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Anatomy & Physiology of Skin

Question 1:

Which of the following is incorrect regarding the development of skin?

a) Develops from neuroectoderm

b) Expression of bone morphogenetic proteins by cells

c) Blocking of response to fibroblast growth factors -._:-_:'-"'5: ’
d) Lack of Wnt signalling promotes epidermal fate o w
o &
: *-.,:-,':' L
% St
_ XN R
Question 2: h;'::n‘ - j}.
.-'I‘:“-T"". . =3 _':.,'_':-.'.

Which layer of the epidermis is underdeveloped in the very low birth.weight infants in the
initial 7 days? ._11'1.:‘.‘“:'* 5-.;,:&':1' i, 2-:::&

a) Stratum germinativum . .,j.""*- h*-:_-"n"'- ) £ =2

.|
b) Stratum granulosum  ° 1:,:, . .,E‘l:' -
€E .ﬂﬁ_.h:-
c) Stratum lucidum é.,':“" 2
o o
d) Stratum corneum ‘::L_ L
kil
5 2

Question 3: _‘_-5::'3 O G

Choose the correctly labell‘éh layer of the epidermis from the image given below.

4 Sold by @itachibot



a) 1 - stratum spinosum
b) 2 - stratum granulosum
C) 3 - stratum basale

d) 4 - stratum corneum

Question 4:

A patient presents with complaints of dry skin and lesions as shown. The em\i:leﬁnhl protein
deficient in this patient is present in: .

a) Stratur'ﬁ'j&jeum "-I-'I::::I

b) Stratum granulosum
¢) Stratum spinosum

d) Stratum basale

Question 5:

Which of the following are included in malpighian layer of the epidermis?

a) Stratum corneum and stratum granulosum
b) Stratum granulosum and stratum spinosum
¢) Stratum granulosum and stratum lucidum

d) Stratum spinosum and stratum basale
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Question 6:

Which of the following terms is used to describe the skin with all its appendages?

a) Pilosebaceous unit
b) Malpighian system
c) Reactive unit

d) Integumentary system

Question 7: . N

Where are granules of Eleidin seen? iy o y

a) Stratum corneum
b) Stratum lucidum | 1 o
c) Stratum spinosum

d) Stratum basale C —_- - b el

Question 8: P .
‘_. iy 1

Choose the incorrect sta‘flé;'ﬁent regard‘in‘g skin.

a) Langerhans cells are den_dqtic cells which originate from bone marrow.
b) Melanot"ytes are presént in stratum basale.
c) Stratified squamous epithelium with hallmark keratin filaments.

d) Stratum lucidum is present between stratum spinosum and granulosum.

Question 9:

Which of the following layers of the skin predominantly contains non-nucleated cells?

a) Stratum lucidum
b) Stratum basale
c¢) Stratum granulosum

d) Stratum corneum
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Question 10:

Where are Odland bodies present?

a) Stratum corneum
b) Stratum lucidum
¢) Stratum granulosum

d) Stratum basale

Question 11: Sy

Melanocytes are present in which layer? _-.,ﬁ:.]':' KN

a)A
b) C
c)D
d)B

Question 12:

Which of the following cells act as slow-adapting touch receptors?

a) Meissner corpuscle
b) Pacinian corpuscle

c¢) Langerhans cells
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d) Merkel cells

Question 13:

What is the location of Meissner's corpuscle in the skin?

a) Stratum lucidum
b) Stratum basale
c) Papillary dermis

d) Reticular dermis

-,'I-\‘_
i "\.I o
Question 14: .,:_‘:"
i £
1
Which of the following are connected by desmbsomes’? Ly
o - '\-\.
a) Kerat -y o
) Keratinocytes & :_:'\-4. LA
b) Melanocytes R G £\
: . TS b o
¢) Dermis and epidermis - * \ o o)
d) Langerhans cells v '_""" b _'-"
_l.— 5 . l'.'l
W 5
. { X
Question 15: T
q 5
\ L

A patient presents with multlple bhsters on the skin and oral mucosa. The

i

!
%

1mmunoﬂuor_gscence stalnmg f6r IgG shows the following characteristic pattern. Which of the

following is targeted by the immune system in this condition?
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a) Keratinocytes
b) Melanocytes
c) Desmosomes

d) Langerhans cells

Question 16:
Hemidesmosomal plaque components include which of the following? . _.:-.“'
o
a) K5/K14 o ,
o ™
b) BPAg1 N N
. I.q..h 1 . Ih
c) Nidogen : _1‘ : o~ 3
d) Laminin o T L .
-I- / 4 ; i % "\.
=5 - -\._"-\. 'l‘\. 'H.-'
JOY K N
Question 17: 1 G
- '\"'\1" 1 e

-\._;'\—. E % e A
A child presents with non-herhorrhagigtl_)uﬁous le_siqrfs'-'on areas of friction that heal without
scarring. Nikolsky's sign is negativeé~Choose thlq.-correctly matched defective protein and its
site involved in this condition s ** el

e " bl
a) K5/K14 - Stratum bas_aik x_:.'.
b) K1/K10 - Stratum’corneum  {™ ¥
c) K4/K13:_.St'ré£um granul_os't-rr"n

Ty i "'\.|_
d) K6/K16 - Stratum spinoSum

Question 18:

What is the major component of lamina densa?
a) Laminin 5
b) Laminin 322
c) Collagen IV
d) Collagen VII

Question 19:
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What is the main type of collagen found in anchoring fibrils?

a) Type IV

b) Type VII

c) Type III

d) Type II
Question 20:

".:'r i
Where is the superficial vascular plexus of skin present? i,
il
a) Below the papillary dermis I::"'- b 1__--.,_"-:-
-5 . =
b) Below the reticular dermis -.,_m"-."" &
c) At the dermo-epidermal junction = it | 5% ™
i, __- - —
d) Epidermis (o 2 o N~
o W y
; . y,
e .4 i
. | A,
Question 21: :’= o o
| - K 5
o Y e
Which is the most abundant form of Q(_)"Hagen in the'dermis?
| .'-.-"
a) Type I b T =5,
b ) LW e
Type 11 ) i
| TYP III {?& o
C) ype _|.:.‘_.'I- - ':""\. N
d) Type IV, =4" »
) Type WX ™
N ~

Question 22:

An infant with the following finding was diagnosed with incontinentia pigmenti. What does
the pattern of these lesions represent?
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X0
a) Lines along lymphatics I-;.:E-‘ )
b) Li _r'“‘-."""'- 2
) Lines along blood vessels -.F'___ _':-.’_:_“w
c) Lines along nerves *-.,:1"1 ;";-:'-"n e
d) Lines of development ‘“'-.__'-h"“ o) L.I"'"
.'_J'-:' "'-,.t:ﬁ I?{""'
e g®
Question 23: -,-!;_-.,"'-" H-E'EL'
> >
Stem cells involved in ski
O

a) Bulge a ea-di_l"’h‘glir follicl&ﬁ
b) Basal 1;§7er of interfoll'i'éular epidermis
c) Base of sebaceous glands

d) Base of apocrine glands

Question 24:

L iL
meostasis ;r-(:,"' present in all of the following areas except

What is the ratio of type-I to type-III collagen in the adult human skin?

a) 1.4
b) 8:1
C) 3:2
d) 41

11
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Question 25:

What is the type of connective tissue present in the area marked by the arrow in the given
image?

a) Dense regular

b) Dense irregular :‘.?E-"E} -.{}'E-'
c) Loose irregular .,,.?:En- q'z-'
d) Specialised {F-’ "'!;;"'-.IE"
N o
o8 @
L0
AN $©
Answer Key

Question No. Correct Option

Ol |IN|oOOg |~ |W[N|(F
O |||l |T ||

[N
o
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12
13 c
14
15
16
17
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22
23
24
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Solution to Question 1: f‘:'-J __"1"-’

Development of skin in mhg_"(-ies activation -E')f "Wnt signaling. The lack of Wnt signaling promotes
the neural fate of the q’?uroectoderrrf‘&%‘ﬂs

A single layer Qf 'ﬁe"‘[lroectoderm forms the nervous system or the skin epithelium depending on
the molecular signals it reqp'ﬁes Activation of Wnt signaling blocks the response of ectoderm
to fibroblast growth factors (FGFs) and the cells express bone morphogenetic proteins

(BMPs). This leads to the epidermal fate of the neuroectoderm.
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Skin development-signalling molecules

Wnts, BMPs Epidermal

J "~ morphogenesis
Ectodermal
progenitors 1
» Neurogenesis
FGFs, BMP
inhibition _
_ iy
.. -..\1.\- I .\.- : ﬂ.l.
Solution to Question 2: L o P
T (o o,

Stratum corneum is underdeveléped in very low. birth weight (VI.BW) infants in the initial 7 days.
In preterm infants, the stratim corneum,js{permeable and becomes similar to the adult and
full-term infant after 2-3 weeks of postnaté“l maturation®

The development of the layers of the" epldermls starts from below upwards. Therefore, the stratum
basale is the first to form and..the stratum corneum is the last layer to form.

oy St i |
| ]
k'

Solution to Que:_s_itioh'?;:
From sup:e"r."'ﬁcial to deepthe layers of the epidermis are as marked in the image-
e Stratum corneum
* Stratum granulosum
e Stratum spinosum
* Stratum basale

The thick skin found in the palms and soles has an additional fifth layer, called the stratum
lucidum, located between the stratum corneum and stratum granulosum.

The epidermis is made of superficial keratinized, stratified, squamous epithelium. The epidermis
is a highly cellular layer but is avascular hence dependent on the underlying dermis for nutrition
via diffusion through the dermoepidermal junction.

It is thinnest on the eyelid and thickest on the palms and soles.
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Stratum cormeum

Stratum lucidum
Stratum granulosum

Stratum spinosum

Solution to Question 4: g oy '
-\-.I‘-\';. I k':\‘l T ‘::-‘I'
The above image is suggestivew-g___fi'ghthyosis l:gfrls which is:d_.he‘ to the deficiency of filaggrin
protein. They are found in%la(eratohya]ﬁ:@nanules of stidtum granulosum in the form of
profilaggrin (made of filaggrin monon‘@s). ‘~._"EE "
»
Profilaggrin undergoes proteol;;]t_ ;'c-]?fd'cessing t@n%'id individual filaggrin monomers that bind

and aggregate keratin bundl intermediate filaments between the stratum granulosum and

corneum to form the ep'i\d}atﬁaa barrier of the skin.

ey
o &
Solution to %e?sljt-ion 5: -'5:?}

The malpighian layer of the epidermis includes both stratum basale and stratum spinosum as a
unit. It is named after Marcello Malpighi.
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Straturn cormeumn

Stratum lucidum

[

Stratum granuosurm

Lamellar granules

I
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— ___;‘: = . ; = =
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L e = 1 o
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Solution to Question 6: o -~ %
L '\"-l. F - 1-.
") W )

Skin, hair, nails, the subcutaneous tissue below.theé skin, and-assorted glands constitute the
integumentary system. The mdst importanit fuhction of thé'integumentary system is the
protection against external damage. %~ X

% o - &
B .
Solution to Question 7: " Lt

i Py
Granules of Eleidin ‘are clear intl;ﬂceliular proteins present in the stratum lucidum of the thick

skin of palms.dnd'soles. ~_» %

5 !
The cytoplasm of this layer is packed with keratin filaments and Eleidin granules giving it a
translucent appearance. It is also called the clear cell layer.

Solution to Question 8:

Stratum lucidum is the layer of the epidermis, which is present between the stratum corneum and
stratum granulosum. It is present only in the thick skin of the palms and soles. It is also called
the clear cell layer due to the presence of refractile granules of Eleidin.

The image below shows stratum lucidum sandwiched between stratum corneum above and
stratum granulosum below.
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Stratuim cormeum

Stramumum lucidum
>tratum granulosum

! Stratum spinosum

L Stratum
basale

Solution to Question 9: e "y
0 o O &

oy
The stratum corneum, also knqltfﬁ- as the
-H-il

horQ?Z layer, consists::('fcells without the nucleus and
hence does not divide. ,_III.,__ %

M i
g g
It prevents the entry of microbes frorp':a'le environ.l:ggat- into the body and prevents leakage of
fluids from the body to the envi}‘q_?p‘ié'nt. This jﬁ'ﬁa ed the barrier function.

