
Rosacea





Infections 
1. Superficial fungal infections

a. Tinea (capitus, corporis, cruris, facei, pedis, and versicolor)

b. Intertrigo

2. Bacterial 
a. Impetigo 

b. Folliculitis

3. Viral
a. Molluscum Contagiosum 

b. HPV/warts



Superficial Fungal Infections

- Dermatophyte and Candida

- Can mimic many other skin diseases

- Diagnostics
- KOH - easiest and most cost effective. Identifies presence or absence of hyphae/spores, but not 

species

- Fungal culture - GOLD STANDARD (can take 2-6 weeks)

- Biopsy may be helpful if KOH and/or fungal culture negative or if if other dx considered

- Wood’s light exam



Superficial Fungal Infections - Topicals



Superficial Fungal Infections - Systemics



Superficial Fungal Infections - Systemics



Dermatophytes

- Trichophyton, Microsporum, and Epidermophyton
- Only survive in stratum corneum of skin, hair, and nails NOT mucosal surfaces 

(unlike Candida)
- Most tinea infections caused by T. rubrum, except tinea capitis (T. tonsurans in 

US and M. canis worldwide)
- Transmission by direct contact with 1-2 weeks incubation
- Can survive on moist surfaces for 12-15 months 
- Tinea > adolescent and adult population except tinea capitis > 3-7yrs



Tinea Subtypes

1. Tinea pedis

2. Tinea cruris 

3. Tinea corporis

4. Tinea manuum

5. Tinea faciei

6. Tinea barbae

7. Tinea capitis



Tinea Pedis

- Most common disease affecting feet and toes

- Most common organisms:  T. rubrum, T. mentagrophytes, and E. floccosum

- Very contagious

- Chronic infections -> toenail infections, secondary bacterial infection, or 

cellulitis



Tinea Pedis

1. Moccasin type: T. rubrum or E. 

floccosum

2. Interdigital type:  T. rubrum, T. 

mentagrophytes, and E. floccosum

3. Inflammatory/vesicular:T. 

Mentagrophytes

4. Ulcerative type: T. rubrum, T. 

mentagrophytes, and E. floccosum



Tinea Pedis Management

- Keratolytics for hyperkeratosis

- Broad spectrum topical azoles

- Moisture wicking socks

- Systemic antifungals - for extensive disease or if recalcitrant to topicals 

- Terbinafine and itraconazole are more effective than griseofulvin in the treatment of tinea pedis.



Tinea Cruris

- Responds to any topical 

antifungal 

(allymines>effective)

- Topicals 2-4 weeks until clear + 

1 week

- Culture proven tinea that does 

not improve switch to another 

class of antifungal agent



Tinea Corporis

- Involving trunk and extremities
- T. rubrum most common 

pathogen
- Variant - Majocchi granuloma
- For small areas use topicals in 

allylamine or benzaline groups
- Systemic therapy: 

immunocompromised patients, 
large BSA, not responsive to 
topicals, or Majocchi.

- Terbinafine good option 



Tinea Manuum

- Tinea on palms have a similar 

appearance to moccasin type 

tinea pedis 
- Two feet, one hand

- Tinea on dorsum of hand has a 

more annular appearance 

similar to tinea corporis 

- Stratum corneum of the hands 

is thick so often topicals are not 

enough
- Terbinafine and itraconazole  



Tinea Faciei

- Often misdiagnosed as they are 
not always annular

- Could be caused by 
autoinoculation from tinea 
pedis or corporis

- KOH can differentiate from 
CLE, eczema, seb derm, PMLE, 
and psoriasis

- Treat with topicals



Tinea Barbae

- Mostly seen in adolescent 

men 

- Caused by T rubrum

- Usually requires topical 

antifungals for 2-4 weeks
- Terbinafine is drug of choice



Tinea Capitis
- Commonly seen in children

- Endothrix (infection in the hair shaft) 
caused by T. tonsurans is responsible 
for 90% to 95% of tinea capitis in the 
United States. 

- Patchy alopecia with noninflammatory 
scaliness

- Ectothrix (infection outside the hair 
shaft) less common grey patch 
usually caused by M. canis.

