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1  | INTRODUC TION

Demodicosis is a parasitic skin disease with medical and veterinary 
importance caused by the Demodex mites (arachnid from the Acarina 
order). Two Demodex species have been identified in humans: 

Demodex folliculorum and Demodex brevis. They colonize the hair fol-
licles and sebaceous glands in the skin.1 The mites mainly feed on 
epidermal cells and sebum components2; hence, they invade areas of 
skin that are rich in sebaceous glands, that is, the face, cheeks, fore-
head, and chin, and Meibomian glands in the eyelids. The presence 

 

Received: 27 March 2020  |  Revised: 13 May 2020  |  Accepted: 1 June 2020

DOI: 10.1111/jocd.13542  

C O S M E T I C  C O M M E N T A R Y

Primary facial demodicosis as a health problem and aesthetic 
challenge: A case report

Renata Przydatek-Tyrajska PhD Student1,2  |   Aleksandra Sędzikowska PhD3  |   
Katarzyna Bartosik PhD Habilitated2

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in 
any medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
© 2020 The Authors. Journal of Cosmetic Dermatology published by Wiley Periodicals LLC

1Reno-Med, Non-Public Health Care Centre, 
Warsaw, Poland
2Chair and Department of Biology and 
Parasitology, Medical University of Lublin, 
Lublin, Poland
3Department of General Biology and 
Parasitology, Medical University of Warsaw, 
Warsaw, Poland

Correspondence
Aleksandra Sędzikowska, Department of 
General Biology and Parasitology, Medical 
University of Warsaw, Chałubińskiego 5, 
02-004 Warsaw, Poland.
Email: aleksandra.sedzikowska@wum.edu.pl

Abstract
Colonization of skin by Demodex mites developing as a single facial lesion with a lim-
ited range is diagnosed relatively rarely. The presence of this type of skin lesions may 
hinder and thus delay the diagnostic process and application of appropriate treat-
ment. The persistent cosmetic defect on the face is extremely onerous/embarrassing 
to the patient and impedes normal functioning. Describe a case of atypical presenta-
tion of primary facial demodicosis and its successful treatment. We present a case 
of a 38-year-old patient who consulted an aesthetic medicine doctor about a skin 
lesion, that is, erythematous-papular lesion with single pustules persisting for more 
than half a year around the right eye corner and below the lower eyelid. Previous 
topical antibiotic treatment has proved ineffective. Diagnosis was targeted at detec-
tion of Demodex spp. invasion, which yielded a positive result. Targeted therapy with 
1% topical ivermectin was implemented. Complete resolution of the skin lesions was 
observed after 8.5 weeks of the treatment with no further recurrence. In the case of 
limited scaly erythematous-papular skin lesions with single pustules, Demodex mites 
should be considered as an etiological factor or one of the factors in the case of a 
mixed-etiology lesion. A delayed diagnosis of visible lesions on facial skin has a nega-
tive impact on patient's well-being and normal functioning. As diagnosis of primary 
demodicosis is underestimated, knowledge about this dermatosis and its clinical 
manifestations should be disseminated among cosmetologists and doctors of various 
specialties.
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of Demodex may be asymptomatic.3 In symptomatic invasion of 
Demodex spp., skin dryness, redness, exfoliation, rash, and even ery-
thema may develop.4-6 Ocular demodicosis is manifested by inflam-
mation of the eyelid margin, dysfunction of the Meibomian glands, 
chalazion, and blepharitis-induced complications of the ocular ad-
nexa, lacrimal film, and eye surface.7-11 The most common symptoms 
reported by patients include pruritus, redness of the eyelids, and 
watery eyes.12

2  | PATIENTS/METHODS

A 38-year-old patient consulted an aesthetic medicine doctor about 
a skin lesion in the right eye area, which had developed more than 
half a year before. The patient reported subsequent appearance of a 
small skin lesion near the left eye. During the examination, a slightly 
scaly erythematous-papular skin lesion with single pustules around 
the corner of the right eye and under the lower eyelid was noted in 
the patient (Figure 1A). A similar but small lesion was found at the 
corner of the left eye (Figure 1B). Both lesions were periodically itchy 
and caused a burning sensation. The patient was also diagnosed with 
nasal ala telangiectasia. The patient's history revealed inhalant aller-
gies, that is, seasonal rhinitis and conjunctivitis.

