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Trichophyton indotineae isolated in 2 migrant workers: An emerging fungal

pathogen of global importance

Li Yang Loo' MRCP (UK), Yi Wei Yeo' MRCP (UK), Yen Ee Tan? FRCPath, Haur Yueh Lee', FAMS (Dermatology)

Dear Editor,

The emergence of Trichophyton (T.) indotineae—a
drug-resistant dermatophyte—has raised international
public health concerns. First identified as a new
species in 2020 with origins in South Asia, it has since
spread elsewhere. The first case was reported in the
US in 2023, and in the UK in 2024." We report 2 cases
of T. indotineae in migrant workers in Singapore,
illustrating the clinical challenges and public health
concerns with this emerging pathogen.

A 32-year-old Bangladeshi welder presented with
a pruritic rash of 6 months affecting his trunk and
buttocks. He had no medical history and had
been working in Singapore for 11 years, residing in
a dormitory. Examination showed annular plaques
with scales and a rim of erythema. Scattered follicular
papules with small abscesses were present on the
lower abdomen (Fig. 1A). Prior treatments included
over-the-counter creams, fixed-dose antifungal-
corticosteroid creams and antifungal tablets
(unspecified) from Bangladesh, itraconazole 200 mg
once daily (OD) for 2 weeks and terbinafine 250 mg
OD for 2 weeks. Fungal culture yielded Trichophyton
species, later confirmed as T. indotineae on Internal
Transcribed Spacer (ITS) sequencing. The patient
was subsequently treated with itraconazole 200 mg
OD for 6 weeks with improvement.

The second case, a 25-year-old Indian construction
worker with no medical history, presented with a
pruritic groin rash for 6 months. A dormitory resident,
he reported that over half his roommates had symp-
toms but could not afford treatment. He sought care
incidentally during management of an unrelated
fracture. Examination showed a large hyperpigmented
region over the buttocks without central clearing
(Fig. 1B). Prior treatments included steroid-antibiotic
combination creams for 3 months. Skin scrapings
demonstrated hyphae, and tinea corporis was
diagnosed. Topical and oral terbinafine 250 mg OD
were administered for 2 weeks with no improvement.
Fungal culture grew T. mentagrophytes complex
(Figs. 1C and 1D), later confirmed as T. indotineae on

ITS sequencing. He was given ketoconazole wash,
miconazole cream and itraconazole 200 mg OD
for 6 weeks with improvement. Mild transaminase
derangement developed, which subsequently resolved.
Both patients were compliant to treatment.

T. indotineae, a part of the T. mentagrophytes
complex, is also known as T. mentagrophytes ITS
Genotype VIII. Its rapid emergence has seen it
overtake T. rubrum as the predominant dermatophyte.
T. indotineae is now identified in 40% of samples sent
to the UK's National Reference Mycology Laboratory.?
It is anthropophilic and predominantly spread via
direct contact, although sexual and zoonotic transmis-
sion have been suggested.’? The global concern is its
high resistance rate to firstline systemic antifungals
(terbinafine). Resistance arises from squalene epoxi-
dase (SQLE) gene mutations and is believed to stem
from unregulated widespread use of corticosteroid and
combination creams in India, Nepal and Bangladesh.
More worrying is the emergence of itraconazole
resistance, leading to multi-drug-resistant tinea.*

Our cases describe the local emergence and clinical
features of T. indotineae while highlighting several key
challenges:

Delayed recognition/diagnosis. Tinea typically
affects covered body areas. Despite the disease
burden and psychological distress from pruritus,
providers may downplay its impact. Misdiagnosis is
common: up to 70% of tinea, particularly those pre-
treated with topical corticosteroids (tinea incognito),
were diagnosed as eczema. Tinea is the most common
cause of topical steroid misuse.® Widespread
indiscriminate use of over-the-counter creams,
topical corticosteroids and corticosteroid-antifungal-
antibacterial combination creams temporarily masks
the rash and symptoms, further delaying diagnosis.
The estimated diagnostic delay of T. indotineae is 10
months.¢ These issues are compounded in the migrant
population where costs and access to care are barriers
to early diagnosis.

Diagnostic difficulties. Unlike conventional tinea,
T. indotineae is more extensive, facial involvement is
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Fig. 1. Two cases of T. indotineae in migrant workers in Singapore.

(A) Hyperpigmented plaques with annular erythema, scattered follicular papules and pustules on the lower abdomen of Case 1;
(B) Hyperpigmented patch without erythema or central clearing over the gluteal region of Case 2, despite 1 month of oral itraconazole;
(C) T. indotineae grown on potato dextrose agar; (D) Microscopic morphology of T. indotineae using lactophenol cotton blue stain.

more common, and 14% lack hallmark features like
scaling and central clearing.* Similar microbiological
challenges exist. Microscopic morphology cannot
distinguish T. indotineae from T. mentagrophytes
complex, causing misdiagnosis as T. mentagrophytes/
interdigitale. Confirmatory diagnosis requires DNA
sequencing, which is not routinely available in
clinical diagnostic laboratories.* Matrix-Assisted Laser
Desorption/lonization Time-of-Flight Mass Spectro-
metry (MALDI-TOF MS) is a potential tool to identify
T. indotineae with some in-house or publicly available
databases, but this may not be practised widely in
clinical diagnostic laboratories.’

Treatment resistance. Terbinafine resistance was
reported in up to 85% of samples.> Although itracona-
zole is recommended as the treatment of choice,
resistance was reported in 27% of cases, and 15%
are resistant to both terbinafine and itraconazole.
Prolonged higher doses of itraconazole (200mg/day
for 6-12 weeks) may be needed to achieve cure.
Alternatives include newer triazoles posaconazole and
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voriconazole. Fluconazole may not be helpful due to
high minimum inhibitory concentrations.*

Several strategies are important in response to the
looming T. indotineae epidemic. First, having an index
of suspicion of T. indotineae is key. The unique
morphology, extensiveness, along with epidemio-
logical risk factors of ethnicity, contact history and
recent travel to South Asia are important clues.’
A pragmatic low-cost indicator is poor response
despite standard therapy. Second, initial evaluation of
suspected dermatophyte infection with microscopy
is essential. Fungal cultures, although non-diagnostic
of T. indotineae, may suggest T. indotineae if
T. mentagrophytes complex is cultured. Sequence-
based identification and antifungal testing are
confirmatory, thus healthcare investment and access to
such technologies is essential. Third, antifungal-corti-
costeroid or triple combination creams (corticosteroid-
antifungal-antibacterial) should be discouraged and
topical steroid regulation strengthened. In India,
80% of dermatophyte infections received prior
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combination creams.? In the US, 15% of prescribed
topical medications for fungal infections contained
corticosteroids.’

The burden of T. indotineae in Singapore’s 450,000
migrant workers in the construction, marine and
process industries and the larger Singapore context
remains unclear.’” These 2 cases are likely the tip
of the iceberg, given its endemicity in South Asia
coupled with high-density living, costs and barriers
to healthcare in Singapore. Local transmission of
T. indotineae may already be occurring, as seen in
other communities with similar socio-economic
conditions.?

Our report highlights the importance of recognising
T. indotineae, an evolving global epidemic with
diagnostic and treatment challenges. Its local burden in
migrant workers and the wider community is potentially
significant and could be worsened by combination
cream use. Accordingly, access and optimal treatment
for migrant workers must be a public health priority
to prevent widespread community emergence and
ensure health equity.
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