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Tinea incognita misdiagnosed as rosacea and eczema of the face

Tinea incognita Ha JUIy TOTPEIIHO IWjarHOCTUKOBaHA Kao po3aliea | eKIeM

SUMMARY

Introduction Tinea incognita is a dermatophyte skin in-
fection with atypical clinical presentation modified using
previous topical immunosuppressive therapy.

Case outline We present a 59-year-old female patient
with a pruritic rash on her face. Over three months, she
was misdiagnosed with rosacea, contact dermatitis, and
atopic dermatitis, and treated with various topical ster-
oids, metronidazole cream, oral antihistamines, dexame-
thasone, and methylprednisolone. At the first examina-
tion in our clinic, she had a pruritic widespread erythema,
papules, and plaques on the face, eyelids, and neck, and
a few plaques on the chest and extremities (covered with
a thick layer of corticosteroid ointment), resembling var-
ious skin conditions. Two days after the exclusion of top-
ical treatment, sharply demarcated erythematous lesions
with raised scaly edges and numerous pustules appeared.
Fungal culture was positive for Trichophyton men-
tagrophytes var. granulosum. A skin biopsy confirmed
dermatophyte fungal infection, and the lesions resolved
after systemic and topical antifungal therapy.
Conclusion We present the case of an unrecognized fun-
gal infection of the skin to highlight the importance of a
simple laboratory examination of fungal. smears and cul-
ture before prescribing topical steroids and other immu-
nosuppressive agents in order to avoid misdiagnosis and
inappropriate treatment of patients in the future.
Keywords: tinea incognita; tinea atypica; Trichophyton
mentagrophytes; topical immunosuppressive therapy

INTRODUCTION

CAXKETAK

¥YBoa Tinea incognita mpencrasiba aepMaToPuTHy HWH-
(deknujy Koxe ca aTUMUYHOM KIMHUYKOM MPE3CHTAIH-
JOM Koja je mociequiia MpeTXoaHe JOKaIHE PUMEHE U-
MYHOCYIIPECUBHE Teparuje.

IIpuka3 6osecHuka [TprkaszyjemMo 60OECHHILY CTAPOCTH
59 roguHa ca IPYPUTHHO3HUAM MTPOMEHaMa Ha JIUIY KOje
MMa yHazaj Tpu Mecela. IHUIMjamHo je JieueHa Mo T1-
jar€Ho3oM po3aiiee, KOHTAaKTHOT JepMaTHTICA, & TOTOM U
ATOTMjCKOT JEePMAaTHTHCA, PA3NUUUTUM TOTMKATHUM
KOPTHKOCTEPOUIHUM TpenapaTuMa, METPOHHUIA30JIOM,
OpaTHUM aHTHXHCTAMHHHUIIEMA, TEKCTAMETa30HOM 1 Me-
TUIIIPETHU30I0HOM. [TpHUANKOM HPBOT Mperjeaa Ha Ha-
oj Knmuauim 6osiecHUMa je umMalia Ha YJUTaBOM JIUILY, Y-
KJbyuyjyhii U KafKe i -Ha BpaTy epUTEMaTO3HE IAKOBE
U mamyJje, Ka0 U HEKOJHUKO CAMYHHUX MPOMEHa Ha Mpe-
B0j CTpaHH TPYAHOT KOIIa M HA TOPEbHM €KCTPEMUTETH-
Ma (TIpoMeHe MPEKPUBEHE eOeTHM CI0jeM KOPTUKOCTE-
pouHe MacTH). J[Ba TaHa HakOH 00ycTaBe JIOKaJTHEe KOp-
THUKOCTEPOHIHE Tepamnyje, audepeHnupaie cy ce jacHoO
OTpaHWYEHe ePUTEMaTO3HE JIe3Hje Ca M3JUTHYTHM WBH-
[aMa, peKpruBeHe OEINIACTOM CKBaMOM, y3 TO OHJIe CY
MPUCYTHE M OpojHE MyCTysie. MHUKOJIONIKOM KYJITypOM
u30J0BaH je Trichophyton mentagrophytes var. granulo-
sum. YuumeHa je OMorcHja KOXKe YHjH je Hajla3 OJIroBa-
pao rUbUBUYHOj HH(EKIHju. HakoH npuMeHe cucTeMcke
U JIOKaJIHE aHTUMHKOTHYHE Teparnuje A0ILIO je 0 KOM-
IUIETHE perpecHje MpoMeHa.

