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Preface

Purpose

Current Medical Diagnogs and Treatment (CMDT) isthe
leading interna medicine textbook known for its com-
prehensve coverage of current inpatient and outpatient
care with diagnogtic tools relevant to day-to-day practice.
Facilitating itsusefulness, thisCMDT Sudy Guide, second
edition, directsreadersthrough a case analysis of 80 of the
most common topics in interna medicine. T e CMDT
Sudy Guide provides a comprehendve and clearly orga
nized synopss of each medical topic that helpsthe reader
review and study for avariety of examinations, such asthe
medicine clerksnip shef exam, USMLE Sep 2 examina
tions, ABIM internal medicine boards, and recertification
examinations. As such it will be very useful to medical,
nursing (Adult and Family NursePractitioner Certification
Exam), pharmacy, and other health professonal students,
Physcian Assstant Nationa Certifying Exam (PANCE),
to house officers, and to practicing physcians. T e CMDT
Sudy Guideisengaging and patient-centered snce each of
the 80 topics begins with presentation of atypical patient
to help thereader think in a sep-wise fashion through the
various clinical problem-solving aspects of the case. For
each topic, the CMDT Sudy Guide provides PubMed’s
references to the most current and pertinent MEDLINE
articlesfor that topic. Each reference providesPMID num-
bersto facilitateretrieval of therelevant articles.

Outstanding Features

* Eighty common internal medicine topics useful to
learners and practitioners for patient care and to pre-
pare for examinations

* Material drawn from theexpert source, Current Medical
Diagnogs and Treatment 2016, including tables about
laboratory tests and treatments

* In-depth, congstent, and readable format organized
In away that allows for quick study and easy access to
Information

* Emphasis on a standard approach to clinical problem-
solving with Learning Objectives, Sient Features,
Symptoms and Sgns, Treatment, Outcomes, When to
Refer and When to Admit, and References

* Medical and nursang students, physician's assstants,
nurse practitioners, house officers, and practicing phy-
scianswill find the clear organization and current liter-
ature references useful in devising proper management
for patientswith these conditions

Organization

T e CMDT Sudy Guide provides comprehensve yet
succinct information. Each CMDT Sudy Guide topic
beginswith a patient presentation, followed by Learning
Objectives and 9 Questions to help the learner work
through the topic in the context of the patient presented.
Answers to the 9 questions are organized as Sient
Features, How to T ink T rough the Problem, Key
Features (which contain Essentials of Diagnosis, General
Congderations, and Demographics), Symptoms and
dgns, Dif erential Diagnosis, Laboratory, Imaging, and
Procedural Findings, Treatments, Outcomes, and When
to Refer and When to Admit. References are then pro-
vided that contain current literature citations complete
with PubMed (PMID) numbers. T e CMDT Sudy Guide
Isacomplete source of patient care information for these
80 most common clinical problems! T e 80 topicsin the
CMDT Sudy Guide were selected as the core topics for
the learner because of their importance to the field of
Internal medicine.

T e CMDT Sudy Guide follows the organization
of Quick Medical Diagnods and Treatment (QMDT)
(or Quick Dx & Rx a www.accessmedicinemhmedical.
com) and theQMDT App, and isdivided into 11 sections:
* &in Disorders
* Pulmonary/Ear, Nose, & T roat Disorders
* Heart/Hypertension/Lipid Disorders
* Hematologic Disorders
* Gagtrointestinal/Liver/Pancreas Disorders
* Gynecologic/Urologic Disorders
* Musculoskeletal Disorders
* Kidney/Electrolyte Disorders
* Nervous System/Psychiatric Disorders
* Endocrine/Metabolic Disorders
* Infectious Disorders
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Intended Audience

