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ABSTRACT

Around the globe, dermatophyte infections are an increasingly prevalent type of superficial fun-
gal infection. Several dermatophytes have a varying global distribution, where few are confined 
themselves to a region in particular. The nosological name of superficial dermatophyte infection 
varies according the location of the body, but in particular the variant that affects skin of the face 
is known as tinea faciei. It is frequently clinically misdiagnosed due to its variable appearance. The 
lancet reported it as an epidemic of fungal infection and nowadays occurrence has been fairly 
common OPDs and in clinical practice. Despite of being common in occurrence dermatophy-
tosis is still a neglected topic in medical research. Different level of evidences like caser-report, 
case-series and RCT has been published on dermatophytosis but till date no evidence has been 
reported on tinea faciei only. Apart from quality of life tinea faciei has a significant impact as it 
can cause cosmetic disfigurement due to it’s site. Here we are reporting about five cases of tinea 
faciei which has been managed efficiently with the help of individualized homeopathic medi-
cine. Natrum muriaticum and Nux vomica was commonly indicated in the cases what we have 
treated. In all the cases significant improvement was seen without any further complications. In 
three out of five cases the patient was previously treated with anti-fungal combinations without 
much benefit, which depicts why homeopathy should be considered in the possible integration 
in the treatment of such fungal diseases. Though we couldn’t specify the strains because of not 
having proper infrastructure but that is not essential for the successful homeopathic prescription. 
In future more structure and well designed clinical trial is desired to understand the scope and 
limitations for better clinical application.
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Introduction
The skin of humans is a multilayered ecosystem with a wide 
range of micro-environmental factors, including incredibly 
varied and intricate communities of microbes (1). Although 
the history of superficial cutaneous infections is lengthy, 
Chester Emmons initially categorized dermatophytes in 1934 
into the following three genera: Trichophyton, Microsporum, 
and Epidermophyton (2). This was based on the morphology 
of the spores and the accessory organs. Subsequently, nine dis-
tinct species were found, with the four genera Trichophyton, 
Microsporum, Epidermophyton, and Nannizzia containing 
the majority of human diseases (3,4). Over time, the organ-
ism causing dermatophytosis has evolved. Microsporum aud-
ouinii and Trichophyton schoenleinii were the most common 
species in the early 20th century, whereas  T. rubrum  and  
T. mentagrophytes  took over in the late 20th century (5–7). 
In the 21st century along with the increasing burden of  
T. rubrum, there has been a concerning rise in the prevalence 

of antifungal-resistant species within certain ethnic groups, 
further complicating the management of these infections (8). 
A multicenter study conducted in India, involving clinically 
diagnosed dermatophytosis patients and molecular analy-
sis of 351 specimens, reported that T. indoline was the most 
prevalent species (90%), followed by  T. rubrum  (5%) and 
T. mentagrophytes/T. interdigitale  (5%) (9).  T. indoline  has 
demonstrated reduced susceptibility to azole drugs and resis-
tance to terbinafine, with over 50% of the strains exhibiting 
resistance (9,10). Reports of T. indoline have also emerged in 
the Middle East (Iran), Asia, and Europe in recent years (11). 
Unlike other parts, fungal infections of the face are not com-
mon in routine dermatological practice. Facial skin infections 
can occur from external sources (e.g. infected pets or other 
people) or from direct inoculation of a fungus after infection 
at a remote site in the affected patient (“self-inoculation”) 
(12,13). Tinea faciei may simultaneously occur secondary to 
other forms of tinea infection, particularly tinea capitis and 
tinea corporis, or rarely face becomes the primary site of 
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infection. There is an increasing prevalence of cutaneous der-
matophytosis across the world, and especially in the tropics 
and India is not an exception to that (14,15). In India alone, the 
prevalence ranges from 36.6–78.4% which could be attributed 
to tropical climate and lack of awareness on personal hygiene 
(16). The change in prevalence of dermatophytes causing the 
disease is the result of host factors such as an increase in cases 
of co-morbidity and immune suppression; hot and humid 
tropical climate, lifestyle changes, and poor hygiene etc. (17). 
Though several studies had been conducted in different states 
of this country unfortunately no studies worth mentioning 
have been found from West Bengal (18). In general fungal 
infections are mostly neglected area of research but the pres-
ent scenario promptly calls for more research work in this 
area. Recent studies show a positive family history of derma-
tophytosis as a major risk factor along with the previously 
established relationship with Diabetes Mellitus (19). These 
lesions have a wide range of clinical presentations; tinea 
cruris and tinea faciei are the most frequent. Additionally, 
the clinical behavior of ringworms has been steadily chang-
ing. This includes the ability to spread quickly to form larger 
lesions, to involve distant regions early on, to easily spread to 
other family members, to flare up symptoms after treatment 
with occasional systemization, to coexist with bacterial infec-
tions, and to relapse chronically (8). Drug-resistant strains are 
posing new issues due to their shift in character, which can be 
attributed to the intricate interactions between host environ-
ment and agent variables. The increased irrational misuses of 
unwanted corticosteroids, anti-fungals, anti-bacterial combi-
nations, that are cheap and easily available over the counter, 
have increased in resistant and non-responsive lesions, which 
increase the disease burden on the society (17). Combined 
with the poor quality of life, the long-term cost of treatment in 
the conventional system of medicine further adds to the plight 
of the patient. Homeopathy is a popular choice of treatment 
following modern medicine having justifiable scope in the 
treatment of such cases in a far more cost-effective way with-
out leaving behind further complications (20). Previously we 
have published a case series of dermatophytosis depicting the 
scope of homeopathy (21). Here in this case report we are 
willing to depict the scope of individualized homeopathy in 
the management of Tinea faciei.