L
As keratinocytes divide and@e up to the @?ﬂtum corneum from stratum basale, they undergo
the following changes: e b )

O
* Loss of nucleus a&f ility to d&de
« Increase in s;z.lé:" g
i
* Change 'i"i‘Lshape and ﬂai'{eriing
 Dehydration and loss of water
* Loss of metabolic activity

Note: In palmoplantar skin, there is an additional zone, also electronBlucent, the stratum
lucidum, which lies between the granulosum and corneum. These cells are still nucleated and may
be referred to as transitional cells.

Solution to Question 10:

Odland bodies, lamellar bodies, or membrane-coating granules or keratinosomes are present in
the stratum granulosum and upper stratum spinosum.

They discharge lipid components into the intercellular space that plays an important role in
barrier function and intercellular cohesion.

17 Sold by @itachibot



The image below shows Odland bodies in stratum granulosum. Green arrows indicate lamellar
granules in the cytoplasm. Red arrows indicate secreted lamellar granules.

3 By > e

e
Melanocytes are present in the strat&:hasale (marking D).

These cells produce melanin whi his packed i "-E@ -organelles called melanosomes and transferred

via finger-like processes calk-até:_l'l’le dendp{gﬁ'-_'io keratinocytes.

Melanocytes orlglnatg:{g&n neural q;gﬁil cells.

Strat

T granulosum

Stratum spinosum

Stratum
basale

Solution to Question 12:
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Merkel cells (Haascheiben cells, Merkel-Ranvier cells, or tactile epithelial cells) are oval-shaped
mechanoreceptors essential for light touch sensation and found in the skin of vertebrates.

They are seen among the basal keratinocytes and contain desmosomes. They are abundant in the
highly sensitive areas of the skin like fingertips and synapse with somatosensory afferent nerve
fibers.

These cells may become malignant and form a Merkel cell carcinoma which is aggressive and
difficult to treat.

Tactile receptors in the skin

Free nerve g = \
endings e | . | | —
2 ] . S o _=' Merkel cell

Ruffini X - £ - . gl a 2 | corpuscle
corpusciej — N :_ 1 1
o nje— | = 5

|;|IH'

Root hair plexus.

Pacinian corpuscile

©MARROW

| on 18
Solution to Question ;L% ,35,

Meissner's cor @;'l%s are loca e&'}ﬁ the skin just below the epidermis within the dermal papilla.
They are Q?Sl'.c trated pr nantly over glabrous skin (non-hair bearing) like fingertips and
lips.
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Solution to Question 14:

Desmosomes connect keratinocytes in the epidermis of the skin.

Desmosome (macula adherens) is a cell structure specialized for cell-to-cell adhesion. They resist
mechanical stress as they are strongly adhesive.

Desmosomes contain proteins like desmoglein (dsg), desmocollin (dsc), and desmoplakin (dp).
The loss of any one protein can lead to the separation of keratinocytes leading to acantholysis.
&
P, Mt
il

Solution to Question 15; .qll.'_"fh o
.I {

The given image shows the characteristic fish-net Qa“ttern of 1m{n,gnoﬂuoresognce seen in
pemphigus vulgaris. It is an autoimmune dls,e-ase caused by- an’clbodles directed
against desmoglein present in desmosomes_- 2l LN

Loss of desmosomes results in loss of-eohesmn between keratmoc._y:t’“s (acantholys1s) and blister
formation. Desmosomes fallure ¢an result in dlseases of both skin“and the heart. Mutations within

the desmosomes are the main-catise of arr-l;ythmogemc right ‘véntricular cardiomyopathy (ARVC).
.\-_i.\- E % . T

Solution to Question 16: e
‘: P 1. --
Hemidesmosomal plaqq‘e-:bomponent__s:.include BPAg1/BP230 and plectin.
Hemidesmosome, eonnects the basal cell layer to the dermo-epidermal junction or basement
membrane, zone: %

L 1
b, al,

Solution to Question 17:

The above scenario is suggestive of epidermolysis bullosa simplex. It is associated with mutations
in the genes for K5/14 (keratin filaments). K5/14 keratin filaments are present in the stratum
basale.

Keratin is an intermediate filament protein present in all keratinocytes. There are 2 types of
keratin filaments:

Keratin filaments exist as heterodimers consisting of one acidic and one basic filament. Stratified
squamous epithelia express various keratin pairs during epithelial differentiation:

Acidic in nature Basic in nature
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Ko-K10, K12-K28, K31- | K1 to K8, K71-K

K40 86
K5/14 Stratum basale
Ki/10 Stratum spinosu
m
K2/K11 Stratum granulos A
um e
K3/K12 Cornea - w
&
K4/K13 Buccal mucosa ,l:-.:l:"
K6/K16 Nails h._"'::
K8/18 Simple epitheliu -_,,'-?:b" '
o
m l":..'_""-._
Ty A b "\..I.
"h"l - ll'_:l I_-:-._I_l
: "'5"-""“1 ' ‘-.j"-”" ™
Solution to Question 18: '—.l 1"'1 E{‘_?‘
The lamina densa is an electron- '&é layer prq'.ls;e.h;’('m the dermo-epidermal junction and it is
composed mainly of type IV qui
”"-f"*':'
Components of lamina @sa. “"3|
» Collagen type IV D {E' mh_:'.""
N &
e Laminin 1'11/,,_11‘1":"'.- {‘“ﬁ
«BM-40 % o
* SPARC
* Perlecan

Solution to Question 19:

Type VII collagen is the major component of anchoring fibrils of the dermo-epidermal junction.

Solution to Question 20:

The superficial vascular plexus of the skin is present below the papillary dermis.

21 Sold by @itachibot



The dermis is rich in vascular supply (unlike the epidermis, which is avascular). It can be divided
into the papillary dermis (upper 1/10) and reticular dermis (lower 9/10).

The superficial vascular plexus is present between the papillary and reticular dermis (subpapillary
plexus) and the deep vascular plexus is present below the reticular dermis.

The main functions are providing nutrients and oxygen. It also regulates body temperature by
controlling blood flow through capillaries in the upper dermis such that the opening of blood
vessels allows dissipation of excess heat while constriction conserves heat.

The image below shows the location of the papillary and reticular layers of the dermis.

[
Solution to Quespﬂxﬁﬂ {:"-:""

Type-1 co s the pr. Illll;;':'i'nnant type of collagen present in the dermis accounting for
approx1mate1y 80% of the collagen in the dermis.

Dermis forms the major part of human skin and extends from lamina densa above to the subcutis
below. It is highly vascular, largely acellular, and primarily consists of the extracellular matrix of
connective tissue.

The four main classes of extracellular components present in the dermis are as follows:
* Collagen fibers to provide tensile strength (most abundant)

« Elastic structures to provide resilience like elastin

*» Non-collagenous glycoproteins like fibrillins that facilitate cell-matrix interactions

* Proteoglycan molecules like hyaluronic acid, dermatan sulfate, and chondroitin sulfate

Solution to Question 22:
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Incontinentia pigmenti is a rare X-linked dominant disorder in which the lesions are present
along Blaschko’s lines. Blaschko's lines are lines of normal cell development in the skin.

The lines are believed to trace the migration of embryonic cells and are invisible under normal
conditions, becoming apparent only when some diseases of the skin or mucosa manifest
themselves according to these patterns.

They follow a "V" shape over the upper spine, 'S-shaped' whirls over the lower abdomen and sides,
inverted U-shape from the breast area onto the upper arm, and wavy shapes on the head. The
stripes are a type of genetic mosaicism.

".:'r i
Sy
/ rilerma iy L
SEhE h
\._‘
- 3"

Several other dermatologigdl.disorders are*known to follow the lines of Blaschko as given in the
table: LN A__L*-u.'_'..

I, N
i ly

g Genodermatoses Melanotic macules of McCun
e-Albright syndromeFocal de
rmal hypoplasia

Congenital/Nevoid condition | Hypomelanosis of ItoNevus d
S epigmentosusLinear Darier's
diseaseEpidermal Naevus

Acquired dermatoses Segmental vitiligoLichen stri
atusLinear scleroderma

Solution to Question 23:

Stem cells are not known to occur at the base of apocrine sweat glands.
The stem cells are present in:

* Bulge area of hair follicles
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» Basal layer of the interfollicular epidermis

* Base of sebaceous glands.

Their function is to maintain skin homeostasis, regenerate skin appendages and repair itself after
injury.

The image below shows the location of stem cells of the skin.

Epidermis

Epidermal

Sebocyte
stem cells >

stem cells

Sebaceocus
gland

CycliGic] R
portion of the
hair follicle ¢

Ct E %,

A N, N
LB "
.} il

I L -
Ly e,
. . ol o ™ |
Solution to Question 24: {._
B’ 1. .,

The ratio of type-I to {2}%" III collagen:i-h the adult human skin is 8:1.

Type-I collagen is Ihe predomma-;ﬁ collagen in the human dermis. Type-III collagen is known to
predomlna;(:: inithe human,_-skl-n during embryonic development, but during the early postnatal

period, type-I collagen symthesis accelerates. This results in the ratio of type-I to type-III collagen
in the adult human skin being approximately 8:1.

Solution to Question 25:

The area marked is the reticular dermis. It is made up of dense irregular connective tissue.

It is found in the regions that are under considerable mechanical stress and where protection is
given to ensheathed organs. It is usually present in:

* Reticular dermis
« Superficial connective tissue sheaths of the muscle and nerves

« Adventitia of large vessels

» Capsules of various organs and glands (e.g., testis, sclera, periosteum, perichondrium)

On the other hand, dense regular collagen fibers are found in tendons.
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Dermatopathology of Skin Lesions

Question 1:

Which of the following conditions are associated with the given histopathological finding?

a)2,3,4 o
b) 2, 5 -.:}5{’ &
c)1,3 {]ﬁq {"-"“ﬁ
d) 4,5 o

&V O

Question 2:

Choose the correct option with respect to the histopathological finding shown below.
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a) Intracellular edema in stratum spinosum.,{;.___'ﬁ'
b) Intercellular edema in stratum granul@n

d) Intercellular edema in str pinosugalé:.f:'
& :"",;:ﬁ"

Question 3:

"‘h"‘:a 2

,.\‘:l
G{‘
c¢) Intracellular edema in stratum g@hlosum ;,l:.',l_

Which of the following is 1Li\{i'iilza"rhistop t 1"('ﬁ:')"gical feature of lichenoid tissue reaction?

o

a) Liquefactive %éleration {:':"'

b) Saw toQS}"i'l’l'é, .;:,"-}
¢) Microabscess \I"I‘
d) Colloid body formation

Question 4.

A 29-year-old man presented with purple, pruritic plaques on the flexor aspect of the left
forearm for 7 months. A history suggestive of Koebner's phenomenon was elicited. A skin

biopsy done is shown below. Identify the structure marked.

27

Sold by @itachibot



a) Copper penny bodies

b) Colloid bodies @R
c¢) Donovan bodies b"'q::rl‘l"- E':;"

d) Kamino bodies

Question 5:

Acantholysis is seen in al
a) Pemphigus wlt]g@s {:":""

b) Herpe lQ‘P'i'allhs :j'"'}
c¢) Staphylococcal scalded skin syndrome
d) Bullous pemphigoid

Question 6:

Choose the correct statement regarding acanthosis.

a) Thickening of stratum corneum
b) Thickening of stratum granulosum
¢) Thickening of stratum spinosum

d) Thickening of dermo-epidermal junction

28
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Question 7:

A patient presented with a scaly, plaque-like lesion on the face. A skin biopsy was done. What
is the likely diagnosis?

a) Psoriasis

b) Lichen Planus
o vl 2

c) Bowen's disease -,.:.,:E" )

d) Vitiligo

Question S:hb"‘h'.g E‘-}

A patient presented with scaly pruritic lesions on his arm. Biopsy done is shown below. What
is this finding called?