Medical gudentson their interna medicine clerkship will
find this Sudy Guide a useful aid asthey care for patients
with these common medica problems. T e Sudy Guide
will assst medical sudents, PA sudents, and NP students
taking their interna medicinerotation and house officers
to review the coretopics asthey prepare for sandardized
examinations. Practicing physicians, physcian assstants
and nursepractitionerswill amilarly indtheCMDT Sudy
Guide useful in order to stay current in clinical problem-
solving, while providing a concise summary of relevant
diagnogtic laboratory, microbiologic, and imaging studies
and treatments, and recent relevant publications.
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We thank our Current Medical Diagnogs and Treatment

authorsfor their contributionsto it and we are grateful to

the many students, residents, and practitionerswho have
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will sharewith usyour commentsabout the CMDT Sudy
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GeneR. Quinn, MD, MS
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Atopic Dermatitis

A 30-year-old woman presentsto her primary care clinician with

an itchy rash on her hands, wrists, and arms. She states she has had
similar rashes before, which had gone away with over-the-counter
hydrocortisone cream, the first episode occurring when she was very
young. Her past medical history includes asthma. She takesloratadine
occasionally for allergic rhinitis. Physical examination reveals plagueson
the hands, wrists, and antecubital folds, which are mildly exudative and
without scale. Laboratory testing shows eosinophiliaon acomplete blood
count with differential and an elevated serum immunoglobulin E(IgE)
level.

LEARNING OBJECTIVES

» Learn the clinical manifestations and objective f ndings of atopic dermatitis, and the
f ndingsthat distinguisn it from other skin conditions

» Undersgand the associated diseasesthat predigpose to atopic dermatitis

» Know thedifferential diagnosis of atopic dermatitis

» Learn thetreatmentsfor each clinical pattern of atopic dermatitis

» Know which patientsarelikely to haverecurrent atopic dermatitisand how to prevent flares

QU ESTIONS
1. What arethe salient features of this patient’s problem?
2. How do you think through her problem?

3. What arethe key features, including essentials of diagnosis and general consderations,
of atopic dermatitis?

. What arethe symptomsand signs of atopic dermatitis?
. What isthe differential diagnosis of atopic dermatitis?
. What arethelaboratory f ndingsin atopic dermatitis?

. What arethetreatmentsfor atopic dermatitis?

. What are the outcomes, including complications, prognoss, and prevention, of atopic
dermatitis?

. When should patientswith atopic dermatitisbereferred to aspecialist?

0O N O O~
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CHAPTER1 « ATOPIC DERMATITIS

ANSWERS

1. Salient Features

Pruritic rash in digtribution of hands, wrists, antecubital folds, amilar symptoms starting
In childhood; personal history of atopic conditions (asthma, alergic rhinitis); plagueswith
exudates and without scale; eosnophilia; and eevated serum IgE levels

2. How to Think Through

It is important to think broadly about possible causes of rash in this patient, despite her
strong atopic history. Might this be seborrheic dermatitis? (Seborrheic dermatitistypically
looks like greasy, scaly lesons on the central face and scalp.) A fungal infection? (Prior
samilar manifestations have resolved with topical corticosteroid treatment, making this
unlikely.) Psoriass? (T e digribution and absence of slvery scale makes this unlikely.)
Contact dermatitis?(T isisareasonableconsderation. Contact dermatitiscan beindistin-
guishable from atopic dermatitis, and in this case, the rash issmilarly conf ned to exposed
areas of the body.) What would raise your suspicion for contact dermatitis? (A history of
new potential allergen or irritant exposure.)

After consdering the above, a diagnosis of atopic dermatitis is most likely, given
the prior atopy (asthma and allergic rhinitis), the recurrence of smilar symptoms since
childhood, the eosinophilia, and elevated IgE. How should she be treated? (Mid-potency
topical corticosteroidstwicedaily with subsequent tapering to low-potency corticosteroids,
and with emollient aoplied frequently. T ispatient’s presentation isunlikely to requireoral
corticosteroid treatment. An oral antihistaminefor itching may be helpful.) How would you
counsd this patient to prevent future flares? (Avoid excessve bathing and hand washing.
Use mild sogps. Apply emollient after washing. Trim f ngernails and wrap affected areas at
night to prevent scratching.)

