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1. INTRODUCTION 
In 2016, fungal skin diseases ranked fourth among 328 

diseases and injuries evaluated globally, accounting for 

an estimated 2.1 billion cases
[1]

, and dermatophyte 

infections of the skin, hair, and nails represent the most 

common fungal infections. Tinea, also known as 

dermatophytosis or ringworm, is a superficial fungal 

infection caused by dermatophyte fungi belonging to 

three genera: Trichophyton, Microsporum, and 

Epidermophyton.
[2]

 It is a significant global public health 

concern, especially in tropical and subtropical regions 

where climatic conditions favor fungal growth, and 

causes considerable morbidity through chronicity, 

secondary bacterial infection, and social stigma. 

 

1.1 Clinical Types and Transmission 
Nine principal clinical forms are recognized according to 

the site affected: tinea capitis (scalp), tinea corporis 

(trunk and limbs), tinea cruris (groin), tinea barbae 

(beard area), tinea faciei (face), tinea pedis (feet), tinea 

incognito (steroid-modified lesions), tinea 

unguium/onychomycosis (nails), and tinea manuum 

(hands). Transmission occurs through direct human-to-

human contact, contact with infected animals such as 

cats and dogs (particularly relevant for tinea capitis in 

children), and indirectly through shared items such as 

towels, combs, and clothing.
[3] 

 

1.2 Epidemiology of Tinea 
In Iraq, dermatophytosis has been reported to account for 

approximately 57% of superficial fungal infections, with 

tinea corporis and tinea capitis as the leading 

presentations and a higher incidence in urban areas.
[4] 
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ABSTRACT 
Dermatophyte infections (tinea) are common superficial fungal infections of the skin, hair, and nails that constitute 

a substantial public health burden, particularly in developing countries. This cross-sectional study aimed to 

determine the prevalence, demographic distribution, and contributing factors of tinea infection among patients 

attending dermatology consultation units in Mosul City, Iraq. A total of 771 tinea patients of different age groups, 

sexes, educational backgrounds, and occupations, attending Al Salam Teaching Hospital, Ibn Sena Teaching 

Hospital, and Al Mosul General Hospital over six months (2 January-30 July 2025), were evaluated through 

clinical examination, structured interview, and review of medical records. The overall prevalence of fungal 

infection among dermatology attendees was 3.195%. Tinea corporis was the most frequent presentation (40.1%), 

followed by tinea capitis (37.0%); tinea capitis predominated in children aged 1-9 years (33.5%) and in males 

(25.3%), whereas tinea corporis was more common in adults aged 30 years and above and in females (21.8%). 

Rural residents were more often affected than urban residents (55.0% versus 45.0%). Itching was the most 

frequently reported symptom (48.8%), and heat was the leading aggravating factor (55.3%). Dermatophyte 

infection remains a significant public health problem in Mosul city, disproportionately affecting children and rural 

populations; targeted hygiene education and improved access to dermatological care are recommended to reduce 

its burden. 
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Across the Middle East, prevalence among dermatology 

clinic attendees ranges from 10% to 30%, with 

Trichophyton species predominating overall.
[5]

 Tinea 

capitis is particularly common among children in the 

region, accounting for up to 22% of pediatric 

dermatological cases in one Jordanian study.
[6] 

 

Worldwide, dermatophytosis is estimated to affect 20-

25% of the global population at some point in their lives, 

making it one of the most prevalent superficial fungal 

infections and a substantial public health challenge 

because of its chronicity and associated morbidity.
[7] 

 

1.3 Risk Factors 
Recognized risk factors include direct contact with 

infected persons or animals, sharing of personal items, 

warm and humid environments, immunosuppression, 

excessive sweating, poor hygiene practices, and pre-

existing skin conditions such as eczema or psoriasis.
[8]

 

Children are particularly susceptible to tinea capitis, 

while males are more prone to tinea cruris. 

