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Dermatology Questions (065 to 069)

065.
A 6-month-old infant had itchy erythematous papules and exudative lesions on the scalp, face, groins and axillae for one month.  She also had vesicular lesions on the palms.  The most likely diagnosis is:


1.
Congenital syphilis


2.
Seborrhoeic dermatitis


3.
Scabies


4.
Psoriasis

Answer

3.
Scabies

Reference

Nelson 15th Edition Chapter 618
Quality
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Repeat

Discussion

Scabies is caused by burrowing and release of toxic or antigenic substances by the female mite Sarcoptes scabiei var. hominis. The most important factor that determines spread of scabies is the extent and duration of physical contact with an affected individual; the children and sexual partner of an affected individual are most at risk. Scabies is transmitted only rarely by fomites because the isolated mite dies within 2{endash}–3 days.
Explanation


1.
The manifestations of late congenital syphilis result primarily from chronic inflammation of bone, teeth, and the CNS. Skeletal changes due to persistent or recurrent periostitis and associated thickening of bone include frontal bossing, a bony prominence of the forehead “olympian brow”; unilateral or bilateral thickening of the sternoclavicular portion of the clavicle (Higoumenakis sign); an anterior bowing of the midportion of the tibia (saber shins); and scaphoid scapula, a convexity along its medial border. Dental abnormalities are common and include (1) Hutchinson teeth, which are the peg- or barrel-shaped upper central incisors that erupt during the 6th yr of life; (2) abnormal enamel, which results in a notch along the biting surface; and (3) mulberry molars, abnormal 1st lower (6 yr) molars, characterized by a small biting surface and an excessive number of cusps. Defects in enamel formation lead to repeated caries and eventual tooth destruction.

A saddle nose, a depression of the nasal root is a result of syphilitic rhinitis, which destroys the adjacent bone and cartilage. A perforated nasal septum is an associated abnormality. Rhagades are linear scars that extend in a spokelike pattern from previous mucocutaneous lesions of the mouth, anus, and genitalia. Juvenile paresis, an uncommon latent meningovascular infection, typically presents during adolescence with behavioral changes, focal seizures, or loss of intellectual function. Juvenile tabes with spinal cord involvement and cardiovascular involvement with aortitis are extremely rare.

2.
Seborrheic dermatitis typically begins on the scalp, often as "cradle cap," and involves the ear and contiguous skin, the sides of the nose, and eyebrows and eyelids with greasy, brownish scales. These are usually distinguished easily from the erythematous, weeping, crusted lesions of infantile atopic dermatitis, but sometimes during the first few months of life it is difficult to distinguish clearly between seborrhea and atopic dermatitis, particularly when the face is primarily involved. Seborrhea in infancy has a shorter course than that of atopic eczema and responds much more rapidly to treatment. The difficulty in differentiating the two conditions is indicated by the use of the term seborrheic eczema by some dermatologists. In infancy, scabies may be confused with atopic dermatitis. The location of the lesions helps to differentiate the two. 

3.
Atopic dermatitis most often begins on the cheeks and does not involve the palms and soles, whereas scabies commonly starts with large papules on the upper back and with vesicles on the palms and soles. The mite of scabies or its ova can be seen in scrapings from the vesicles.

4.
Psoriasis consist of erythematous papules that coalesce to form plaques with sharply demarcated, irregular borders. If they are unaltered by treatment, a thick silvery or yellow-white scale (resembling mica) develops; removal of it may result in pinpoint bleeding (Auspitz sign). The Köbner, or isomorphic, response in which new lesions appear at sites of trauma is a valuable diagnostic feature. Lesions may occur anywhere, but preferred sites are the scalp, knees, elbows, umbilicus, and genitalia. Scalp lesions may be confused with seborrheic dermatitis or tinea capitis. Small, raindrop-like lesions on the face are moderately common. Nail involvement, a valuable diagnostic sign, is characterized by pitting of the nail plate, detachment of the plate (onycholysis), and accumulation of subungual debris.
Comments

Application of 1% lindane cream or lotion to the entire body from the neck down, with particular attention to intensely involved areas, is standard therapy. Scabies is frequently found above the neck in infants, however, also necessitating treatment of the scalp. The medication is left on the skin for 8-12 hr; if necessary, it may be reapplied in 1 wk for another 8-12-hr period.
Tips

