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ABSTRACT 
Background: Candidiasis ranks as a widespread opportunistic fungal infection 
sparked by species of genus Candida - typical commensals in the skin, mouth, 
gut and female genitals. Various local and systemic factors such as diabetes 
mellitus, immunosuppression, pregnancy, and antibiotic therapy predispose indi-
viduals to mucosal and cutaneous candidiasis. Despite its clinical importance, 
limited region-specific data are available regarding the clinical patterns and spe-
cies distribution of candidiasis in Central India. The objective of the study was to 
evaluate the clinical profile, predisposing factors, and mycological characteristics 
of mucosal and cutaneous candidiasis and to identify different Candida species 
using culture and subculture. 

Methodology: This observational study included patients of all ages and genders 
presenting with suspected mucosal and cutaneous candidiasis at a tertiary care 
centre. Only patients with positive 10% KOH examination were included. Detailed 
clinical evaluation and laboratory investigations were performed. For species 
identification, samples underwent culturing on Sabouraud Dextrose Agar and 
CHROMagar. Data analysis was performed using specialised statistical software. 

Results: Out of 83 clinically suspected cases, 55 (66.3%) were KOH positive. A 
1:1.9 male to female ratio highlighted higher prevalence among women while 
mean age of study population was 40.95 years. Diabetes mellitus dominated 
comorbidities at 62.8%. Mucosal candidiasis affected 74.5% of cases outpacing 
cutaneous forms. Oral candidiasis emerged as a leading type, accounting for 
47.2% of cases. Among 31 culture-positive isolates, C. albicans was the predom-
inant species (48.4%), followed by C. tropicalis (29%). 

Conclusions: Mucosal candidiasis, particularly oral candidiasis, was the most 
frequent clinical presentation. Diabetes mellitus emerged as the major predispos-
ing factor. Accurately identifying Candida species stands vital to diagnosing and 
managing mucosal and cutaneous candidiasis effectively. 

Keywords: Candidiasis; Candida albicans, Non-albicans Candida, Diabetes Melli-
tus 
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INTRODUCTION 
Candidiasis encompasses a broad array of opportunistic 
fungal infections from yeasts of the genus Candida, 
which naturally inhabit the skin, digestive tract, and fe-
male genital tract, where they exist as normal flora.[1] 
The colonization of Candida may occur during birth or 
later in life. Over 200 Candida species exist, with more 
than 17 tied to human disease; five species account for 
approximately 90 % of cases: Candida albicans, Candida 
glabrata, Candida tropicalis, Candida parapsilosis, and 
Candida krusei.[2,3] 

A prime virulence trait in the pathogenic fungus Candida 
albicans draws intense study and discussion for its di-
morphism: the capacity to toggle between yeast and hy-
phal forms.[4] Candida species share similar cultural 
characteristics and can grow under both aerobic and an-
aerobic conditions. Temperature significantly affects 
their growth as higher temperature (37°C) tends to pro-
mote pseudohyphae formation, aiding pathogenicity.[5] 

Candida is an opportunistic infection, and immunosup-
pression due to leukemia, lymphoma, prolonged cortico-
steroid uses or cytotoxic chemotherapy increases sus-
ceptibility. Diabetes mellitus, pregnancy and oral contra-
ceptive use may predispose to vaginal colonization. Oral 
and oesophageal candidiasis are closely associated with 
HIV infection.[5] 

Clinically, candidiasis exhibits diverse presentations de-
pending on the site of involvement. Oral thrush, or 
Pseudomembranous candidiasis, is the most prevalent 
form of oral candidiasis and manifests as easily remova-
ble white plaques. Candidal Balanitis presents with ery-
thematous, inflamed lesions associated with thick white 
curd like discharge. Patients with vulvo-vaginal candidia-
sis experience vulvar pruritus, burning sensation, and 
curd like white discharge. Local or systemic antimicrobi-
al treatments can trigger vulvovaginal candidiasis and 
may result in recurring episodes, hypothetically due to 
disruption of normal vaginal flora, allowing increased 
yeast colonization and proliferation.[6,7] These varia-
tions in clinical presentation often correlate with differ-
ences in host factors and infecting Candida species, em-
phasizing the need for integrated clinico-mycological 
evaluation. 

