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Abstract: Tinea favosa is a chronic inflammatory dermatophytic infection of the scalp caused by T. schoenleinii. It is
transmitted by contagion between individuals and is still endemic in Africa. We describe a singular case of tinea capitis
favosa caused by Trichophyton schoenleinii observed in two years old girl. After physical exam and laboratory data the

diagnosis was confirmed. she was treated with success by griseofulvin for 6 weeks and topical treatment.
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INTRODUCTION

Trichophyton schoenleinii is an anthropophilic
dermatophyte that causes favus or tinea favosa and is
transmitted by contact between humans. Favus appears
in both children and adults. This dermatophyte is
endemic in Africa and Central Europe [1]. After the
Second World War, improvements in living conditions
and hygiene in developing countries have been
associated with the almost complete disappearance of
this dermatophyte [2]. We describe a singular case of
childhood tinea capitis favosa caused by Trichophyton
schoenleinii.

CASE REPORT

A 2 —year-old Moroccan girl, living on the city
of Fes, was seen at the department of dermatology for
recent plate alopecia.

Examination revealed a small scaly alopeciante
plate. No other dermatological or ungueal abnormality
was observed; she was otherwise a healthy girl. Scales
and altered hairs were collected. Direct microscopic
examination of the hairs in 10% potassium hydroxide
revealed an endothrix pilar invasion, with hyphae and
air spaces in the hair shafts. Culture on Sabouraud
glucose agar with antibiotics produced waxy and
irregularly folded colonies that later became velvety.
They consisted of irregular, dichotomously branched
filament with favic chandeliers (Figurel) and a few
intercalate chlamydospores and nail head (figure2). A
diagnosis of tinea capitis with  Trichophyton
schoenleinii was made. The patient was treated with 20
mg/kg/day of oral griseofulvin for 6 weeks associated
with cicloproxolamine for 8 weeks as an antifungal

topic. Healing was obtained and no alopecia was
observed. All the family members had apparently
healthy scalps.

Fig-1: Favic chandeliers

Fig-2: N Nail head

DISCUSSION
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It was in 1839 when Johann Lucas Schoenlein
described the fungal etiology of favus. A few years
later Schoenlein’s assistant Robert Remak established
the causation between the fungal infection and the
disease symptoms and he proved Favus to be
contagious, and named the fungus as Achorion
schoenleinii in honor of his teacher [3-6]. Today the
anthropophilic T. schoenleinii is classified in the
Arthroderma simii group along with T. simii and
zoophilic T.mentagrophytes [7].

Tinea favosa is a chronic inflammatory
dermatophyte infection of the scalp, glabrous skin, and
nails [8] caused by T. schoenleinii. Occasionally
Trichophpyton. violaceum or Microsporum gypseum
may cause similar lesions.

Foci of favus have been seen worldwide
including Middle East, Kashmir, Iran, certain North and
South African regions, Denmark and some foci in South
America (Brazil), Canada (Quebec) [9]. Thanks to the
improvement in socio-economic conditions and the
introduction of grisofulvin in 1958, tinea favosa was
eradicated or became very rare in the majority of these
regions.

It is now limited to some endemic regions like
China, Nigeria and Iran [9-13]. In Europe, in two
studies of tinea capitis, favus was reported, respectively,
in 0.2% and 0.5% of cases [14]. Another American
study between 1982 and 1984 did not find any case of
tinea capitis favosa [15].

In North Africa, favus also seems to be rare.
There has been a dramatic decrease in the incidence of
favus in Libya, with the complete disappearance of T.
schoenleinii as a causative agent of tinea capitis [16] .

In Tunisia, the incidence of favus had
markedly decreased (1950:25%/1998:0.6%) [17].
Review of the recent studies conducted in Tunisia
confirmed the rarity of favus in this country (0.2% to
0.75% to among tinea capitis) [17, 18].

In Morocco, the same evolutionary trend was
observed. Indeed, in Rabat, Boumhil and al. reported
one case (0.61%) of 162 cases of tinea capitis during 6
years (2002 to 2008). Wereas in the early 1980s, favus
represented 8% of tinea capitis in Morocco [19]. In
another study, also in Rabat, Oudaina et al. identified 30
cases (2.3%) of 1299 cases between 1993 and 2007
[20]. The last case was recorded in 2011 by Rami at al:(
a 13-years-old mal) [21].

In 95% of the cases Favus presents with
typical clinical symptoms like scutula, yellowish cup-
shaped crust, dull grey hair , alopecia and an
unpleasant “mousy” odor [9]. Besides this clinically

typical form, there are erythematous follicular forms
without alopecia, similar to psoriasis, seborrheic
dermatitis or tinea amiatacea [2, 9, 22].

The Wood’s light examination reveals a green
fluorescence [9, 23, 24]. The direct examination reveals
an endothrix infection [8] and the hyphae can be seen
filling with bubbles of air.

In Sabouraud medium, T. schoenleinii has been
growing between 2 to 4 weeks giving two macroscopic
aspects of colonies: white colonies or waxy colonies
with ramifications that emerging in agar [11, 22-25].

The treatment of tinea favosa should include
systemic and topical antifungal therapy and strict
hygiene measures. The systemic treatment is based on
griseofulvin per os for several weeks to obtain a clinical
and mycological healing [26]. Fungal resistance to
griseofluvin has been described [27]. Then, another
antifungal could be used like the terbinafine and
itraconazole. T. schoenleinii is transmitted from one
person to another by the use of common combs or hats
[23, 9, 12]. It is then necessary to look for an infesting
family or school environment.

It’s important to diagnose and treat tinea
favosa at an early stage of evolution because lesions
evolve into ultimate scarring alopecia [23, 9, 24].

CONCLUSION

Favus is rare mycological pathology of the
hair. This case illustrates the persistence of tinea capitis
caused by Trichophyton schoenleinii in Morocco. In
any dermatosis of the scalp in a child, the clinician
should investigate the possibility of a mycotic infection
by means of mycological examination. The active case
detection and treatment, and improving hygienic
conditions could accelerate the eradication of this type
of tineas.
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