3. Key Features

Essentials of Diagnosis

* Pruritic, exudative, or lichenif ed eruption on face, neck, upper trunk, wrists, hands, and
antecubital and popliteal folds

* Personal or family history of alergiesor asshma

* Tendency to recur

* Onset in childhood in most patients,; onset after age 30 isvery uncommon

General Considerations
* Also known as eczema
* Looksdifferent at different agesand in people of different races
* Diagnogtic criteriainclude
— Pruritus
— Typica morphology and distribution (flexural lichenif cation, hand eczema, nipple
eczema, and eydid eczemain adults)
— Onset in childhood
— Chronicity
* Also diagnosticaly helpful are
— Personal higtory of asthmaor alergicrhinitis
— Family history of atopic disease (asthma, alergic rhinitis, atopic dermatitis)
— Xerogsichthyoss
— Facial pallor with infraorbital darkening
— Elevated serum IgE
— Repeated skin infections

n
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4. Symptomsand Signs

* [tching may be severe and prolonged

* Rough, red plagues usually without the thick scale and discrete demarcation of psoriasis
affect the face, neck, and upper trunk; may be pruritic or exudative

* Flexural surfaces of elbowsand knees are often involved

* In chronic cases, the skin isdry, leathery, and lichenif ed

* In black patientswith severe disease, pigmentation may belost in lichenif ed areas

* During acute flares, widespread redness with weeping, ether diffusdy or in discrete

plagues

5. Differential Diagnosis

* Seborrheic dermatitis

* Impetigo

* Secondary staphylococcal infections

* Psoriasis

* Lichen smplex chronicus (circumscribed neurodermatitis)

6. Laboratory Hndings

Laboratory Tests
* Eosnophiliaand increased serum IgE levels may be present

/. Treatments

Medications
Local Treatments
* Corticosteroids
— For treatment of lesons on the body (excluding genitalia, axillary or crural folds),
begin with triamcinolone 0.1% ointment or a stronger corticosteroid, then taper
to hydrocortisone 1% ointment or another dightly stronger mild corticosteroid
(alclometasone 0.05% or desonide 0.05% ointment)
— Apply sparingly once or twice daily
— Taper off corticosteroids and substitute emollientsasthe dermatitis clearsto avoid the
sde effects of corticosteroids and rebound
* Tacrolimus and pimecrolimus
— Do not gppear to cause corticosteroid side effects
— Safe on the face and eydlids
— Use sparingly and for asbrief atime aspossible
— Avoid in patients at high risk for lymphoma (ie, those with HIV, iatrogenic immuno-
suppression, prior lymphoma)
— Tacrolimus 0.03% and 0.1% ointment aoplied twice daily
Eftective asaf rg-line steroid-sparing agent
Burning on application occurs in about half but may resolve with continued
treatment
— Pimecrolimus 1% cream applied twice daily issmilar but burnsless

Systemicand Adjuvant T erapies
* Prednisone
— Sart a 40to 60 mg orally daily
— Taper to nil over 210 4 weeks
— Use aslong-term maintenance therapy isnot recommended
* Bedtime doses of hydroxyzine, diphenhydramine, or doxepin may be hepful via ther
sedative propertiesin reducing perceived pruritus
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* Antistaphylococcal antibiotics
— Should only be used if indicated by bacterial culture
— First-generation cephalosporins may be hepful
— Doxycycline, if methicillin-resistant Saphylococcusaureusis suspected
* Phototherapy
* Oral cyclosporine, mycophenolate mofetil, methotrexate, interferon gamma, dupilumab,
or azathioprine may be used for the most severe and recalcitrant cases

