of hot flushes 
in menopausal women such as randomized, place-

bo-controlled, 26-week trials in the United States of 
America compared with placebo demonstrated 
the role of Paroxetine at dosages of   12.5 mg per 
day & 20 mg per day was associated with signifi-
cantly reduced mean monthly hot flashes frequen-
cy after the first month of treatment (p<0.001)12. We 
also compare the placebo with Paroxetine 12.5mg 
and 20mg per day dosage to see the efficiencies of 
the drug associated with significantly reduced 
mean monthly hot flushes frequency.  The results of 
the present clinical trial proved the effectiveness of 
the different dosage of Paroxetine as compared 
with placebo14.

When we compared tab Paroxetine 12.5mg/day 
group A with 20mg/day group B statistically there 
was considerably progress in mean hot flushes 
frequency in group A from baseline to 12 week 
which was 2.64-1.97 ( 2.42%) decrease and in group 
B 2.76-1.04 ( 3.8% ) decrease in mean Greene 
Climacteric Score as compared to placebo15.  
Randomized, double-blind, placebo-controlled, 12 
week, clinical trial, conducted by Clement et al., 
2011 was also in accordance with our study 
observed the effectiveness of Paroxetine 12.5 
mg/day was associated with a  highly decreased in 
mean hot flashes frequency which remain 
sustained16,17.  

A randomized, double-blind, placebo-controlled, 
12 week hot flashes trials, Paroxetine 12.5 mg/day 
was connected with a  decrease in mean hot flash-
es occurrence which remain persistent.  It is suggest-
ed for most patients with hot flashes &analyzed its 
safety & acceptability of drug.In which the most 
common adverse events in paroxetine treated 
patients were paresthesia (50.5%), fatigue (15.0%), 
anorexia (14.5%), upper respiratory infection 
(14.0%), cognitive impairment (13.7%), nausea 
(13.2%), diarrhea (11.1%) & decrease weight (9.1%), 
these adverse events were mild to moderate in 
severity 24.

CONCLUSION

It was found that the frequency of hot flashes in 
post-menopausal women was highly significantly 
reduced by treatment with Paroxetine 20mg and 
12.5mg, as compared to   Placebo. But the 20mg 
Paroxetine was more effective as compared to 
12.5mg Paroxetine. The drug may be alternate 
therapy to hormonal replacement therapy with 
good compliance and efficacy.
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INTRODUCTION

Skin diseases are on a rise since the last decade1 
and have reported to be the second leading cause 
of disability in Pakistan2. Despite the increased 

persistence of these diseases, the relative paucity of 
relevant data has yet to be determined3. Eczema, 
skin infections and acne alone account for 70.27% 
of the total dermatoses seen in Lahore4 while in Iran 
the frequency of these diseases is 53.4%5. In a study 

in northern India, a point prevalence of at least one 
skin disease is 38.8% among children6. Minas et al. 
reported that diseases of the skin are more 
common among the younger generation7 and thus, 
make them more vulnerable to psychological 
upset. Studies suggest that females with these 
ailments present to primary care more often. Young 
girls, especially of the subcontinent region, aspire to 
conform to the beauty standards set by our culture 
and society. However, failure to comply to them 
leads to rejection from the society which has a 
negative impact on their self-worth.

Disorders of the skin can be broadly classified 
according to their pathogenesis into infectious, 
allergic or chronic diseases. Those with an infectious 
etiology include cellulitis, impetigo, warts, herpes 
simplex, scabies and head lice. These ailments can 
be caused by a bacterial, viral, fungal or a parasitic 
infection. Exposure of the skin to an allergen can 
elicit an immune response as in the case of urticaria 
and atopic dermatitis. Chronic skin conditions like 
Psoriasis, Rosacea and Vitiligo can last for a longer 
period, usually more than three months causing 
great inconvenience to the patients.

To curb the adverse complications associated with 
the aforementioned diseases, it is necessary to 
identify the risk factors and address them accord-
ingly. The pattern of skin disorders differs from coun-
try to country depending on an array of cultural, 
geographical, financial, educational and genetic 
factors8, with contagious skin diseases being rare in 
developed countries. According to Global Burden 
of Disease Study, measles death rates were 197 
times greater in developing countries than devel-
oped9 because patients in less developed regions 
are more predisposed to risk factors like overcrowd-
ing. In majority of the cases, the most effectual 
method of transmission is direct skin contact but 
indirect transmission via fomites10, overcrowding 
and family history are also attributable to these 
diseases. Our study shows that sharing of personal 
items and animal contact is significantly associated 
with the prevalence of skin diseases in primary care 
patients.