Case Report-I
Patient Information 
A female patient aged about 19 years, accompanied by her 
mother, visited the clinic with complaints of a large circular 
area of itching and eruption on her left cheek [Figure 1]. She 
had been suffering from the condition for the last year. She had 
opted for allopathic medicine in the beginning with a tempo-
rary relief of 3 months, but the lesions reappeared, and since 
then it have been resistant to treatment. During case-taking, 
it was noted that she had a good appetite with a strong desire 
for meat and salty food. She had a profuse thirst and a dry, 
white-coated tongue. She has tended to catch colds easily, 

since childhood. All her complaints aggravated in the summer 
months. She had a fear of downward motion and ghosts. She 
desired company at all times and preferred conversation.

Clinical Findings 
An erythematous patch with a distinct margin is present on 
the left cheek. The area was hot to the touch. The itching 
aggravated in the evening and was ameliorated by continued 
scratching. There was no discharge from the lesion. Careful 
clinical examination led us to diagnose the condition as Tinea 
faciei. As the prescription does not depend on the subtype of 
the dermatophytes we didn’t go for a KOH test or culture.  

Therapeutic Intervention 
Based on the totality of symptoms 2 doses of Borax 30CH 
were prescribed. The patient was called for follow-up after 
3 weeks. Gradual improvement was seen. Borax 30/2 doses 
were again prescribed on 17-02-2022. She was advised to 
visit after 5 weeks [Figures 2–4]. The next follow-up was taken 
on 24-03-2022, based on the symptoms during the follow up 
Natrum Mur 1M/2 doses were given (Table 1). The patient 
showed gradual and consistent improvement thereafter. She 
was given a placebo on follow-up.

Follow-up and Outcome 
During subsequent follow-ups, the potency and medicine 
were changed based on the assessment of the improvement 
of the lesion [Table 1]. Finally, the lesion of tinea disappeared 
gradually. Reappearance of symptoms was not reported even 
after 9 months of treatment for other complaints. A detailed 
timeline of treatment is mentioned in Table -1 and an analysis 
of MONARCH score is given in Table 7. 

Case Report-II
Patient Information 
A 50-year-old lady came to the clinic accompanied by her sis-
ter on the 13th of April, 2022, with the complaint of a circu-
lar itching spot on the left temporal region, near the eye. She 
has been suffering from the condition for the last 8 months 
[Figure 5]. In the beginning, she had used over-the-counter 
ointments, and the symptoms reduced for a couple of weeks 
thereafter, but, soon the symptoms flared up. The eruptions 
cause problems in her day-to-day life now. No medical advice 
was sought before this visit. Detail history taking revealed 
that her mother is suffering from essential hypertension for 
last 7 years. She has undergone a total hysterectomy following 
complaints of profuse painful menses about a year ago. The 
eruptions began a few months after the hysterectomy.

