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Abstract
Biologics, as IL17 inhibitors, are frequently prescribed for moderate to severe plaque psoriasis. 
Although mucocutaneous candida infections are a well-known side effect of IL-17 inhibitors, 
there is no data about dermatophyte infection under this therapy. Generalized tinea corporis 
can mimic the clinical picture of psoriasis, especially if concomitant treatment with topical 
corticosteroids is used. Therefore, physician should be aware of this differential diagnosis if 
they suspect a loss of efficacy of IL-17-inhibitors with a flare-up of psoriasis.
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Introduction

Ixekizumab, a high‐affinity humanized monoclonal antibody targeting IL‐17A, is approved 
for the treatment of plaque psoriasis and psoriasis arthritis and has shown superiority in 
short time efficacy over ustekinumab and even guselkumab in psoriasis [1,2]. Ixekizumab has 
good tolerability, with the main side effects being injection‐site reactions, nasopharyngitis, 
and candida infections [3]. Here, we report a case of tinea corporis with Trichophyton rubrum 
imitating psoriasis flare‐up undertreatment with ixekizumab.
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Case Report

A 44‐year‐old male patient with a history of plaque psoriasis for over 20 years and lack 
of treatment response to standard topical treatments, phototherapy (UVB), and apremilast 
was initiated on therapy with ixekizumab. After 3 months of treatment, he showed an excellent 
response with a decrease in PASI score from 22.6 to 1.5 and daily life quality index from 18 
to 2 points (Fig. 1a, b).

After 10 months of treatment, the patient presented to our outpatient clinic with a presumed 
relapse of psoriasis with widely spread itchy erythrosquamous papules, plaques, and onychodys‐
trophy affecting all of his finger and toenails. Therapy with topical calcipotriol and corticosteroids 
led to further spread of the lesions with a centrifugal pattern with isolated pustules (Fig. 2a). Histo‐
pathologic examination showed a perifollicular lymphohistiocytic infiltrate with epithelioid and 
giant cells, as well as fungal spores. T. rubrum was detected in the culture of skin scrapings.

Since the dermatophyte infection was wide‐spread and his psoriasis well‐controlled, 
ixekizumab was discontinued, and antifungal treatment with terbinafine (250 mg/day), 
topical ciclopirox (1%) cream, and ketoconazole (2%) shampoo was initiated. After 6 weeks, 
a complete remission of skin lesions and itch was observed. The microbiologic analysis of skin 
scrapings was negative. Therapy with ixekizumab was restarted and has been well‐tolerated 
with excellent effectiveness (absolute PASI <1) for over 8‐month follow‐up (Fig. 2b).

Discussion

Psoriasis is a chronic immune‐mediated inflammatory skin disease with a genetic predis‐
position and several comorbidities, including arthritis, metabolic syndrome, and autoimmune 
diseases [4]. About 20% of these patients have a moderate to severe manifestation, demanding 
a systemic treatment, including biologics like ixekizumab [5].

a b

Fig. 1. The patient with severe plaque psoriasis before treatment (a); the patient after 3 months of ixekizumab (b).
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Several studies have described high and rapid efficacy for ixekizumab, with 88.7% 
reaching a PASI 75 and 69.9% reaching a PASI 90 already at week 12 [5]. Ixekizumab has a 
favorable safety profile, with main side effects of nasopharyngitis, upper respiratory tract 
infections, injections‐site reactions, and arthralgias [6]. In a survey with over 17,000 patient‐
years of exposure, Armstrong et al. [7] described the following infections under the treatment 
with ixekizumab: nasopharyngitis (8.9/100 p‐y), upper respiratory tract infection (5.4/100 
p‐y), bronchitis (2.3/100 p‐y), sinusitis (2.2/100 p‐y), urinary tract infection (2.0/100 p‐y), 
candidiasis (1.9/100 p‐y), influenza (1.8/100 p‐y), pharyngitis (1.6/100 p‐y), gastroenteritis 
1.4/100 p‐y), cellulitis (0.2/100 p‐y), pneumonia 0.1/100 p‐y), appendicitis (0.1/100 p‐y), 
and erysipelas 0.1/100 p‐y). Compared to other biologics, a higher number of mucocutaneous 
Candida infections has been observed in patients treated with ixekizumab (3.8–5.5%) [6,7]. 
The frequency of candidiasis was highest in the first year (3.2/100 patient‐years) and then 
ranged from 2.1 to 2.3 per 100 p‐y in subsequent years [7]. This phenomenon is explainable 
by the mode of action of ixekizumab and the well‐known importance of IL‐17 in fungal 
immunity [7].

TH‐17 cells, producing IL‐17A, IL‐17F, and IL‐22, are described to play a crucial role in 
antifungal immunity in barrier tissues [8]. Patients with defects affecting the TH17 immunity 
pathway are unable to clear superficial candida and dermatophyte infections, which has been 
well demonstrated in patients with chronic mucocutaneous candidiasis due to autosomal 
recessive IL‐17RA deficiency and autosomal dominant IL‐17F deficiency [8,9].

Although the risk of candidiasis undertreatment with IL‐17 blockers is well described, 
scanty data is available regarding dermatophyte infections. Undertreatment with secukinumab 
2 cases of perianal dermatophyte infections have been published, and 4 cases of tinea pedis 
were observed in the Efficacy of Response and Safety of 2 Fixed Secukinumab Regimens in 
Psoriasis study [10]. Furthermore, one case report of tinea incognito undertreatment with 
brodalumab was described in literature [11]. In addition, Strober et al. [12] reported that 
tinea pedis under ixekizumab therapy occurred in 1.3/100 p‐y (7 ixekizumab trials, total 
6479.8 py). However, no data on disseminated dermatophyte infections with ixekizumab 
have been published so far.

Loss of efficacy of ixekizumab is rare but occurred in ∼2% of patients in a 108‐week 
follow‐up study [6]. Nevertheless, if patients treated with IL‐17 inhibitors show a new rash 
of erythrosquamous itchy plaques, a generalized dermatophyte infection should be considered, 

a b c

Fig. 2. Flare‐up of erythrosquamous plaques (a); close‐up of marked lesion (b), after treatment with topical 
and systemic antifungal therapy (c).
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and microbiological examination should be performed. The use of topical steroids by the 
patients can make the clinical diagnosis especially difficult. In conclusion, our observation 
reminds us that clinicians must maintain a high index of suspicion for fungal infections, 
including dermatophytes, in patients receiving IL‐17 antagonists.
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