
                                           [Dermatology Reports 2023; 15:9584]                                                              [page 141]

                                                            Dermatology Reports 2023; volume 15:

Abstract
We present the case of a 4-year-old boy with annular, pruritic

macules on the face who did not respond to the application of top-
ical immunosuppressive therapy for atopic dermatitis.

In this case report, we emphasize how pruritic annular mac-
ules that are not responsive to immunosuppressants should always
be suspected of being tinea incognita.

Introduction
We present the case of a 4-year-old boy with annular, pruritic

macules on the face who was not responsive to the application of
topical immunosuppressive therapy for atopic dermatitis.

Clinically, annular, pruritic macules with a cracked surface
and crusted, raised borders slowly enlarging were observed on the
boy’s cheeks. Dermatoscopy showed centrifugal extension and
border hyperactivity, represented by multiple peripheral pustules,
mainly follicular. At last, microscopy of skin scrapings, showing
fungal hyphae, permitted the diagnosis of tinea incognita.

We highlight the need to always suspect tinea incognita in pru-
ritic, annular macules not responsive to immunosuppressants.

Case Report
A 4-year-old Nigerian boy presented with a disfiguring,

intensely pruritic facial rash accompanied by generalized pruritus
and flexural eczema. The patient had had atopic dermatitis since
the age of two. He applied emollients twice daily and tacrolimus
ointment 0.03% three times a week on the most affected areas,
such as flexural folds, the face, and the neck. On clinical exami-
nation, chronic eczema with diffuse xerosis, as well as lichenifica-
tion and hyperpigmentation of the knee fold and inner elbow, were
noticed. On his face, widely extended, persistently enlarging
annular-to-polycyclic macules, not responsive to topical immuno-
suppressants, were observed. Lesions were flat, with a smooth,
translucent, partially cracked surface and crusted, raised borders
(Figure 1). Dermatoscopical examination revealed tiny satellite
pustules outlying the periphery of facial lesions, suggesting hyper-
activity at the border of lesions (Figure 2). Also, occasional
scratch marks and erosions were noticed. 

The patient denied exacerbation of skin rash with sun expo-
sure, while he reported no benefit with tacrolimus application. His
medical history was unremarkable except for atopic dermatitis,
and he was not taking any systemic medications. A skin scraping
was performed and underwent direct microscopical examination.
A microscopic sample examination identified elements of a fungal
infection consistent with tinea faciei incognita.1,2 The rash cleared
after three weeks on griseofulvin (20 mg/kg/die), leaving tissue
scarring, especially on his chin (Figure 3).
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Discussion
Tinea incognita is a dermatophyte infection of the skin, exac-

erbated by the administration of systemic or topical immunosup-
pressants such as corticosteroids and calcineurin inhibitors.2,3

Unlike classical tinea corporis, which presents typical well-
delimited ringworm patches that are scaly and erythematous, tinea
incognita is less scaly and less delimited.3,4 Notably, tinea incog-
nita has a tendency for centrifugal extension with hyperactivity at
the border of lesions.5,6 This allows tinea incognita to reach a wide
extension, forming polymorphous annular-to-serpiginous configu-
rations, often pustular and inflamed.6,7 Additionally, in high
Fitzpatrick skin types, intense pigmentation causing a lack of ery-
thema increases diagnostic difficulty.6-9

Tinea incognita represents indeed a challenging dermatologi-
cal entity in all skin types. This dermatophytosis is often misdiag-
nosed as eczematous exacerbation, psoriasis, subacute or discoid
cutaneous lupus, earning it the name “great imitator”, as well as
syphilis.1-4

Increased awareness of the different clinical pictures assumed
by tinea incognita in all skin types is needed, though its highly
aspecific and polymorphic clinical presentation mostly requires
confirmatory direct microscopic skin examination for identifica-
tion of fungal elements. However, despite being very simple and
easy to adopt, this is a non-universally available technique.

Conclusions
In conclusion, pruritic, annular macules not responsive to

immunosuppressants should always raise the suspicion of tinea
incognita, which must be investigated and ruled out to avoid infec-
tion persistence. Indeed, neglected superficial dermatophytosis
could also possibly invade hair follicles and deeper tissues and
cause permanent scarring, which must be prevented.

                           Case Report

Figure 1. Annular, pruritic macules on a 4-year-old boy with a
cracked surface and crusted, raised borders slowly enlarging.

Figure 2. Dermoscopical image of an annular lesion showing cen-
trifugal extension and border hyperactivity, represented by multi-
ple peripheral pustules, mainly follicular.

Figure 3.Resolution of the cutaneous rash after griseofulvin thera-
py, leaving disfiguring scar tissue.
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