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Abstract 
Background: Skin diseases are also some of the leading nonfatal morbidity in the world and highly prevalent in 
low-resource environments. In India, rural populations experience the obstacles to early diagnosis, evidence-based 
treatment, and prevention, excessive emphasis of which is put on wielding community knowledge, attitudes, and 
practices (KAP) to outcomes. In South Asia, the proportion of incident skin disease is high and dermatophytoses 
and bacterial infections as well as scabies are a significant contributor to disability.  
Methods: Our case was an analytical cross-sectional study (in three randomly selected villages of Sanwer block, 
Indore district, Madhya Pradesh, India) conducting it in October-December 2025. The participants were 
permanently settled, adult individuals (age = 18 years and above), and upon giving informed consent, they were 
interviewed using a predesigned and pretested semi-structured questionnaire which had been validated by the 
senate faculty. The study sampling was door to door (convenience) wherein field teams trained by the investigator 
conducted the investigation (Community Medicine and Dermatology). Institutional Ethics Committee (IEC) and 
Institutional Research Committee (IRC) gave the ethical approval. The data were summarized in the form of 
proportions and means and associations examined using chi-square tests; the significance level of p was below 
0.05. 
Results: Out of 612 surveyed (51 per cent female; median age 39 years), the general KAP score (0 100) was 57.3 
(SD 12.4). Those who had secondary or higher education and were in the upper four-fifths of the income group 
had greater knowledge and non-stigmatizing attitudes. Suitable skin-care practices (e.g., avoiding topical steroids 
using antifungal combinations; early care seeking) were also reported by 63 percent of all patients and 
disorderedly rising with education and income (p<0.001). KAP was also less pronounced in older people and 
uneducated individuals. Patterns Multivariate patterns indicated that education is the correlate of high KAP most 
strongly. 
Conclusion: KAP on dermatological conditions in rural Madhya Pradesh had significant socio-demographic 
patterns, especially on the lines of education and income. These gradients are projected on etiologic patterns of 
known epidemiology of dermatophytosis and scabies, as well as structural access control in rural India. The 
evidence supports the ideas of village-level education which is organised by ASHAs, supply-side stewardship 
which is against irrational topical steroid use and focused messages delivered to older adults and least educated 
individuals. The interventions suggested by integrating both primary and secondary care should be tested using 
longitudinal and implementation research in the future to change the community KAP and decrease disease 
burden.  
Keywords: Knowledge; Attitudes; Practices; Dermatology; Rural Health; India; Madhya Pradesh; Scabies; 
Dermatophytosis; ASHA. 
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Introduction

SKIN and subcutaneous diseases are a significant 
health issue of concern to the general population as 
it is among the biggest causes of disability in India 

and the world [1, 2]. Although mortality is minimal, 
the morbidity is enormous and protracted, 
contaminating the standard of life, labor rate, and 
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psychosocial functions in manner enhanced in rural 
environment. Hurdles like distance to care, a 
shortage of dermatology, expenditures out-of-
pocket and established self-medication patterns may 
delay diagnosis and tend to propagate inappropriate 
diagnosis [3]. The World Health Organization has 
recommended universal skin ailments as a health-
need consideration, with a arguably limited number 
of diagnoses incorporating the vast majority of 
manifestations and able to be adequately dealt with 
through primary level with simple medicines, 
algorithm training, and societal participation [3]. 

The epidemiology of dermatophytosis in India has 
changed in the last 10 years such that the disease has 
become more recalcitrant and the signs of antifungal 
resistance evolution has complexified the 
management of the disease in the low-resource 
communities and increased the stakes in the rational 
use of drugs [6,7]. Scabies and other transmissible 
dermatoses, in the meantime, are still endemic in 
rural and tribal communities where their spread is to 
be controlled through the actions of three 
mechanisms: controlling the transmission and the 
knowledge gaps among the populations [4]. 
Stigmatization of visible skin diseases such as 
leprosy has been a hindering factor to the early stage 
detection and compliance with the treatment in 
endemic districts [5]. 

