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Summary

Tinea pseudoimbricata (TPI) is a rare form of
dermatophytosis that mimics classic tinea imbricata (TI)
and often occurs in patients improperly treated with topical
or systemic corticosteroids which mask and worsens the
fungal infection. Diagnosis is based on a thorough
anamnesis and careful clinical examination, followed by
specific paraclinical investigations. Effective therapy is
based on the initiation of adequate antifungal treatment,
adapted according to the severity and extent of the lesions.
The clinical case presented below supports these theoretical
aspects, illustrating a form of TPI with favorable evolution
after initiation of correct antifungal therapy and detailed
screening of associated comorbidities.

Keywords: dermatophytosis tinea pseudoimbricata,
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Rezumat

Tinea pseudoimbricata (TPI) este o formã rarã de
dermatofitozã, ce imitã tinea imbricata (TI) ºi apare
frecvent la pacienþii trataþi incorect cu corticosteroizi, ceea
ce mascheazã ºi agraveazã infecþia. Diagnosticul se bazeazã
pe o anamnezã riguroasã ºi un examen clinic atent,
urmate de investigaþii paraclinice specifice. Terapia
eficientã are la bazã instituirea tratamentului antifungic
adecvat, adaptat în funcþie de severitatea ºi extinderea
leziunilor. Cazul clinic prezentat mai jos susþine aceste
aspecte teoretice, ilustrând o formã de TPI cu evoluþie
favorabilã dupã iniþierea tratamentului antifungic corecte
ºi efectuarea unui screening detaliat al comorbiditãþilor
asociate.

Cuvinte cheie: dermatofitoze, tinea pseudoimbricata,
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Introducere

Dermatofiþii constituie un grup de fungi fila-
mentoºi care colonizeazã selectiv structurile
cheratinizate ale organismului uman, precum
epidermul, firele de pãr ºi unghiile, determinând
infecþii cutanate denumite generic ,,dermato-
fitoze”. [1] Aceste afecþiuni sunt larg rãspândite
la nivel mondial ºi prezintã un interes constant în
practica dermatologicã, având o morfologie
clinicã variabilã, ce include forme precum: tinea
corporis, tinea capitis ºi tinea unguium. [2]

Apariþia acestora este influenþatã de o serie
de factori, printre care se numãrã: climatul cald ºi
umed, expunerea la animale infectate ºi statusul
imunologic al pacientului. [3]

TI este determinatã clasic de dermatofitul
antropofil, Trichophyton concentricum. Este o
micozã superficialã cronicã, caracterizatã prin
plãci eritematoase cu scuame fine, dispuse în
cercuri concentrice, conferind pielii un aspect
particular ,,imbricat”, asemãnãtor þiglelor supra-
puse. Aceastã formã distinctivã de dermatofitozã
este endemicã în regiunile tropicale ºi subtro-
picale. [4,5]

TPI reprezintã o entitate clinicã asemãnãtoare
morfologic, ce prezintã însã o etiologie diferitã.
Aceasta este asociatã frecvent cu alte specii de
dermatofiþi, în special Trichophyton rubrum ºi
apare adesea în contextul unei imunosupresii
sistemice [1,6] TPI prezintã, de obicei, leziuni
concentrice multiple, organizate sub forma a
douã sau trei inele suprapuse într-o singurã
placã, tipar morfologic descris sugestiv în
literatura de specialitate prin expresii precum
,,inele în inel’’ sau ,,tinea cu margini duble’’. [6,7]
În schimb, TI se caracterizeazã printr-un numãr
mai mare de cercuri concentrice ºi tinde sã fie mai
extinsã, afectând suprafeþe mari ale corpului. În
absenþa unui diagnostic micologic precoce ºi
adecvat, TPI poate fi confundatã cu alte derma-
toze inflamatorii. Diagnosticul devine mai com-
plex în prezenþa unor afecþiuni concomitente. [7]

Prezentare de caz

Date anamnestice ºi contextul medical

Prezentãm cazul unei paciente în vârstã de
40 de ani care s-a adresat Clinicii de Dermato-
venerologie a SCJU ,,Sf. Spiridon” pentru

