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ABSTRACT

Onychomycosis by Trichosporon Inkin:

A Rare Clinical Entity

CHARU JAIN', RAVINDER KAUR?, DEEPTI RAWAT?, SURAIYA K ANSARI*

Trichosporon species are basidiomycetous yeasts that are widely distributed in the nature and regularly found on normal skin. The
cylinder-shaped arthroconidia forming yeast has undergone a major taxonomic reclassification with Trichosporon inkin associated
with white piedra of hair shafts. Here in we report a rare case of onychomycosis in an otherwise healthy adult.

CASE REPORT

A 26-year-old female presented to Dermatology OPD with
complaints of discolouration of fingernails along with change in
texture of nails [Table/Fig-1]. As per the patient, the problem had
started in the right hand thumb and index finger nail which gradually
spread to other nails of same hand. As her symptoms progressed,
she decided to take a consultation from a private physician. She
was prescribed some medication for application (no document
available). Two months later she presented to the dermatology
department of our tertiary care hospital for further evaluation and
treatment. On examination, yellowish discolouration along with
thickening of fingernails was observed [Table/Fig-1]. Scalp, hair and
genital region were free from any fungal infection. General physical
examination revealed no other pathological abnormality. There was
no history of chronic illness. Nail scraping from both hands were
taken using sterile precautions for fungal microscopy and culture.
Initial mycological examination on 20% KOH microscopy revealed
hyaline hyphae with round blastoconidia and arthroconidia [Table/
Fig-2]. Sample was further cultured on Sabouraud’s dextrose agar
with  Gentamycin, Chloramphenicol and Cycloheximide at 26°C
and 37°C, respectively. After seven days of aerobic incubation at

[Table/Fig-1]: Discoloured and brittle thumb nail of patient on clinical presentation.
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26°C, a white, finely cerebriform growth was obtained. On further
incubation, colour of the growth darkened along with cracking of
agar [Table/Fig-3a,b]. The identification of the isolate was done using
microscopic and biochemical characteristics (sugar assimilation,
urease production) of the yeast grown at 26°C for 5-10 days on
Corn meal agar using standard microbiological tests [1].

Microscopically long cylindrical —arthroconidia, blastoconidia,
sarcinae and appressoria were observed [Table/Fig-4]. Urease

[Table/Fig-2]: A 20% KOH mount of nail scraping showing hyaline hyphae.

[Table/Fig-3]: Macroscopic characteristics of the isolate grown aerobically on SDA
at 26°C: a) restricted, white, finely cerebriform growth on SDA; b) Reverse cracking
of media.
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test was positive. Myo-inositol was assimilated whereas melibiose
was not. Afterwards a repeat sample obtained grew the same
organism again, which was preliminarily identified as Trichosporon
species. Based on the microscopic, macroscopic and biochemical
characteristics, the isolate was identified as Trichosporon inkin;
since no other Trichosporon species form sarcinae and appressoria.
The patient was started on Itraconazole therapy (200 mg OD) for six
weeks and is under follow up.

[Table/Fig-4]: LPCB mount of isolate (at 40X) showing: Arthroconidia a), Appressoria
b) and Sarcinae c).

DISCUSSION

Onychomycosis is a common nail condition characterised by
thickening and associated dystrophy. Symptoms range from cosmetic
concern to painful experiences which hamper day to day activity. The
fungal involvement in nail comprises of yeast as well as moulds [2].

Predisposing risk factors usually associated are exposure to water,
misuse of antibiotics as well as derangement of immune status due
to chronic diseases or immunosuppressive therapy [2].

Trichosporon species have been associated with superficial and
systemic infections. Previously thought to be a contaminant in fungal
culture, it is now being viewed as a pathogen of significance [3].

Recent changes in the taxonomy has expanded the genus members
with six major human pathogens: T asahii, T. mucoides, T. ovoides,
T. asteroides, T. cutaneum, and T. inkin [3].

Role of Trichosporon species as etiological agent of onychomycosis
have been reported in recent studies [4].

In nail disorders, T. ovoides and T. cutaneum has been identified
in different studies as the most commonly isolated member of
Trichosporon genus [4].

T. inkin is commonly associated with white piedra of hair shafts
in genital region [1]. This species has been reported from a
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variety of invasive infections in immunocompromised patients of
haematological malignancies, peritoneal dialysis, endocarditis
etc., [1,2].

Conventional laboratory methods for identification of species include
colony morphology, biochemical test, slide culture or corn meal
agar, sugar assimilation test and cycloheximide tolerance test [1].

Newer molecular methodologies for confirmation like sequencing of
Intergenic spacer 1 region of the rBNA gene family are upcoming
but they are currently available only at selected reference laboratory.
Therefore, as of now, commonly performed test may provide a
direction for identification [5].

As per best of our knowledge, only one other nail infection by T.
inkin has been reported from a patient from Mexico with history of
chronic ulcer and trauma [6].

The isolation of same agent from both the hand sample on dual
occasion, gives strength to the assumption of 7. inkin as a potential
nail pathogen rather than just being a secondary colonizer.

As the susceptibility profile for antifungal vary according to the
species, it is necessary to identify the isolate up to species level.
This will help in epidemiological association of species to a clinical
condition and thus help in guiding the therapy [7].

Similar to other studies, the infection here is also seen in a female.
The possible reason could be constant damage to nail due to
household work which can act as a predisposing risk factor [4,6].

T. inkin reports from India are limited to cases of white piedra of
scalp and allergic fungal sinusitis [7,8].

CONCLUSION

T. inkin should be considered a potential pathogen in onychomycosis.
Also, the emergence of Trichosporon species warrants more efforts
for correct and timely identification. More data needs to be collected
to form a knowledge base for both superficial and deep infections.
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