 

1.4 Diagnosis and Treatment 
Diagnosis combines clinical evaluation with laboratory 

confirmation, most commonly direct microscopy of skin, 

hair, or nail scrapings in potassium hydroxide, 

supplemented where necessary by fungal culture, Wood's 

lamp examination, dermoscopy, or PCR-based molecular 

assays. Treatment depends on severity and extent: 

localized disease usually responds to topical azoles or 

allylamines, whereas extensive or refractory infection 

requires systemic therapy with terbinafine, itraconazole, 

fluconazole, or griseofulvin.
[9]

 Emerging terbinafine 

resistance has been documented with standard dosing 

regimens, prompting empirical use of higher doses and 

combination therapy in some settings.
[10] 

 

1.5 Aim of the Study 
The present study aimed to estimate the prevalence of 

tinea infection, its demographic distribution, and its 

contributing factors among patients attending 

dermatology consultation units in Mosul city. 

 

1.6 Specific Objectives 
1. To determine the demographic characteristics of 

patients with tinea infections. 

2. To identify the most common types of tinea 

infections among the study population. 

3. To investigate the common sources and modes of 

transmission of tinea infections. 

4. To assess the clinical presentation of tinea 

infections. 

5. To explore factors aggravating or relieving the 

occurrence and severity of tinea infections. 

 

2. Subjects and Methods 
A descriptive cross-sectional design was adopted to 

achieve the objectives of the study. 

 

The study sample comprised all tinea patients attending 

dermatology consultation units at Al Salam Teaching 

Hospital (291 patients), Ibn Sena Teaching Hospital (207 

patients), and Al Mosul General Hospital (273 patients). 

 

Administrative approval was obtained from the Arab 

Board of Health Specializations and the Nineveh 

Directorate of Health. The study was approved by the 

Nineveh Directorate of Health Ethics Committee, which 

waived formal written consent for this non-interventional 

research; participation was entirely voluntary, informed 

verbal consent was obtained from all participants, and 

confidentiality was maintained throughout. 

 

2.1 Study Period 
The study was conducted over six months, from 2 

January to 30 July 2025. 

 

2.2 Study Sample, Case Definition, and Sampling 
All tinea patients of both sexes and any age, recently 

diagnosed by a dermatologist or already on treatment and 

attending for follow-up, were included, giving a total 

sample of 771 patients regardless of age, sex, or race. 

Patients who refused to participate were excluded from 

the study. 

 

2.3 Data Collection Tool 
A specially designed questionnaire was used, comprising 

two sections: the first captured demographic 

characteristics (sex, age, residence, educational level, 

occupation, and marital status), and the second assessed 

the tinea infection itself, including type, source of 

infection, signs and symptoms, and aggravating and 

relieving factors. Data were obtained through regular 

visits to the dermatology consultation units and direct 

interviews with patients. 

 

3. Statistical Analysis 
Data were processed using IBM SPSS Statistics for 

Windows, version 26. Numbers and percentages were 

used to summarize categorical data, and prevalence was 

calculated as the number of tinea cases divided by the 

total number of patients attending dermatology 

consultation units, multiplied by 100, as in the equation. 

 
 

3.1 Level of Significance 
A two-tailed p-value of < 0.05 was considered 

statistically significant. 

 

4. RESULTS 
Table 1 presents the prevalence of tinea infections across 

the three participating hospitals. Tinea corporis was the 

most prevalent infection overall (1.280%), followed by 

tinea capitis (1.181%); other types ranged from 0.041% 

to 0.190%. Mosul General Hospital recorded the highest 

total prevalence (3.395%), while Ibn Sena Hospital 

recorded the lowest (2.957%). The overall prevalence of 

fungal infection among dermatology attendees at all 

three centers was 3.195%. 
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Table 2 summarizes the demographic and clinical 

characteristics of the 771 patients comprising the study 

sample, including age group, sex, residence, marital 

status, educational level, occupation, and source of 

infection. 

