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Extensive Dermatophytosis Due to Self-Medication: About Two Cases and 
Literature Review

Abstract 

Self-medication, particularly with steroids is very common in the context of dermatophytosis with the possible complication 
was spread of infection. We report two cases of extensive dermatophytosis following irrational use of steroids by self-medica-
tion. In the first case, the starting point of the fungal infection was untreated Trichophyton rubrum onychomycosis of the right 
foot, due to self-medication with a topical steroid, the infection spread to the foot and leg on the same side. In the second case, 
it was Microsporum canis ringworm of the scalp, and after self-medication with steroids, the infection spread to the face, left 
ear and right arm. Evolution of our cases was favorable after discontinuation of steroids and initiation of antifungal therapy. 
This work illustrates the dangers and risks of self-medication, notably the use of steroids in the treatment of dermatophytosis, 
and justifies the importance of a mycological diagnosis before any therapy in this context.
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Introduction
Dermatophytosis are cosmopolitan superficial fungal infec-
tions of the skin and appendages, caused by microscopic kera-
tinophilic filamentous fungi from three genera: Trichophyton, 
Microsporum and Epidermophyton. They affect millions of 
people worldwide, and are most frequently encountered in the 
daily practice of dermatology and of medical mycology [1,2]. 
These infections, which manifest as pruritic lesions and scal-
ing, can not only cause physical discomfort, but also have a 
considerable impact on patients' quality of life [2,3].

The practice of self-medication is very common in this context, 
particularly through the use of topical steroids. Although this 
approach may seem convenient, it presents major complica-
tions and risks, notably masking the symptoms of fungal infec-
tions and promoting their spread [3,4].

We report two cases of extensive dermatophytosis following 
irrational self-medication with steroids. Through the analysis 
of this case report and of a literature review, we highlight the 
consequences of self-medication particularly steroids in the 
treatment of dermatophytosis, as well as its clinical, biological 
and therapeutic aspects.

Cases Presentation 
Case 1 
This is a 54-year-old female, housewife, with no specific path-
ological history notably of diabetes, psoriasis or other auto-
immune disease, and no immunosuppressed background. She 
had presented with untreated toenail lesions for two years, 
with erythematosquamous and pruritic lesions appearing for 
four months on the foot and right leg, following self-medica-
tion with a topical corticosteroid (Betamethasone dipropionate 
0.05%). Clinical examination finds an erythematosquamous 
placard associated with scratching lesions on the foot and dis-
tal leg of the right lower limb. Disto-lateral onychomycosis of 
toes on the same foot was also found, characterized by hyper-
keratosis, onycholysis, xantonychia and melanonychia, associ-
ated with plantar dermatophytitis (Figure 1). 
 
Direct examination of nail samples and skin rash after clear-
ing with a potassium hydroxide preparation (10%) was posi-
tive, showing the presence of mycelial filaments. Cultures on 
Sabouraud-chloramphenicol and Sabouraud-chloramphenicol-
cycloheximide (Actidione®) media at 28°C were positive on 
the 6th day of incubation, in favor of Trichophyton rubrum, of 
which macroscopic examination showed pleated colonies with 
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Figure 1: Onychomycosis of toes and dermatophytic skin caused by Trichophyton rubrum.

Figure 2: Macroscopic and microscopic (x100) appearance of Trichophyton rubrum colonies.
a downy appearance, whitish on the front and yellowish-brown 
on the back, and whose microscopic examination after stain-
ing with lactophenol blue, has observed fine septate and poorly 
branched filaments with a rare pyriform microconidia arranged 
in an acladium pattern (Figure 2).  

Treatment based on a combination of oral terbinafine 250mg 
and topical fluconazole for three months was prescribed for 
this patient after discontinuation of steroid. The evolution was 
favorable, with complete regression of lesions.  

Case 2 
An 11-year-old boy, schoolchild, with no notable personal and 
family pathological history, particularly of atopy. He presented 
for three months with scaly lesions on the scalp. At the inter-
rogation, he reported a contact with cats in the street, and his 
mother reported that two months ago she applied to him a kera-
tolytic corticosteroid lotion and topical (Betamethasone + Sali-
cylic acid), by self-medication, for scalp lesions and for a small 
erythematous and pruritic patch on the forehead. The evolution 
was marked by the extension of lesion to the face, left ear and 
right arm. Clinical examination revealed three scaly lesions 
on an erythematous background, 3 to 4cm in diameter on the 
scalp, with fragile, easily peeled hair. Examination also re-
vealed multiple small scaly lesions on the forehead, cheek and 
left ear, with a large scaly lesion on the right arm (Figure 3). 

Samples of scalp and skin lesions were taken, from whom di-
rect examination was positive after clearing with a potassium 
hydroxide preparation (10%), revealing the presence of myce-
lial filaments in both samples and a microsporic form of endo-
ectothrix parasitism for hair samples (Figure4). After seven 
days of incubation on Sabouraud-chloramphenicol and Sab-
ouraud-chloramphenicol-cycloheximide (Actidione®) media 
at 28°C, culture yielded flat, spreading, white to cream-colored 
colonies with “asbestos rod” extensions and a fine white down 
in the center. Microscopic examination of the cultures with lac-
tophenol blue showed the presence of racket-shaped mycelial 
filaments and spindle-shaped macroconidia with thick, rough 
walls and an average of nine cubicles, sometimes with curved 
button ends (Figure5). All these features were in favor of Mi-
crosporum canis. 
Our patient was treated with a combination of griseofulvin 
250mg orally and terbinafine topically for two months after 
stopping the current treatment. The outcome was favorable 
with healing of lesions.