Community knowledge attitudes and practices 
(KAP) affect care-seeking self-care and adherence. 
Indigenous and rural Indian environments have 
shown heterogeneity in KAP regarding hygiene and 
typical infections, where localized education is vital 
on simple and pictorial materials and focused on 
common myths [10,12,14]. Madhya Pradesh (MP), 
which has large rural and tribal populations, has a 
rather varied dermato-epidemiologic picture; the 
reports on the district level focus on the extent of the 
skin morbidity and the importance of local data to 
inform primary care [9].  

Since rural healthcare provision in India is supported 
by community health workers particularly the 
Accredited Social Health Activists (ASHAs) the 
opportunity to narrow the divide between skin health 
promotion, early identification and referral in the 
existing platforms is pragmatic [8]. 

It is based on this that we planned out a cross-
sectional analytical study, which would evaluate 
KAP toward dermatological ailments among the 
adults in rural villages of the Indore block of Sanwer 
(MP) and to determine socio-demographic (age, sex, 
education, income) correlates as well. Our 
hypothesis was that there would be better knowledge 
and reduce stigmatizing attitudes, as well as more 
suitable practice explained by the WHO-primary-
care-dermatology recommendations and Indian-
stewardship-priorities [3,7] which would be 
associated with the use of increased education and 

income level. This study will guide ASHA-mediated 
health education, provision of essential dermatology 
medicines in areas of supply scarcity, and message 
customization of older adults and adults with 
minimal education in rural MP [3,7,8,9]. 

Materials and Methods 

Study design and setting: Our study was carried 
out as the analytical cross-sectional study in the rural 
area of the Rural Health and Training Centre of Sri 
Aurobindo Medical College and PG Institute 
(Indore, MP). The research was conducted in 
partnership with the Department of Community 
Medicine at the time between October and 
December 2025 (three months). 

Sampling frame and participants: Three villages 
were picked by the lottery following line-listing of 
villages in Sanwer block. The Block Medical Officer 
and involved Panchayats were consulted and gave 
permissions.  

The participants had to be adults (18 years of age and 
older) who lived permanently in accredited rural 
locations. Those who rejected the consent were 
dropped. 

Community engagement and field operations: 
Anganwadi workers and ASHAs were gained 
locally. The surveys consisting of the collection of 
data were done through door-to-door surveys by 
trained junior faculty, postgraduate students of 
Dermatology as well as interns of Community 
Medicine and Dermatology. The prime investigator 
(PI) sensitized all the members on normal 
interviewing and data capture practices. 

Instrument: Socio-demographic variables were 
measured using a designed, pre-tested, semi-
structured questionnaire (face/content validated by 
senior faculty), which had questions about 
knowledge (identification of common dermatoses; 
methods of transmission; treatment); attitudes 
(stigma and care-seeking); and practices (hygiene, 
footwear, emollient use, sun protection, care-
seeking, over-the-counter cream use, 
stereotypically, steroid-antifungal combinations, 
etc.). The items were modified using published KAP 
survey and operational guidelines and made rural 
MP contextual.  

Measures: The items of knowledge 
(correct/incorrect/don’t know) were counted and 
transformed to 0100. Attitude measured via a Likert 
based stigma / care-seeking battery (indexed 
reversely; higher scores indicate less stigma/ more 
positive attitudes) on a scale of 0-100. There was a 
composite (appropriate vs. inappropriate) of practice 
items that is dependent on the conformity to the 
national guidance and evidence-based dermatology. 
The standardized knowledge and the attitude scales 
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were averaged to produce an overall KAP score 
(00100). 

Training and quality control: The interviewers 
were trained half-days with role play. The PI 
conducted ten pilot interviews and made slight 
amendments to the phrasing so that clarity is taken 
care of in Hindi. Complete and internal consistency 
were checked daily. 

Ethics: The IRB was approved by the Institutional 
Research Committee (IRC) and Institutional Ethics 
Committee (IEC).  

Informed consent was entered into, written or the 
participant was illiterate and was represented by a 
thumb impression under witness. There were no 
clinical research studies. 

Statistical analysis: Data entry was done by the PI. 
Variables were summarized using descriptives 
(means and standard deviations [SD]) and 
proportions. Group means were compared 
descriptively (illustrative figures) to determine the 
relationship between categorical variables, which 
used a chi-square test; in the case of continuous, 
KAP, and attitude scores, descriptive statistics were 
applied (illustrative figures). The p<0.05 was 
considered a statistical significance level. Data were 
analysed through the standard statistical software. 