Clinical Findings 
An erythematous circular patch with a distinct margin is 
present on the left temporal region, near the eye. Severe 
itching is present which aggravates while outside in the sun, 
sweating, or in heat. The itching reduces on applying cold to 
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Figures 1–4: Showing chronological development and remission of the lesion during the course of treatment of case-I.

1 2

3 4

Table 1: Showing Prescriptions and Time line of Case-1

Date Symptoms Medicines Prescribed

20-01-2022 Dry itching eruption on left cheek, hot to touch, itching< evening, > scratching Borax 30/2D

03-02-2022 Itching reduced Placebo

17-02-2022 No itching present, lesion same as before Borax 30/2D

24-03-2022 Standstill condition Natrum Mur 1M/2D

21-04-2022 Reduced size of lesion with no itching Placebo

19-05-2022 Reduced mark of lesion with no itching Placebo

23-06-2022 No mark present with no itching Placebo

http://www.jimcr.com
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the lesion. There is no discharge from the lesion. On further 
case-taking, it was noted that she had very little or no appetite 
at all and could go without meals for long hours. She had a 
profuse thirst and a slightly white-coated moist tongue. She 
had increased urgency for urination, mostly during the day. 
She was reported to be angered easily and did not prefer to be 
consoled by others. She preferred the company of people and 
meeting new people.

Therapeutic Intervention 
Considering her age and a few of her symptoms she was 
advised to investigate blood for FBS and PPBS. Based on the 
totality of symptoms, Natrum Mur 200/2 doses were pre-
scribed. She was asked to report after 2 weeks. On the next visit, 

the blood reports were within the normal range. Her symptoms 
had improved. The itching had reduced. She was prescribed 
Placebo and advised to report after 1 month. After 1 month the 
lesion had almost disappeared. She was prescribed Placebo for 
1 month and advised to report after 1 month. After 1 month 
there was no sign of the lesion [Figure 6].

Follow-up and Outcome 
As the patient showed steady improvement following the first 
prescription, she was prescribed Placebo in all her consecu-
tive visits. The lesion finally resolved and was not reported 
to reappear after 6 months of treatment. A detailed time-
line of treatment is mentioned in Table 2 and an analysis of 
MONARCH score is given in Table 8.  

Table 2: Showing Prescriptions and Time line of Case-2

Date of visit Symptoms Medicines Prescribed

13-04-2022 Dry itching eruption on left temporal region, near the eye, itching < in the sun, on 
sweating, in heat, > on cold application

Natrum Mur 200/2D

27-04-2022 Itching reduced Placebo

25-05-2022 No itching present, lesion reduced Placebo

29-06-2022 Reduced size of lesion with no itching Placebo

27-07-2022 No lesion seen Placebo

Figures 5–6: Showing chronological development and remission of the lesion during the course of treatment of case-II; here we have seen 
marked improvement was noted in the second visit. 

5 6
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Case Report-III
Patient’s information 
A male patient PP aged about 36 years came to our OPD with 
complaints of itching and eruption in the face for the last 
6 months [Figure 7]. He has consulted a dermatologist and has 
been using anti-fungal creams for the last 6 months. During 
the initial course of treatment, the patient was improving but 
in the last 2 months his complaints have increased and the 
area is gradually increasing. The patient is better only while 
consuming anti-allergic medicines; otherwise, the severity of 
the itching is gradually increasing every single day. Complaints 
aggravate mostly during the daytime without any significant 
alleviating modalities.

