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Challenging Case
3 

4 

6 Facial Lesions Transmission in the Context of 7 

Sexual Relations8 

Transmisión de lesiones faciales en el contexto de relaciones sexuales

Case description9 

Q3 The index case was a 30-year-old cisgender homosexual man who 10 

was using HIV pre-exposure prophylaxis (PrEP) and had a past med­11 

ical history of multiple sexually transmitted infections (STIs) in the 12 

previous year. He presented with a 3-month history of several ery­13 

thematous plaques with well-defined borders and some perifollicular 14 

papulopustules located on the chin, left nasolabial fold, and upper lip. 15 

The patient reported partial improvement after treatment with topical 16 

corticosteroids (Fig. 1).17 

He denied contact with animals or the presence of lesions elsewhere. 18 

However, he mentioned that one of his sexual partners had similar 19 

lesions and was also evaluated. This second patient was another cis­20 

gender homosexual man, also a PrEP user with a past medical history 21 

of multiple STIs during the previous year, who presented with a plaque 22 

with a scaly border and central pustules on the upper lip (Fig. 2).23 

The 2 patients reported having attended a sauna, where they had 24 

engaged in sexual intercourse with other men a few days prior to symp­25 

tom onset.26 

Samples were collected for various STI tests, and fungal cultures 27 

were performed from lesion scrapings using Sabouraud CMP medium 28 

with cycloheximide (Becton Dickinson). After 10 days of incubation at 29 

30 ∘C under aerobic conditions, whitish, cottony, velvety, and powdery 30 

colonies were obtained (Fig. 3).31 

Fig. 1. 

Fig. 2. 

Fig. 3. 

What is your diagnosis?
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Diagnosis32 

Tinea barbae due to Trichophyton mentagrophytes genotype VII 33 

(TMVII) transmitted through sexual contact.34 

Diagnosis and treatment35 

The fungal culture from lesion scrapings showed colonies which 36 

were consistent with Trichophyton spp. Species identification by mass 37 

spectrometry (MALDI-TOF MS, Bruker Diagnostics) tested positive for 38 

T. mentagrophytes (score > 2). For genotypic differentiation, the ITS 39 

regions were sequenced at an external laboratory following the protocol 40 

described by Jabet et al.2 In both cases, T. mentagrophytes genotype VII 41 

(TMVII) was identified.42 

Based on these findings, a 28-day regimen of oral terbinafine 43 

250 mg/day and topical terbinafine every 12 h was prescribed, resulting 44 

in complete clinical resolution.45 

Discussion46 

Dermatophytoses are fungal infections due to 3 genera of fungi: 47 

Microsporum, Trichophyton, and Epidermophyton, known for their ability 48 

to invade keratinized tissues such as hair, skin, and nails. Trans­49 

mission occurs through direct contact with infected hosts or via50 

fomites.151 

Over the past decade, several reports have raised the hypothesis of 52 

sexual transmission of these dermatophytes1−6 as an example of direct 53 

person-to-person transmission, similar to that previously described in 54 

combat sports (tinea gladiatorum).155 

In 2019, a specific genotype of T. mentagrophytes (genotype VII) was 56 

identified in a few patients with tinea genitalis, in whom sexual transmis­57 

sion was suspected based on the lesion location, temporal relationship 58 

between sexual contact and onset of lesions, and the appearance of 59 

infection in sexual partners.4−660 

Recently, Jabet et al.2 described 13 cases of TMVII infection in men 61 

who have sex with men (MSM), which were considered highly sugges­62 

tive of sexual transmission.63 

The cases described in this report represent the first cases of tinea 64 

barbae in Spain caused by TMVII infection, with strong suspicion of 65 

transmission in a sexual context, given the location of the lesions and 66 

their sequential appearance in sexual partners.67 

Regarding the origin of infection, it is believed that there is active 68 

international circulation of TMVII, as more than 60 cases have been 69 

reported in Europe since 2014, with Southeast Asia possibly being the 70 

origin of spread, as suggested by the first cases reported after travel to 71 

that region.4,5

Of note, although transmission predominantly occurs in the context 72

of sexual activity, we do not believe it should be categorized as a STI, 73

as proposed by some authors, but rather as an infection transmissible 74

through close physical contact, which may occur in the context of sexual 75

intercourse. 76

More cases are likely to emerge in the coming future; therefore, a 77

high level of clinical suspicion, appropriate sampling and microbiologic 78

analysis for pathogen identification, early treatment, and contact tracing 79

are essential to prevent further spread. 80

The treatment of choice for TMVII infection is a 4-week regimen of 81

oral terbinafine 250 mg/day or until clinical resolution. Itraconazole or 82

griseofulvin may be used as alternatives. 83

In conclusion, when TMVII-induced dermatophytosis is identified, 84

sexual transmission should be considered, and if confirmed, screening 85

for sexually transmitted infections should be performed in the patient 86

and their sexual partners.1 87
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