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ABSTRACT 

Malassezia folliculitis is a condition in which the naturally occurring yeasts on the skin proliferate within the seba-
ceous glands and cause inflammation. The lipophilic Malassezia yeasts colonize the sebaceous glands of the skin and 
wreak havoc on the skin, leaving patients and dermatologists alike, unhappy. The issue is further exacerbated by a 
lack of research on the comparative efficacies of treatment types alternative to those heavily implemented in the public 
sphere, such as allopathic and homeopathic medicines. This paper seeks to narrow this knowledge gap and identify 
potentially more efficacious treatments to eradicate MF than those already recognized by the public domain. Thus, 
such will be executed through a two-part, quantitative correlational study that investigates response to both conven-
tional and alternative treatment types to determine the most efficacious type of treatment for eradicating or reducing 
MF. To encompass both a personal and professional perspective, a questionnaire was distributed to patients who have 
had or currently have MF (the Patient Survey) and dermatologists who have treated or are currently treating patients 
with MF (the Dermatologist Survey). The data produced from both surveys (though more heavily supported by the 
Patient Survey as there were more responses) ultimately suggested that a combination treatment may be most ideal- a 
routine that incorporates both allopathic and homeopathic treatments taken both orally and topically. 

Introduction 

For centuries, yeasts of the genus Malassezia Folliculitis (MF) have colonized the skin of many.  Malassezia (Pity-
rosporum) folliculitis is an inflammatory skin condition caused by an infection of the sebaceous glands with Malas-
sezia [1]. The Malassezia yeasts are lipophilic, meaning that they are attracted to lipids, many of which conventionally 
manifest as oils, fats, esters, and waxes. When MF colonizes the sebaceous glands of the skin, which are glands that 
produce oil located in the dermal layer, it yields several skin-related complications such as irritation and inflammation, 
yeast-related breakouts, itching and burning. The yeast typically colonizes the face, back, extensor surfaces of the 
arms, chest, and neck [2]. Unlike typical complications of the acne vulgaris strain, MF does not respond to most anti-
acne treatments because of its lipid-based pathogenesis and proliferation that make it vehemently stubborn and unique 
to treat. This stubborn persistence on the skin and resistance to conventional acne treatments encourages exploration 
for newer ways to manage and treat the yeast overgrowth; thus, treatment for Malassezia, in terms of this paper, means: 
allopathic (synthetic, lab-designed), and homeopathic (naturally derived, organic) medicines, of which can be taken 
topically (applied externally to the skin) or orally (ingested through mouth). 

A study included in the journal of Ethnopharmacology by Donato et al. reviewed published efficacies of 
essential oils as treatments for MF, which are a form of homeopathic treatment. The study concluded that essential 
oils as homeopathic medicine can prove worthy prospects for clinical application [5]. The study presents an important, 
foundational perspective for this paper, as it offers a perspective in favor of homeopathic treatment, a contrasting point 
of view. Moreover, studies have also found that oral medicine may prove more efficacious than topical medicine in 
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reducing MF on the skin due to its ability to penetrate the hair follicles from deep within [1]. For example, two common 
medicines for MF have been identified as Ketoconazole and Itraconazole, both of which can be orally ingested or 
applied topically. It is evident that there are several different available treatment options for Malassezia that, too, can 
be ingested orally or applied topically, aside from Ketoconazole and Itraconazole. 

Even so, however, the consensus is that the ultimate solution to reducing MF most effectively remains un-
clear, a randomized correlational study by Abderrahmen et al., notes [3]. MF often wreaks havoc on the skin, causing 
the aforementioned uncomfortable reactions, leaving patients and dermatologists alike, distraught. Thus, this paper 
seeks to determine the type of treatment most efficacious in reducing the presence and proliferation of dermal Malas-
sezia Folliculitis through a correlational research study that investigates response to alternate treatment types.    
 

Review of Literature 
 

 
 
Figure 1. Close up view of patient showing multiple Malassezia pustules; Sweeney et al., 2005. [4]. 
 
