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Rezumat

Kerion celsi este o formã inflamatorie de tinea capitis
de tip inflamator, care afecteazã predominant copiii. Este cel
mai adesea produs de  dermatofiþii zoofili, care produc o
reacþie de hipersensibilitate. Kerionul este adesea greºit
diagnosticat ca infecþie bacterianã, iar tratamentul
inadecvat sau iniþiat tardiv se poate solda cu alopecie
cicatricialã, având consecinþe psihologice importante.

Prezentãm douã cazuri de kerion celsi la copii, care au
fost tratate cu succes cu terbinafina oral timp de 6
sãptãmâni ºi respectiv 8 sãptãmâni, fãrã complicaþii. 

Cuvinte cheie: tinea capitis de tip inflamator, kerion
celsi, terbinafinã.

Summary

Kerion celsi is an inflammatory form of tinea capitis,
usually affecting children. It is most likely caused by
zoophilic dermatophytes, which produce a hypersensitive
reaction. Kerion is sometimes misdiagnosed as a bacterial
infection and inappropriate or delayed treatment can result
in scarring alopecia, with important psychological
consequences.

We report two cases of kerion celsi in children,
successfully treated with oral terbinafine for 6 weeks and
respectively 8 weeks, without complications.
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Introducere

Kerion celsi reprezintã o variantã de tinea
capitis de tip inflamator, secundarã unui rãspuns
imun exagerat la nivelul organismului gazdã,
mediat prin limfocite de tip T, fiind declanºat de
infecþia dermatofiticã [1] [2]. Aceastã afecþiune
afecteazã în principal copiii cu vârste cuprinse
între 3-7 ani, dar au fost descrise ºi cazuri la nou-
nãscuþi, la adulþi ºi chiar la bãtrâni [3-6].

Introduction

Kerion celsi represents a variant of
inflammatory tinea capitis, secondary to an
exaggerated T-cell-mediated immune response of
the host to the dermatophytic infection [1] [2].
This condition usually affects children between 3-
7 years old, but cases in neonates, adults and
elderly have been reported [3-6].

CAZURI CLINICE
CLINICAL CASES
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Kerionul este cauzat mai ales de dermatofiþi
zoofili (Microsporum canis, Trichophyton menta-
grophites var.mentagrophites, Trichophyton
verrucosum), care sunt capabili de producerea
unei reacþii inflamatorii exagerate, nefiind
adaptaþi unei gazde umane [4] [7]. Existã ºi forme
de kerion produse de dermatofiþi antropofili

This fungal infection is mainly caused by
zoophilic dermatophytes (Microsporum canis,
Trichophyton mentagrophites var. menta-
grophites, Trichophyton verrucosum), which are
able to produce an exagerrated inflammation, as
they are unadapted to human host  [4] [7].
However, kerion can appear due to infection with

Fig. 1. Pacientul nr.1 la momentul diagnosticului
Fig. 1. Patient nr.1 at the time of diagnosis

Fig .4. Pacientul nr.2 la momentul diagnosticului
Fig.4. Patient nr.2 at the time of diagnosis

Fig. 2.  Pacientul nr.1 la momentul diagnosticului
Fig. 2.  Patient nr.1 at the time of diagnosis

Fig .3. Pacientul nr.1 la momentul diagnosticului
Fig. 3. Patient nr.1 at the time of diagnosis
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(Trichophyton tonsurans, Trichophyton rubrum)
ºi geofili (Microsporum gypseum) [4] [8]. În plus,
epidemiologia kerionului variazã în funcþie de
þarã [9]. 

Prezentare de caz

Cazul 1

Prezentãm cazul unui bãiat de 6 ani, care s-a
prezentat pentru o masã inflamatorie, situatã  pe
scalp, cu evoluþie de o lunã. Examinarea clinicã a
evidenþiat la nivelul regiunii temporo-parietale
stângi o placã supurativã, exsudativã, dureroasã,
relativ bine delimitatã, cu pustule dispersate pe
suprafaþã ºi cruste de culoare galbenã. Pacientul
era afebril, fãrã adenopatii, iar  examenul clinic
general era în limite normale.

