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The menace of tinea incognito:clinico-epidemiological
study with microbiological correlation from South
India
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Obijective To study and document the epidemiological data, various morphological expressions, and
causative medications for tinea incognito, to identify the causative agent, and also to evaluate the
laboratory methods' efficacy in substantiating the diagnosis clinically.

Abstract

Methods It was conducted over a period of two years with a sample size of hundred cases of tinea
incognito who had used topical or systemic steroids, topical immunosuppressants, and other
indigenous preparations for a period of at least four weeks. Skin scrapings from the patients were
examined for fungal elements under KOH mount, and fungal cultures were performed for species
identification, and the derived results were analyzed. Patients at the end of three weeks and six
weeks were re-assessed.

Results In our study, clinical presentation mimicked various dermatoses, of which eczematous like
was the most common type, followed by psoriasiform. KOH was positive among 69% of the
patients, and positivity for fungal culture was seen in 48%, out of which Trichophyton
mentagrophytes constituted 56.25% of the cases, followed by Trichophyton rubrum (25%).

Conclusion Although this entity has been known for years, it still causes perplexity in diagnosis
and treatment. Health education in order to create public awareness about dermatophytosis is
indeed the need of the hour.
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Introduction microsporum, and epidermophyton.®

Dermatophytosis is a superficial fungal infection
of the keratinized tissue, commonly designated as
tinea." In dermatologic clinics, dermatophytosis is
the most prevalent cause of superficial fungal
infections worldwide.” At present, there are 48
species of dermatophytes, which are classified
into three genera, namely: trichophyton,
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Tinea incognito is an infection modified by
topical or systemic corticosteroids® or other
immunosuppressants, which makes it difficult to
diagnose. Although there are some studies on
the different tinea incognito patterns and
manifestations, it nevertheless raises diagnostic
guestions and therapeutic concerns.

Methods

An open-label prospective study was conducted
in the department of dermatology over a period
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of 2 years with a sample size of 100 cases of
tinea incognito after obtaining the institutional
ethics committee’s clearance.

All the cases of clinically suspected tinea
incognito of all ages and sexes who have used
topical or systemic steroids,
immunosuppressants, and other indigenous
preparations for at least a period of 4 weeks
were included after obtaining informed consent.
Severe life-threatening systemic diseases and
non-cooperative patients were excluded from
our study.

A detailed patient history, including physical
and cutaneous examination, has been taken.
Samples (skin scrapings) from the patients were
examined for fungal elements under KOH
mount, and fungal cultures were done for
species identification, and the derived results
were analyzed. Patients at the end of three weeks
and six weeks were re-assessed. The KOH
negative clinically suspected cases were treated
with topical antifulngals and included in the
study based on the response to treatment.

Results

In our study, 62% of 100 cases were males and
38% were females. Males outnumbered females
by a ratio of 1.63:1. Of all the patients, the
minimum and maximum age recorded were nine
years and 64 years, respectively, with a mean
age of 31.47 years. In a combined comparison of
age and gender, the maximum number of cases
was observed in the age group of 21-30 years
among males, i.e., about 33.87% (21) and
among females, it was observed in the age group
of 3140 years, i.e., about 28.94% (11).

In the current study, out of 100 cases, 38%
belonged to the urban population, whereas 62%
belonged to the rural population. The maximum
number of cases in our study were observed

among agricultural workers (36%), followed by
housewives (29%), students (28%), and others
(7%).

In our study, 44% gave a history of similar
complaints in one of the family members.
Comorbities were present in 22% of patients, of
which diabetes mellitus constituted a major part
(54.54%), followed by hypertension (4%) and
hypothyroidism (4%).

Out of 100 patients, 32% had the disease for 2-4
months, followed by 27% for 4-6 months, 15%
for 6-8 months, 10% for 1-2 years, 8% for less
than two months, and 4% each for 8-12 months
and more than two years, respectively.

The most commonly used agents were a
combination of topical and systemic steroids by
48% of the patients, followed by topical steroids
by 27% of the patients, and multiple
formulations were used by 9% of the patients. In
this study, local quacks were the main offenders,
responsible for 52% of the patients. 30% of the
patients used medications given by pharmacists,
while 7% of the patients were treated by
physicians. Only 1% of patients used the
formulations on their own.