To preface, it is important to differentiate between the circulating definitions surrounding Malassezia Folliculitis. 
Though commonly referred to as Pityrosporum Folliculitis, the term does not appear to live up to the status quo in 
dermatology. In some research, it is described as a common inflammatory skin disorder that may mimic acne vulgaris 
[4]. Pityrosporum was a previously coined term which prompted many dermatologists to consider ‘Malassezia Follic-
ulitis’ a more modernly encompassing and fitting name for the condition. This is not to say that Pityrosporum is 
completely disregarded now, but rather that it is growing more uncommon in the sphere of dermatological research. 
Many researchers describe Malassezia Folliculitis as an inflammatory condition caused by infection with Malassezia 
yeast of the sebaceous glands [1]. Essentially, folliculitis is the inflammation or the reaction that occurs as a result of 
the overgrowth and colonization of the Malassezia yeast that is naturally present on the skin. For the purpose of this 
paper, the latter definition will be used instead because the broadness and ambiguity of the former definition fails to 
accurately encompass present-day dermatological findings.   

Several factors have been recognized to interfere with Malassezia yeast pathogenesis: environment, climate, 
diet, and treatment type. A comparative study noted that predisposing factors of MF in their patients primarily included 
seborrhea (excessive oil production), excessive exercise, and excessive sweating. Furthermore, the study noted that 
the differences in yeast colonization on different areas of the body were likely due to these varying predisposing 
factors that would not be the same for everyone, resulting in different breakout areas [3]. Another group of researchers 
recorded that Malassezia folliculitis is more frequent in tropical parts of the world, likely because of the humidity and 
warm climate. The study went on to show that it is common among immunosuppressed patients, diabetics, as well as 
in patients in broad-spectrum antibiotic treatment [8]. As for factors that directly encourage proliferation, one study 
noted that antibiotics may alter normal skin flora and lead to the yeast’s overgrowth [9]. Similarly, it showed that 
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occlusive clothing and topical (externally applicable) products, such as make-up, lotion, or sunscreens can contribute 
to the proliferation of the Malassezia yeast and promote flares.  

Moreover, the stubborn and complex nature of the yeast Malassezia prompts the existence of two dominating 
perspectives: those who assert that allopathic medicine is most effective in reducing the yeast and those who assert 
that homeopathic medicine is most effective. Within these perspectives, however, lie intricacies regarding the admin-
istering of medicine that will be addressed in further data collection if proved significant to the claim. For instance, it 
may be necessary to note if a medication were to be taken orally or applied topically if the findings demonstrate that 
a combination of both allopathic and naturopathic medicines administered topically and orally is most effective in 
reducing the Malassezia yeast. As some research has proposed, it is likely that a combination of medicine types would 
be best in hindering Malassezia. Here is an example regarding the administering of medicine (i.e., how it is taken): 
Systemic antifungal treatment is probably more effective than topical treatment, since it eliminates Malassezia located 
deeply within the hair follicles. Combined systemic and topical treatment may be favorable. [1] Reiterating, oral med-
icine may prove more efficacious than topical medicine in reducing MF on the skin due to its ability to penetrate the 
hair follicles from deep within [1]. The disagreements persist- In a study’s 6-week follow-up, those who had received 
systemic ketoconazole, or the combination of systemic and topical treatment had a clearance rate of 75% and 100%, 
compared to 9% in the topical treatment group [6]. Upon interpretation, the data reads that systemic (oral) medicine 
is superior in treating Malassezia folliculitis than topical medicine. Also, two common medicines for MF have been 
identified as Ketoconazole and Itraconazole, both of which, again, can be orally ingested or applied topically.  
  There is a similar dynamic with the efficacies of allopathic vs homeopathic medicines for treating Malassezia. 
A study that tested the efficacy of essential oils in reducing the Malassezia yeast concluded that essential oils are 
promising active treatments against Malassezia infections. It said further, that, in some cases, combinations of differ-
ent essential oils present synergistic effects, meaning that they work efficiently together over time. Despite these find-
ings, many perspectives seem to lean towards allopathic means. Further research found that topical antifungals are the 
most used therapy to treat Malassezia-related diseases and that azoles and polyenes (amphotericin B), are frequently 
employed to treat Malassezia-related skin disorders or infections in humans, with Itraconazole, Ketoconazole, and 
Posaconazole being the most effective drugs [7]. Thus, the debate that has amassed as a result of multiple studies and 
experiments unable to reach a consensus on the most efficacious treatment type presents a question: what is the extent 
to which the comparative efficacies of allopathic and homeopathic treatments affect the presence and proliferation of 
dermal Malassezia folliculitis?  
  The focus is not solely on how the medicine is taken, (though such may appear significant in the later data) 
but more solidly on the efficacy of treatment types (allopathic, homeopathic) in reducing MF. Reiterating, since most 
studies argue either in favor of topical or oral allopathic medicine, the lack of arguments in favor of homeopathic 
medicine becomes ever-increasingly more prominent. It becomes more apparent, also, that research neglects the ex-
ploration of the nature of homeopathic alternatives to allopathic, in general. Thus, this paper seeks to exceed those 
limitations and identify the most efficacious medicine type for treating Malassezia folliculitis, which will resultantly 
uncover the more profound and often neglected nature and behavior of homeopathic medicines.  
 