To date, there have not been many studies to inves-
tigate the epidemiological values11 and predispos-
ing conditions regarding skin diseases in Pakistan. 
Hence, our study aims to find the prevalence and 
risk factors of various cutaneous diseases in different 
age groups in primary care setting of Pakistan, in 
order to prevent and alleviate the symptoms as well 
as to shorten the course of skin related diseases.

METHODS

Total population of Sikanderabad is around 1 lac. A 
total of 360 patients came to primary health care 
center over the span of 6 months from May 2017 till 

October 2017. Out of them 150 had some sort of 
dermatological ailment. They were examined 
thoroughly for skin lesions and interviewed by 
doctors who were trained to deal with dermatologi-
cal problems. Data was collected on questionnaires 
given and read to the patients and informed 
consent was taken. Data was analyzed using SPSS 
version 20. Mean and standard variations were 
taken out for numerical data while frequencies and 
percentages were calculated for categorical data. 
Chi square test was done to see the association of 
risk factors with skin diseases.  P- value less than 0.005 
was taken as significant.

Overcrowding meant more than 2 people sharing 
one single room. Family members of the patients 
meant siblings, parents and children of the patient 
who had more than 3 hours of daily contact with 
them. Contact with animals meant either touching 
or handling or taking care of animals such as goats, 
lambs, donkeys, chicken etc. for more than 1 hour 
per day. Past history of the same disease meant that 
the subject had same diagnosis of skin ailment 
within the past 1 year. Family history of the disease 
meant that family members who shared the same 
house, or 1st degree family members including 
parents, siblings, spouses and children who had 
been diagnosed with the same condition as the 
subject participating in this study.

RESULTS

Mean age determined was 25.62 years (SD 16).  
Mean weight of subjects was 46.2kg (SD 20.9). Infec-
tious skin conditions which included scabies, impeti-
go, folliculitis and Tineas contributed to 55 (36.4%) of 
cases. Allergic skin ailments such as atopic dermati-
tis and eczema were seen in 31 (20.5%) subjects. 
Chronic skin conditions such as Lichen planus, 
Pityriasis Alba and alopecia comprised maximum 
number of skin diseases which were 65 (43%) (Table 
1).

It was seen that people who were fond of sharing 
personal items like clothing, dupattas or caps had 
40.8% ,82.2% and 34% infectious, allergic and chron-
ic skin conditions respectively with a  P-value 0.003 
that is statistically significant. 

Participants who had animal contact had 48.3% 
infectious skin diseases, 21.7% allergic and 30% 
chronic skin ailments with P value which was deter-
mined as< 0.005, that is statistically significant. This 
shows strong association of animal contact with skin 
ailments.

It was seen that overcrowding contributed to 39.7% 
of infectious skin diseases, 19.8% of allergic skin diseas-
es and 40.5% of chronic skin ailments. P-value deter-
mined was 0.168 that is not significant so overcrowd-
ing did not prove to be a risk factor in our study. 

Association of family history of the same disease was 
tested. Infectious skin diseases were present in 
34.4%, allergic in 22.1% and chronic skin diseases in 
43.4%. P-value was 0.459 that is not statistically signif-
icant. So having family history of similar disease was 
not considerable risk factor.

Past history was present in 39.6% of infectious skin 
diseases, 17% of allergic skin ailments and 43.4% of 
chronic skin diseases. P-value was determined as 
0.693 that is not statistically significant.This proved 
that past history was not strongly associated with 
having the condition. 