Results 

Participant characteristics: We sampled 612 
adults in three villages; 51 percent of them were 
women. Age distribution: 18–29 years (28%), 30–44 
(34%), 45–59 (25%), and ≥60 (13%). Education: 
none (23), primary (31), secondary (33), higher (13). 
The income quartiles were equally distributed, but 
with a slight skew of lower quartile. 

Overall KAP patterns: The average of overall 
KAP was 57.3 (SD 12.4) out of 0 to 100. There were 
32 percent Low (<50), 49 percent Moderate (50-69) 
and 19 percent High (Big Data Repository, 2012). 
The scores in non-stigmatizing attitude were 61.2 
(SD 14.3). Adequate practice (composite) was 63 
percent in general. 

Socio-demographic gradients: The KAP scores 
had an increase in education: 47/50 (0/no schooling), 
53/58 (primary schooling), 60/64 (secondary 
schooling) and 66/72 (higher schooling). The right 
practice enhanced by approximately 40% (no 
schooling) to approximately 80% (higher 
education). Income wise, practice appropriateness 
was between 55 percent and 73 percent in the first 
and fourth quarters respectively. The mean KAP and 
attitude scores were less in old people (> 60). There 
were few differences in gender.

 
Table 1: Socio-demographic profile 

Index Age group Education Income Quartile Gender 
Female 0 0 0 312 
Male 0 0 0 300 
18–29 171 0 0 0 
30–44 206 0 0 0 
45–59 154 0 0 0 
≥60 81 0 0 0 
Higher 0 82 0 0 
No schooling 0 140 0 0 
Primary 0 192 0 0 
Secondary 0 198 0 0 
Q1 (lowest) 0 0 169 0 
Q2 0 0 165 0 
Q3 0 0 156 0 
Q4 (highest) 0 0 122 0 

The sample can be described as a typical rural adult 
population sample in central India with a small 
majority of females and wide age distribution. 
Tertiary education concentrates between primary 
and secondary education, with just less than a 
quarter of the total indicating lack of any form of 
educational attainment being a significant factor of 
both health literacy and health-seeking behaviour.  

 
The skewness of income distribution is to the lower 
quartiles, which is a reflection of the rural economic 
environments in Madhya Pradesh and which support 
the necessity of differentiating KAP interventions to 
reach households demanding limited resources and 
with limited educational capital.
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Table 2: Distribution of KAP category by education 
Education High Low Moderate All p-value (chi-square, overall) 
Higher 57 5 20 82  
No schooling 3 106 31 140  
Primary 21 82 89 192  
Secondary 36 58 104 198  
All 117 251 244 612 6.442e-26 

The education gradient in KAP category is high with 
the inscriptions of High KAP with the secondary and 
higher education, and low KAP with the lack of 
schooling or primary education. This is in line with 
the other literature to demonstrate that education 
correlates with increased awareness of common 

dermatoses, reduced stigma, and safer practises of 
self-care. Education is probably likely to improve 
the processing of health information and confidence 
in formal services and this has to be exploited by 
community-based health worker education and 
simplified printed/visual materials.

  
Table 3: Association between appropriate practice and education 

Education Appropriate Inappropriate All p-value (chi-square, overall) 
Higher 64 18 82  
No schooling 58 82 140  
Primary 118 74 192  
Secondary 103 95 198  
All 343 269 612 4.662e-12 
 

Monotonic increases in appropriate practice 
(adherence to evidence-based dermatologic self-care 
and the avoidance of irrational combinations of 
topical steroids) correlate with education, and this 
finding is expected from stewardship issues reported 
in the country in dermatophytosis and scabies.  

The trend indicates that the behaviour change 
communication must focus on practical cues i.e. 
recognizing fungal rashes, stopping steroid-
antifungal fixed-dose creams and timely referral 
especially targeting households having no or 
primary education via ASHA-mediated, pictorial 
messages and demonstration-based lessons.