Clinical Finding 
During examination, a circular lesion was seen on the right 
cheek of the face without any discharge. Mild hyper-pigmen-
tation was noted which was possibly due to the application 
of ointment. Systemic examination revealed an old scar of 
tinea cruris which was probably treated with the application 
of steroids. On detailed case taking the patient revealed that 
the itching was getting aggravated from washing at night. The 
patient further revealed that he had chicken pox at 12 years 

of age and viral hepatitis at the age of 27 years. Detailed fam-
ily history failed to give any positive history of skin disease 
among the parents and brothers. A general investigation of 
the patient reveals his appetite is increased in the evening and 
has a desire for sour things and meat with a dislike for sweet 
things; the patient also prefers to eat warm food. The patient 
has moderate thirst with a clean moist tongue having a red 
tip. The perspiration is profuse in the face and head with an 
offensive smell and urine is within normal limits. The patient 
has occasional constipation and has to go for stool twice 
daily. Sleep is undisturbed but anxious about his health when 
awake. Hot patient and irritable at trivial ailments. Symptoms 
were repertorized for this case and the repertorization table 
is available in Table 3.

Therapeutic Intervention 
Sulphur 200/2D was prescribed to the patient after a 
review of the reportorial analysis (Table 3) and the entirety 
of the information. A follow-up was conducted every month. 
In the follow-up visits that followed, a placebo was admin-
istered in light of the patient’s progressive improvement 
[Figures 8–10]. Table 4 provides a comprehensive timeline 
of the treatment, while Table 9 presents an examination of 
MONARCH. 

Table 3: Showing Repertorization table of Case-3

Remedy Sulph Ars Nit-ac Sep Phos Lyc Ferr Puls Lach Graph Nat-m Sil Arg-n Arn Fl-ac

Totality 18 15 14 13 12 11 10 10 10 10 9 9 8 8 8

SymptomsCovered 9 7 6 6 6 5 6 6 5 4 5 5 5 5 5

[Kent] [Face] Itching (seeskin): 
Cheeks:

1 0 0 0 0 0 0 1 0 0 1 0 0 0 0

[Kent] [Face] Itching (seeskin): 
Evening:

2 0 0 0 0 0 0 0 0 0 0 0 0 0 0

[Kent ] [Stomach] Appetite: 
Increased (hungeringeneral): 
Evening:

0 0 0 2 0 1 0 1 0 0 2 1 0 1 1

[Kent ] [Stomach] Desires: Sour, 
acids, etc.:

2 2 0 2 2 0 2 2 2 0 2 0 1 2 2

[Kent] [Stomach] Desires: Meat: 1 0 0 0 0 0 1 0 0 1 1 0 0 0 0

[Kent ] [Stomach] Desires: Warm: 
Food:

0 3 0 0 0 2 2 0 0 0 0 1 0 0 0

[Kent] [Stool] Hard: 3 2 3 3 3 3 2 2 3 3 3 3 2 1 1

[Kent] [Stomach] Aversion: Sweets: 2 2 1 0 2 0 0 0 0 3 0 0 0 0 0

[Kent ] [Perspiration] Odour: 
Offensive:

3 2 3 3 2 3 2 3 2 3 0 3 0 3 2

[Kent ] [Mouth] Discoloration: 
Tongue: Red: Tip:

3 3 2 0 0 2 1 0 2 0 0 0 3 0 2

[Kent ] [Mind] Anger, irascibility 
(see Irritability, Quarrelsome): 
Trembling, with:

0 0 2 1 1 0 0 0 0 0 0 0 1 0 0

[Kent] [Mind] Anxiety: Health, 
about:

1 1 3 2 2 0 0 1 1 0 0 1 1 1 0
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Figures 7-10: Showing chronological development and remission of the lesion during the course of treatment of case-III.

7 8

9 10
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Table 4: Showing Prescriptions and Time line of Case-3

Timeline Symptoms Prescriptions

05/03/2023 Itching eruptions of right cheeks aggravated at night and washing. Desire for meats and 
warm foods, aversion to sweets. Offensive perspirations, red tip tongue.easily angered 
with trembling of limbs.

