Seborrheic dermatitis
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Seborrheic Dermatitis

« SD, of which the most common clinical
manifestation Is scalp scaling (dandruff), Is a
chronic or relapsing skin disease characterized
by erythema and scaling on the face and chest.

e |t affects the central regions of the face,
iIncluding the nasolabial folds, the intraorbital
region, and the eyebrows, as well as the scalp.

e Scaling behind and within the ears and on the
central region of the chest are all associated with
the disease.



Seborrheic Dermatitis

 To complicate matters, SD Is a common
finding In AIDS patients, and again the role
of the yeast Is unclear, although lesions
respond to antifungals.

o At the best it Is likely that Malassezia Is a
trigger for SD and that the development of
the disease reflects failure to suppress an
Inflammatory reaction to the organism.



Seborrheic Dermatitis

* In AIDS patients the rash Is often very
florid and of rapid onset.

 There have been some reports that the histopathology is
different in AIDS patients with an excessive number of
plasma cells in the dermal infiltrate.

. Anaissie, 2003. P:463
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Direct Microscopy: Blue de methylen staining: Malassezia spp. is present.

OR: Malassezia furfur complex is present.
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ringworm PAS
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Laboratory methods for diagnosing
fungal disease

1 conventional microbiologic methods
1 Histopathologic

iimmunologic

imolecular

1biochemical




Simply put, given the
Immunologic status of
today’s hospitalized patient,

CLINICAL MYCOLOGY, Elias J. Anaissie, 2003
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C. albicans 24 hrs 48 hrs 3 hrs 2-3 days

Other Yeasts 24 hrs 48 hrs 72-96 hrs 5-8 days

Dermatophytes 24 hrs 14-28 days 1-28 days 14-42 days

Other Molds 24 hrs 5-28 days 1-28 days 5-42 days













Keratomycosis




Eye Infections

Fungal retinitis and
endophthalmitis

Dacryocystitis and
canaliculitis

Fungal keratitis




Definition

Fungal infection of the cornea
Follows traumatic implantation of spores




Geographical
distriution

World-wide
It IS more common In the tropics
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Causal organisms %

Saprophytieemoulds (more than 60 species)

Most common : Fusarium sp.(Fusarium
solani) , Aspergillus sp.(Aspergillus
fumigatus) , Curvularia sp. Penicillium sp. —
Candida sp.-

- Acremonium sp. , Alternaria sp. ,

Scedosporium apiospermum,,

Engyodontium album , Nocardia asteroides,
Colletotrichum dematium




Predisposing factors

Traumatic injury
Topical antibiotics or steroids
Contact lenses




Clinical manifestations

Manifestations similar regardless of fungus ,
although fusarium sp. can produce toxins

Pain , ocular redness,
photophobia,hypopyon(55%)

Corneal ulcer with white border(at the
peripheral edge of the ulcer’s hyphate margin
giving white or grayish-white lesion) Feathery
borders or hyphate edges(70%)

deep Infiltrates , satellite lesions(10%) , iImmmune
rng




Dendritic ulcer. Typical aspect of a dendritic ulcer
due to herpes simplex dyed with fluorescein. |

Fungal keratitis. Destruction of the superficial layers
of the cornea.
The ulcer is associated with satellite lesions

Fungal keratitis with hypopyon.




Very early fungal keratitis resembling
dendritic ulcer




s

Fungal keratitis showing yellowish-white base with
typical feathery borders




Pigmented fungal keratitis of more than 2 weeks




Satellite lesions and posterior corneal abscess in a
case of fungal keratitis




Immune ring, with raised surface and hyphate edge,
In a case of fungal keratitis




Ring infiltrate in fungal keratitis




Nocardia keratitis with multiple pinhead
Infiltrates and hypopyon (wreath pattern)




classic characteristics of fungal keratitis, which
Include stromal infiltrate with indistinct, feathery
edges, and satellite lesions.




severe fungal keratitis that eventually required an urgent

therapeutic penetrating keratoplasty.




aboratory diagnosis
AL

Corneal scraping are obtained by ophthalmologist

Microscopy of corneal scrapings in 10 % KOH reveals
fungal elements

Gram , gimsa staining

culture on SDA at 25 0C , BA, BHIA

Histopathologia, PCR




10% potassium hydroxide, direct smear (x450
magnification).