29 Sold by @itachibot



a) Papillomatosis
b) Parakeratosis
c) Saw toothing
d) Villi

X P

Question 9: "‘Q’*ﬁt} &
(e
Neutrophilic micro-absceqé;‘!%i‘e seen_i 1"'g'l'l"lich of the following conditions?

a) Pemphigus velﬁa.‘t}n? -q":"'"h

b) Urticaria,;?'igllipentosa :j'"'}
c) Mycosils\fungoides

d) Psoriasis
Question 10:

The skin biopsy section was taken from a patient diagnosed with psoriasis is shown below.
What is the arrow pointing to?
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M,
a) Munro's microabscess .,,":;._'E‘ - [j?" 'l-t""
b) Pautrier's microabscess @ _:?-. "
c¢) Spongiform pustules of Kogoj ‘-..:1_,“1 !.,;‘1{_':' g E::-I‘
d) Eosinophilic microabscess é"-.__"-u' a.,q:-.'f‘.'f' L.I"'"
o o
-
Question 11: 1“:5.'-.,"'-" H.';,"'?'
< °
The arrow depicted in tha\i_\;}age is an li&:&'rtant histopathological feature of which of the
following conditions? Q «__?F

a) Mycoses fungoides

31 Sold by @itachibot



b) Psoriasis
c¢) Lichen planus

d) Eczema

Question 12:

A patient presents with fine scaly plaque-like lesions on the upper arm. A skin biopsy is taken
which shows the following histopathological finding. What is the most likely diagnosis?

i
%
o~.

/
[}
(]
bim

/

)
3
i la'e

\
i

a) Psoriasis {?':'-."'
b) Mycosi fuﬂb:?';%les D'-.:.'I‘

c) Derma;fﬁs herpetiforr‘ﬂk

d) Lichen planus

Answer Key

Question No. Correct Option

d
d

C

(on

A W [iIN |-

32

Sold by @itachibot



6 c

7 c

8 a

9 d

10 a

11 a

12 b

. _ R
Detailed Explanations {?}
o~ %
Solution to Question 1: B )
N 2

The above image shows nucleated stratum corn%im suggestn[/ﬁﬁf-parakeratﬁks .commonly seen in

psoriasis and actinic keratosis. l__ﬂl"-.,.
Parakeratosis refers to abnormal kerati fbatlon in hﬁe cells o {Q@"Sal layer divide rapidly
reaching the stratum corneum fas do not ime to shed,the nucleus. As a result,

the nucleated stratum corneum"._'ts"observed 6} opathologgL::'-r

Hyperkeratosis refers to thf:i'rrtreased {‘hiéness of the ﬁtlr';cﬁ'um corneum. This is observed in
o

psoriasis, lichen planus, and 1chthy(;s__:1._

Solution to Question 2:

The above image shows intercellular edema involving the stratum spinosum which is suggestive of
spongiosis. Spongiosis is the characteristic histopathological feature of acute eczema.
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In contrast, ballooning degeneration is a term that refers to the intracellular edema occurring in
the stratum spinosum. This results in acantholysis. Ballooning degeneration is often seen

secondary to viral infections like herpes.

O o

Solution to Question 3: ,-_}'E:

Microabscess is not typical @henoid E&i@. eactions.

Skin changes in licheﬁﬁlssue reactions:
« Upper dermis ﬁ@d like inﬁ].[_t;"te of mononuclear cells.
a junctioqj"s'awltoothed pattern.

. DermoeR'1 érﬁ}

* Basal cell layer - Lique’;'g"&tion degeneration, colloid body formation.

* Epidermis - Increase in thickness.
Lichenoid reactions are seen in:

* Lichen planus

* Lupus erythematosus

* Lichen sclerosis

* Poikilodermas

* Cutaneous drug eruptions.

Solution to Question 4:

34
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The given scenario with symptoms of purple, itchy, plaque exhibiting Koebner's phenomenon is
suggestive of lichen planus. It is characterized by the presence of Civatte bodies or colloid
bodies as seen in the image above.

The colloid body is a homogeneous, eosinophilic, rounded body resulting from the degeneration
and death of keratinocytes, particularly in the lower layers of the epidermis. This structure is
found in various lichenoid tissue reactions.

Option A: Copper penny bodies are seen in chromoblastomycosis.

i

Option C: Donovan bodies a}!__r{s;h

& 7

Option D: Kamino bodies are eosinophilic globules seen in the epidermis or in the region of the
dermal-epidermal junction in the spindle and epithelioid cell (Spitz) naevi.
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Solution to Question 5:

Acantholysis is not seen in bullous pemphigoid as it is associated with subepidermal blistering.

Acantholysis is the loss of intercellular connections, such as desmosomes, resulting in the loss of
cohesion between keratinocytes.

Acantholysis is classified as:

The image below shows acantholysis (note the rounded and free-floating, detached keratinocytes).

Ruptureof the desmosome fir | Ballooningof the keratinocyte A
st, forming circular acantholy | first, formingcircular acanth .-:"-:_-'
tic cells olytic cells(Tzank cell) L

Seen in:Pemphigus vulgarisSt | Seen in:Herpes simplex infec
aphylococcal scalded skin syn | tions (HSV-1 and 2)Varicella-
dromeDarier's diseaseHailey | zosterinfections (chickenpox,
Hailey disease shingles) h"-,, .

P i e,

Acantholysis

Loss of intercellular connections resulting in

free-floating, detached karatinocytes.

Solution to Question 6:

Acanthosis is characterized by the increase in the number of cells of the stratum spinosum leading
to its increased thickness.

Acanthosis is commonly accompanied by other histological changes such as hypergranulosis,
hyperkeratosis, and papillomatosis. It is seen in verruca vulgaris, chronic eczema, lupus vulgaris.

Kindly note that this should not be confused with the term acantholysis. Acantholysis refers to the
loss of cohesion between keratinocytes due to the breakdown of intercellular bridges formed by
desmosomes. This can be seen in various pemphigus-related disorders and secondary to bullous
impetigo and other infections.
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The image below shows acanthosis. Notice the increased thickness of the Malpighian layer and the
elongated rete ridges.

Interdigitating Thickened Elongated
papilary dermis epidermis expanded
rete ridges

’ Nt
Solution to Question 7: ﬁ"-.';b 1{-.,:'-.(_-'" L—'
The above image showing abnorma@ermal ce\k:&tlmzatmn suggestive of dyskeratosis along
with the clinical presentation po.jgig a likely @_ﬁg osis of Bowen's disease.

Dyskeratosis is characterlzeé:@ nuclear%l@o is and condensation of the cytoplasm of
keratinocytes. ,':::-

This can occur in: ﬁ{'::-, -._:;.""
» Malignant | squamou.g_."pell carcinoma

. Premahglﬁnt lesions:

* Bowen disease
* Paget’s disease
* Solar keratosis
* Benign conditions:
* Darier disease

* Hailey Hailey disease

Solution to Question 8:

The above image shows upward elongation of the dermal papillae, giving an accentuated and
sometimes irregular, undulating configuration to the dermal-epidermal junction which is
suggestive of papillomatosis. The feature is commonly seen in psoriasis, and a wide variety of
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other inflammatory and neoplastic cutaneous disorders.

Option B: Parakeratosis can be defined as the retention of keratinocyte nuclei within the stratum
corneum. It is commonly seen in psoriasis.

Parakeratosis

©MARROW
{t{}l {H‘l
Option C: Saw toothing refers e pattern.o dermal-epidermal junction where dermal
papillae are expanded an ‘}ps of the ‘begs are poi@te . It is seen in lichen planus and
other lichenoid reactlons 'E:E
.r'. T

Saw-toothing in Lichenoid reaction

Option D: Villi refers to elongated dermal papillae usually covered with a single layer of epidermal
cells, which form the base of a blister cavity as a result of suprabasal acantholysis. It is seen in
various forms of pemphigus and Darier disease.
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Villi/Elongated dermal papillae

Solution to Question 9: ‘_5" ;
L) b b, B
Neutrophilic micro-abscesses u@seen in psoQ:'a.sis. |__|"-r'
Ami . ol i 1 “'ﬂé"'-. . g"f .
microabscess is a small 'eaﬂ;‘rty in the.epidérmis or dEIiP_l‘ ormed by collections of leucocytes.

Some types of microabscesses and I__t_-l@};'l"examples'uib%iven below:

*

Neutrophilic microabsce | Papillary tip microabscessMu | Dermatitis HerpetiformisPso
Ss nroe's microabscess (superfic | riasis
ial)Spongiform pustules of K

0goj (deep)

Lymphocytic microabsce | Pautrier's microabscess Mycosis fungoides
ss
Eosinophilic microabsces Pemphigus vegetans

S

Solution to Question 10:

In the given image, the arrow points to a small collection of cells seen within the stratum
corneum in a patient with psoriasis. This is suggestive of a Munro's microabscess.

Munro's microabscesses are small collections of neutrophil polymorphs. Hyperkeratosis and
parakeratosis are also seen here.

The spongiform pustule of Kogoj refers to the multilocular micropustules that form in the spinous
layer of the epidermis in pustular psoriasis.
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Neutrophilic microabsce | Papillary tip microabscessMu | Dermatitis HerpetiformisPso
Ss nroe's microabscess (superfic | riasisPsoriasis
ial)Spongiform pustules of K

0goj (deep)

Lymphocytic microabsce | Pautrier's microabscess Mycosis fungoides

ss

Eosinophilic microabsces Pemphigus vegetans

s

h 'h-.lk::.
] ) oy e
Solution to Question 11: x_ l:.i"'--
-,
The arrow mark is pointing towards a collection of at@iﬁg:[ﬁlymphocyrt_é's in the epidermis termed
as Pautrier microabscess. This is a very important:HirgTopatholo ture of mycoses fungoides
which is the most common type of cutaneou_s'\-.l{:&h lymphomay Ly
) - .a.,:-.-

ill ) ﬂ-\.\'\\. I-"'.

Neutrophilic microabscess | Papillary tip microabscessMu | Dermatitis HerpetiformisPso
nroe's microabscess (superfic | riasisPsoriasis
ial)Spongiform pustules of K

0goj (deep)

Lymphocytic microabsces | Pautrier's microabscess Mycosis fungoides
S
Eosinophillic microabsces Pemphigus vegetans
S
g N
N &

4 D
& O

Solution to Question 12:

The above image shows malignant lymphocytes that have migrated to the epidermis from the
dermis which is called epidermotropism. It is seen in mycosis fungoides.

Pautrier's microabscess constituting a collection of atypical T-cells in the epidermis is also a
feature of mycosis fungoides (cutaneous T-cell lymphoma).

The image below shows atypical lymphocytes showing epidermotropism and the formation of
Pautrier's microabscesses (H&amp;E stain, 400x).
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Morphology and Investigations of Skin Lesions

Question 1:

Which of the following is a primary skin lesion?

a) Crust
b) Atrophy
¢) Purpura .,,'t__:z-' '
d) Induration ¥ @,
ELh W
&8
Question 2: ""-.,,H'-?}L i G"-f'r'-ﬁl Oy

S MARROW

a) Image 1
b) Image 2
¢) Image 3
d) Image 4

Question 3:

Which of the following cannot be considered as a primary lesion of skin?

42
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a)1,2and4
b) 2 and 5
c)1,3and4
d)3and 5

Question 4:

A patient presents to the dermatology OPD with the following finding. How would you
describe the morphology of this lesion? 1
o’

W &
a) Plaque h_'ﬁF:' o
O
b) Lichenitfication "‘I"'-.
c) Scale
d) Crust
Question 5:

A patient presents with flat, circumscribed, non-palpable skin lesions that are less than 1 cm
in diameter. Which of the following terms best describes them?

a) Macule

b) Patch

¢) Ecchymosis
d) Papule
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Question 6:

A dermatology resident identified several flake-like lesions while examining a patient. Skin
biopsy is shown below. What are these lesions?

& 1

e AR i B
P ot e b

a) Scar

o
s &
Q B4

d) Excoriation "'-.:'I"

)
.{;ﬁ‘-'-'h

Question 7:

A patient presents with the following rash. What is the diagnosis?
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a) Psoriasis

b) Seborrheic dermatitis @H" {‘:\t:' _ql::'lg’
¢) Pityriasis rosea E:{:ﬁi 'E.fn.ﬂ

chthyosis vulgaris
d) Ichthy g 6-.. "E::h ::-_',.'?"
2
Question 8: %HE" ‘1@,‘:}
oo >

A 50-year-old man with a@-&onic ski cmition is noted to have areas of linear
discontinuation ovel"\kjigkin. Wh‘ét:izlt s finding called?