· Norwegian Scabies. This variant of human scabies is highly contagious and occurs mainly in individuals who are mentally and physically debilitated, particularly those who are institutionalized and those with Down syndrome; patients with poor cutaneous sensation, such as those with leprosy or syringomyelia; patients who have severe systemic illness such as leukemia or diabetes; and immunosuppressed patients
· Contrary to the popular (mis)belief, Scabies is not called as Vagabond’s disease. Vagabond’s disease  is Pediculosis . It is also called as Greenhow's disease or vagrant's disease.
066.
Pterygium of nail is characteristically seen in:


1.
Lichen planus


2.
Psoriasis


3.
Tinea unguium


4.
Alopecia areata

Answer


1.
Lichen planus

Reference

Rook’s text book of Dermatology Chapter 65 – Diseases affecting the nails
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Discussion

As per Rook’s textbook of Dermatology, pterygium of nail (pterygium unguis) is the fusion of eponychium with proximal portion of nail.
Explanation

Lichen Planus can involve the proximal nail folds with bluish-red discoloration. Nail-plate changes include thinning, onychorrhexis, brittleness, crumbling or fragmentation, and accentuation of surface longitudinal ridging. All these features are secondary to disease affecting the matrix, which can also produce transient or permanent longitudinal melanonychia or leukonychia as a postinflammatory phenomenon 

When inflammation is intense and widespread within the nail apparatus, nails may be shed. 

Single longitudinal depressions in the nail, with a distal notch or entire split may arise from a pterygium. This is a fibrotic band of tissue fusing the proximal nail fold with the nail bed and matrix following destructive local inflammation. Surviving proximal matrix is unable to push growing nail through the scar tissue, with a consequent split.

Comments

Nail-bed disease can produce subungual hyperkeratosis and onycholysis. Bullous lichen planus may affect the soles of the feet and in particular the toenails. Permanent anonychia may follow

Tips

Lichen planus nail changes are seen in graft-versus-host disease and in the disseminated lichenoid papular dermatosis of AIDS. There can be an overlap between lichen planus and discoid lupus erythematosus both in the skin and in the nails.
067.
A patient had seven irregular hyperpigmented macules on the trunk and multiple small hyperpigmented macules in the axillae and groins since early childhood.  There were no other skin lesions.  Which is the most likely investigation to support the diagnosis?


1.
Slit lamp examination of eye


2.
Measurement of intraocular tension


3.
Examination of fundus


4.
Retinal artery angiography

Answer


1.
Slit lamp examination of eye

Reference

Harrison 16th Edition Page 2457
Quality

Thinker
Status

New
Discussion

It is easy to arrive at an diagnosis. Axillary hyperpigmentations point to Neurofibromatosis. To confirm the diagnosis, we have to look for the Lisch nodules. 
Explanation


1.
Slit lamp examination of eye is done to diagnose Lisch nodules of Iris

2.
Measurement of intraocular tension is also needed in Neurofibromatosis to rule out Congenital Glaucoma (often associated with the disease) but is not the most likely investigation to support the diagnosis

3.
Examination of fundus is also done, but not for supporting the diagnosis

4.
Retinal artery angiography will not help in supporting the diagnosis
Comments

Ocular manifestations of neurofibromatosis include

1. Plexiform tumours of lids with Ptosis

2. Thickened corneal nerves

3. Pulsating proptosis (due to transmitted cerebral pulsations through the defects in the orbital walls)

4. Glioma of optic nerve

5. Congenital Glaucoma 
Tips

Mutation of the NF1 gene on chromosome 17 causes von Recklinghausen's disease. The NF1 gene is a tumor suppressor gene; it encodes a protein, neurofibromin, which modulates signal transduction through the ras GTPase pathway. Patients with NF1 are at increased risk of developing nervous system neoplasms, including plexiform neurofibromas, optic gliomas, ependymomas, meningiomas, astrocytomas, and pheochromocytomas. Neurofibromas may undergo secondary malignant degeneration and become sarcomas.
068.
A 24-year-old unmarried woman has multiple nodular, cystic, pustular and comadonic lesions on face, upper back and shoulders for 2 years.  The drug of choice for her treatment would be:


