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Background: Dermatitis cruris pustulosa et atrophicans (DCPA), a chronic skin inflammatory condition involving the shins, is 
a marginally recognized disorder in Uganda.
Purpose: To describe the clinical manifestation of DCPA and risk factors among populations in southwestern Uganda.
Patients and Methods: The study was conducted in Mbarara and Kabale Regional Referral Hospital Skin Clinics. Demographic 
data and digital images of affected shins were taken and stored on remote server. In a descriptive cross-sectional study, data was 
collected from 405 participants from 02/November/2022 to 04/January/2024 and was analyzed using R, a data visualization and 
statistical computing programming language.
Results: Most patients (74.9%) were aged 0–25 years, with a mean age of 21.6 years (SD = 15.1). Females constituted 71.9% of 
cases. Patients were almost evenly distributed between Mbarara (46.2%) and Kabale (53.8%) Hospitals. The largest affected groups 
were students (38%) and pupils/infants (25.4%) followed by Farmers (16%) and semiskilled laborers (8.9%). Petroleum jelly was the 
most topical application (28.6%) while herbal remedies (11.9%), Systemic antibiotics (8.9%) and topical antifungal treatments (5.2%) 
were less frequently used.
Conclusion: DCPA presents with itching, pus discharge, and atrophic skin changes. In southwestern Uganda, it mainly affects young 
females. In its multifactorial etiopathogenesis oily cosmetic products is a contributory factor.
These findings, supported by Mbarara University Data Science Research Hub (MUDSReH), highlight the need for improved 
diagnostic tools and targeted interventions for DCPA. Further research is needed to assess the broader impact of DCPA in Uganda.
Keywords: dermatitis cruris pustulosa et trophicans, clinical manifestations, risk factors, petroleum jelly, Uganda

Introduction
DCPA is a chronic, inflammatory skin condition that affects the shins with recurrent itchy follicular pustular skin 
eruptions. These may resolve spontaneously or after treatment with various antibiotics. However, due to the chronic 
nature that the condition presents, it may last for over 20 years.1 The healing tends to leave the skin atrophied coupled 
with hair loss over the affected areas. The condition has been reported in tropical regions of Africa and also in Asia 
where it has been observed to affect people who use oily topical skin applications for various purposes.1,2

In sub-Saharan Africa, including Uganda, the burden of skin diseases is significant, yet conditions like DCPA are 
often underdiagnosed and misdiagnosed due to a lack of awareness, diagnostic resources, and research focus. The 
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prevalence of DCPA in East Africa more so in Uganda has not yet been established. However, prevalence from West 
Africa and South India ranges from 0.4 to 4.8%.1 These are regions with some similarity with use of oily topical skin 
applications for various reasons. In West Africa DCPA affects the males more and it is more prevalent in the second to 
third decade of life.3 There are no published data on DCPA in southwestern Uganda let alone studies investigating the 
associated risk factors in East Africa.

One factor to consider about DCPA is its unclear etiopathogenesis. Previous studies have indicated it to be an entity of 
multifactorial etiological origin. It has been associated with chronic bacterial infection working together with environ
mental factors like heat, humidity and dusty conditions. The use of oily topical skin applications and occlusive dressing 
have also been observed to predispose individuals to DCPA while repeated chemical and physical trauma may also play 
a part.4

In the socioeconomic sector, DCPA has been noted to reduce productivity, while at the same time increasing the 
financial expenses used on the treatment of a chronic condition. The condition sometimes leads to failure to attend 
schools, and even when some of the students attend, the stigma attached to it is depressing. The need to put on school 
uniforms that reveal the legs exposes the scars or pus and this is demoralizing.