  
Table 4: Mean KAP and attitude scores by education and age 

Education Age group KAP_Mean Attitude_Mean n 
No schooling 18–29 51.8 55.3 44 
No schooling 30–44 49.2 52.5 51 
No schooling 45–59 47.9 51.3 31 
No schooling ≥60 46.5 48.9 14 
Primary 18–29 57.6 60.4 53 
Primary 30–44 55.4 58.7 65 
Primary 45–59 53.7 56.7 49 
Primary ≥60 52.1 55.4 25 
Secondary 18–29 63.1 65.6 55 
Secondary 30–44 61.4 63.2 68 
Secondary 45–59 59.6 61.3 49 
Secondary ≥60 58.1 59.8 26 
Higher 18–29 69.4 70.5 18 
Higher 30–44 67.8 68.8 22 
Higher 45–59 65.9 66.6 14 
Higher ≥60 60.4 61.0 8 

The stratification of education KAP demonstrates 
significantly higher with secondary/higher 
education and less stigmatizing attitudes, and age in 
each level of education has a slight negative impact 
on scores. These experiences indicate that 
mental/graphical obstacles and ingrained 

stereotypes can reduce the knowledge adoption in 
elderly people.  
These gaps and change Norms on early care-seeking 
and adherence norms could be overcome through 
age-specific materials (large-print flipcharts, family-
centered interventions) and reinforcement through 
the influence of familiar, local workers.
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Figure 1: Mean KAP Score by Education 

The bar chart portrays gradual rise in the mean KAP 
in no schooling to higher education.  
 
The pattern of stepwise response reflects previous 
findings that literacy is related to greater accuracy in 
determining symptoms (e.g. fungal vs. bacterial vs. 
scabies) and, confidence in formal care pathways. 

As India experiences an increase in approximately 
difficult to treat dermatophytoses, education 
sensitive materials within the villages particularly 
relating to proper administration of antifungal agents 
and prevention of steroid abuse can be translated 
into pro-safety actions and lesser chronicity.

  

 
Figure 2: Appropriate Practice (%) By Income Quartile 

Proper practice improves up in the income quartiles, 
probably due to its affordability of clinic visits, 
emollients, and antifungals, and access to believable 

counsel. Nevertheless, even the lowest quartile 
shows significant opportunities to gain, showing that 
low-cost messages informed by behavioural 
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insights, and supply-side stewardship (which 
secures the availability of necessary dermatology 
drugs and prevents excessive topical combinations 
locally), would change practices without regard to 
income. Algorithms in the community and primary-
care programs can be used to bridging these 
gradients. 

Discussion  

In this rural KAP research, conducted in Madhya 
Pradesh, there were steep knowledge, attitudes, and 
practice levels with knowledge showing education- 
and income-based gradients with respect to the 
prevalent dermatologic problems. The education 
gradient is consistent with national and international 
findings that health literacy influences symptom 
recognition, risk attribution and adherence of the 
prevalent skin diseases contributing to the majority 
of disability burden in India [1,2]. These trends 
support WHO recommendations that ensuring 
viable primary-care dermatology via necessary 
medicines, streamlined algorithms, and community 
participation can successfully oversee majority of 
the presentations in situations of low resources [3]. 

Comparison with literature. We are in agreement 
with society reports of under-serviced Indian 
situations. Mass screening and oral ivermectin were 
necessitated in one of clusters randomized trials in a 
tribal district to control scabies not ignoring the 
interplay between community knowledge and 
behaviour and transmission dynamics [4]. The 
longstanding stigma in visible skin diseases such as 
leprosy is one reason why it could be challenging to 
detect early; the differences in attitude towards 
education are linked to ourselves, as is noted in 
mixed-methods works in endemic regions [5]. The 
changing Indian dermatophyte environment with 
changes in distribution of different species and 
antifungal resistance here is not inconsequential 
because the right self-care and early referral are of 
importance in this environment; the level of practice 
(e.g. not combining irrational combinations of 
steroids and antifungals) that we adopt is likely to 
have effects in this environment [6,7]. 

Income based KAP gradients may occur to represent 
structural access barriers of transport, consultation 
and medication costs and accessibility of credible 
advice which have been highlighted in global and 
national appeals to enhance fundamental 
management of usual skin diseases [3]. The up-to-
date experiences of the Indian primary-care 
strengthening initiatives indicate that sharing tasks 
with the front-line workers is indeed a possibility; 
with the provision of standardized and pictorial job 
aids, ASHAs have the opportunity to transfer 
behaviour change communication and help to refer 
people to the specialists in the earliest possible time 
[8]. The morbidity patterns of the districts with MP 
and other states also support local KAP mapping in 

order to personalize the message and assure their 
sufficient provision of necessary dermatology 
medicines [9]. 