1.
Acitretin


2.
Isotretinoin


3.
Doxycycline


4.
Azithromycin

Answer

2.
Isotretinoin

Reference

Harrison 16th Edition Page 295
Katzung 9th Edition Page 1024
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Discussion

Treatment of acne vulgaris is directed toward elimination of comedones by normalization of follicular keratinization, decreasing sebaceous gland activity, decreasing the population of lipophilic bacteria and yeast, and decreasing inflammation. Acne vulgaris may be treated with either local or systemic medications. Minimal to moderate, pauci-inflammatory disease may respond adequately to local therapy alone. Although areas affected with acne should be kept clean, there is little evidence to suggest that removal of surface oils plays an important role in therapy. Overly vigorous scrubbing may aggravate acne due to mechanical rupture of comedones. Topical agents such as retinoic acid, benzoyl peroxide, or salicylic acid may alter the pattern of epidermal desquamation, preventing the formation of comedones and aiding in the resolution of preexisting cysts. Topical antibacterial agents such as benzoyl peroxide, azelaic acid, topical erythromycin (with or without zinc), clindamycin, or tetracycline are also useful adjuncts to therapy.

Patients with moderate to severe acne with a prominent inflammatory component will benefit from the addition of systemic therapy. Oral tetracyclines or erythromycin in doses of 250 to 1000 mg/d will decrease follicular colonization with some of the lipophilic organisms. They also appear to have an anti-inflammatory effect independent of their antibacterial effect. Female patients who do not respond to oral antibiotics may benefit from hormonal therapy. Women placed on oral contraceptives containing ethinyl estradiol and norgestimate have demonstrated improvement in their acne when compared to a placebo control.
Explanation

Severe nodulocystic acne not responsive to oral antibiotics, hormonal therapy, or topical therapy may be treated with the synthetic retinoid isotretinoin. 
Comments

Isotretinoin is used at doses of 0.5 to 2.0 mg/kg as a single daily dose for 15 to 20 weeks. 

Tips

The use of this drug is limited by its teratogenicity, and female patients must be screened for pregnancy prior to initiating therapy, maintain a method of birth control during therapy, and be screened for pregnancy during treatment. Patients receiving this medication develop extremely dry skin and cheilitis and must be followed for development of hypertriglyceridemia.

069.
A 45-year-old farmer has itchy erythematous papular lesions on face, neck, ‘V’ area of chest, dorsum of hands and forearms for 3 years.  The lesions are more severe in summers and improve by 75% in winters.  The most appropriate test to diagnose the condition would be:


1.
Skin biopsy


2.
Estimation of IgE levels in blood


3.
Patch test


4.
Intradermal prick test

Answer


3.
Patch test

Reference

Rook Textbook of Dermatology Chapter 20
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Discussion

In phytodermatitis, the pattern of dermatitis varies depending on the source. Typically, it involves the hands, forearms, face and genitals. Often it is acute and vesicular. Involvement of the eyelids is common.  Sometimes, the hands only are involved, with fissuring and hyperkeratosis of the fingertips and subungual hyperkeratosis (as with tulip bulbs, garlic, etc.). At other times the dermatitis may be of a volatile pattern and may present as a light-aggravated or 'exposed site' dermatitis (as with Compositae dermatitis). The principal types of phytodermatitis are:
1. irritant contact phytodermatitis-both chemical and physical
2. allergic contact phytodermatitis-both immediate and delayed;

3. phytophototoxic dermatitis;

4. pseudophytophotodermatitis, for example Ranunculaceae;

5. allergic contact phytodermatitis with secondary photo-sensitivity, for example Compositae, lichens, etc.

Explanation

The allergen may be localized anywhere in the plant, but usually the leaves are used for patch testing. Primin occurs in minute glandular hairs most closely set on the surface of small leaves A 1 cm piece of leaf can be used for patch testing, but false-negative reactions are common, and patch-test sensitization occurs in 0.8% of those tested. It is therefore preferable to test with a standardized extract of primin and Compositae. 
Comments

Active sensitization is uncommon when such extracts are used. The risk of patch-test sensitization from plants other than Primula and poison ivy has not yet been systemically studied.

Tips

The condition is more common in men. Broad spectrum photoprotection and light avoidance are beneficial.