Despite the clinical significance of candidiasis, its 
presentation, associated risk factors, and species distri-
bution show considerable geographic variation. There is 
a lack of region-specific studies evaluating the relation-
ship between clinical manifestations, predisposing fac-
tors, and species distribution of Candida in this popula-
tion. It is hypothesized that variations exist in the clinical 
presentation, associated risk factors, and species distri-
bution of candidiasis in this region. Our primary objec-
tive was to assess the spectrum of mucosal and cutane-
ous presentations of candidiasis. In addition, the study 
aimed to analyze associated predisposing factors, and to 
isolate and characterize different Candida species using 
culture techniques. 

This study aimed to analyze the clinical profile of muco-
sal and cutaneous candidiasis and to determine the dis-
tribution of Candida species among clinically suspected 
and microbiologically confirmed cases as primary and 
secondary outcomes, respectively. 

 

MATERIALS AND METHODS 
This cross-sectional observational study took place over 
18 months from July 2023 to December 2024 in the De-
partment of Dermatology, Venereology and Leprosy. All 
patients irrespective of age and gender showing symp-
toms and signs of mucosal and cutaneous candidiasis 
who attended the Out Patient Department were further 
screened for Candida and those patients showing Can-
dida positivity on KOH microscopy qualified for inclusion. 
The inclusion of only KOH-positive cases was a deliber-
ate methodological choice to ensure mycological confir-
mation of candidiasis and to minimize inclusion of der-
matological mimics and misclassification bias. While this 
approach may have excluded clinically suspected but 
KOH-negative cases, it enhanced the diagnostic validity, 
specificity and reliability of the study findings by restrict-
ing the cohort to microbiologically confirmed cases. 

Individuals testing negative on initial KOH exam or those 
using topical antifungals in the prior 2 weeks or system-
ic ones within 4 weeks beforehand, did not qualify for 
the study. 

Eligible candidiasis patients received enrollment after 
providing written consent in the regional vernacular, with 
the study commencing post Institutional Ethics Commit-
tee approval. 

A detailed history, including age, gender, onset, and du-
ration of muco-cutaneous lesions as well as clinical 
types, morphology, distribution and presentations, were 
all recorded in a prescribed format. A thorough general, 
systemic, and local examination was conducted, with all 
details documented in a predesigned proforma. Cutane-
ous examination included site of lesions, its morphology, 
pattern, area involved, description of lesions, and any 
other specific features of Candida species and subspe-
cies. 

All routine and special investigations, including culture in 
Sabouraud Dextrose agar (SDA) and CHROM agar were 
carried out for all patients who tested positive for Can-
dida in the 10% KOH examination.  

Statistical Analysis: All data were systematically record-
ed and entered into Microsoft Excel for data coding, tab-
ulation, and validation. The dataset was subsequently 
analyzed using SPSS version 25.0. Descriptive statistics 
were used to summarize the study variables. Categorical 
variables such as gender distribution, clinical types of 
candidiasis, KOH findings, and associated comorbidities 
were expressed as frequencies and percentages. Con-
tinuous variables, including age, were presented as 
mean ± standard deviation (SD). 
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Ethical consideration: Ethical clearance was obtained 
from the Institutional Ethics Committee vide Letter No. 
CMCH/EC/2023/84 dated 10/07/2023. The study was car-
ried out in accordance with established ethical principles 
and institutional guidelines. 
 