Two months before the appearance of the skin lesions, the pa-
tient had a stye of the right eyelid, which resolved spontaneously. 
In the period between the appearance of the first skin symptoms 
and the appointment with the aesthetic medicine doctor, the pa-
tient was consulted once by a dermatologist and once by a general 
practitioner. During this time, ointments containing dexametha-
sone, neomycin, and polymyxin B were applied both into the con-
junctival sac and on the affected skin around the right eye as well 
as a skin ointment containing betamethasone, clotrimazole, and 
gentamicin. The application of the drugs resulted in only partial 
improvement, and the lesions recurred after discontinuation of the 
treatment.

The visible skin lesions on the face negatively influenced the 
self-esteem of the patient and hindered his professional contacts.

The patient was examined for the presence of Demodex mites. 
The examination consisted in squeezing out the contents of the 
sebaceous glands, sampling epidermis scrapings with sterile sur-
gical blades, and collecting several eyelashes and several eyebrow 
hairs with the use of laboratory tweezers onto glass slides. The 
samples were then fixed with Hoyer mounting fluid13 and exam-
ined under a low power microscope. The diagnostic procedures 
were approved by the local Bioethics Committee at the Medical 
University of Lublin as part of a scientific project “Invasion of 
Demodex spp. in the practice of aesthetic medicine doctor” (ap-
proval no. KE-0254/122/2018). Patient permission was obtained 
as well.

The following results were obtained:

• Scrapings from skin lesions in the right eye area (Figure 2A)- mi-
croscopic view: 13 adults, 1 nymph, 1 larva and 2 eggs of Demodex 
mites

• Scrapings from and around the eyebrow area (Figure 2B)- micro-
scopic view: 13 adults, 1 larva and 5 eggs of Demodex mites

• Samples of eyelashes—4 adults Demodex mites
• Skin scrapings around nasolabial folds—5 adults and 4 eggs of 

Demodex mites

Based on patient's medical history, clinical manifestation, re-
sult of microscopic analysis of the sampled material, and absence 
of preexisting or concurrent inflammatory dermatoses, primary 
facial demodicosis were diagnosed. Targeted acaricidal topical 
treatment with ivermectin 1% cream was introduced. The patient 
was also consulted by a dermatologist, who suggested that the skin 
lesion in the eye area might indicate development of acne rosa-
cea. Shower gel and hair shampoo with tea tree oil and aloe vera 
were recommended for daily hygiene. After ophthalmologic con-
sultation, wipes for eyelid skin hygiene and a prescription ointment 
with 2% metronidazole for the eyelid margin were recommended. 
Additionally, application of artificial tears in drops and application 
of an ointment with vitamin A (250 IU/g) into the conjunctival sac 
were prescribed.

F I G U R E  1   Primary facial demodicosis 
near the corner of the right eye of a 
38-year-old male patient (A), small lesion 
near the corner of the left eye (B) before 
treatment (A) (B)
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A follow-up visit was recommended after five and a half weeks 
of the treatment. The skin lesions in the right eye area observed 
previously were less severe (Figure 3A) and those near the left eye 
subsided completely (Figure 3B). The patient did not experience any 
ocular symptoms. During the follow-up visit, material was sampled 
for analysis, in the same way as during the first visit. No develop-
mental stages of Demodex spp. (adults, nymphs, larvae, and eggs) 
were found in the samples from the eyebrows, eyelashes, and facial 
skin. The patient was recommended to continue the treatment and a 
follow-up visit in 3 weeks.

During the second follow-up visit (8.5 weeks from the beginning 
of the treatment), there was almost complete resolution of the skin 
lesions in the right eye area (Figure 4A). The skin lesions near the 
left eye did not recur (Figure 4B). During the visit, material for mi-
croscopic examination was collected in the same way as previously. 
One adult mite was detected in scrapings from the glabella. The re-
sults of microscopic analysis of the other samples were negative (no 
Demodex mites or their eggs).

