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Sir,

Tacrolimus (FK 506) is an immunosuppressive agent

isolated from the fermentation broth of Streptomyces

tsukubaensis (1) and has a spectrum of activity

similar to that of cyclosporine. Both systemic and

local tacrolimus have been shown to be effective in

the treatment of inflammatory skin disorders such

as severe psoriasis, pyoderma gangrenosum, atopic

dermatitis, lichen planus and alopecia areata (2, 3).

We have recently reported that topical application

of tacrolimus ointment is effective for treating facial

psoriasis (4). Here we describe a case of deep

dermatophytosis in he face of a patient suffering Fig. 1. Several red papules near the lower eyelid.
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from psoriasis and treated with topical tacrolimus

therapy.

CASE REPORT

A 49-year-old male had been suffering from psoriasis
vulgaris for more than 10 years and had been treated with

oral etretinate combined with topical steroid ointment.

He also had untreated tinea pedis. After informed consent

had been obtained, topical 0.1% tacrolimus ointment

(Protopic) was applied to his facial psoriasis twice a day.

One month later, he complained of itchy papules around

the left eye, and physical examination revealed several red

papules near the lower eyelid (Fig. 1). Herpes simplex

virus infection was suspected and topical tacrolimus was
stopped and anti-viral tablets were prescribed. Two weeks

later, however, the lesions had not improved, but rather

had spread to the cheeks and forehead. Physical

examination by the KOH method revealed tinea corporis.

A biopsy specimen from the facial lesion revealed dense

infiltration of neutrophils in the upper- to mid-dermis

(Fig. 2A). Periodic acid Schiff (PAS) staining showed a

number of spores distributed in the follicles (Fig. 2B).
Oral terbinafine hydrochloride (125 mg/day) improved

the cutaneous eruptions within 4 weeks.

DISCUSSION

The most common adverse effects of topical tacrolimus
therapy are sensation of skin burning, pruritus, flu-like
symptoms, skin erythema and headache (5). Herpes
simplex infection is occasionally seen during topical
tacrolimus therapy, and after up to 6 or 12 months of
treatment with 0.1% tacrolimus ointment, herpes
simplex is found in the ratio of 13% (6). Since skin
infections are potential complications of topical treat-
ment with immunosuppressive agents, it is speculated
that tacrolimus suppresses the local immune balance.
Although it is well known that fungal infection is
associated not only with systemic but also with topical
steroid therapy, deep dermatophytosis has not been
reported during topical tacrolimus therapy. It should be
kept in mind that deep fungal infection can be induced
by topical tacrolimus ointment.
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Fig. 2. (A) Dense cellular infiltrates mainly composed of neutro-

phils in the upper- to mid-dermis. (B) A number of spores in the

follicle (PAS stain).
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