1. Sulphur 200/2 D, OD × 2 days
2. Rubrum 30/28 Doses × OD

08/05/2023 Itching slightly reduced than before but, eruptions still persist. Placebo

11/06/2023 Itching reduced, eruptions also slightly reduced. Placebo

17/07/2023 Itching and eruptions both reduced and the patient is better than before. Placebo

Case Report-IV
Patient’s Information 
A 46-year-old female patient SM visited the OPD with com-
plaints of itching and rashes for the last 6 months [Figure 11]. 
Previously the patient was under the supervision of a der-
matologist who prescribed her anti-fungal creams for topi-
cal application and anti-allergic drugs to combat the itching. 
After careful examination, it was revealed that the patient had 
a similar kind of lesion in the groin as well. On detailed history 
taking the patient revealed that she has been taking medicine 
for hypothyroidism and Type 2 Diabetes mellitus. The general 
information revealed that she has itching more when getting 
exposed to sunlight, and she feels better from the application 
of cold water. Dietary habits are regular non-veg with a pref-
erence for fish and salty food. Stool and urine were within 
normal limits but the patient had excessive sweating over the 
head and all over her face. Mentally alert, quick, and active 
patient but she feels irritable at trifles with an aversion to 
consolation.     

Clinical Finding 
On careful examination red erythematous lesion with 
scratch marks was noted all over the face. The patient was 
already diagnosed with Tinea faciei which led us to believe 
the recurrence of the same as the signs and symptoms were 
corresponding.   

Therapeutic Intervention 
After considering the symptoms the patient was prescribed 
2 doses of Natrum muriaticum 200 CH followed by a placebo 
and asked to come after 1 month [Figures 12–13]. During 
the first follow-up, we found significant improvement so the 
patient was prescribed a placebo for 1 month. During the 
second follow-up patient showed marked improvement and 
hyperpigmentation reduced markedly. During 3rd follow up 
the patient’s normal appearance of the facial skin was noted 
and the patient was advised not to take any medicine fur-
ther and to date no recurrence has been reported. A detailed 
timeline of treatment is mentioned in Table 5 and analysis of 
MONARCH score is given in Table 10. 

Case Report-V
Patient’s Information 
In this case, a middle-aged adult female who was already 
undergoing treatment for PCOD and umbilical hernia came to 
the clinic with complaints of itching and rashes over the face 
[Figure 14]. On further inquiry, it was revealed that the rash has 
developed over the period of 2 weeks. On detailed case taking 
patient revealed pain on the right side of the back & and abdo-
men, and tenderness of the back, and that was relieved by gentle 
movements and during lying. Skin eruption on the left side of the 
face has a burning sensation which was photosensitive to the 

Figures 11–13: Showing chronological development and remission of the lesion during the course of treatment of case-IV.

11 12 13
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rays of sun, the itching was somewhat relieved by the use of cold 
water. During the period of her suffering the patient had already 
applied some topical combinations which she bought from 
an allopathic medicine shop. Further investigation revealed 
that she has migraine for a few months which is triggered by 
walking, and loud speaking. The left sided temporal headache 
subsides by the occurrence of vomiting. General investigation 
reveals she has sour eructation and a sour mouth, along with 
urge and stress incontinence. Both the stool and urine were very 
offensive in nature. The patient was unable to tolerate her hun-
ger; she prefers to drink a small amount of water while eating, 
with less thirst for water. An inquiry regarding her menstrual 
function revealed that her LMP was 30.12.21 with regular peri-
odical menstrual flow and occasional abdominal pain.

Clinical Finding 
The circumscribed annular rash associated with central clear-
ance and peripheral scarring has led us to diagnose the case 
as Tinea Faciei. 

Therapeutic Intervention  
After detailed case-taking, the patient was given 4 doses 
(D) of Nux Vomica 200 CH followed by a placebo. Again Nux 
Vomica 200, 2D was given after 2 months which led to com-
plete remission of the lesion. The patient therefore continued 
treatment for her other ailments [Figures 15–16]. A detailed 
timeline of treatment is mentioned in Table 6 and analysis of 
MONARCH score is given in Table 11.  

Figures 14–16: Showing chronological development and remission of the lesion during the course of treatment of case-V.

14 15

16

Table 5: Showing Prescriptions and Time line of Case-4

Date Symptoms Medicine
1/4/2021 Erythematous rashes with itching and scaling better from cold application. Patient has 

sweating over whole face with aggravates itching. 
Natrum muriaticum 200/4D 

3/5/2021 Itching was present to some extent and rashes were still there, but the sweating of face as reduced. Natrum Muriaticum 200/1D
14/6/2021 Face was completely clear from and visible rashes and the patient didn’t complaint about any 

history of Itching.
Placebo.
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Table 7: Showing MONARCH score of Case-I

Table 1(a): Modified Naranjo Criteria (MONARCH) Score

Items Yes No Not Sure

 1. �Was there an improvement in the main symptom or condition, for which the homeopathic medicine was 
prescribed?