Methods 
  
This study seeks to determine the type of treatment most efficacious in reducing the presence and proliferation of 
dermal Malassezia Folliculitis through a correlational research study that investigates response to alternate treatment 
types. Since there are numerous treatment types [7] the findings that would potentially generate from this study are 
critical as they can assist the dermatological scene of treatment development and distribution, thus improving the 
overall well-being of the patients.   

Originally, the most desired method of data collection was an in-person, doctor monitored experimental study 
in which treatment type and efficacy as it relates to MF pathology would be observed in a laboratory. Due to re-
strictions set by COVID-19, doctor’s offices declined this approach. As a result, the types of treatment given and their 
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efficacies were instead analyzed through two correlational survey questionnaires that investigated response to different 
treatment types for MF. The two sets of expressed data: Patient experience and Dermatologist experience, were used 
to construct the “Patient Survey” (Appendix A) and “Dermatologist Survey” (Appendix B) models that would outline 
the findings of this study. Both perspectives were relevant to the study as reports from dermatologists who have pro-
fessionally dealt with MF would provide insight on the nuances of MF and its responses to generic medical treatments, 
likely allopathic ones, whereas reports from patients would likely generate data about treatment alternatives, such as 
homeopathic ones. Thus, the two categorical distinctions of the data served to contextualize the general trends in 
practices surrounding the treatment of MF. Both the parallels in data amongst the personal perspective of a patient 
and the professional perspective of a dermatologist intersect the potential efficacies of allopathic and homeopathic 
treatments alike in improving MF.  
  The selection process- though broader for the aims of this specific research- varied for both perspectives. The 
study employed “Convenience Sampling,” or the data collection technique that holds that participants are selected by 
the researcher’s convenience; in other words, open to whomever is interested. Within the context of this study, the 
survey questionnaire was open to whomever was ‘available’ to participate. Dermatologists were contacted in 3 ways: 
In local dermatology offices, via an email through Gmail that contained the link to the survey, in-person flyer distri-
butions to dermatology offices containing the link for the survey, and through phone calls where the link to the survey 
was given. By contrast, patient respondents were found strictly on social media platforms, specifically Reddit and 
Facebook Groups. Prior to entering the questionnaire section of the survey, both parties had to agree on their respective 
consent forms in order to participate. To ensure confidentiality, no personal information such as: names, organization, 
contact information, was asked of the participants. Information such as location; however, was asked, but was an 
optional, “open-ended” field in order to meet confidentiality guidelines. To eliminate any potential conflicts and eth-
ical issues, the study design, methods, and procedures were approved by the Inquiry Review Board (IRB). After the 
agreement of consent, participants were able to move on to the rest of the survey, where the questionnaire began.   

