Clinical, Cosmetic and Investigational Dermatology Dlovepress
Taylor & Francis Group

CASE REPORT
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Abstract: Superficial mycoses are characterized by the infection of keratinized tissues such as the epidermis, hair, and nails. A 52-
year-old woman from Hainan Province, China is reported in this study. The patient presents with large erythematous scales on her
head, face, and disfigured nails over a 2-year period. The fungal infection was further aggravated by the patient’s 10-year history of
SLE and long-term immunosuppressive drug therapy. Ultimately, Fungal microscopy and culture results were consistent with super-
ficial mycosis. After 6 months of treatment with terbinafine and itraconazole, the patient’s rash subsided, and fungal microscopy was
negative. There was no recurrence after six months of follow-up.
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Introduction

Superficial mycosis is an infectious disease caused by dermatophytes that invade the skin, hair, and nails of humans and
animals. It is most commonly caused by Trichophyton rubrum and Trichophyton mentagrophytes/interdigitale. These
infections affect 20-25% of the global population.' Superficial mycosis is the most common fungal infection, presenting
with various forms, and is easily confused with other skin diseases clinically. Clinical diagnosis is primarily achieved
through direct microscopic examination and fungal culture.’

Case Report
This article presents a female patient with SLE who has been taking steroids and immunosuppressants for a long time.
The patient is a native of Hainan Province. Two years prior, when the patient developed red spots and scales on her head
and skin, she was misdiagnosed with SLE and continued the related treatment. As her rash progressively worsened, she
was transferred from the rheumatology department of another hospital to the dermatology department of our institution.
The physical examination revealed thinning hair, focal alopecia, and an oyster crust covering the left temporal area.
Irregular red patches were scattered on the face, with papules on the margins, covered with a small amount of scale. The
fingernails of the right middle and ring fingers were affected. The entire nail plate of the right middle finger was
damaged, partially shed, and the nail bed was thickened. The right ring fingernail plate exhibited flaky white turbidity
(Figure 1). A complete blood count and comprehensive metabolic panel were normal. Anti-dsDNA was negative, and
antinuclear antibodies were positive with a nuclear granule pattern. Scales scraped from the face, scalp, and right middle
nail rash showed positive mycelia under fluorescence microscopy after fluorescent staining, confirming the presence of
a fungal infection (Figure 2). Fungal culture revealed Trichophyton tonsurans on the scalp and Candida tropicalis on the
face. The patient was diagnosed with superficial mycosis. Itraconazole 0.2g bid was administered orally for one week per
month for three months, along with terbinafine 0.25g qd and hydroxychloroquine 0.1g bid for six months. Then, the rash
on the patient’s face and nails subsided and her hair regrew (Figure 3). The re-examination was negative for fungi, and no
recurrence was reported by the patient during the 6-month follow-up.
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Figure | Physical examination revealed thinning hair, focal alopecia. There are irregular red patches and scales scattered on the face. The nail of the right middle finger and
the ring finger was damaged.

Discussion

Deep mycosis is not uncommon in SLE patients,>> while extensive superficial mycosis is rarely reported. SLE is
a chronic autoimmune disease affecting multiple systems. This condition has a broad spectrum of clinical features,
ranging from mild cutaneous involvement to severe organ damage. Approximately 90% of patients develop skin
manifestations during the course of SLE, affecting sun-exposed skin regions and characterized by a circular rash.®
Neutrophils have been shown to display decreased phagocytosis and hyporesponsiveness to interleukin-8, and CD4+
T helper (Th) cells have become dysfunctional with increased apoptosis in patients with SLE.” Patients with SLE suffer
from intrinsic immune defects, and in addition, immunosuppressive treatment further impairs the immunity of these
patients. So, when a patient with SLE develops a rash or hair loss, it can easily be mistaken for the development of the
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Figure 2 Fluorescence microscopy revealed large amounts of mycelium on the face (A), head (B), and right-hand nails (C).

disease itself. As a result, patients continue immunosuppressive therapy for a longer period of time, further aggravating
fungal infection and forming a vicious cycle. This case serves as a reminder for rheumatologists to consider the
possibility of fungal infections when observing rashes in patients who have been using steroids or immunosuppressants
for an extended period.

Superficial mycoses are characterized by the infection of keratinized tissues such as the epidermis, hair, and nails. The most
common cause is dermatophytes, which are among the most prevalent fungal pathogens of superficial skin infections worldwide.
In general, the hot and humid environment of tropical and sub-tropical regions is best suited for dermatophytic infections.™’ The
patient lives in Hainan Province, China, where the tropical weather is warm and humid year-round, providing a favorable natural

environment for superficial fungal infections. Candida tropicalis, found on the patient’s face, is one of the more common
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Figure 3 Six months after the end of treatment, clinical photographs showed that the head and face lesions had subsided and the nails had returned to normal.

Candida species causing human disease in tropical countries. Cutaneous candidiasis is characterized by skin damage, allowing
yeast and pseudohyphae to invade locally. Inflammatory reactions range from pyogenic abscesses to chronic granulomas in the
cutaneous lesions.'™!" Tinea capitis occurs worldwide, usually found in preadolescent children and uncommonly seen in
adults.'? In China, 7. violaceum is the predominant agent, followed by 7. verrucosum."> The patient’s tinea capitis is caused
by a Trichophyton tonsurans infection, but the black dot is not typical, mainly manifesting as local hair loss, erythema, and scales.

If necessary, fungal examination from skin scales at the active boundary of the lesion can be confirmed by
microscopic examination, including fluorescence examination or potassium hydroxide examination. Non-invasive meth-
ods, such as Wood’s lamp or dermoscopy, can assist in the examination, but fungal culture remains the gold standard for
diagnosing dermatomycosis. Topical antifungal medications are the standard treatment for superficial mycosis. If the
lesions are multiple, extensive, deep, recurrent, chronic, or unresponsive to local antifungal therapy, or if the patient has
an immune deficiency, systemic antifungal therapy is required. While more frequent cases of antifungal resistance have
been reported in cutaneous fungal infections, including the case of terbinafine resistance in Trichotrichia,'* oral fungal
infections seem to be more uncommonly affected. While no controlled studies have yet been reported on treatment of
terbinafine-resistant infections, studies suggest that itraconazole-based azole therapy, longer treatment duration, and/or
combination therapy may be necessary. After all, the oral treatment of the patient’s superficial mycosis in this case was
selected as a combination of terbinafine and itraconazole. However, because oral antifungal medications are systemic,
side effects and potential drug-drug interactions will need to be considered carefully when prescribing these medications.
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Hepatic injury has been associated with terbinafine; itraconazole therapy should be used cautiously in patients with
cardiac conditions because of its propensity to induce heart failure arrhythmia.

Conclusion

In summary, when treating SLE, special attention must be paid to the patient’s immune status and risk of fungal infection,
and appropriate preventive and therapeutic measures should be taken. For patients who have already developed fungal
infections, it is necessary to choose the appropriate treatment according to the infection site and fungal type to avoid
further deterioration of the disease.
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