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Abstract 
INTRODUCTION:  
The current perception among dermatologists based on their experience in the outpatient’s clinics is that there is a huge 
change in clinical profile, both qualitative and quantitative, in the patients presenting with dermatophytosis. The 
prevalence of superficial mycotic infection is about 20%–25% of the world population, and dermatophytes is the leading 
microorganism responsible. Now there is a changing trend in the dermatophytic infections, the cases are presenting as 
chronic, not responding to usual treatment and also there are recurrent cases. Dermatophytosis is a contagious disease that 
spreads by direct or indirect contact. Until a few years ago, it had been a disease treated with ease using antifungal agents. 
In the recent past, there has been a failure of treatment with conventional therapy and emergence of an epidemic of 
recurrent and chronic dermatophytosis in India.  
MATERIAL AND METHODS: Our study population included 112 patients who were clinically diagnosed as dematophytosis in 
the Outpatient department (OPD). Clinical history of all patients was taken. Demographic data such as age, sex, occupation, 
duration of disease, history of recurrence, habits and associated diseases was recorded. Culture were done in all suspected 
cases. Nail scrapings, clippings and sub-ungual debris were collected.  
RESULTS: In present study there were in all 112 patients among which maximum number of patients about 33% belonged 
to age group 11 to 20, majority of which were males 66.96% whereas 33.04% were females. 50% were culture positive 
among all patients and microscopy was positive in 58.93% of cases. Trichophytonrubrum species was isolated 
predominantly in 57.1% cases, Trichophytonmentagrophyte was found in 23.2% of patients followed by 
microscoporumgypsium isolated in 12.5% cases and E.floccosum was seen isolated in 7.1% among all clinical types. 
Percentage of tineacorporis, tineacapitis and tineacruris was 39.3%, 18.8% and 13.4% respectively.  
CONCLUSION: Dermatophytosis was found to be common in second decade of life and male were commonly affected. T. 
rubrum was most common isolate. The need of the hour is carry out multicentric large epidemiologic studies that can 
effectively establish the prevalence of fungal isolates and its antifungal resistance status. 
 

 

Introduction 

One of the common diseases encountered by the 
dermatologists is dermatophytosis and there has 
been an increasing trend of dermatophytosis over 
the last few years in different parts of Indiai. 
Dermatophytosis can be defined as superficial 
fungal infection of keratinised tissues caused by 
dermatophytes. The current perception among 
dermatologists based on their experience in the 
outpatient’s clinics is that there is a huge change in 
clinical profile, both qualitative and quantitative, in 
the patients presenting with dermatophytosisii. The 
prevalence of superficial mycotic infection is about 
20%–25% of the world population, and 
dermatophytes is the leading microorganism 
responsible. The current upsurge of complicated 

dermatophytosis in India has also been noted in 
other parts of the world, particularly the tropicsiii. 
Now there is a changing trend in the dermatophytic 
infections, the cases are presenting as chronic, not 
responding to usual treatment and also there are 
recurrent casesiv. 

Dermatophytosis is a contagious disease that 
spreads by direct or indirect contact. Until a few 
years ago, it had been a disease treated with ease 
using antifungal agents. In the recent past, there 
has been a failure of treatment with conventional 
therapy and emergence of an epidemic of recurrent 
and chronic dermatophytosis in Indiav, vi. 
Dermatophytes are classified as asexual or 
imperfect an (anamorphic) mould which belongs to 
three genera, i.e. Trichophyton, Microsporum,  
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and Epidermophyton and there are about 40 
species of dermatophytes under these three 
generavii. The taxonomy of dermatophytes is an 
evolving area and the use of molecular studies to 
study the relatedness of species has led to 
confusion and conflicts in the literature. 
Dermatophyteshas three different ecological 
sources, humans, animals, and soil, based on which 
dermatophytes are classified into geophilic, 
zoophilic, and anthropophilic species. In India, 
common species noted are  Trichophytonrubrum, 
followed by  Trichophyto-nmentagrophytes  and  
Microsporumgypseumviii. Atypical tinea presents 
with clinical appearances which ranges from 
eczematous, psoriasis-like, pustular lesions, 
pseudoimbricata (concentric rings), and rosacea-like 
lesions which are resistant to treatmentix. 

MATERIAL AND METHODS 

The present study was carried out in the 
department of Dermatology at Madhubani Medical 
College, Madhubani Bihar. Our study population 
included 112 patients who were clinically diagnosed 
as dematophytosis in the Outpatient department 
(OPD). Clinical history of all patients was taken. 
Demographic data such as age, sex, occupation, 
duration of disease, history of recurrence, habits 
and associated diseases was recorded.  