RESULTS 
In our study, KOH mounts were prepared for 83 patients 
who were clinically suspected of having candidiasis. Out 
of these, 55 (66.3%) cases were tested positive for Can-
dida on KOH mount and were included in the study. On 
direct microscopy of these KOH positive smears, pseu-
dohyphae with budding yeast cells were observed in 32 
(58.2%) cases, isolated budding yeast cells in 14 
(25.5%) cases, and both pseudohyphae and blastoconid-
ia in clusters in 9 (16.3%) cases. Abundant pseudohy-
phal forms were noted, in mucosal lesions, particularly 
in cases of vulvovaginal and oral candidiasis, while pre-
dominantly yeast forms were observed in some cases of 
intertrigo and paronychia. 

The remaining 28 (33.7%) KOH-negative cases were ex-
cluded from the study and were further evaluated for 
other clinical mimics like dermatophytosis, erythrasma, 
inverse psoriasis, seborrheic dermatitis, contact dermati-
tis, bacterial intertrigo, lichen planus (in oral lesions), 
and leukoplakia.  

In the present study, female preponderance was ob-
served who constituted approximately 65.5% of the 
sample, corresponding to a male to female ratio of 1:1.9. 
(See Figure 1) 

 

 

Figure 1: AGE AND SEX - WISE DISTRIBUTION OF VAR-
IOUS CANDIDIASIS 

 

The wide age distribution of patients was noted in our 
study, ranging from a 9-week-old infant, suffering from 
candidal diaper dermatitis to a 73-year-old adult with 
candidal balanoposthitis, with a mean age of 40.95 ± 
16.52 years. (See Figure 1) The majority of cases were 
observed in the third to fifth decades of life. The present 

study analyzed 24 cases (43.6%) showing duration of 1-
3 months followed by less than 1 month in 18 cases 
(32.7%). (See Table 1)  

Among the 55 KOH-positive cases included in the study, 
43 patients (78.2%) had identifiable underlying systemic 
or dermatological conditions predisposing them to can-
didiasis. (See Table 1) 

Diabetes mellitus was the most common associated 
comorbidity, observed in 27 cases (62.8%). Autoimmune 
blistering disorders were noted in 5 cases (11.6%); all 
cases were of pemphigus vulgaris. HIV infection was 
present in 2 cases (4.7%), single cases were observed 
in association with systemic lupus erythematosus (SLE) 
(2.3%) and pregnancy (2.3%). 

Among the 55 KOH-positive cases, mucosal candidiasis 
constituted the majority, accounting for 41 cases 
(74.5%), while cutaneous candidiasis was observed in 
14 cases (25.5%). (See Table 2) In the mucosal sub-
group, oral candidiasis constituted as a predominant 
form, documented in 26 cases (47.2%). In the cohort of 
26 oral candidiasis cases, pseudomembranous candidia-
sis was the leading form, comprising 14 instances 
(54%), presenting as removable white curd-like plaques, 
where the buccal mucosa was involved in 8 cases 
(57.1%), tongue in 4 cases (28.6%), and the soft palate 
in 2 cases (14.3%). Angular cheilitis was noted in 4 cas-
es (15%), involving the angles of the mouth and present-
ing with fissuring and erythema. Erythematous candidia-
sis (3 cases, 11%), predominantly affected the dorsum 
of the tongue and palate, showing erythematous depapil-
lated areas, while hyperplastic candidiasis (2 cases, 8%), 
was observed over the buccal mucosa as non-scrapable 
white plaques. Chronic atrophic candidiasis (2 cases, 
8%) involved the palatal mucosa and single case of me-
dian rhomboid glossitis involved the midline of the pos-
terior dorsum of the tongue. The hallmark white curd-
like plaques appeared in 61.5 % of oral candidiasis cas-
es, with oral burning sensation noted next in prevalence 
(57.7 %).  

Vulvovaginal candidiasis accounted for 9 cases (16.4%), 
of which 3 cases also showed associated anal involve-
ment. Vulval itching was the predominant complaint, re-
ported in about 88.9% of cases, while thick curdy white 
vaginal discharge and burning sensation were observed 
in 77.8% and 55.5% of patients respectively. 