3  | DISCUSSION

Atypical skin lesions reported by patients can sometimes be caused 
by Demodex spp. Lesions caused by the mite may occur not only in 

the eye area, as in the case described above, but also around the 
mouth14 or on hand palms.15

The literature describes cases of patients who consulted der-
matologists about skin lesions and used various treatments with 
different groups of drugs, but none of them brought the expected 
results.16 This situation is difficult both for the doctor who is trying 
to prescribe more effective drugs and for the patient who expects 
visible improvement.

Facial redness (erythema) can be caused by rosacea, demodicosis, 
dermatomyositis, lupus erythematosus, allergic contact dermatitis, or 
drug-induced erythema.17 Since there are many diseases that can cause 
facial lesions, it is important to identify their underlying cause properly 
and apply appropriate treatment with a greater chance to be effec-
tive. One of rare dermatosis connected to facial skin is lupus miliaris 
disseminatus faciei (LMDF). It is chronic granulomatous inflammatory 
dermatosis characterized by papular eruption involving the central face, 
typically on and around the eyelids.18 LMDF can spontaneously resolve, 
but often disfiguring scars can remain.19 The etiopathogenesis of this 
condition remains unknown. The role of Demodex folliculorum as the 
causative organism was speculated, but this association has not been 
confirmed. In contrast to demodicosis, in LMDF pustules, and telangiec-
tasia are absent.20 As suggested by Hsu et al, the differential diagnosis 
of recurrent or refractory acne rosacea or facial skin lesions should in-
clude consideration of a possible presence of Demodex mites.14

F I G U R E  2   Microscopic image of 
Demodex mites.; there are ten adults 
D folliculorum from the skin lesion (A), 
eight adults and two eggs of D folliculorum 
(arrow) from the eyebrow area (B). 
Original magnification 100×(A) (B)

F I G U R E  3   Gradual resolution of skin 
lesions observed previously around the 
right eye corner in a 38-year-old male 
patient (A); complete resolution of the 
skin lesion in the left eye area (B) after 
the 5.5-wk acaricidal treatment with 
ivermectin 1% cream

(A) (B)
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Demodicosis can be manifested by the presence of permanent 
or recurrent lesions. Noy et al described a patient with a recurrent 
itchy facial rash.21 Topical treatment of the patient with steroids, 
calcineurin inhibitors, systemic antibiotics, or antihistamines yielded 
poor results. The lesions resolved within a few weeks only after de-
tection of numerous Demodex spp. mites and introduction of local 
ivermectin treatment, and no recurrence was observed. Similarly, in 
the case of the patient described in the present report, the lack of 
early diagnosis of demodicosis delayed the correct treatment and 
exposed the patient to long-lasting discomfort, reduced self-esteem, 
and social isolation. Prolonged visible dermatoses have a destructive 
effect on the patients' psyche and their personal and professional 
life.22

Diagnosing non-specific cases of facial demodicosis can be 
difficult due to the very different clinical pictures in individual pa-
tients. Therefore, such case reports may be a clue for doctors for 
recognition of the cause of lesions in patients. To date, no stan-
dard for demodicosis treatment has been established.23 The facial 
skin lesions described in this case only disappeared when iver-
mectin was included in the treatment. By the time of publication, 
the patient had not reported recurrent lesions or any new foci of 
demodicosis. In the present case, Demodex mites were detected 
in the patient's lesions. They were present in all samples, includ-
ing the eyelashes, eyebrows, and facial scrapings. A diagnosis of 
demodicosis can be made when more than five mites was found 
in a low power field, more than two mites from five pustules by 
superficial needle-scraping,24 more than 11 mites/cm2 by thumb-
nail-squeezing method,25 or by two consecutive standardized skin 
surface biopsy.26

4  | CONCLUSION

Probably, a sudden and significant increase in the population of 
Demodex mites may induce a local reaction of the organism of a 
various manifestations. Therefore, the knowledge of the varied 

clinical picture, diagnostics, and treatment of demodicosis should be 
disseminated.
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