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CLINICAL MYCOLOGICAL AND IMMUNOLOGICAL

STUDY OF TINEA CAPITIS
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Summary

Clinically diagnosed and mycologically proved 54 cases of tinca
capitis detected at Skin out-patient Department of University Hospital,
Banaras Hindu University, Varanasi, during May 1979 to April 1980 were
studied.

Tinea capitis was an affliction of prepubertal male children of villages.
‘Black dot’ type was the commonest variety followed by ‘kerion’ type which
was exclusively seen among rural children. Scaly gray patch type was con-
fined to city children.

No definite source of infection for ‘black dot’ type was detected. The
source of infection in all the inflammatory type of tinea capitis was trace-
able.. The lesions were always multiple.

T.violaceum was the commonest etiological fungus. It mostly caused
‘black dot’ type but inflammatory lesions were also due to them. 7. menta-
grophyte caused ‘kerion’ type only. 7. tonsurans and T.verrucosum also
contributed to inflammatory tinea capitis. 7. rubrum caused only non-inflam-
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matory type of lesions.
tory tinea capitis,

M., nanum was isolated in 2 cases of non-inflamma-

No defect in cell-mediatéd immunity was detected in ‘black dot’
lesions as well as in scaly type of tinea capitis by phytohaemoagglutinin

intra-dermal tests.

Introduction
Most published studies on tinea
capitis from different parts of India
report that it is rare in the north: 33
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and is endemic in the south4,5,8, This is
the first report from this part of India.
The present work was undertaken to
study the problem as seen in a skin
Out-patient Department of a Medical
Centre that caters for the medical
needs of 150 million people of different
ethnic and socio-economic groups.

Material and Methods

Children who presented with patchy
loss of scalp hair, inflammatory lesions,
and scaliness of scalp were screened
for evidence of tinea capitis by Wood’s
light examination and 209, KOH wet
mount preparation of epilated hairs
for spores of ecto/endothrix nature,
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The specimens from the lesion collec-
ted under aseptic conditions were also
subjected- to culture on Sabouraud’s
dextrose “agar with 0.05% chloram:
phenicol and 0.59, cycloheximide slants
at 27-31°C for 3 weeks. The genus
and species identification were done
as per criteria laid down in Manual of
Clinical Mycology?.

Fiftyfour clinically diagnosed and
mycologically proved cases of tinea
capitis was seen at Skin OQut-patient
Department of the University Hospital,
Banaras Hindu University, during May
1979 "to April 1980. The recorded
clinical "data included age, sex, his-
tory regarding symptoms, duration of
illness, sponianeous remissions, . recu-
rrence, associated systemic illness,
and symptoms related to endocrinopa-
thiés if any.

Particulars regarding intrafamilial
contact, contact at school, common
usage of combs andfor towels, ritual
shaving of scalp hair by a common
barber and use of oil for hair dressing,
contact with pets, and fowls were
also taken mnote of. Morphology of
the scalp lesions and evidence of other
manifestation of tinea infection was
recorded. : '

Phytohaemoagglutinin 0.1 ‘ml in
concentration of 0.1, mg/ml. was  used
for intradermal skin tests on fifteen
cases . of tinea capitis and an equal
number of controls, in an attempt to
assess their immunological statuss.

Results

Tinea capitis constituted 4.99, of
cases of clinically diagnosed and myco-
logically proved cases of dermatophy-
tosis seen during the period between
May 1979 and April 1980.

The majority of patients with tinea
capitis were rural male children bet-
ween seven and twelve years of age.
The oldest male patient was ecighteen

:years of age.
.affected equally in the urban and rural’

was used for hair dressing.

Female children were

group. Further there was no signifi-

‘cant clustering of cases in the 7-12

years age group. -

One female patient with tinea capi-

tis due to Trichophyton violaceum was
‘a thirty six-years old rural female who
had no other lesions of ‘tinea.

No
seasonal variation in the incidence of

‘tinea capitis was noted.

Non-fluorescent ‘black ~dot’ type
was the commonest clinical variety
and constituted 61.1%, of cases,. “Keri-
on’ contributed to 18.5%, non-inflam-
matory scaly ‘gray patch’ variety acco.
unted for 14.8% and inflammatory
type other than ‘kerion’ formed 5.69,
of cases (Table 1). Non-inflammatory
tinea faciale and tinea corporis were
seen in association with tinea capitis
in 14.89/ of cases. o

But for -one patient with Indian
child-hood cirrhosis who also had
extensive non inflammatory tinea capi-
tis, all were free from systemic disease
or overt nutritional- disorder. There
was no evidence to suggest transmiss-
ion of infection at school. Evidence
was lacking also for any common
source of infection in the non-inflam-
matory scaly type and ‘black dot’
variety. . Intrafamilial transmission
was observed in four cases with ‘kerion’.
On an average a patient suffered for
two months before medical attention
was sought. Non-inflammatory lesions
were rarely itchy. Cicatricial as well
as noncicatricial alopecia, and pyo-

‘genic infection of scalp were the most

common presenting signs. ‘No patient
wore any kind of liead dress.