Pacientul nu fusese în contact cu animale
bolnave ºi nu urmase vreun tratament. Luând în
considerare aspectul clinic al leziunii, s-a ridicat
suspiciunea de kerion celsi. Examinarea cu lampã
Wood nu a arãtat fluorescenþã. Examenul
microscopic direct cu KOH (hidroxid de potasiu)
din fire de pãr de la nivelul scalpului afectat a fost
pozitiv ºi a evidenþiat un pattern de invadare de
tip endotrix.

Pacientului i s-a prescris terbinafinã în dozã
de 125 mg/zi, timp de 6 sãptãmâni. În ziua 28, 
s-a observat o îmbunãtãþire clinicã a leziunii, cu
scãderea inflamaþiei, dispariþia pustulelor ºi a
durerii. Hemograma ºi transaminazele au fost în
limite normale, permiþându-i acestuia
continuarea tratamentului pentru încã 2
sãptãmâni. La 6 sãptãmâni de la iniþierea terapiei,
pacientul a fost clinic ºi micologic vindecat.
Leziunea de kerion celsi a fost înlocuitã de
alopecie localizatã, care a fost urmatã de creºterea
normalã a pãrului în locul respectiv.

Cazul 2

Prezentãm cazul unui bãiat de 9 ani, care
avea o placã eritematoasã la nivelul regiunii
parietale drepte a scalpului, în evoluþie de 2 luni.
Acesta a fost anterior diagnosticat cu infecþie
bacterianã, pentru care a urmat tratament
antibiotic, fãrã ameliorare clinicã a leziunii, cu
extindere progresivã. Clinic, în zona scalpului s-a
evidenþiat o placã alopecicã, eritematoasã, bine
delimitatã, rotund-ovalarã, exsudativã, cu cruste
hematice ºi purulente în periferie, din care se

antropophilic (Trichophyton tonsurans, Tricho-
phyton rubrum) and geophilic dermatophytes
(Microsporum gypseum) [4] [8]. Moreover, the
epidemiology of kerion varies depending on the
country [9]. 

Case presentation

Case 1

We report the case of a 6-year-old boy, who
presented with a 1-month history of an
inflammatory mass over the scalp. The clinical
examination revealed a boggy, suppurative and
painful plaque, located on the left temporo-
parietal area, relatively well-demarcated,
associated with scattered pustules and yellow-
colored crust. He did not have any
lymphadenopathy or fever and otherwise he was
apparently healthy. The patient denied any
contact with sick animals and, so far, he did not
undergo any treatment. Based on the clinical
aspect of the lesion, an initial diagnosis of kerion
celsi was made. Wood’s lamp examination did
not demonstrate fluorescence. Microscopic KOH
(potassium hydroxide) direct examination of
hairs from the affected scalp was positive,
revealing an endothrix pattern.

The patient was prescribed oral terbinafine
125 mg daily for 6 weeks. By day 28, a clinical
improvement was observed, with decrease of
inflammation and disappearance of the pustules
and pain. The hemogram and the serum
transaminases were within normal values,
allowing him to continue the treatment for
another 2 weeks. Six weeks since the beginning of
the treatment, he was clinically and
mycologically cured. The lesion of kerion celsi
was then replaced by an alopecic plaque,
followed by normal regrowth of hair. 

Case 2

We present the case of a 9-year-old boy, who
presented with an erythematous plaque located
on the right parietal area of the scalp, which
appeared 2 months earlier. He was initially
diagnosed with bacterial infection and he had
undergone antibiotic treatment, without any
improvement and with slow spreading.
Clinically, a well-demarcated, round-shaped,
boggy, painful, alopecic and erythematous
plaque was observed on the scalp, associated
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elimina un conþinut purulent, dureroasã. Nu s-a
observat limfadenopatie regionalã. 