 

Children aged 1-9 years accounted for the largest 

proportion of cases (37.5%), males slightly outnumbered 

females (54.5% versus 45.5%), and rural residents 

accounted for 55.0% of cases compared with 45.0% 

among urban residents. 

Table 1: Prevalence of tinea infections across the three participating hospitals. 

Types of tinea 
Ibn Sena Hospital Al-Salam Hospital Mosul General Hospital Total 

No. Prevalence % No. Prevalence % No. Prevalence % No. Prevalence % 

Tinea corporis 85 1.214 118 1.297 106 1.318 309 1.280 

Tinea capitis 74 1.057 109 1.198 102 1.268 285 1.181 

Tinea cruris 15 0.214 12 0.131 19 0.236 46 0.190 

Tinea pedis 8 0.114 11 0.120 12 0.149 31 0.128 

Tinea faciei 8 0.114 10 0.109 10 0.124 28 0.116 

Tinea ungium 5 0.071 8 0.087 10 0.124 23 0.095 

Tinea incognito 5 0.071 8 0.087 7 0.087 20 0.082 

Tinea manuum 3 0.042 5 0.054 2 0.024 10 0.041 

Tinea barbae 4 0.057 10 0.109 5 0.062 19 0.078 

Total 207 2.957 291 3.200 273 3.395 771 3.195 

 

Table 2: Demographic and clinical characteristics of the study sample (N=771). 

Variable Category No. % 

Age group (years) 

1-9 289 37.5 

10-19 114 14.8 

20-29 175 22.7 

30 and above 193 25.0 

Sex 
Male 420 54.5 

Female 351 45.5 

Residence 
Rural 424 55.0 

Urban 347 45.0 

Marital status 
Single 530 68.7 

Married 241 31.3 

Educational level 

Child 104 13.5 

Primary school 316 41.0 

Secondary school 138 17.9 

College 145 18.8 

Illiterate 68 8.8 

Occupation 

Child < 6y 218 28.3 

Student 147 19.1 

Housewife 139 18.0 

Employee 122 15.8 

Other 145 18.8 

Total  771 100.0 

 

Table 3 shows the distribution of tinea types by age 

group. Tinea capitis was most prevalent among children 

aged 1-9 years (33.5% of the total sample), while tinea 

corporis predominated among adults aged 30 years and 

above (17.6%). Tinea cruris peaked in the 20-29-year 

age group. 

 

Table 4 shows the distribution of tinea types by sex. 

Tinea capitis was more common in males (25.3% versus 

11.7% in females), whereas tinea corporis was more 

common in females (21.8% versus 18.3% in males). 

Other infections, including tinea pedis and tinea cruris, 

showed a slightly higher rate among females. 

Table 3: Distribution of tinea types by age group. 

Types of tinea 
1-9 years 10-19 years 20-29 years 30 and above Total 

No. % No. % No. % No. % No. % 

Tinea corporis 21 2.7 48 6.2 104 13.5 136 17.6 309 40.1 

Tinea capitis 258 33.5 27 3.5 0 0.0 0 0.0 285 37.0 

Tinea pedis 1 0.1 6 0.8 10 1.3 14 1.8 31 4.0 

Tinea cruris 2 0.3 9 1.2 23 3.0 12 1.6 46 6.0 
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Tinea faciei 4 0.5 8 1.0 9 1.2 7 0.9 28 3.6 

Tinea ungium 2 0.3 4 0.5 6 0.8 11 1.4 23 3.0 

Tinea manuum 0 0.0 2 0.3 5 0.6 3 0.4 10 1.3 

Tinea barbae 0 0.0 6 0.8 9 1.2 4 0.5 19 2.5 

Tinea incognito 1 0.1 4 0.5 9 1.2 6 0.8 20 2.6 

Total 289 37.5 114 14.8 175 22.7 193 25.0 771 100.0 

 

Table 4: Distribution of tinea types by sex. 