Treatment by Pattern and Sage of Dermatitis
* Acute weeping lesons
— Saphylococcal or herpetic superinfection should be excluded
— Use saline or auminum subacetate solution (Domeboro tablets) or colloidal oatmeal
(Aveeno) as soothing or wet dressings or astringent soaks for 10 to 30 minutestwo to
four timesaday
* Lesonson the extremities may be bandaged for protection at night
— Use high-potency corticosteroids after soaking but spare the face and body folds
— Tacrolimus may not be tolerated; systemic corticosteroids are last resort
* Qubacute or scaly lesons (lesonsaredry but till red and pruritic)
— Mid- to high-potency corticosteroids
In ointment form if tolerated—creams, if not
Should be continued until scaling and elevated skin lesonsare cleared and itchingis
decreased
T en, begin a2- to 4-week taper with topical corticosteroids
* Chronic, dry lichenif ed lesions (thickened and usually well demarcated)
— High-potency to ultrahigh-potency corticosteroid ointments
— Nightly occlusion for 2 to 6 weeks may enhancetheinitial response
— Occasionally, adding tar preparations such as liquor carbonis detergens 10% in
Aquaphor or 2% crude coal tar may be benef cial
* Maintenancetreatment
— Congtant application of effective moisturizersisrecommended to prevent flares
— In patients with moderate disease, topical anti-inflammatory agents can be used on
weekends only or threetimesweekly to prevent flares

8. Outcomes

Complications
* Treatment complications
— Monitor for skin atrophy
— Eczemaherpeticum, ageneralized herpessmplex infection manifested by monomorphic
vedcles, crusts, or scalloped erosons superimposed on atopic dermatitis or other
extensve eczematous processes
* 9mallpox vaccination is absolutely contraindicated in patientswith atopic dermatitisor a
history thereof because of therisk of eczema vaccinatum

Prognosis

* Runsachronic or intermittent course

* Aftected adults may have only hand dermatitis

* Poor prognostic factors for perssence into adulthood: onset early in childhood, early
generalized disease, and asthma; only 40%to 60% of these patientshavelasting remissons

Prevention

* Avoid thingsthat dry or irritate the skin: low humidity and dry air

* Other triggers. sweating, overbathing, animal danders, scratchy fabrics

* Do not bathe more than once daily and use soap only on armpits, groin, and feet

* After rinang, pat the skin dry (not rub) and then, before it dries completely, cover with a
thin f Im of emollient such as Aquaphor, Eucerin, petrolatum, Vanicream
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9. When to Refer

*° |If there Is a question about the diagnosis, recommended therapy is ineftective, or
pecialized treatment isnecessary

SUGGESTED REFERENCES
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Contact Dermatitis

A 30-year-old woman presentsto the clinic complaining that she has“an
itchy rash all over the place” She noticed that her legsbecame red, itchy,
and blistered about 2 days after she had been hiking in a heavily wooded
area. e saysthat scratching broke the blistersand afterward the rash
became much worse and spread all over. She is convinced that the rash
could not be poison ivy because once before she was exposed to that
plant and did not develop arash. On examination, there are erythematous
vesiclesand bullae in linear streaks on both of her legs. Some areas are
weepy, with ayellowish crust. There are ill-defined erythematous plagues
studded with papulovesicleson the trunk and arms.

LEARNING OBJECTIVES

» Learn theclinical manifestationsand morphologic type of eruption in contact dermatitis
» Undergand thefactorsthat predisposeto contact dermatitis

» Know thedif erential diagnosis of contact dermatitis

» Learn thetreatmentsfor contact dermatitisby its severity

» Understand how to prevent contact dermatitis from recurring

QUESTIONS

1.
. How do you think through her problem?

w N
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What arethe salient features of this patient’s problem?

What are the key features, including essentials of diagnosis and general consderations,
of contact dermatitis?

. What arethe symptomsand signs of contact dermatitis?

What isthedif erential diagnosis of contact dermatitis?

. What arethelaboratory and procedural findingsin contact dermatitis?

What arethetreatments for contact dermatitis?

. What are the outcomes, including prognosis and prevention, of contact dermatitis?