The patients were classified according to the sites 
of fungal involvement. From the edges of the 
lesions and roof of the vesicles skin scrapings were 
taken. In tineaunguium nail scrapings, clippings and 
sub-ungual debris were collected. Direct 
microscopy was done in 10% KOH for skin scrapping 
and 40% KOH for nail clipping. Cultures were done 
in all suspected cases. For primary isolation 
Sabouraud's dextrose agar slopes with 
chloramphenicol and cycloheximide were used. 
Subculture was done in Sabouraud's dextrose agar 
without antibiotics.  

OBSERVATIONS AND RESULTS 

In our study 112 consecutive samples were taken 
from the patients attending dermatology OPD with 
strong clinical suspicion of dermatophytes.  

 

 

 

Table 1: Age distribution of patients 

Age group N % 

11 - 20 37 33.04% 

21 - 30 29 25.89% 

31 - 40 22 19.64% 

41 - 50 15 13.39% 

51 - 60 9 8.04% 
 

In present study there were in all 112 patients 
among which maximum number of patients about 
33% belonged to age group 11 to 20 followed by 
age group 21 to 30 which included nearly 26% of 
patients.  

Table 2: Sex distribution of patients 

Sex N % 

Male 75 66.96% 

Female 37 33.04% 

Among all patients in this study, majority of them 
were males about 67% whereas 33% were females. 
The male to female ratio is 2.02:1.  

Table 3: Results of microscopy and culture 

 KOH  
positive,  
Culture  
Positive 

KOH  
negative,  
Culture  
positive 

KOH  
postive,  
Culture  
negative 

Total 

Number 44 12 22 78 

Percentage 39.29% 10.71% 19.64% 69.64% 

 
It has been observed that 50% were culture positive 
among all patients and microscopy was positive in 
58.93% of cases.  

Table 4: Culture positive isolates 

Clinical type Number % 

Tricophytonrubrum 32 57.1% 

Trichophytonmentagrophyte 13 23.2% 

Microsporumgypsium 7 12.5% 

Epidermophytomfllocosum 4 7.1% 
 

Trichophytonrubrum species was isolated 
predominantly in 57.1% cases, 
Trichophytonmentagrophyte was found in 23.2% of 
patients followed by microscoporumgypsium 
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isolated in 12.5% cases and E.floccosum was seen 
isolated in 7.1% among all clinical types.  

Table 4: Region wise distribution of dermatophyte 

Disease N % 

Tineacorporis 44 39.3% 

Tineacapitis 21 18.8% 

Tineacruris 15 13.4% 

Tineaunguium 11 9.8% 

Tineapedis 8 7.1% 

Tineaaxillaris 5 4.5% 

Tineamanuum 3 2.7% 

Tinea incognito 2 1.8% 

Tineafaciei 2 1.8% 

Tineabarbae 1 0.9% 
 

Percentage of tineacorporis, tineacapitis and 
tineacruris was 39.3%, 18.8% and 13.4% 
respectively. Tineaungunium was found to be 9.8% 
followed by tineapedis and tineaaxillaris at 7.1% 
and 4.5% respectively. Tineasmanuum was 
observed in 2.7% while tinea incognito and 
tineafaciei was seen in 1.8% and least was 
tineabarbae observed in 0.9% only.  

DISCUSSION 

The diagnostic difficulty of dermatophytosis has 
been posed in the recent past with the emergence 
of atypical dermatophytosisx.Topical steroid misuse 
has been proposed as the main culprit for the 
atypical presentations. Many cases are also 
associated with cutaneous adverse effects of 
steroid abuse such as striae, atrophy of skin, 
acneiform eruptions, and rosaceaxi.  

In our study maximum patients were in the age 
group of 11- 20 age group and the male 
outnumbered the female with 66.96% of male and 
33.04% of female. Similar results were shown by 
Bindu et al. in their study.xii Increasing trend of 
chronic dermatophytosis has been observed in 
various studies. xiiiMale-to-female ratio was 
approximately equal in first episode, but a slight 
male preponderance was seen in chronic cases and 
may be related to more outdoor activities in males. 

It has been observed that 50% were culture positive 
among all patients and microscopy was positive in 
58.93% of cases,but Surendran et alxiv. reported 
39% culture positive 

In our study Trichophytonrubrum was isolated 
predominantly in 57.1% cases, 
Trichophytonmentagrophyte was found in 23.2% of 
patients followed by microscoporumgypsium 
isolated in 12.5% cases and E.floccosum was seen 
isolated in 7.1% among all clinical types. In a study 
by Jain et al. T. rubrum was the most common 
species isolated in the first episode and in chronic 
dermatophytosis followed by T. mentagrophytes 
while species, such as T. tonsurans and single cases 
of T. schoenleinii, E. floccosum and M. audouni,  
were isolated from chronic casesxv. 

