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CUES FOR ACUTE VS. CHRONIC

Acute – denoting disease or symptoms of abrupt onset or lasting a relatively short period of time.

Primary and Secondary Lesions
Symptoms
Vesicles, blisters, intense red
Intense itch


Chronic – density a disease of slow progress and persisting over a long period of time.

Primary and Secondary Lesions
Symptoms
Thickened skin, skin lines, accentuated (lichenified skin) excoriations, fissurings
Moderate to intense  rash


CUES EXANTHEM AND NON-EXANTHEM

Exanthems are characterized by an acute generalized eruption. The two most common presentations are erythematous macules and papules (morbiliform) and confluent blanching erythema (scarlatiniform). Accompanying signs may include pruritus, fever, eosinophilia and transient lymphadenopathy.


Non-exanthem – any disease not accompanied by skin eruptions.


ATOPIC DERMATITIS

Clinical Cues:

a.	Infantile
Characterized by weeping inflammatory patches and crusted plaques that occur on the face, neck, extensor surfaces and groin.
b.	Childhood and Adolescent
Marked dermatitis of flexural skin particularly in the antecubital and popliteal fossae.
c.	Adulthood
-	Adults affected with atopic dermatitis frequently have localized disease, manifesting as hand eczema or lichen simplex chronicus.
-	Pruritus is the prominent characteristic
-	Other cutaneous stigmata of atopic dermatitis are perioral pallor, an extra fold of skin beneath the lower eyelid (Dennies line), increased palmar markings and increased incidence of cutaneous infections particularly with staphylococcus aureus.
-	Atopic individuals often have dry, itchy skin, abnormalities in cutaneous vascular response and in some instances elevated levels of serum IgE.

Paraclinical Diagnostic Procedure:
-	Skin Test


TREATMENT:

Topical Therapy

1.	Topical steroids should be useful to treat dermatitis until the skin clears, then steroid application should be discontinued. Group V creams or ointments for red, scaling skin, Group I or II creams  or ointments for lichenified skin
2.	Parenteral steroids may be used for extensive flares prednisone
3.	Tar
Creams (e.g., Foto Tar)
Bath oil (e.g., Balnatar)
4.	Mosturizers should be applied after showers and after hand washing.
5.	Lipid-free lotion cleansers (e.g., Cetaphil)


ANTIBOTICS

Antibiotics may be prescribed to suppress staphylococcus aureus; they may be administered on a short or long-term basis.

Erythromycin 250 mg four times daily
	Cephalexin 250 mg four times daily
	Cefadoxil 500 mg twice daily
	Dicloxacillin 250 mg four times daily


ANTIHISTAMINES

Antihistamines control pruritus and induce sedation and sleep.

	Hydrixyzine
	Doxepin HCI cream 5%

Treating Severe Cases

1.	Corticosteroids
Oral  prednisone
Intramuscular triamcinolone

2.	 Hospitalization
Home hospitalization
Topical steroid and rest
Goeckerman regimen (tar plus UVB)

3.	PUVA


CONTACT DERMATITIS

Clinical Cues:
-	The clinical lesions of contact dermatitis may be acute (wet & edematous) or chronic (dry, thickened, scaly) depending on the persistence of the insult.
-	Irritant contact dermatitis (ICD) is generally strictly demarcated and often localized to areas of the thin skin (eyelids, intertriginous areas) or to areas where the irritant was occluded.
-	Lesions may range from minimal skin erythema to areas of marked edema, vesicles and ulcers.

Paraclinical Diagnostic Procedure:
	
	Patch Testing – indicated for cases in which inflammation persists despite avoidance and appropriate topical therapy.

Treatment:

	Treatment should be directed to avoidance of irritants and use of protective gloves or clothing and a high potency fluorinated topical glucocorticoid to relieve symptoms.


SCABIES

Clinical cues:
-	Intense itching that worsens at night after a hot shower
-	Burrows appear as dark wavy lines in the epidermis that measure 3-15 mm and end in a small pearly bleb.
-	Lesions develop on the volar wrists, between the fingers, on the elbows and on the penis.
-	Small papules and vesicles often accompanied by eczematous plaque, pustules or nodules are symmetrically distributed in the skin folds under the breasts and around the navel, axillae, belt line, buttocks, upper thigh and scrotum.