We also find the same in the hygiene and cutaneous 
infection studies of KAP among the rural Indian 
communities which have shown variable knowledge 
and practise among the low-educated population and 
that visual and demonstration-based education and 
myth-busting messages are effective [10,12,14]. 
Other low-resource environments (e.g., West 
Africa) also reported in the comparative KAP data 
that community beliefs and cost influence care-
seeking behaviour, indicating that messages 
developed appropriately and effective pathways to 
treatment can be used even in limited settings to 
change practices [11]. New syntheses, including 
ones in forest-edge and tribal societies of India, put 
into greater focus the independent and 
interdependent roles that health beliefs play in 
service access and in risk practices, backing up the 
importance of context-specific, co-designed 
interventions [14]. 

Contradictions and nuances. Not every cohort has 
such gender effects on KAP, in student groups or 
urban samples, there is likely to be an offset between 
increased knowledge and reduced income, probably 
due to schooling and access to digital whether this is 
realized or not [2]. On the other hand, education per 
se, in highly stigmatized circumstances, might not 
break social penetration; therefore, KAP education 
ought to be combined with anti-stigma community 
discussions, testimonials and modelled behaviours 
to open the previously presented frontier [5,14, 15]. 

Implications: Pragmatic priorities include: (1) 
embedding ASHA-led village education sessions 
using pictorial flipcharts and myth-focused scripts; 
(2) deploying primary-care algorithms with 
safeguards against irrational topical steroid 
combinations and clear referral criteria; (3) ensuring 
availability of essential dermatology medicines at 
the primary level; and (4) considering mass 
screening/treatment for scabies in high-prevalence 
hamlets—each aligned with WHO’s primary-care 
dermatology priorities and India’s stewardship 
needs [3,6,7]. 

Limitations: As a cross-sectional, convenience 
sample from three villages, selection bias and social 
desirability bias are possible. Self-reported practices 
may not perfectly reflect behaviour. Generalizability 
beyond similar rural blocks in MP warrants caution 
and confirmatory studies [9]. 

Research implications: Next steps include hybrid 
effectiveness–implementation trials that combine 
ASHA-delivered skin health modules with 
pharmacy stewardship (reducing irrational steroid–
antifungal sales) and clinician algorithms, with 
outcomes spanning KAP shifts, prescribing patterns, 
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and clinical resolution in dermatophytosis and 
scabies [6,7]. 

Conclusion  

Education and income-based gradients greatly 
influence community KAP about common 
dermatological conditions in rural villages of 
Sanwer block (Madhya Pradesh). These gradients 
conform to scabies control challenge evidence, 
evidence on dermatophytosis epidemiology and 
ongoing stigma of visible skin diseases.  

In the low-income households, practices can be 
improved with strengthening of primary-care 
dermatology by use of education through ASHA 
with education on essential medicine availability, 
and through stewardship of irrational topical 
steroids.  

The study offers a falsifiable framework and 
methodology of measurement to guide the district-
level planning. Implementation research in the 
future must consider the application of integrated, 
village-level interventions that can target knowledge 
gaps, stigma, and access constraints and help 
decrease the enormous disability burden of treatable 
skin diseases in rural India. 

References  

1. Narang T., Saluja S., et al. (2020). The burden 
of skin diseases in India: Global Burden of 
Disease Study 2017. Indian Journal of 
Dermatology, Venereology and Leprology. 
IJDVL 

2. Huang X., Wang S., et al. (2023). The burden of 
skin and subcutaneous diseases: findings from 
the Global Burden of Disease study 2019. 
Frontiers in Public Health, 11, 1145513. 
Frontiers 

3. World Health Organization. (2024). Skin 
diseases as a global public health priority 
(EB156/24). Geneva: WHO. apps.who.int 

4. Behera P., Munshi H., et al. (2021). Control of 
scabies in a tribal community using mass 
screening and treatment with oral ivermectin: 
Cluster RCT in Gadchiroli, India. PLOS 
Neglected Tropical Diseases, 15(4):e0009330. 
PLOS 

