Superficial Fungal Infections

These included the following disorders: -

1. Dermatophyte infection (ringworm or tinea).

2. Candidiasis (Moniliasis).

3. Pityriasis versicolor or tinea versicolor.

Dermatophytosis (ring worm)
These are a group of fungi with different species or genera invade the skin or its appendages it include
1. Trichophyton species : affects skin, hair and nail.

2. Microsoporum species: affect skin and hair.

3. Epidermophyton species: affect skin and nail.
Mode of transmission:

These dermatophytes are of three types:

1. Zoophilic: transmitted from animals to human and usually cause severe inflammatory type of infection.

2. Anthrophilic: transmitted from human to human and caused mild inflammation.

3. Geophilic: transmitted from soil to man.

Clinical features: - according to the site involved
Tinea capitis: 
Fungal infection of the scalp & hair. It is a disease of children and very rarely occurs in adults. It may take one of the following clinical types according to the aetiologic agents:-
1- Superficial scaly type: Present as localized area of scaling & erythema with broken off hair, there is partial or complete alopecia. The hair lusterless & easily removed (painless).

2- Black dot type:   It is non inflammatory type. The fungi invade the hair shaft caused broken off hair at 0.5 mm from the surface of the scalp, so the remaining part of the hair appear as black dot.
3- Kerion: severe inflammatory type caused by zoophilic organisms. It start as multiple follicular pustules which matted together leading to appearance of a boggy swelling discharging purulent materials with overlying hair loss. It usually associated with cervical lymphadenopathy. Secondary bacterial Infection may occur. The condition usually ends with scarring and permanent hair loss if left with out treatment.
4- Favus: The condition is characterised by the presence of yellow cup-shaped crusts called scutula around the infected hair. There is a characteristic mousy odour. Later cicatricial alopecia and atrophy occur which is irreversible.

 DDx: alopecia areata, psoriasis, seb. dermatitis, carbuncle, trichtillomania, impetigo.

Tinea barbae: This is the ringworm infection of the beard and moustache areas in adult males. The source of the infection is often animals. he lesion may be very inflammatory; it resembles a kerion, in which there is pronounced inflammation with pustular folliculitis, exudation, crusting and loss of hair.
DDx: Sycosis barbae

Tinea faciei: fungal infection of the face characterized by annular or circular lesion with odema, scaling & raised margin, it usually misdiagnosed & mistreated because the patient has used a number of topical remedies before coming to the doctor.  .
DDx: SLE, rosacea, PLE, seborrheic dermatitis 

Tinea corporis: 'Tinea circinata':
Ringworm infection of the skin of the body that affects especially the trunk and limbs, start as well demarcated small circular erythematous scaly plaque that enlarge gradually to annular or ring like lesion with central clearance and peripheral activity that is shown in the form of erythema, scale or even vesicles and pustules in severe cases, this is called active border. The lesion may be single or multiple.
DDx: seb. dermatitis, psoriasis, discoid eczema, pityriasis rosea,  PV, secondary syphilis, drug eruption.

Tinea cruris: - ringworm infection of the groin, This condition is more common in men. A number of cases are due to autoinfection from tinea pedis. Hot weather, excessive sweating, friction and obesity are important predisposing factors. It is characterised clinically by an erythematous, well-defined plaque with central clearing and variable scaling involving the groin. The lesion may extend down to the thighs or up to the buttocks, lower back and abdomen. Itching is a prominent feature 

DDx: Candidiasis, intertrigo, erythrasma, flexural psoriasis & seb. dermatitis.
Tinea manum: ring worm infection of the palmer surface of hand, presented 

with erythematous scaly patch. It is usually unilateral.
Tinea pedis (Athletes foot): Characterized by whitish maceration & fissuring affect toe webs (space between toes) commonly between third & fourth web & may involved the under surface of toe. It ass. with itching, it caused by over hydration of the skin due to use of closed shoes for long time or wet work as in housewives, so main step in Rx avoid of wet condition & wearing open shoes in addition to antifungal. Sever vesiculobullous form that extend to the surface of foot may occur.
Tinea unguium: fungal infection of finger & toe nail plate. It is a disease of adults, especially those with frequent water immersion during their work e.g. housewives. In onychomycosis, there is discolouration at the free or lateral edge of nail plate (corner of the nail). The discolouration may be white, greenish or yellow; it may be brown or black from contamination. There is thickening of nail plate and separation of nail plate from underlying nail bed. The whole nail plate may be eventually affected. The nails are brittle, they can be broken easily, and white powdery keratinous debris is often found under the nails. Paronychia is rare in dermatophyte infection.
DDx: Psoriasis of the nail, eczema, lichen planus, monillia, paronychia.
Tinea incognito: Steroid modified tinea this is due to misdiagnosis or mistreatment of fungal infection by use of potent topical steroids which lead to suppression of inflammation and decrease itching with apparent improvement of the lesion. Once the steroids are stopped the condition relapse with enlargement of the lesion & loss its characteristic features. This is commonly seen in T. faceii and T. cruris.

Investigations: -
1. Microscopic examination of specimen either by scraping of the skin "removal of the scale from the active border of the lesion by blunt knife" or by hair plucking or nail clipping. These are immersed in KOH (Potassium Hydroxide) (10-20 %) looking for the presence of branched and septated fungal hyphae or sometimes spores.