It is worth noting that most patients with skin disorders are treated by clinicians that are not trained in dermatology.5,6 

The clinical presentation of DCPA, which may include pustules, atrophy, scarring, alopecia crusts xerosis and hyper
pigmentation, often overlaps with other dermatological conditions, making diagnosis challenging without proper 
dermatologic expertise.7 With this lack of easy access to dermatologic services in Uganda, the management of DCPA 
may be improved by the use of Artificial Intelligence (AI), a technological application that allows machines to simulate 
human intelligence. Such tools can empower the non-dermatology-trained clinicians in the diagnosis of the disease. The 
use of AI is an evolving field in Uganda that still needs a lot of support.8 Understanding the risk factors of DCPA in 
southwestern Uganda is critical for developing targeted public health interventions and improving clinical management. 
Therefore, this study aimed at addressing the existing knowledge gap by investigating the risk factors of DCPA in this 
region. The same data can also be used to develop AI algorithms for machine learning aimed at better management of the 
condition.

Materials and Methods
This was a descriptive cross-sectional study conducted in the skin clinics of Mbarara Regional Referral Hospital 
(MRRH) and Kabale Regional Referral Hospital (KRRH) in southwestern Uganda. It was conducted from 02/ 
November/2022 to 04/January/2024. MRRH is a tertiary referral hospital serving a population of approximately 
2.5 million people in the Mbarara region, while KRRH serves a similar population of around 2.8 million in the 
Kabale region. Both hospitals provide a range of specialized medical services, including dermatology clinics that 
serve as primary points of care for skin conditions in their respective catchment areas. A consecutive non-probability 
sampling method was used in the recruitment of the participants as they presented in the clinics. This was due to the fact 
that DCPA is a chronic condition that patients tend to tolerate for long periods without presenting to specialized clinics. 
People tend to do self-medication for various reasons like the cost of the medications needed, the distances they have to 
travel to reach referral hospitals and even the lack of knowledge that such specialized clinics do exist. It is not unusual for 
patients to present with other complaints only for the clinician to also notice the pre-existing DCPA. Hence there was 
a need to visit some of the surrounding schools since from the clinical experience most of the patients were in the young 
age group. Both single and mixed gender primary and secondary schools were visited. All ethical requirements were met 
and participants were examined in adequate privacy. Both rural and urban schools were chosen depending on ease of 
accessibility in terms of physical road infrastructure and school administration. The school populations visited ranged 
from 600 to 1000 students/pupils. In the Kabale region 10 schools were visited while in Mbarara region 6 were visited.

The final diagnosis of DCPA was clinically made using a through history of the presenting complaint and together 
with the physical clinical findings. The documented history sought the following: Itching of the skin on the legs, how 
long the condition had existed, what type of cosmetic products one was using, types of medications used whether topical 
or systemic, if there was improvement or not, any other family members with a similar condition.
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Physical examination was aimed at specifically identifying the following features: shiny skin, pustules, papules, skin 
atrophy, scarring, alopecia, crusts, hyperpigmentation, xerosis, varicose veins and scaling.

The use of petroleum jelly or other oily topical applications associated with at least 3 of the above physical features 
including especially pustules and skin atrophy led to DCPA diagnosis. The diagnosis was made solely on clinical 
manifestation, and there was one dermatologist attached to a team of registrars from the department of dermatology. 
Consensus was reached among 3 dermatologists after examining the images captured on the cases that were not recruited 
from within the referral hospitals.

Study Population and Selection Criteria
All patients who came to the skin clinics at MRRH and KRRH including those identified from a survey of nearby 
surrounding primary and secondary schools were used for participants’ recruitment because people with DCPA may not 
to go to the hospitals for treatment and yet school going children tend to be in the age group which is more affected by 
DCPA. These children who had suspicious lesions were referred to MRRH and KRRH, while those who could not afford 
had their images taken in privacy.

Patients with suspicious symptoms and signs of DCPA such as itchy shin skin eruption, pus collection on the legs, 
skin atrophy, scaling, and occasional crust formation were consecutively recruited.

Data Collection
Data was collected from all the 405 participants who presented with clinical symptoms and signs of DCPA. Open Data 
Kit (ODK) forms on Samsung A73 smartphone with 108 MP camera was used to collect the data. The form was 
validated against data constraints and values. Research assistants were trained on its application. The variables included 
documentation of the history referring to: Demographics (Name, age, gender, physical address, occupation), presenting 
complaint, duration of condition (Months), what topical applications were used and whether there was improvement 
or not.

