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Abstract
Introduction and objective: Pityriasis (tinea) versicolor is a mild, chronic
infection of the skin caused by Malassezia yeasts, and characterized by discrete or
confluent, scaly oval to round macules scattered over characteristic areas of the
body, including the upper trunk, neck, and upper arms. The color of patches
varies from almost white to pink to reddish brown or fawn colored. The aim of
the present study is to assess the effect of the common determinants factors on
the clinical aspects of pityriasis versicolor in Missan province.
Patients and methods: The study sample consist of 300 patients with pityriasis
versicolor attending the Department of Dermatology in Al-Sader Teaching
Hospital in Missan province during the period from October 2015 to March
2016.The diagnosis of pityriasis versicolor was done by clinical examination and
established by woods lamp of the skin lesion and 10% KOH examination of
scraping from skin lesion for suspected cases.
Results: out of, 300 patients with pityriasis versicolor, there were 180 males
and 120 females. The ages of patients ranged from 10 to above 60 years. The
majority of cases 43% fall in age group of 20-29 years. The majority of cases
came from urban areas (63.4%) compared to (36.6%) from rural areas. The
indoor patients were 165 and outdoor patients were 135 with 48.3 % presented
with hyperpigmentation, followed by 40% with hypopigmentation, 6.7% mixed
and 5% erythematous. The time of onset in summer 55% compared to 45% in
winter. Asymptomatic individuals were 56.7% while who complaining from mild
pruritus were 43.3% with 51.47% were chronic cases compared to 48.3%were
acute cases. The nonexposed area trunk (45%) infected more than exposed area
(25%) and (30%) was mixed areas.
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Conclusion : Pityriasis versicolor is a very common asymptomatic pigmentary
dermatologic problem with predominance of hyper pigmented ones in cases with
outdoor jobs especially from rural area in Missan province.
تأثير العوامل المحذدات المشتركة على الجواوب السريرية
للىخالية المبرقشة مه محافظة ميسان