)
a) Ulcer =\.'.'|,l G"h}
b) Excori;;g)ﬁn "I"i.
c¢) Erosion

d) Fissure

Question 9:

a) Erosion
b) Macule

c) Fissure

45

A 39-year-old woman is being evaluated for pale-colored stools. Further workup reveals
elevated direct bilirubin, elevated ALP, and GGT. Which of the following skin lesions would
you expect to see?
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d) Excoriation

Question 10:

A 26-year-old man presents with the following skin lesion. How will you describe it?

a) Annular
b) Nummular A
"

c) Arcuate {-;I":l‘ __..:&L
d) Polycyclic l::l'-.,:]-

Question 11:

An 11-month-old infant is brought with the given finding for the past 1 month. The mother is
concerned that the lesions are itchy as the baby has been fussy and not sleeping well. What is
the diagnosis?
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. . . - i .,
a) X-linked ichthyosis a2 ) L
b) Seborrheic dermatitis (s} A "
. .. o1, o o N "
Cc) Atopic dermatitis y :-:“'“'- Lt . ) :,}-
d) Ichthyosis vulgaris ~ y . p
.\-__i.\- . L-'-\. __!-. 5
k e
Question 12: e I i R
W o

. . . f O .. Py
A circumscribed elevation, ‘greater thani1 em in diameter containing clear fluid is known as a:
oL,

b By

a) Pustule ) %
b) Vesicle‘;:,‘ ~y oy
c) Wheal

d) Bulla
Question 13:

A 7-year-old girl develops the following lesions after a camping trip. They are mildly itchy. In
which condition are they characteristically seen?
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a) Tinea corporis W,
b) Erythema multiforme Lo o0 i
c) Contact dermatitis "-.,:‘-T'“:'l- H}_f‘l 5 E-.{-L
o) Urticari o i A
) Urticaria .-.:."-{‘ - -
-0 ) 2t
) S p s [T
v St
Question 14: s &
L'-.:.. -,_:-'l
[
Which of the following q_%]sgg{ses has anﬁijlll};f‘triginous distribution?
O
a) Herpes zosteg,,,:l'-..:r b {_'_"-..-"

.
b) Hailey{ieﬂ‘el'}: Disease .;:':"'}
¢) Incontinentia pigmenti

d) Sporotrichosis

Question 15:

A 30-year-old professional mountain climber presents with the following lesions over his leg.

What is the diagnosis?

48
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a) Scabies

Y &
b) Cutaneous larva migrans @ _.:-'.:_“‘- 2 _‘1:_{"'
c) Allergic contact dermatitis *1:1"5& ;.,;.:-__ﬁ 4 z'.{"-.
) Tinea corporis _.::-,ﬂ_t ﬁ':.._ sy
oul o
Question 16: .'—!;}'-?' 4
o i

L iL
A 2-month-old infant is b);e;lght to th ga'i"'atrician with the following finding. His mother
says that he is other@@ealthy.{:wﬁa't is the diagnosis?

3 —

W

a) Impetigo
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b) Seborrheic dermatitis
c) Atopic dermatitis

d) Tinea capitis

Question 17:

Which of the following would not be seen in a patient with poikiloderma?

a) Varied pigmentation

b) Loss of temperature sensation o, S
il
c) Skin atrophy I:‘.'.‘ ~2
d) Telangiectasia 0 Oy )
: II.\. ] x .'\.\_
el LR ™,
X ':_ LP 1 24 W
Question 18: ) AN Pl
e o oy

You have ordered a patch test for’an'8-year-old l')‘olif with a history of allergic contact
dermatitis. After the application of the pal’Ef.:h, when should you ask him to return for

removal? ] h, ¥
hP y o)
a) 24 hours o . R
h W -
b) 72 hours .Y !
c) 48 hours " ?;-'.
d) 96 hours g s
i '-:I]_. -\._"'\_.\'
u k
Ty "'\.|_
Question 19:

A dermatology resident performing Wood's lamp examination on a patient notes a
milky-white fluorescence. What is the diagnosis?

a) Pityriasis versicolor
b) Vitiligo

¢) Tinea capitis

d) Albinism

Question 20:
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A 67-year-old diabetic comes to you with a rash over the intertriginous areas, which is more
pronounced over his groin. Wood's lamp examination shows coral pink fluorescence. What is
the diagnosis?

a) Pityriasis versicolor

b) Erythrasma

c¢) Tinea cruris

d) Candidal intertrigo

Question 21: E"':{':'

: L : o 2
Which of the following diseases cannot be dlagnosed%ﬂanck smaﬁ}

o e

a) Hansen's disease "E-L l.',i'_,r

b) Toxic epidermal necrolysis @"":'h E:G A

c¢) Staphylococcal scalded skin syndrome {:}"-:'r':\ q;‘:;q.

d) Pemphigus E::::" EE'- L'E"

Y, "-.,.{:' e
S o
Question 22: [ '*{:_':-IE"
2 e

What test is being perf qeﬁ\?hﬁ' g@-‘@qbl 2

at test is being perform e ima en below”

< N

.

a) Scratch test
b) Auspitz sign
c¢) Diascopy
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d) Patch test

Question 23:

A pathologist is preparing paraffin sections of a skin biopsy sample. Which fixative is he likely
to use in this process?

a) Alcohol

b) Formal saline solution

c) 2.5% glutaraldehyde -.,{._:, a
0 - 2

d) 10% neutral buffered formalin 3 Q.

s
Question 24: G{Q E}

@}"“ o gl
Scrapings from a patient's skin lesion are'mounted i 1n H and o ed under Calcofluor
white UV illumination. Hyphae a&d@l ers of yﬁ{ﬁ re seenL is the diagnosis?
e
a) Pemphigus vulgaris "'-.
S o
b) Candidiasis @' H:}IE_,.
c¢) Pityriasis versicolor ] ‘.1;’:’_"_,

o
d) Bullous Pemphigoid {F (=)
O -.f}
IR
Question 25:
uestio r.;" l"5|| :‘j""}

Which of the}ollowing sta.’;éments is false about the test shown below?
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a) It is used for photoallergy
b) The covered side shows reaction
c) Reading is taken at 48 hours

d) Patients back is positioned 15 cm from the front panel of lamps

Question 26:

Which of the following drugs used as nail lacquer belongs to morpholines? ""'-E'_-"a 1

a) Amorolfine % e, &
b) Oxiconazole -.:"_:_'I-{::I ":'{H
¢) Ciclopirox olami NN <
pirox olamine ¢ .:F.'\ .
d) Tioconazole ""'..,H'"ﬁ -LJI::I 'i-?_&r
& o &
iy on
| G O SO
Question 27: H-;E} e ;__I'-.-
O S
entify the type of skin lesion. E‘_{}

a) Nummular
b) Annular
c¢) Discoid

d) Target

53
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Question 28:

Identify the condition shown in the image below.

a) Psoriasis

. .G
b) Seborrheic dermatitis ~ 5
L

. .. . . ~n
c) Pityriasis rubra pilaris 3 !___:.;_,. @
d) Pemphigus foliaceus ‘“-."‘:':r “
G At
&
Question 29: _,.,:I"-.:} L

&

Which of the%lloﬁng are-hf;i:mary lesions of skin?

a)1,3,4
b) 3.4,5
c)3

d) 3.5

Answer Key

Question No. Correct Option

1 (o
2 d

54
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3 d
4 b
5 a
6 c
7 c
8 d
9 d
10 b
11 d @,
12 d P,
13 b =
14 b
15 b
16 b F
17 b
18 c
19 b
20 b
21 a
22 c
23 d
24 c
2 25 b

& iy 26 a
27 b
28 a
29 d

Detailed Explanations

Solution to Question 1:

Purpura is a primary skin lesion. Crust, atrophy, and induration are secondary lesions.

It is a condition with red or purple discolored spots on the skin that do not blanch on applying
pressure. The spots are caused by bleeding underneath the skin. It is seen:

» Vasculitis

* Thrombocytopenia
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« Vitamin C deficiency

Purpura

@2
&LJ

L &— . T ﬁ .
Option A: Crusts or scabs consist of drie@lei‘;char ntl:l El?e lesio@?"qr
prion & : A ol

Crusts (Scabs)

Option B: Atrophy refers to loss of tissue. There may be fine wrinkling and increased translucency
if the process is superficial.

Option D: Induration refers to dermal thickening that clinically presents as skin that feels thicker
and firmer than normal on palpation.

Solution to Question 2:

Image 4 shows an ulcer with crusting. This is a secondary skin lesion.
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Images 1, 2, and 3 show a bulla, a papule, and a patch respectively. All of these are primary skin
lesions.

P Scales €& Crust
D

Flat plate or flake of ried serunn and
Stratumm cormeun exudates

© Fissure S Ulcer
Linear gap in the skin Loss of epidermis
and dermis. as well as

underiving tissue

- Scar & Arrophy
Replacerment by Loss i
fibrous tissue after Injury

MARROW

Solution to Question 3:

Excoriation and crusts are secondary skin lesions.

Wheal, macule and pustule are primary skin lesions.

Basic lesions that appear on t | Appear later in the disease d
he skin. ue to scratching or infection.
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MaculePapulePustulePatchPl | LichenificationErosionExcori
aqueNoduleVesicleBullaWhe | ationUlcerCrustScar
al

o

. -
Solution to Question 4: E.;,ﬁf '-?ﬁ
The given image shows hcliémﬁcatlon -.{.,,_-:.

It is a secondary skmgﬁ n charact d by hyperpigmentation, thickening of the skin, and

exaggerated sk1n gs. Itis ,E-\feg’ture of chronic eczema.
=-.'5l D
= K\

Solution to Question 5:

A macule is a flat, circumscribed, nonMpalpable lesion of less than 1 cm that differs in color from

the surrounding skin. It can be of any color or shape.
Option B: A patch is a lesion of similar description but of size &gt;1 cm.
Option C: An ecchymosis is macular area of hemorrhage &gt; 1 cm

Option D: A papule is a raised lesion &lt; 1 cm.

58
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Flat skin lesions

Macule Patch

©MARROW

T ;-:I,""
C h &y
i < =
@ {:tc’ q;;:?

The given biopsy shows parak%psm Itis a R'ted with scales or visible exfoliation of
the skin that consists of fl tratu {:'-

Parakeratosis refers to the presence cleated ocytes in the stratum corneum. It is
indicative of a high turnover of ocytes. I sociated with thickening of the stratum
corneum and visibly present ahng Tl‘]l,Esha es represent compacted desquamated layers of
stratum corneum.

The following i 1mage s@“g}s visible {rﬁﬁ\ents of the stratum corneum as it is shed from the skin.

'E _

Solution to Question 6:

Fragments of stratum corneum shed
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Parakeratosis

~,
Solution to Question 7: W
O &

The given image shows collare@yc ies wh1 re a charact c feature of pityriasis rosea.

Collarette refers to a scal an a uter bordqp_-.lgﬁd detachable inner border. It appears
like a rim around the lesmn as seen @v

Collarette scales in Pityriasis rosea

&

Solution to Question 8:

A linear crack or discontinuation of the skin surface is called a fissure.

Option A: Ulcer refers to a loss of dermis and epidermis, often involving underlying tissue as well.
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Option B: Excoriation refers to loss of skin substance, specifically produced by scratching.

Option C: Erosion refers to a loss of the epidermis, which heals without scarring. It commonly
follows a blister.

Erosion Ulcer Fissure

2"
2L
il

- LA
Solution to Question 9: . 1
; _. ™ . i,
This clinical scenario is suggestlvq e'f obstructlvve Jaundlce which is associated with severe
itching. Hence, you would e,@'ect to see glxcq_matlons or scratch marks.

The pruritis occurrin bstructive jatindice is due to cholestasis. The bile salts deposit in the
skin, causing sapom,f ion of thefat'surrounding the nerve endings. This leaves the nerves
exposed, produc__'h. he sensatlofl of a severe itch.