Types of tinea 
Male Female Total 

No. % No. % No. % 

Tinea corporis 141 18.3 168 21.8 309 40.1 

Tinea capitis 195 25.3 90 11.7 285 37.0 

Tinea pedis 10 1.3 21 2.7 31 4.0 

Tinea cruris 20 2.6 26 3.4 46 6.0 

Tinea faciei 16 2.1 12 1.6 28 3.6 

Tinea ungium 8 1.0 15 1.9 23 3.0 

Tinea manuum 3 0.4 7 0.9 10 1.3 

Tinea barbae 19 2.5 0 0.0 19 2.5 

Tinea incognito 8 1.0 12 1.6 20 2.6 

Total 420 54.5 351 45.5 771 100.0 

 

Table 5 shows the distribution of tinea types by residence 

area. Both tinea corporis (22.3% rural versus 17.8% 

urban) and tinea capitis (21.9% rural versus 15.0% 

urban) were more frequent among rural residents. 

 

Table 6 shows that tinea corporis was the most common 

fungal infection among both single (21.1%) and married 

individuals (18.9%), whereas tinea capitis occurred 

exclusively in singles (37.0%). Overall, singles 

accounted for 68.7% of all cases. 

 

Table 7 shows that Tinea corporis was the most common 

fungal infection, particularly among housewives (11.9%) 

and employees (10.8%), while Tinea capitis 

predominated in children (23.9%) and students (13.1%). 

Overall, children accounted for the highest proportion of 

cases (28.3%). 

 

Table 5: Distribution of tinea types by residence area. 

Types of tinea 
Rural Urban Total 

No. % No. % No. % 

Tinea corporis 172 22.3 137 17.8 309 40.1 

Tinea capitis 169 21.9 116 15.0 285 37.0 

Tinea pedis 21 2.7 10 1.3 31 4.0 

Tinea cruris 23 3.0 23 3.0 46 6.0 

Tinea faciei 9 1.2 19 2.5 28 3.6 

Tinea ungium 9 1.2 14 1.8 23 3.0 

Tinea manuum 4 0.5 6 0.8 10 1.3 

Tinea barbae 9 1.2 10 1.3 19 2.5 

Tinea incognito 8 1.0 12 1.6 20 2.6 

Total 424 55.0 347 45.0 771 100.0 

 

Table 6: Distribution of fungal infections regarding marital status among the study sample. 

Types of tinea 
Single Married Total 

No. % No. % No. % 

Tinea corporis 163 21.1 146 18.9 309 40.1 

Tinea capitis 285 37.0 0 0.0 285 37.0 

Tinea pedis 16 2.1 15 1.9 31 4.0 

Tinea cruris 16 2.1 30 3.9 46 6.0 

Tinea faciei 13 1.7 15 1.9 28 3.6 

Tinea ungium 9 1.2 14 1.8 23 3.0 

Tinea manuum 3 0.4 7 0.9 10 1.3 

Tinea barbae 12 1.6 7 0.9 19 2.5 

Tinea incognito 13 1.7 7 0.9 20 2.6 

Total 530 68.7 241 31.3 771 100.0 
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Table 7: Distribution of fungal infections regarding occupation among the study sample. 

Types of tinea 
Child < 6y Students Housewife Employee Others Total 

No. % No. % No. % No. % No. % No. % 

Tinea corporis 22 2.9 24 3.1 92 11.9 83 10.8 88 11.4 309 40.1 

Tinea capitis 184 23.9 101 13.1 0 0.0 0 0.0 0 0.0 285 37.0 

Tinea pedis 1 0.1 2 0.3 9 1.2 8 1.0 11 1.4 31 4.0 

Tinea cruris 4 0.5 5 0.6 14 1.8 10 1.3 13 1.7 46 6.0 

Tinea faciei 2 0.3 7 0.9 6 0.8 5 0.6 8 1.0 28 3.6 

Tinea ungium 2 0.3 4 0.5 8 1.0 3 0.4 6 0.8 23 3.0 

Tinea manuum 1 0.1 1 0.1 3 0.4 2 0.3 3 0.4 10 1.3 

Tinea barbae 0 0.0 0 0.0 0 0.0 8 1.0 11 1.4 19 2.5 

Tinea incognito 2 0.3 3 0.4 7 0.9 3 0.4 5 0.6 20 2.6 

Total 218 28.3 147 19.1 139 18.0 122 15.8 145 18.8 771 100.0 

 

