
Case Report

How Affected Nail Plate Suspected for Fungal Infection Led 
to the Diagnosis of Atypical Genital Sacbies

Abstract

Introduction: Scabies is an ectoparasitic infection of the skin 
caused by the mite Sarcoptes scabiei var. hominis. The aim of this 
presentation is to show how single nail change can unveil sexually 
transmitted general scabies. 

Case Presentation: A 27-year old woman presented to the clinic 
with a complain of 4-5 weeks history of discoloration of the nail ac-
companied by onycholysis without paronychia. Nail scrapings from 
the nail were obtained and subjected to microscopy and cultiva-
tion on Blood agar, MacConkey agar, Chrom agar Candida and SDA 
Chloramphenicol (Becton Dickenson) for isolation and identifica-
tion of bacteria and fungi. Plates were incubated at 37°C for 24-48 
hours for routine microbiological testing and for additional three 
days at room temperature for fungi isolation. Bacteria and fungi 
were not identified, but Sarcoptes scabiei was detected. Newly 
performed detailed anamnesis and physical examination revealed 
erythemotous papules distributed on the genitalia region with 
slight excoriations. Sexually transmitted scabies was supposed and 
proved. Testings for additional STD were performed. The results 
were negative. 

Conclusions: Nail and surrounding tissues abnormalities could 
be symptoms of scabies. The described case shows how the nail 
change can unveil sexually transmitted general scabies. Anamne-
sis, physical examination, dermoscopy and microbiology testings 
can assure precise diagnosis of each skin/nail infection that would 
be base of adequate and on time performed treatment. If not 
treated nail scabies could become reservoir of reinfestation and 
severe clinical presentation.  
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Introduction

Scabies is considered a Sexually Transmitted Infection 
(STI) because it can be acquired through sexual or close body 
contact with someone infected [1]. It could be transmitted also 
by using contaminated personal objects. Typical scabies les-
sions are disseminated in typical zones skin eruptions - papules, 
nodules, vesicles that tend to be itchy with activation at night. 
We present a case of nail scabies in a young person that did not 
show well disseminated leasons with nocturnal itch but with 
minimal genital erythemotous papules and slight excoriations 
found on secondary physical examination that revealed genital 
scabies after it was detected on the basis of nail changes.

Case Presentation

A 27-year old woman presented with discoloration of the 
nail accompanied by onycholysis without paronychia (Figure 
1). A written informed consent in accordance with the ethical 
standards of the Ethical Committee of Medical University 
of Sofia was taken. Scrapings from the nail were obtained 
and subjected to microscopy and cultivation on Blood agar, 
MacConkey agar, Chrom agar Candida and SDA Chloramphenicol 
(Becton Dickenson) for isolation and identification of bacteria 
and fungi. Plates were incubated at 37°C for 24-48 hours for 
routine microbiological testing and for additional three days at 
room temperature for fungi isolation. 
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Sarcoptes scabiei var. hominis was detected. Newly per-
formed physical examination with subsequent dermatoscopic 
examination revealed few erythemotous papules, skin burrows 
and slight excoriations in the genitalia region. Obtained skin 
scrappings from the zone gave positive ectoparasite results. 
Testings for additional STD were negative. 

Figure 1: Nail scabies.

Discussion

Scabies is ubiquitous, contagious infestation caused by the 
ectoparasit Sarcoptes scabiei var. hominis. The mite penetrates 
within the epidermal stratum corneum forming burrows and re-
leasing substances that cause highly pruritic skin eruptions [1]. 
Their localization is between fingers, wrists, axillae, buttocks, 
genitals, breasts and groins. Other manifestations include exco-
riations and impetiginization [1].

The diagnosis of scabies is based on the clinical fidings in 
typical areas, on the subjective feeling of itching more intense 
at night and on the patient’s history suggestive for infection. 
The diagnosis could be supported by dermoscopy - non-invasive 
painless tool that permits more detailed visualization of the skin. 
Specific S-shaped burrows on the skin with S.  scabiei mite and 
the „delta sign“  at the end of the burrow could be distinguished. 
Skin scrappings or biopsy could be further examined. Placed on 
a glass slide with a drop of chlorazole potassium or potassium 
hydroxide  the samples could be microscopically analysed. 

According the European guideline for management of scabies 
the treatment includes topical therapy (permethrin cream 5% 
repeated once after 7-14 days or benzyl benzoate lotion 10-25% 
on days 1,2 and repeated after 7 days) applied  at night and left 
in place for 8-12 hours or Ivermectin p.o. 200µg/kg repeated 
after 7 days [1]. Alternative medications or regimens exist [1]. 
Together with this the patient’s clothing and bedding must be 
carefully handled. Patient’s  family members, all persons in 
close contact and the sexual partners over the past 2 months 
must receive treatment. 

A case of nail scabies is presentid. A 27-year old woman 
complained of nail plate change with discoloration and this was 
the reason for her visit. The clinical findings showed brownish-

yellow-white nail color of the right middle finger accompanied 
by onycholysis without paronychia. In the daily practice consul-
tations for nail changes are frequent. They could be result of 
traumatism, infection, neoplasia, genetic disorder or symptom 
of general skin disorder (psoriasis, lichen planus, contact der-
matitis, alopecia areata, autoimmune disease) [2,3]. So, family 
and occupational history were taken and any peculiarities in 
the activities or trauma were revealed. Nail changes as a result 
of genetic disease were rejected because the nail changed 3 
months ago. Due to the fact that the patient is a young with no 
family history of malignancies the neoplastic etiology was the 
least likely, and, the infectious one remained to be proven. 

