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What else might it be? 

Some of the more common differential diagnoses of fungal skin infections:

Bacterial infection 
Candidal infection 
Eczema
Impetigo
Lichen planus 
Pediculosis 
Psoriasis
Discoid eczema 
Drug eruption 
Psoriasis
Erythema multiforme 
Erythema nodosum (if there are nodular lesions on the legs) 
Granuloma annulare 
Pityriasis rosea 
Pityriasis versicolor 
Candidal infection (intertrigo - often have satellite lesions and scrotal involvement) 
Erythrasma (uniform scaling without a margin). 

Risk factors?

There are a number of risk factors that predispose people to fungal skin infections or 
that exacerbate an acute episode:

Past history of fungal skin infection
Afro-Caribbean origin (scalp infections)  
Extremes of age (children are especially prone to scalp infections)
Diabetes mellitus  
Immunocompromised status (e.g. malignancy, AIDS, long-term corticosteroid use)
Obesity
Peripheral vascular disease
Venous insufficiency. 

Various factors may disrupt the epithelial barrier or increase the risk of transmission:

Skin trauma
Skin moisture, sweating, friction and maceration, e.g. in hot, humid climates, contact 
sports
Skin occlusion (by footwear, clothing, dressings, casts)
Shared communal facilities, e.g. gymnasiums, swimming pools, communal changing 
rooms, showers  
Overcrowded living conditions
Occupations involving prolonged hand-wetting (e.g. kitchen workers, laundry staff, 
beauticians) or contact with soil or infected animals (e.g. gardeners, farm-workers). 

Most of the potential complications of fungal skin infections are relatively minor: 

Spread to other sites. In one study, for example, athlete's foot was associated with 
fungal invasion of the toenails in 20-30% of people. This can then be a source of
reinfection of the skin
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When should I refer? 

Consider referral in the following situations:

o Uncertain diagnosis  
o No response to primary care management  
o Severe and/or extensive infection  
o Recurrent infections
o Immunocompromised people. 

Treatment

For athlete's foot, topical terbinafine should be applied for 1 week, imidazoles for 2-
4 weeks, and undecenoates for 2-4 weeks to clear the lesions.
It is generally recommended to continue treatment with topical antifungals for a further 1-
2 weeks after lesions have cleared, although there is no evidence to support this.
Topical combination preparations containing hydrocortisone are not routinely 
recommended.

Note: this information has been adapted from the PRODIGY website, Sowerby Centre for 
Health Informatics at Newcastle Ltd. (SCHIN). Updated information is available at: 
http://www.prodigy.nhs.uk/fungal_dermatophyte_skin_infections (Accessed: September 2006). 
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