In males, candidal balanitis was noted in 4 cases (7.3%), 
while balanitis with posthitis was observed in 2 cases 
(3.6%). Pruritus was noted in 83.3 % of cases while ery-
thema of the glans ± prepuce was observed in 66.6% of 
cases. In intertriginous candidiasis (4 cases), the lesions 
commonly presented with pruritus (83.3%), erythema 
with maceration (66.6%), and burning sensation 
(33.3%).  

Out of the 55 KOH mount confirmed cases of candidia-
sis, 31 (56.4%) were culture positive and subjected to 
species identification. On culture of the 31 culture-
positive cases, visible growth within 24-72 hours was 
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observed in 27 cases (87.1%), while 4 cases (12.9%) 
demonstrated comparatively slower growth after 72 
hours. Among the 31 Candida isolates, C. albicans was 
the predominant species accounting for 15 (48.4%) iso-
lates, followed by C. tropicalis in 9 (29%) cases. The 
leading presentation was oral candidiasis (12 cases), 
dominated by C. albicans isolates (6 cases) and suc-
ceeded by C. tropicalis (3 cases). Out of 7 cases of vul-
vovaginal candidiasis, C. albicans was isolated in 3 cas-
es, while 2 cases were of C. tropicalis. Both balanitis ± 
posthitis and intertriginous candidiasis presented in 3 
cases each where C. albicans led (2 cases each) and C. 
tropicalis trailed (1 case each).  

On Sabouraud Dextrose Agar (SDA), most Candida iso-
lates exhibited typical yeast-like colonies. C. albicans 
showed creamy white, smooth, and dome-shaped colo-
nies in 100% of isolates. C. tropicalis produced cream to 
slightly bluish-white colonies in 88.8% of cases. C. 
krusei demonstrated dry colonies with a characteristic 
“ground-glass” appearance in all isolates (100%). C. gla-
brata presented as smooth, creamy to tan colonies in 
75% of isolates appearing smaller in size. On CHROM 
agar Candida, species differentiation was based on colo-
ny color and morphology. C. albicans produced distinct 
light to emerald green colonies in 98-99% of isolates. C. 
tropicalis appeared as steel blue to blue-gray colonies in 
93-98% of cases. 

Table 1: Clinical profile of patients with candidiasis in 
the study population 

Parameter Cases(%) 
Duration of symptoms 

 

< 1 month 18 (32.7) 
1-3 months 24 (43.6) 
> 3 months 13 (23.7) 

Underlying comorbidities / predisposing conditions 
Diabetes Mellitus 27 (62.8) 
Pemphigus Vulgaris 5 (11.6) 
Herpetic Gingivostomatitis 3 (6.8) 
Stevens-Johnson Syndrome / Toxic Epidermal 
Necrolysis 

3 (6.8) 

HIV Infection 2 (4.7) 
Sexually Transmitted Infections 2 (4.7) 
Systemic Lupus Erythematosus 1 (2.3) 
Pregnancy 1 (2.3) 

Clinical types of candidiasis 
 

Mucosal Candidiasis 41 (74.5) 
Oral Candidiasis 26 (47.2) 
Vulvovaginal Candidiasis 9 (16.4) 
Balanitis ± Posthitis 6 (10.9) 

Cutaneous Candidiasis 14 (25.5) 
Intertriginous Candidiasis 6 (10.9) 
Interdigital Candidiasis 4 (7.3) 
Candidal Onychomycosis ±Paronychia 2 (3.6) 
Candidal Diaper Dermatitis 1 (1.8) 
Candidal Perianal Dermatitis 1 (1.8) 

Total 55 (100) 
 

