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Dermatology 7 Questions (058 to 064)

DERMATOLOGY

Question 58

Probably diagnosis for a male with patchy loss of scalp hair, eyebrows & beard with grey hair in few areas is... 

a. Alopecia aereata 

b. Anagen effluvium 

c. Telogen effluvium 

d. Androgenic alopecia 

Answer

a. Alopecia Areata

Reference : 

Rook’s Dermatology, Behl 10th Edition Page 421
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Alopecia areata (AA) accounts for about 2% of new dermatological outpatient attendances in the UK and the USA. It is not at present possible to attribute all or indeed any case of AA to a single cause. Among the many factors that appear to be implicated

Explanation

The characteristic initial lesion of AA is commonly a circumscribed, totally bald, smooth patch; it is often noticed by chance by a parent, hairdresser or friend. Exclamation-mark hairs may be present at its margin, where hairs that appear normal may also be very readily extracted

Subsequent progress is very varied; the initial patch may regrow within a few months, or further patches may appear after an interval of 3-6 weeks and then in a cyclical fashion. 
These intervals are of varying duration. A succession of discrete patches may rapidly become confluent by the diffuse loss of remaining hair.

In some cases, the initial hair loss is diffuse and total denudation of the scalp has been reported within 48h. However, diffuse hair loss may occur over part or the whole of the scalp without the development of bald areas

Regrowth is often at first fine and unpigmented, but usually the hairs gradually resume their normal calibre and colour. 

Comments

· Regrowth in one region of the scalp may occur while the alopecia is extending in others from an active progressing area. 

· The distal end of an exclamation-mark hair has a greater calibre than proximally

· The scalp is the first affected site in over 60% of cases. In dark-haired men, patches in the beard are conspicuous and in such individuals are often the first to be noticed. The eyebrows and eyelashes are lost in many cases of AA and may be the only sites affected. The term alopecia totalis is applied to total or almost total loss of scalp hair and alopecia universalis is the loss of all body hair.

Tips

· The extension of alopecia along the scalp margin is known as ophiasis

· Alopecia strictly confined to one-half of the body has been reported after a head injury

· Klingmüller showed that white hairs were spared initially by the disease process. Patients with sudden diffuse onset of AA would appear to 'go white' over the course of a few days

Question 59

DOC for pregnant woman in 2nd trimester with pustular psoriasis 

a. Prednisolone 

b. Dapsone 

c. Acitretin 

d. Methotrexate 

Answer

a. Prednisolone

Reference : 

Rook 6th Edition Chapter 35

QTDF

Rook

Quality

Reader

Status

Repeat

Discussion

Cytotoxic drugs, etretinate and PUVA cannot be used in GPP of pregnancy unless termination has become inevitable. Fulminating disease in pregnancy is best treated with prednisolone, the drug which carries the least hazard for the fetus, but methotrexate, retinoids, PUVA or combination therapy may be needed after delivery to allow weaning off the steroid.

Explanation

Self Explanatory : Based on Rook’s Text Book of dermatology

Comments

I have based my answer on the basis of Rook’s Text book of Surgery. 

Any doubting Thomas who wants to Rook to see the answer for himself/ herself, can use the following guide to reach the correct page

Psoriasis ( Pustular forms of Psoriasis ( Generalised Pustular Psoriasis ( Localised forms of GPP ( Management( Systemic Therapy

Tips

This was the question asked in AIPG 2005 

The only definite indication for giving systemic corticosteroids in pustular psoriasis is:

1.
Psoriatic erythroderma with pregnancy.

2.
Psoriasis in a patient with alcoholic cirrhosis.

3.
Moderate arthritis.

4.
Extensive lesions.

Question 60

A 40 year old female developed persistent oral ulcers followed by multiple flaccid bullae on trunk and extremities. Direct examination of a skin biopsy immunofluorescence showed intercellular igG deposits in the epidermis and suprabasal split with acantholytic cells. The probable diagnosis is 

a. Pemphigus vulgaris  

b. Pemphigoid.

c. Erythema multiforme.

d. Dermatitis hepetiformis 

Answer

a. Pemphigus vulgaris.
Reference

Harrison Table 58-1.  Immunologically Mediated Blistering Diseases 
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Pemphigus Vulgairs 

1. is an Auto Immune Mediated blistering skin disease(other immune mediated blistering skin diseases are Pemphigus Foliaceus, Bullous Pemphigoid, Cicatrical Pemphigoid, Dermatitis Herpetiformis, Epidermolysis Bullosa Acquista and Linera IgA disease)