3aksbyuak [IpukasyjemMo ciydaj HHHIIMjATHO HEMpPero-
3HATE IJbUBUYHE MH(EKIU]e KOXKE Cca IUIJbEM Ja HCTaK-
HEMO 3Hauaj CIpPOBOlema jeHOCTABHOT J1abOPaTOPH]-
CKOT TecTa — Mperiie]] ckapudukara Koxe Ha MPUCYCTBO
TJBUBUYHHX €JIeMeHaTa W FerOBO KyJTHBHCAHE, Ipe
MPOMHUCUBAKBLE TONMUKAIHE KOPTHUKOCTECPOUIHE U UMYHO-
CYIpecHBHE TeparnHuje Kako Ou ce n30eryio MmocTaBibame
MOTPEIIHE JIMjarHO3¢ U HeaeKBAaTHO JICYCHhe TAKBUX 00-
JIECHHKA.

Kmyune peun: tinea incognita; tinea atypica;
Trichophyton mentagrophytes; Tonkanta uMyHOCY-
MIPECUBHA Teparnuja

Tinea incognita (TI) is a dermatophyte infection modified by inappropriate and prolonged use

of topical or systemic steroids and topical immunomodulating agents [1-5]. It may resemble

various skin disorders and the diagnosis is frequently missed or delayed. [4, 6-10]. Immuno-

suppressive effects of topical corticosteroids allow unhindered fungal growth, and their anti-

inflammatory activity alters clinical features of the skin lesions, which could explain such a

variety of clinical manifestations [9].
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CASE REPORT

A 59-year-old female was referred to the dermatologist with a pruritic rash on her face that
appeared three months earlier when she was moving to a new house and was exposed to dust.
She was misdiagnosed with rosacea, contact, and atopic dermatitis by several doctors, includ-
ing dermatologists, and treated unsuccessfully with various topical steroids, metronidazole

cream, oral antihistamines, dexamethasone, and methylprednisolone.

During the first examination in our clinic, she had a burning sensation on her skin, and could
not sleep for days. Physical examination revealed widespread pruritic erythema, papules, and
plaques on the face, eyelids, and neck, and a few on the chest and the extremities. The scaling
was not found. Two days after the suspension of topical treatment, sharply demarcated ery-
thematous lesions with raised scaly edges and numerous pustules appeared (Figure 1). Due to
the long-lasting use of corticosteroids, the cushingoid aspect-of her face was noticed. Direct
microscopy was positive for fungal hyphae; Trichophyton mentagrophytes-var. granulosum
grew in the fungal culture on Sabouraud agar. Histopathological findings suggested dermato-
phyte fungal infection and fungal hyphae were detected in the corneal layer with periodic acid-
Schiff (PAS) staining. The lesions resolved after five weeks of systemic treatment with

terbinafine (250 mg daily) and topical antifungal therapy (Figure 1).

This report does not contain any studies with human participants or animals performed by any
of the authors: Formal informed written consent was obtained from the patient for the publica-
tion of this case report and any accompanying images.

DISCUSSION

The disease was first described by Ive and Marks [11] in 1968 as a dermatophyte skin infection
incorrectly treated with topical and systemic corticosteroids. Due to the wide use of calcineurin
inhibitors, numerous authors reported an increased number of patients with modified tinea.
They proposed that TI should be redefined as dermatophytosis with unusual clinical presenta-
tion after prolonged use of systemic or topical corticosteroids or topical calcineurin inhibitors
[1, 4, 12].

Lesions in patients with T1 have a less scaly look, less raised margins, pustules, and are often
highly irritated. Atzori et al. [13] proposed a new term — tinea atypica — instead of tinea incog-
nito. Hematoxylin and eosin staining has a rather typical finding, but bearing in mind the sen-
sitivity of this staining, it is advised to also perform PAS staining [14]. The most frequently
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identified anthropophilic dermatophyte was Trichophyton rubrum [1, 4, 15], followed by two
zoophilic dermatophytes, Trichophyton mentagrophytes and Microsporum canis [1]. Studies
suggest that the most affected site was the trunk, followed by the face [1, 4]. In a Korean study,
one-third of patients also had fungal disease involving distant body areas, such as feet and nails
[4]. This coexistence of fungal infection could be important for clinicians because tinea pedis
or tinea unguium could cause autoinoculation for any other body part, especially if a patient
has been previously treated with immunosuppressants [4]. Our patient developed lesions.pre-
dominantly on her face, a rarely involved site. The infection was caused by Trichophyton men-

tagrophytes, which is a less common culprit.

The incidence of Tl has increased worldwide. In multiple articles, a vastnumber of Tl patients
were misdiagnosed by dermatologists. T1 can mimic various skin diseases, and this should be
the prime reason for properly conducting mycological evaluation before starting topical treat-

ment with corticosteroids or calcineurin inhibitors [16, 17].

We presented a case of TI to highlight the importance of a-simple laboratory examination of
fungal smear and culture before prescribing topical steroids or calcineurin inhibitors to avoid
misdiagnosis and inappropriate treatment of patients in the future.
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Figure 1. Photographs before (a, c, €) and after (b, d, f) the treatment; lesions covered the face
(a), extending to submandibular and upper neck regions (c, e); note prominent scaling (e), and

pustules (a); complete resolution after treatment (b, d, f)
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