Physical Examination
Identified which leg was affected (Left/Right, both), the affected orientation view (anterior, posterior, lateral, medial), 
skin texture: shiny atrophic skin, pustules, papules, scarring, xerosis, crusts, scaling and hyperpigmentation. Eight images 
were taken and stored on the university server directly.

Data Analysis
Data were entered and cleaned using Microsoft Excel, then exported to R (version 4.5.0) for analysis. Descriptive 
statistics were used to summarize demographic and clinical characteristics, including means, standard deviations, 
frequencies, and percentages. Associations between categorical variables (such as sex, age group, occupation, and use 
of topical applications) and DCPA diagnosis were assessed using chi-square tests.

Ethical Considerations
This study complies with the Helsinki declaration. Permission was obtained from the relevant research regulatory 
authorities in Uganda. The Institutional Review Board (IRB) of Mbarara University of Science and Technology 
Research Ethics Committee (IRB-MUST-2022-623) and the Uganda National Council of Science and Technology 
(UNCST-SIR186ES).

Informed consent and/or assent was obtained from all participants. A parent or legal guardian provided informed 
consent for participants under 18 years of age.

Results
Demographics
Four hundred and five participants were recruited in the study. They presented with symptoms and signs suggestive of 
DCPA in the two regional referral hospitals and surrounding schools in southwestern Uganda. Patients diagnosed with 
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DCPA (n=220, 54.3%) were significantly younger (mean age 18.1 years, SD=12.8) compared to those with non-DCPA 
conditions (mean age 25.7 years, SD=16.3), with a predominance in the 0–25 age range. The condition disproportionately 
affected females (80.9% in DCPA vs 61.1% in non-DCPA), and students constituted nearly half of DCPA cases (49.1%). 
Geographic distribution showed similar representation from rural and urban locales, though occupational patterns 
revealed distinct epidemiological profiles between diagnostic groups. These baseline differences underscore the impor
tance of age- and occupation-specific screening protocols in endemic regions as shown in Table 1.

Clinical Manifestation
The predominant presenting complaint in DCPA was “itchy legs with pus discharge” (62.3%), contrasting sharply with 
non-DCPA cases where simple “itchy legs” was more common (47.6%). DCPA patients experienced significantly longer 
symptom duration (mean 45.0 ± 48.0 months vs 31.2 ± 49.4 months), with 18.2% reporting symptoms persisting beyond 
78 months. Despite prolonged illness, treatment-seeking patterns were similar across groups, with petroleum jelly/lotion 
being the most common topical application (73.2% DCPA vs 71.4% non-DCPA). However, DCPA patients were more 
likely to have used topical herbal remedies (15.5% vs 7.6%) and combined formulations (12.7% vs 5.4%). On the 
treatment outcome only 15.5% of DCPA patients reported improvement with prior treatments compared to 14.6% in non- 
DCPA, while 60.0% of DCPA cases explicitly reported no improvement as seen in Table 2.

Physical Examination Findings
A significant number of patients with DCPA 102 (46.4) had seven lesions on physical examination. This was more than 
double the rate in non-DCPA (21.1%). Conversely, non-DCPA patients were three times more likely to exhibit fewer than 
three lesion types (34.6% vs 11.8%). The majority of both groups showed extensive anatomical distribution across four 

Table 1 Baseline Characteristics of Study Participants Stratified by Diagnosis

Variable Category DCPA (n=220) Non-DCPA (n=185) Total (N=405)

Age, years Mean ± SD 18.1 ± 8.9 25.7 ± 19.4 21.6 ± 15.2
Median 17.0 20.0 18.0

Min–Max 2–60 0–94 0–94

Age category 0–15 82 (37.3) 73 (39.5) 155 (38.3)

16–25 100 (45.5) 46 (24.9) 146 (36.0)

26–35 23 (10.5) 20 (10.8) 43 (10.6)
36–45 9 (4.1) 16 (8.6) 25 (6.2)

46+ 3 (1.4) 30 (16.2) 33 (8.1)

Sex Female 178 (80.9) 113 (61.1) 291 (71.9)

Male 42 (19.1) 72 (38.9) 114 (28.1)