 
Table 2: Candida species in different types of candidiasis 

Clinical type C. albicans C. tropicalis C. glabrata C. krusei Culture negative Total cases 
Oral Candidiasis 6 (40) 3 (33.33) 2 (50) 1 (33.33) 14 (58.33) 26 (47.27) 
Vulvovaginal Candidiasis 3 (20) 2 (22.22) 1 (25) 1 (33.33) 2 (8.33) 9 (16.36) 
Balanitis ± Posthitis 2 (13.33) 1 (11.11) 0 (0) 0 (0) 3 (12.5) 6 (10.91) 
Intertriginous Candidiasis 2 (13.33) 1 (11.11) 0 (0) 0 (0) 3 (12.5) 6 (10.91) 
Interdigital Candidiasis 1 (6.67) 1 (11.11) 0 (0) 0 (0) 2 (8.33) 4 (7.27) 
Candidal Onychomycosis ± Paronychia 0 (0) 1 (11.11) 1 (25) 0 (0) 0 (0) 2 (3.64) 
Candidal Diaper Dermatitis 0 (0) 0 (0) 0 (0) 1 (33.33) 0 (0) 1 (1.82) 
Candidal Perianal Dermatitis 1 (6.67) 0 (0) 0 (0) 0 (0) 0 (0) 1 (1.82) 
Total 15 (100) 9 (100) 4 (100) 3 (100) 24 (100) 55 (100) 
 

DISCUSSION 
The study population had a mean age of 40.95 years ± 
16.52, ranging from a 9-week-old infant to a 73-year-old 
adult. Candidiasis in infancy is well documented and is 
attributed to immature cell-mediated immunity, coloniza-
tion during passage through the birth canal, the warm 
and moist skin environment. On the other extreme, el-
derly patients are frequently exposed to Candida over-
growth, likely due to age-related decline in immunity, 
associated comorbidities and polypharmacy. A study 
conducted by Muzaheed et al. noted highest number of 
candidal infections in age group of 50-59 years (14.97%) 
and 40-49 years (14.17%), followed by 70-79 years 
group (13.45%).[8] In contrast to our findings, Kim JH et 
al, in their study on oral candidiasis, reported that the 
majority of cases occurred in individuals aged >60 years 
(72.2%), followed by 40-60 years (21.1%), 20-40 years 
(5.6%), and <20 years (1.1%).[9] The relatively younger 

age distribution observed in our cohort, compared to 
global trends, may be attributed to the higher prevalence 
of risk factors such as diabetes mellitus, as opposed to 
the age-related immunosenescence that predominates in 
Western populations. 

In the current study, female outnumbered males, repre-
senting 65.5% of cases and yielding a male to female 
ratio of 1:1.9. The higher prevalence of candidiasis in 
females may be attributed to increased estrogens, al-
tered vaginal pH, occlusive clothing and immunological 
differences and favourable anatomical factors such as 
moist and occluded areas, which enhance fungal adher-
ence to epithelial cells and promote proliferation. A simi-
lar gender distribution was documented by Mohan S et 
al. in a cross-sectional study of 100 patients where fe-
males constituted 73% of cohort corresponding to a 
male-to-female ratio of 1:2.7.[1] A comparable distribu-
tion was also reported by Grace BN et al[10] in a pro-
spective study involving 166 participants, where the 
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overall male-to-female ratio was 1:1.24. In the subgroup 
of 121 culture-positive cases, females constituted 69 
(57%), while males accounted for 52 (43%), yielding a 
male-to-female ratio of 1:1.3. In contrast to our observa-
tions, a study by Thilak S et al. on cutaneous fungal in-
fections in diabetic individuals demonstrated a nearly 
equal gender distribution in candidiasis cases, with 60 
males and 56 females.[11] Shukla R et al. also reported 
a predominance of male patients (67%) over females 
(33%) in their cohort of candidiasis cases.[12] 

