Case 1:

DOCTOR

Tom Is a 32 year old office worker who rarely comes to the doctors. He last came to the doctor 2 years ago before his holiday to Thailand for travel information and immunisations.  In the past he has had eczema and occasional use of salbutamol, the last script for this being 2 years ago.

PATIENT

You are Tom a 32 year-old office worker. 

· childhood eczema and mild asthma. 

· Occasional use of your salbutamol inhaler during a cold. 

In the last 6 months you have begun to use the gym and pool  regularly in an attempt to lose a bit of weight and get fit. You are due on a beach holiday in the next month and are embarrassed about the state of your feet. 

You have had an increasingly itchy rash between your 4th/ 5th toes on both sides for 5 months, which you thought was athlete’s foot and with some success have been using ‘mycota’ powder for weeks. In the last month, however, it has changed, with a new, bilateral, red, lumpy/ blistering and scaling, itchy, rash spreading from the lateral border of the foot across the whole sole. The ball of your left foot is now really quite red and painful to walk on. Now some of your old eczema patches are appearing in the creases of your elbows and knees.

You wonder if it was athlete’s foot at all and what to do.

Tinea pedis (athlete's foot)

It is the most common dermatophyte infection, usually found in adolescents and young adults (1). Characteristically, it is found in the toe webs, especially the fourth, where the tissue tends to be macerated, white and cracked (1). 

Tinea pedis may present as:

· Interdigital type - most common type, characterized by white, cracked, or macerated areas between the toes 

· Moccasin type –presents with  scaly and thickened skin with hyperkeratosis and erythema which involves the entire sole and side of the foot 

· Vesicobullous type – presents with eruptions of vesicles, pustules, and sometimes bullae, mainly on the soles of the feet (2) 

Pain and Pruritus may occur. Dry fissuring of the infected area may provide a site for bacterial entry and a secondary cellulitis (2).

Infection on the sole may be more difficult to diagnose. There may be vesicles acutely, and scaling and cracking when chronic. Differentiation from psoriasis or eczema may be difficult.

Exposure to a moist environment, trauma, occlusive footwear, and regular user of public showers and pools acts as predisposing factors for developing the disease (3).

Most commonly, infection is due to Trichopyton rubrum, T. mentagrophytes and Epidermophyton floccosum (3).

 

Differential diagnosis:

Usually made on the basis of clinical appearance.
1) Interdigital type. White, cracked, or macerated areas between the toes This is the most common type of athlete's foot. 

· ? Erythrasma/ candidal intertrigo/ gram negative bacterial infection of the foot.

2) Moccasin type. More diffuse, scaling pattern involving the entire sole and side of the foot.

· ?Plantar keratosis

3) Vesicobullous  inflammatory eruption, mainly on the soles of the feet.

· ? Plantar pustular psoriasis / Contact irritant or allergic dermatitis

4) Dermatophytide (ide or id) is an allergic rash caused by an inflammatory fungal infection (tinea) at a distant site. 

The rash is usually itchy like dermatitis, with bumps or blisters scattered on face, trunk and/or limbs. Fungus cannot be cultured from an ide. The ide can be treated with topical steroid and will resolve once the original infection has been controlled.

Secondary infection is a real possibility in neglected cases the most common cause being staphylococcus. This in turn can make the diagnosis difficult, especially as satellite impetigenous lesions can occur, crusting or vesicular. 

Wood's light examination is not helpful in making a diagnosis.

· Diagnostic tests are not usually required, but take samples for microscopy and culture if:
· The diagnosis is unclear.

· The infection has not responded to standard topical treatments.

· Oral antifungal treatment is being considered.

· To take samples for fungal investigation:
· Wipe off any treatment creams before sampling.

· Scrape skin from the advancing edge of the lesion using a blunt scalpel blade or similar implement.

· Collect 5 mm2 of skin flakes for microscopy and culture.

· Collect the sample into folded dark paper squares (secure with a paper clip), or use a commercially available fungal packet.

· Keep samples at room temperature. Do not refrigerate.

· Ensure clinical details are stated, including any treatment, animal contact, and overseas travel.

· Swabs are of no value for dermatophyte infections, but may be useful if a bacterial infection is suspected.
Management

Advice:

· Footwear and foot hygiene:
· Wear footwear that keeps the feet cool and dry.

· Wear cotton socks.

· Change to a different pair of shoes every 2–3 days.

· After washing, dry the feet thoroughly, especially between the toes.

· Do not share towels, and wash them frequently.

· Risk of transmission:
· Avoid scratching affected skin as this may spread the infection to other sites.

· Avoid going barefoot in public places (for example use protective footwear such as flip-flops in communal changing areas).

· Don’t keep children away from school. However, to ensure that the infection is not transmitted to others, carefully follow the recommendations on hygiene and treatment.

