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INTRODUCTION

Dermatophytosis refers to superficial fungal infections
caused by dermatophytes that utilize keratinized tissues.
The principal sites of infection are the skin, hair, and
nails. The major classical genera are Trichophyton,
Microsporum, and Epidermophyton.

The condition is common worldwide and is particularly
relevant in warm and humid environments. Clinical
manifestations vary according to the anatomical site and
may include tinea corporis, tinea cruris, tinea capitis,
tinea faciei, tinea pedis, tinea manuum, tinea unguium,
and tinea barbae.

Clinical diagnosis may be difficult in atypical or
recurrent cases because several inflammatory and
infectious disorders can mimic dermatophytosis.
Laboratory confirmation using direct microscopy and
culture therefore remains important.

Epidemiology and Risk Factors

Dermatophytosis  is  influenced by  climatic,
occupational, behavioral, and host-related factors.
Warm and humid conditions favor fungal growth and
transmission. Excessive sweating, occlusive clothing,
overcrowding, close contact, occupational exposure,
contact with infected animals, and sharing personal
articles may facilitate transmission.

In the source clinical study, males represented 55.6% of
positive cases and females 44.4%. The highest number
of cases occurred in the 31-40-year age group.

Clinical Spectrum

Tinea corporis commonly affects glabrous skin and
produces annular, scaly and pruritic lesions. Tinea
cruris involves the groin, while tinea pedis affects the
feet. Tinea capitis affects scalp and hair and is
particularly important in children. Tinea faciei affects
the face, tinea manuum the hands, tinea unguium the
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nails, and tinea barbae the beard area.

In the source study, tinea corporis was the most
frequent presentation, followed by tinea cruris.

Laboratory Diagnosis

Direct potassium hydroxide microscopy is a rapid and
inexpensive method for demonstrating fungal elements
in skin, nail, and hair specimens. Culture allows
isolation and further identification of dermatophytes
and may detect infections not demonstrated by direct
microscopy.

The source study used direct microscopy, fungal
culture, colony morphology, microscopic morphology,
and urease testing as part of laboratory identification.
The study found that 29 positive specimens were
detected by both microscopy and culture, whereas 16
were positive by culture alone.

Management

Management depends on the anatomical site, extent and
severity of infection. Localized superficial disease may
be managed with topical antifungal agents, whereas
extensive, scalp, nail, or refractory disease may require
systemic therapy. Treatment should be selected
according to clinical circumstances and appropriate
prescribing guidance.

For recurrent disease, assessment should include
treatment adherence, duration of therapy, possible
reinfection, other affected anatomical sites, household
contacts, and environmental exposure.

Prevention and Public Health Importance

Preventive measures include maintaining personal
hygiene, keeping affected areas dry, changing damp
clothing, avoiding shared towels and personal articles,
maintaining clean footwear, and appropriately
managing confirmed infections.

Although dermatophytosis is usually superficial,
persistent lesions, nail disease, hair involvement,
recurrence, and repeated healthcare visits may create a
substantial clinical burden.

RESULTS

A total of 95 clinical specimens were evaluated, of
which 45 (47.4%) were positive for dermatophytes.
Twenty-five positive cases were male and 20 were
female. The male-to-female ratio was 1.3:1.

Skin scrapings accounted for 73 specimens, nail
specimens for 13, and hair specimens for 9. Among the
45 positive specimens, 29 were positive by both direct
microscopy and fungal culture, whereas 16 were
positive by culture alone.

Trichophyton was the predominant genus, accounting
for 95.6% of isolates.  Microsporum  and

Epidermophyton each accounted for 2.2%. T. rubrum
was the most frequent species (20/45; 44.4%), followed
by T. mentagrophytes (18/45; 40.0%) and T. violaceum
(5/45; 11.1%). One Microsporum spp. isolate and one
Epidermophyton floccosum isolate were identified.

Tinea corporis was the most frequent clinical form
(17/45; 37.8%), followed by tinea cruris (11/45;
24.5%), tinea capitis (5/45; 11.0%), tinea faciei (4/45;
8.9%), tinea manuum (3/45; 6.7%), tinea pedis (2/45;
4.5%), tinea unguium (2/45; 4.5%), and tinea barbae
(1/45; 2.2%)).

Table 1. Demographic and specimen distribution

Parameter Finding
Total specimens 95
Dermatophyte-positive 45 (47.4%)
specimens

Male 25 (55.6%)
Female 20 (44.4%)
Skin specimens 73

Nail specimens 13

Hair specimens 9

Table 2. Distribution of dermatophyte species

Species No. of | Percentage
isolates

T. rubrum 20 44.4%

T. mentagrophytes 18 40.0%

T. violaceum 5 11.1%

Microsporum spp. 1 2.2%

E. floccosum 1 2.2%

Table 3. Clinical forms of dermatophytosis

Clinical form No. of cases Percentage
Tinea corporis 17 37.8%
Tinea cruris 11 24.4%
Tinea capitis 5 11.1%
Tinea faciei 4 8.9%
Tinea manuum 3 6.7%
Tinea pedis 2 4.4%
Tinea unguium 2 4.4%
Tinea barbae 1 2.2%

Table 4. Laboratory detection pattern

Detection No. of positive | Percentage  of
method specimens positives
Microscopy  + | 29 64.4%

culture

Culture alone 16 35.6%

Figure 1
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Figure 1. Distribution of clinical forms among
dermatophyte-positive cases.
Figure 2
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Figure 2. Distribution of identified dermatophyte
species.
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Figure 3. Comparison of laboratory detection patterns
among positive specimens.

DISCUSSION

The findings demonstrate a substantial proportion of
dermatophyte-positive specimens among the clinical
samples examined. The predominance of Trichophyton
and the high frequency of tinea corporis are consistent
with the clinical importance of these infections.

The finding that 16 positive specimens were culture-
positive alone also demonstrates why direct microscopy
should not necessarily be considered sufficient in every
suspected case. Culture can provide additional
diagnostic yield and may allow species-level
identification.

The epidemiological distribution observed in a single
tertiary-care setting should not be generalized to all
populations. Local studies remain valuable because
species distribution and clinical patterns can differ
geographically.

CONCLUSION

Dermatophytosis remains a common superficial fungal
infection involving skin, hair, and nails. The source
clinical study demonstrated a 47.4% positivity rate
among the specimens examined, with Trichophyton as
the predominant genus and tinea corporis as the most
frequent clinical presentation.

A combined clinical and laboratory approach using
direct microscopy and fungal culture can improve
diagnostic assessment. Appropriate treatment, attention
to predisposing factors, and prevention of reinfection
are important for reducing the burden of disease.
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