الخالصة:
إٌخبٌ١ت (اٌغؼفت) اٌّبشلشت ٘و ٛػوذ ٜٚفطش٠وت فف١فوت ِٚضِٕوت فو ٟاٌدٍوذ إٌوبخُ ػوٓ اٌخّوبرش ِبالعو١ض٠ب
ٚحخّ١ضبشىٍٙب اٌدٍذ ٞاٌب١ضبِ ٞٚخمششة ِٕفصٍت إِٔ ٚذِدت إٌ ٝحطبطبث ِغخذ٠شة إٌّخشوشة ػٍوِٕ ٝوبطك
ِّ١ضة ِٓ اٌدغُ بّب ف ٟرٌه اٌدزع اٌؼٍ ٞٛاٌشلبت ٚأػٍ ٝاٌزساػ ٌْٛ . ٓ١اٌبمغ ٠خخٍف ِٓ ا٤ب١ض حمش٠بب
إٌ ٝاٌٍ ْٛاٌٛسد ٞإٌ ٝاٌبٕ ٟاٌّحّش .اٌٙذف ِوٓ ٘وزٖ اٌذساعوت ٘و ٛحم١و ُ١حوثي١ش اٌؼٛاِوً اٌّحوذداث اٌّشوخشوت
ػٍ ٝاٌدٛأب اٌغش٠ش٠ت ٌٍٕخبٌ١ت اٌّبشلشت فوِ ٟحبفظوت ِ١غوبْ .حخىو ْٛػٕ١وت اٌذساعوت ِوٓ ِ 033وش٠ض ِوغ
إٌخبٌ١ت اٌّبشلشت ساخؼٛا لغوُ اِ٤وشا اٌدٍذ٠وت فوِ ٟغخشوف ٝاٌصوذس اٌخؼٍّ١و ٟفوِ ٟحبفظوت ِ١غوبْ فولي
اٌفخشة ِٓ أوخٛبش  5302إٌِ ٝوبسط  .5302حوُ حشوخ ١إٌخبٌ١وت اٌّبشلشوت ػوٓ طش٠وك اٌفحو اٌغوش٠شٞ
ٚأوذث حشخ ١اٌحبٌت بٛاعطت ِصببذ(اٌضٛء االصسق اٌذاوٓ) ٌ٣فت اٌدٍذ ِٚحٍٛي ب١شٚوغوب٠ذ اٌبٛحبعوَٛ١
 ٪03فح و وشووظ ِووٓ ا٢فووت اٌدٍذ٠ووت ٌٍحووبالث اٌّشووخبٗ بٙووب  .إٌخووبرح ِووٓ أصووً ِ 033ووش٠ض ِووغ إٌخبٌ١ووت
اٌّبشلشت وبْ ٕ٘وبن  083رووٛس  053 ٚأٔثو ٝحشاٚحوج أػّوبس اٌّشضوِ ٝوٓ  03إٌو ٝأوثوش ِوٓ  23ػبِوب.
غبٌب١ت اٌحبالث  ٪30حمغ ف ٟاٌفئت اٌؼّش٠ت ِٓ  52-53ػبِبٚ .خبءث غبٌب١ت اٌحبالث ِٓ إٌّبطك اٌحضش٠ت
(ِ )٪20.3مببً ( ِٓ )٪02.2إٌّبطك اٌش٠ف١تٚ .وبْ اٌّشض ٝاٌٛظبرف اٌذافٍ١ت ِ 022ش٠ضب ٚوبْ 002
ِش٠ضب ٚظبرف فبسخ١ت ف ٟاٌشّظ ِغ ٠ ٪38.0ؼبٔ ِٓ ْٛفشط اٌخصوب ،حٍٙ١وب ِ ٪33وغ ٔمو اٌخصوبٚ ،
ِ ٪2.6خخٍطت  ٪2 ٚحّبِٚ. ٟوبْ ا٤فشاد اٌز١ٌ ٓ٠ظ ٌذ ُٙ٠أ ٞأػشا  ٪22.6ف ٟحو ٓ١أْ اٌوز٠ ٓ٠شوىْٛ
ِٓ حىت فف١فت  ِٓ ٪20.36 .٪30.0اٌحبالث وبٔج ِضِٕت ِمبسٔوت ِوغ ِ ٪38.0وٓ اٌحوبالث وبٔوج ٌحوبدة.
ٚوبٔج إٌّطمت اٌّصببت اٌغ١ش ِؼشضت ٌٍشّظ ( )٪32أوثش ِٓ إٌّطمت اٌّؼشضوت ( )٪03( ٚ )٪52وبٔوج
ِٕبطك ِخخٍطت .االعخٕخبج :إٌخبٌ١وت اٌّبشلشوت ٘وِٛش فطوش ٞحصوبغ ٌٟٔٛ(ٟداووٓ) خٍوذ ٞشوبرغ خوذا ِوغ
ّٕ٘١ت اٌحبالث اٌّصطبغت ػٕذ اٌٛظبرف ف ٟاٌٛٙاء اٌطٍك ٚفبصت ف ٟإٌّبطك اٌش٠ف١ت فِ ٟحبفظت ِ١غبْ.
Key words : Pityriasis versicolor, Malassezia, woods lamp, Missan province.
Introduction
Pityriasis (tinea) versicolor is a mild and chronic superficial fungal infection
of the skin caused by a type of yeasts are called Malassezia, and characterized by
scattered or confluent, scaly, hypopigmented or hyperpigmented macular skin
lesions, mainly on the upper trunk and neck. Malassezia (dimorphic lipophilic
yeasts) are part of the normal flora of the human, the most common types are
Malassezia furfur, M.globosa, M.pachydermattis.(1) Tinea versicolor presented as
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finely scaly oval to round macules scattered over characteristic areas of the body,
upper trunk, neck, and upper arms, often with perifollicular lesions. The color of
skin lesions varies from almost white to pink to reddish brown. The fine scale is
described as dust-like. Under appropriate factors, it converts from the saprophytic
yeast to the predominantly parasitic mycelial form, which causes clinical
disease.(2) The dicarboxylic acids which produced by the dimorphic yeast may
have a cytotoxic damaging effect on melanocytes and inhibit the tyrosinase
enzyme that leads to hypopigmentd macules.(3) There is a reduction in number,
size, and accumulations of melanosomes in melanocytes and in surrounding
keratinocytes. In general patients with tinea versicolor are asymptomatic,
although minority of some patients complain of mild pruritus .(4)
Direct microscopy with potassium hydroxide 10% (KOH) of scale scraped
from the surface of skin lesions were carried out for those suspected cases of tinea
versicolor ( to look for the presence of hyphae and clusters of yeast cells they
resemble ‘spaghetti and meatballs’).
Tinea versicolor occurs worldwide, with a high rate (20-50%) in humid and
hot environmental regions .(3) Several reports from Iran showed that tinea
versicolor is more prevalent in the regions with a higher rate in south, which have
warm and humid climate. The frequency of pityriasis versicolor in Iran varies
from 4.4-57.7% in different reports.(2-01)
In Iraq, the pityriasis versicolor infection rate in Baghdad was found to be
5% and the average age at infection was 20.8 years.(7) While in Basrah, the
infection rate was 40.5% and the male to female ratio was 3:2 and the age group
11-20 years was found mostly affected. (8)
Tinea versicolor can be successfully treated with topical antifungal
medications like 2.5% selenium sulfide and ketoconazole (Nizoral ointment and