Discussion
Superficial skin mycosis, mainly caused by dermatophytic 
fungi, are part of the world's most frequent fungal infections, 
affecting over 20% of individuals, particularly in developing 
countries. Among these infections, dermatophytosis is the most 
usual [3,5].
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Figure 4: Direct examination (x40) of skin and hair samples showing the presence of mycelial filaments and 
a microsporic endo-ectothrix hair parasitism. 

Figure 5: Macroscopic and microscopic (x100) appearance of Microsporum canis 

Figure 3: Scalp ringworm and dermatophytic skin lesions caused by Microsporum canis.
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The inappropriate use of drugs for dermatophytic infections, 
particularly through self-medication, is a widespread, growing 
and worrying phenomenon in many parts of the world [2,6]. 
Despite the frequency and seriousness of this phenomenon, 
there are few studies that have evaluated its different aspects 
and mainly come from India. Accordingly, the data on prev-
alence of self-medication in this context are poor and varies 
considerably from study to another. Indeed, one Indian study 
shows that around 62.26% of dermatophytosis patients self-
medicate [7]. Another, reports a self-medication rate of around 
39.47% for fungal skin infections [1]. Furthermore, according 
to the literature on this subject, the most commonly used drugs 
are topical steroids alone or combined with antifungal agents 
and/or with antibiotics [1,4,8,9]. The proportion of patients 
who used creams containing steroids ranged from 30% to 93% 
depending on the study [1-10], while the use of antifungals 
alone was much less common, and concerned only 5.7% to 
47% of cases [1,4,9,10]. 

This behavior is linked to a lack of medical information among 
patients, the absence of professional advice in some over-the-
counter settings, and the perception of these drugs as quick and 
effective solutions for inflammatory skin conditions where the 
patient's main concern is rapid relief of pruritus and itching 
[2,4,6,8]. This explains the widespread practice of self-med-
ication in these conditions, particularly with corticosteroids, 
due to their powerful immunosuppressive effect, offering tem-
porary symptomatic relief while masking the visible signs of 
the underlying fungal infection [2,3,8]. In some countries, easy 
access to these remedies without a medical prescription accen-
tuates the risk of their improper use [4,5,8]. 

Possible complications of self-medication in dermatophytosis 
include delayed diagnosis, spread of the condition, chronicity 
and recurrence of lesions, and resistance to treatment [2,3,8]. 
In fact, patients who have applied corticosteroids to derma-
tophytosis often respond more slowly to standard antifungal 
treatments and may require prolonged therapies or drug com-
binations, making therapeutic management both clinically and 
economically burdensome [3,9].  

Extensive dermatophytosis refers to infections limited to the 
stratum corneum but with multiple or widespread lesions [11]. 
These forms of dermatophytosis reported in the literature, 
mainly concerned patients with innate or acquired immunode-
pression, as well as cases treated with systemic and/or local 
corticosteroids, following initial diagnosis errors [11,12]. The 
lesions presented by our two cases were relatively misleading 
in their localization and clinical aspects, simulating eczema in 
the first case and atopic dermatitis in the second case. Due to 
self-medication and the use of steroids, the infection worsened 
and the lesions extended. Such presentations often constitute a 
diagnostic trap in general medical consultations. 

This case report clearly illustrates the dangers of self-medi-
cation, in particular the use of topical corticosteroids in the 
treatment of dermatophytosis. It has been shown that the ap-
plication of these steroids to infected areas can alter the lo-
cal immune response, thereby promoting the proliferation of 
dermatophytes, making the host more susceptible to infection 
progression [3,5,8]. This reaction is the source of corticoste-
roid modified lesions or “ringworm incognito”, which have 
become more common in recent years. They are characterized 
by atypical, extensive lesions that often resemble other skin 

conditions, making clinically diagnosis more difficult in some 
cases [3,6,12,13]. Therefore, a mycological examination and 
fungal culture are recommended at the beginning of treatment 
for confirmation [13].

There is currently no consensus on the treatment of extensive 
dermatophytosis, but some studies recommend the combina-
tion of systemic and topical antifungal agents, even if they dis-
agree on the combination of the same or different classes of an-
tifungal drugs. However, most authors opt for a combination of 
antifungals from different classes in order to achieve a syner-
gistic effect, reduce the risk of treatment resistance and ensure 
broader coverage [13]. This combination should preferably be 
made between a systemic antifungal and a topical antifungal, 
which reaches a high concentration at the site of action [13,14].  
In our cases, treatment with this antifungal combination for 8 
weeks was successful. 

These cases underline the crucial importance of adequate pa-
tient education on the risks associated with self-medication, 
and the need for controlled and informed access to drugs and 
pharmaceutical products. Greater awareness and appropriate 
regulation are essential to prevent complications from these 
practices, improve patient prognosis and reduce healthcare 
costs associated with prolonged and complex management.

Conclusion
Symptomatology of dermatophytosis is not pathognomonic 
and often mimic other dermatoses diseases, leading some pa-
tients to self-medicate and use inappropriate drugs, with the 
possible consequences of delayed diagnosis and extension of 
dermatophytic lesions. A mycological diagnosis is strongly 
recommended before any treatment, and awareness of this 
problem is therefore necessary to prevent its various complica-
tions, which are a growing threat. 
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