Având în vedere aspectul leziunii, s-a stabilit
diagnosticul clinic de kerion celsi. A fost
confirmat de examinarea microscopicã directã în
KOH, care a evidenþiat hife fungice în jurul
firului de pãr, dispuse în pattern de tip ectotrix.
Examinarea cu lampã Wood a demonstrat
fluorescenþã de culoare verde. Mama copilului a
relatat prezenþa unui câine domestic, ca fiind cea
mai probabilã sursã de infecþie. Având în vedere
faptul cã testele hepatice ale pacientului au fost în
limite normale înainte de începerea
tratamentului, i s-a prescris terbinafinã oral (125
mg/zi, timp de 8 sãptãmâni). La vizita din cea
de-a ºasea sãptãmânã, a fost observatã o evoluþie
favorabilã, cu scãderea masei inflamatorii ºi
dispariþia scurgerii purulente ºi în plus, enzimele
hepatice ºi hemograma pacientului erau normale.
La finalul celor 8 sãptãmâni de tratament,
leziunea era complet vindecatã, iar examenul
micologic direct s-a dovedit negativ. Examinarea
clinicã a arãtat o zonã de alopecie, pe locul în care
a fost dispusã masa inflamatorie. La vizita de
monitorizare din luna a 3-a, pãrul începuse încet
sã creascã.

Discuþii

Kerion celsi se prezintã sub forma unei plãci
inflamatorii, dureroase, supurative, din care se
scurge un lichid purulent, cu pustule dispersate
pe suprafaþã, acoperitã de cruste groase Se
localizeazã cel mai frecvent pe scalp [9] [10] [11]. 

Leziunea poate fi unicã, dar s-au observat ºi
leziuni multiple la nivelul scalpului [10].

De asemenea, examinarea clinicã poate
evidenþia limfadenopatie cervicalã sau suboc-
cipitalã ºi febrã [4] [12]. Kerion se însoþeºte
adesea de alopecie reversibilã, dar dacã trata-
mentul corect este utilizat tardiv, infecþia fungicã
se poate extinde, cu creºterea riscului de alopecie
cicatricialã [9].

Kerion celsi poate fi diagnosticat greºit ca
abces bacterian, foliculitã sau impetigo [4].

La adulþi, poate mima celulitã disecantã [13]. 
Diagnosticul clinic de kerion celsi necesitã

confirmare prin investigaþii de laborator, precum
examinare cu lampã Wood, examinare micros-
copicã directã în soluþie de KOH a pãrului afectat
ºi culturã micologicã pe mediu Sabouraud

with hematic and purulent crusts at periphery
and pus discharge. There was no regional
lymphadenopathy. A clinical diagnosis of kerion
celsi was made, confirmed by the direct KOH
examination, which evidentiated fungal hyphae
around the hair shaft, in an ectotrix pattern.
Wood’s lamp test revealed green fluorescence.
The child’s mother related the presence of a dog
in the house, the presumed source of the fungal
infection. The patient had normal hepatic
function tests before starting the treatment and he
was prescribed oral terbinafine (125 mg once a
day for 8 weeks). At 6 weeks follow-up, the
evolution was favorable, with shrinkage of the
inflammatory mass and disappearance of the
purulent flow. Normal hepatic enzymes and
normal hemogram were observed. After 8 weeks
of treatment, the lesion was completely cured and
KOH direct mycological examination was
negative. Clinical examination revealed an area
of alopecia in the area where the inflammatory
mass was located. At 3 months follow-up, the
hair gradually started to grow.

Discussion

Kerion celsi has the appearance of an
inflammatory, suppurative, painful, boggy,
plaque, with purulent discharge, scaterred
pustules over its surface, covered with thick
crusts, overlying the scalp [9] [10] [11]. The lesion
can be unique but multiple plaques affecting the
scalp have been observed [10]. 

Moreover, the clinical examination may
reveal cervical or suboccipital lymphadenophaty
and fever [4] [12]. It is usually accompanied by
reversible alopecia, but if the correct treatment is
delayed, the fungal infection will extend,
increasing the possibility of scarring alopecia [9].

Kerion can be misdiagnosed as bacterial
abcess, foliculitis or impetigo [4]. In adults, it can
mimick dissecting cellulitis [13].