shampoo). It is normally applied to a dry skin and washed off after 10 minutes,
repeated daily for 2 weeks. Oral antifungals include ketoconazole, itraconazole or
fluconazole they prescribed if the rash is over a large area of the skin, or is not
cleared by the topical treatments.(11,05(
However, recurrence rates following successful treatment remain high and
there are no dosage guidelines available for administration of oral antifungal
agents that carry risks of adverse events.(13)
Aim of the study
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The aim of this study is to determine the common factors that affect some
clinical aspect of tinea versicolor that occurred in Missan population who are
attend dermatological outpatient in Al-Sader Teaching Hospital during the period
from October 2015 to March 2016.
Patients and methods
This is prospective cross-sectional study of 300 patients for pityriasis
versicolor attending the Department of Dermatology in Al-Sader Teaching
Hospital in Amara city during the period from October 2015 to March 2016.
Diagnosis was made by dermatologist on clinical basis and the suspected cases
sent for laboratory investigation (KOH test). To confirm the diagnosis wood's
light examination was done in a dark room to accentuates pigment changes.
The skin scrapings from infected areas by using scalpel or a glass slide
were placed directly onto a microscope slides and were covered with 10%
potassium hydroxide and the slide is left, for five to fifteen minutes, in order to
dissolve skin cells. The slides were gently heated for 10 minutes to facilitate the
action of the KOH before microscopically examined.(6)
The total number of patients with tinea versicolor that included in our study
were 300. One hundred eighty of them(60%) were males and 120(40%) were
females. The patients were divided according to their age into four groups. The
majority of cases 43% fall in age category of 20-29 year followed by 32% in age
group 10-19 years and age group above 40 in 15%.
Interviews with the patients were done using a questionnaire designed by the
researcher and data were collected individually at the time of the diagnosis.
Statistical study done by using data analysis software (SPSS version 16 and
Excel 2010) presented as tables of number and percentage with figures.
Results :
Regarding the residency , the majority of cases were from urban area
(63.4%) compared to (36.6%) in rural area as shown in the figure 1.
In respect to the occupation, most of the outdoor males was policemen,
soldiers and construction workers. While the indoor males were students, females
indoor were (housewife and students ). Our results showed that the number of
indoor patients 165 (120 female and 45 male ) while the outdoor were 135 all of
them male patients as in the figure2.
In this study, 48.3 % presented with hyperpigmentation, followed by 40%
with hypopigmentation, 6.7% mixed and 5% erythematous. The hypopigmented
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lesions were more common in males( 52.8%) while the hyperpigmented lesions
were more in females (62.5%) as in the table 1. Regarding to the site of infection,
nonexposed area, trunk abdomen and back (45%) infected more than exposed
area (25%) and (30%) were mixed areas table 2.
Concerning the time of the onset of the disease, the majority of the cases the
onset was in summer 55% compared to 45% in winter as in shown figure 3.
Regarding to the use of topical steroid drug, 11.6% of cases using these drugs as
misdiagnosis as shown in the figure 4. According to its duration, 51.47% were
chronic compared to 48.3% acute as in table 3.
Asymptomatic individuals were 56.7% (66.7% male, 41.6% female ) while
who complaining from pruritus were 43.3% (33.3%male and 58.4% female ) as in
the table 4. The percentages of patients who used topical antifungals were 18.6%
while not use 81.4% as in the figure 5. Concerning the use of topical steroid, our
study showed that (11.6%) used these drugs as misdiagnosis, and this leads to
flaring of superficial fungal infection figure 6. According to previous treatment,
(81.4%) didn’t take any medication compared to (18.6%) took medication a of
ketoconazol shampoo figure 7.