DISCUSSION

In a study to determine the Global burden of skin 
diseases, it was evaluated that together all skin 
diseases accounted for the fourth leading cause of 
non-lethal burden on universal level, with fungal 
diseases, acne vulgaris and others adding to the 
ten most frequently occurring conditions12. Even 
though skin diseases remain a significant health 
problem in many developing countries, they have 
not been given enough attention as they can be 
overcome by various public health precautions3. 
This study aimed to study the prevalence and 
burden of dermatological diseases in patients 
presented in a primary care clinic in PHC Sikan-
drabad, Karachi. It was found that 150 patients out 
of the total 360 (41.7%) presented with a skin disease 
in a span of six months this study was conducted in, 
which suggested that it is a common presentation 
at primary healthcare setups. The risk factors that 
may have contributed to the development of the 
disease were also studied. Our research found that 
majority of skin ailments were Infectious diseases, 
Allergic reactions and Chronic skin conditions. We 
found that Infectious diseases like scabies, impeti-
go, folliculitis and tinea accounted for 36.4% of 
cases, allergic conditions including eczema and 
atopic dermatitis contributed to 20.5% of the cases 
while majority of the cases with the highest preva-
lence (43%) were chronic skin conditions comprising 
of Lichen planus, alopecia and pityriasis alba. In 
contrast to a study carried out in India, which aimed 
to check for skin problems in North Gujarat, most 
prevalent was found to be Acne or pimples (14%), 
followed by non specific infections (11%), alopecia 
(9%) and eczema (8%)13.  According to another 
research, which studied the frequency of skin 
diseases presented to primary healthcare centre in 
rural Islamabad, Pakistan, it was concluded that the 
most frequently present cases were scabies, while 
dermatitis and acne vulgaris were second most 
common14. 

In addition to studying the most prevalent diseases 
and the burden of diseases, we thoroughly investi-
gated what lifestyle habits could have been a 
reason predisposing patients to the risk of develop-
ing a skin condition. These included age,gender, 
ethnicity. Other details included sharing of clothing, 
animal contact, overcrowding, weight, family and 
past history.

The mean age of our study population was found to 
be 25.62 years, which was similar to previous 
research conducted in Cameroon Africa which 
found highest prevalence in the 20–24 years age 
group15 and another study in Lahore in a tertiary 
care hospital which found the mean age between 
20-40 years.4 However other contrasting data shows 
higher prevalence in younger children of ages 5-9 in 
New Zealand16, and an average age of 49.7 years in 
Netherlands.17 The reason for this discrepancy in 

data could be attributed to the fact that dermal 
diseases vary in nature over the different age 
groups, therefore the mean age depended on the 
types of diseases prevalent in the population. This 
was displayed in a study conducted in North Caroli-
na which ranked the top dermatologic diagnoses 
by age, it showed that in younger age groups, 
diseases such as nonspecific skin eruption, candidi-
asis, impetigo, abscess, and herpes simplex infec-
tion appeared in the top diagnoses. Contact 
dermatitis was found as the top diagnosis in the 
middle age group whereas in the older age groups, 
herpes zoster, chronic ulcer of the lower limb, and 
blepharitis were often present.18

With respect to gender our study showed that 87% 
(132/150) of the patients who presented with skin 
ailments were females confirming a greater occur-
rence of them in the female population. This was 
consistent with the results of an epidemiological 
study to find the prevalence of skin diseases 
conducted in Family medicine in Netherlands, 
which found that 60.9% of their patients who were a 
part of their study were females17.12.6% of our 
patients were males which was very less compared 
to affected female population. Whereas in a study 
conducted in a small Brazilian town to find the prev-
alence of skin diseases, it was evaluated that males 
were 1.46 times more prone to get skin conditions 
than females19 which was in contrast to our findings.

When we analyzed the different ethnic groups that 
were included in our study, we found the highest 
prevalence of 78.1% was of the Pashtun community. 
However no other studies have proven this associa-
tion before making it challenging to comment on 
our findings. The reason for this result could simply be 
due to the higher percentage of Pashtun’s living in 
the area around the primary health care center 
where this study was conducted. A comparable 
study conducted in Al Hassa Saudi Arabia also took 
ethnic groups into consideration and similar to us, 
found that detecting and controlling ethnicity as a 
confounder was a difficult task.20