Introduction

Dermatophytes are a group of filamentous
fungi that selectively colonize the keratinized
structures of the human body, such as the
epidermis, hair shaft and nails, causing
cutaneous infections generally referred to as
’’dermatophytoses’’. [1] These conditions are
widespread globally and are of constant interest
in dermatological practice, having a variable
clinical morphology that includes forms such as
tinea corporis, tinea capitis and tinea unguium.
[2] Their occurrence is influenced by several
factors, among which are warm and humid
climates and the immunological status of the
patient. TI is classically caused by the anthro-
pophilic dermatophyte Trichophyton concen-
tricum. It is a chronic superficial mycosis,
characterized by erythematous plaques with fine
scaling, arranged in concentric circles, giving the
skin a specific ”imbricated’’ appearance, resem-
bling overlapping roof tiles. This distinctive form
of dermatophytosis is endemic in tropical and
subtropical regions. [4,5] TPI represents a
morphologically similar clinical entity, but with a
different etiology. It is frequently associated with
other dermatophyte species, especially Tricho-
phyton rubrum and often appears in the context
of systemic immunosuppression. [1,6]TPI usually
presents with multiple lesions, arranged as two
or three overlapping rings within a single plaque,
a morphological pattern described in the spe-
cialized literature through expressions such as
’’ring within a ring’’ or ’’double-margin tinea’’.
[6,7] In contrast, TI is characterized by a greater
number of concentric circles and tends to be more
extensive, affecting large body surfaces.

In the absence of early and adequate
mycological diagnosis, TPI may be confused with
other inflammatory dermatoses. Diagnosis beco-
mes more complex in the presence of con-
comitant conditions. [7]

Case presentation

Anamnesis and Medical Context

We present the case of a 40-year-old female
patient who presented to Dermatovenerology
Clinic of “Sf. Spiridon” Emergency Hospital for
evaluation of annular, erythematous-squamous,
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evaluarea unor placarde eritemato-scuamoase,
inelare, pruriginoase, persistente, cu debut de
circa ºase luni anterior internãrii.

Conform anamnezei, în urmã cu 4 luni a fost
evaluatã într-un alt serviciu medical de
specialitate pentru prezenþa a câtorva leziuni
eritematoase cu aspect concentric, pruriginoase.
În urma consultului i s-a recomandat tratament
imunosupresor timp de douã sãptãmâni, cortico-
steroid topic combinat cu antifungic precum ºi
antihistaminic, fãrã o ameliorare semnificativã a
simptomatologiei. Totodatã, în urmã cu aproxi-
mativ 3 sãptãmâni înaintea internãrii, a efectuat o
injecþie cu un glucocorticoid de potenþã înaltã ºi
acþiune mixtã, rapidã ºi prelungitã, în urma
cãreia a observat o extindere a leziunilor pre-
existente.

Examen clinic ºi investigaþii
paraclinice

Examenul dermatologic de specialitate a
evidenþiat plãci ºi placarde eritemato-scuamoase,
pruriginoase, dispuse concentric în cercuri
imbricate, cu margini bine delimitate ºi uºor
reliefate, acoperite de o scuamã finã perifericã,
însoþite de excoriaþii post-grataj, fãrã semne
evidente de suprainfecþie. Acestea se localizeazã
cu predilecþie pe membre ºi torace antero-
posterior, cu extindere la nivel cervical, pânã
deasupra liniei mandibulare. Aspectul clinic a

pruritic, persistent plaques, with onset approxi-
mately six months prior to admission.

According to the anamnesis, four months ago
she had been evaluated in another specialized
medical service for the presence of several
erythematous lesions with concentric aspect,
pruritic. Following consultation, she was recom-
mended immunosuppressive treatment for two
weeks, topical corticosteroid combined with
antifungal and antihistamine, without significant
symptom relief. Also, approximately three weeks
before admission, she received an injection with a
high-potency glucocorticoid with mixed, rapid
and prolonged action, after which she noticed
extension of the pre-existing lesions.

Clinical Examination and Paraclinical
Investigations

Specialized dermatological examination re-
vealed erythematous-squamous plaques and
patches, pruritic, arranged concentrically in
imbricated circles, with well-defined and slightly
raised margins, covered by a fine peripheral
scale, accompanied by post-scratch excoriations,
without obvious signs of superinfection. These
lesions were predominantly located on the limbs
and anterior-posterior trunk, with extension to
the cervical region, up to above the mandibular
line. The clinical appearance raised suspicion of a
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ridicat suspiciunea unei dermatofitoze cu pre-
zentare atipicã ºi cu o evoluþie cronicã.