The survey contains set restrictions to ensure recipients meet the qualifications to participate: For the Patient 
Survey, participants must verify that they have been professionally diagnosed with MF before or have a current diag-
nosis at the time of participating in the survey. For the Dermatologist Survey, dermatologists must verify that they 
have treated MF before or are currently treating MF at the time of participating in the survey. Both parties must 
confirm their initial respective responses prior to entering the rest of the survey, as failure to do so will remove them 
from participating.    

Both the “Patient Survey'' and “Dermatologist Survey” questionnaires divided data into distinct sections re-
lating to treatment type: allopathic or homeopathic treatment, and whether taken orally or applied topically. Under 
this, data was to be generated and classified under 9 treatment-related categories. For reference, the notations are of 
the following format: [Treatment type - Manner in which taken]. The 9 treatment-related categories were: [allopathic-
topical], [allopathic-oral], [allopathic- topical + oral], [homeopathic-topical], [homeopathic-oral], [homeopathic- top-
ical + oral], [allopathic + homeopathic-topical], [allopathic + homeopathic-oral], [allopathic + homeopathic- topical 
+ oral]. This organized data so that it would be more easily identifiable, classifiable, and, thus, interpretable under a 
specific label. Expanding upon this, both the Patient survey and Dermatology survey questionnaires included several 
questions of mixed format: the majority contained multiple choice questions, followed by select all questions, and 
lastly, one or two free response questions. The questions encompassed the nature of the treatment employed for MF 
and its visible effects on the skin to narrow down the most potentially efficacious treatment for MF.   

The questionnaires were structured so that the questions a participant would receive were contingent upon 
the answer they provided to the previous question. This was part of ensuring that the participant takes the survey 
questionnaire under the labeled section of their respective treatment category. Furthermore, participants were asked a 
preliminary set of questions which asked them the type of treatment taken and how it was taken. Again, these serve 
to identify the type of respondent and classify them under a specific treatment category in which they would answer 
the remainder of the survey under. After answering the “preliminary” questions that classified participant response 
under the specific treatment type category, the rest of the survey was the same for each participant as they were given 
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the same set of questions to follow up on under their respective treatment label. These questions can be further visu-
alized in the Figures below.    

 
Figure 2. Patient Survey Questionnaire- Preliminary Questions.  
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Figure 3. Patient Survey Questionnaire- Survey questions. 

 
Figure 4. Dermatologist Survey Questionnaires- Preliminary Questions.   
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Figure 5. Dermatologist Survey Questionnaire- Survey Questions. 
 

Results 
 
With respect to the two variations of both distributed surveys, the results are as follows: The Patient Survey received 
15 total participants, whereas the Dermatologist Survey received a total of 3. It is important to acknowledge that the 
dermatologist results produced were from a total of 3 doctors, 2 of which specialized in a field: in one rheumatology 
and the other in dermatology, and the other remaining doctor in general medicine. Despite differences in specializa-
tion, all doctors confirmed having treated patients with MF; thus, the potential disparities of these differences are of 
little to no significance with regards to the validity of the results.   

The Patient Survey received 16 total responses with the omission of one participant that reported having not 
received treatment for MF in the preliminary questions, which disqualified and removed them from participating in 
the survey questionnaire. Thus, the following data pertains to the 15 remaining participants who were able to respond. 
Again, the notations are of the following format: [Treatment type - Manner in which taken]. The participants generated 
data under 6 of the 9 treatment categories mentioned before: [Allopathic - Topical], [Allopathic - Oral and topical], 
[Homeopathic - Topical], [Homeopathic - topical and oral], a partial combination treatment [Allopathic + homeopathic 
- topical], and a complete combination treatment [Allopathic + homeopathic - topical + oral]. Overall, the Patient 
Survey received more feedback than the Dermatologist Survey.  