- Partial alopecia with broken hairs

- Griseofulvin GOLD STANDARD 6 
week course

- Treat for 2 weeks beyond symptom 
resolution



Pityrosporum: Tinea Versicolor
- Caused by an overgrowth of pityrosporum, which is a component of normal skin 

flora 

- Not contagious

- Asymptomatic-mildly pruritic

- Recurrence is common and maintenance is recommended

- Can take weeks-months for pigment to normalize

- Ketoconazole shampoo 2% applied like a lotion to wet skin is highly effective 
when used for 3 to 14 consecutive days

- Once a week during summer months

- Fluconazole (300 mg), given once a week for 1 to 4 weeks
- Itraconazole 200 mg, once daily for 5 to 7 days, or alternate dosing of 100 mg 

daily for 2 weeks



Tinea versicolor



Candida - Intertrigo
- Satellite pustules with maceration

- Chronic friction and moisture usually in obese patients

- Tx with azoles and keeping area dry



Bacterial infections

– Very common in primary care
– Usually caused by:

– Staphylococcus Aureus (MSSA) or MRSA 
– Streptococcus pyogenes (Group A strep) 
– Less commonly Haemophilus influenzae, Pseudomonas, corynebacterium 

– More common in skin that has been damaged already allowing access to skin 
pathogens



Impetigo

– Superficial, contagious
– Caused by Group A Strep, Staph 

aureus
– More common in hot climates or 

with poor hygiene. 
– Close living quarters can be an issue
– Can be bullous or nonbullous



Folliculitis

– VERY COMMON
– (Typically) bacterial infection of the hair 

follicle
– Usually caused by coagulase positive 

staph, 
– Other organisms include pseudomonas, 

Klebsiella, Escherichia,Serratia 
marcescens, and Proteus, MRSA, fungi

– Red elevated tender pustule
– Hair in center of pustule



Bacterial infections - Medications

Topical therapy (mild impetigo):
- Bacitracin (not preferred)
- Mupirocin (Bactroban)  BID x 5-10 days
- Retapamulin ointment (Altabax) 1%  BID x 5 days 9 months of age and older

Topical treatment of folliculitis:
- Clindamycin topical BID
- Erythromycin topical BID
- Bactroban  topical BID



Bacterial infections - Medications

Oral antibiotics 1st line:

- Amoxicillin/clavulinic acid 25-50 mg/kg/day divided BID 
- Cephalexin 25-50 mg/kg/day divided TID max 500 mg TID  
- Dicloxacillin 250-500 mg QID x 5-7 days

Oral antibiotics 2nd line:

- Azithromycin 500 mg po on day one, then 250 mg po qd x 4 days
- Erythromycin 250 – 500 mg po (adult) x 5-7 days
- Clindamycin 15 mg/kg/day  po TID x 10 days



Bacterial infections - MRSA treatment 

– Clindamycin 30-40 mg/kg/day max 450 mg po TID
– Bactrim 4-6 mg/kg/dose of TMP max 2 DS tabs BID
– Doxycycline 100 mg po BID 
– Minocycline 200 mg po x1, then 100 mg po BID
– Linezolid 600 mg po BID



Bacterial infections - Decolonization

– Mupirocin nasal
– Apply to nares BID x 5-10 days

– Chlorhexidine
– Apply to body x 7-14 days

– Bleach baths



Warts

1. Common warts: 
a. Seen 5- 20 years. Only 15% occur after the 

age of 35 years. Mostly on hands

2. Flat warts:
a. Children and young adults

3. Plantar warts
4. Anogenital warts and condyloma 

acuminata

Always interrupt skin lines, thrombosed 
capillaries



Warts - treatments



Warts - treatments



Molluscum Contagiosum 

- Self limiting, localized, subacute 

viral infection transmitted by skin 

to skin contact

- Can spontaneously resolve in 

about 2 months

- Can treat with cantharidin, 

cryotherapy, or curettage



Infestations

1. Scabies

2. Lice 



Scabies
- Look for dermatitis that is worse on trunk, 

hand/feet, perineum
- May have burrows
- Treat with Elimite cream

- Sleep with cream on and in am shower 
off and watch clothing/bedding in HOT 
water.

- Topical 
antiparasitic/pediculicide/scabicidal

- s/e: pruritis, erythema, rash, edema
- Pruritus associated with hypersensitivity to 

mites can last for up to 2 to 4 weeks after 
effective treatment.



Scabies treatment



Pediculosis

– Can be on head, body or pubis
– Very contagious
– Erythema & scaling may be present
– Treat with a pediculicide – in which case treatment will need to be repeated

– Or ovicidal in which case treatment will not need to be repeated
- Great care to avoid recurrence must be taken
- A fair amount of resistance to medication exists



Pediculosis Treatment 



Biopsies 

- Know type of biopsy needed
- Shave vs deep shave vs wedge

- Punch 

- Excisional biopsy

- Include morphological description and 

DDX to pathology report

- Preferably send to 

dermatopathologist 

- Clinical pathological correlation is 

ESSENTIAL



Resources 

Visual DX Learning modules: https://www.visualdx.com/learnderm/

AAD Basic Derm Curriculum: https://www.aad.org/education/basic-derm-curriculum

Learn Derm Podcast: https://learndermpodcast.com/

https://www.visualdx.com/learnderm/
https://www.aad.org/education/basic-derm-curriculum
https://learndermpodcast.com/


mickym89@gmail.com or mdm9780@nyu.edu 

mailto:mickym89@gmail.com
mailto:mdm9780@nyu.edu
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