In a study it was reported that many atypical 
presentations of steroid modified tinea and it 
included erythema, pseudoimbricate, eczematous 
lesions, and pustules. The centrifugal spread of 
dermatophytosis is because of the CMI clearing the 
fungus in the center of the lesion and the 
dermatophyte moving radially further out at a rate 
that is faster than the rate of shedding of the outer 
corneocytes to survivexvi. 

In our study Tineacorporis, tineacapitis and 
tineacruris was 39.3%, 18.8% and 13.4% 
respectively. In astudy by Bindu et al Tineacapitis 
was seen predominantly in male children.  

CONCLUSION 

To conclude in our study dermatophytosis was 
found to be common in 2nd decade of life and male 
were commonly affected .the commonest isolate 
was T. rubrum. The need of the hour is carry out 
multicentric large epidemiologic studies that can 
effectively establish the prevalence of fungal 
isolates and its antifungal resistance status. 

REFERENCES 

                                                             
1. Narasimhalu CR, Kalyani M, Somendar S. A cross-

sectional, clinico-mycological research study of 
prevalence, aetiology, speciation and sensitivity of 
superficial fungal infection in Indian patients. J 
ClinExpDermatol Res 2016;7:324.  

2. Panda S, Verma S. The menace of dermatophytosis 
in India: The evidence that we need. Indian J 



Dr. Shahid Hassan et al, International Journal of Medical and Biomedical Studies(IJMBS) 
 
 

148 | P a g e  
 

                                                                                                   
DermatolVenereolLeprol [serial online] 2017 
[cited 2019 Jul 22];83:281-4.  

3. Teklebirhan G, Bitew A. Prevalence of dermatophytic 
infection and the spectrum of dermatophytes in 
patients attending a tertiary hospital in Addis Ababa, 
Ethiopia. Int J Microbiol 2015; 2015:653419. 

4. Bindu V, Pavithran K. Clinico-mycological study of 
dermatophytosis in Calicut. Indian J 
DermatolVenereolLeprol 2002;68:259-61. 

5. Verma S, Madhu R. The great Indian epidemic of 
superficial dermatophytosis: An appraisal. Indian J 
Dermatol 2017;62:227-36. 

6. Dogra S, Uprety S. The menace of chronic and 
recurrent dermatophytosis in India: Is the problem 
deeper than we perceive? Indian Dermatol Online J 
2016;7:73-6. 

7. Seebacher C, Bouchara JP, Mignon B. Updates on the 
epidemiology of dermatophyte infections. 
Mycopathologia 2008;166:335-52.   

8. Noronha TM, Tophakhane RS, Nadiger S. Clinico-
microbiological study of dermatophytosis in a 
tertiary-care hospital in North Karnataka. Indian 
Dermatol Online J 2016;7:264-71.  

9. Dogra S, Narang T. Emerging atypical and unusual 
presentations of dermatophytosis in India. 
ClinDermatol Rev 2017;1Suppl S1:12-8.   

10. Dogra S, Narang T. Emerging atypical and unusual 
presentations of dermatophytosis in India. 
ClinDermatol Rev 2017;1Suppl S1:12-8.   

11. Dutta B, Rasul ES, Boro B. Clinico-epidemiological 
study of tinea incognito with microbiological 
correlation. Indian J DermatolVenereolLeprol 
2017;83:326-31. 

12. Bindu V, Pavithran K. Clinico - mycological study of 
dermatophytosis in Calicut. Indian J 
DermatolVenereolLeprol [serial online] 2002 
[cited 2019 Jul 22];68:259-61.  

13. Sudha M, Ramani CP, Anandan H. Prevalence of 
dermatophytosis in patients in a tertiary care centre. 
Int J Contemp Med Res 2016;3:2399-401.  

14. Surendran K, Bhat RM, Boloor R, Nandakishore B, 
Sukumar D. A clinical and mycological study of 
dermatophytic infections. Indian J Dermatol 
2014;59:262-7. 

15. Jain N, Sharma M, Saxena VN. Clinico-mycological 
profile of dermatophytosis in Jaipur, Rajasthan. 
Indian J DermatolVenereolLeprol 2008;74:274-5.  

16. Verma S, Madhu R. The great Indian epidemic of 
superficial dermatophytosis: An appraisal. Indian J 
Dermatol 2017;62:227-36. 