Hospital MRRH 96 (43.6) 91 (49.2) 187 (46.2)

KRRH 124 (56.4) 94 (50.8) 218 (53.8)

Occupation Pupil/Infant 51 (23.2) 52 (28.1) 103 (25.4)

Student 108 (49.1) 46 (24.9) 154 (38.0)
Business 3 (1.4) 6 (3.2) 9 (2.2)

Farmer 23 (10.5) 42 (22.7) 65 (16.0)

Semi-Skilled Labour 16 (7.3) 20 (10.8) 36 (8.9)
Professional Labour 9 (4.1) 10 (5.4) 19 (4.7)

Unemployed 3 (1.4) 8 (4.3) 11 (2.7)

Housewife 7 (3.2) 1 (0.5) 8 (2.0)

Locale Rural 140 (63.6) 137 (74.1) 277 (68.4)

Urban 80 (36.4) 48 (25.9) 128 (31.6)

Notes: Table presents the demographic and clinical characteristics of 405 study participants. Among those diagnosed 
with DCPA the females were more affected 178 (80.9%) compared to the males 42 (19.1).
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leg surface orientation views (71.4% DCPA vs 62.2% non-DCPA). The lesions were assessed on the anterior, posterior, 
lateral and medial aspects of the legs. DCPA lesions were characteristically well-demarcated (88.2% vs 74.1%). Atrophic 
skin changes a clinical hallmark of chronic tissue damage due to inflammation and healing were present in 82.7% of 
DCPA cases compared to 62.7% in non-DCPA as seen in Table 3.

As stated above, various patients had varying dermatologic primary and secondary lesions on the legs. DCPA patients 
exhibited a significantly higher prevalence of most lesion types compared to non-DCPA cases. The most distinctive 
features included papules (83.2% vs 47.6%, p<0.001), scars (83.6% vs 70.8%, p=0.003), pustules (80.0% vs 51.4%, 
p<0.001), and scales (77.3% vs 51.4%, p<0.001). Atrophic skin changes were present in 82.7% of DCPA cases compared 
to 62.7% in non-DCPA (p<0.001), representing the most significant clinical discriminator. Xerotic patterns also showed 
strong association with DCPA (75.9% vs 51.9%, p<0.001). Notably, crusts and lacerations showed no statistically 
significant difference between groups (p=0.186 and p=0.230, respectively) as seen in Table 4.

DCPA Predisposing Factors
Statistically analyzing the predisposing factors, the structural equation model successfully examined how Age, Sex, and 
Oily Topical Application (TA) predict Condition, explaining 11.2% of the variance (R2 = 0.112). The path diagram 

Table 2 Clinical History and Treatment Patterns by Diagnosis

Variable Category DCPA (n=220) Non-DCPA (n=185) Total (N=405)

Presenting complaint Itchy legs 51 (23.2) 88 (47.6) 139 (34.3)
Pus discharge 14 (6.4) 6 (3.2) 20 (4.9)

Itchy legs with pus discharge 137 (62.3) 62 (33.5) 199 (49.1)

Duration, months Mean ± SD 45.0 ± 48.0 31.2 ± 49.4 39.0 ± 49.1

Duration category 0–12 72 (32.7) 97 (52.4) 169 (41.7)

13–25 34 (15.5) 19 (10.3) 53 (13.1)

26–38 25 (11.4) 14 (7.6) 39 (9.6)
39–51 18 (8.2) 8 (4.3) 26 (6.4)

52–64 21 (9.5) 5 (2.7) 26 (6.4)

65–77 7 (3.2) 0 (0.0) 7 (1.7)
78+ 40 (18.2) 21 (11.4) 61 (15.1)

Topical application Petroleum Jelly/Lotion 161 (73.2) 132 (71.4) 293 (72.3)
Topical Medication 38 (17.3) 15 (8.1) 53 (13.1)

Do not remember 2 (0.9) 0 (0.0) 2 (0.5)

None 19 (8.6) 38 (20.5) 57 (14.1)

Treatment used Petroleum Jelly 65 (29.5) 51 (27.6) 116 (28.6)