For background, 6 out of 15 (40%) of the total participants reported having been on antibiotics at the time of 
treatment. It is important to note that antibiotics are notoriously known for, both empirically and anecdotally, inter-
fering with the skin’s naturally occurring microbiota and encouraging the proliferation of MF [9]. 7 out of 15 (46.66%) 
of the total participants were treated in continental areas, characterized by varying warm-cool summers and very cold 
winters, 6 out of 15 (40%) in temperate areas with warm, humid summers, thunderstorms and mild winters, 1 out of 
15 (6.66%) in tropical (hot and humid with lots of precipitation) and 1 out of 15 (6.66%) in arid areas (dry, little 
precipitation). Temperate and tropical climates typically have higher humidity than their drier, cooler counterparts, 
which is known to be optimal for MF pathogenesis and the exacerbation of its symptoms [10]. Despite these apparent 
setbacks, results demonstrated progress, notably for the complete combination treatment of allopathic and homeo-
pathic medicines taken both topically and orally [Allopathic + homeopathic - topical + oral].   

With respect to the physiological tendencies of MF, the data documents that 14 out of 15 (93.33%) of total 
surveyed patients were affected on the face, 9 out of 15 (60%) on the chest, 8 out of 15 (53.3%) on the upper back, 6 
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out of 15 (40%) on the shoulders, and the remaining 3 (19.98%) participants entered a custom response for “trunk,” 
“legs and armpits,” and “scalp.”  Prior to the administration of treatment, 12 out of 15 (80%) total participants reported 
having frequently dealt with abnormalities in skin texture, 13 out of 15 (86.66%) with inflammation (pimples, 
breakouts), and 14 out of 15 (93.33%) with irritation (itching, redness, pain). The remaining amount was represented 
by one participant who reported back a custom entry for "extreme itchiness."  

Thus, the data reflects that the most prominent MF- induced symptoms are irritation, inflammation, and grit-
tiness of which have a tendency to concentrate on areas like the face and chest.    

 
An abundance of patients experienced relief after treatment, with over 60% of the total participants experi-

encing improvement in the feel and texture of the skin, a visible reduction of inflammation and of irritation, with only 
20% of participants reporting no improvement. Regarding skin severity, the data shows a significant shift in population 
percentage under different categories. 

Prior to treatment, 50% of allopathic users experienced severe and moderate symptoms, but after treatment, 
that percentage has been reduced to 25%. Contrastingly, homeopathic users found no change: the ratios stayed the 
same prior and post treatment. The data produced from the Patient Survey reveals that allopathic medicine accom-
plishes a more significant decrease in MF amongst patients than does homeopathic medicine. However, the data pales 
in comparison to the partial combination treatment [allopathic + homeopathic], which shows the greatest range differ-
ence in data. These values will be visually compared in Graph 1. On the left of the graph, which shows skin severity 
prior to treatment, the combination treatment shows 1 response for mild, and 2 for severe. Post treatment, however, 
there was an increase in reports for mild symptoms, with 3 participants reporting back the change. Moreover, 2 more 
participants clustered under moderate symptoms, which demonstrates improvement from the previous reports under 
just mild and severe reports. This suggests that a combination of allopathic and homeopathic treatments can prove 
more efficacious than the two alone.  
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Interestingly enough, participants who had taken a combination treatment of both allopathic and homeopathic 
medicine had experienced a 50% decrease in the number of participants who reported experiencing severe symptoms 
and a 40% increase in the number who reported experiencing mild symptoms. This means that the data used to heavily 
cluster under “severe” symptoms, but after combination treatment, data began to cluster under “mild” and “moderate” 
symptoms- largely. This suggests the efficacy of combination treatment. This suggests that although allopathic medi-
cine (especially when taken orally) does trump homeopathic medicine alone, a combination treatment may be most 
efficacious in delivering the most significant results in the reduction of MF.  

As a subset of the above conclusion, the Patient Survey also produced ancillary data that explored the most 
efficacious manner in which to take the combination treatment, represented below in Figure 7. Although it is estab-
lished that a combination of allopathic and homeopathic treatments may be more efficacious than when given treat-
ments independently, the survey data suggests that the manner in which the combination is taken can impact efficacy.  