In the current study, out of 100 cases, the most
common clinical picture was eczema-like
presentation (26%), which mimicked non-
specific eczema, irritant contact dermatitis
(Figure 1), seborrheic dermatitis, airborne
contact dermatitis, and atopic eczema, followed
by psoriasiform lesions (19%), large annular
plaques (13%), and pseudo imbricata (10%)
(Figure 2). The remaining 32% of the cases
resembled  various skin  disorders like
maculopapular  rash, granuloma annulare,
ichthyosis, folliculitis, furunculosis, prurigo, etc.
(Table 1).

The eczematous lesions were common among
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Figure 2 Pseudo imbricate-
Multiple concentric rings
similar to Tinea imbricata,
mainly occurring due to
partial immune response

Figure 1 Irritant contact
dermatitis- Tinea lesions
masquerading as irritant
contact dermatitis due to
application of indigenous
preparations like Zalim
lotion.

the age group of 21-30 years (8%). Psoriasiform
lesions and large annular plaques were also
common in the age group of 21-30 years. The
other atypical forms were common among the
age group of 31-40 years, constituting about
11%.

Out of 100 patients, 52% had involvement in
more than two sites. 24% had involvement of the
glabrous skin of the trunk, followed by 13% in
the flexures. KOH examination and fungal
culture were positive in 69% and 48% of
patients, respectively. The most common species
identified in culture was Trichophyton
mentographyte (56.25%) (Figure 3), followed
by Trichophyton rubrum [25%] (Figure 4). At
the end of 6 weeks, 97% of patients showed a
complete response to the treatment.

Discussion

In India, among superficial fungal infections,
dermatophytosis is largely prevalent. A
complicated mixture of host factors, agent
variables, and social factors has recently led to
an increase in its incidence and a wide range of
unusual clinical manifestations.” latrogenically
sustained steroid recast dermatophytosis has

Figure 3 Colony of
Trichophyton mentagrophyte. ~ Trichophyton rubrum on
Fungibiotic Agar.

caused by steroid application.

!zt!w“[‘ 1
N

Figure 4 Growth of

surfaced as a troublesome condition with a
changed  morphology and  progression.®
Corticosteroid misuse, usually topical, is the
crucial contributing factor to this epidemic-like
situation.’

Commonly available over the counter
medications topically for "itchy skin rash"
embrace fixed dose combination (FDC)
formulations containing steroids, antifungals,
and antibiotics.” These formulations may
provide immediate symptomatic relief to
patients due to their anti-inflammatory nature.
Still, in the community they turn out for fungal
infections as a crucial explanation for the cause
of the spread and perseverance.” Application of
steroids topically may change the appearance of
the dermatophytosis, leading to various atypical
presentations.® Tinea incognito on the face, may
resemble  lupus  erythematosus,  contact
dermatitis, rosacea, etc.®** It may sometimes
also mimic other dermatoses, which include
erythema multiforme, seborrheic dermatitis,
dermatitis herpetiformis, psoriasis, impetigo, and
polymorphous light eruption.™

In our study, males outnumbered females, and the
results were similar to those of Chaudhary et al;*
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Table 1 Distribution of various morphological types of Tinea incognito with site and culture characteristics in the present study

(T-Trichophyton, M-Microsporum).