It 1nvolves,_!ess “of skin su“g;nce till the level of the epidermis or upper dermis. Almost all pruritic
conditions (except lichen planus) cause excoriation.

The image given below shows excoriations.
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L,
Solution to Question 10: h=

The given image showing a rou{fa\]esmn wit out ¢ central cleanjig‘ 1s called a nummular (coin-like)

or a discoid lesion. .__J'i:' 1{‘:"‘1 ":.-_""'

Both, the edge and center are equall%’ﬁwe and th'fP%mly colored. It is seen in discoid eczema,
psoriasis.

Option A: Annular lesions afd g- shap\%‘vﬁﬁ central clearing i.e., only the edges are active and
appear raised, or in a dli:ﬁ_ nt color. I een in tinea corporis, granuloma annulare.

Annular lesion

Option C: Arcuate lesions are arc-shaped or incomplete circles.
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el

Option D: Polycyclic lesions are several circ ether.

n;.__ffh'taiihve merég‘g

Solution to Question 11:

This image shows fish-like scales on the skin that is characteristic of ichthyosis vulgaris.

It is an autosomal dominant condition that is associated with filaggrin mutations. This leads to a
reduction in the natural moisturizing factors (NMF) in the skin. It develops at 3-12 months of life
and presents with generalized, itchy, small, light-grey scales and xerosis that are more marked
over extensor surfaces and trunk. The groin and flexures are spared.

X-linked recessive ichthyosis occurs only in males. It results in larger, dirty-brown scales.
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Solution to Question 12:

A bulla is a circumscribed elevation of &gt; 1 cm in diameter.

Bullae can be multilocular due to coalesced vesicles, as seen in eczema, or unilocular.

Solution to Question 13:

This image shows typical target lesions, characteristically seen in erythema multiforme.

It is also called an iris or bull's eye lesion and typically consists of 3 zones as follow;: '

* Central area of dusky erythema or purpura

» Middle paler zone of edema

Atypical target lesions with only 2 zones may be -.s.een in Stevemg :Iohnson syﬂ-drome (SJS) and
toxic epidermal necrolysis (TEN).

Solution to Question 14:

L=

'h.""w-. e
-

-h-
I-::"._ _'\-\.:_-

- . . . h . 3 . -.l.
Hailey—Hailey disease has an 1ntertr1glﬁ(-)us dlstrlbutl_lon.
k.

o
| -

iy
* Outer ring of erythema with a well-defined edge .".,H__-.,_"-

NG
&
Ky
—_:l_ _1- ,H:. ?
!
<
L ?}

Dermatomal / zosterifor

Unilateral and in the distribu

Herpes zoster

1

m tion of a single spinal afferen
t nerve root

Blaschkoid Following lines of skin cell m | Incontinentia pigmenti
igration during embryogenesi
S

Lymphangitic Distribution of a lymph vesse | CellulitisSporotrichosisSwim

ming pool granuloma

Sun-exposed

Areas not covered by clothing
(face, dorsal hands, V area of
neck)

PhotodermatitisSubacute cut
aneous lupus erythematosus

Sun-protected

Areas covered by clothing

ParapsoriasisMycosis fungoid
es

ties, antecubital and popliteal
fossae

Acral Distal locations (hands, feet, Palmoplantar pustulosisChilb
wrists, and ankles) lains

Extensor Dorsal extremities, overlying | PsoriasisDermatitis herpetifo
the extensor muscles, knees, rmis
or elbows

Flexor Flexor muscles of the extremi | Atopic dermatitis (childhood

and adult phase)
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Intertriginous Skin folds, where two skin su | CandidiasisHailey-Hailey dis
rfaces are in contact (axilla,i | ease
nguinal folds, inner thighs, in
framammary)

Solution to Question 15:

The given image shows serpiginous or serpent-like skin lesions, which are characteristically seen
| |
in cutaneous larva migrans or ground itch.

It is caused by the larvae of various hookworm or Ancylostoma species. T as1te is acquired
from direct skin contact with soil contaminated by dog o ¢at feces. It i mon following travel
to endemic or tropical areas and symptoms develoQTt n the ﬁrs eks.

The site of entry is marked by an inflamed pa en locat d:_between thﬁ;‘% es. Serpentine or
linear single-track lines later appear as t}.l_, e mlgrate ! gh the ep{E is. The lesions can
enlarge as much as 1 to 2 cm per day. ﬂ-___

The first-line treatment is oral 1ve1"ﬁze_|‘5%m at 200;*1@@ Oral albea&‘zole is an alternative
treatment. _ H"-.__"- } .,,'_"'—_':. ;__I'-.,.-

Note: Larva currens is cadégﬁ%y the 1g1'€_ﬁng larva of.?t'g"ngylmdes stercoralis. It also produces
serpiginous lesions and can be dlffe%ted by th.e.jagter rate of progression and haphazard
distribution of lesions. oy

The image below shows sergigilﬁous larva t@‘k‘is over the skin.

Solution to Question 16:

The yellowish greasy scales on the scalp of an infant are characteristic of seborrheic dermatitis.
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Seborrheic dermatitis is a common, inflammatory skin condition that causes the formation of
flaky, white to yellowish greasy scales on oily areas such as the scalp, forehead, nose, or inside the
ear. It is known as cradle cap when it affects the scalp of infants, as shown in the image below:

= o
Option A: Impetigo preselﬂsg@ shallovsé}'bihiﬁhe. When é@tured’ they result in erosions and

discharge that forms honey-€olored crusting. 2

. N
Other options: &:ﬂ“l ;'f'*{j ,:___'E"{:i

Option C: Atopic dermatitis presents in infants as an itchy erythematous rash that affects the face
and flexural areas such as elbows. The given image shows atopic dermatitis on the abdomen and
thigh of an infant:
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I:.-_|
e

C— F
S,
Option D: Tinea capitis is ringworm of the sgg_'p‘ht Is uncominon in infang.lihni's common in older

children and presents as patches of alop i dots (swollen hair

sociated wi;cﬁ-%caling or
shafts). W
% W

o
The given image shows severe ti{gﬂpltis ipfec&eﬁl with folliql'_e__zhischarging pus, this clinical
variant is known as kerion: -""'-._ '-.,'-_-':' "

Solution to Question 17:

Loss of temperature sensation is not associated with poikiloderma.
Poikiloderma is a special skin lesion with a triad of features:
* Cutaneous pigmentation (both hypopigmentation and hyperpigmentation)

» Skin atrophy
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* Telangiectasia

It may be congenital or acquired. It is associated with mycosis fungoides, dermatomyositis,
xeroderma pigmentosum, etc.

Solution to Question 18:

In patch testing, the patch is removed after 48 hours to examine the site of reaction.

Patch testing is a test to detect sensitivity to a specific allergen. A battery of suspected allergens is
applied to the patient’s back under occlusive dressings or patches. It is allowed to @main in
contact with the skin for 48 hours. ""'-.h_-'

* 48 hours: Patch removal for initial reading to detect de}%@d hypersensi.;';n_f_ity reaction.

L

¢ 72-96 hours: Final reading done for confirmation. .,:'::'l. (]

" .
Note: Since the question is regarding the timin% tch remo@%d not r%rfiing the final

diagnosis, 48 hours is the answer. o 0 @,
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Patch test

'E-'.
é}'ﬂ:l
N
"';.:E"'L ; ':Fll. 1-&""
| o & o 8
Solution to Question 19: “5-. 5-:.1"'1m E::-..

b % .
Ivory or milky-white ﬂuoresceqsg‘pn Wood's amp examinatin#—is seen in vitiligo.

In vitiligo, there is less or ﬂg,gf)idermzhﬁ'f&lin in the qﬁf&ied patches. As the normal function of
melanin is to absorb light, the vitilig ected patq:’geannot block the light emitted from deeper
layers of the skin. They appear as bliish, milky,-er ivory white patches with sharp margins. Woods
lamp is hence helpful in the diagnosis of Vitﬂ_{gb, especially in fair-skinned people in whom lesions
may not be obvious to th: qz'!r;ked eye. WWS

The following image s@ws milky—yx?}thélﬂuorescence under a Wood's lamp.
= 1'.. [

o
l\_':'ll Milky white inflorescence of vitiligo
-,':5 under wood's lamp
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Solution to Question 20:

Coral pink fluorescence on Wood's lamp examination is characteristic of erythrasma.

Erythrasma is a skin infection caused by Corynebacterium minutissimum. It is common in
diabetics and immunodeficient patients and is associated with obesity, sweating and poor hygiene.

Coral pink fluorescence is due to the production of coproporphyrin III by the bacterium.

Solution to Question 21.:

*
Hansen's disease is diagnosed by slit skin smear for acid-fast bacilli using the m{)éiﬁed
Ziehl-Neelsen technique. *

Some important findings on Tzanck smear are as follo_w.sj.:_":" _1-.__-"*.‘-'
} L 1
T R
Acantholytic cells Pemphigus, Hailey-Hailey dis
ease

Degenerated necrosed kerati | Toxic epidermal necrolysis

nocytes

Dyskeratotic acantholytic cell | Staphylococcal scalded skin s
S yndrome, Bullous impetigo
Multinucleated giant cells Herpes simplex virus 1 and 2,

Herpes zoster

Henderson-Patterson bodies | Molluscum contagiosum

Leishman-Donovan bodies Leishmaniasis
= Clusters of basaloid cells Basal cell carcinoma
i =
i ".\]l oy
5 B k
™Y “uak

Solution to Question 22:

The test depicted in the given image is diascopy.

It involves pressing a glass slide or a stiff, clear, colorless piece of plastic onto the skin to cause
blanching by compressing blood out of small vessels. This allows other colors to be evaluated.

Some uses of diascopy are as follows:

* Apple jelly nodules - Yellow-brown lesions seen in lupus vulgaris and sarcoidosis.
* Spider naevi - Compression of radiating arterioles is noted.

» Differentiation of erythema (disappears) and purpura (remains unaltered).

The image given below shows apple-jelly nodules on diascopy.
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Solution to Question 23: ¢
10% neutral buffered formali 'ahe most wiqie;ﬁsed ﬁxatiﬂa':f-dr routine diagnostic microscopy

of paraffin-embedded tissp_eiJ ples. :.E:"- EF'-.
Skin biopsies are indicated in vario %&ditions i "Epidermal or dermal neoplasms as well as
blistering disorders for immuno cence. Mi s medium is used as a transport medium.

Various techniques of skin{ﬁlﬁ&y are avai ﬁE‘elbased on the lesions to be biopsied:

l"h::. Excision For removal of a single, small

rll;" lesion. An elliptical or fusifo

.""'- rmshaped area of skin is rem
oved

Incision biopsy(wedg | A part of a large lesion is rem
e) oved, with some normal peri-
lesional skinfor comparison

Punch biopsy (3-6 m | Useful for accurate sampling
m) of limited tissue

Curettage For hyperkeratotic lesions lik
e seborrhoeickeratoses, viral
warts, basal cell carcinomas.
It is usually accompanied by

cautery

Shave biopsy For protuberant lesions on th
e face like benign intraderma
1 naevi

Snip For skin tags
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Solution to Question 24:

The microscopic picture described in this clinical scenario is called spaghetti and meatball
appearance. It is diagnostic of pityriasis versicolor or tinea versicolor.

Skin scrapings from the lesions are mounted in 10-30% potassium hydroxide. A

higher percentage of KOH solution speeds up the process. It is then observed under fluorescence
microscopy using a fluorescent brightener like Calcofluor white or Blankophor which specifically
stains polysaccharides in the fungal cell wall.

The hyphae and spherical Malassezia yeasts are called spaghetti and meatballgagj@rfanas and
grapes appearance as shown below.

e

W

Solution to Question 25:

The given image shows a photo-patch test. Skin reaction is seen on the uncovered side that
is exposed to UV rays.

Photo-patch test is useful in the diagnosis of photosensitive rashes and photoallergic contact
dermatitis that are typically localized to the sun-exposed areas of the skin.

UV light is used at a dose sufficient to trigger the photoallergic response, without causing a false
positive phototoxic reaction. It is performed like a conventional patch test, except two sets of
allergens are applied over the back. The control set of allergens and the rest of the skin

are covered with an opaque material. The patient is positioned 15 cm from a UV lamp and the test
site is irradiated with UV light.

