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INTRODUCTION 

Onychomycosis is defined as a fungal infection of the nail system 
caused by dermatophytes, yeasts or molds [1]. The most common 
cause of onychopathies is nail fungus infection. The prevalence of 
onychomycosis in the literature varies according to the series from 
3 to 29% of the general population [2]. They are one of the most 
frequent reasons for consultation in dermatology. This common 
and cosmopolitan pathology, although it does not endanger life, 
it alters the quality of life and causes aesthetic and psychological 
discomfort. 

The objective of this work is to describe the clinical aspects and to 
specify the most frequently fungal agents isolated in patients with 
onychomycosis consulting at the parasitology-mycology department 
at the university hospital of Batna-Algeria. 

PATIENTS AND METHODS 

This is a retrospective and descriptive study based on the medical 
records of patients seen in dermatology consultations over the 
period from January 1, 2010 to December 31, 2020 (10 years). 
Included were patients of all ages and both sexes in whom a 
positive diagnosis of onychomycosis was made, based on clinical 
and mycological examinations. Only complete patient files were 
retained. Data was collected on the basis of a technical sheet 
including the study variables: the socio-demographic data of the 

patients, clinical and mycological. 

RESULTS 

Population distribution 

Of 847 files consulted, 343 (40.49%) met the inclusion criteria. 

The male sex was the most representative with 189/154 (55.10%), 
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ABSTRACT 

Objective: The aim of this study is to describe the clinical aspects and to specify the fungal agents most frequently 
isolated in patients with onychomycosis consulting at the parasitology–mycology department at the university 
hospital center of Batna-Algeria. 

Methods: This is a retrospective and descriptive study conducted from January 1, 2010 to december 31, 2020, 
including patients in whom the diagnosis of onychomycosis had been asked. Socio-demographic, clinical, Biological 
data of patients fulfilling the inclusion criteria were collected and analyzed.  

Results: 343 patients were included in this study. Their average age was 41, 54 years, they were mainly made up of 
men (55.10%). The main contributing factor found was heat and humidity (90.96%). Involvement exclusively of the 
toenails was predominant (72.30%). In 23 cases (6.71%), there was simultaneous involvement of the fingers and toes. 
The most common clinical appearance was distolateral subungual onychomycosis (41.04%). Dermatophytes 
(86.88%) were the most common pathogens, followed by yeasts (13.29%). Trichophyton rubrum (80.17%) were the 
majority species. 

Conclusion: Onychomycosis remains a neglected condition, dermatophytes remain the main fungal agents involved. 
The importance of mycological confirmation of onychomycosis in any patient with onychopathy, which allows 
treatment to be adapted and to avoid costly and ineffective lengthy treatment. 
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with a sex ratio of 1.23. 

The average age was 41.54 years old. 

The most representative age groups are in the 30 to 60 year range 
(Figure 1). 

 
 
 
 
 
 
 
 

 
Lesions associated with onychomycosis were found in 51/343 
(14.86%) patients (Figure 4). 

 
 
 

Clinical aspects 

Several contributing factors were identified. Of these, heat/ 
humidity were the most encountered 312/343 (90.96%). the other 
contributing factors are detailed in (Figure 2). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The toes were the most common location, found in 248/343 
(71.67%) patients, followed by the fingers in 72/343 (20.99%) 
patients. Involvement of both sites (toes and fingers) was found in 
23/343 (6.71%) patients (Table 1). 

Table 1: Distribution of cases according to the location of onychomycosis. 
 

Sites Number Percentage 

Toes 248 72,30% 

Fingers 72 20,99% 

Toes and fingers 23 06,71% 

Total 343 100% 

Subungual Distolateral Onychomycosis (OSUDL) was the most 
common clinical form in 142/343 (41.39%) cases, followed by 
Onychomycodystrophy (ODT) 89/343 (25.94%) cases, then l 
'Onychopathy (OPA) 32/343 (09.32%) cases then Onycholysis 
(OLY) 24/343 (06.99%) cases and other forms 56/343 (16.36%) 
cases (Figure 3). 

