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 CASE REPORT

The case of a 58-year-old man with a pruritic rash involving the pubic 
area that had been undiagnosed for 30 years is presented. At least 
15 different primary care physicians and dermatologists evaluated 
the patient during this time period. Multiple treatments were unsuc-
cessful and a definitive diagnosis was not rendered. Wood lamp 
evaluation of the pubic area revealed hair shaft concretions that 
were confirmed on histologic evaluation to be white piedra (WP). 
The patient was successfully treated with topical ketoconazole and 
the eruption completely resolved. Our case raises awareness of the 
use of Wood lamp and dermoscopy to evaluate for parasitic infec-
tions of the pubic hair shafts when nonspecific dermatitis presents 
in this area.
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Case Report
A 58-year-old man presented for evaluation of a pru-
ritic rash involving the pubic area of 30 years’ duration. 
Multiple primary care physicians and dermatologists had 
evaluated the patient during this period, but he noted a 
specific diagnosis had not been rendered and multiple 
treatments had been unsuccessful. The patient described a 
rash, which was absent at the time of evaluation, as a self-
remitting and exacerbating irritation typically induced 
by sweating and physical activity. The patient also stated 
that the irritation was associated with a strong, distinct, 
musty odor that severely interrupted his sex life and 
decreased his quality of life. Prior treatments included 

various topical corticosteroids, topical and oral antibiotics, 
and various homeopathic treatments that were minimally 
efficacious or nonefficacious. He was unsure if antifungals 
had previously been prescribed. 

The patient’s medical history was notable for pul-
monary interstitial fibrosis, anxiety, posttraumatic stress 
disorder, and mild glucose intolerance. The patient had 
no pertinent surgical history and no known drug aller-
gies. Current medications included a bronchodilating 
inhaler, escitalopram, trazodone, buspirone, clonazepam,  
prazosin, gabapentin, and azithromycin for current upper 
respiratory tract infection. The patient was a former 
smoker and a social drinker. 

On physical evaluation the pubic area displayed slight 
patchy erythema without a papular component and 
was otherwise unremarkable to the unaided eye. Upon  
palpation of the skin, there were no remarkable find-
ings. Under dermoscopic evaluation, small white-yellow 
concretions along the hair shaft were noticed. Evaluation  
with a Wood lamp is shown in Figure 1. 

Long-term Pubic Dermatitis 
Diagnosed as White Piedra

James Landero, DO

PRACTICE POINTS
•	 �Although relatively uncommon, white piedra should 

be suspected in any patient presenting with irritation 
and foul odor in the genital area or multiple failed 
therapies for a nonspecific genital dermatitis.

•	 �Wood lamp and dermoscopy should be used to eval-
uate for parasitic infections of the pubic hair shafts 
when nonspecific dermatitis presents in this area.
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FIGURE 1. Wood lamp highlighted follicular concretions.
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The patient was treated empirically with ketoconazole 
cream 2% applied to the affected area once daily until 
follow-up 3 weeks later. The patient also was advised to 
shave the pubic area to remove potentially infected hairs, 
as white piedra (WP) was suspected. A diagnosis of WP 
was confirmed on histologic evaluation of pubic hair 
samples approximately 1 to 2 weeks later (Figure 2). 

At 3-week follow-up, Wood lamp evaluation did not 
identify concretions along the pubic hair shafts. The 
patient was symptom free and extremely pleased. Of note, 
the patient did not shave the pubic area and was coun-
seled on recurrence. 

Comment
Piedra (meaning stone in Spanish) describes a group of 
fungal infections that present with gritty concretions on 
the hair shaft.1,2 In 1911, Horta3 classified piedra into  
2 subtypes: black piedra, caused by Piedraia hortae, and WP, 
caused by Trichosporon species. Black piedra occurs more 
frequently in tropical countries and commonly affects hair 
shafts on the scalp.4 White piedra most commonly affects 
the pubic area, with rare cases in scalp and facial hair.1,5-7

Epidemiology—White piedra is seen worldwide, 
including Europe, South America, India, Southeast 
Asia, Africa, South America, and southern parts of the  
United States. The majority of cases occur in tropical 
and temperate regions.1 White piedra likely is underdi-
agnosed; for example, in a study of 166 young men with 
genital concerns in Houston, Texas, Trichosporon was  
isolated in 40% of cultured scrotal hairs.8