No treatment 33 (15.0) 53 (28.6) 86 (21.2)
Topical Herbal 34 (15.5) 14 (7.6) 48 (11.9)

Combined Formulation 28 (12.7) 10 (5.4) 38 (9.4)

Systemic antibiotic 22 (10.0) 14 (7.6) 36 (8.9)
Other 15 (6.8) 13 (7.0) 28 (6.9)

Topical Steroids 11 (5.0) 14 (7.6) 25 (6.2)

Topical anti-fungal 10 (4.5) 11 (5.9) 21 (5.2)
Topical Antibiotic 1 (0.5) 2 (1.1) 3 (0.7)

Do not Remember 1 (0.5) 2 (1.1) 3 (0.7)

Topical Anti-viral 0 (0.0) 1 (0.5) 1 (0.2)

Improvement Yes 34 (15.5) 27 (14.6) 61 (15.1)

No 132 (60.0) 94 (50.8) 226 (55.8)

Notes: Summary of the presenting complaints, disease duration, and treatment-seeking behaviors stratified by diagnosis. Note the 
chronicity of the condition and common use of oily topical applications like herbal petroleum jelly, while the treatment-seeking patterns 
were similar across both groups.
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illustrates that Sex has the strongest effect (β = 0.26, p < 0.001), followed by Age (β = 0.09, p < 0.001) and TA (β = 0.05, 
p = 0.016), with all predictors showing statistically significant positive relationships with DCPA Condition. Weak 
correlations exist between predictors (Age-Sex: −0.04, Age-TA: 0.01, Sex-TA: −0.002), indicating minimal multi
collinearity. The residual variance for Condition (0.221) confirms that whereas the model captures significant relation
ships, substantial unexplained variance remains as seen in Table 5.

Discussion
DCPA in South west Uganda is a condition that has not yet been well documented and has therefore not attracted much 
attention from the clinicians. The specific estimated prevalence in Uganda and East Africa in general is not available. 

Table 3 Physical Examination Findings and Lesion Characteristics by Diagnosis

Variable Category DCPA (n=220) Non-DCPA (n=185) Total (N=405)

Number of lesion types 7 types 102 (46.4) 39 (21.1) 141 (34.8)
6 types 7 (3.2) 7 (3.8) 14 (3.5)

5 types 27 (12.3) 26 (14.1) 53 (13.1)

4 types 33 (15.0) 16 (8.6) 49 (12.1)
3 types 25 (11.4) 33 (17.8) 58 (14.3)

<3 types 26 (11.8) 64 (34.6) 90 (22.2)

Lesion position (views) 1 view 7 (3.2) 21 (11.4) 28 (6.9)

2 views 17 (7.7) 22 (11.9) 39 (9.6)
3 views 39 (17.7) 27 (14.6) 66 (16.3)

4 views 157 (71.4) 115 (62.2) 272 (67.2)

Lesion borders Well demarcated 194 (88.2) 137 (74.1) 331 (81.7)

Poorly demarcated 25 (11.4) 45 (24.3) 70 (17.3)

Lesions on legs Yes 211 (95.9) 165 (89.2) 376 (92.8)

No 6 (2.7) 18 (9.7) 24 (5.9)

Atrophic skin Yes 182 (82.7) 116 (62.7) 298 (73.6)

No 38 (17.3) 69 (37.3) 107 (26.4)

Notes: This table characterizes the morphological complexity and anatomical distribution of dermatological lesions observed 
during physical examination of patients with DCPA. The atrophic nature of the skin is a significant finding especially due to the 
chronic nature of the condition.