Infections of the nails could be induced by fungi, bacteria 
or their combination. Fungi account for 50% of nail disease 
cases [4]. Trichophyton rubrum, Epidermophyton floccosum and 
Microsporum gypseum represent the main causative agent. 
The dermatophytes are followed by the yeasts Candida spp. 
and the molds Fusarium spp [5]. Bacterial infections of the nails 
are not rare. Usually Gram negative bacteria are implicated - 
Pseudomonas aeruginosa, Klebsiella spp., but Gram positive 
bacteria such as Staphylococcus aureus or Streptococcus 
pyogenes could be protagonists [6-8]. For this reason scrapings 
from the nail were obtained and subjected to microscopy and 
cultivation for isolation and identification of bacteria and fungi. 
The fungal and bacterial cultures remained negative. Placed on 
a glass slide with a drop of potassium hydroxide  the samples 
did not reveal fungal infection but surprisingly S. scabiei was 
detected. This made us to look for generalized scabies. 

Newly performed detailed anamnesis gave information 
for one-time unprotected sexual interourse 4 months ago. 
According to the patient’s  memories rashes on partner's body 
were there, but she did not pay much attention to them. If the 
partner’s rash corresponded to a scabietic one the close sexual 
contact may explain the transffer of mites and the following 
disease in our patient. The physical examination of the entire 
body plus dermoscopy revealed few erythemotous papules 
distributed on the genitalia region with slight excoriations. No 
other skin lessions were detected. The patient informed of a 
mild itch in the genitalia 2-3 weeks after the sexual intercourse 
that did not require treatment because it did not bother her. 

The infestation with scabies poses a high burden on patients, 
often due to the intense itch. The sensation might become 
chronic due to persistence of pathogens after treatment or 
due to the dehydrating effect of the medication on the skin. 
The presence of pruritus is described in most of the patients 
with scabies and the prevalence of this symptom ranges from 
90–99% [9]. In the presented case the typical intense nocturnal 
itching was absent. Scabies with minimal ithcing was described 
by other authors [10]. This fact may partially explain the weak 
subjective reaction in the person but may be is not the only 
reason.There must be something in the immune reaction to 
weaker the symptomathology. The weak reaction was presented 
not only by mild itch but by minimal number of erythematous 
papules seen on the physical examination. Commonly the 
typical rash is disseminated in specific zones and easily seen.  Of 
course, cases with varying degree of papular rash are described 
yet [11]. 

Another peculiarity of the presented case was the 
involvement of the nail. According to our knowledge S. scabiei 
infection of the nails is not frequent [3;12,13]. Nail scabies is 
reported in immunocompromised patients, in patients with 
crusted severe scabies, who have high parasitic concentration 
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stimulating the infectious disease and the symptomatology 
[14-17]. Probably the infection in our patient was spread from 
the genitalia region to the nail by the scratching process. And 
because of the minimal clinical symptoms and the lack of 
treatment the mites have developed inducing color change 
with onycholysis.

Due to the atypical weak immune response and the fact that 
scabies is a STD, the patient was tested for HIV. Detection of 
additional STD (N.gonorrhoaea, C. trachomatis, M. genitalium, 
U. urealyticum, T. pallidum, T. vaginalis, HPV, HSV)  was 
performed. The results were negative.

Nail scabies management is not easy and evidence based 
(18). Different strategies have been described – oral treatment 
with ivermectin [1]; topical treatment with 5% permethrin [18]; 
continuous occlusive dressing of crotamiton cream [19]; 1% 
lindane oinment with occlusive dressing [3]; topical treatment 
with 5% permethrin cream after chemical destruction of the 
nail [20]. According the European guideline local treatment 
should be used to all skin zones including finger and toe web 
spaces and the skin beneath the ends of the nails.  In the 
described case topical Benzyl benzoate lotion 25% was applied 
to all skin regions once daily at night on 3 consecutive days with 
new administration after 7 days. Regarding the nails the lotion 
was used around and over them, including their ends for 14 
consecutive days. The nail started to improve in the next 2-3 
weeks. And 3 months later it was successfully recovered. No 
signs of recurrence were detected after 6 months. 

Conclusions

Nail and surrounding tissues abnormalities could be symp-
toms of scabies. The described case shows how the nail change 
can unveil sexually transmitted general scabies. Although nail 
disorders are relatively rare health care providers should be 
aware of their scope – genetic, infectious, inflammatory, neo-
plastic or traumatic; and their importance – they can reveal 
local or systemic conditions. Nail scabies is not common and 
easily could be mistaken or overlooked. Something else, nail 
scabies can mimic mycotic, bacterial or combined infection or 
inflammatory process as psoriasis.  Therefore, the routine work 
should include microscopy of skin and nail scrappings, that will 
give precise diagnosis that would be base of adequate and on 
time performed treatment. If not treated nail scabies could be-
come reservoir of reinfestation and severe clinical presentation.
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