2. HLA-DR4 and DRW6

3. Acantholyssis and Intraepidermal L\Blisters are haracteristic features

4. Acantholytic cells are Round cells with hyperchromatic nucleus and Perinuclear Halo

5. Nikolsky’s Sign is seen(Other diseases with Nikolsky’s Sign are Pemphigus, Pophyria, Steven Johnson’s Toxic Epidermal Necrolysis, Staphylococcal Scalded Skin Syndrome) Nikolsky’s Sign is negative in Pemphigoid

6. Tzanck’s Test is used.

7. Tzanck’s Cell is Keratinocyte

8. IgG antibodies are seen

9. Row of Tombstones appearance is present in Pemphigus Vulgaris

Explanation

1.
Pemphigus vulgaris presents with Acantholysis and Intraepidermal Bullae.

2.
Pemphigoid presents with subepidermal bullae IgG Antobodies are present against Basement Membrane and usually affect the elderly in 60 - 80 years and Mucosal Involvement is rare. There is no statistical association with internal malignancy and HLA and Direct Immunonoflourescence reveals IgG and C3 deposits .

3.
Erythema multiforme is usually due to Viral(Herpes) or other Bacteria and Fungus. Lesions come in crops and last for 2 ot3 weeks,and commonly affect the face, dorsal surface of hand and feet and ecxtensor sirface of forearm and legs, palms and soles. Target Lesions (Bullet's Eye lesions) are specific and they consist of 3 conventric zones of color changes and are mostly found acrally on the hand and feet in Erythema Multiformae Minor

4.
Dermatitis herpetiformis presents as Intensely priiritic, chronic, papulovesicular lesions that are symmetrically distributed over extensor surfaces. Associate with gluten sensitive Enteropathy. More than 90 % express HLA B8 HLA DRW3 and HLA DQW2. Subepidermal Blisters with Neutrophils ar seen and Granular IgA deposits are seen in the dermal papillae. The IgA antibodies are against Gliadin. Treatmetn is with Dapsone and if the patient cannot tolerate Dapsone, Sulphapyridine is substituted. Diet should exclude Gluten which is present in Barley, Rye and Wheat. Oats are tolerated and Gluten is not seen in Rice

Comments

Though Dermatology is a bigggggggg topic, the questions that are usually asked can be answered with minimal knowledge from SARP, PARAS and Sure Success in PG. 

Tips

· PemphiguS has Superficial (Intra epidermal) blisters

· PemphigoiD has Deep (Sub Epidermal) blisters

· And among Pemphigus

· P.Erythematosus and P.Foliaceous show intraepidermal Acantholytic Split in Stratum Granulosum (Pnemonic EFG)and 

· P.Vulgaris and P.Vegetans show Intraepidermal Acantholytic split in between the Basal layer and the Prickle cell layer

· The Nikolsky sign is positive in pemphigus and more rarely toxic epidermal necrolysis.

· Pemphigus Vulgaris is due to autoimmunity directed against Cadherin

· Pemphigus Foliaceus is due to autoimmunity directed against Desmoglein and this Drug induced Pemphigus is seen after administration of Penicillamine and Captopril
· Pemphigus Vegitans is the least common
· Let us see the differences between Pemphigus and Phempigoid

	Features
	Pemphigus
	Pemphigoid

	Age
	40-60
	60-80

	HPE-Row of Tombstones
	Present
	Absent

	Nikolsky’s Sign
	Present
	Absent

	Bulla Location
	Intraepidermal
	Sub Epidermal

	Bulla Features
	Flacced
	Tense

	Mucosa (eg Oral )
	Involved
	Not involved

	Acantholysis
	Present
	Absent


Question 61

Dharmendra & Jopling's classifications deal with

a. TB

b. Leprosy

c. Syphilis

d. Polio

Answer

b. Leprosy

Reference:

Park 18th edition Page 256, 257

Behl, 10th Edition Page 224
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Ridley-Joplin Classification of leprosy
Depending upon the immunological resistance of persons to Mycobacterium leprae, leprosy can present with different clinical signs. The resistance of individuals varies from very strong to nil, with all possible grades in between.

Thus leprosy can be 
ecognized
ed by high resistance & low number of bacilli (tuberculoid leprosy) or it can be 
ecognized
ed by very low resistance and high number of bacilli (lepromatous leprosy). Between these two ends of the spectrum, there is decrease in resistance and increase in number of bacilli in the body giving rise to borderline tuberculoid, borderline and borderline lepromatous kinds of leprosy. This classification was proposed by Ridley and Joplin.

[image: image1.png]INDETERMINATE

THE SPECTRUM OF LEPROSY.
(Ridley-Jopling Classification)




In addition, an early stage of disease, indeterminate leprosy’ is 
ecognized that can be self-healing or may develop any of the above-mentioned forms.

