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 Sir,

Erythroderma is a chronic condition presenting with 
generalized erythema occupying over 90% of the body 
surface. The causes of secondary erythroderma are 
various, such as eczema, contact dermatitis, psoriasis, 
pityriasis rubra pilaris, pemphigus foliaceus, cutaneous 
T-cell lymphoma, and drug eruption; however, 
erythroderma induced by tinea corporis is rare. We 
herein describe a rare case of erythroderma induced 
by dermatophytes.

A 66-year-old male visited out department, complaining 
of extensive erythema on the trunk. He was otherwise 
healthy and not on medication. He stated that itchy 
eruption appeared five years previously, and gradually 
spread in spite of being treated with topical ointment 
at a nearby clinic. He self-discontinued therapy and 
thereafter his skin rash gradually exacerbated. Physical 
examination showed diffuse, coalesced scaly erythemas 
on the trunk (Fig. 1). Potassium hydroxide (KOH) 
examination revealed a number of fungi (Fig. 2). 
Similar erythemas were observed on the genital 
areas, groins, buttocks, upper and lower extremities, 
and toe nails. Laboratory examination showed a 
white blood cell count of 8600/μl, with a differential 
count of 34% eosinophils. The IgE level exceeded 
5,000 IU/ml, and thymus and activation-regulated 
chemokine (TARC) was also elevated (882 pg/ml; 
normal <450). Liver and renal function was normal, 
and human immunodeficiency virus antibody was 
negative. He was treated with oral terbinafine (100 mg/
day), and skin lesions were improved seven weeks later 
with decreased eosinophil percentage (2%). Evaluation 
of pruritus with visual analogue scale score showed 
89/100 before therapy, which decreased to 0/100 after 
successful therapy.

Secondary erythroderma is induced by various 
inflammatory skin diseases such as eczema and 
psoriasis. By contrast, cases of erythroderma due 
to dermatophyte are few [1]. In the present case, 
secondary fungal infection was excluded, because the 
patient recovered from generalized erythema only 
by anti-fungal therapy. KOH examination promptly 
made the correct diagnosis, and biopsy was avoided. 
Unfortunately, fungal culture was not carried out.

In a case series of erythroderma, cutaneous 
dermatophytosis was observed in 3 out of 103 cases 
(2.9%) [2]. In our department, over 70 patients were 
identified as having erythroderma in these 10 years, 
among whom only the present case was caused by 
fungal infection. Previous studies showed a significantly 
impaired permeability barrier function and reduced 
stratum corneum hydration in the lesional skin of 
tinea corporis [3]. In the present case, such profound 
changes in skin barrier structure and function i nduced 
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Figure 1: Diffuse erythema with scales on the trunk
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by diffuse superficial dermatophytosis may have led to 
erythrodermic condition, via sweat dysfunction. We 
excluded the possibility that our patient had suffered 
from erythroderma for a long time, which secondarily 
developed superficial fungal infection, because his 
erythroderma was dramatically improved by oral 
terbinafine in a short period. In conclusion, it should 
be kept in mind that dermatophytosis is one of the 
causative factors of erythroderma.

Consent

The examination of the patient was conducted according to the 
Declaration of Helsinki principles .

The authors certify that they have obtained all appropriate patient 
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their consent for his/her/their images and other clinical information 
to be reported in the journal. The patients understand that their 
names and initials will not be published and due efforts will be made 
to conceal their identity, but anonymity cannot be guaranteed .
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Figure 2: KOH examination revealed a number of hyphae
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