We found diabetes mellitus as the most common 
comorbidity (62.8%). Candidal predominance among di-
abetic patients can be attributed to hyperglycemia, which 
enhances Candida adherence to epithelial cells, impairs 
neutrophil function, and provides a glucose-rich envi-
ronment that promotes fungal proliferation. Likewise, 
Shukla R et al. in their prospective study of 100 patients 
with candidiasis found diabetes mellitus being the most 
common (46%) predisposing factors.[12] Kim JH et al. 
reported that systemic diseases were found in 88.1% of 
patients with oral candidiasis and among them endo-
crine, nutritional and metabolic diseases group showed a 
high proportion (22%).[9] Contrary to our observations, 
the study by Seeniammal S et al. on vulvovaginal candid-
iasis highlighted HIV positivity as the leading associated 
condition (48.7%), followed by antibiotic intake and dia-
betes.[13] This highlights that in our specific geographic 
and clinical setting, metabolic health is a greater driver 
of fungal opportunistic infection than viral-induced im-
munosuppression. 

Among the clinical entities assessed oral candidiasis oc-
curred most often, representing 47.2% of cases with 
vulvovaginal candidiasis ranking second at 16.4% cases. 
The frequent involvement of the oral cavity may be ex-
plained by established risk factors such as diabetes 
mellitus, immunosuppression, poor oral hygiene, den-
ture use, and antibiotic therapy, all of which alter the 
normal oral flora and facilitate fungal proliferation. Simi-
larly, in a study on cutaneous fungal infections among 
patients with diabetes mellitus conducted in Tamil Nadu, 
Thilak S et al. reported oral candidiasis (31%) as the 
most frequent presentation, followed by erosio interdigi-
talis (22%), vulvovaginitis (22%) and balanoposthitis 
(16%).[11] 

The increased frequency of vulvovaginal candidiasis 
suggests contiguous spread in moist muco-cutaneous 
areas along with hormonal influences, especially in 
women of reproductive age, diabetes and antibiotic use, 
all of which likely contributed to these cases. Also, moist 
vaginal environment and rich glycogen content favor 
Candida colonization and overgrowth in vaginal mucosa. 

In the present study, among the 26 patients with oral 
candidiasis, 54% had pseudomembranous candidiasis, 
followed by 15% with angular cheilitis and 11% with the 
erythematous type. Similarly, Mohan S et al. found 
pseudomembranous pattern to be the most common 
(62.5%), followed by angular cheilitis (20.8%) and acute 
erythematous (16.7%).[1] 

In our study among patients with oral candidiasis, white 
curd-like plaques were seen in 61.5% of cases, oral 
burning sensation in 57.7% of patients. In a study by 
Czajka KM et al. 93 % of cases had dry mouth, of which 
50.9% had taste disturbances, while 42.1% experienced 
burning mouth.[14] Monsen RE et al. conducted a study 
of oral candidiasis in advanced cancer patients where 
48% of the patients had dry mouth.[15] 

Among males with balanitis ± posthitis, itching and ery-
thema of the glans or prepuce were the most frequent 
symptoms. The warm, moist environment beneath the 
prepuce, poor hygiene, and uncontrolled diabetes were 
important contributing factors in these patients. A study 
by Jegadish N et al. found fissuring being the most 
common presentation (53.06%), succeeded equally by 
phimosis and erythema in 51.02% each.[16] 

In this study, C. albicans stood out as the most prevalent 
species, accounting for 48.4% of the culture positive 
cases. Echoing this Muzaheed et al. highlighted C. albi-
cans dominance (58.3%) over C. glabrata (6.3%) in a 20-
year retrospective survey of Candida cases.[8] In parallel 
Kanna BV et al. analysed 50 Candida strains from as-
sorted clinical sources, identifying C. albicans as the 
leading isolate (51%) trailed by C. tropicalis 25% among 
non albicans group.[17] 

In oral candidiasis, C. albicans accounted for 50% of cul-
ture positive cases, followed by C. tropicalis 25%, C. gla-
brata 16.7%, and C. krusei 8.3%, demonstrating a mixed 
species distribution .This finding is comparable to a large 
scale population based study on oral candidiasis by Hu L 
et al. where C. albicans prevailed as the most top spe-
cies (75.37%), with C. tropicalis (6.06%), C. krusei 
(2.79%) and C. glabrata (2.02%) following in descending 
order.[18] 