Explanation 

Self Explanatory

Comments

Dharmendra’s Scale and Ridley’s scale are used for grading of Bacterial Index

Tips

Fernandez reaction is delayed-type hypersensitivity reaction to Dharmendra antigen in LEPROSY.

Question 62

Drug of Choice for Type 2 Lepra reaction is

a. Thalidomide

b. Steroids

c. Clofazamine

d. Rifampicin

Answer

Harrison 16th Edition Page 971
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LL and BL patients may develop type 2 lepra reactions (ENL), while BL patients (but not LL patients) can have type 1 lepra reactions.

Explanation

· In Type 2 lepra reactions, treatment must be individualized. 

· If ENL is mild (i.e., without fever or other organ involvement, with occasional crops of only a few skin papules), it may be treated with antipyretics alone. 

· However, in cases with many skin lesions, fever, malaise, and other tissue involvement, brief courses (1 to 2 weeks) of glucocorticoids (initially 40 to 60 mg/d) are often effective. With or without therapy, individual inflamed papules last for 1 week. Successful therapy is defined by the cessation of skin lesion development and the disappearance of other systemic signs and symptoms. 

· If, despite two courses of glucocorticoid therapy, ENL appears to be recurring and persisting, treatment with thalidomide (100 to 300 mg nightly) should be initiated, with the dose depending on the initial severity of the reaction. 

· Because even a single dose of thalidomide administered early in pregnancy may result in severe birth defects, including phocomelia, the use of this drug in the United States for the treatment of fertile females is tightly regulated and requires informed consent, prior pregnancy testing, and maintenance of birth control measures. 

· Although the mechanism of thalidomide's dramatic action against ENL is not entirely clear, the drug's efficacy is probably attributable to its reduction of TNF levels and IgM synthesis and its slowing of polymorphonuclear leukocyte migration. After the reaction is controlled, lower doses of thalidomide (50 to 200 mg nightly) are effective in preventing relapses of ENL. 

· Clofazimine in high doses (300 mg nightly) has some efficacy against ENL, but its use permits only a modest reduction of the glucocorticoid dose necessary for ENL control

Comments

· Type 1 lepra reactions are best treated with glucocorticoids (e.g., prednisone, initially at doses of 40 to 60 mg/d). 

· As the inflammation subsides, the glucocorticoid dose can be tapered, but steroid therapy must be continued for at least 3 months lest recurrence supervene. 

· Because of the myriad toxicities of prolonged glucocorticoid therapy, the indications for its initiation are strictly limited to lesions whose intense inflammation poses a threat of ulceration; lesions at cosmetically important sites, such as the face; and the presence of neuritis. 

· Mild to moderate lepra reactions that do not meet these criteria should be tolerated and glucocorticoid treatment withheld. 

· Thalidomide is ineffective against type 1 lepra reactions; clofazimine (200 to 300 mg/d) is of questionable benefit but in any event is far less efficacious than glucocorticoids

Tips

Lucio's leprosy is an acute form occurring in pure diffuse lepromatous leprosy presenting irregularly shaped, intensely erythematous, tender plaques, especially of the legs, with tendency to ulceration and scarring.

Question 63

Drug of choice for Tertiary Syphilis

a. Procaine penicillin

b. Penicillin G

c. Benzathine Penicillin

d. Oral Penicillin

Answer

a. Procain Penicillin

Reference; 

Harrison 16th Edition Table 153-3, Page 983
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	Treatment of Syphilis

	Stage of Syphilis
	Patients without

Penicillin Allergy
	Patients with Confirmed

Penicillin Allergy 

	Primary, secondary, or early latent
	Penicillin G benzathine (single dose of 2.4 million units IM, 1.2  million units in each buttock)
	Tetracycline hydrochloride (500 mg PO qid) or doxycycline (100 mg PO bid) for 2 weeks

	Late latent (or latent of uncertain duration), cardiovascular, or benign tertiary
	Lumbar puncture

CSF normal: Penicillin G benzathine (2.4 million units IM  weekly for 3 weeks)

CSF abnormal: Treat as neurosyphilis
	Lumbar puncture

CSF normal: Tetracycline hydrochloride (500 mg PO qid) or doxycycline (100 mg PO bid) for 4 weeks

CSF abnormal: Treat as neurosyphilis

	Neurosyphilis (asymptomatic or symptomatic)
	Aqueous penicillin G (18-24 million units/d IV, given in divided doses every 4 h) for 10-14 days

or
Aqueous penicillin G procaine (2.4 million units/d IM) plus oral probenecid (500 mg qid), both for 10-14 days
	Desensitization and treatment with penicillin if allergy is confirmed by skin testing

	Syphilis in pregnancy
	According to stage
	Desensitization and treatment with penicillin if allergy is confirmed by skin testing


Explanation

Self Explanatory

Comments

· Penicillin is the DOC for Fetal Theraphy of syphilis (Nelson Table 81-5)

· The signs and symptoms of syphilis are numerous; before the advent of serological testing, precise diagnosis was very difficult. In fact, the disease was dubbed the "Great Imitator" because it was often confused with other diseases, particularly in its tertiary stage.

