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Dear Editor,

-

tophyte infection limited to the glabrous skin of the face.1 Studies 

circular erythematous-scaling patches with central clearing.2 On the 

-

ules and pustules.2 When atypical clinical manifestations are pres-

ent, the disease is known to mimic several disorders, such as cu-

taneous lupus erythematosus, rosacea, and granuloma annulare.1,3,4 

Additionally, treatment with corticosteroids makes its presentation 

incognito, becoming a great diagnostic challenge.5 We report the 

case of a patient with follicular tinea faciei incognito, an atypical 

presentation of the disease, in which the diagnosis required a skin 

biopsy and successful treatment required the use of systemic anti-

fungals.

A 31-year-old woman with no relevant medical history was 

referred to our university hospital with a facial dermatosis that com-

promised nose, cheeks, periocular region, and forehead. The lesion 

was characterized by an extensive erythematous and desquamative 

plaque of about 10 centimeters in diameter in which pustules were 

-

erical region (Figure 1). The lesion had appeared 4 months earlier, 

after the patient underwent a biopsy of a benign nasal nevus. The 

there was no evidence of tinea pedis or unguium. The lesion grew 
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progressively until reaching the size described above. The patient 

received multiple topical treatments, including corticosteroids, an-

tibiotics, and antifungal drugs without obtaining successful results. 

Laboratory tests showed no relevant information, and serologies 

also negative. A deep surgical biopsy was performed, providing bi-

ological material for a follicular fungal culture, which was positive 

for Trichophyton rubrum. Histopathology with hematoxylin-eosin 

(HE) staining also supported the diagnosis, showing neutrophils 

the reticular dermis (Figure 2). PAS staining showed abundant sep-

FIGURE 1: 

Follicular tinea 
faciei incognito. 
The clinical 
manifestation 
is characterized 
by an extensive 
erythematous 
and desquama-
tive plaque 
with follicular 
pustules in the 
central region 
and a peripheri-

edge, affecting 
cheeks, periocu-
lar region, and 
forehead

FIGURE 2: Follicular tinea faciei incognito. Neutrophils within the 
-

dermis (Hematoxylin & eosin, x400)

FIGURE 3: -
ments on the outer layer of the hair shaft, compatible with ectothrix 
follicular tinea (PAS stain, x20)

eight weeks of treatment our patient showed total regression of the 

This clinical case reveals an atypical presentation of tinea 

faciei indicated by the large size of the lesion and the presence of 

pustules in the central region. The disease most likely initiated after 

a physical trauma that served as gateway for the pathogen. In this 

case, a skin biopsy was necessary to achieve proper diagnosis, as it 

allowed follicular samples for fungal culture, and a systemic anti-

fungal was required to successfully treat the disease. In conclusion, 

tinea faciei can be a great diagnostic challenge when there are atyp-

ical clinical manifestations as it usually presents a wide variety of 

symptoms, especially after the application of topical corticosteroids. 

Thus, the authors recommend that fungal infections should always 

be suspected in scaly eruptions on the face. 
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Dear Editor,

Reports indicating “absence of residual neoplasm” are not 

uncommon in cases of reoperation of patients where the initial re-

section was incomplete. This usually leads to the conclusion that the 

tumor had been completely removed, which can be misleading and 

could be complicated to prove that the operation was not performed 

on the wrong site.1
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FIGURE 1: A - Punch biopsy performed in 2012 in the scarred area 
located near the right nasal ala. Patient had been biopsied and op-
erated on the same site in 2009, when the problem was allegedly 
solved. B - Slide and corresponding histology of the punch biop-
sy performed in 2009 in the area located near the right nasal  ala 
(Hematoxylin & eosin, x20). C - Slide and corresponding histology 
of the punch biopsy performed in 2012 in the same region. Histo-

the tumor (Hematoxylin & eosin, x20)

out the importance of demonstrating the residual tumor. In 2012, 

a 75-year-old female patient was referred to the clinic with a sus-

pected recurrence of a basal cell carcinoma located in the nasolabial 

sulcus next to the right nasal ala that had been operated in 2009 (Fi-

gure 1A). In 2009, a punch biopsy was performed and the histopa-

thology report revealed an adenoid basal cell carcinoma (Figure 1B). 

The patient was referred to a plastic surgeon in 2009. The surgery 

report revealed “solar keratosis and a small focus suggestive of ba-

saloid proliferation” (Figure 2). The plastic surgeon considered the 

case “closed”. In 2012, a new punch biopsy at the same site showed 

-

monstrating the persistence of the tumor (Figure 1C). A microgra-

phic surgery using the three-dimensional method was able to detect 

a small amount of residual basal cell carcinoma, which was loca-

ted eccentrically in the surgical specimen and showed tumor-free 

found in 2009 (Figure 3). Therefore, it was possible to demonstrate 

that the tumor was recurrent and it was totally excised. It could be 

misleading to claim a case as “solved” after a surgery report that 

indicates tumor-free margins as one must be aware of how relative 

histopathology reports can be, especially when less than 1% of the 

total surgical margin is examined.2 Effectiveness of surgeries that 

remove neoplasms can only be properly tested by the absence of 

further clinical manifestations. However, if clinical symptoms arise, 

are related to the previous tumor. Finding the residual tumor with 

sign that the surgery was effective. Failure to detect the residual tu-

mor is quite unexpected and some will mistakenly interpret it as a 

sign of spontaneous regression or as the surgeon’s incredible ability 

to have cauterized the proper vessel and accurately electrocoagula

B
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