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SUMMARY

Introduction Tinea incognita is a dermatophyte skin infection with atypical clinical presentation modi-
fied 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 steroids, metronidazole cream, oral antihistamines, dexamethasone, and methylprednisolone.
At the first examination 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 various skin conditions. Two days after the exclusion of topical treat-
ment, sharply demarcated erythematous lesions with raised scaly edges and numerous pustules appeared.
Fungal culture was positive for Trichophyton mentagrophytes 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 fungal infection of the skin to highlight the impor-
tance of a simple laboratory examination of fungal smears and culture before prescribing topical steroids
and other immunosuppressive agents in order to avoid misdiagnosis and inappropriate treatment of
patients in the future.
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therapy

INTRODUCTION

Tinea incognita (TI) is a dermatophyte infec-
tion modified by inappropriate and prolonged
use of topical or systemic steroids and topical
immunomodulating agents [1-5]. It may re-
semble various skin disorders and the diagno-
sis is frequently missed or delayed. [4, 6-10].
Immunosuppressive effects of topical cortico-
steroids 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].

CASE REPORT

A 59-year-old female was referred to the der-
matologist 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, con-
tact, and atopic dermatitis by several doctors,
including dermatologists, and treated unsuc-
cessfully with various topical steroids, metroni-
dazole cream, oral antihistamines, dexametha-
sone, and methylprednisolone.

During the first examination in our clinic,
she had a burning sensation on her skin, and
could not sleep for days. Physical examina-
tion revealed widespread pruritic erythema,

papules, and plaques on the face, eyelids, and
neck, and a few on the chest and the extremi-
ties. The scaling was not found. Two days after
the suspension of topical treatment, sharply
demarcated erythematous lesions with raised
scaly edges and numerous pustules appeared
(Figure 1). Due to the long-lasting use of cor-
ticosteroids, 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 dermatophyte 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
publication of this case report and any accom-
panying images.

DISCUSSION

The disease was first described by Ive and
Marks [11] in 1968 as a dermatophyte skin
infection incorrectly treated with topical and
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Figure 1. Photographs before (a, ¢, ) and after (b, d, f) the treatment;
lesions covered the face (a), extending to submandibular and upper
neck regions (¢, e); note prominent scaling (e), and pustules (a); com-
plete resolution after treatment (b, d, f)

systemic corticosteroids. Due to the wide use of calcineurin
inhibitors, numerous authors reported an increased num-
ber of patients with modified tinea. They proposed that TI
should be redefined as dermatophytosis with unusual clini-
cal presentation after prolonged use of systemic or topical
corticosteroids or topical calcineurin inhibitors [1, 4, 12].

Lesions in patients with TT 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 incognito. Hematoxylin and eosin staining
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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 identified anthropo-
philic 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
predominantly on her face, a rarely involved site. The in-
fection was caused by Trichophyton mentagrophytes, which
is a less common culprit.

The incidence of TT has increased worldwide. In multiple
articles, a vast number of TI patients were misdiagnosed
by dermatologists. TI can mimic various skin diseases, and
this should be the prime reason for properly conducting
mycological evaluation before starting topical treatment
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 treat-
ment of patients in the future.
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Tinea incognita Ha AWMLY NOrpPeLLIHO ANjarHOCTMKOBAHA Kao po3aLea U eKkuem
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CAMETAK

YBogp Tinea incognita npeacTaBba fepmatoduTHy MHGeKLUjy
KOXe Ca aTUMNYHOM KIMHUYKOM Mpe3eHTaLmnjom, Koja je no-
cnepuua NpeTxofHe NIoKanHe NprYMeHe NMYHOCYNpPecuBHe
Tepanuje.

Mpuka3 6onecHuKa MpriKasyjemo 6onecHuLy ctapocT 59 ro-
[VHa Ca NpypUrMHO3HUM MPOMEHaMa Ha JInLly Koje Ma yHa3aj
Tpy Meceua. IHnumjanHo je neyeHa nog AvjarHO30M po3aLiee,
KOHTaKTHOI fiepMaTu1Tm1Ca, @ MOTOM 1 aTOMMWjCKOT AepMaTUTHCa,
PasnMUNTUM TOMMKANTHAM KOPTUKOCTEPOMAHMM NpenapaTuma,
METPOHAA30/10M, OPaNHAM aHTUXMCTaMUHNLIMMA, ieKCTameTa-
30HOM V1 METUANPeAHK3010HOM. [pynrKom NpBor Nperneaa Ha
HaLLOj KNMHMLM 6OoNeCcHMLa je MMana Ha YATaBOM NINLY, YKIby-
uyjyhu v Kanke, 1 Ha BpaTy eprTeMaTo3He NIakoBe 1 nanyse,
Kao 1 HEKOJMKO CIIMYHUX MPOMEHa Ha NMPeAH0j CTPaHU rpyAHOT
KOLLIa 1 Ha FopH UM eKCTpemMmTeTMA (MPOMeHe NpeKpUBEHE fie-
6envm cnojem KopTrKocTepouaHe Macty). [IBa AaHa HakoH oby-
CTaBe JIoKaJlHe KOpPTHKOCTepovaHe Tepanuje, AudepeHymnpane
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Cy Ce jaCHO OrpaH/yYeHe eputemMaTo3He fiesuje ca U3AUrHYTUM
1BMLaMa, MpPeKpuBeHe 6enmyacTom CKBamoM. Y3 To, bune cy
npucyTHe 1 6pojHe nycTyne. MUKOMOLLIKOM KyNnTypOM U30/10BaH
je Trichophyton mentagrophytes var. granulosum. YunrbeHa je
6rioncmja Koxe, Unju je Hanas ofroBapao rbUBNYHOj MHEK-
umjn. lNocne NpumeHe cMcTeMCKe 1 NOKanHe aHTUMUKOTUYHE
Tepanuje AOLWLAO je A0 KOMMJIETHE perpecuje npoMeHa.
3ak/yyak lpukasyjeMo cnyyaj MHULMjaNHO HemperosHaTte
IbUBNYHE HbEKLMje KoXe ca LbeM Aia MCTaKHEMO 3Hauaj
cnpoBohetba jeAHOCTaBHOT TabopPaTOPWjCKOr TECTa — NPerneq
CKapvduKaTa KoXKe Ha MPUCYCTBO MbUBUYHIIX €NleMeHaTa 1 he-
roBO KyNTUBMCaHE NPe NPonMcmMBama TONMKanHe KopTUKOoCTe-
poviAHe 1 MMYyHOCYNpecnBHeE Tepanuje, Kako bu ce nsberno
nocTaB/bakbe NorpellHe ArjarHo3e N HeagekBaTHO Jieyuerbe
TaKBUX 6oNeCHUKa.

KmyuHe peun: tinea incognita; tinea atypica; Trichophyton
mentagrophytes; TonuKanHa UMyHoCynpecyBHa Tepanuja
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