We found that the category of skin diseases mostly 
affecting the population of Sikandrabad was 
Chronic lesions (43%), whereas Infectious and 
Allergic conditions were 36.4% and 20.5% respec-
tively. In a study carried out in the villages of Nepal, 
curable infections and infestations came out to be 
the most frequently occurring skin diseases with the 
highest percentage of dermatophyte infections 
(11.4%), followed by pityriasisvesicolor (8.9%), acne 
(7.7%) and melasma (6.8%)21.  We evaluated that 
infemales the most prevalent were chronic skin 
lesions (45.5%) followed by infectious (35.6%) and 
allergic being the least (18.9%). Out of the male 
patients (12.6%) however, most prevalent was infec-
tious (42.1%) followed by allergic (31.6%) and least 
being chronic (26.3%). Greater exposure to the 
environment and occupational allergens could be 

one of the reasons for males being affected more 
with infectious and allergic conditions. Another 
study to find the prevalence and type of skin diseas-
es presented to family medicine practitioners inves-
tigated infectious diseases and inflammatory condi-
tions to be greater in number. Topography of place 
was one of the major influences on the types of 
diseases occurring in an area.22

When weight was studied as a factor we referred to 
previous data that showed body mass index (BMI) 
increased the presence of acne according to a 
similar study conducted on primary and secondary 
school children in turkey.23However a study done on 
school going children of tribal area in South India-
showed that 70.5% of the children with BMI lower 
than 18 had some presence of dermatological 
lesions.24 Hence this relationship needs to be further 
studied in order to obtain a correlation of BMI.

In terms of personal habits we inspected the 
relevance of sharing of clothes.In everyday routine, 
beddings and clothing have the potential to act as 
reservoirs for the spread of disease25. A strong 
association was found ofskin diseases with sharing 
ofclothing with a statistically significant P value of 
0.003. Our results showed that 68.2% of patients with 
skin diseases were fond of sharing dupattas, caps, 
and other items. The diseases affecting these 
individuals were mostly Infectious (40.8%) hence 
indicating that sharing of equipment which was 
closely in contact with skin can aid the spread of 
infectious diseases. Second most common were 
found to be chronic (34%) while allergic reactions 
were 25.2%.  Whereas in patients who did not share 
clothing, the most prevalent were found to be 
Chronic conditions (62.5%), while infectious and 
allergic were 27.1% and 10.4% respectively. The 
outcomes of sharing items as a risk factor proved to 
be significant in our study. This was in accordance 
to a study carried out in Kafr El-Sheikh administrative 
area of Egypt which found that the practice of 
sharing clothing, significantly increased the risk of 
scabies infection in primary school going children26. 
In another study, which aimed to study the preva-
lence of Tinea Capitis in primary school going 
children in a rural setting in southwest Nigeria, it was 
concluded that sharing of items held on scalp 
including clips, combs, scissors, towels and fomites 
were the most common cause of making an individ-
ual susceptible27.

It is known through previous literature that animal 
contact does have a significant hazard of inducing 
skin diseases as proven amongst the veterinarians 
and associated workers in Kashmir, India.28 Our 
results show that even just frequent animal contact 
has a strong association with skin ailments which is 
also backed by the aforementioned study done in 
Saudi Arabia, which stated that 55.7% of urban 
children and 77.3% of rural children who were pet 
owners with regular and frequent contact reported 

with dermal diseases.20 A study conducted among 
primary school children in illuababorzone, south 
west Ethiopia assessed the association to find that 
50.2% of the load of dermal patients had pets at 
home.29 Another prevalence survey of dermatologi-
cal conditions in mountainous north India showed 
that animal cohabitation was a predictor of derma-
tological diseases when other risk factors were 
controlled. The association remained significant for 
atopic dermatitis but not as much for tinea.30

According to our results overcrowding was not 
found to be a significant risk factor (P value deter-
mined was 0.168). The criteria required more than 
two people sharing the same room to be classified 
as overcrowding. According to our study, 83.4% of 
study population lived in overcrowded conditions 
but the results for prevalence of skin diseases in 
them did not come out to be significant. Contrary to 
our findings, a research carried out in Rural Africa, 
Tanzania, crowded conditions was one of the most 
important socio-economic aspects related to 
dermatological ailments31. Similarly, another study, 
conducted in primary school going children in 
Southeast Ethiopia found a high prevalence (70.7%) 
of skin ailments in children who shared one room 
with other members of the household for sleeping29.

Our study showed the correlation between family 
history and the skin disease as insignificant, which is 
in contrast to the previously cited article from Al 
Hassa which showed there was some family history 
seen in cases of acne vulagris, eczema and 
dandruff.20

In our study population, 35.1% of the people had a 
past history of the same disease within the previous 
one year. Out of these, 39.6% had a history of infec-
tious disease, 17% had of allergic skin reactions and 
43.4% had chronic skin diseases. P-value was deter-
mined to be 0.693 which is statistically insignificant 
hence according to our research having a past 
history of dermatological conditions did not come 
out to be a risk factor to develop skin diseases. This is 
in contrast with a study held previously which stated 
that a history of atopic dermatitis may cause the 
skin to be more prone to irritants as a result of com-
promised skin barrier function32.