This test is best read after 48 hours. In the case of a positive test indicating photoallergy, the
exposed side shows a reaction.
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Solution to Question 26:

Amorolfine is a morpholine that is available as a 5% nail lacquer. It is used in the treatment of
onychomycosis.

‘{‘l T RES

Options B and D: Ox1conazole‘,“~la,ﬂ_§} tloconazghe._':ﬁre classified h'SI imidazoles

Option C: Ciclopirox olamlj isa hydm§;‘pyr1done cc')gﬁ)'eund

1-:1 ”{}
i i
o o

Solution to Question 27-.,.}‘:‘ b

The given image s-]gg.wgrmg-sha]leﬁ-f'esions with central clearing, which are characteristic of

annular lesior_léil"q. o)

In annula'f':ﬁesions, only ﬂk edges are active and appear raised, or in a different color. They are
seen in tinea corporis, granuloma annulare, borderline leprosy, and psoriasis.

Solution to Question 28:

This image shows silvery or mica scales on the extensor aspect of the elbow, which is indicative of
psoriasis.

Scales are flakes of stratum corneum that are characteristic of processes involving

parakeratosis. The silvery colour is due to reflection of light at many air—keratin interfaces and
can be altered by wetting the skin.

Solution to Question 29:
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Purpura and vesicles are primary skin lesions.
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Acne, Rosacea and Others

Question 1:

Which of the following is a specific lesion of acne vulgaris?

a) Cysts
b) Pustules
c) Comedones % X
d) Nodules . y
L E b
4 "
N0 ~
'|: ."-\.
Question 2: el L o,

e N

ke a - 4%y
A 15-year-old girl presents with multiple papulopustular, ‘erythematous lesions on her face.

Which of the following is the most likely: diagnosis?* ol
a) Acne rosacea :'ﬁ I_-“«-'_' v R i -
b) Acne vulgaris ; 0 ; . _"-'.'-
c) Eczema e -
. .. s e "
d) Tinea faciei < "
L o)
1I—_:"'\.. -\:_-I. d
_ Wy &
Question 3: L S

L 1
W
Which of the following is not a component of SAPHO syndrome?

a) Synovitis
b) Seborrhoea
c) Acne

d) Hyperostosis
Question 4.

A teenager presents to the dermatologist with the following finding. Which of the following is
not a causative factor for this condition?
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a) Androgen

b) Oily food ™
c) Bacterial proliferation "q::l,“l"'l. ESDTL L’E’:-{P
d) Hypercornification of ducﬁ'-.. "'1:-:"'{:' {}"-:I
& l:."._"r""' o
. 2 )
Question 5: ) 4&

o
c"]‘:h"" 2
A patient presents with e nodulgﬁwlc lesions on the face. Which among the following
is the drug of choice 3@5 condll’%‘h(-).;?lI

a) Steroid H‘I'I"u
b) Isotret;;lbs“.?in "'I"HG

c¢) Erythromycin

d) Tetracycline

Question 6:

An 18-year-old girl with pustular acne comes to your clinic for follow-up saying that her acne
has not reduced even after taking medications for 6 months. Which of the following drugs will
you now prescribe?

a) Oral erythromycin
b) Topical steroids

c¢) Oral retinoids
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d) Oral tetracyclines

Question 7:

A patient with nodular acne has been on oral retinoids for 3 months. Which of the following
tests are required to monitor the therapy?

a) Liver function test

b) Renal function test

¢) WBC count "'.,':'_I';:::. '
d) Thyroid function test L
& oL
o O
-""f‘* -
Question 8: o L
"":'“"L —_:"‘ 1""'"
A 16-year-old girl with moderate acne alsb':complalns Qﬂlrregular H@Ses Which of the
following is the drug of choice? _:-.ﬂji 5..;':-. > : ?:;:R
& ol C
a) Retinoids - Yy x.:-n"'- ™ 2
. i 5 2
b) Tetracycline L i
s SO
c) Oral contraceptive pills IE'-..':“" N
e -
d) Minocycline {C‘ ""-._"'-:"L
¢
Question 9: _‘_-j.uf"'lﬂ O &
5, O

A 17-year-old glrl presents-‘x?\hth the following skin lesions. What is the likely diagnosis?
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a) Acne vulgaris
b) Acne rosacea
c) Seborrheic dermatitis

d) Milia

Question 10:

A 40-year-old woman presents with a 2-year history of erythematous papulqpqlbfular lesions
over the center of her face. There is a background of erythema and telangiéetasia. What is the

most likely diagnosis? Ea P
iy f o
. b, ! |
a) Acne vulgaris AN e,
o L% .
b) Rosacea L - L
c) Systemic lupus erythematosus {s d Ay i b
=5 - -\.: L1 'l.. . e
d) Lupus pernio % :-:“'“'- g4 :_}-
\ A pe
L N o

Question 11: Y P

| 3

4 1L
Intake of which of the following drugs can produce an acneiform eruption?

‘_ L= 1
. b 4
a) Tetracycline ":f" 5
b) Phenytoin =~ _ %} A
c) Aminog]xc()'éide ,_‘--"-"
B |

",
d) Quinolone

Question 12:

A patient with obsessive-compulsive disorder presents with lesions on his face. He confides
that he frequently picks at his face, regardless of the presence of acne. What is the diagnosis?
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a) Acne excoriée
b) Acne fulminans
¢) Acne conglobata

d) Acne mechanica

Question 13:

Which of the following is .Q':ﬁr%frerred c‘ll{ri:iﬁ'cal peel agent for a dark-skinned patient with
acne? e

W L
a) Pyruvic egcdrdﬁllﬂ D"-:"
b) Lactic ;'&i “I"H

c) Jessener's solution

d) Glycolic acid

Question 14:

Identify the following condition.
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a) Acne rosacea

b) Acne vulgaris

¢) Rhinophyma
d) Sebaceous gland neoplasna'-.__r'-hr“
-

&
| 0
Question 15: .;,'..P"'." &
AN o
L
Which of the following is Q‘é{t associat
I

a) Photosensitivity

b) Blepharitis
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c) Flushing

d) Comedones

Question 16:

Fordyce's spots mainly involves which of the following sites?

a) Lips
b) Scalp
c) Neck . g
il
d) Trunk If_'_':" -.:'-L-
: ",_:"ll ™
l..‘-\'\.\_.ﬂ- ."-\.-
Question 17: ot P 0%
Ty o o W

£,

: E T N
. o Wt . L
Which of the following is a correct §t31gnent regall";.q_l-rig the glVG_Ile_-O'Ildltlon?
1

a) Ectopic sebaceous glands
b) Antibiotics are the first line treatment
c) It is asymptomatic

d) Occur commonly on upper lip

Question 18:

81
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During your rounds in the neonatal ward, you see a 2-week-old neonate with the following

skin finding. It is a disorder of which of the following glands?

a) Sebaceous glands E;'-..:'j.“b'- th'l-'.__{j Lﬁﬂ
b) Apocrine glands _ I;_E?"' .,{H'-,.'f‘.?' {:—.I
c¢) Holocrine glands I-_--'| R LT

&
d) Eccrine glands T}I::,'E" o
"lq;:'-..

Question 19: {;. r~..,,“5l

D o
At what level %oe&,%e obstrﬁhibn occur in miliaria crystallina?
“ il :
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a)1
b) 2
c)3
d) 4

Question 20:

Which of the following is not a disorder of the apocrine glands?

E._l
'I'.-_|
e

b.

a1
b) 2 ~""r.ﬁ‘-~'-'l.,
c)3
d) 4
Question 21:

Which is the incorrect statement regarding the condition shown in the image?
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O
a) Inframammary area and intermammary f@ay be 1nvd2p€5\

b) TNF alpha inhibitors can be used in t@n nt "'-.ﬁ" 1,:":""@

c) Obesity and smoking are assocm@;nth it ;{i{__{j ':.F:F-ﬁ"

d) Surgery cannot be donelzi-:|);l1:_.,,.l condltl%g‘} F{:—J

B e~
< S
'3':5' [
ol T."“"'
«“ nswer Key
COr
S ; :

2 b
3 b
4 b
5 b
6 (o
7 a
8 (o
9 a
10 b
11 b
12 a
13 d
14 (o
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15 d
16 a
17 c
18 d
19 a
20 c
21 d
. . <
Detailed Explanations e
e
Solution to Question 1: :::j{:] {'F"E
by "-."'3'
Comedones are the specific lesions of acne vul is. o |,'t"|. .

C >
Acne is a chronic inflammatory disease o Hé'-pllosebaceq}.lf's'.r'unit. Comedonal lesions are the
earliest lesions of acne. They represent, the-keratin p&l.ljg’s"‘-o the pilo ceous duct.

When the keratin plug is inside .ﬁ@';;llicle, it is é"&.ﬁed a closed,".c'éa'ledone (whitehead).
When the keratin plug is xp@.ﬁh to the m@:lbnment, it ggts;;"xidized by the air and turns black
éfgiiead)

: m%'i'a

which is known as open comedone (bl

Solution to Question 2:

The age of the patient and the presence of papules and pustules with an erythematous base on the
face are suggestive of acne vulgaris.
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It is commonly seen in teenagers and young adults. The condition can vary from very mild
comedonal acne to severe aggressive pustular acne. These eventually may lead to scarring due to
sinus formation.

Option A: Acne rosacea or Rosacea is predominantly a disease with onset in middleMaged adults
(30—50 years old) and involves the convexities of the face.

Option C: Eczema presents more over the flexures and extremities from early adulthood. Features
of pruritus and excoriations are predominant.

Option D: Tinea faciei is a fungal infection of the face and presents with a scaly lesion.

Solution to Question 3: >

Seborrhoea is a constituent of SAHA syndrome, not SA_PI’I-O syndrome, ¥,

e

SAPHO syndrome consists of: b

* Synovitis i, | Ta )
* Acne by Ln " :." :
» Pustulosis b kA _ pal
« Hyperostosis Syl 0 o
= k '
* Osteitis 4 P

Solution to Question 4: . " _

LT | &
A teenager presenting with papulopustular lesions on the face and the presence of comedones is
most likely suffering from acné-vulgaris. Oily skin due to excessive sebum production is one of the
causative faetors of acne, ll):ut oily food is not directly implicated

Acne results from the combination of:
* Increased sebaceous gland activity under the influence of androgens - oily skin

» Abnormal follicular differentiation with increased keratinization- hypercornification of duct due
to increased IL-1

* Microbial hypercolonization of the follicular canal leading to its inflammation.

Solution to Question 5:

The presence of multiple nodulocystic lesions implies that this is a case of severe
acne. Isotretinoin is the first-line drug for the treatment of severe acne (nodular acne and acne
conglobata).

Systemic retinoids are highly teratogenic and are absolutely contraindicated in pregnant women,
those planning to become pregnant, or breastfeeding mothers. Two negative pregnancy tests (on
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separate occasions) are required for females of childbearing age before starting acitretin or
isotretinoin.

Baseline evaluation of serum lipids, transaminases, and complete blood counts should be done
before starting any systemic retinoids. These values should be checked monthly for the first 3—6
months and once every 3 months thereafter. Monthly pregnancy tests should be done while on the
drug.

Note: Female patients should avoid conception for 3 years after discontinuing acitretin treatment
for cutaneous psoriasis.

Solution to Question 6: -y

Oral isotretinoin, an oral retinoid is indicated for the treapnent of recalcit'reint acne.

Recalcitrant acne is poorly responsive acne, less tha,n 50% 1mprovement after 6 months of therapy
with combined oral and topical antibiotics. o % A

Solution to Question 7: L o

Liver function tests (LFT) m.ust be momtgre,d during ret1n01d therapy as it can lead to variation in
LFT by causing drug- -induced liver i 1nJury

Side effects of retinoids: oy i :

¢ Cheilitis/dryness of lips ({Ilg_gt -c;)mmon)1 -

* Deranged liver funct__i()p-.-"tests -

. Hypertriglyceriden'lia-

. Teratogemc1t5+ contracephon is required until 1 month of stoppage of isotretinoin.