Investigaþiile paraclinice au relevat o hemo-
leucogramã în limite normale, probe hepatice ºi
renale fãrã modificãri semnificative ºi un discret
sindrom inflamator. Examenul micologic direct
din scuame a confirmat prezenþa hifelor ºi a
artrosporilor.

În cadrul screeningului serologic pentru boli
cu transmitere sexualã, efectuarea testelor RPR ºi
TPHA a evidenþiat un rezultat pozitiv: RPR cu
titru 1:2 ºi TPHA puternic reactiv (3+), con-
ducând la încadrarea serologicã de sifilis latent
precoce, în lipsa simptomatologiei clinice recente
ºi a antecedentelor terapeutice documentate.

În faþa tabloului clinic prezentat mai sus,
diagnosticul diferenþial a fost realizat cu
granulomul anular, sifilisul secundar, eritemele
figurate ºi lupusul cutanat subacut.

Corelând aspectul clinic particular, alãturi de
contextul cronic ºi de rãspunsul nefavorabil la
corticosteroizi topici ºi sistemici, alãturi de un
examen micologic pozitiv, diagnosticul final
stabilit a fost de TPI.

Management terapeutic ºi evoluþie

În cadrul internãrii, s-a iniþiat un plan
terapeutic individualizat, care a presupus atât o
abordare antifungicã, cât ºi un tratament specific
pentru sifilis. Local s-a instituit tratament topic cu
clotrimazol 1% aplicat de douã ori pe zi pe zonele
afectate, iar sistemic s-a administrat fluconazol în
dozã de 150 mg ºi levocetirizinã 5 mg pe zi. La
domiciliu, pacienta a continuat tratament sis-
temic conform antifungigramei, cu terbinafinã
250 mg zilnic, timp de patru sãptãmâni. Evoluþia
clinicã a fost favorabilã, marcatã prin ameliorarea
pruritului ºi regresia progresivã a leziunilor
cutanate. În ceea ce priveºte infecþia treponemicã,
s-a iniþiat schema terapeuticã conform recoman-
dãrilor OMS, începând cu desensibilizarea la
penicilinã G benzatinicã, urmatã la 24 ore de
administrarea primei doze de Moldamin 2,4
milioane de unitãþi intramuscular, cu progra-
marea urmãtoarelor doze la interval de ºapte,
respectiv paisprezece zile.

dermatophytosis with atypical presentations and
a chronic course.

Paraclinical investigations revealed a com-
plete blood count within normal limits, liver and
kidney tests without significant alterations and
mild inflammatory syndrome.

Direct mycological examination of scales
confirmed the presence of hyphae and arthro-
spores. As part of serological screening for
sexually transmitted infections, RPR and TPHA
tests were performed, showing positive results:
RPR titer: 1:2 and strongly reactive TPHA (3+),
leading to the serological classification of early
latent syphilis, in the absence of recent clinical
symptoms and of documented therapeutic
history.

Given the clinical picture described above,
differential diagnosis included granuloma an-
nulare, secondary syphilis, figurate erythema
and subacute cutaneous lupus. Correlating the
particular clinical aspect, the chronic context, the
unfavorable response to topical and systemic
corticosteroids and the positive mycological
examination, the final diagnosis was TPI.

Therapeutic Management and Outcome

During hospitalization, an individualized
therapeutic plan was initiated, which included
both antifungal approach and specific treatment
for syphilis. Topical treatment with 1% clotri-
mazole applied twice daily to affected areas was
initiated and systemically, fluconazole 150 mg
levocetirizine 5 mg per day were administered.
At home, the patient continued systemic treat-
ment according to the antifungal susceptibility
testing, with terbinafine 250 mg daily, for four
weeks. Clinical evolution was favorable, marked
by reduction of pruritus and progressive regres-
sion of skin lesions. Regarding the treponemal
infection, the therapeutic regimen was initiated
according to WHO recommendations, beginning
desensitization to benzathine penicillin G, fol-
lowed 24 hours later by administration of the
first dose of Moldamin 2.4 million units intra-
muscularly, with the next doses scheduled at
seven and fourteen-day intervals.
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Discussions

TPI represents a less common clinical variant
of dermatophytosis, distinguished by its charac-
teristic appearance of multiple concentric lesions,
mimicking classic TI, but having a different
etiological agent. [1,6] Recent studies underline
that this form is frequently associated with
species such as T. Rubrum, T. Mentagrophytes,
M. Canis, T. Verrucosum. [1,3,5,8]