Tinea capitis lesions were always
multiple even in the ‘Kerion’ type.
No particular region of the scalp was
exclusively involved. Personal hygiene
was found to be poor. Mustard oil
‘All the

147



" INDIAN J DERMATOL -VENEREOL LEPR’

TABLE 1
Tinea capitis : Clinical types and causative dermatophytes.

; Black . Inflammatory Gray scaly

Species dot Kerion type patch type
T. violaceum 32 - 2 -
T. mentagrophyte -~ 8 1 -
T. rubrum . - - - 6
T. tonsurans - 1 1 -
T, verrucosum - 1 - -
T. nanum - - 2
Total 32 10 4 8

rural children had their hair cut by the
same village barber.

Isolation of the etiologic fungus was
possible in all cases. Trichophyton
violaceum contributed to 639, T. men-
tagrophyte to 16.69,, T. rubrumto 11.0%,
T. tonsurans to 3.7%,, M. nanum to
3.7%, and T. verrucosum to 1.859 of
the isolates (Table-1).

‘Black dot’ type infection was exclu-
~sively due to T. violaceum and it was
the causative agent in two cases of
inflammatory lesions as well. 7. men-
tagrophyte was the main etiological
agent in ‘Kerion’ and T. tonsurans and
T. verrucosum were the other etiologi-
cal fungi of ‘Kerion’. T. rubrum and
M. nanum caused noninflammatory-
lesions. There was no evidence of
compromised cell mediated immunity
in patients with ‘black dot’ type infec-
tion as judged by phytohaemoagglutinin
intra-dermal tests.

Discussion

The finding that tinea. capitis con-
tributed to 4.99, mycologically proved

dermatophytosis registered in the hos-
pital Out-patient practice neither
supports the view that tinea capitis is
rare and uncommon in India®,10,1! nor
is in conformity with reports that
higher incidence is seen in South India
than in the North2,13, Present obser-
vations may be the result of the easy
accessibility of villagers near Varanasi
to a good centre. of medical care
where the discase is inevitably detected.
Further, figures based on hospital

attendance are bound to differ
from those obtained by school
surveysis,1s, B ‘

Judging from the present figures
there seems to be an upward trend in
the incidence of tinea capitis in this
region. Sehgal and Shomelé reported
prevalence of 1.29 of tinea capitis and
it was 4.99, in the present study.

The observations of increased vul-
nerability of male children (81.49).
high prevalence in the prepubertal age
group (859%,) and predominantly rural
nature of the disease (81.49;) tie in
wellwith those of earlier workersiv,18,19,

TABLE 2

Age and sex-wise distribution of tinea capitis in rural and urban children.

Rural/ 0-6 7-12 13-18 Beyond 18 :

Sex Urban Years Years Years Years of age Total
‘Male Rural 3 30 5 - - 38
Urban 2 -3 I 6
Female Rural 2 3 - 1 6
Urban 2 1 1 - ) 4
Total 9. 37 7 1 54
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Increased incidence ~of tinea capitis
especially the ‘black dot’ type in the
rural children cannot be ascribed to a
common source of infection or closed
community living as the occurrence
was noted to be widely distributed in
space and time. Rather it can be
attributed to the endemicity and sta-
bility of T. vioclaceum in these villages
similar to that of T, schoenleinii in
Jammu and Kashmir?, A definite
history of contact with animals was
available in all cases of inflammatory
tinea capitis. The scaly non-inflamma.
tory type of infection caused by T.
rubrum was exclusively seen in the city
children belonging to low socio-econo-
mic status. M. nanum contributed to
only 3.79, of cases. The predominance
of T. violaceum infection is in accord
with many other reports from India%,22,

The result that there is no defect in
the cell-mediated immunity as judg-
ed by the phytohemoagglutinin intra-
dermal test in the patients with ‘black
dot’ and gray patch tinea capitis pati.
ents contrasts with the observation of
Rasmussan et al?,
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TRUE or FALSE

Immunological studies on rosacea consistently show base-
ment zone (BZ) positivity suggesting antibodies against altered .
- collagen of Type 4 present in the sub-basal lamina in contact

with the corium ;
genesis of the disease,

130

thus indicating an.. 1mmun010g1cal et1opatho-

(See Page No. 166)