The clinical diagnosis of Kerion celsi should
be confirmed by laboratory investigations, such
as Wood’s lamp examination, microscopic direct
examination of the affected hair with a KOH
solution and culture on Sabouraud glucose agar
slants supplemented with cycloheximide and
chloramphenicol incubated for 2-4 weeks, in
order to identify the culprit dermatophyte [8]
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glucozã agar, suplimentat cu cicloheximidã ºi
cloramfenicol, incubatã timp de 2-4 sãptãmâni,
cu scopul de a identifica dermatofitul
rãspunzãtor de infecþie [8] [10]. Cu toate acestea,
identificarea speciei nu este foarte importantã în
ceea ce priveºte alegerea tratamentului, având în
vedere faptul cã majoritatea antifungicelor
moderne au spectru larg.

În general, dermatofiþii pot afecta firul de pãr
într-un pattern de tip ectotrix ºi endotrix.

Pattern-ul de tip ectotrix este demonstrat în
cazul infecþiilor produse de specia Microsporum,
iar la examinarea microscopicã se vizualizeazã
sub forma unor hife în jurul firului de pãr. Testul
cu lampa Wood aratã, de obicei, fluorescenþã
verde strãlucitoare. Pe de altã parte, pattern-ul de
tip endotrix apare datoritã speciei Trichopyton ºi
este caracterizat de prezenþa artroconidiilor în
interiorul firului de pãr, la examinarea prin
microscopie directã cu KOH.

La acesta din urmã, lampa Wood nu
evidenþiazã fluorescenþã. O excepþie o reprezintã
infecþia cu Trichopyton schoenleinii (fungul
responsabil de apariþia favusului), în care
microscopic se identificã hife ºi aer în interiorul
firului de pãr ºi o fluorescenþã alb-albãstruie cu
lampa Wood [9] [10].  Bazându-ne pe rezultatele
examinãrii cu lampa Wood ºi prin microscopia
directã, în cazul celor 2 pacienþi prezentaþi,
presupunem cã în primul caz, infecþia a fost
cauzatã de un fung din specia Trichophyton,
respectiv de Microsporum canis la cel de-al
doilea, þinând seama ºi de contextul
epidemiologic.

Luând în considerare faptul cã, adesea,
tratamentul este ales în funcþie de testele rapide
(evaluare cu lampa Wood ºi examinare
microscopicã directã) sau empiric, culturile pe
mediu Sabouraud, ale cãror rezultate se obþin
dupã 2-4 sãptãmâni, pot doar sã confirme decizia
luatã anterior cu privire la tratament [14]. Cu cât
infecþia este mai devreme tratatã, cu atât scade
riscul de alopecie cicatricialã [9]. Astfel, culturile
micologice ar trebui rezervate acelor cazuri cu
aspect clinic particular sau în caz de eºec
terapeutic. 

Examinarea histopatologicã cu coloraþie PAS
este rareori utilã ºi poate evidenþia hife, foliculitã
supuratã, dermatitã supuratã sau granulo-

[10]. However, identification of the species is not
very important regarding the choice of treatment,
considering that most modern antifungal agents
have a large spectrum.

Generally, dermatophytes can affect hair in
ectothrix and endothrix patterns. Ectothrix
pattern is demonstrated in infections caused by
Microsporum species and is visualized as hyphae
around the hair shaft in microscopic examination.
Wood’s lamp test usually shows bright green
fluorescence. On the other hand, endothrix
pattern appears due to Trichophyton species and
is characterized by arthroconidia within the hair
shaft in mycologic KOH preparations. This does
not show fluorescence under Wood’s lamp
examination. An exception is the infection with
Trichophyton shoenleinii (the causative fungus in
favus), in which microscopy identifies hyphae
and air within the hair shaft and the fluorescence
is bluish-white under Wood’s lamp [9] [10]. Based
on Wood’s lamp and microscopy findings, we
suppose that a Trichophyton fungus was the
most-likely culprit in the first case and
Microsporum canis in the second one, also taking
into account the epidemiology.

Considering the fact that the treatment is
usually chosen based on rapid tests (Wood’s
lamp evaluation and direct microscopic KOH
examination) or empirically, mycologic cultures
on Sabouraud, which are obtained after 2-4
weeks, can only confirm the decision already
taken regarding the treatment [14]. The sooner
the infection is treated, the smaller the risk of
scarring alopecia [9]. Mycologic cultures should
be reserved to particular clinical aspects or in case
of therapeutic failure. According to this, a
mycological culture was not performed in our
patient. 