Paraclinical Diagnostic Procedure:

	A diagnostic of scabies should be considered in patients with pruritus and symmetric polymorphic skin lesions in characteristic locations particularly if there is a history of household contact.
	Biopsies or scrapings of papulovesicular lesions also may be diagnostic. In the absence of identifiable mites or mite products, the diagnosis is based on clinical presentation and history.

Treatment:

5% permethrin cream – applied thinly but thoroughly behind ears and from the neck down after bathing and is removed 8 hours later with soap and water.
 A single dose of ivermectin (200 ug/kg) effectively treats scabies in otherwise healthy persons. Patients with crusted scabies may require two or more dose of ivermectin.


PSORIASIS

Clinical cues:

-	Sharply demarcated, erythematous plaques with mica-like scale; predominantly elbows, knees and scalp; atypical forms may localized to intertriginous areas; eruptive forms may be associated with infection (Reiter’s syndrome)
-	Pink-red, silvery scale.


Paraclinical Diagnostic Procedure:	 

	Skin biopsy and the histologic features are acanthosis and vascular proliferation.

Treatment:

	The combination of the UV-A spectrum and either oral or topical psoralens (PUVA) is extremely effective for the treatment of psoriasis.



LEPROSY

Clinical cues:

-	First signs of leprosy are usually cutaneous. One or more hypopigmented or hyperpigmented macules or plaques may be seen.
-	Symptoms: nasal discharge, dysphagia, hoarseness, skin anesthesia.
-	Signs: nodules, papules and macules symmetrically distributed on forehead, cheeks and ears, generalized lymphadenopathy, persistent neuropathy, ulcerations and deformities..

Paraclinical Diagnostic

	The demonstration of an acid –fast bacilli in skin smears made by the scrapped-incision method is a strong evidence for leprosy, but in tubercoloid bacilli may not be demonstrable and a skin biopsy specimen from the affected area should be sent to a pathologist knowledgeable in leprosy. The histologic involvement of peripheral nerves is pathognomonic, even in the absence of bacilli.

Treatment:

	The management of leprosy involves a brand multidisciplinary approach including consultative services such as orthopedic surgery, ophthalmology and physical therapy in addition to antimicrobial therapy.

Dapsone – a fillet antagonist is the mainstay of therapy. The daily dose is 50 to 100 mg in adults.

Rifampin – the usual dosage is 600 mg/d therapeutic regimen of these drugs are adequate for pauciballary leprosy.



PEDICULOSIS

Clinical Use:
-	excoriations of pruritic lesions on the scalp, neck and shoulders lead to oozing, rusting , malting hair, bacterial infections and regional lymphadenopathy.

Paraclinical Diagnostic Procedure:

-	confirmed by finding of nits or adult lice on hairs  or in clothing.


Treatment:

-	1% permethrin cream rinse, which kills both lice and eggs and available without prescription.


SKIN CANCER

MELANOMA

Clinical Cues:

	There are 4 types of cutaneous melanoma:

Type

Site

Color





Lentigo maligna melanoma

Sun-exposed surfaces particularly  malar region of cheek and temple

In flat portions, shades of brown and tan predominant, but whitish gray occasionally  present; in nodules, shades of reddish brown, bluish gray, bluish black

Superficial spreading melanoma

Any site (more common on upper back and  in women on lower legs)

Shades  of brown mixed with bluish  black, reddish brown and often whitish pink and the border of lesion is at least in part visibly and or palpably elevated 

Nodular Melanoma

Any site

Reddish blue (purple) or bluish black; either uniform in color or mixed with brown or black.

Acral Lentiginous melanoma

Palm, sole, nail bed, mucous membrane

In flat portions, dark brown predominantly; in raised lesions (plaques) brown-black or blue-black  predominantly


Paraclinical Diagnostic Procedure:

Biopsy – the recommended techniques is a full thickness biopsy as that facilities pathologic assessment of the lesions, permits accurate measurement of thickness if the lesion is melanoma for large lesions or lesion or lesions on anatomic sites where excisional biopsy may not be feasible (such as the face. Hands of feet) an incisional biopsy through the most nodular or darkest area of the lesion is acceptable.

Treatment:

	For a newly diagnosed cutaneuos melanoma, wide surgical excision of the lesion with a margin of normal skin is necessary top remove all malignant cells and minimize local recurrence.


NON-MELANOMA

Clinical Cues:

	Nonmelanoma skin cancers are often asymptomatic but ulceration, bleeding or pain can occur.

