
Indian J Dermatol Venereol Leprol | July-August | Vol 74 | Issue 4402

site.[8] We believe that in view of the reports of efficacy of 
DNCB therapy,[9,10] DNCB requires a relook as an option in 
alopecia areata rather than other contact sensitizers that 
are available only with difficulty and are expensive.[11]

K. H. Mohan, C. Balachandran, S. D. Shenoi, K. H. Mohan, C. Balachandran, S. D. Shenoi, 
Raghavendra Rao, Sripathi H, Prabhu SmithaRaghavendra Rao, Sripathi H, Prabhu Smitha
Department of Dermatology, Kasturba Medical College, Manipal, 

Karnataka, India

Address for corresspondence:Address for corresspondence: Dr. Mohan K H, Assistant Professor, 
Department of Dermatology, KMC, Manipal – 576 104, Udupi, 

Karnataka, India.

REFERENCESREFERENCES

1. Breuillard F, Szapiro I. Dinitrochlorobenzene in alopecia 
areata. Lancet 1978;2:1304.

2. Cotteril JA, Psychiatry and skin diseases. In: Rook AJ, 
Maibach HI,editors. Recentadvances in dermatology No.6. 
Edinburgh: Churchill Livingstone; 1983. p. 189-212.

3. van der Steen PH, van Baar HM, Happle R, Boezeman JB, 
Perret CM. Prognostic factors in the treatment of alopecia 
areata with diphenylcyclopropenone. J Am Acad Dermatol 
1991;24:227-30.

4. Warin AP. Dinitrochlorobenzene in alopecia areata. Lancet 
1979;3:927.

5. Happle R, Echternacht K. Induction of hair growth in 
alopecia areata with DNCB. lancet 1977;2:1002�3.

6. Rokhsar CK, Shupack JL, Vafai JJ, Washenik K. Efficacy of 
topical sensitizers in the treatment of alopecia areata. J Am 
Acad Dermatol 1998;39:751�61.

7. Stricker RB, Elswood BF. Dendritic cells and 
dinitrochlorobenzene (DNCB): A new treatment approach to 
AIDS. Immunol Lett 1991:29:191�6.

8. Stricker RB, Elswood BF. Topical dinitrochlorobenzene in 
HIV disease. J Am Acad Dermatol 1993;28:796�7.

9. Singla A, Mittal RR, Walia RL, Bansal IJ. Comparative efficacy 
of topical DNCB and PUVASOL therapy in alopecia areata. 
Indian J Dermatol Venereol Leprol 1991;57:284-6.

10. Khopkar U, Nigale V, Trasi SS, Wadhwa SL. Topical 
dinitrochlorobenzene (DNCB) in alopecia areata. Indian J 
Dermatol 1990;35:103-6.

11. Singh G, Okade R, Naik C, Dayanand CD. 
Diphenylcyclopropenone immunotherapy in ophiasis. Indian 
J Dermatol Venereol Leprol 2007;73:432-3.

Dermatomycosis caused by Dermatomycosis caused by 
common and rare fungi in common and rare fungi in 
MumbaiMumbai

Sir,
Dermatophytoses are the infections of keratinized tissues 

caused by a group of closely related fungi known as 
dermatophytes while the term dermatomycosis includes 
dermatophytoses and infections by non-dermatophyte 
molds.[1-3] The clinical presentation may often be confused 
with other skin disorders due to the rampant application 
of broad-spectrum steroids and other ointments. We, at 
the Department of Microbiology studied the occurrence 
of common and uncommon prevailing fungi causing 
dermatomycosis.

Out of 328 suspected cases of dermatomycosis, a total of 99 
skin scrapings, 62 scalp hair samples and 166 nail samples 
were processed in the period of 2005�2006. Microscopy 
using 10% KOH was followed by cultures on modified 
Sabouraud�s dextrose agar (SDA) with chloramphenicol 
(0.05 mg/mL) and cycloheximide (0.5 mg/mL). Fungal 
species were identified by cultural characteristics, pigment 
production, rates of growth, lactophenol cotton blue (LPCB) 
preparations and slide cultures on potato dextrose agar 
(PDA). The urease test was used to differentiate between 
T. rubrum and T mentagrophytes. SDA was used to identify 
Candida spp with the aid of LPCB preparations. In addition, 
the germ tube (GT) test, growth on corn meal agar (CMA) 
and sugar assimilation tests were also used.[1]

Out of 99 skin scrapings, fungal elements could be seen in 
25 cases and culture was positive in 15 cases (15.15%). Out 
of these 15 isolates, T. rubrum was isolated in 40% (6/15) 
cases, T. violaceum in 26.66% (4/15) cases, T. mentagrophytes 
was isolated in 13.13% (2/15), T. schonlenii, Fusarium spp. and 
Exophiala spp. were isolated in one case each. 