Table 8 shows that Tinea corporis was the most common 

fungal infection across all educational levels, while 

Tinea capitis was most frequent among primary school 

attendees (24.1%). Overall, primary school attendees 

accounted for the highest proportion of cases (41.0%). 

 

Table 9 shows that animal contact was the main source 

of Tinea corporis (22.0%) and Tinea capitis (20.4%), 

followed by human contact (13.1% and 12.3%, 

respectively). Table 10 shows that itching was the most 

common symptom (48.8%), mainly in Tinea corporis 

(24.8%) and Tinea capitis (10.6%). Scaly patches were 

reported in 23.6% of cases, while hair loss was 

predominantly associated with tinea capitis (24.9%). 

 

 

 

Table 8: Distribution of fungal infections regarding educational level among the study sample. 

Types of tinea 
Child Primary school Secondary school College Illiterate Total 

No. % No. % No. % No. % No. % No. % 

Tinea corporis 5 0.6 82 10.6 88 11.4 85 11.0 49 6.4 309 40.1 

Tinea capitis 99 12.8 186 24.1 0 0.0 0 0.0 0 0.0 285 37.0 

Tinea pedis 0 0.0 21 2.7 10 1.3 0 0.0 0 0.0 31 4.0 

Tinea cruris 0 0.0 0 0.0 12 1.6 27 3.5 7 0.9 46 6.0 

Tinea faciei 0 0.0 21 2.7 1 0.1 0 0.0 6 0.8 28 3.6 

Tinea ungium 0 0.0 0 0.0 21 2.7 2 0.3 0 0.0 23 3.0 

Tinea manuum 0 0.0 0 0.0 0 0.0 10 1.3 0 0.0 10 1.3 

Tinea barbae 0 0.0 1 0.1 1 0.1 16 2.1 1 0.1 19 2.5 

Tinea incognito 0 0.0 5 0.6 5 0.6 5 0.6 5 0.6 20 2.6 

Total 104 13.5 316 41.0 138 17.9 145 18.8 68 8.8 771 100.0 

 

Table 9: Distribution of fungal infections regarding source of infection among study sample. 

Types of tinea 
Animal source Human source Unknown Total 

No. % No. % No. % No. % 

Tinea corporis 170 22.0 101 13.1 38 4.9 309 40.1 

Tinea capitis 157 20.4 95 12.3 33 4.3 285 37.0 

Tinea pedis 11 1.4 13 1.7 7 0.9 31 4.0 

Tinea cruris 29 3.8 13 1.7 4 0.5 46 6.0 

Tinea faciei 12 1.6 11 1.4 5 0.6 28 3.6 

Tinea ungium 17 2.2 5 0.6 1 0.1 23 3.0 

Tinea manuum 5 0.6 4 0.5 1 0.1 10 1.3 

Tinea barbae 9 1.2 6 0.8 4 0.5 19 2.5 

Tinea incognito 13 1.7 7 0.9 0 0.0 20 2.6 

Total 423 54.9 255 33.1 93 12.1 771 100.0 

 

Table 10: Distribution of fungal infections regarding signs and symptoms among the study sample. 

