THE CLINICAL PICTURE
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Atypical erythema as a clinical
presentation of tinea incognito

Figure 1. The patient presented with annular and
polycyclic pruritic erythematous plaques localized
on the flexor sides of (A) the left forearm and (B)
the right forearm.

72-YEAR-OLD WOMAN was referred to the der-

matology department with a 1-year history of
itchy, erythematous plaques on the flexor aspects
of her upper arms. The lesions had been previously
diagnosed as contact allergic dermatitis and were
treated with systemic and topical corticosteroids.
The lesions would initially respond to treatment
but would rapidly return after her prescriptions
expired.

At presentation in the dermatology department,
the patient had annular and polycyclic erythematous
plaques with solitary papules on the periphery pres-
ent on the flexor sides of the forearms (Figure 1).
She declined biopsy but consented to skin scrapings.
The scrapings showed the presence of hyphae, and
mycological culture revealed Trichophyton rubrum.
These findings and her history of immunosuppressant
doi:10.3949/ccjm.89.21091

(ie, corticosteroid) therapy confirmed the diagnosis of
tinea incognito, a localized, superficial dermatophyte
infection that lacks the classic features of fungal
infection as a result of immunosuppressant therapy.
The patient received therapy with oral itraconazole
100 mg/day for 2 weeks and with topical miconazole,
with full symptom resolution (Figure 2).
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TINEA INCOGNITO

Figure 2. Complete improvement on both fore-
arms after administration of antifungal agents.

I SUPPRESSION OF THE LOCAL IMMUNE
RESPONSE

Tinea incognito is often erroneously treated with
corticosteroids, which suppress the local immune
response, allowing the fungus to spread easily and cre-
ating an atypical clinical presentation.!?

In the setting of nonresolving erythematous
lesions treated with corticosteroids, a skin
scraping for fungal examination is recommended

Because of the appearance of the lesions, we ini-
tially considered a diagnosis of systemic lupus erythe-
matosus. However, the lesions were not present on the
photo-exposed parts of the body that are character-
istic for lupus erythematosus, and physical examina-
tion of the rest of her body was normal. Additionally,
the patient stated that the skin lesions had not been
directly exposed to the sun, which could have led to
their appearance and worsening of the condition.
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Furthermore, antinuclear antibody assay for systemic
lupus erythematosus was negative.

Other conditions in the differential diagnosis
included eczema (which our patient had already been
diagnosed with but was treated unsuccessfully), ery-
thema annulare centrifugum (which was excluded
with mycological examinations), psoriasis (her lesions
were not characteristic or in typical distribution on
the skin), and scabies (there was no evidence of skin
burrows, and the itching was not dominant during the
night and was not a dominant feature).!™

Confirmatory tests

In the setting of nonresolving erythematous lesions
in a patient treated with corticosteroids, skin scrap-
ing for fungal examination is recommended.’ A blunt
scalpel is used to scrape the edges of a well-cleaned
lesion. The scrapings are placed onto a slide covered
with 10% potassium hydroxide and examined under
a microscope.’ For tinea incognito, examination with
low magnification (10 x) and then higher magnifica-
tion (40 x) reveals the presence of fungal spores with
or without hyphae.’

Il TAKE-HOME MESSAGE

When fungal infection is misdiagnosed and treated
with corticosteroids, the normal cutaneous response
is blunted, allowing the fungus to spread easily in the
absence of significant erythema. The clinical pre-
sentation may suggest an infectious, paraneoplastic,
allergic or autoimmune etiology.! Therefore, if the
appearance of a skin lesion changes or worsens during
treatment with immunosuppressants, a diagnosis of
tinea incognito should be considered.!*? [
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