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Introduction

Tinea amiantacea or pityriasis amiantacea
(asbestos- like tinea) is a disease of scalp with
heavy scales extend on to the hairs and
separate and bind together their proximal
portions.! The process may be only slightly
inflammatory with dry silvery, micaceous scales,
overlying like the tiles on a roof'?, adhere to the
scalp or markedly inflammatory with admixture
of crusts.!

According to the Alibert, inventor of the name of
the condition, there is an early moist stage,
followed by drier one.! Removal of this scales
reveals erythematous, edematous epidermis. !

The disease may be localized or diffuse.23 It is
a chronic condition, but curable.!

This condition can occur at any age, specially
during childhood, adolscents and young females.!3

There is some amount of alopecia, non scarring
in nature 2-3 but no atrophy and scarring.'23

The cause of pityriasis amiantacea is obscure.!
Many conditions are associated with pityriasis
amiantacea including psoriasis, Seborrheic
dermatitis, atopic dermatitis, tinea, pyoderma,
pediculosis, lichen planus, Darier’s disease.!*

One Scandinavian study®, Psoriasis related in
15% of patients with Tinea amiantacea, but
another study® reveals psoriasis associated with
35% and eczematous conditions associated with
34% of cases.

Staphylococcus aureus, was isolated in many of
the cases of pityriasis amiantacea.5”

The importance of recognizing the underlying
etiology may have a therapeutic implication. A
limited number of reports of this entity have been
published in the literature and some of them have
discussed the etiology of this condition.

Case Report

In 21t April, 2015, a 27 years old, unmarried,
hotelboy, working at Maldives presented to the
Department of Dermatology and Venereology,
Shaheed Suhrawardi Medical College Hospital,
Dhaka, Bangladesh with 3 months history of
thick, slightly foul smelly, adherent scales that
surround and bound down the tufts of hair
involving the entire scalp. Patient also complaints
of numerous well circumscribed,dry, silvery, thick
scaly plaques of various size and shapes situated
over the extensor aspects of lower extremities
and back for last 9 months. This patient was also
suffering from fine powdery scaly, slightly pruritic
lesions on the scalp for last 6 months.

He stated that he was in Maldives for last 3
years. For this problem, he was treated with
various antibiotics, antihistamins, anti-fungal,
steroids, shampoos at Maldives but no
improvement occured.

On examination, thick, slightly foul smelling
silvery, micaceous, asbestos like adherent scaly
plaques involving the whole scalp from frontal to
occipital region were seen. Removal of the scales
was not so easy. After removal of the scales the
underlying  epidermis was edematous,
erythematous. The involved hairs are matted
within adherent scales. Along with this there was
no corresponding lymphadenopathy. Other
systemic examination revealed no abnormality.

Skin biopsy was taken from the extremity lesion
and showed hyperkeratosis, parakeratosis,
munromicroabscesses in the stratum corneum,
thining of the granular layer, thining of the supra
papillary plate, dilatation and tortusity of the
upper dermal blood vessels — features consistent
with psoriasis. Another scalp biopsy revealed,
diffuse hyperkeratosis and parakeratosis together
with follicular keratosis, which surround each
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hair with a sheath of horn. Another scalp tissue sample was
taken for KOH preparation, fungal culture showed no fungal
positivity. Other hematological and biochemical parameters
including Anti HIV; and HIV, were normal. Except slight
neutrophilic leucocytosis, coagulase test positive for
Staphylococcoi, so based on clinical examination & investigation,
a diagnosis of pityriasis amiantacea due to psoriasis was
confirmed.

After curing the etiological factors, microscopic examination has
shown normal hairs, with completely cornified epithelial cells in
the scales.

Topical treatment was given with Tar shampoos and salicylic acid
for scalp lesions; salicylic acid and steroid ointments
combinations for body lesions. Orally tablet azithromycin 500mg
daily for 2 weeks along with oral Methotrexate 10 mg weekly
were started. A good response was seen by the end of 1 month
treatment. Frequency of tar shampoo, steroid ointment was
gradually tapered and stopped after 2 months. The Methotrexate
was continued in the same way for total 3 months.

No clinical relapse was found.

.,-.% |

Improvement
after treatment

Thick, adherent silvery
scales on entire scalp

Discussion

To identify the etiology of pityriasis amiantacea puzzled the
dermatologists and some studies have been made to reveal a
definitive cause. However these attempts were limited in number
conducted on a smaller number of patients or not inclusive of
microbiological and histopathological examinations. The Ibrahim
—Abdel- Hamid et,al® conducted on a large number of patients
with  concomitant microbiological and histopathological
examinations and indicate that pityriasis amiantacea represents a
particular reaction pattern of the scalp to various inflammatory
scalp diseases.

Fiften (15%) patient in Ibrahim- Abdel-Hamid Studies showed
psoriasis is associated with pityriasis amiantacea. The Knight AG’
Hansted and Lindskov® studies found that pityriasis amiantacea
could be the first clinical manifestation of psoriasis.

Hansted and Lindskov® studies also discovered that
predisposition to psoriasis in patients with pityriasis amiantacea
was significantly higher than that of the general population.
Therefore our study regarding presentation, etiology showed
similarity with the mentioned studies.
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An important considerations in diagnosis of pityraisis amiantacea is
to ruleout the possibility of tinea capitis. Perhaps the most difficult
task to findout the pathogenesis of pityriasis amiantacea is why
the scalp reacts with approximately the same pattern to different
diseases. Here the isolated Staphylococcus aureus in the lesion is
either as a secondary infection as reported by Knight AG” or a
normal skin flora as observed by Mclinley et al® could play an
important role in the pathogenesis of pityriasis amiantacea.
Staphylococcus aureus could produce an epidermal cell
differentiation inhibitor'®, which can be involved in inhibition of
calcium induced terminal differentiation of human keratinocytes in
culture leading to parakeratosis and hyperplasia of the epidermis.!!
Further more, it has been observed that the total number of
bacteria isolated from psoriatic plaques, a disease characterized by
hyperkeratosis and parakeratosis was significantly higher than on
the adjacent normal skin.!? This findings could have a therapeutic
implication through the use of antibiotics to treat and or prevent
recurrency of pityriasis amiantacea.

Although pityriasis amiantacea is commonly a localized condition
but more than half of the patients of Ibrahim- Abdel Hamid study
showed widespread disease.

Conclusion : Pityriasis amiantacea represents a particular
reaction pattern of the scalp to various inflammatory scalp
diseases. The most frequent skin diseases associated with
pityriasis amiantacea are psoriasis. It is important to keep the
diagnosis of tinea capitis in mind when evaluating pityriasis
amiantacea patients. Staphylococcoi on the scalp could
participate in the pathogenesis of pityriasis amiantacea
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