+2

 2. �Did the clinical improvement occur within a plausible time frame relative to the drug intake? +1

 3. �Was there a homoeopathic aggravation of symptom? (need to define in glossary) 0

 4. �Did the effect encompass more than the main symptom or condition, i.e., were other symptoms, not related to 
the main presenting complaint, improved or changed)?

+1

 5. �Did overall well-being improve? (suggest using a validated scale or mention about changes in physical, emotional 
and behavioral elements)

+1

 6: (a) �Direction of cure: Did some symptoms improve in the opposite order of the development of symptoms of 
the disease?

0

(b) �Direction of cure: Did at least one of the following aspects apply to the order of improvement of symptoms:
• From organs of more importance to those of less importance?
• From deeper to more superficial aspects of the individual?
• From the top downward?

0

 7. �Did “old symptoms” (defined as non-seasonal and non-cyclical symptoms that were previously thought to have 
resolved) reappear temporarily during the course of improvement?

0

 8. �Are there alternate causes (other than the medicine) that – with a high probability – could have caused the 
improvement? (consider known course of disease, other forms of treatment and other clinically relevant 
interventions)

+1

 9. �Was the health improvement confirmed by any objective evidence? (e.g., investigations, clinical examination, 
etc.)

+2

10. �Did repeat dosing, if conducted, create similar clinical improvement? 0

Total score- 8

Table 8: Showing MONARCH score of Case-II

Items Yes No Not Sure

 1. �Was there an improvement in the main symptom or condition, for which the homeopathic medicine was 
prescribed?

+2

 2. �Did the clinical improvement occur within a plausible time frame relative to the drug intake? +1

 3. �Was there a homoeopathic aggravation of symptom? (need to define in glossary) 0

 4. �Did the effect encompass more than the main symptom or condition, i.e., were other symptoms, not related to 
the main presenting complaint, improved or changed)?

0

 5. �Did overall well-being improve? (suggest using a validated scale or mention about changes in physical, 
emotional and behavioral elements)

+1

(Continued)

Table 6: Showing Prescriptions and Time line of Case-5

Date Prescription Dose Points Regarding Prescription

27.2.22 NUX. Vomica 200 4 Skin eruption treated with multiple medicine for long time,
Sour eructation & mouth, irregular food habit, short tempered, industrious, headache > by 
vomiting, fastidious, umbilial hernia

06.4.22 Nux. Vom 200 2 Sourness present, eruption persist,umbilicalherna,

01.5.22 Placebo

25.5.22 Merc. Sol 30 4 No facial circulation,Cramping pain before stool, slimy stool, take time for stool, can not 
control stool with offensive, thirst profuse but saliva secration

10.6.22 Cal. Flor 200 4 Back painincreased,> by gentel motion hot application,< 1st motion night,

http://www.jimcr.com
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 6: (a) �Direction of cure: Did some symptoms improve in the opposite order of the development of symptoms of 
the disease?

0

(b) �Direction of cure: Did at least one of the following aspects apply to the order of improvement of 
symptoms:
• From organs of more importance to those of less importance?
• From deeper to more superficial aspects of the individual?
• From the top downward?

0

 7. �Did “old symptoms” (defined as non-seasonal and non-cyclical symptoms that were previously thought to have 
resolved) reappear temporarily during the course of improvement?

0

 8. �Are there alternate causes (other than the medicine) that – with a high probability – could have caused the 
improvement? (consider known course of disease, other forms of treatment and other clinically relevant 
interventions)

+1

 9. �Was the health improvement confirmed by any objective evidence? (e.g., investigations, clinical examination, etc.) +2

10. �Did repeat dosing, if conducted, create similar clinical improvement? 0

Total score- 7

Table 9: Showing MONARCH score of Case-III

Items Yes No Not Sure

 1. �Was there an improvement in the main symptom or condition, for which the homeopathic medicine was 
prescribed?