Limitations: Hygiene was a factor not taken into 
consideration in our study; however there is ample 
data from Salem; a region of our neighboring coun-
try India supporting the significant association 
between the prevalence of skin diseases and the 
factors like seldom bathing and infrequent washing 
of clothes.33

CONCLUSION

The overall prevalence of skin diseases was notably 
high amongst the females in this community. 

Although the prevalence of chronic skin diseases 
was the highest, the infectious variety in particular 
was more significantly associated with fomites and 
animal contact.If these lifestyle factors are kept 
under control, it can eminently cause a decline in 
skin related morbidity. Targeted public health initia-
tives should be considered to improve health 
services and quality of life by incorporating essential 
skin care habits in everyday lives. Additionally, com-
munity counseling campaigns aimed at enhancing 
awareness about various predictors of skin diseases 
and useful preventive measures will help create a 
healthy, hygienic community. It would also reduce 
burden on the financial resources of the patient 
and the government health facilities at large.
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INTRODUCTION

Menopause is defined as ceasing of menstruation. 
Between 45 – 50 years is the mean age of women 
when menstruation is stop. Menopause is opposite 
of word Menarche means start of menses.2 Medical-
ly menopause occurs when a woman has no 
vaginal bleeding for a year or it also defined as 
decrease production of hormones by ovaries that 
are estrogen or progesterone.1 It occurs early in 
women who smoke tobacco and who have 
removed uterus and ovaries by surgery. Chemother-
apy can also cause early menopause. 3

In the Western world, the typical age of menopause 

(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years.4 The classic symptom being the hot 
flush. Women in the United States report more hot 
flushes than women from developing countries. 6

Hot flashes, a common symptom of menopause 
and perimenopause, are typically experienced as a 
feeling of extreme heat with sweating and rapid 
heartbeat and may typically last from two to thirty 
minutes for each incidence, ending just as rapidly 
as they began. The sensation of heat usually begins 
in the face or chest, although it may appear in 

different areas such as the back of the neck, and it 
can spread all over the whole body. Due to this 
internal sensation, the surface of the skin, especially 
on the face, becomes hot on touch. This is the origin 
of the alternative term "hot flush", since the sensa-
tion of heat is often go together with by visible 
reddening of the face. Excessive flushing can lead 
to rosacea.5

Menopause occurs due to the natural or surgical 
cessation of estradiol and progesterone production 
by ovaries, the hormones which make reproduction 
possible and influence sexual behavior. After meno-
pause, estrogen continues to be produced in other 
tissues, such as bone, blood vessels skin and even in 
the brain. However, some hormonal level decreases 
very slowly like of total and free testosterone, as well 
as dehydroepiandrosteron sulfate (DHEAS) and 
androstenedione & androgen level.6 

In the United States more than 25 million post-meno-
pausal women affected by hot flushes per year in 
which 4 million women reported severs symptoms 8. 
In the Western world, the typical age of menopause 
(last period from natural causes) is between 40 and 
61 and the average age for last period is 51 years. 
The average age of natural menopause in Australia 
is 51.7 years. In India and the Philippines, the median 
age of natural menopause is considerably earlier, 
at 44 years5.

The stages of the menopause changes, according 
to follicle-stimulating hormone (FSH) levels released 
by pituitary. During the normal menstrual cycle the 
ovaries produce estradiol, testosterone & progester-
one in a cyclical pattern under the control of FSH & 
LH, release by Pituitary hormone. Up to the meno-
pause the estradiol level may relatively increase or 
unchanged because of the FSH level6.

During the pre-menopausal, menstrual patterns can 
show shorter cycling (by 2–7 days) or longer cycles 
remain possible. There may also be irregular bleed-
ing (lighter, heavier, and spotting). Dysfunctional 
uterine bleeding is often experienced by women 
approaching menopause due to the hormonal 
changes that accompany the menopause transi-
tion. In post-menopausal women, any genital 
bleeding is an alarming symptom that requires an 
appropriate study to rule out the possibility of malig-
nant diseases. However, spotting or bleeding may 
simply be related to vaginal atrophy, a benign sore 
(polyp or lesion) or may be a functional endometrial 
response. The European Menopause and andro-
pause Society have released guidelines for assess-
ment of the endometrium, which is usually the main 
source of spotting or bleeding10.