Basal Cell Carcinoma

1.	noduloulcerative BCC

-	which begins as a small, pearly nodule, often with small telagiectatic vessels on its surface

2.	Superficial BBC
-	consists of one or several erythemaous scaling  plagues that slowly enlarge. Although they are commonly found on the trunk and extremities, the head and neck also can be affected.

3.	Morpheaform (fibrosing) BCC
-	manifests itself as a solitary, flat or slightly depressed, indurated, whitish or yellowish plague. Borders are typically indistinct, a feature associated with a greater potential for extensive sub-clinical spread.

Squamous Cell Carcinoma
	
	Appears as an ulcerated module or a superficial erosion on the skin or lower lip, but it may present as a verrucous papule or plague. Margins are may be ill-defined and fixation to underlying structures may occur. Cutaneous SSC may develop anywhere on the body but it usually arises on sun-damaged skin.
Paraclinical Diagnostic Procedure

	Biopsy – any suspicious lesions should be biopsied, evaluated by a specialist or recorded by chart and/or photography for follow-up.

Treatment:

	Basal Cell Carcinoma

The treatment modalities include electrodessication and curettage (ED & C), excision, cryosurgery, radiation therapy, Mohs micrographic surgery (MMS) and others. The mode of therapy chosen depends on tumor characteristics, on the age, medical status and preferences of the patient and on other factors.
	
ED & C remains the method most commonly employed by the dermatologists. This method is selected for low-risk tumor (e.g., a small primary tumor of a less aggressive subtype in a favorable location)

Excision, which offers the advantage of histologic control, is usually selected for more aggressive tumors or those in high-risk location, or in many instances, for aesthetic reasons.

	Squamous Cell Carcinoma

The therapy should be based on analysis of risk factors influencing the biologic behavior of the tumor. These include the size, location, and degree of histologic differentiation of the tumor and age and physical condition of the patient. Surgical excisions, MMS, and radiation are standard methods of treatment. Metastases are treated with lymph node dissection, irradiation or both. 


INDICATIONS FOR 
TOPICAL MEDICINES VS. OR ORAL MEDICINES 
AND CREAM VS. OINTMENT IN SKIN LESION
	
Topical Meds - Used for localized lesion.
Oral Meds – used for systemic lesion
Cream – used for wet lesion
Ointment – used for dry lesion		





PRESCRIPTIONS

1.	Cellulitis

Name:  Roland Poca Madrona	Age:  27     Sex: Male	      Date:  Nov. 5, 1999
Address:  Urgello St, Cebu City

Rx:
	Cephalexin 500 mg cap #40

Sig.  Take one cap every six hours for 10 days.

								RUBEN N. GADOR
								Lic. No. 0097-59
								S2


2.	Scabies.

Name:  Eden Aurora B. Opay	Age:  5     Sex:  Female	       Date:  Nov. 5, 1999
Address:  Urgello St, Cebu City

Rx:
	Permethrin 5% dermal cream 

Sig.  Single application to all skin surfaces below the neck and the face.

								RUBEN N. GADOR
								Lic. No. 0097-59
								S2



3.	Contact Dermatitis

Name:  Herbert F. Libres	Age:  33     Sex:  Male	       Date:  Nov. 5, 1999
Address:  Urgello St, Cebu City

Rx:
	Fluocinonide (Lidemol) cream 10 g

Sig.  Apply twice daily.

								RUBEN N. GADOR
								Lic. No. 0097-59
								S2
4.	Pimples

Name:  Lilibeth Macarine	Age:  25     Sex: Female	       Date:  Nov. 5, 1999
Address:  Urgello St, Cebu City

Rx:
	Tetracycline hydrochloride 500 mg cap # 28

Sig.  Take one capsule every twelve hours.

								RUBEN N. GADOR
								Lic. No. 0097-59
								S2




November 5, 1999


To: 	OBRIZ PAGLINAWAN, M.D.
	Department of Surgery

	Kindly  check-up my patient, Roland  Madrona, 46 y/o, and office worker due to  a soft tissue tumor located at his right  thigh with an approximate size of 4x4 cm., solid and fixed. The mass noted a year ago.

	I was thinking of liposarcoma. Referring for further management and possible surgical procedures.

	Thanks.


RUBEN N. GADOR, JR.
Department of Family Medicine	
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RUBEN N. GADOR, JR.
PBL – III
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