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Photo ROUNDS

Adolescent with rash on face  
and scalp
What was causing a hypopigmented, slightly scaly facial 
rash and dandruff in this otherwise healthy teenager?

A 13-year-old African American male 
presented with a 2-year history of a mildly 
pruritic central facial rash (FIGURE) and dan-
druff. Recent treatment with hydrocortisone 
1% cream and nystatin cream (100,000 U/gm) 
for 1 week resulted in no improvement.

The patient had no history to suggest an 
allergic contact dermatitis or drug allergy. He 
had confluent scaling and erythema with hy-
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popigmentation in the nasomesial folds and 
eyebrows, and diffuse scaling and erythema 
throughout his scalp.

●	� What is your diagnosis?

●	�H ow would you TREAT THIS 
PATIENT?
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Figure

Slight scale and hypopigmentation in the nasomesial folds
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Diagnosis:  
Seborrheic dermatitis
Seborrheic dermatitis (SD) is a chronic der-
matitis caused by Malassezia yeast species, in-
cluding Malassezia (Pityrosporum ovale).1 SD 
affects 1% to 3% of the general population in 
the United States and has 2 incidence peaks: 
the first occurs during infancy and the second 
between 30 to 50 years of age.2 The abnormal 
response to the yeast organism leads to inflam-
mation, proliferation, and desquamation.2

The diagnosis of SD is made based on 
the presence of sharply marginated scaled 
patches in areas with a high concentration 
of sebaceous glands including the scalp, eye-
brows, and nasomesial folds. Pruritus, ery-
thema, and greasy scales also are commonly 
seen.3 Raised lateral margins reminiscent of 
the advancing border of dermatophyte infec-
tions and postinflammatory hypopigmenta-
tion may also be present in African American 
patients. Both of these findings in the na-
somesial folds, eyebrows, and scalp led to the 
diagnosis of SD in this patient.

Differential diagnosis includes  
psoriasis, lichen simplex chronicus
The differential for dandruff includes psoria-
sis, as well as lichen simplex chronicus and 
tinea capitis. Psoriasis often is associated 
with thicker, white micaceous scaling. The 
latter 2 conditions would not produce the 
symmetrical scaling in nasomesial folds that 
we saw with our patient. 

SD in the central face can appear similar 
to pityriasis versicolor, allergic contact derma-
titis, and irritant dermatitis (pityriasis alba), 
but these conditions are not associated with 
diffuse dandruff.

Antifungals are the mainstay  
of treatment
Because there is no cure for SD, the goal of 
therapy is to control the dermatitis. Topi-
cal antifungal agents are used to suppress 

the Malassezia yeast and topical steroids are 
used to suppress inflammation. Azole anti-
fungal medications such as ketoconazole are 
effective and can be used for long periods of 
time with minimal risk of adverse effects3-5 
(strength of recommendation [SOR]: C).

Our patient had used nystatin cream, which 
is effective against Candida yeast infections, but 
not especially effective for Malassezia sp.6

z To reduce inflammation, mild topical 
steroids such as hydrocortisone cream 2.5% 
should be used. However, they must be used 
for short periods to avoid atrophy, telangiec-
tasias, and steroid-induced acne. An alterna-
tive evolving treatment is to use a calcineurin 
inhibitor, such as pimecrolimus cream 1% 
or tacrolimus ointment 0.1%. These drugs 
do not exacerbate hypopigmentation, an ef-
fect that sometimes is attributed to topical  
steroids.7

Scalp treatments include shampoos 
such as ketoconazole 2%, selenium sulfide 
2.5%, and ciclopirox 1%.3 Shampoos should 
be lathered up and left on the scalp for 3 to  
5 minutes before rinsing.

Two forms of ketoconazole  
for our patient
Our patient responded well to ketoconazole 
cream 2% applied twice daily to the face and 
other areas without hair and ketoconazole 2% 
shampoo twice weekly. At a 6-week follow-
up, the patient had significant improvement 
in scaling and pruritus on the central face and 
scalp. The associated facial hypopigmenta-
tion faded over 3 months. 		               JFP
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Strength of recommendation (SOR)

 �Good-quality patient-oriented evidence

 �Inconsistent or limited-quality 
patient-oriented evidence

 �Consensus, usual practice, opinion, 
disease-oriented evidence, case series

A

B

C

There is no 
cure for  
seborrheic 
dermatitis, so 
the goal of 
treatment is 
to control the 
dermatitis.
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For information on pain management, go to our Web site at  

www.currentpainperspectives.com and check out these articles:

n Diagnosing fibromyalgia and myofascial pain syndrome: A guide

n Neurogenic thoracic outlet syndrome: Often overlooked, but treatable

n How best to prevent acute pain from becoming chronic?
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