Obtaining a detailed anamnesis is a key
element in establishing the diagnosis, being
essential for identifying prior use of immuno-
suppressants and corticosteroids. [1]

The accurate diagnosis of fungal infections
relies on direct mycological examination, culture
and antifungal susceptibility testing. However,
when these tests yield inconclusive results, skin
biopsy and histopathological examination may
be necessary, although they do not precisely
identify the pathogen’s genus or species. Modern
techniques such as confocal laser scanning
microscopy (CLSM), dermoscopy and PCR can
serve as useful complementary tools in the
diagnostic process. [1,9]Treatment of
dermatophyte infections, especially in atypical or
chronic forms, requires an adapted approach
both to the etiological agent and the individual
clinical context. Most superficial cutaneous
infections can be successfully treated with topical
antifungal agents, especially in early or localized
stages. In extensive locations, systemic therapy is
necessary, such as terbinafine, itraconazole,
fluconazole or griseofulvin. [2,11,12]

Conclusions

The case presented illustrates the importance
of maintaining a high clinical suspicion for
dermatophytosis, even in less frequent forms,
especially when faced with chronic, pruritic,
widespread cutaneous lesions, with atypical
morphology and poor response to prior
treatments.

Confirmation of fungal etiology through
mycological examination proved essential for
establishing a definitive diagnosis and guiding
appropriate therapeutic management, which led
to a marked improvement in both symptoms and

Discuþii

TPI reprezintã o variantã clinicã mai puþin
întâlnitã a dermatofitozelor, ce se diferenþiazã
prin aspectul ei caracteristic de leziuni
concentrice, multiple, mimând TI clasicã, având
însã un agent etiologic diferit. [1,6] Studiile
recente subliniazã faptul cã aceastã formã este
frecvent asociatã cu specii precum T. Rubrum, T.
Mentagrophytes, M. Canis, T. Verrucosum.
[1,3,5,8]

Obþinerea unei anamneze detaliate reprezintã
un pilon esenþial în stabilirea diagnosticului, fiind
esenþialã identificarea utilizãrii tratamentelor
imunosupresoare ºi corticoterapiei în istoric. [1]
Diagnosticul corect al infecþiilor fungice se
bazeazã pe examenul micologic direct, culturã ºi
antifungigramã. Totuºi, când aceste teste nu oferã
rezultate concludente, pot fi necesare biopsia
cutanatã ºi examenul histopatologic, deºi acestea
nu identificã precis agentul patogen. Tehnici
moderne precum microscopia confocalã,
dermatoscopia ºi PCR-ul pot completa dia-
gnosticul. [1,9] Tratamentul infecþiilor dermato-
fitice, în special în formele atipice sau cronice,
presupune o abordare adaptatã atât agentului
etiologic, cât ºi contextului clinic individual.
Majoritatea infecþiilor cutanate superficiale pot fi
tratate cu succes prin agenþi antifungici topici, în
special în stadiile incipiente sau localizate. În
cazul localizãrilor extinse, este necesarã insti-
tuirea terapiei sistemice precum terbinafina,
itraconazolul, fluconazolul sau griseofulvin.
[2,11,12]

Concluzii

Cazul prezentat ilustreazã importanþa
menþinerii unei suspiciuni clinice ridicate pentru
dermatofitoze, chiar ºi în formele mai puþin
frecvente, în special în faþa unor leziuni cutanate
cronice, pruriginoase, cu distribuþie extinsã,
morfologie atipicã ºi rãspuns nefavorabil în faþa
unor tratamente anterioare.

Confirmarea etiologiei fungice prin examen
micologic a fost esenþialã pentru stabilirea
diagnosticului de certitudine ºi pentru ghidarea
conduitei terapeutice, care a dus la o ameliorare
semnificativã a simptomelor ºi a tabloului clinic.
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În plus, identificarea concomitentã a unei infecþii
treponemice în stadiu latent, subliniazã valoarea
practicã a screening-ului serologic în evaluarea
completã a pacienþilor cu patologie cutanatã
cronicã.

the overall clinical picture. Furthermore, the
concurrent identification of a latent treponemal
infection highlights the practical value of sero-
logical screening in the comprehensive eva-
luation of patients with chronic cutaneous
pathology.
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