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ABSTRACT

Background: Dermatophytic infection is the most commonly seen skin disease in our dermatology OPD. Dermatophytic infection is
commonly seen in trophic and subtrophic regions like India. This study is done to find out the commonest type of Dermatophyte
seen in our dermatology OPD and the organism causing the dermatophytic infection. Aims and objectives:1) To find out the
commonest clinical type of Dermatophytic infection in our dermatology Out Patient department.2) To correlate between the KOH
mount, Culture positivity and Dermatophytic infection. Materials and methods: 50 patients of dermatophytosis attending the
dermatology outpatient department of Meenakshi Medical College and Research Institute from January 2013 to January 2014 are
included in our study.KOH mount and fungal culture was done for all the patients with Dermaphytic infection. RESULTS: Male are
more commonly affected than females in dermatophytosis. 21-30 years age group is commonly affected although patients of all age
can be affected by dermatophytosis. Tinea corporis is the commonest clinical type T.rubrum is the commonest etiological agent

isolated.
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INTRODUCTION

Dermatophytosis is a superficial fungal infection affecting the
keratinized tissue. The infection is commonly known as
‘tinea’. In olden days Romans thought the infection was
caused by insects. [1]

Dermatophytes are defined as keratinophilic organisms that
have the ability to invade hair, nails, and the skin of the living
host, Common symptoms of tinea infection are itching, rashes,
nail discolouration, hair loss, occurs with tinea capitis (mainly
a disease of children.). Complications such as secondary
infections can lead to symptoms.

Dermatophytes can be classified as following:

Kingdom: Fungi

Phylum: Ascomycota

Order: Onygenales

Genus: Arthroderma, Nannizia

Microsporum, Trichophyton, and Epidermophyton are the
most common genera affecting hair, skin and nails.
Dermatophytes that can cause infection are T rubrum, T
schoenleinii, T tonsurans, T violaceum, M audouinii, E
floccosum etc.

These species can be found in soil, on humans and animals
and they are named as Geophilic, Anthrophophilic, Zoophilic
respectively[ 2].

The Geophilic organisms have less virulence when compared
to anthrophophilic organisms [3, 4].

Diseases predisposing to fungal infection are Diabetes
mellitus, Lymphomas [5], Imnmunocompromised patients [6],
Cushing diseases[7] etc.

Dermatophytic infection affects various parts of body such as
scalp, face, beard, body, groin, nails etc.
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The fungal infection which affects scalp is known as

Tineacapitis. It is more common in children, particularly boys

are more commonly affected than girls [8]

The fungal infection affecting beard and moustache areas of

the face is known as Tineabarbae, other names are barber

itch’s and tineasycosis. Infection is more common in rural

areas [9, 10]

The fungal infection affecting the glabrous skin is called as

Tineacorporis, the variant of Tinea corporis is Tinea imbricate

which is caused by T.concentricum.Tinea imbricata is

inherited as an autosomal recessive trait [11].

The fungal infection of groin is known as Tineacruris, other

names are ‘dhobi’s itch or jock itch in India. tinea cruris is

common in warm and humid climate, especially monsoon

condition[12].

The fungal infection of nail plate is called as Tinea unguium

which accounts for more than 50% of nail disorders [13].

Aims and objectives:

1) To study the various clinical type of dermatophytic
infection.

2) To correlate between KOH mount, Culture sensitivity and
Dermatophytic infection.

MATERIALS AND METHODS

Patients with clinical features of dermatophytosis attending
the outpatient Department of Dermatology, Meenakshi
Medical College and Research Institute, between January
2013 and January 2014

Inclusion Criteria: All the patients with clinically diagnosed
Dermatophytosis are included in study.
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Patients of all the age group were included

Both sexes were included in the study

Exclusion Criteria: 1. Use of anti fungal therapy (oral as well as
topical)

2. Presence of serious systemic disorders.

Prior to the study an informed consent was obtained from the
patients and a standard ethical committee clearance was
given by the Institutional ethical committee after which the
study was carried.

