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limbs, most cases involve broad Blaschko lines, making
it more difficult to recognize a clear mosaic pattern. In
our patient, the presence of morphea lesions along 1 limb,
following the path of narrow Blaschko lines, supports the
origin of linear morphea from cutaneous mosaicism. It is
not known why the majority of cases of linear morphea
reported are associated with broad Blaschko lines and only
a few with narrow Blaschko lines. It may be that cutaneous
mosaicism of ectodermal origin tends to follow the narrow
lines whilst that of mesodermal origin tends to follow
broad lines, although this correlation is not complete.?
With regard to morphea, it is likely that it is not a single
disease but rather a common clinical manifestation of a
number of disorders with different etiologies.

As with other patients reported in the literature, the
findings in our patient support the hypothesis that linear
morphea is, at least in a significant number of cases,
the expression of a genetic mosaicism of a disease of
probable polygenic origin. The presence of circulating
antibodies® and the existence of patients with multiple
lesions of morphea and who also present linear lesions,
supports the concept of mosaicism for linear morphea;
those cases probably represent segmental manifestations
superimposed on a polygenic disorder. The finding of this
condition in patients with other collagen diseases, such as
linear lupus erythematosus,’ is another argument in favor

of this hypothesis.
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Dermatologists’ Approach to Lesions Suggestive
of Onychomycosis of the Toenails
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1o the Editor:

Onychomycosis of the toenails is a common problem
(accounting for more than 50% of all nail disease, with a
prevalence in Europe of 26.9%,! and close to 50% in the
population over 70 years of age). If affects quality of life
and is responsible for 1.8 medical consultations per patient
every 6 months.?2 The systemic treatment recommended
at the present time is safe, and severe adverse reactions
are rare.>*

Current clinical guidelines recommend performing
direct examination of nail fragments with potassium
hydroxide, culture, or biopsy of the nail with pathological
study in order to confirm the diagnosis before starting
systemic treatment.’ However, these tests are not as reliable
as might be hoped. The 3 tests have a positive predictive
value of around 75% and a negative predictive value that

varies between 67% and 90%.57 Using only these tests,
approximately 25% of patients will receive unnecessary
treatment and between 10% and 33% of patients will
remain untreated, depending on the test used. For this
reason, dermatologists sometimes rely more on the clinical
signs than on the results obtained in those tests.

Our aim has been to describe the dermatologist’s
approach to lesions suggestive of onychomycosis of the
toenails. For this purpose, on May 31,2008, we performed
an anonymous survey of 68 participants at the meeting
of the Galician Section of the Spanish Academy of
Dermatology and Venereology (AEDV). More than
95% of dermatologists in Galicia belong to this section
of the society. The survey was answered by 51 individuals
(44.7% of the members of the section). Mean duration of
professional experience was 10 years (interquartile range,
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3-23 years) and physicians would see a mean of 26 patients
at each clinic (interquartile range, 24-30).

When evaluating a foot with signs and symptoms
suggestive of onychomycosis (clinical estimation of
the probability of onychomycosis, 80%), 25% of the
respondents always confirmed the clinical diagnosis with
additional tests. A further 25% confirmed the diagnosis
in half of cases, and 18% sought confirmation in less
than 33% of cases. On average, in a situation such as this,
dermatologists confirm the diagnosis in 73% of cases.
These percentages showed no correlation with the years of
professional experience (divided into tertiles and using a
test of association, P = .29) or with the number of patients
seen at each clinic (divided into tertiles and using a test of
association, P = .46).

Empirical antifungal treatment was started by 62%
(95% confidence interval, 49%-76%) on seeing a toenail
highly suggestive of onychomycosis and with negative
results in the tests. This percentage also did not correlate
with the years of experience (divided into tertiles and
using a test of association, P = .82) or with the number of
patients seen at each clinic (divided into tertiles and using
a test of association, P = .67).

Respondents considered the following risk factors
indicative of probable onychomycosis, in descending order
of frequency: presence of tinea pedis (52.9%), previous
history of mycosis (35.2%), diabetes mellitus (31%),
immunosuppression (29.4%), presence of lesions on the
fingernails (19.6%), use of public dressing-rooms (15%),
and advanced age (13.7%).

According to our results, only a quarter of dermatologists
always confirmed the diagnosis of onychomycosis through
additional tests. When faced with suggestive lesions and
negative results of the tests, 62% started systemic treatment.
This approach differs from what is recommended in the
clinical guidelines and usual texts. This is probably because
their experience tells them that the available diagnostic tests
are not sufficiently sensitive or specific, increase the cost of
diagnosis, require follow-up consultations, and can lead to
unnecessary treatment. Furthermore, systemic treatments
are becoming increasingly safer and less expensive. This
clinical problem has led to a number of studies. Effendy et
al,! on analyzing the preliminary results of the European
Onychomycosis Observatory study, found that only 39.6%
of dermatologists sent samples for analysis, with a positive
result in 78.1% of cases. Mehregan and Gee?® looked at the
possibility of empirical treatment of all patients, but this
did not appear to be a cost-effective alternative. Fletcher et
al*10 attempted to draw up clinical diagnostic guidelines,
identifying 4 clinical variables with diagnostic value.

As a limitation of our study, the sample could present
a small bias as the dermatologists attending the meetings
may not be representative of all dermatologists. Another
possible bias could be social acceptability (a tendency

to give what is considered to be the most orthodox
answer); this would mean that the percentage of cases of
onychomycosis that are confirmed could be even lower.
This bias is minimized through the use of anonymous
surveys.

The fact that dermatologists do not confirm the
diagnosis of onychomycosis in all cases suggests that
there is a clinical decision-taking problem that should be
investigated.
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