· Advise that an over-the-counter product can be used if symptoms recur after treatment.
Medications

Tinea confined to the toe webs:

1. A topical imidazole (clotrimazole, econazole, ketoconazole, miconazole, or sulconazole). Will need to be applied for a month. (£2-4) ( Range: Ketoconazole/ econazole: a few days and clotrimazole/ miconazole: 2 weeks  after infection appears to have cleared) 
2.  topical terbinafine (£5) applied for a week or so (not licensed for use in children younger than 12 years of age) 

Alternative treatments that can be considered are:Undecenoic acid (not licensed for use in children), topical tolnaftate, over-the-counter preparations, tea tree oil is not recommended. (Though small scale trials have found some effectiveness)

3. If inflammation is marked, consider prescribing a topical antifungal combined with a mildly potent corticosteroid for a maximum of seven days. Do not give a corticosteroid preparation alone. Use with caution in the interdigital spaces: increased risk of adverse effects with topical corticosteroids in occluded areas.
Oral antifungals 
Recommended in adults if 

· severe or extensive disease is present  such as moccasin/ vesiculobullous  
· topical antifungal treatment has failed. 
· If there is infection of the nails
· A positive microscopy or a positive culture of skin scrapings is recommended before starting treatment.

· If test results are negative, but the clinical appearance is very suggestive of fungal infection, repeat the sample and start treatment.

(If oral antifungal treatment is being considered in children, seek specialist advice)

Terbinafine: 

(unlicensed in children younger than 12)

Treat for 2–6 weeks. For adults, the recommended dosage is 250 mg once per day. (£3.44)

Treatment duration is often shorter than with griseofulvin.

There are fewer drug interactions with terbinafine than with itraconazole.

Adverse effects are usually mild or transient, although there are concerns about liver toxicity.

· Griseofulvin (licensed):

Is used less commonly following the introduction of newer, safer azoles (itraconazole and fluconazole) and terbinafine. Griseofulvin is a fungistatic drug. It must be given continuously for a relatively long period of time

Treat for at least 4 weeks, and continue treatment for 2 weeks after all signs of infection have disappeared. For adults, prescribe 500 mg once a day or 250 mg twice a day (the divided dose may be more effective).(£24 – 38)

Women of childbearing age should be advised to avoid pregnancy during, and for 1 month after, treatment with griseofulvin. Men should ensure contraceptive precautions are taken during, and for the 6 months after, their own treatment due to potential adverse effects on the male reproductive system.

· Itraconazole:
Itraconazole is not recommended for use in children under 16 or elderly people because of a lack of data on its safety and efficacy.

Rare cases of serious hepatotoxicity have been reported.

Treat adults with either: 100 mg daily for 30 days, or200 mg twice daily for 7 days (£26-28)

The Committee on Safety of Medicines has advised caution when prescribing itraconazole to people at high risk of heart failure (for example older people, those with cardiac disease, people receiving negative inotropic drugs such as calcium channel blockers, and people receiving high doses or long treatment courses of itraconazole).

· Consider referral to dermatology if:

· The diagnosis is uncertain.

· There is no response to primary care management.

· Infection is severe or extensive.

· The person is immunocompromised.

Treatments not recommended
· Fluconazole: more evidence to support the use of griseofulvin, terbinafine, and itraconazole.

· Oral ketoconazole is not recommended for primary care use. It should only be initiated by a physician who is experienced in the management of fungal infections because of the risk of serious hepatotoxicity. It should only be prescribed for the treatment of dermatophytosis that cannot be treated topically because of the site, extent of the lesion, or deep infection of the skin, in people resistant to or intolerant of both fluconazole and itraconazole [MHRA, 2008].

Basis for Recommendations
· There is limited trial evidence to guide the doses of terbinafine, griseofulvin, and itraconazole, therefore this recommendation is based on the British National Formulary [BNF 57, 2009] and the manufacturer's information [Chemidex Pharma Ltd., 2005; ABPI Medicines Compendium, 2009].

· Doses for children have not been included because in most cases specialist advice will be needed. Also, terbinafine is not licensed for this purpose in children and there is no UK-approved liquid paediatric formulation of griseofulvin.

· The information to guide choice of oral antifungal was largely based on expert opinion and the manufacturers' information [Gupta et al, 2004; Chemidex Pharma Ltd., 2005; Aronson, 2006; HPA, 2007; Andrews and Burns, 2008; BNF for Children, 2008; ABPI Medicines Compendium, 2009; BNF 57, 2009].

(Abridged material from CKS, GP Notebook and DermNet NZ website)
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Id reaction in arm.
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Simple athletes foot
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moccasin–type athletes foot

Questions:

1. Recount the last time you had to deal with a case of athlete’s foot. Can you recall the age and background of the patient. As a group can you draw any conclusions about the predisposing factors and prevalence?

2. What prescription was issued or what would you have issued and why? Describe the route of admin/ dose/ length of treatment etc.

3. What can/ could the patient do to help themselves? Are there any effective over the counter remedies?

4. Have you seen any other foot conditions that could be confused with athlete’s foot? If so, what were they? How would you describe the difference?

5. Do you know any complications of athlete’s foot ? List them as a group and describe how you might treat them best – including route/ dose and length of treatment.

6. Can you list 3 complications of treatment for athletes foot that you might keep in mind and even need to explain to patients?

7. Do you think it is a condition for pharmacists, nurses, GP’s or dermatologists?