Types of tinea 
Itching Scaly patches Hair loss Nail changes Total 

No. % No. % No. % No. % No. % 

Tinea corporis 191 24.8 118 15.3 0 0.0 0 0.0 309 40.1 

Tinea capitis 82 10.6 11 1.4 192 24.9 0 0.0 285 37.0 

Tinea pedis 17 2.2 14 1.8 0 0.0 0 0.0 31 4.0 

Tinea cruris 26 3.4 20 2.6 0 0.0 0 0.0 46 6.0 
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Tinea faciei 24 3.1 4 0.5 0 0.0 0 0.0 28 3.6 

Tinea ungium 4 0.5 0 0.0 0 0.0 19 2.5 23 3.0 

Tinea manuum 8 1.0 0 0.0 2 0.3 0 0.0 10 1.3 

Tinea barbae 9 1.2 10 1.3 0 0.0 0 0.0 19 2.5 

Tinea incognito 15 1.9 5 0.6 0 0.0 0 0.0 20 2.6 

Total 376 48.8 182 23.6 194 25.2 19 2.5 771 100.0 

 

Table 11 shows that heat was the main aggravating factor 

(55.3%), followed by humidity (30.5%), particularly in 

Tinea corporis and Tinea capitis. Tight clothing was the 

least common aggravating factor (14.3%). 

 

Table 12 shows that cooling was the most common 

relieving factor (55.6%), followed by dry skin (30.4%), 

particularly in Tinea corporis and Tinea capitis. Loose 

clothing was the least common relieving factor (14.0%). 

Table 11: Distribution of fungal infections regarding aggravating factors among the study sample. 

Types of tinea 
Tight clothing Humidity Heat Total 

No. % No. % No. % No. % 

Tinea corporis 39 5.1 92 11.9 178 23.1 309 40.1 

Tinea capitis 34 4.4 91 11.8 160 20.8 285 37.0 

Tinea pedis 8 1.0 4 0.5 19 2.5 31 4.0 

Tinea cruris 5 0.6 21 2.7 20 2.6 46 6.0 

Tinea faciei 9 1.2 6 0.8 13 1.7 28 3.6 

Tinea ungium 1 0.1 4 0.5 18 2.3 23 3.0 

Tinea manuum 2 0.3 6 0.8 2 0.3 10 1.3 

Tinea barbae 5 0.6 6 0.8 8 1.0 19 2.5 

Tinea incognito 7 0.9 5 0.6 8 1.0 20 2.6 

Total 110 14.3 235 30.5 426 55.3 771 100.0 

 

Table 12: Distribution of fungal infections regarding relieving factors among the study sample. 

Types of tinea 
Loose clothing Dry skin Cooling Total 

No. % No. % No. % No. % 

Tinea corporis 45 5.8 86 11.2 178 23.1 309 40.1 

Tinea capitis 36 4.7 91 11.8 158 20.5 285 37.0 

Tinea pedis 11 1.4 7 0.9 13 1.7 31 4.0 

Tinea cruris 2 0.3 11 1.4 33 4.3 46 6.0 

Tinea faciei 5 0.6 10 1.3 13 1.7 28 3.6 

Tinea ungium 6 0.8 7 0.9 10 1.3 23 3.0 

Tinea manuum 0 0.0 3 0.4 7 0.9 10 1.3 

Tinea barbae 0 0.0 9 1.2 10 1.3 19 2.5 

Tinea incognito 3 0.4 10 1.3 7 0.9 20 2.6 

Total 108 14.0 234 30.4 429 55.6 771 100.0 

 

Table 13 shows the aggravating and relieving 

environmental factors reported by patients. Heat was the 

commonest aggravating factor (55.3% overall; tinea 

corporis 23.1%, tinea capitis 20.8%), followed by 

humidity (30.5%) and tight clothing (14.3%). 

Correspondingly, cooling was the most frequently 

reported relieving factor (55.6%), followed by dry skin 

(30.4%) and loose clothing (14.0%). 

