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Dermatophyte fungi are confined to the keratin layer
of the epidermis and include three genera: Microsporum,
Epidermophyton and Trichophyton. These infections can
be transmitted by human contact (anthropophilic), from the
soil (geophilic) and by animal (zoophilic) spread.

The clinical features of tinea capitis include patchy 
hair loss with varying degrees of scale, erythema and
pustules. Infected hairs tend to break at the base, leaving
stubble. Occasionally, there is invasion of the visible
epidermis, resulting in a boggy, painful swelling with
associated alopecia and regional lymphadenopathy
known as a kerion.

Any dermatophyte species affecting the body can
affect the hands. The most common organism is 
T. rubrum. Tinea corporis infection affects the trunk
mainly in children and adolescents, and all genera of
dermatophyte can cause it. Tinea cruris infection involves
the groin region and is more common in men than
women. T. rubrum is the most common causative
dermatophyte.

Dermatophyte infections usually present as an 
erythematous, scaly eruption, which may or may not be
itchy. Asymmetry is an important clinical clue to fungal
infection, as is annular morphology. Examination under
ultraviolet (Wood’s light) can be helpful. The gold
standard for diagnosing cutaneous fungal infections is
microscopy and culture of scale, hair or nail, and a definite
diagnosis is desirable before commencing treatment,
especially with oral therapy. 

Inappropriate treatment of tinea infections with 
topical corticosteroids may alter the morphology of the
eruption to produce the characteristic appearance of
tinea incognito. Most localised tinea infections can be
treated topically with antifungals. In order to prevent
relapse, topical therapy should be continued one to two
weeks after resolution of symptoms. The imidazole
antifungals (clotrimazole, ketoconazole and miconazole)
are all effective against dermatophytes. Systemic
treatment may be initiated if topical treatment is
unsuccessful. Oral imidazole or triazole antifungals such
as terbinafine, itraconazole and fluconazole are
frequently used as they have a broad spectrum of
activity and require a shorter duration of treatment.
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Topical therapy alone is not
recommended, but can be initiated to
reduce transmission of spores.3
Povidine-iodine, ketoconazole 2%,
selenium sulfide 1% shampoos have
shown efficacy.3

Griseofulvin is the only licensed
treatment for children,8 although
terbinafine is widely used in children
where the shorter duration of treatment
can increase compliance. Itraconazole
can be used as a second-line treatment
as it is safe and effective.  

If children are receiving appropriate
systemic and adjunctive topical therapy,
they should be allowed to attend school
or nursery.3 Family screening should be
considered and if positive mycology
samples are present then treatment
should be initiated.3

For pityriasis versicolor, treatment
with a topical imidazole, ketoconazole
shampoo or selenium sulfide shampoo
can be used.8

The shampoo can be applied as a
lotion and left on the affected area for
ten minutes before it is washed off. This
treatment should be administered daily
for one week and repeated if necessary. 

Pityriasis versicolor may be treated
with oral fluconazole or itraconazole if
topical treatment is ineffective. Topical
terbinafine is effective for pityriasis
versicolor but not oral terbinafine.8

The colour change of pityriasis
versicolor will take time to resolve and
may require gentle sun exposure.
Recurrence is common. 

Table 1, above, summarises the oral
treatment options available for most of
the superficial fungal infections
discussed previously. 

CONCLUSION
If there is recalcitrant disease which is
not responding to standard therapy or
the diagnosis is in doubt the patient
should be referred to a dermatologist. 

Cutaneous fungal infections are
common and for some individuals they
can be recurrent. This can cause
considerable distress. It is important to
take mycology samples and sometimes
multiple samples may be necessary
before initiation of treatment.
Identification of the organism will direct
treatment. Rarely, oral antifungals can
cause significant adverse effects.
including deranged liver function tests,
drug-induced lupus and drug reactions
including Stevens-Johnson syndrome
and toxic epidermal necrolysis. 
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Table 1

Treatment duration for antifungal drugs 8

Oral antifungals
Terbinafine

Itraconazole

Fluconazole

Griseofulvin

Duration
Tinea pedis 2-6 weeks
Tinea cruris 2-4 weeks
Tinea corporis 4 weeks
Onychomycosis 6 weeks-3 months 
Pityriasis versicolor 7 days 
Tinea corporis and tinea cruris 7-15 days
Tinea pedis and tinea manuum 7-30 days
Onychomycosis either 3 months or pulse therapy
Tinea corporis, tinea cruris, pityriasis versicolor 2-4 weeks
Tinea pedis 6 weeks
6-9 months for fingernail infection
12-18 months for toenail infection
Tinea capitis 6-8 weeks