Note: Female patients should avoid conception for 3 years after discontinuing acitretin treatment
to prevent retinoid-induced embryopathy.

Solution to Question 8:

Moderate acne with irregular menses are best treated with OCPs.

Giving OCP will increase sex hormone-binding globulin (SHBG) and hence reduce free androgens
which play a major role in the pathogenesis of acne. In addition, OCPs also help in regularising
the menses.

Solution to Question 9:
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The image shows typical erythematous papules and nodules along with few
whiteheads, suggestive of acne vulgaris.

Other options:

Option B: Acne rosacea is a disorder that appears mainly in people within 30 to 50 years of age.
The lesions are mainly present on the convexities of the face but don't lead to central crusting or
scarring. It is followed by triggering factors such as sunlight exposure, emotional disturbances,
spicy food, alcohol, etc.,

Given below is an image showing acne rosacea:

Option C: Seborrheic dernratitis is a ¢ "'E"b inflammatory skin condition which presents with
erythematous patche superﬁa aling, affecting areas with a high density of sebaceous
glands- scalp, facey.ce al chest{}?lﬁ anogenital areas.

Option D: Milia are small cysts formed around the pilosebaceous follicles usually seen over nose,
cheek, forehead of neonates. Pearly opalescent white epidermal inclusion cysts. Resolve
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spontaneously without scarring.

s
g - e
5 &
> o
= % L
'&:ﬁ:‘} F-:.,ﬁ ¢
&
The patient comes with er‘}fb@ua and %};&N on fama]@&@xmes (central face), a characteristic

Solution to Question 10:

feature of acne rosacea.

It is triggered by exposure to suré:gl spicy fgga-alcohol or emotional disturbances. Patients
also develop telangiectasia . They also have a tendency for developing rapid flushing due to
temperature change. RQE} a is more on in women of age 30-50 years.

The innate immun r&onse in é@;éa appears to be altered. There is increased TollMlike
receptor 2 (TLR2),activity angj‘n reased protease activity.

Demodex‘hh'ile rolifera’qg?i‘n the pilosebaceous follicles of the face has also been suggested as a
possible aetiological factor'in cutaneous and ocular inflammation. The pathogenesis of ocular
rosacea seems to be closely associated with meibomian gland dysfunction.

The table below shows the 4 subtypes and the corresponding treatment options. The subtypes are
not equivalent to the progression of the disease.

The image below shows rosacea.

Erythematotelangiectatic ros | Sun avoidance and protectio

acea (ETTR) nTopical ° Mreceptoragonists
- brimonidine or oxymetazoli
ne
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Papulopustular rosacea (PPR)

Active inflammatory lesions:
Topical metronidazoleAzelaic
acidIvermectinSodium sulfa
cetamideSulfurPerilesional er
ythema:BrimonidineOxymeta

zoline

Phymatous rosacea

Topical skinMpeeling agent if

there are large occluded folli
clesElectrocautery or laser fo
r telangiectases

Ocular rosacea

Daily lid hygieneOily tearBsu
bstitute lubricating eye drops
or aqueous gels

e
N

Solution to Question 11:

Drug-induced acne (acneiform eruptions) are associated with the following:

* Topical or systemic steroids (most common)

» Anabolic steroids - danazol, stanozolol

 Anticonvulsants - carbamazepine, phenytoin, phenobarbitone

* Antituberculosis drugs- isoniazid, pyrazinamide

Clinically, acneiform eruptions are characteristically monomorphic.

Drugs most commonly implicated in acneiform eruptions:

* Worldwide- steroids

* India- isoniazid (INH)
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Solution to Question 12:

This given image shows acné excoriée on the chin of a male with compulsive picking of the face
using nail pliers and tweezers.

Acné excoriée is regarded as a selfMinflicted skin condition in which the sufferer compulsively
picks real or imagined acne lesions predominantly on the face. It is mostly seen in adolescent
girls.

Other psychiatric disorders associated with acne are:

* Body dysmorphic disorder - Some patients have acne as their prime symptorh, Fhe perceived
acne is out of proportion to physical signs.

» Eating disorders - reported in anorexia nervosa. Acne ité-élf'rnay be a.prédisposing factor for
anorexia in vulnerable teenaged age groups who adept:d diet in anjattempt to control their acne.

Option B: Acne fulminans or acne maligna is a f&ré and severe-destructive formof acne presenting
primarily in adolescent males. It most frequently affects thetrunk but cail affect the face and
presents acutely in association with systen:uc symptoms :

5
L |

Options C: Acne conglobata represénts 4 rare andSevere form of @ene characterized by multiple
and extensive inflammatory papules, tender nodules, and abscesses which commonly coalesce to
form malodorous draining smus tracts, %,

Option D: Acne mechanica describes-aene that oceurs at the site of repeated mechanical trauma
and/or frictional obstruction of the pilosebacequs outlet resulting in comedo formation. Examples
include ‘fiddler’s neck’, which*niay occur onthe neck of violin players, and is characterized by
wellldefined plaques witli'the presence 6f comedones, lichenification, and pigmentation

i
B

Solution to Qtiestion 13:

%
Glycolic acid is the preferred chemical peel agent in dark-skinned individuals.

Dark skin (Fitzpatrick type IV to VI) has a tendency for post-inflammatory hyperpigmentation
(PIH) after procedures like lasers and chemical peel. Deep chemical peels cannot be used in
dark-skinned patients. Even medium-depth peels need to be used with extreme caution.

Chemical peels are believed to promote desquamation which reduces corneocyte cohesion and
keratinocyte plugging, so enabling the extrusion of inflammatory contents. Light chemical peels
are used with the aim of helping to remove comedones as well as superficial scarring and
hyperpigmentation.

Other peeling agents are:
* Pyruvic acid

* Lactic acid

*» Maleic acid

« Citric acid
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e Tartaric acid
* Mandelic acid

« Jessener's Solution - lactic acid + salicyclic acid + resorcinol

Solution to Question 14:
Rhinophyma (also known as potato nose) is a slowly progressive condition due to hypertrophy
and hyperplasia of the sebaceous glands of the tip of the nose.
It is often seen in cases of long-standing rosacea called phymatous rosacea. It is EJ@.a"neoplasm.

It presents as a pink, lobulated mass over the nose with superficial vascular dé}ion. It mostly
affects men past middle age. Patients seek advice becausgNhe distortﬁd.'Eppearance of the
enlarged nose, or obstruction in breathing and vision.,h""::j. O

Rhinophyma may be diagnosed clinically, but aglﬁﬁiopsy can@'h;;l’rm the §iagnosis. On

histology, rhinophyma shows sebaceous gla eﬂrophyi:lliﬁ)erplasia rosis.
The most common indication for treatm S cosmetiqga'blation usin.g-.._gbz laser or surgical

resection of excess tissue with remsﬁ'}hng of no e@ e perfor Q‘
-{f‘ qﬁ'
S o
Solution to Question 15: .;;Ex 1.{}'2-’

The image shows acne rosaceda."Comedone pathognomonic features of acne vulgaris, not

rosacea. oA, b %

The absence of comed@les helps ig._'. rentiating rosacea from acne vulgaris.
w e

I.Il: Closed comedones

Option A: Photosensitivity is a feature of rosacea. It may be triggered/exacerbated by exposure to
sunlight.
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Option B: Ocular rosacea is associated with involvement of eye due to meibomian gland
dysfunction, which causes gritty sensation in the eye, blepharitis, recurrent chalazion, and
conjunctivitis.

Option C: Erythemato telangiectatic rosacea (ETT) is associated with facial vascular changes —
redness (flushing) and telangiectasia on central cheeks.

Solution to Question 16:

Fordyce spots occur most commonly on the upper lip &gt;buccal mucosa.
1

é’h

L 2
Solution to Question 17: .:..'I:F-" ‘:F"'
The image shows pearly, penile papules. These ‘g.::luswely in mal ey consist of
flesh-coloured, smooth papules most comm n the cor@:| margin of e&lans penis. They

are benign and asymptomatic and treat involves I;E{ssurlng the

*Note: Pearly, penile papules are ﬁl;only mls or Fordy ts (Tyson's glands). Fordyce
spots are commonly seen on t aft of the.p nd are eq't:l ic sebaceous glands. Image below
depicts Fordyce spots on th qup e shaft: "q:":"'

Solution to Question 18:

The image shows clear, thinBwalled, superficial vesicles 1—-2 mm in diameter, without associated
erythema, resembling drops of water in a newborn. It is suggestive of miliaria, a disorder
of eccrine sweat glands.
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Solution to Question 19:

In miliaria crystallina, the obstruction is at the level of stratum corneum.

The image shows the histological appearance of the epidermis of the skin. The structures marked
are respectively:

e Stratum corneum
e Stratum granulosum
¢ Stratum spinosum

e Stratum basale

Solution to Question 20: -.,,.:._.I{:'K ":"‘E
)

S o
Miliaria (image 3) is a disorder of eccrine glands. ,::-. ‘:,;'-.
It is a common acute or subacute skin co@ﬁ@n hat ariseiﬂg to the og_(zlq_'t_t;%'n or disruption of

eccrine sweat ducts in hot humid conditions, resulting{ﬁ:“h leakage ofxs.,?_kieat into the epidermis

(miliaria crystallina and miliaria rq{r}ahlor dermii.smlaria profq%.@.
n

Other disorders of the eccri t glands a idrosis a "-h erhidrosis.
r disorder rll{i@agnl_ﬂ{!ejlrlnndjyprlrl

Chromhidrosis

Hidradenitis suppurat

Miliaria rubra

Disorders of the apocrine glands are:
» Bromhidrosis - abnormal sweat odor due to bacterial growth.

» Chromhidrosis - secretion of vividly colored apocrine sweat (blue, yellow, or green color). It is
usually of apocrine origin and seen in the axilla, areola of the nipple, or face.

* Fox-Fordyce disease or apocrine miliaria- obliteration of the apocrine duct at the infundibulum.
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Solution to Question 21:

The given image shows hidradenitis supurativa or inverse acne. Surgical excision is the best
treatment that offers a cure.

Hidradenitis suppurativa is a chronic, inflammatory, recurrent, debilitating, follicular disease that
usually presents after puberty.

There are painful, deepBseated inflamed lesions in the apocrine gland@bearing areas of the body,
most commonly the axillary, inguinal, and anogenital regions.

This definition is based on the San Francisco modification of the Dessau criteria.

The following three criteria must be met for the diagnosis to be made: :
« Typical lesions - deepMseated, painful nodules or ‘blind boils’; abscesses, draihing sinuses,
bridged scars, and paired or multiheaded open pseudocomedones in secondary lesions.

= e

» Typical topography - axillae, groin, perineal and perlanall region, buttocks and infral and
intermammary folds. b 4 i

. "W %
¢ Chronicity and recurrence of lesions. N, L i %

More common in young women of ages 20 29 years. Obe81ty and smokmg are the two main

factors associated with hidradenitis suppuratlva o4 )

Treatment includes:

« Antibiotics - tetracycline,clindamycin_ ".*

» Intralesional corticosteroids 2 Tk

« Immunosuppressants o & .
* Acitretin - R
« Anti-TNF alpha theragy o F
* Surgery A" : A% .'
L X
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Disorders of Hair and Nails

Question 1:

Which of the following structures demarcates the upper and lower hair follicles?

a) Sebaceous gland
b) Sweat gland
c) Arrector pili

d) Adamson's fringe

i
"5, e
Question 2: ; _.,11. X
Which of the following is not true about hair cycle? .
- v - .‘* I: |
a) Anagen is responsible for finakhair length
b) 50% of hair is in anagen dt any point in*time i
| | LT L

c) Lower part of the follicle involutes dﬁ'ring cataggn.'-' F

d) Kenogen is a state of latency _'*._ A
L e |
h::. L= |
_-\_.\"' gt |
. T | ]
Question 3: 5 o

Identify the irreorrect stategrl}ent regarding the types of hair.

a) Melanin is absent in vellus hair
b) Vellus hair depth extends to the subcutis
¢) The medulla is thicker in terminal hairs

d) Lanugo hair is unmedullated

Question 4:

A young man comes to you with hair loss as shown in the image given below. You prescribe
finasteride to prevent his condition from worsening. Which isoform (s) of 5-alpha reductase

does this drug inhibit?