 
40% of respondents reported taking antibiotics at the time of treatment. Note that one specific report from a participant 
said that the “antibiotics worsened it,” with “it” in reference to MF. The average length of treatment was 22 days.    
The Dermatologist Survey showed that prior to the administration of treatment, 2 medical professionals reported that 
patients frequently dealt with abnormalities in skin texture as well as with inflammation and irritation, as shown below 
in Figure 8. Of those breakdowns, all who had been administered allopathic medicine orally had experienced inflam-
mation and irritation prior to treatment, while all who were administered a combination of allopathic medicine both 
topically and orally had experienced abnormalities in skin texture, inflammation (pimples, breakouts) and irritation 
(itching, redness, pain) prior to treatment. The most frequently affected areas of the body were shown to be the upper 
back and shoulders (all doctors reported), followed by the chest (2 out of 3 doctors reported) and lastly, the face (1 
out of 3 doctors reported), respectively. All 3 doctors reported that patients who were administered allopathic treatment 
reported moderate symptoms prior to treatment. In the follow-up visits, the medical professionals noted an egregious 
improvement in the skin of their patients, with a complete eradication of MF for those who were administered a 
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combination of allopathic medicine both topically and orally; whereas those who administered solely allopathic med-
icine orally, without combination, saw an incomplete, partial eradication. This shows that 2 out of 3 doctors who used 
a combination treatment found it to be completely successful, while those who did not employ a combination treat-
ment, despite using allopathic medicine, did not encounter a complete success. The relief was characterized by an 
improvement in the feel and texture of the skin, a visible reduction of inflammation, and a reduction of irritation. More 
specifically, patients who were administered the combination of allopathic medicine topically and orally [allopathic - 
topical + oral] experienced a complete relief with all of their previous skin problems.  

Furthermore, patients who were administered solely allopathic medicine orally [allopathic - oral] reduced 
their overall skin severity from “moderate” to “mild,” whereas those who were administered the combination of allo-
pathic medicine both topically and orally [allopathic - topical + oral] reduced their overall skin severity from “mod-
erate” to “no symptoms.” Thus, the data demonstrates a greater leap of improvement in skin severity in patients who 
were administered allopathic medicine both topically and orally than just orally alone, suggesting the greater efficacy 
of a combination treatment in eradicating MF. When compared with the data from the Patient Survey, the argument 
for the efficacy and versatility of a combination treatment for MF remains strongly evident, and specifically one that 
encompasses all combinations of the medicine types: An allopathic and homeopathic dosage used both topically and 
orally [allopathic + homeopathic - topical + oral]. To note, none of the total patient population experienced any severe 
side effects from treatment, and the average length of treatment was 22 days.   

Discussion 
 
 Given that across both survey questionnaires, allopathic medicine taken orally [allopathic - oral] and home-
opathic medicine applied topically [homeopathic - topical] delivered the most significant individual improvement, the 
data suggests that a combination administration: allopathic and homeopathic medicine taken in both topical and oral 
form [allopathic + homeopathic - topical + oral], is most promising in reducing MF. This is further exemplified through 
the 66% decrease in the number of participants who reported experiencing severe symptoms and the 42% increase in 
the number who experienced mild symptoms. These statistics are similar to the ones of the simple combination 
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treatment of allopathic and homeopathic medicine mentioned previously, though they are slightly higher, indicating 
more improvement. This rationalizes why addressing the manner in which medicine is taken is significant to the 
eradication of MF.    

As all of its responses collected data only for “allopathic” treatment, the Dermatologist Survey produces no 
statistical standard of comparison independently, which renders it infeasible to have any independent conclusions 
drawn from it regarding the comparative efficacies of allopathic and homeopathic treatment types. To reconcile these 
disparities, the Dermatologist Survey was compared to the Patient Survey to identify underlying trends in data amongst 
both patient and medical professional populations and concluded that allopathic treatments often work better than 
homeopathic ones. It found further, however, that a complete combination treatment of allopathic and homeopathic 
medication taken topically and orally [allopathic + homeopathic - topical + oral] was most efficacious in reducing 
dermal Malassezia folliculitis. Such is represented by Table 1, below.   