When should patientswith contact dermatitisbereferred to agpecialist?
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ANSWERS

1. Salient Features

Itchy erythematous rash; history of pre-eruption exposureto the outdoors, previousinitial
exposureto same antigen; weeping, vesicles, and bullaein allergic type

2. How to Think Through

T Ispaient’srash issevere, so it isimportant to think broadly about other causes besides
those linked to the outdoor exposure. No symptoms or sgns of systemic illness are
mentioned, but acompletereview of sysemsand physical examination (with vital signs) are
essential. Could this be atopic dermatitis? (Unlikely—there is no history of atopy or prior
samilar symptoms.) Might thisbe seborrheic dermatitis? (No, sinceit typically involvesthe
face and scalp.) A fungal infection? (T e paceistoo rapid and the rash is more consstent
with dermatitis). Scabies? (No, due to the rapid pace and lack of focus in intertriginous
areas.) Could thisbeimpetigo?(Yes, careful examination iswarranted to excludeimpetigo.)
What features of this case provide the strongest evidence for contact dermatitis? (Sreaked
appearance, a pattern confined to exposed areas of the body, recent possible exposure to
poison ivy with prior contact with thisantigen.) What arethetwo classesof causative agents
In contact dermatitis?(Irritantsand antigens.) What are common irritants or antigens?
How should she be treated—topically or systemically? (T e weeping and bullae
suggest that she may need systemic corticosteroids.) What complications may develop?
(Quperinfection, especially with Sreptococcus spp and Saphylococcus aureus)

3. Key Features

Essentials of Diagnosis

* Erythema and edema, with pruritus, often followed by vesicles and bullae in an area of
contact with asuspected agent

* Later, weeping, crusting, or secondary infection

* A higtory of previousreaction to suspected contactant

* Patch test with agent positive

General Considerations
* An acute or chronic dermatitis that results from direct skin contact with chemicals or
allergens
* Irritant contact dermatitis
— Eighty percent of cases are due to excessive exposureto or additive ef ectsof universal
Irritants such as sogps, detergents, or organic solvents
— Appearsred and scaly but not vesicular
* Allergic contact dermatitis
— Most common causes are poison vy, oak, or sumac; topically applied antimicrobials
(especially bacitracin and neomycin), anesthetics (benzocaine); haircare products,
preservatives, jewdry (nickd); rubber; essential oils; propolis (from bees); vitamin E;
and adhesivetape
— Occupational exposureisan important cause
* Weeping and crusting are typically dueto allergic and not irritant dermatitis

4. Symptomsand Signs

* T eacutephaseischaracterized by tiny vesclesand weepy and crusted lesons

* Resolving or chronic contact dermatitis presents with scaling, erythema, and possbly
thickened skin; itching, burning, and stinging may be severe

* T elesons, digributed on exposed parts or in bizarre asymmetric patterns, consst of
erythematous macules, papules, and vesicles

* T eadf ected areaisoften hot and swollen, with exudation and crusting, smulating and, at
times, complicated by infection
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* T epattern of the eruption may be diagnostic (eg, typical linear streaked vesicles on the
extremitiesin poison oak or ivy dermatitis)
* T elocation will often suggest the cause
— Scalp involvement suggests hair dyes or shampoos
— Face involvement, creams, cosmetics, soaps, shaving materials, nall polish; neck
Involvement, jewelry, hair dyes

5. Differential Diagnosis

* Impetigo

* Cdlulitis

* Scabies

* Dermatophytid reaction (allergy or sengtivity to fung)

* Atopic dermatitis

* Pompholyx

* Asymmetric distribution, blotchy erythema around the face, linear lesons, and ahistory
of exposure help distinguish contact dermatitis from other skin lesons

* T emost commonly confused diagnosisisimpetigo, in which case Gram stain and culture
will rule out impetigo or secondary infection (impetiginization)

6. Laboratory and Procedural Findings

Laboratory Tests

* Gram stain and culture will rule out impetigo or secondary infection (impetiginization)

* After the episode of allergic contact dermatitis has cleared, patch testing may be useful if
triggering allergen isnot known

Diagnostic Procedures
* Ifitchingisgeneraized, then consider scabies

/. Treatments

* Table 2-1

* Vesicular and weepy lesions often require systemic corticosteroid therapy

* Localized involvement (except on the face) can often be managed with topical agents

* [rritant contact dermatitis is treated by protection from the irritant and use of topical
corticosteroids as for atopic dermatitis