Figure.1 Rate of infection according to gender

Figure.2 Distribution of infection according to age
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Figure.3 Rate of infection according to residency

Figure.4 Relation between tinea versicolor & occupation
Table .1 Distribution of skin color lesions
Color of skin
lesions
Hyperpigmented
Hypopigmented
Mixed
Erythematous
Total

Gender
Male (%)
70 (38.9)
95 (52.8)
10 (5.5)
5 (2.8)
180 (60)

Female (%)
75 (62.5)
25 (20.9)
10 (8.3)
10 (8.3)
120 (40)

Table.2 Sites of involvement in pityriasis versicolor
Gender
Site of lesion
Total (%)
Male (%)
Female (%)
Exposed
70 (38.8)
5
(4.1)
75 (25)
22

Non exposed
Mixed
Total

35 (19.4)
75 (41.6)
180 (60)

100 (83.3)
15 (12.5)
120 (40)

135 (45)
90 (30)
300 (100)

Figure.5 Percentage of infection according to time of the onset of the disease.

Figure. 6 Topical steroid in tinea versicolor
Table.3 Duration of tinea versicolor infection
Gender
Duration
Total (%)
Male
Female
(%)
(%)
95
Acute
50 (41.6) 145 (48.3)
(52.7)
85
Chronic
70 (58.4) 155 (51.7)
(47.3)
180
Total
120 (40) 300 (100)
(60)
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Table 4 Itching in patients with tinea versicolor
Gender
Itching
Total (%)
Female
Male (%)
(%)
130
Yes
60 (33.3) 70 (58.4)
(43.3)
170
No
120 (66.7) 50 (41.6)
(56.7)
Total
180 (60)
120 (40)
300 (100)