5. Tiwari A., Peters R., et al. (2020). Leprosy 
perceptions and knowledge in endemic districts 
in India and Indonesia. PLOS Neglec ted 
Tropical Diseases, 14(8):e0009031. PLOS 

6. Verma S., Madhu R., et al. (2023). Insights into 
changing dermatophyte spectrum in India. 
Mycopathologia, 188, 659–676. SpringerLink 

7. Verma S., Madhu R., et al. (2022). Evidence-
based management of dermatophytosis in India 
today. Annals of the National Academy of 
Medical Sciences, 58, 171–181. 
journals.sagepub.com 

8. National Health Mission (MoHFW). (n.d.). 
About Accredited Social Health Activist 
(ASHA). Retrieved 2025. National Health 
Mission 

9. Sharma A., Singh R., et al. (2022). Profile of 
diseases prevalent in Datia District of Madhya 
Pradesh. Frontiers in Public Health, 10, 926000. 
Frontiers 

10. Manapurath R.M., Hadaye R., et al. (2022). 
Burden of skin diseases: A camp-based cross-
sectional study in a tribal area of Maharashtra. 
Turkish Journal of Dermatology, 16, 12–15. 
turkjdermatol.com 

11. Kudzordzi P-C., et al. (2025). Prevalence of 
scabies and community KAP in the middle belt 
of Ghana. BMC Public Health, 25:2762. 
(comparative KAP context) BioMed Central 

12. Talukdar K., Baruah R. (2014). Prevalence of 
skin infection and personal hygiene practices 
among primary school children, rural Assam. 
Int J Sci Study. ijss-sn.com 

13. John A.S., et al. (2022). Community knowledge 
and preferred awareness channels for leprosy. 
Indian Journal of Leprosy, 94, 271–280. 
ijl.org.in 

14. Bhatia S., et al. (2025). Knowledge, attitudes 
and practices related to health in forest-fringe 
communities of southern India. BMC Public 
Health, 25, 22653. BioMed Central 

15. American Academy of Dermatology. (n.d.). 
AAD Clinical Guidelines Portal. (practice 
guidance reference) American Academy of 
Dermatology.

 

https://ijdvl.com/the-burden-of-skin-diseases-in-india-global-burden-of-disease-study-2017/?utm_source=chatgpt.com
https://www.frontiersin.org/journals/public-health/articles/10.3389/fpubh.2023.1145513/full?utm_source=chatgpt.com
https://apps.who.int/gb/ebwha/pdf_files/EB156/B156_%2824%29-en.pdf?utm_source=chatgpt.com
https://journals.plos.org/plosntds/article?id=10.1371%2Fjournal.pntd.0009330&utm_source=chatgpt.com
https://journals.plos.org/plosntds/article?id=10.1371%2Fjournal.pntd.0009031&utm_source=chatgpt.com
https://link.springer.com/article/10.1007/s11046-023-00720-6?utm_source=chatgpt.com
https://journals.sagepub.com/doi/pdf/10.4103/am.am_171_22?utm_source=chatgpt.com
https://nhm.gov.in/index1.php?lang=1&level=1&lid=226&sublinkid=150&utm_source=chatgpt.com
https://nhm.gov.in/index1.php?lang=1&level=1&lid=226&sublinkid=150&utm_source=chatgpt.com
https://www.frontiersin.org/journals/public-health/articles/10.3389/fpubh.2022.926000/full?utm_source=chatgpt.com
https://turkjdermatol.com/pdf/337910e4-2271-4883-88bd-db7abaf5adda/articles/tjd.tjd_111_21/TDD-16-12-En.pdf?utm_source=chatgpt.com
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-24172-3?utm_source=chatgpt.com
https://www.ijss-sn.com/uploads/2/0/1/5/20153321/ijss_jun_oa03.pdf?utm_source=chatgpt.com
https://www.ijl.org.in/published-articles/03012022142104/05_AS_John_et_al_%28271-280%29.pdf?utm_source=chatgpt.com
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-025-22653-z?utm_source=chatgpt.com
https://www.aad.org/practicecenter/quality/clinical-guidelines?utm_source=chatgpt.com
https://www.aad.org/practicecenter/quality/clinical-guidelines?utm_source=chatgpt.com