· The name "syphilis" was coined by the Italian physician and poet Girolamo Fracastoro in his epic noted poem, written in Latin, entitled Syphilis sive morbus gallicus (Latin for "Syphilis or The French Disease") in 1530. The protagonist of the poem is a shepherd named Syphilus (perhaps a variant spelling of Sipylus, a character in Ovid's Metamorphoses). Syphilus is presented as the first man to contract the disease, sent by the god Apollo as punishment for the defiance that Syphilus and his followers had shown him. From this character Fracastoro derived a new name for the disease, which he also used in his medical text De Contagionibus ("On Contagious Diseases").

Tips

· Until that time, as Fracastoro notes, syphilis had been called the 

· “French disease” in Italy 

· “French disease” in Germany, and 

· “Italian disease” in France. 

· “Spanish disease” in Dutch  

· “Polish disease” in the Russia

· “Christian disease” or "Frank disease" (frengi) in Turkey

·  "British disease" by the Tahitians 

· These 'national' names are due to the disease often being present among invading armies or sea crews, due to their high amount of unprotected sexual contacts with prostitutes. It's interesting to notice how the invaders named it after the invaded country and vice versa. 

· It was also called "Great pox" in the 16th century to distinguish it from smallpox. In its early stages, the Great pox produced a rash similar to smallpox (also known as variola). However, the name is misleading, as smallpox was a far more deadly disease. The terms "Lues" (or Lues venerea, Latin for "venereal plague") and "Cupid's disease" have also been used to refer to syphilis. In Scotland, Syphilis was referred to as the Grandgore. It was also called The Black Lion.

Question 64

A Male Heterosexual, presenting with non indurated painful ulcers with undermined edges and enlarged lymph nodes probably suffers from  

a. Herpes genitalis.

b. Aphthous ulcer.

c. Syphilis.

d. Chancroid.

Answer

Chancroid

Reference

Harrison 16th Edition Pages 772, 773, 866 Table 115-7 and 115-8
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Haemophilus ducreyi is the etiologic agent of chancroid, a sexually transmitted disease characterized by genital ulceration and inguinal adenitis. In addition to being a cause of morbidity in itself, chancroid is associated with infection with HIV because of the role of genital ulceration in the transmission of HIV

Infection is acquired as the result of a break in the epithelium during sexual contact with an infected individual. After an incubation period of 4 to 7 days, the initial lesion - a papule with surrounding erythema - appears. In 2 to 3 days, the papule evolves into a pustule, which spontaneously ruptures and forms a sharply circumscribed ulcer that is generally not indurated. The ulcers are painful and bleed easily; little or no inflammation of the surrounding skin is evident. Approximately half of patients develop enlarged, tender inguinal lymph nodes, which frequently become fluctuant and spontaneously rupture.

Explanation

Self Explanatory

Comments

The presentation of chancroid does not usually include all of the typical clinical features and is sometimes atypical. Multiple ulcers can coalesce to form giant ulcers. Ulcers can appear and then resolve, with inguinal adenitis and suppuration following 1 to 3 weeks later; this clinical picture can be confused with that of lymphogranuloma venereum. 

Multiple small ulcers can resemble folliculitis. Other differential diagnostic considerations include the various infections causing genital ulceration, such as primary syphilis, condyloma latum of secondary syphilis, genital herpes, and donovanosis. In rare cases chancroid lesions become secondarily infected with bacteria; the result is extensive inflammation.

Tips

· Be Careful when the choices have LGV and Chanchroid together

	Disease
	%

	Herpes
	62 &

	Chanchroid
	12 to 20 %

	Syphilis
	13 %

	LGV and

Granuloma Inguinale
	


· Herpes Ulcers are painful, vesicular, multiple and are associated with firm tender lymphadenopathy

· Donovanosis is caused by Calymmatobacterium granulomatis, an 

· intracellular, 

· gram-negative, 

· pleomorphic, 

· encapsulated (when mature) bacterium 

· measuring 1.5 by 0.7 um. 