 

5. DISCUSSION 
The overall prevalence of fungal infection among 

dermatology attendees in this study was 3.195%, with 

tinea corporis (1.280%) and tinea capitis (1.181%) 

predominating and Mosul General Hospital showing the 

highest site-specific prevalence (3.395%). This pattern is 

broadly consistent with reports from Al-Najaf City, 

where tinea corporis was likewise the leading 

dermatophytosis
[11]

, but contrasts with a higher overall 

fungal detection rate reported from Egypt
[12]

 and with the 

predominance of tinea capitis reported from Al-Anbar
[13]

 

and Basrah
[14]

; such differences likely reflect variation in 

sample composition, climate, and study period. 

 

Children aged 1-9 years showed the highest infection 

rate (37.5%), driven largely by tinea capitis (258 cases), 

plausibly related to close contact with animals, playing 

on contaminated soil, and shared items at school, 

consistent with an Eritrean study reporting tinea capitis 

in 76% of affected children.
[15]

 Males predominated 

among tinea capitis cases (25.3%), while females 

predominated among tinea corporis cases (21.8%), a 

pattern that parallels findings from Ethiopia
[16]

, although 

a study from Addis Ababa reported a different sex 

distribution, likely reflecting differences in healthcare-

seeking behavior and local demographic composition.
[17] 
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Table 13: Aggravating and relieving environmental factors associated with tinea infection. 

Factor 
Aggravating factor Relieving factor 

No. % No. % 

Clothing (tight/loose) 110 14.3 108 14.0 

Humidity / Dry skin 235 30.5 234 30.4 

Heat / Cooling 426 55.3 429 55.6 

Total 771 100.0 771 100.0 

 

Rural residents accounted for 55.0% of cases, consistent 

with studies from Basrah
[18]

, Diyala
[19]

, and Nigeria
[20]

 

that similarly linked rural residence to poor hygiene, 

overcrowding, and limited healthcare access, and with a 

Saudi study identifying rural residence as a positive 

predictor.
[21]

 Tinea corporis was the leading infection 

among both single (68.7% of the sample) and married 

patients and was most frequent among housewives and 

employees, while tinea capitis was concentrated among 

children and students; this diverges from a Hillah study 

reporting a majority of infections among married 

individuals
[22]

, while educational-level distribution 

likewise differed from an Ethiopian study in which 

secondary-school attendees predominated
[23]

, 

underscoring the role of schooling in disease spread 

among children.
[24] 

 

Animal contact was the leading source of infection 

(54.9%), higher than reported from Al-Najaf and Tehran, 

possibly reflecting the larger proportion of rural and 

pediatric participants in the present sample.
[25]

 Itching 

was the dominant symptom (48.8%), similar to a 

Baghdad study (52.5%).
[26]

, and heat and cooling were, 

respectively, the leading aggravating and relieving 

factors, underscoring the influence of environmental and 

lifestyle conditions on disease activity, including fomite 

transmission through clothing, bedding, and towels
[27]

 

and tight clothing use, reported in about a third of 

patients in an Indian cohort.
[28] 

 

6. CONCLUSION AND RECOMMENDATIONS 
This study provides a comprehensive assessment of 

dermatophyte infections among 771 patients attending 

dermatology consultation units in Mosul City. The 

overall prevalence was 3.195%, with tinea corporis 

(40.1%) and tinea capitis (37.0%) as the leading types; 

tinea capitis predominantly affected children aged 1-9 

years and males, while tinea corporis was more common 

among females and adults. Rural residence, animal 

contact, and heat exposure were the principal factors 

associated with infection, and itching was the most 

frequent symptom, with minimal severe complications 

reported. Dermatophyte infection, therefore, remains a 

significant public health problem in Mosul city, 

disproportionately affecting children and rural 

populations. 

 

Accordingly, public health awareness campaigns 

targeting high-risk groups (children and rural 

populations), promotion of personal hygiene and 

avoidance of sharing personal items; strengthening of 

diagnostic and treatment infrastructure, including 

restriction of potent topical steroids to prescription-only 

use; and longitudinal research into the causes of 

recurrence and antifungal resistance are recommended to 

reduce the burden of dermatophyte infection in the 

region. 
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