Histopathological examination with PAS
stain is rarely useful and can reveal hyphae,
suppurative folliculitis, suppurative or
granulomatous dermatitis, fibrosis, with the
destruction of hair follicles and scarring alopecia
[2] [9].

When the clinical appearance is very
suggestive for kerion celsi, the therapy should be
as soon as possible initiated in order to prevent
complications, while waiting for mycological
confirmation tests [10]. The treatment options are
based on local epidemiology and the most likely
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matoasã, fibrozã, cu distrugerea foliculului pilos
ºi alopecie cicatricialã [2] [9].

În cazul în care aspectul clinic este foarte
sugestiv pentru kerion celsi, tratamentul ar trebui
iniþiat cât mai rapid posibil, cu scopul de a
preveni complicaþiile, în timp ce se aºteaptã
confirmarea testelor micologice [10]. Opþiunile
terapeutice se bazeazã pe epidemiologia localã ºi
pe cel mai probabil dermatofit [10]. Durata
tratamentului trebuie adaptatã în funcþie de
evoluþia leziunii, iar acesta trebuie continuat
pânã când examenul micologic este negativ [10]. 

Deºi tratamentul local a dovedit o eficienþã
scãzutã în cazul kerionului celsi [10], poate fi
folosit la nou-nãscuþi [4] [15] [16].

Cel mai indicat tratament pentru Kerion celsi
îl reprezintã administrarea oralã de antifungice
(Tabel nr.1). Încã din 1950, griseofulvina a fost
consideratã tratamentul de elecþie pentru tinea
capitis. Studiile cu privire la terapia în tinea
capitis au concluzionat faptul cã antifungice mai
noi, ca terbinafina, itraconazolul ºi fluconazolul
au eficacitate similar cu griseofulvina [17].

Agenþi antifungici de linia I sunt consideraþi
terbinafina ºi griseofulvina. Cu toate acestea,
terbinafina a dovedit o eficacitate superioarã
împotriva speciei Trichophyton, în timp ce
griseofulvina împotriva infecþiei cu Microsporum
[10]. 

Comparativ cu griseofulvina, terbinafina este
mai bine toleratã, iar durata de administrare este

dermatophyte [10]. The course of treatment
should be adapted according to the evolution of
the lesion and continued until mycological
examination is negative [10]. 

Despite the fact that local treatment has
proved a limited efficiency in treating kerion celsi
[10], this can be utilized in newborns [4] [15] [16].

The most indicated treatment for Kerion celsi
is represented by oral therapy with antifungal
drugs (Table nr. 1). Griseofulvin was considered
the treatment of choice for tinea capitis since
1950. Studies regarding the treatment of tinea
capitis concluded that newer antifungal drugs,
such as terbinafine, itraconazol and fluconazol
have similar efficacy as griseofulvin [17].

First-line antifungal agents are considered
terbinafine and griseofulvine. However,
terbinafine proved a higher efficacy against
Trichophyton species and griseofulvine against
Microsporum [10]. Compared with griseofulvine,
terbinafine is better tolerated and the period of
administration is shorter, which may increase the
compliance and decrease the costs [10] [18] [19]
[20].

Itraconazole represents a second-line therapy,
being effective against Trichophyton and
Microsporum species, safe and well tolerated [10]
[17] [21] [22]. It has similar cure rates as
griseofulvin or terbinafine [10] [17] [23].