Eight (12.69%) dermatophyte species were isolated from 63 
hair samples collected from scalp hairs. Among the culture-
positive hair samples, the most common organism isolated 
was T. violaceum (62.5%, 5/8), while Microsporum gypseum, 
T. mentagrophytes and T. schoenleinii were isolated from 
endothrix cases. 

From 166 cases of nail samples, cultures were positive in 27 
cases (16.26%). Of these 27 cases, the most common isolate 
was T. violaceum (22.22%, 6/27) followed by T. tonsurans in 
14.81% cases (4/27). T. rubrum, T. mentagrophytes, C. albicans, C. 
tropicalis, each comprised 11.11% of the 27 cases. E. flocossum, 
T. schonlenii, C. parapsilosis, C. krusei and Scopulariopsis spp. 
were isolated from one case each. Blue-collar workers 
(74.07%, 20/27) followed by housewives (25.92%, 7/27) were 
commonly found to suffer from onychomycosis. 

In our study, T. rubrum was the most common isolate from 
the skin in 40% (6/15) of culture positive cases, followed by 
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T. violaceum in 26.66% of the cases and T. mentagrophytes in 
13.13% of the cases (2/15). This is comparable with other 
studies showing T. rubrum as the most common isolate[4] 
isolated from glabrous skin of the body, groins and feet as 
reported earlier.[5] The most prevalent clinical type seen was 
tinea cruris (60%) followed by tinea corporis (33.33%). This 
is in agreement with other published reports.[6] The second 
most common isolate in this study was T. violaceum, which is 
in contrast with other studies,[2,4] in which T. mentagropytes 
was the second most common isolate. The presence of non-
dermatophytic fungi, i.e, Fusarium spp. and Exophiala spp. 
was reported in this study. 

The most common isolate in the scalp hair samples was T. 
violaceum (62.5%) and T. rubrum was the least common isolate 
in our hair samples as reported earlier.[2] The striking feature 
among the culture-positive cases of onychomycosis in this 
study was that T. violaceum was the most common isolate 
(22.22%), which is in contrast to other studies from India.[7] C. 
krusei is a lesser known species of Candida which is currently 
emerging as a pathogen and C. krusei was isolated from one 
case in this study. Scopulariopsis spp. which is reported to 
be a ubiquitous soil fungus causing nondermatophytic nail 
infections in a majority of cases,[8] was isolated from one 
case of onychomycosis in our study. Our study shows that 
dermatophytes as well as other fungi may cause infection 
of the skin, hair or nails, hence, a high index of suspicion is 
required to implicate and identify the isolates.
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Nimesulide-induced, multifocal, Nimesulide-induced, multifocal, 
urticarial fi xed drug eruption urticarial fi xed drug eruption 
confi rmed by oral provocation testconfi rmed by oral provocation test

Sir, 
Fixed drug eruption (FDE) is a common subset of cutaneous 
reactions that arise due to various drugs. Multifocal FDE 
(MFDE) is defined by skin eruptions at more than one 
site. Nimesulide is a cyclooxygenase (COX) inhibitor with 
a high degree of selectivity to COX-2. Although commonly 
prescribed, there is only one reported case of nimesulide-
induced MFDE in a child.[1]

A 41-year-old old female was referred to our clinic because 
of the sudden appearance of numerous, erythematous, 
urticarial plaques with slight desquamation on the trunk and 
extremities over the last 18 hours. According to her history, 
she usually received paracetamol for her dysmenorrhea; 
however, over the last eight months, she started using 
piroxicam or nimesulide over the counter. At the time of 
the examination, a 3-mm punch biopsy was performed and 
histological examination confirmed the diagnosis of FDE. 

The patient was not able to link the eruption with the intake 
of any drugs. An oral provocation test was suggested, she 
consented and an appointment was scheduled a month 
after the remission of the lesions. 

Nimesulide seemed to be the most probable causative 
agent based on her history. A dose of 25 mg was initially 
administered and an additional dose of 25 mg was given after 
an hour as the patient was free of eruptions. Approximately 
30 minutes after the 2nd dose, we noticed the appearance of 
a widespread, slightly itching erythema which was localized 
on the trunk. After an hour, we administered a third dose of 
25 mg nimesulide (a total of 75 mg) and multiple, urticarial, 
erythematous plaques appeared within 15�20 minutes 
[Figure 1]. Oral provocation tests were also performed with 
piroxicam and paracetamol and were negative.
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