2. Culture: rarely needed and takes about l-2weeks to give the result. It needs special culture media like Sabourauds media or Mycosel agar.

3. Wood's light examination: UV light with specific wavelength of 360nm. This gives greenish fluorescence in case of T. capitis. Negative result dose not rule out fungal infection since some organisms not fluorescent under wood's light.

Treatment

A- Topical measure

1. Keratolytic like white field ointment (salicylic acid 3% and benzoic acid 6%).
2. Imidazole group like coltrimazole, miconazole, econazole.
3. Tolneftate lotion or drop

4. Terbinafine

5. Castellanie's paint

B- Systemic measure
Indication of systemic drugs

1. T. capitis         2. T. of the nail        3. T. incognito. 

4. Wide spread infection     5- resistant to topical treatment

6- Immunocompromised patient.
Griseofulvin: fungistatic drug dose 10 mg/Kg/day. It is effective against dermatophytes but not against monilia or pityriasis versicolor. It is best taken after fatty meal and should be used for 4-6 w. in T.capitis and 6-18 months in case of nail infection. S.E. headache, nausea, vomiting or skin rash.
Terbinafine: fungicidal effective against dermatophyte only.

Itroconazole: Fungistatic effective against dermatophyte, TV & monillia. fluconazole: It is a triazole and a broad-spectrum antifungal agent. It is given in a dose of 150 mg weekly for 2–6 weeks. 

Ketoconazole: It is a broad-spectrum antifungal agent. Its use is limited because of hepatotoxicity
Candidiasis (Monilliasis)

It is caused by yeast-like fungi cadidia albican which is usually an opportunistic M.O. found in skin around perianal area, GIT, vagina. Under certain condition, it become pathogenic & invades the skin & mucous membrane causing the infection.
Provoking factors

1. Extremes of age (neonate & elderly)

2. Occlusion mostly in intertrigenous area (apposite skin surface) like axilla, groin, under the breast in obese female & napkin area.

3. Pregnancy & menstruation.

4. Immunosuppression like HIV & malignancy.

5. Drugs like oral contraceptive pills, steroid, broad spectrum AB, immunosuppressant drugs.

6. leucopenia especially neutropenia.

7. Endocrine disorder like DM, Cushing syndrome.

Clinical forms of candidiasis

1- Oral candidiasis (Thrush): one or more whitish adherent plaques on the lingual or buccal mucous membrane that are easily removed leaving a raw red area that may bleed easily.
2- Angular cheilitis (angular stomatitis or perlechae): - occurs in elderly who wear poor fitting dentures, mouth breathing, compulsive lip licking, and in children with excessive salivary dribbling. The angle of the mouth appears erythematous with fissuring & S.T. erosion.
3- Genital Candidiasis or vulvovaginitis: Seen in obese female, pregnant, DM, those on OCP or wear tight clothes. It appears as erythematous, itchy & sore area with thick creamy discharge & odema.
4- Candidal intertrigo It involved body fold; large skin folds like axilla, groins, submammary region and napkin area and smaller skin folds such as the web spaces and the angle of the mouth. It is characterised clinically by erythematous macerated lesions (pustules get macerated under the skin folds) with satellite papules and pustules. There is itching and soreness

5-Eroso-interdigitale blastomiactica: affect the area between the digit as erythema & fissure with maceration mostly in housewives
6- Paronychia: infection of the nail folds mostly occurs in the house wives; appear as painless red swollen nail folds with loss of nail cuticles.

7- Systemic candidiasis: occurs in patients with immunosuppression.
Investigations: 

1- Microscopic examination by KOH from scraping the lesion budding spore or pseudohyphae.
2- Special culture media.
Treatment: -

1. Elimination of the predisposing factor. 
2. Topical: Nystatin, imidazole group and castellania paint

3. Systemic agents: in immune compromised and recurrent or systemic infection we use: itraconazle, fluconozale, ketoconazole and amphoterecin B.
Pityriasis versicolor:
It is a very common disease that occurs mainly in young people. It is caused by pityrosporum orbiculare which is lipophilic unicellular yeast that present normally on the skin of most patients as part of normal flora and may change into the pathogenic hyphal form that is called malassezia furfur.   

C/F: The infection may cause hypopigmentation, erythematous or hyperpigmented lesions, hence the name versicolor: meaning of various colours. The lesion covered by fine branny scales with wrinkling of the skin. The lesions look ugly and most commonly seen on the neck and upper trunk but may become wide spread. It may affect the face along the hair margin especially in children. They are usually asymptomatic but may cause mild itching. Recurrences are common.
DDx: Seborrhiec dtt. Pityriasis rosea, secondary syphilis

Treatment:-
Topical:-
1. Imidazole group in the solution or cream forms.

2. Selenium sulphide (2.5 %) selsun shampoo.

3. Ketoconazole shampoo.

4. Old remedies: Whitefield ointment, tolnaftate, sulphur.

Systemic agents: ketoconazol, itraconazole may be use in patients with widespread, recurrent or resistant lesions or those with immuno suppression.