Clinical presentation n Site of involvement KOH mount  Fungal culture (numbers)
T.rubrum (3),
Psoriasiform 19 Body (.4)‘ Flexures (2), Palms 15 T.mentagr(op)hytes (6),
(1), Mixed (12)
M.gypseum(2)
T.rubrum (2),
Pseudoimbricata 10 Body (1), Flgxures(l) ' 8 T.mentagrs)p)hytes 3),
Face(1), Mixed (7) M
.gypseum(1)
Irritant contact dermatitis like 6 Mixed (4), Facei (2) 4 ?’\r/luebnr; gr(()i))rll vtes (1)
Maculopapular rash 5 Mixed (3), Body (2) 3
T. rubrum (1),
Seborrheic dermatitis 8 Mixed (5), Scalp (1), Face (2) 8 Mentagrophytes (3), M.
gypseum (1), T. Tonsurans (1)
Ecchymosis like 2 Mixed (1), Body (1) 2 T.rubrum (1)
. T.rubrum (2),
Large annular plaques 13 (hg)'xli?ef’u)}eic(&l:? (2), Body 8 T.mentagrophytes (4),
' M.gypseum (1)
Eczematous 7 Mixed (1), Body (2), soles (2), 4 T.mentagrophytes (2),
Flexures (2) M.gypseum (1)
Ichthyosis like 4 Mixed (2), Body (2) 2 T.mentagrophytes (1)
Granuloma annular like 5 Mixed (1), Body (3), Palm (1) 4 T.mentagrophytes (3)
Air borne contact dermatitis like 3 Mixed(2), Flexures (1) 3 T.mentagrophytes (1)
Folliculitis like 3 Body (1), Flexures(2) 0
Majocchis granuloma 1 Mixed (1) 0
Atopic eczema-like 2 Mixed (1), Flexures(1) 1 T.mentagrophytes (1)
Atrophic 2 Mixed (2) 1 T.mentagrophytes (1)
Pustular 3 Mixed(3) 2 M.gypseum (1)
Prurigo like 1 Mixed (1) 1 T.rubrum (1)
Id reaction 1 Mixed (1) 0
Photosensitive rash 2 Mixed (1), Body (1) 0
Hansen’s disease like 2 Mixed (1), Body (1) 2 T.mentagrophytes (1)
Furuncle like 1 Body (1) 1 T.tonsurans (1)
Total 100 100 69 48

and Dutta et al.> who also recorded male
preponderance. The male preponderance
observed may be due to increased subjectivity
risk to infections and type of work nature.
Furthermore, in females, lower occurrence in
females might be due to under-reporting as a
result of prevailing social stigma.

Out of 100 patients considered for the study, 21-
30 years outnumbered the other age groups, and
the least number recorded was below ten years
and above 60 years. The mean age group of all
the patients was 31.47 years, similar to the study
done by Dutta et al;? where the mean age group
was 28.47 years, and the study done by Arun et
al;*® which reported the mean age group as 32.4
years. The rate of infection was observed to be

low in extreme age groups in our study, which
was comparable to the study done by Arun et
a|;15

Most of the patients in our study belonged to a
rural background and low socioeconomic status.
Among low socioeconomic groups, factors like
overcrowding, poor hygienic  conditions,
improper nutrition, and inappropriate sanitation
education might contribute to dermatophytosis
growth. A maximum number of cases were
observed among agricultural workers (36%), for
which the probable reasons could be increased
sweating due to outdoor activities, constant
contact with soil and plants, and associated
unhygienic conditions.
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In the present study, 22% of the patients were
associated with comorbidities, of which diabetes
mellitus constituted a major part (54.54%),
followed by hypertension (4%), hypothyroidism
(4%), and HIV (2%). These comorbidities may
cause immunodysregulation, resulting in
decreased  clearance  of  dermatophytes.
Dysregulation in immunity with asymmetrical
response in the direction of Th2 cytokines, with
raised levels of antibodies like IgE and 1gG4,
might also contribute clinically to a few of these
unusual, chronic and atypical forms.*

Most of the patients had the disease for 2-4
months. The maximum duration of the disease
was ten years. In a similar study done by
Chaudhary et al;*the maximum number of
patients had disease duration of fewer than 12
months (88.7%), which was comparable to our
study (86%).

The duration of the drug abuse varied from a
few days to several years. In the present study,
58% of patients were using these formulations
for a duration of 2 months or more (up to 12
months), and history recorded that only 9% of
patients were using them for years. Rajkumaran
et al.’® in their study recorded 55% of the
patients applying formulations for duration of 1
month or more and 2.5% of the patients with a
history of application for years.

The most commonly used agents were a
combination of topical and systemic steroids by
48% of the patients. In a similar study done by
Chaudhary et al;'* the majority of patients were
using topical steroids (56%). One of the main
reasons for the widespread misuse of steroids is
their easy accessibility over-the-counter without
a prescription. Erroneous usage of steroids in
prescriptions by medical officers without
keeping in view the etiology of fungus as
differential diagnosis in primary health centers
may result in the usage of steroids indecorously.

The prescription was not a criterion for the
usage of medications. Local quacks were the
main culprits responsible for 52% of the
patients, which was similar to studies done by
Arun et al;*® and Chaudhary et al;** where 85%
and 50% were treated by local quacks,
respectively. Rajkumaran et al;'® stated that
pharmacists were responsible for the majority of
the cases (50.4%). Dutta et al:?also reported that
most of the patients used medications prescribed
by pharmacists in their study, which constituted
about 78%.