In the present study, vulvovaginal candidiasis was pre-
dominantly caused by C. albicans (42.9%) among culture 
positive cases, followed by C. tropicalis (28.6%), while C. 
glabrata and C. krusei each accounted for 14.3%. 
Seeniammal S et al. performed a clinicomycological 
analysis of vulvovaginal candidiasis, revealing C. albicans 
as the predominant isolate, (82%), while non albicans 
Candida species comprised 18%.[13] 

In our study, balanitis ± posthitis showed a predomi-
nance of C. albicans (66.7%), followed by C. tropicalis 
(33.3%) in the culture positive cases. A comparable pat-
tern emerged from Jegadish N et al.’s descriptive profil-
ing of balanoposthitis etiology and clinical traits, where 
92.31% exhibited candidal proliferation, exclusively yield-
ing C. albicans across all cultures.[16] 

Also, the observation of 51.6% non-albicans Candida in 
our study indicates a possible shift in species distribu-
tion within our region. This has important clinical impli-
cations, as these species are often linked to increased 
biofilm formation and reduced susceptibility to common-
ly used azole antifungals. 

In a study by Prateeksha S et al., 50% of 36 Candida iso-
lates were C. albicans and 50% non-albicans (predomi-
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nantly C. tropicalis), with biofilm formation in 33.3% 
mainly C. albicans highlighting its role in antifungal re-
sistance and persistence.[19] 

Grace BN et al. in their study on cutaneous candidiasis 
observed that non albicans Candida species were found 
to be the most common (57%) showing increased trend 
in non albicans Candida infections recently.[10] Also, 
Shukla R et al., in their study of different Candida spe-
cies isolation from various clinical samples, observed 
predominance of non-albicans Candida (76%), with C. 
tropicalis as the principal isolate (~50%).[12] 
 

STRENGTH AND LIMITATIONS 
The present study provides a comprehensive clinico-
mycological evaluation of mucosal and cutaneous can-
didiasis in a tertiary care setting in Central India, contrib-
uting valuable regional data where such information is 
limited. The inclusion of patients across different age 
groups and both genders allowed a broader assessment 
of the clinical spectrum of candidiasis. Rigorous diag-
nostic methodology, including confirmation with 10% 
KOH examination followed by culture on Sabouraud dex-
trose agar and CHROM agar enhanced the accuracy of 
species identification. Detailed clinical evaluation and 
documentation of associated comorbidities further 
strengthened the correlation between clinical presenta-
tion and mycological findings. These methodological 
strengths improve the reliability of the results and pro-
vide useful insights for clinicians managing mucocuta-
neous candidiasis. 

Although valuable, this study is constrained by limita-
tions, including its modest sample size, which could cur-
tail the broader applicability of results. Notably, not all 
KOH-positive cases yielded positive cultures, which 
might have affected the complete assessment of species 
distribution. Biochemical tests and advanced molecular 
diagnostic techniques were not performed, which could 
have provided more accurate species recognition and 
therapeutic guidance. 

 

CONCLUSION 
This investigation delineates the clinical and etiological 
landscape of candidiasis, highlighting oral candidiasis as 
the primary manifestation. Among the culture positive 
isolates C. albicans remained the predominant pathogen, 
however, a substantial fraction of cases stemmed from 
non-albicans Candida species, mirroring the shifting epi-
demiological contours chronicled in contemporary re-
ports. The disparity between KOH-positive cases and 
culture recovery underscores the challenges in species - 
level identification in clinical settings. The study also 
emphasizes the increasing frequency of candidiasis in 
certain predisposing factors such as diabetes mellitus 
and other conditions that disrupt host-microbiome bal-
ance. Early recognition of clinical patterns along with 
species-level identification is essential for appropriate 

management and prevention of antifungal resistance. 
Larger multicentric studies and the development of new-
er antifungal agents are required to better address the 
changing epidemiology and therapeutic challenges of 
candidiasis. 
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