Species Identification—There are several species of WP; 
special techniques must be used to differentiate them, 
which is beyond the scope of this case. The known spe-
cies include Trichosporon asahii, Trichosporon asteroides, 
Trichosporon cutaneum, Trichosporon inkin, Trichosporon 
mucoides, and Trichosporon ovoides.1 Trichosporon asahii  
and T mucoides have been known to cause systemic  
infections in immunocompromised hosts known as 
trichosporonosis.1,9 As an example of a special tech-
nique used for species recognition, Sugita et al10 used 
sequence analysis of the ribosomal DNA intergenic  

spacer 1 regions to distinguish T asahii isolates.  
Identification of species may be warranted in the proper 
clinical scenario; however, histologic evaluation by an 
experienced dermatopathologist frequently is sufficient to 
identify the Trichosporon genus. 

Transmission—The 2 most common causative organ-
isms of WP are T inkin and T ovoides. Furthermore,  
T inkin causes the vast majority of WP in the pubic region.8 
Trichosporon species may be found in air, soil, water, and 
sewage,7 and have been isolated in hair samples from 
horses, dogs, and monkeys.11 The mode of transmission in 
humans remains elusive but has been reported from poor 
personal hygiene and bathing in stagnant water as well as 
sexual transmission in the case of pubic infestation.5,8,11-13

Diagnosis and Differential—White piedra is character-
ized by the presence of adherent tan to white nodules 
along the hair shafts. The concretions tend to be softer 
than black piedra and, unlike trichomycosis, normally 
do not fluoresce.1 They do not encircle the hair shaft 
as hair casts do and can be readily distinguished from 
Trichomycosis axillaris, black piedra, pediculosis, and trich-
orrhexis nodosa on microscopic examination.14 The hair 
shaft concretions of WP are difficult to visualize with the 
unaided eye. As a result, it is easily misdiagnosed.15 Upon 
palpation of the infected hair shafts, a grainy sensation is 
evident. Dermoscopy improves visualization, and fluores-
cence was useful in our case. Microscopic evaluation will 
identify the adherent organism and is readily cultured on 
Sabouraud agar.16 Although Trichosporon species typically 
do not fluoresce,1 Wood lamp examination occasionally 
may reveal the organism, such as in our case. A possible 
explanation for this finding is the synergistic relationship 
with Corynebacterium,17 some producing fluorescent chemi-
cals. Growth of Trichosporon species may be enhanced 
by or even dependent on Corynebacterium; therefore, WP 
is likely a coinfection of fungus and bacteria.17,18 Studies 
also name a novel species of Brevibacterium in relationship 
with genital WP.19 This species was described as produc-
ing a foul odor, as in our patient.

Treatment—The American Academy of Dermatology’s 
Guidelines Committee recommends complete removal of 
the infected hairs.1 The recommendation traditionally is  
hair removal in conjunction with topical or oral medi-
cations,1 such as topical imidazoles, ciclopirox olamine,  
selenium sulfide 2%, chlorhexidine solution, zinc pyri-
thione, amphotericin B lotion, and oral itraconazole. 
Recurrence rates are high and spontaneous remission 
sometimes occurs.9,20 Triazole antifungals currently 
are preferred for treatment of Trichosporon infections.5 
Patients should be counseled to dispose of undergar-
ments, as the organism has been recovered from cotton 
fibers and are a source of reinfection.1,21

Conclusion
White piedra, though relatively uncommon, is likely 
underdiagnosed in the United States and should be 
suspected in any patient presenting with irritation and a 

FIGURE 2. Histologic report confirmed concretions consistent with 
white piedra.
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foul odor in the genital area or multiple failed therapies 
for a nonspecific genital dermatitis. This clinical scenario 
warrants dermoscopic and Wood lamp examination of the 
affected skin and hair shafts in addition to microscopic 
examination of pubic hair shafts by a dermatopathologist. 
Fluorescence under Wood lamp may aid in diagnosis, and 
conflicting findings may be attributed to its synergistic 
relationship with Corynebacterium and Brevibacterium 
coinfection. Proper treatment includes shaving of the 
affected hair, oral or topical antifungal treatment, and 
disposal of affected clothing. 
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