The clinical presentation mimicked various
inflammatory, eczematous dermatoses, and
exanthematous conditions. In the current study,
out of 100 cases, the most common clinical
presentation was eczema-like presentation
(26%), which included non-specific eczema,
irritant contact dermatitis, seborrheic dermatitis,
airborne contact dermatitis, and atopic eczema.
Dutta et al;? found that eczema-like
presentations were the most common (37%).
Arun et al;® stated that 80% of the tinea
incognito cases had an eczema-like presentation.
A similar study on Tinea incognito in Italy, by
Kim J W et al;'" observed 82% of the lesions to
be eczema-like presentations.

Out of 100 patients, 52% had involvement in
more than two sites. Twenty-four percent had
involvement of the trunk, followed by 13% in
flexures. Dutta et al;?and Chaudhary et al;** also
observed similar results in their studies. Kim J
W et al:'" observed that the trunk was the most
common site of disseminated involvement in
only 13.8% of the patients.

In the present study, KOH was reported positive
in 69% of the cases, and fungal culture was
positive in 48% of the cases. Arun et al;®
reported that KOH positivity was 78.4% and that
culture positivity was 55.2%. In a study done by
Dutta et al;® 85% of the cases were KOH
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positive and 63% were culture positive, which
was close to our study.™ reported that 76% and
72% of the cases in his study were KOH and
culture-positive, respectively. Kim JW et al;*
observed that 91.1% and 23.7% were KOH and
culture positive. Another study conducted by
Gerceker Turk et al;*® reported 80.95% KOH
positivity and 90% culture positivity.

Fungal culture was performed on Fungi biotic
Agar. The culture bottle of Trichophyton
mentagrophytes colony showed white colony
growth, which was positive in 56.25% of the
cases. Culture bottle of Trichophyton rubrum
colony showed white, cottony growth with
colony reverse showing red pigment, was
positive in 25% cases. Microsporum gypseum
and Trichophyton tonsurans were positive in
14.58% and 4.16% of cases, respectively. A
study done by Arun et al;*® observed
Trichophyton rubrum in 32% of the cases and
Trichophyton mentagrophytes in 26% of the
cases. Similarly, Dutta et al.?  observed
Trichophyton rubrum in 35% of the cases and
Trichophyton mentagrophytes in 22% of the
cases. In a study by Chaudhary et al:*
Trichophyton rubrum was observed in 24.6% of
the cases, and Trichophyton mentagrophytes
was observed in 29.8% of the cases. Kim J W et
al."” observed 73% and 9%, respectively, of
Trichophyton rubrum and Trichophyton
mentagrophytes, which was close to our study.

Studies in the past have mentioned that
Trichophyton rubrum was the most common
causative species for Tinea incognito. However,
recent studies have stated that Trichophyton
mentagrophyte is the most common species
responsible for Tinea incognito. There have been
reports suggesting Trichophyton
mentagrophytes as a leading causative agent in
many studies from India,'® which are in support
of our study, stating that there has been a major
epidemiological shift.

All the cases were reassessed at the end of three
and six weeks, which showed complete clinical
clearance in 97% of the cases by the end of six
weeks, whereas 3% of the cases showed a 75—
100% response by the end of six weeks. In a
similar study done by Dutta et al;* all cases
showed complete resolution of lesions at six
weeks' follow up.

Conclusion

Dermatophytic infections are dealt with
regularly in our day-to-day practice. Although
this entity has been known for years, it is still a
cause of diagnostic dilemmas and therapeutic
concerns. The increased incidence of tinea
incognito is mainly due to a lack of awareness
among the population, improper diagnosis, as
well as a lack of strict regulations for local
chemists for dispensing drugs without a
prescription. The incidence found in the present
study is just the tip of the iceberg, and there are
many more cases of tinea incognito that go
unnoticed due to the social stigma prevailing in
society.

Health education to create public awareness
(even among chemists, quacks, and general
practitioners) about the irrational usage of drugs
and their adverse effects is indeed the need of
the hour. An initiative at state and central levels
is to be taken to spread awareness regarding the
potential side effects of these drugs, and
attempts have to be made to eliminate the
people's social stigma.
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