Local Measures
* Acute weeping dermatitis
— Compresses are most often used
— Lesons on the extremities may be bandaged with wet dressings for 30 to 60 minutes
severa timesaday
— Calamine or zinc oxide paste can be used between wet dressings, especially for inter-
triginous areas or when oozing isnot marked
— High-potency topical corticosteroidsin gel or cream form (fluocinonide, clobetasol, or
halobetasol) may help suppress acute contact dermatitisand reieveitching
— T en, taper the number of high-potency topical steroid applications per day or use a
mid-potency corticosteroid, such astriamcinolone 0.1% cream to prevent rebound of
the dermatitis
— A soothing formulation is 2 0z 0.1% triamcinolone acetonide cream in 7.5 0z Sarna
lotion (0.5% camphor, 0.5% menthol, 0.5% phenol)
* Qubacute dermatitis (subsding)
— Mid-potency (triamcinolone 0.1%) to high-potency corticosteroids (clobetasol 0.05%,
fluocinonide 0.05%, desoximetasone 0.05%-0.25%) are the mainstays of the therapy
* Chronic dermatitis (dry and lichenified)
— High- to super-potency corticosteroidsare used in ointment form
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Table 2-1. Useful topical dermatologic therapeutic agents for contact dermatitis.

Formulations
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N/ A, not applicable; OTC, over-the-counter.

¥Topical tacrolimus and pimecrolimus should only be used when other topical treatments are ineffective. Treatment should be limited to an area
and duration to be asbrief as possible. Treatment with these agents should be avoided in personswith known immunosuppression, HIVinfection,
bone marrow and organ transplantation, lymphoma, at high risk for lymphoma, and those with a prior history of lymphoma.
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Systemic T erapy

* For acute severe cases, give oral prednisone for 12 to 21 days

* Prednisone, 60 mg for 4to 7 days, 40 mg for 4to 7 days, and 20 mg for 4 to 7 dayswithout
afurther taper isone useful regimen or dispense 78 prednisone 5-mg pillsto betaken 12
thefirst day, 11 the second day, and so on

* T ekeyistouseenough corticosteroid (and asearly aspossible) to achieveaclinical ef ect
and to taper dowly enough to avoid rebound

* A Medrol Dosgpak (methylprednisolone) with 5 days of medication is inappropriate on
both counts

8. Outcomes

Prognosis
* Hf-limited if reexposureis prevented but often takes 2 to 3 weeks for full resolution

Prevention

* Prompt and thorough removal of the causative oil by washing with liquid dishwashing
soap (eg, Dial Ultra) may be ef ective if done within 30 minutes after exposure to poison
oak or ivy

* Goop and Tecnu oil-removing skin cleansers are also ef ective but much more costly
without increased efficacy

* T emod €f ective over-the-counter barrier creamsthat are gpplied prior to exposure and
prevent or reduce the severity of the dermatitisare
— Sokogard
— Hollister Moisture Barrier
— Hydropd

* T e mainstay of prevention is identification of the agent causing the dermatitis and
avoidance of exposure or use of protective clothing and gloves

9. When to Refer
* Occupational allergic contact dermatitis should bereferred to adermatologist
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Psoriasis

A 25-year-old woman presentswith acomplaint of rash that has
developed over the last several weeks and seemsto be progressing.
e describesthe involved areas as mildly itchy. On examination, she
Isnoted to have several plague-like lesions over the extensor surfaces
of both upper and lower extremities aswell as similar lesionson her
scalp. The plagues are erythematous, with silvery scales, and are sharply
marginated.

LEARNING OBJECTIVES

» Learn theclinical manifestations and morphologic type of eruption in psoriasis
» Understand the factorsthat predisposeto psoriasis

» Know thedif erential diagnosisof psoriasis

» Learn thetreatmentsfor psoriasisby itsseverity

» Understand the complications and prognosis of psoriasis

QUESTIONS

© 00N O O1 &~

1. What arethe salient features of this patient’s problem?

. How do you think through her problem?
. What arethe key features, including essentias of diagnosis and general consderations,

of psoriasis?