Type of study: A Descriptive study

A detailed history was taken with emphasis on age, sex,
occupation, site type and duration of symptoms, social
economic status and personal hygiene, type of clothing, foot
wear habit h/o trauma obesity housing were recorded.

A thorough cutaneous examination was conducted including
that of hair and nails. Scrapings will be collected form active
edge of lesion, with blunt edge of the sterile scalpel after
cleaning with 70% alcohol to remove surface contaminants.
The material will be subjected to direct microscopic
examination for fungus after treating with 10% KOH for 20
minutes.

In tinea capitis, infected and lusterless hair were collected.
Care was taken to collect the basal portion of the hair as the
fungus was usually found in this area in tinea unguium, the
affected nails were swabbed with 70% alcohol and nail
clipping were taken. It was kept overnight in a bottle
containing 20% KOH and subjected to direct microscopy. In
case of subungual hyperkeratosis, sub-ungual debris was
taken for direct examination under microscope.

The sample was stored in sterilized gauze to reduce bacterial
contamination and was cultured in sabourads agar medium
for identifying organism.

All results were recorded, tabulated and analyzed according
to statistical proportion.

RESULTS

Sex distribution: Males are affected more than Females. 70%
of the males are affected and 30% females are affected.

fungal infections are relatively less common in women, this is
because women are less exposed to an environment
conductive to the spread of organism. [1]

Age distribution: 40% of the patients in the age group of 21-
30 years are affected followed by 36% in the age group of 31-
40 followed by 4% in 10-20 years age group and 4% in 71-80
age groups.
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Fig 1: Age incidence
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Fig 2: Comorbid illness
20% of patients in this study are affected with Diabetes
mellitus followed by 16% of patients with Hypertension
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Fig 3: Clinical types of Dermatophytes

Clinical type of dermatophytosis: Tinea corporis is the
commonest Type with 64% followed by 20% in Tinea cruris
followed by Tineapedis, Tineabarbae,
Tineamannum, andTinea capitis.

Tineafaciei,

DISCUSSION

Of 50 patients included in the study, 42 patients showed
positive sensitivity for fungal culture and 35% patients
showed positive for T.rubrum followed T.mentographyte
accounting for 25% followed by others.

Among the 50 patients diagnosed with dermatophytosis, our
study showed a male predominance, accounting for 70% of
the patients.

In a study performed by Damle as et al the male to female
ratio being 4:1[14]. This possibly reflects greater contact of
males with the contaminating sources in their working sites
Although all age group can be affected, the majority of
patients in our study are in the 21 to 30 years accounting for
40% of the patients. Shah AK et al reported that the highest
incidence of dermatophytosis was in the age group between
20-40 years.

In this study maximum number of patients were labourers
(40%) followed students (22%) followed by housewives.
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Tinea corporis was the most common clinical diagnosis made.
(64%) of the (50)patients studied were diagnosed with Tinea
Corporis.This observation is similar to the other studies done
by Peerapur et al, conducted at Bijapur[15], where 102
clinically diagnosed patient’s most common clinical pattern
was of Tinea corporis with cruris, followed by Tinea cruris.

In our study 80% of the total patients examined were positive
by microscopy. study by KamakarSeta fungus
identification by KOH mount was positive in 86% cases.
Microbiological species causing
dermatophytosis is a very important in diagnosing the
condition and finding the Etiological agent .T rubrum was the
most common species accounting for 35% followed by
T.mentogrophyte identified on culture being positive by in 25
% of patients. Most studies from India however reported
Trichophyton rubrum as the commonest organism.
Limitations: since patients were from rural village of
kanchipuram, follow up was not regular.

In a

confirmation of the

CONCLUSION

Male are more commonly affected than females in

dermatophytosis. 21-30 years age group is commonly
affected although patients of all age can be affected by
dermatophytosis. Tinea corporis is the commonest clinical
type, T.rubrum is the commonest etiological agent.
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