Figure. 7 Previous antifungal treatment in patients with tinea versicolor
Discussion
Pityriasis versicolor is a major cosmetic health problem all over the world
including Iraq, the adverse cosmetic effects of the lesion may lead to significant
emotional distress, particularly in adolescent. (3,9,10)
In the present study, we noted that the frequency of male patients with
pityriasis versicolor was higher than that of female patients,180(60%)versus
120(40%)male patients. We found this result was similar to the Iranian and Indian
studies.(7,14,15) While locally our results is dissimilar when compared with
same study done in Erbil province, which showed pityriasis versicolor to be
slightly higher in female patients(51.7%) than that of male patients(48.5%).(8) A
possible explanation for that most of our patients came from a conservative poor
community. Since pityriasis versicolor is asymptomatic in most cases, the female
patients often do not consult doctors early especially when lesions occur in the
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covered parts of the body, they do not seem to pay attention to cosmetic problem
unless it occurs on face and neck. Most of male patients were (military personnel
& building worker) which associated with seborrheic skin and hyper sweating
that made them more susceptible to infection. Furthermore sebaceous gland
activity was increased normally in males 15 years and older compared to female
patients and that may also promote tinea versiclor infection in male patients. (805(
The most susceptible age group prone to have tinea versicolor occurred
between 20-29 years (43%) followed by (32 %) in age group 10-19 years, this is
consistent with study made in Al-Muthana 2010 which discovered that the age
21-30 years occupy the majority of cases in about(41%) and age 11-20 in (20%),
because this age group (postpubertal period) of high level of physical activity,
increased activity of sebaceous glands, more seborrheic skin and lipophilicity
nature of the causative fungus so these factors are suitable for growth and
occurrence of tinea versicolor infection.(9) Also these data were in agreement
with other studies.
Concerning to the color of the skin lesion, our study showed that the majority
of cases were hyperpigmented (62.5%) among female because most of the rash
were in the non exposed area ( lighter than exposed) and hypopigmented (52.8 %)
among male because most of the rash were in the exposed area (darker than non
exposed ) so this give us that sun exposure areas like face and dorsum of the
hand not involved with the disease which mean that the sun light act as inhibitory
factor for growth of superfacial fungal infection, it is concordance with other
studies in which hyperpigmented skin lesions more than hypopigmented. (7,8,11)
There is a significant difference between urban and rural populations. Our
result showed that most of cases were from urban area (63.4%), this is
comparable with the study done in Baquba 2004 which revealed that cases from
rural area were a little bit more likely to be infected with tinea versicolor 51.6%,
this as a result of hot, humid environmental conditions in the rural area and
because those people not well educated about this relatively asymptomatic skin
disease in comparison to urban people so they ignore the disease.(10)
In respect to the itching, the majority of cases were asymptomatic(56.7%)
and even those who were complaining from itching were very mild (43.3%), this
is similar to the results of Baquba study which discovered that (60.9%) were non
itching.(10)
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Regarding the duration of disease, we discovered the majority were
chronic(more than 6 week) is about (51.7%), because most of the cases
asymptomatic or that associated with mild itching usually occur in non-exposed
area so most of our patients neglect it and doesn’t consult the doctor early, while
the other study showed that a (44.1%) occur for more than two months.(7)
The highest rate of onset of the infection occur during summer (55%)
compared to (45%) in winter but the time of consultation of patients in winter,
this result is in consistence with Indian study which shows spontaneous remission
in winter months in 30% cases. Hence, it may be assumed that hot and humid
environment of our country is more important predisposing factor than nature of
job.(12)
Concerning the use of topical steroids, our study showed that (11.6%) used
these drugs as misdiagnosis, and this led to flaring of superficial fungal
infections.
Regarding the sites of infection, nonexposed area trunk ( neck, abdomen and
back) (45%) infected more than exposed area (25%) and this was in agreement
with many studies.(7,8,9) This distribution of patches parallels to the density of
sebaceous glands activity while other study showed that neck was the most
common site (40.6%) followed by shoulder (31.3%) and upper arm (15.6%).(10)
About occupation, most male patients were outdoor 135 and most of them
were policemen, building workers or soldiers while indoor patients were
students, because those who doing hard works, athletes and military personnels
usually are associated with hyper sweating and become more vulnerable to tinea
versicolor.
According to previous treatment, (81.4%) hadn’t taken any medication
compared to (18.6%) took medication a of ketoconazol shampoo. Largely
asymptomatic nature of this disease and lack of attention to cosmetic problems
among patients of poor socioeconomic background (who form bulk of our
patients) seem to explain the neglecting of treatment.(12)
Conclusion : from our study we would say that pityriasis versicolor is very
common pigmentary dermatologic problem and all types of pigmentary variations
are present in Missan province especially those from rural areas with
predominance of hyper pigmented ones. Although the three types of pigmentary
variations can occur simultaneously in any individual case, it is more common in
jobs with high and humid environmental conditions.
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