. What arethe symptomsand signs of psoriasis?

. What isthedif erential diagnossof psoriass?

. What arethe procedural findingsin psoriass?

. What arethetreatmentsfor psoriasis?

. What are the outcomes, including complications and prognoss, of psoriass?
. When should patientswith psoriasis bereferred to a specialist?

ANSWERS

1.

Salient Features

Progressive rash; mild itching; plague-like lesons; extensor surfaces of extremities and
scalp digtribution; sharp marginswith silvery scales
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2. How to Think Through

What arethe common skin diseasesin the dif erentiad diagnoss of thiswoman'seruption and
what features about her presentation make psoriass the mos likely diagnoss? (Candidiass
tineq, and atopic dermatitisare characterized by poorly demarcated lesonsand typicaly pres-
ent on the extensor surfaces. Candida, in particular, isfound in the moist body folds and flex-
ura surfaces. T is patient’s lesons are described as mildly pruritic, which is more typical of
psoriassthan thesedternativediagnoses. T escaly scalp plaguesareparticularly characteristic
of psoriads) How doesher presentation dif er from that of seborrheic dermatitis?

What other manifestationsshould you explore?(Nail pittingiscommon in psoriasisand
will help confirm your diagnosis. Jint pain and inflammation would raise the possbility
psoriatic arthritis.)

3. Key Features

Essentials of Diagnosis

* Slvery scaleson bright red, well-demarcated plagues, usualy on theknees, ebows, and scalp
* Nall findingsinclude pitting and onycholyss (segparation of the nail plate from the bed)

* Mild itching (usualy)

* May be associated with psoriatic arthritis

* Patientswith psoriasisare a increased risk for metabolic syndrome and lymphoma

* Histopathology isnot often useful and can be confusing

General Considerations

* A common benign, chronic inflammatory skin disease with both a genetic basis and
known environmental triggers

* Injury or irritation of normal skin tendsto inducelesionsof psoriasisat the site (Koebner
phenomenon)

* Obesity worsens psoriasis, and significant weight loss in persons with high body mass
Index may lead to substantial improvement

* Psoriasshas several variants—the most common isthe plaguetype

4. Symptomsand Signs

T ereareoften no symptoms, but itching may occur

* Although psoriasis may occur anywhere, examine the scalp, ebows, knees, pams and
soles, umbilicus, intergluteal fold, and nails

* T elesdons are red, sharply defined plaques covered with slvery scales; the glans penis
and vulvamay be af ected; occasonally, only the flexures (axillag, inguinal areasincluding
genitalia) areinvolved (“inverse psoriasis’)

* Fine gippling (“pitting’) in the nails is highly suggestive; onycholysis (separation of the
nall plate from itsbed) may occur

* Patientswith psoriasis often haveapink or red intergluteal fold

* T eremay be associated seronegative arthritis, often involving the distal interphalangeal
joints

* Eruptive (quttate) psoriads, congsting of myriad lesons 3 to 10 mm in diameter, occurs
occasionally after streptococcal pharyngitis

* Plague-type or extensve erythrodermic psoriasiswith abrupt onset may accompany HI1V
Infection

5. Differential Diagnosis

* Atopic dermatitis (eczema)

* Contact dermatitis

* Nummular eczema (discoid eczema, nummular dermatitis)
* Tinea

* Candidiasis

* Intertrigo

n
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* Seborrheic dermatitis

* Pityriasisrosea

* Secondary syphilis

* Pityriasgsrubrapilaris

* Onychomycosis (nall findings)

* Cutaneous features of reactive arthritis

* Cutaneous features of reactive lupus

* Cutaneous T-cdl lymphoma (mycos s fungoides)

6. Procedural Andings

Diagnostic Procedures

* T ecombination of red plaqueswith slvery scales on elbows and knees, with scalinessin
the scalp or nail pitting or onycholysis, isdiagnostic

* Psoriasis lesons are well demarcated and af ect extensor surfaces—n contrast to atopic
dermatitis, with poorly demarcated plaguesin flexural distribution

