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Persistent rash on feet
The diagnosis hid in the shadows until we turned on an 
ultraviolet light.

a 49-year-old Hispanic woman presented  
with a 4-month history of scaling and a 
macerated rash localized between her toes  
(FIGURE 1). The rash was malodorous, mildly 
erythematous, and sometimes associated with 
pruritus. The patient had no relevant medical 
history. Potassium hydroxide (KOH) testing 
was performed and found to be negative. So 
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a Wood’s lamp was used to examine the pa-
tient’s toes—and it revealed the diagnosis.

●  WHAT IS YOUR DIAGNOSIS?

●  HOW WOULD YOU TREAT THIS 
PATIENT?

FIGURE 1

Interdigital scaling and  
a macerated rash
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taken for tinea pedis, because both conditions 
cause scaling between the toes. A Wood’s lamp 
exam can quickly differentiate between the 2,1 
as tinea pedis does not fluoresce under ultra-
violet light.

❚ Contact dermatitis mimics many con-
ditions, but a negative Wood’s lamp exam and 
history of worsening with contact to specific 
substances helps to make this diagnosis. 

Prevention and Tx hinge 
on good hygiene, topical agents 
First-line management of erythrasma includes 
both nonpharmacologic and pharmaco-
logic modalities. Good hygiene and, depend-
ing on the area affected, loose-fitting cotton 
undergarments can help treat and prevent  
erythrasma. 

❚ Topical 2% miconazole bid for 2 weeks 
has resulted in clearance rates as high as 
88%.4 Its affordable price, over-the-counter 
availability, and lack of adverse effects make 
miconazole a reasonable choice.4,5 It is also a 
smart treatment choice when erythrasma is 
coexisting with tinea, because it can treat both 
conditions. This is not uncommon in the in-
terdigital spaces between the toes and in the 
groin. 

❚ Topical 1% clindamycin or 2% eryth-
romycin solution or gel bid for 2 weeks can 
also be used to treat the condition.3,6 However, 
given that topical antibiotics are more expen-
sive than single-dose oral treatment and are 
no better than the oral formulations of these 
antibiotics,6 clarithromycin 1 g taken once 
orally may be preferred.2,6 

❚ Our patient was treated with a single 
dose of clarithromycin 1 g. At follow-up, her 
erythrasma was clear.                 JFP
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Diagnosis:  
Erythrasma
The Wood’s lamp revealed a coral-red fluo-
rescence in the interdigital spaces (FIGURE 2), 
which led us to a diagnosis of erythrasma.

The coral-red fluorescence seen under the 
Wood’s lamp is due to porphyrins produced by 
Corynebacterium minutissimum. The organ-
ism invades the stratum corneum where it pro-
liferates and causes erythrasma. Erythrasma 
typically appears as delineated, dry, red-brown 
patches in intertriginous areas, such as the ax-
illa, groin, interdigital spaces, intergluteal cleft, 
perianal skin, and inframammary area.1,2 

Interdigital erythrasma is more com-
mon than previously thought; in one study of  
151 patients with erythrasma, the most com-
mon site was the toe webs (64.9%), followed 
by the inguinal region (17.9%), the axillary re-
gion (14.6%), and the inframammary region 
(2.6%).2 Erythrasma affects 4% of the popula-
tion; risk factors include poor hygiene, hyper-
hidrosis, obesity, warm climate, diabetes, and 
an immunocompromised state.3

Differential includes 
“athlete’s foot” 
The differential diagnosis for a pruritic rash 
between the toes includes:

❚ Tinea pedis. Erythrasma is often mis-

FIGURE 2

Wood’s lamp reveals coral-red fluorescence
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MD-IQ QUIZZES 

We invite our health care professional readers to 
develop a 5-question quiz based on a clinically 
relevant topic in your specialty. 

Interested in submitting a quiz and seeing your byline on MD-IQ? 

Request author guidelines by sending an email to 

MDIQ@frontlinemedcom.com.

   A great MD-IQ quiz submission should:

  Answer: D, All of the above!

Test the knowledge of your peers

Inform clinical practice and patient care

Educate your peers on current hot topics in your specialty
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