Before menopause, amount of flow during menses 
become irregular, sometime longer than usual or 
shorter, or may be light or heavy. At this time some 
women may experience hot flashes, which occur in 

the form of sweating, shivering, and reddening of 
skin, vaginal dryness, sleep disturbances and mood 
changes. Which decrease or stop after a year or 
more than two years.  Symptoms may vary between 
two women 14. Premature ovarian failure (POF) is 
diagnosed or confirmed by high blood level of 
follicle stimulating hormone (FSH) and luteinizing 
hormone (LH) on at least 3 occasions at least 4 
weeks apart. Other causes of premature ovarian 
failure include autoimmune disorders, thyroid 
disease, diabetes mellitus, chemotherapy, being a 
carrier of the fragile X syndrome gene, and radio-
therapy. Some of spontaneous cases of premature 
ovarian failure is unknown and is generally idiopath-
ic15.

Menopause is natural, physiological & aging 
process with consequences of almost all the 
oocytes & ovarian follicles in the ovaries leading to 
increase in circulating follicle stimulating hormone 
(FSH) & (LH) level because of decrease no of 
oocytes & follicles leading to decrease estrogen. 
This decrease in the production of estrogen leads to 
the premenopausal symptoms of hot flashes, insom-
nia and mood changes. Long-term effects may 
include osteoporosis and vaginal atrophy. Continu-
ous possible risk of atherosclerosis, osteopenia and 
osteoporosis 17.

Women who have some sort of functional disorder 
affecting the reproductive system (e.g., endometri-
osis, polycystic ovary syndrome, cancer of the 
reproductive organs) can go into menopause at a 
younger age than the normal timeframe. The func-
tional disorders often significantly speed up the 
menopausal process. An early menopause can be 
occur because of  cigarette smoking, higher body 
mass index, joking, hypertension, increased blood 
lipids and body weight 19. Studies show that hot 
flushes & other vasomotor symptoms are most prev-
alent in different countries. This prevalence of hot 
flushes may differ in different women, according to 
altered factors including lifestyle, climate, and 
women role & aging process20.

Hot flushes pattern changes in different women 
may vary & affect the stages of menopause 21. 
Other physical symptoms of menopause include: 
lack of energy, joint soreness, stiffness, back pain, 
breast enlargement, breast pain, heart palpitations, 
headache, dizziness, dry, itchy skin, thinning, tingling 
skin, weight gain, urinary incontinence, urinary 
urgency, interrupted sleeping patterns, heavy night 
sweats, hot flashes.  A diagnosis of menopause can 
be done by measuring hormone levels in both 
blood and urine.  Treatment of symptoms of meno-
pause with respect to hot flashes, advice to avoid-
ing smoking, caffeine, and alcohol is often advice. 
Sleeping in a cool room22.  Menopausal hormone 
therapy (MHT), clonidine, gabapentin, or selective 
serotonin reuptake inhibitors are treatment of choic-
es. Exercise may help with sleeping problems. MHT is 

usually associated with some severe side effects. 
Serotonin reuptake inhibitors now FDA approved for 
menopausal hot flashes24.

METHODS

In 12–week enrolling 180 outpatients who had 
menopause with hot flushes divided into three 
groups. The Greene Climacteric Score Scaling was 
applied to observe the effects of 12.5mg, 20mg 
Paroxetine on frequency of hot flashes as com-
pared to Placebo. Post-menopausal women with 
hot flushes of 40-65 years of age. Criteria for meno-
pause, FSH 40 ml IU/ml. Estradiol ‹ 20pg/ml 
(69.34pmol/l).14 bother some hot flashes/week. 
Amenorrhea for last 12 consecutive months are 
included in this study. Active cancer, any chronic 
cardiac, hepatic & renal disease. Patients on 
chemotherapy or radiotherapy. Previous history of 
allergy to study drugs are not included in this study.

Clinical parameters. Liver function test, Electrocardi-
ography, Urea & creatinine, Follicle stimulating 
hormone (FSH), Estradiol level. Greene Climacteric 
Scale scoring (GCS) performed during the study.