* In body folds and groin, scraping and culture for Candida and examination of scalp and
nallswill distinguisn inverse psoriasis from intertrigo and candidiasis

/. Treatments

* Certain drugs, such as p-blockers, antimalarial agents, statins, and lithium, may flare or
worsen psoriasis

* Even tiny doses of systemic corticosteroids given to psoriass patients may lead to severe
rebound flares of their disease

* Never use systemic corticosteroidsto treat flaresof psoriass

Medications
* Topical corticosteroid cream or ointment (Table 3-1)
* Limited disease (< 10% of the body surface)
— Redtrict the highest potency corticosteroids to 2 to 3 weeks of twice dally use;, then
three or four times on weekends or switch to amid-potency corticosteroid
— Rarely induce alasting remisson
* Calcipotriene ointment 0.005% or calcitriol ointment 0.003%, both vitamin D analogs, is
used twicedaily
— Initial treatment regimen: corticosteroidstwicedaily plusavitamin D analogtwicedaily
— Oncelesionsare cleared, vitamin D analog is used alone, once daily, and with cortico-
steroids, once dally, for several weeks
— T en, once- or twice-dally application of the vitamin D analog is continued long term
and topical corticosteroids are stopped
— Calcipotriene usually cannot be gpplied to the groin or the face because of irritation
— Calcipotriene isincompatible with many topical corticosteroids; it must be applied at
adif erent time
— Maximum dose for calcipotrieneis 100 g/week and for calcitriol is200 g/week
* Occlusion aloneclearsisolated plaguesin 30%to 40% of patients
— T in, occlusive hydrocolloid dressings are placed on the lesons and left undisturbed
for 5to 7 days and then replaced
— Responses may be seen within several weeks
* For the scalp
— Jart with atar shampoo oncedaily
— T ick scales. 6% salicylic acid gd (eg, Kerayt), P & Ssolution (phenol, minerd ail,
and glycerin), or oil-based fluocinolone acetonide 0.01% (Derma-Snoothe/ FS) under
ashower cap a night, followed by a shampoo in themorning
—In order of increasing potency, triamcinolone 0.1%, or fluocinolone, betamethasone
dipropionate, fluocinonide or amcinonide, and clobetasol are available in solution
form for use on the scalp twice daily
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Table 3-1. Useful topical dermatologic therapeutic agents for psoriasis.
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* Psoriasisin the body folds
— Potent corticosteroids cannot be used
— Tacrolimus ointment 0.1% or 0.03% or pimecrolimus cream 1% may be &f ective in
penile, groin, and facial psoriass
* Moderate disease (10%-30% of the body surface) to severe disease (> 30% of the body
surface)
— Methotrexate isvery ef ective in doses up to 25 mg once weekly orally
— Acitretin, asynthetic retinoid, ismost ef ective for pustular psoriasisat 0.5to 0.75 mg/
kg/day orally
Liver enzymes and serum lipids must be checked periodically
Acitretin isateratogen and persistsfor 2to 3 yearsin fat tissue. Women must wait at
least 3 years after completing treatment before considering pregnancy
— Cyclosporine dramatically improves severe cases of psoriasis
— Tumor necrosis factor (TNF) inhibitors (etanercept, 50 mg twice weekly subcutane-
oudy x12, then once weekly; infliximab, 5 mg/kg once weekly intravenoudy at weeks
0, 2, and 6; and adalimumab, 40 mg every 2 weeks subcutaneoudy) can be ef ective; all
three can also induce or worsen psoriasis
—1L-12/23 monoclona antibodies (ustekinumab [Sedara]) and IL-17 monoclonal
antibodies (brodalumab, secukinumab, and ixekizumab)
Areef ectivein psoriass
May be consdered instead of usng aTNF inhibitor

T erapeutic Procedures
* Limited to moderate disease: UV phototherapy
* Moderate-to-severe disease
— T e treatment of choice is narrow-band UVB light exposure three times weekly;
clearing usually occursin ~7 weeks, maintenance may be needed since relapses are
frequent