Table 4 Distribution of Individual Lesion Types by Diagnosis

Lesion Type DCPA (n=220) Non-DCPA (n=185) Total (N=405) χ2 p-value

Pustules 176 (80.0) 95 (51.4) 271 (66.9) 35.97 <0.001
Papules 183 (83.2) 88 (47.6) 271 (66.9) 55.98 <0.001

Scars 184 (83.6) 131 (70.8) 315 (77.8) 8.84 0.003

Xerotic patterns 167 (75.9) 96 (51.9) 263 (64.9) 24.42 <0.001
Crusts 139 (63.2) 104 (56.2) 243 (60.0) 1.75 0.186

Scales 170 (77.3) 95 (51.4) 265 (65.4) 28.72 <0.001
Lacerations 126 (57.3) 94 (50.8) 220 (54.3) 1.44 0.230

Atrophic skin
Yes 182 (82.7) 116 (62.7) 298 (73.6) 19.71 <0.001

No 38 (17.3) 69 (37.3) 107 (26.4)

Notes: The frequency of specific dermatological lesion types stratified by diagnosis. Lesion types are not mutually 
exclusive (patients may have multiple types). Values shown as n (%). χ2-test used for comparison between groups.
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However, prevalence from West Africa and South India ranges from 0.4 to 4.8%.3 In this cross-sectional analysis from two 
clinic sites, the majority of the patients presented with complaints of itchy legs associated with pus discharges or dry scaling 
lesions on the shins. Most of the patients (44.4%) reported symptoms lasting 0–12 months, while 16% had symptoms 
persisting for 78 months or more. This suggests a wide range of disease chronicity, with a significant proportion experiencing 
long-term symptoms. Socioeconomically this leads to reduced productivity and increased amounts of money spent on the 
treatment. Furthermore, the young age group of the school going persons tend to get stigmatized to the extent that some refuse 
to attend schools. The need for wearing school uniforms that reveal the legs with lesions like scars, pus or crusts leaves some 
young people stigmatized, demoralized and sometimes depressed as well.

The study revealed significant gender disparity, with females comprising 71.9% of the affected population, contrast
ing with previous studies from West Africa and India where male predominance was reported.7

This variance may be attributed to regional differences in cosmetic practices, particularly the more frequent use of 
petroleum-based products among females in Southwestern Uganda.

Age distribution analysis showed a marked incidence (74.9%) in the 0–25 year age group, with a mean age of 21.6 
years (SD=15.1). This demographic pattern correlates with increased use of petroleum jelly and heightened susceptibility 
to stigmatization, particularly affecting school attendance among female youth as earlier noted by João et al.1

Disease duration analysis revealed a bimodal distribution, with 44.4% of cases presenting within the first year of 
onset, while 16% demonstrated chronic persistence exceeding 78 months. This temporal pattern suggests both acute 
presentation and chronic progression, highlighting the condition’s potential for long-term morbidity and the need for 
effective early intervention strategies.

Occupational distribution revealed predominant involvement of students (38%) and pupils/infants (25.4%), suggest
ing age-related vulnerability. The significant representation of farmers (16%) and semiskilled laborers (8.9%) indicates 
potential environmental or occupational risk factors, while business professionals and housewives showed lower 
prevalence (6.9%).

The regression analysis revealed insights into the determinants of DCPA in southwestern Uganda. The model, which 
examined the predictive relationships of age, sex, and topical application (TA) on DCPA condition, demonstrated modest 
but statistically significant explanatory power (R2 = 0.112). Sex emerged as the strongest predictor (β = 0.26, p < 0.001), 
aligning with the observed female predominance (71.9%) in the study population. Age showed a moderate effect (β = 
0.09, p < 0.001), consistent with the concentration of cases in younger demographics (74.9% within 0–25 years). Topical 
application, while significant (β = 0.05, p = 0.016), exhibited the weakest effect among the predictors, suggesting a more 
complex relationship between skincare practices and DCPA development than initially hypothesized.

The minimal intercorrelations among predictors (Age-Sex: −0.04, Age-TA: 0.01, Sex-TA: −0.002) indicate robust 
model specification without multicollinearity concerns. However, the substantial residual variance (0.221) and modest R2 

value suggest that while these factors significantly influence DCPA occurrence, additional unmeasured variables likely 
contribute to the condition’s etiology. This finding highlights the need for more comprehensive research incorporating 
additional potential risk factors, particularly environmental and genetic variables, to better understand DCPA’s complex 
pathogenesis.