 
Table 1. Overlapping Data Trends between the Patient Survey and Dermatologist Survey. 

 Patient Survey Results Both Dermatologist Survey Re-
sults 

Allopathic treatment as 
a whole (taken either 
topically or orally) 

From severe symptoms 
prior to treatment to 
mostly mild and moderate 
post treatment. 

 From all experiencing mod-
erate severity prior to treat-
ment, to mild and no symp-
toms post treatment. 

Allopathic oral + topical From all experiencing se-
vere symptoms prior to 
treatment to an even distri-
bution. of mild, moderate, 
and severe post treatment. 

Significant improvement. 
Efficacious treatment. 

All users saw a full eradica-
tion of MF. From moderate 
symptoms prior to treat-
ment to no symptoms post 
treatment. 

Allopathic oral alone   Incomplete but significant 
eradication of MF. From 
moderate symptoms to 
mild. 

 

Conclusion and Implications 
 
Evidently, the Dermatologist Survey reaffirms the efficacy of allopathic medicine over homeopathic medicine (holis-
tically and generally, taken either orally or topically), as was demonstrated in the findings of the Patient Survey. The 
overlaps in the data also further the principle of using a combination treatment for the strongest eradication of MF, 
which is implementing allopathic and homeopathic treatment both topically and orally. Regarding the purpose of the 
research, the conclusion is that allopathic treatment is in fact wholly more effective than homeopathic treatment when 
compared independently. The study produced a further finding that closed unfinished hypotheses in previous derma-
tological studies that proposed that a combination treatment was most effective. The final finding from the study was 
that which further described the most efficacious form in which to take treatment, which is both topically and orally. 
The data holistically suggested that the combination treatment, [allopathic + homeopathic - topical + oral] could be 
most efficacious in eradicating MF.  
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Future Research 
 
As the study suggested that homeopathic medicines do, in fact, have merit in the medical sphere, the usage of these 
medicines should be further researched in a setting that controls confounders such as diet and climate. The efficacious 
potentiality of the combination treatment [allopathic + homeopathic - topical + oral] across different regions should 
also be studied. Doing this will provide more clarity on the individual efficacy of the treatment unaffected by potential 
confounders, and can assist in reaching a more definite, thorough conclusion on the comparative efficacies of allopa-
thic vs. homeopathic treatments in reducing MF. The aim of the study is then to encourage dermatologists and doctors 
to focus attention on and consider combination treatments that include homeopathic medicine as an improver of MF, 
since the inclusion of homeopathic medicines as part of combination treatments has proved to hold promise. In con-
sidering this, more research can be done in the dermatological sphere to reconcile the aforementioned limiting dispar-
ities of this study: climate, diet, COVID-19. The overarching aim is that, with more research, more attention is given 
to the potential relief and satisfaction of patients and dermatologists alike with respect to MF.  
 

Limitations 
 
Recall that in the Patient Survey, 40% of respondents reported taking antibiotics at the time of treatment. Antibiotics, 
as mentioned previously, can interfere with the skin’s microbiome and tamper with MF growth. This could affect data 
relating to treatment efficacy, though, in this study, no significant impact was found. 

The Dermatologist Survey received especially less participants than the Patient Survey which was due largely 
in part to COVID-19 and its restrictions on social activity. As it was holistically difficult to get responses from der-
matology offices, the Dermatologist Survey results produced came from a total of 3 doctors, 2 of which specialized 
in a field: in one rheumatology, one in general medicine, and the other in dermatology. Furthermore, patients were in 
a tropical environment at the time of treatment, which, again, is characterized by high levels of precipitation and 
humidity known to be optimal for MF pathogenesis and the exacerbation of its symptoms [10]. This setback did not 
seem to be of much significance to the data in this survey, however, as different outcomes still persisted. 
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