+2

 2. �Did the clinical improvement occur within a plausible time frame relative to the drug intake? +2

 3. �Was there a homoeopathic aggravation of symptom? (need to define in glossary) +1

 4. �Did the effect encompass more than the main symptom or condition, i.e., were other symptoms, not related to 
the main presenting complaint, improved or changed)?

0

 5. �Did overall well-being improve? (suggest using a validated scale or mention about changes in physical, 
emotional and behavioral elements)

+1

 6: (a) �Direction of cure: Did some symptoms improve in the opposite order of the development of symptoms of 
the disease?

0

(b) �Direction of cure: Did at least one of the following aspects apply to the order of improvement of 
symptoms:
• From organs of more importance to those of less importance?
• From deeper to more superficial aspects of the individual?
• From the top downward?

0

 7. �Did “old symptoms” (defined as non-seasonal and non-cyclical symptoms that were previously thought to have 
resolved) reappear temporarily during the course of improvement?

+1

 8. �Are there alternate causes (other than the medicine) that – with a high probability – could have caused the 
improvement? (consider known course of disease, other forms of treatment and other clinically relevant 
interventions)

+1

 9. �Was the health improvement confirmed by any objective evidence? (e.g., investigations, clinical examination, 
etc.)

+2

10. �Did repeat dosing, if conducted, create similar clinical improvement? +1

Total score- 11

Table 10: Showing MONARCH score of Case-IV

Items Yes No Not Sure

 1. �Was there an improvement in the main symptom or condition, for which the homeopathic medicine was 
prescribed?

+2

 2. �Did the clinical improvement occur within a plausible time frame relative to the drug intake? +1

 3. �Was there a homoeopathic aggravation of symptom? (need to define in glossary) +1

 4. �Did the effect encompass more than the main symptom or condition, i.e., were other symptoms, not related to 
the main presenting complaint, improved or changed)?

0

Table 8: (Continued)
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Items Yes No Not Sure

 5. �Did overall well-being improve? (suggest using a validated scale or mention about changes in physical, 
emotional and behavioral elements)

+1

 6: �(a) �Direction of cure: Did some symptoms improve in the opposite order of the development of symptoms of 
the disease?

0

(b) �Direction of cure: Did at least one of the following aspects apply to the order of improvement of 
symptoms:
• From organs of more importance to those of less importance?
• From deeper to more superficial aspects of the individual?
• From the top downward?

0

 7. �Did “old symptoms” (defined as non-seasonal and non-cyclical symptoms that were previously thought to have 
resolved) reappear temporarily during the course of improvement?

+1

 8. �Are there alternate causes (other than the medicine) that – with a high probability – could have caused the 
improvement? (consider known course of disease, other forms of treatment and other clinically relevant 
interventions)

+1

 9. �Was the health improvement confirmed by any objective evidence? (e.g., investigations, clinical examination, 
etc.)

+1

10. �Did repeat dosing, if conducted, create similar clinical improvement? +1

Total score- 9

Table 11: Showing MONARCH score of Case-V

Items Yes No Not Sure

 1. �Was there an improvement in the main symptom or condition, for which the homeopathic medicine was 
prescribed?

+2

 2. �Did the clinical improvement occur within a plausible time frame relative to the drug intake? +1

 3. �Was there a homoeopathic aggravation of symptom? (need to define in glossary) 0

 4. �Did the effect encompass more than the main symptom or condition, i.e., were other symptoms, not related to 
the main presenting complaint, improved or changed)?

0

 5. �Did overall well-being improve? (suggest using a validated scale or mention about changes in physical, 
emotional and behavioral elements)

+1

 6: �(a) �Direction of cure: Did some symptoms improve in the opposite order of the development of symptoms of 
the disease?

+1

(b) �Direction of cure: Did at least one of the following aspects apply to the order of improvement of 
symptoms:
• From organs of more importance to those of less importance?
• From deeper to more superficial aspects of the individual?
• From the top downward?

0

 7. �Did “old symptoms” (defined as non-seasonal and non-cyclical symptoms that were previously thought to have 
resolved) reappear temporarily during the course of improvement?