Table 5 Clinical Presentation and Physical Examination Findings by Diagnosis

Regression coefficients

95% Confidence Interval

Outcome Predictor Estimate Std. Error z-value p Lower Upper

Condition Age 0.094 0.019 4.845 <0.001 0.056 0.132

Sex 0.256 0.052 4.920 <0.001 0.154 0.358

TA 0.054 0.022 2.409 0.016 0.010 0.097

Notes: The structural equation model successfully examined how Age, Sex, and Oily Topical Application (TA) predict Condition, explaining 
11.2% of the variance (R2 = 0.112).
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The visualization data further support these findings, particularly in the age and sex distribution patterns across DCPA 
and Non-DCPA cases.

Treatment modalities demonstrated a concerning reliance on non-medical interventions, with petroleum jelly (28.6%) 
being the predominant choice. The patients face a double jeopardy using petroleum jelly as a cosmetic application and as 
a form of treatment. A significant number no treatment (21.2%) and herbal remedies (11.9%). This suggests a reliance on 
nonmedical or homebased remedies, possibly due to limited access to healthcare. The limited utilization of conventional 
medical treatments like systemic antibiotics (8.9%) and topical antifungals (5.2%) suggests significant barriers to 
accessing appropriate healthcare services, reflecting similar patterns observed in neighboring regions like Kiambu, 
Kenya.6

This comprehensive analysis emphasizes the complex interplay of demographic, socioeconomic, and healthcare 
access factors in DCPA manifestation and management in Southwestern Uganda, highlighting the need for targeted 
interventions and improved healthcare accessibility.

Surprisingly, petroleum jelly was the most frequently used topical cosmetic application, probably due to its low cost 
on the market. However, as noted by Eunice S. Song et al there are various barriers that affect the health seeking 
behaviors of people in Uganda.9 The situation is not so different in Kiambu, Kenya where patients favored the use of 
non-conventional products such as bar soap and milking jelly as routine skincare products.6 In the case of MRRH, 
Edward, et al had previously documented the common skin infectious conditions and the causative microorganisms. For 
that matter extrapolation of the same antimicrobial agents would be of effective use for both MRRH and KRRH.10

Conclusion
This is one of the first studies on DCPA in southwestern Uganda aiming at identifying factors associated with its clinical 
manifestation. It fills a gap in the regional medical literature while demonstrating that the condition is prevalent in 
southwestern Uganda with a marked gender disparity, with females constituting 71.9% of cases. This indicates that the 
female sex was the strongest predictor of developing DCPA. This also points to potential gender-specific risk factors or 
healthcare-seeking behaviors in the society. The significant epidemiological patterns and clinical implications should 
warrant attention from healthcare providers and public health officials. The age-specific vulnerability shows that young 
age was also a significant factor in the development of DCPA. The common use of petroleum jelly had a modest 
statistical effect, suggesting a more complex relationship in the various factors that can predispose a person to develop 
DCPA. The occupational distribution, dominated by students and pupils/infants further emphasizes the impact on 
younger demographics and raises concerns about potential educational and social consequences. The treatment patterns 
observed, particularly the predominant use of non-medical interventions and limited utilization of evidence-based 
treatments, highlight critical gaps in healthcare access and management strategies.

Study Limitations
The findings in this study were limited by the use of a non-probability sampling method and the exclusive dependency on 
a clinical diagnosis made by the practicing clinicians together with the low R2, indicating unmeasured variables. There 
was also a possible selection bias in the clinics and schools where the clinical data was collected. Such factors for 
convenience could have had an impact on the study findings.

Recommendations
Considering the current status where DCPA is not even recognized as a stand-alone diagnosis, it would be helpful to 
consider training non-dermatology healthcare workers about the condition and its management. Targeted educational 
campaigns on use of over the counter topical medicated and non-medicated cosmetic products should be emphasized by 
the public health officers in the ministry of health in Uganda. Specific interventions targeting schools both in rural and 
urban communities should be emphasized going by the most affected group. There is a potential for future use of AI tools 
for early diagnosis of DCPA since the smartphones are now becoming common even in the rural areas. This should be 
pursued further to empower the non-dermatology trained clinicians which in turn will reduce the stigmatization and other 
unwanted effects of DCPA like missing of classes and work among the affected persons.
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