Gram stain cytoplasm stained with crystal violet,
(450 magnification)
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Fungal ulcer due to Aspergillus
Characteristic microscopic image.

The small " hes'" are typical in
a microsc ge.

Fungal ulcer due to Curvularea spp.
Diagnosis is made by culture and smear




Aspergillus fumigatus

Colonies are flat,
granular and blue-green,
green-gray













Fusarium sp.

e

Fast Wing, color varies from
whitish to yellow, brown, pink
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Alternalia sp.

Fast growing, black to
olivaceous-black, and
downy to woolly




Acremonium sp.

Slow growing, suede-like or
floccose, and white, gray, pink
in color




Curvularia sp.

Fast growing, downy to woolly,
brown to blackish brown with a
black reverse




Curvulana

. &

) .
ay "
L

o

&

e
*




o

R oLy
hiafida ~—

Coridia




Treatment

Removal of infected tissue

Discontinuation of steroids and topical or oral
antifungal agent

Topical solution such as : natamycin 5% ,
0.15% amphotericin B , azole 1%

Oral : fluconazole for yeasts , itraconazole for
moulds




After 4 days treatment with After 4 wks treatment with
Amp B Amp B




Otomycosis




Definition

Otomycosis Is a superficial, acute , subacute or chronic
Infection of the outer ear canal, usually unilateral is
characterised by inflammation, pruritus, pain and scaling.

The disease Is sporadic and caused by a wide variety of
fungi, most of which are saprobes occurring in diverse
types of environmental materials.







Geographical distribution

o \World-wide
e It 1S more common In warm climates




Causal organisms

Fungi can be either the primary pathogen or superimposed
on bacterial infections.

Saprophytic moulds particularly Aspergillus sp.(niger,
fumigatus , flavus , nidulans) 60% to 90 %

Candida sp. ( C.albicans and C.tropicalis) 10% to 40%

Scedosporium apiospermum , Penicillium sp. , Absidia
SP. , Rhizopus sp. , Acremonium sp. , Scopulariopsis
brevicaulis , Malassezia , Hendersonula toruloidea

Dermatophytes (Epidermophyton
floccosum, Trichophyton mentagrophytes, T.violaceum)




Predisposing factors

e High humidity and waxy secretions
e Long - term topical antibiotics or steroids

* Previous history of diabetes mellitus or an
Immunocompromised state




externa are often indistinguishable from
bacterial OE

 Discomfort and irritation around the ear @

canal , hearing loss , tinnitus

&







Discharge , with mixed bacterial infections pain,
suppuration

In advanced cases , wooly mycelial




Physical examination generally demonstrates Black , gray ,
bluish green, yellow or white fungal growth and debris In
the external ear canal













Differential Diagnosis

e Seborrhoeic dermatitis

 Streptococcal dermatitis '
o Contact dermatitis 9\‘
~

 Allergic infections
e Impetigo




diagnosis —

Direct examination %
Microscopic examination of debris from the ear canal

In 10% KOH : branching hyphae , budding cells or
both

Sporing heads may be seen in Aspergillus sp. infections

Culture

The clinical material should be inoculated onto SDA
and incubated at 30°C.

medium with cycloheximide has little value

Additional media containing antibacterial agents
helpful




otomycosis direct smear
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otomycosis direct smear
(Candida)
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Fast growing , powdery to
fluffy, white to light brown
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Rhizecids







Treatment

Altering the environment of the external auditory canal with
acidifying/drying agents

Thorough cleaning and drying of canal

Topical antifungals

Topical natamycin or nystatin

Imidazole cream , such as clotrimazole or econazole nitrate

Gauze pack soaked in amphotericin B , natamycin or an

azole
Burrow'’s solution or 5% aluminum acetate solution

An aqueous solution of 0.02-0.1% phenyl mercuric acetate
1% thymol in metacresyl acetate, or iodochlorohyroxyquin