+1

 8. �Are there alternate causes (other than the medicine) that – with a high probability – could have caused the 
improvement? (consider known course of disease, other forms of treatment and other clinically relevant 
interventions)

+1

 9. �Was the health improvement confirmed by any objective evidence? (e.g., investigations, clinical examination, etc.) +1

10. �Did repeat dosing, if conducted, create similar clinical improvement? +1

Total score- 9

Discussion 
Homeopathy is a holistic system of medicine that is based 
on the concept of therapeutic similitude. Homoeopathy has 
been very popular among the patients who are suffering 
from dermatological diseases. Dermatophytosis or to be pre-
cise fungal diseases are a much ignored topic in research and 

clinics. According to the WHO, oral and fixed drug combina-
tion ointments have been critical in the present situation as 
the overuse of anti-fungal medications has become a regular 
practice among patients before reaching doctors. Interestingly, 
over-the-counter sales of anti-fungal ointment in India are Rs. 
1040 crores, while sales of antifungal steroid combinations 
total over 1,310 crores (22). Patients frequently take these 
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combinations without consulting a doctor, which exacerbates 
the condition, makes the prognosis for the illness more difficult 
to predict, and increases the expense of therapy. The scenario 
illustrates the situation’s pervasiveness and the increasing dif-
ficulty of maintaining control over it on a daily basis. The host 
defense system and environmental factors that favor the for-
mation of these dermatophytes on the superficial skin surface 
are associated with several parameters (23,24). A patient’s 
own innate and adaptive immunity also contributes to the 
equilibrium between acute and chronic dermatophytosis (25). 
Dermatophytosis risk increases with reduction of epidermal 
dendritic cells, particularly Langerhans cells, in the epidermis 
(26). The pathogen-associated molecular patterns (PAMPs) on 
the fungi are sensed by pattern recognition receptors (PRP) 
on these cells, such as galectins, C-type lectin receptors (CLR), 
and toll-like receptors (TLR). β-Glucan-induced TLR 2 and 4 
activation results in the release of pro-inflammatory cyto-
kines such as TNF α, IL-6, 10, 12, 17, and 17, all of which boost 
adaptive immunity (27,28). Neutrophils and keratinocytes 
and dendritic cells are essential for innate immunity against 
dermatophytes. When it comes to mediating extracellular and 
intracellular lysis of the fungus through an oxidative route 
and the release of TNF-α, neutrophils and macrophages are 
thought to be the last effector cells involved (29,30). The Th1 
type of cell-mediated immunity is also known to be responsi-
ble for the general eradication of dermatophytoses, whereas 
the Th2 response either causes an allergic reaction or predis-
poses the body to infection. Th1 cells induce phagocytosis and 
generate cytokines such as IFN α (31,32). The Th2 response 
causes the body to produce IL-4, 5, and 13 as well as immuno-
globulin (33). In addition, IL-10 plays a critical function in the 
regulation of immune response and innate immunity in addi-
tion to inducing a Th2 response (34). Research has shown that 
homeopathic remedies significantly modify the immune sys-
tem to change the body’s reaction to an infection (35). Apart 
from that different studies have shown the antifungal effect of 
homeopathic medicines and what is even more interesting is 
that they have found similar effects when compared with the 
effect of ketoconazole, used in the treatment of dermatophy-
tosis (36–39). In the near future in-vitro and in-vivo studies 
should be done to elicit the effect of these ultra-diluted homeo-
pathic medicines against these dermatophytes. 

Conclusion 
Despite all the criticism and neglect shown towards homeop-
athy its popularity among patients has increased over time. 
Different studies have shown the effectiveness of homeo-
pathic medicines in different dermatological conditions as 
well. Previously Roy P.  et al  (2021)  reported the efficacy of 
homeopathy in different dermatophytosis but here we are 
going one step further to show the efficacy of homeopathic 
medicine in tinea faciei which is being reported for the first 
time in homeopathy. We believe it’s a small sample size to 
claim any conclusive statement rather in the future a well-
planned efficacy trial is desired.   

Limitation 
The major caveat in this study is the diagnosis is made based on 
clinical symptoms; the KOH test and fugal culture could not be 
done because of the poor infrastructure of the medical colleges.  
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