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Abstract

Background: Demodicosis in humans was caused by two species of Demodex called folliculorum and brevis. The
disease is seen in male and female. Although, there is no clinical symptoms in individuals with normal immunity
system, but in many cases, dermatitis, rough, dry and scaly skin rosacea, particularly asymmetrical papulopustular or
granulomatous variants and in some cases, perioral dermatitis, blepharitis [inflammation of the eyelid margins] are
observed. In this report 16 cases of demodicosis diagnosed in recent years are presented. Cases: Suspected patients
with dermatophytosis who referred to the laboratory were examined in this study. In sampling, slide preparation and
microscopic evaluation Demodex species was observed. In two cases, co- infection of dermatophytosis and
demodicosis were demonstrated. Seven [43.75%] out of 16 patients were male and nine [56.25%] were female. In
this study, 16 persons [4- 52 years old] were considered. None of the patients had any information about their disease
and the cause .The patients were referred to the laboratory for fungi examination. Conclusion: Demodicosis is a
cutaneous parasitic disease and it is necessary that the parasitologists and mycologists consider the demodicosis
during the sampling, preparation of slide and microscopic examination of cutaneous lesions.
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Introduction of two fused segments. Eight short segmented legs
attached to the first body segment. Females are
somewhat shorter and rounder than males [4].

Clinical manifestations of demodicosis are
varied. The infestation may be free of symptoms or the
lesions might be as rose- red pustules and the most
typical features of rosacea is characterized by the
presence of an erythematous papule- pustule rash,
mainly in the face and inflammation in acute and
chronic forms may occur [5, 6].
Although D. folliculorum seems to be saprophyte and
normal follicular inhabit [7], but in many patients with
rosacea-like lesions, Demodex mites were observed [8-
11]. Treatment options consist of several topical anti-

Demodicosis is a chronic parasitic disease
affecting the skin of the nose, forehead and cheeks
marked by flushing, followed by red coloration due
to dilation of the capillaries with papules and acne
like pustules. The causative agents and pathogenesis
of rosacea are unknown and many factors such as
genetics, infections, psychogenic factors
and Demodex mites are contributing to this condition
[1, 2]. Demodex  folliculorumand D.  brevis are
cosmopolitan [3]. The size of adult mites is only
between 0.1 mm and 0.4 mm long, withD.
brevis slightly shorter than D. folliculorum. They
have a semi- transparent elongated body consisting
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parasitic medicine and a few systemic drugs.
Depending on the severity of the infection, topical
application of metronidazole and oral use of
antibiotics to prevent secondary bacterial infections
is usually indicated [12, 13].

Cases

Sixteen patients (7 male and 9 female) with
facial rosacea like referred to Iran-Zamin diagnostic
laboratory in Ahvaz Southwest Iran were examined.
All patients were treated with anti- histamine and
anti-fungal medicine without any affecting during the
period of infection. None of them had any diagnostic
examination prior treatment. Figure 1 show patients
who referred for fungal examination. Scotch tape
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examination from the neck and trunk of the first
patient revealed Tinea versicolor. Scraping from the
facial lesions of all patients and smear preparation
with 20% KOH and microscopic examination
indicated the D. folliculorum (fig. 2). One of the
patients had co-infection of T. facei and Demodex
folliculorum. All patients referred to dermatologists
for treatment.

Discussion

In this report, all patients were referred to the
laboratory for fungal examination after administration
of different medication without any success. One of
the subjects (wrestler) was infected with Tinea
versicolor and another one demonstrated co- infection

Figure 1. Patients infected with Demodex folliculorum referred to Iran Zaminn Diagnostic laboratory.
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Figure 2. D. folliculorum mites isolated from patients referred to Iran-Zamin diagnostic laboratory.

of demodicosis and Tinea fascei, while all of them
were infected with D. folliculorum. The wrestler was
present in the world wrestling championship and his
rival had facial lesion. Demodicosis seems tobe age
[71 and sex [10] dependent and highest rate of
infestation is in the middle age and eldery.

Seven patients were male (44%) and nine
(56%) were female. One patient at the age of 4 was
immune-compromised. This condition can increase
the mite infestation [14, 15]. Histopathologic studies
of rosacea and non-rosacea lesions indicated
that D. folliculorum was  significantly higher in
rosacea like lesions [16]. Treatment of rosacea with
administration of corticosteroids did not cure the
demodicosis and might cause Demodex population
burden [17], thus Demodex mite can cause rosacea or
sever lesions. The possibility of Demodex role in
pathogenicity of skin lesion should be considered in
laboratory examination of skin lesionsto help the
physicians for management the disease and
administration suitable medication. In as much as
Demodex mites also cause rosacea and acne- like
lesions, demodicosis should be considered by
dermatophytosis examination [18]. In this report,
none of the patients were referred for diagnosis of
demodicosis, it means that demodicosis is a
neglected parasitic disease and should be considered
during the sampling and microscopical examination,
especially in face lesions.
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