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Editorial 

Demodecidosis is an opportunistic cutaneous ectoparasitosis, common to humans and many 

mammals, caused by the proliferation of Demodex in the pilosebaceous apparatus. This 

obligate saprophyte of the skin, ostia-pilosebaceous of seborrheic areas, can become 

pathogenic in case of cosmetic abuse and debilitated terrain or altered immune status [1] . We 

report a case of facial demodecia revealing an infection by the human immunodeficiency virus. 

A 34 years old man with a history of multiple sexual relationships, presented with a pruritic 

maculo- papular rash of the face that had been evolving for 5 months, unimproved by the 

application of fusidic acid and exacerbated by dermocorticoids. Clinical examination revealed 

a pruritic and oedematous erythematous patch on both cheekbones, forehead and chin 

associated with pustular lesions (Fig. 1). Dermoscopic analysis identified whitish filiform 

structures corresponding to the Demodex parasite attached to the skin (Fig. 2). The 

histopathological study confirmed the diagnosis (Fig. 3). The blood count showed a 

lymphopenia of 520/mm3 with normal eosinophils. HIV serology came back positive (CD4 

lymphocytes=120/mm3). The patient noted an improvement under oral erythromycin and local 

ketokonazole with attenuation of the infiltration and disappearance of pruritus.  

Demodicidosis is a facial dermatosis due to Demodex proliferation. Two clinical variants, 

primary and secondary, can be observed. Secondary DD occurs most often in highly 

immunocompromised patients, such as those with leukemia and HIV infection, as well as those 

treated with immunosuppressive drugs [2]. It accounts for 5% of folliculitis in HIV-infected 

individuals [2]. In fact, the dermatosis occurs during severe immunodepression (CD4 
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lymphocytes<200/mm3) [3,4]. It can then be more profuse and reach the trunk and the upper 

limb [4]. In the event of a persistent, treatment-resistant picture, it is necessary to consider a 

DD secondary to HIV.  

The clinical aspect is polymorphic: a telangiectatic erythema of the face (cheeks, nose, forehead 

and chin) complicated by papulo-pustular outbreaks. This aspect sometimes makes it difficult 

to distinguish from other facial dermatoses, particularly rosacea [3]. 

The diagnosis of demodecia is made when the clinical picture is suggestive, when there are 

numerous parasites on direct examination and when there is a clinical response to acaricide 

treatment [4]. 

Although the clinical symptoms of demodecidosis are often unrecognized, Demodex captured 

by "standardized skin surface biopsy" from their sequestration in the deep follicular canal have 

clinical significance in triggering inflammation. Preliminary studies using new diagnostic 

techniques such as dematoscopy. Our observation shows the interest of demoscopy in the 

diagnosis [2-5]. It allows visualization of gelatinous filaments protruding from follicular 

openings, called "Demodex tails" corresponding to the mite itself. Dilated follicular openings 

containing round, grayish/pale brown plugs surrounded by an erythematous halo. These are 

two specific features of DD [6]. 

General treatment with MNZ was of choice, with duration and regression conditioned by 

clinical findings. Erythromycin associated at once or in case of failure seems to improve the 

picture. The association with a local treatment (Crotamiton or ketokonazole) gave good results 

as shown by our observation. In front of a red rosaceiform face not responding to the usual 

treatments, it is necessary to think of an immune deficiency among others an HIV infection. 
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Figure 1: An oedematous erythematous patch on both cheekbones, forehead and chin 

associated with pustular lesions. 
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Figure 2: A face dermoscopy showing whitish dots whitish filiform structures protruding out 

of follicular openings, representing demodex tails. 

 

 
Figure 3: A Skin biopsy showed Demodex within a dilated follicular infindibulum 

(Hematoxylin and eosin stain). 
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