We distinguish: 

• 32/51 (62.74%) plantar lesions. 

• 9/51 (17.64%) of intertrigo inter-toe. 

• 4/51 (17.84%) of ringworms. 

• 6/51 (11.76%) of perionyxis. 

Mycological data 

Dermatophytes were the most common fungi with: 298/343 
(86.88%) cases. Trichophyton rubrum was the most common species 
275/343 (80.17%). Yeasts came in second in 34/343 (9.91%) cases, 
then molds: 8/343 (2.33%) cases (Figure 5 and Table 2). 

 
 
 
 
 
 
 
 
 
 
 

 
Figure 1: Distribution of patients by age groups. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2: Distribution of patients with onychomycosis according to 
the contributing factors. 

 
 
 
 
 
 
 
 
 
 
 

 
Figure 3: Distribution of cases according to clinical forms of 
onychomycosis. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 4: Distribution of associated lesions. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 5: Distribution of cases by group of fungi. 
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Table 2: The distribution of the species encountered. 

 

Species Number Percentage 

Trichophyton rubrum 275 80,17% 

Candida albicans 23 06,70% 

Candida glabrata 01 00,29% 

Aspergillus niger 08 02,33% 

343 343 343 

Trichophyton 
  mentagrophytes  07 02,04% 

Microsporum gypseum 02 00,58% 

Trichosporon sp 10 02,91% 

Trichophyton verrucosum 07 02,04% 

Trichophyton violaceum 06 2,65% 

Total 343 100% 

DISCUSSION 

This study allowed us to find a positivity rate of (40.50%) among 
847 cases of onychopathies diagnosed between January 1, 2010 to 
December 31, 2020 (10 years) at the (UHC) of Batna-Algeria. This 
prevalence is most often due to the heat and humidity frequently 
associated with frequentation of baths, beaches and communal 
showers and hammams (hot humid environments, conducive to 
onychomycosis). 

Evaluating the prevalence of onychomycosis in the general 
population remains difficult due to the fact that patients with 
onychomycosis are not aware of the pathology and its possible 
complications. 

In our study series we found a predominance of the male sex 
(55.10%) with a sex ratio=1.23. This was also found in several 
studies such as that made by Jaiswal et al. in India (72.06%) [3]. The 
young population was the most represented with a predominance 
of the age groups of 30 to 60 years (72.01%) , the average age 
was 41.54 years, which is in accordance with several studies [4,5]. 
Beyond 60 years, the frequency of onychomycosis decreases in our 
study population (13% and 11%), this can be explained by the 
neglect of this mycosis by this population, since most of the time it 
is painless and that these patients are much more concerned about 
other health problems such as diabetes or high blood pressure than 
their onychomycosis. 

Heat and humidity were the contributing factors most represented 
in our study, which has also been described in several studies [6,7]. 

In our study, onychomycosis predominated in the toenails 
(72.30%). This is also found in the study carried out by Imarazene 
et al. in Tizi ouzou (63%) [8], in Morocco by Halim et al. (74%) [9]. 
This localization can be explained by the growth rate of the nail 
which is slower at the toes reducing the elimination of the fungus 
and by the frequency of contamination from soiled soil (collective 
showers) by anthropophilic dermatophytes and humidity favored 
by wearing closed shoes [10-12]. 

Disto-lateral subungual onychomycosis was the clinical form most 
represented in our study, this has also been found by other authors 
[9,13]. 

Dermatophytes represent the most frequent etiology of 
onychomycosis in our study with a rate of (86.88%). Trichophyton 
rubrum is the most common species, a result comparable to several 
studies [5,9]. 

CONCLUSION 

Our study made it possible to underline the interest which should 
be shown in onychomycosis in terms of their frequency and to 
better understand the epidemiological, clinical and mycological 
characteristics of onychomycosis. This study reinforces the 
importance of mycologic confirmation of onychomycosis in any 
patient with onychopathy, allowing treatment to be adjusted and 
long, costly and ineffective treatment to be avoided. 

We can thus say that our results are in their sets identical to those 
of the literature. 
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