Multivariate generalized linear model was used to 
compare the mean Greene climacteric scale 
scores,  among three study groups  (A to C) at each 
level independently (baseline ,4th, 8th and 12th 
week), results of multiple comparison under the  LSD 
test were also reported, p-values less than 0.05 were 
considered significant.

RESULTS

A total no of 180 post-menopausal patients with of 
hot flashes were enrolled, 60 patients received 
12.5mg Paroxetine, another 60 patients received 
20mg of tab Paroxetine and third group 60 patients 
received Placebo. 

There was a significant mean difference observed in 
Greene Climecteric Scale scores at baseline, 4th 
week, 8th week and 12th week with p-value less 
than 0.05.  Results of multiple comparison under the  
LSD test showed that, at baseline, there was signifi-
cant mean difference observed between placebo 
versus 12.5 mg group and 12.5 mg group versus 20 
mg group with p-value 0.02 and 0.013 respectively, 
however at baseline the differences between 
placebo and 20 mg group were found statistically 
insignificant, with p=0.86, further at 4th, 8th and 12th 
week, the mean differences were not statistically 
significant for 12.5 mg group and 20 mg group with 
p-values more than 0.05, however placebo gives 
significant mean differences with 12.5 mg group 
and 20 mg group with p-value <0.01. 

DISCUSSION

Due to advancement in treatment of hot flushes of 
menopause, and after approved of SSRI, antide-
pressant drug for the treatment of hot flushes by 
Food and Drug Administration in July 2013, the man-
agement is continuously evolving.19

This non-hormonal treatment for vasomotor symp-
toms associated with menopause, a therapy 
containing the selective serotonin reuptake inhibitor 
(SSRI) Paroxetine mesylate is a good addition in 
gynecologist’s dictionary.20 

Large clinical studies have demonstrated role of 
Paroxetine in the reducing frequency of hot flushes 
in menopausal women such as randomized, place-

bo-controlled, 26-week trials in the United States of 
America compared with placebo demonstrated 
the role of Paroxetine at dosages of   12.5 mg per 
day & 20 mg per day was associated with signifi-
cantly reduced mean monthly hot flashes frequen-
cy after the first month of treatment (p<0.001)12. We 
also compare the placebo with Paroxetine 12.5mg 
and 20mg per day dosage to see the efficiencies of 
the drug associated with significantly reduced 
mean monthly hot flushes frequency.  The results of 
the present clinical trial proved the effectiveness of 
the different dosage of Paroxetine as compared 
with placebo14.

When we compared tab Paroxetine 12.5mg/day 
group A with 20mg/day group B statistically there 
was considerably progress in mean hot flushes 
frequency in group A from baseline to 12 week 
which was 2.64-1.97 ( 2.42%) decrease and in group 
B 2.76-1.04 ( 3.8% ) decrease in mean Greene 
Climacteric Score as compared to placebo15.  
Randomized, double-blind, placebo-controlled, 12 
week, clinical trial, conducted by Clement et al., 
2011 was also in accordance with our study 
observed the effectiveness of Paroxetine 12.5 
mg/day was associated with a  highly decreased in 
mean hot flashes frequency which remain 
sustained16,17.  

A randomized, double-blind, placebo-controlled, 
12 week hot flashes trials, Paroxetine 12.5 mg/day 
was connected with a  decrease in mean hot flash-
es occurrence which remain persistent.  It is suggest-
ed for most patients with hot flashes &analyzed its 
safety & acceptability of drug.In which the most 
common adverse events in paroxetine treated 
patients were paresthesia (50.5%), fatigue (15.0%), 
anorexia (14.5%), upper respiratory infection 
(14.0%), cognitive impairment (13.7%), nausea 
(13.2%), diarrhea (11.1%) & decrease weight (9.1%), 
these adverse events were mild to moderate in 
severity 24.

CONCLUSION

It was found that the frequency of hot flashes in 
post-menopausal women was highly significantly 
reduced by treatment with Paroxetine 20mg and 
12.5mg, as compared to   Placebo. But the 20mg 
Paroxetine was more effective as compared to 
12.5mg Paroxetine. The drug may be alternate 
therapy to hormonal replacement therapy with 
good compliance and efficacy.
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