Medicament Dozã Durata tratamentului Efecte adverse 
Griseofulvinã 15-20 mg/kg/zi 6-8 sãptãmâni 20% din cazuri: diaree, 

erupþie cutanatã, cefalee
Terbinafinã <20 kg: 62,6 mg/zi 2-4 sãptãmâni < 8% din cazuri: diaree, erupþie

cutanatã
20-40 kg: 125 mg/zi
>40 kg: 250 mg/zi

Itraconazol 50-100 mg/zi 2-4 sãptãmâni Rar; diaree, erupþie cutanatã

Tabel 1. Comparaþie între antifungicele cel mai frecvent utilizate în tratamentul kerionului

Drug Dose Duration of treatment Adverse effects 
Griseofulvin 15-20 mg/kg/daily 6-8 weeks 20% of cases: diarrhea, 

cutaneous eruption, headache
Terbinafine <20 kg: 62,6 mg/daily 2-4 weeks <8% of cases: diarrhea, 

cutaneous eruption
20-40 kg: 125 mg/daily
>40 kg: 250 mg/daily

Itraconazol 50-100 mg/daily 2-4 weeks Rarely: diarrhea, cutaneous 
eruption

Table 1. Comparison between the most frequently used antifungals for kerion
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mai scurtã, ceea ce ar putea creºte complianþa ºi
ar scãdea costurile [10] [18] [19] [20].

Itraconazolul reprezintã o terapie de linia a II-
a, fiind eficient împotriva speciilor Trichophyton
ºi Microsporum, sigur ºi bine tolerat [10] [17] [21]
[22]. Acesta are o ratã de vindecare similarã cu
cele ale griseofulvinei ºi terbinafinei [10] [17] [23].

Comparativ cu capsulele, suspensia este mai
potrivitã în ceea ce priveºte ajustarea dozelor în
funcþie de greutatea copilului. Griseofulvina ºi
itraconazolul sunt disponibile sub formã lichidã
[10]. Nu existã suspensie de terbinafinã, în
schimb, în SUA, aceasta poate fi gãsitã sub formã
de granule [10] [24].

În cazul pacienþilor care primesc terbinafinã,
itraconazol ºi fluconazol, se recomandã
monitorizarea enzimelor serice hepatice la
începutul tratamentului ºi dupã 4-6 sãptãmâni de
tratament [25] [26].

Folosirea unor tratamente adjuvante, ca
antibioticele sau intervenþia chirurgicalã, pot
înrãutãþi infecþia fungicã ºi pot creºte riscul de
pierdere definitivã a pãrului [9]. Folosirea cor-
ticosteroizilor în prevenirea alopeciei cicatriciale
este controversatã [5] [10] [27] [28].

Concluzii

Aceste douã cazuri de kerion celsi sugereazã
faptul cã, deºi aceastã entitate poate fi cu uºurinþã
greºit diagnosticatã ca infecþie bacterianã la
nivelul scalpului, ar trebui luatã în considerare
mai ales atunci când existã o discrepanþã între
aspectul pseudotumoral al leziunii ºi starea
generalã bunã a pacientului. Tratamentul iniþiat
cât mai devreme posibil ar putea preveni
principala complicaþie ulterioarã -  alopecia
cicatricialã.

Tratamentul ar trebui individualizat þinând
seama de evoluþia leziunii ºi se continuã pânã
când se obþine vindecarea clinicã ºi micologicã a
leziunii. Antifungicele orale reprezintã trata-
mentul de elecþie pentru kerion celsi.

Compared to the capsules, the suspension is
more appropriate regarding the adjustment of the
dose according to child’s weight. Griseofulvin
and itraconazole are available in liquid form [10].
Terbinafine has no suspension formulation, but
in the USA it can be found as granules [10] [24].

It is recommended to monitor the serum level
of hepatic enzymes at the beginning and after 4
or 6 weeks of treatment in patients receiving
terbinafine, itraconazole and fluconazole [25]
[26].

Additional methods, such as antibiotics or
surgery may worsen the fungal infection and
increase the risk of permanent hair loss [9]. The
use of corticosteroids in preventing scarring
alopecia is controversial [5] [10] [27] [28].

Conclusions

These cases of kerion celsi suggest that even
though this entity can be easily misdiagnosed as
a bacterial infection of the scalp, it should be
considered when there is a discrepancy between
the pseudotumoral and suppurative aspect of the
lesion and the good state of the patient.
Treatment initiated as soon as possible may
prevent the most important complication -
scarring alopecia. Treatment should be
individualized according to the evolution of the
lesion and continued until mycological and
clinical cure is obtained.  Oral antifungal agents
are the treatment of choice for kerion celsi.
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