96
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a) Type 3
b) Type 2
c) Types 1 and 2
d) Types 2 and 3

uestion 5: i
; oo )
':.._n ﬁ-,._-i.
Which is the primary site.@action of Q&I&qi'ogen in hair follicle?
s
a) Hair follicle epithelium {-___-"-."'
pilla .
b) Dermal':g'_a la o
¢) Bulb 4

d) Infundibulum

Question 6:

A 32 year old female patient with PCOS is worried that her hairline has shifted upwards
exposing more of her forehead as shown below. Which of the following is incorrect about this
type of hair loss and its treatment?
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by S
a) DHT(dihydrotestosterone) is responsible 0(_:i15'}LT"cular regn___s"'lon

@ =«
b) Arao-Perkins bodies are seen within thefollicular stelﬁ‘e oy
",
¢) Minoxidil has vasodilatory actldq:-,""'l- ;,,;':.%ﬁ : j-.f:-‘l'
. D1 s g . L
d) Finasteride is the first line freatment o =
- a N 2
>t '--.;q_"-."'?:i
s )
uestion 7: P &
Q _hj, _q'-.

You see a male patient vnt.ﬁ_‘-ﬂlffuse hau{"ss over the crown and frontal scalp with

maintenance of the }_5: e. What i pattern of hair loss?

a) Female attﬁr"n hair loss{.. .'"-

b) Male pm"ttern hair loss™,
c) Alopecia areata

d) Mixed pattern hair loss

Question 8:

98

A patient comes to you with hair loss as shown below. How will you classify its severity?

Sold by @itachibot



a) Tanner staging

b) Hamilton-Norwood staging (s} LA i

. . & i - 2 -: 5 1‘“ B L
c) Batts-Ludwig staging % :-:“'“'- g4 | :":-'
d) Ludwig staging ~ = a A

'\-—-l"- s |-.H G .
5 . %-.
Question 9: e I b
.\.'.-"\. b l

A 50-year-old lady who ulkder;vent chemotherapy for breast carcinoma 3 weeks ago now
presents with diffuse lllzhr loss as sho&in below. On examination, she has a depressed affect.
Name the conditipfiicausing her h‘alr loss.

'.\]_ -\."'\_
-."..

a) Alopecia areata
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b) Telogen effluvium
c) Anagen effluvium

d) Trichotillomania

Question 10:

A 25-year-old woman in the first trimester of pregnancy presents to your clinic with hair loss.
She gives a history of typhoid fever 3 months ago. What is the pattern of hair loss seen in this

patient? G

a) Anagen effluvium
b) Androgenetic alopecia
c) Telogen effluvium " .

d) Telogen gravidarum K i

Question 11: o,

While examining a patient with hair loss, yOu notice several thin, broken hairs that are
thinner towards the scalp and easﬂy pulled out. What is the diagnosis in this patient?

a) Alopecia areata P _'-""
.'_ L= 1
b) Telogen effluvium _ " 4
1] "
c) Netherton syndcome T
d) Cicatricial alopecia ="
by A
Question 12:

Which of the following statements about alopecia areata is true?

a) Spontaneous remission is seen in 20% of patients
b) Alopecia universalis denotes loss of all scalp hair
c) Ophiasis means loss of hair along the back of scalp

d) Alopecia totalis denotes loss of all body hair

Question 13:

100
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A 10-year old boy presents with the following type of hair loss. Which of the following is the

most likely expected nail finding?

a) Fine stippled pitting of nail ‘1.:'].“3'- L;::._D 3 L
b) Thinning of nail with pter@\‘;k -,_c.,;-:_-"

c¢) V-shaped nicks on the (Imal edge t:""

s
d) Greenish discoloration with on ychia ¢
o) >
o fa
Question 14: ":'

s
2 &0

You are treatl.}}.“I %llege st 'al’lt for acne. While examining him, you observe the following

finding. What.hitial treatm'hnt will you recommend for this finding?

101
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a) Intralesional steroids
b) Contact immunotherapy
c) Oral steroids

d) Cyclosporine

Question 15;:

A woman brings her 46-year-old sister to the dermatology OPD. Over the last 4«véeks,
following the death of her husband, her head has become full of thin whitefhair which was
previously black. She has also lost about 7kgs. What is t]gﬁ'sause of this'finding?

s
a) Hyperthyroidism _ '-__:‘-':." I P, ;
b) Alopecia areata : .-:_:-'“‘.‘ :_'1' F } .
c) Telogen effluvium [ ; ; A 2! o W
d) Psychological stress b :'-;"." & ':."-h: : | E-:" ¥
-.__;- .t ¢ A
Question 16: £ P

'y
1

| 3

M W&
Which of the following conditiens'cause nonscicatricial alopecia?

‘_ , = 1
e o
a) 11 31 4 1:.;"\--' :\__l. "l
b) 2, 4,5 5) - £
c)3.5 ™4 oy
b |
d)3
Question 17:

A patient presented with hair loss and itching of the scalp along with mild discharge. Which
of the following is useful for diagnosis?
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a) Tzanck smear
b) Gram stain
c) Slit skin smear

d) KOH mount

Question 18:

§ o ISP
A dermatologist is cons1i1_l$e§'1[' regarding&-i(;-year old patient who underwent surgery for
intestinal obstruction _'lra‘s;lg' week. W_'Elé-‘}t of the following is the cause of hair loss in this
patient? 7 N

i ]

a) Alopecia areata
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b) Pseudopelade of Brocq
c) Telogen effluvium

d) Trichotillomania

Question 19:

Which of the following conditions causes bamboo hair as seen in the image below?

G

L

a) Trichorrhexis nodo%"-.}‘:"

b) Netherton sy_n.%xgme -:_'-"-..'"'ﬁ

c¢) Kinky ha.iﬁ_r'sgl;fdrome g .;:':"".:"
d) Uncombable hair syn&‘r!'bme

Question 20:

Identify the structure marked in the following image.

104
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a) Cuticle
b) Lunula
¢) Hyponychium

d) Nail matrix

Question 21:

¥ W L
In a patient with the givenj:ail ﬁndingkif%ﬁ"would suspect all of the following diagnoses
except "'-::' 0

a N
N

a) Iron deficiency anaemia
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b) Hemochromatosis
¢) Raynaud's disease

d) Megaloblastic anaemia

Question 22:

On examining a patient with a history of a long-standing rash, you notice that one of her nails
has the following appearance. What condition does this patient suffer from?

a) Lichen planus

b) Scler0delal.n-n»a'!|lll:':|

c) Psoriai.‘s}s

d) Systemic Lupus Erythematosus

Question 23:

A medical student is visiting her grandmother, who is recovering from heart surgery. She
decides to cheer her up by painting her nails. She notices that her nails look odd as seen
below. What is this finding called?
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a) Beau's lines

b) Mees lines

c¢) Lindsay nail

d) Trachyonychia

Question 24:

A 45-year old woman pre S to the ng w1th complaints of tiredness. On general

examination, she is found to hav uffiness, pedal edema and her nails appear as
follows. What is @ost llkelX}q gn051s’?

a) Congestive heart failure
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b) Renal failure
c) Hypoalbuminemia

d) Iron-deficiency anemia

Question 25:

A 30-year-old man with a history of chronic rhinosinusitis is referred to the dermatology OPD
for abnormal-looking nails as shown in the image. Which of the following is not a feature of

this patient’s condition?
N
Z

a) Pleural eff gﬁ'ﬁ ...}{:‘
b) Mahgn'&rz't neoplasms'-«'.'g.

c¢) Bronchiectasis

d) Pitting edema

Question 26:

A woman presents with severe pulsating pain in her right index finger, which increases on
exposure to cold. The following examination findings are seen before and after the removal of

the nail plate. What is the diagnosis?
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a) Subungual hematoma K o C
b) Herpetic whitlow (s} N "
. =5 = : -\.: B 'l‘\. L
c¢) Subungual exostosis . L :-:“'“'- g4 | :,}-
d) Glomus tumor i y T
.\-_i.\- . L'..\_ o - -
|".-.\- n .\_.'
Question 27: e I i R
W -

Which of the following s:cxaxte‘i'nhents is false'about nail-patella syndrome?
) A .H"l_. ]
a) It is an autosomal recessive ce)__i'.tdit-ion.

b) Nail dy‘sphlais:i'é occurs with ‘triangular lunula.
%
c) Patella is small, irregui-é'r, or absent.

d) Iliac horns are present.

Question 28:

An unkempt and restless woman is brought to the ER after a road accident. She claims that
‘aliens are trying to kill her’. She has a fractured wrist and the following findings are noted in

her nails. What condition is this patient suffering from?

109
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a) Darier's disease g, |

b) Hailey Hailey disease @H .‘:’,:"-.c:l _‘{Q"EF
c¢) Lichen Planus "-q,'j‘l"'l. ;q.’,l_'D -E:::"L

d) Psoriasis ""-..E.} '-.,.{3' ";-:I':'J

Question 29: "{‘-.I'E"I:? q'zr

A nursing student goes to.@'{e PD fonlr‘li1 W of acne. An oral antibiotic had been added to
her regimen 3 weeks She as ermatologist about the strange appearance of her

nails as shown below, hough §5. as no pain. What is the cause?

\

a) Klebsiella infection
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b) Minocycline intake
c) Onychomycosis

d) Pseudomonas infection

Question 30:

What is the probable diagnosis of this condition affecting hair?

a) Trichorhexis nodos_a-::"' )
b) Trichorexis invag'ln-z;ta

c) Trichot_hiiod):*s.trophy oy F

d) Monilethrix

Answer Key

Question No. Correct Option

O |loa |~ [WIN|PF
o |T|T|T|T|O
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Detailed Explanations

Solution to Question 1:

Arrector pili demarcates the upper and lower hair follicles. The portion above arrector pili
constitutes the upper hair follicle while the portion below constitutes the lower hair follicle.

112
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. Fd Ostium

Infundibulum
Upper Hair folicle X—) Sebaceous Duct opening
Isthmus
) I—) Arrector pili attachment
Stem
Lower Hair folicle 1 o M fie e
Bulb e
: L= Base
MO ~

Structure of a hair follicle t‘b

Sebaceous
duct opening

Infundibulum | 3
p
Upper
follicle

Sebaceocus
gland

Arrector pili
muscile

Lower
follicle

Bulb

Apocrine
gland

Bulge

Adamson's
fringe
Dermal papilia

.

Option A: Sebaceous gland divides the upper segment into infundibulum and isthmus

Option B: Apocrine sweat glands open into the hair follicle above the opening of the sebaceous
gland.

Option D: Adamson's fringe is an inverted V-shaped area in the upper keratogenous zone of the
hair follicle and divides the lower segment into stem and bulb.
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Medulla
Innermost
Loosely
arranged cells
Soft keratin
cells

Cortex
Intermediate
Tightly packed
cells
Hard keratin
cells

Hair Shaft

Cuticle I,.::" .
Outermost 5 IL J
Loosely oy
arranged cells p
Hard keratin

cells

X o
'I;':'..h:‘- I;:':lx —\."?:‘
Il_ H'Ml —J 11-\1‘:'.-
. . _ LA {‘:“ !
Solution to Question 2: ’ 4-511 h:,! Oy LR
80-90% of hair follicles at a gﬂg__éh"'-tlme are 1n,___-the anagen pha.%
The hair cycle has three ph&g'Es - ".,_" i _ __in_'_'- o

Hair shaft

Club hair

Old club
hair falls out
= o= o

= Epidermis

— Dermis

Follicle
shortens

pi— t

New hair
shaft grows

Anagen Catagen Telogen Anagen
(growth) (growth (rest) restarts
stops)

Anagen:

It refers to the period of active hair growth. Anagen can continue for several years and the
duration of this phase is responsible for determining the final length of the hair. Normally,
80—-90% of hair follicles on the human scalp are in anagen at any one time. It can be identified by
the presence of angulated roots.

Catagen:
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At the end of anagen, epithelial cell division slows and stops, and the follicle enters an
involutionary phase known as catagen. The proximal end of the hair shaft keratinizes to form a
club-shaped structure and the lower part of the follicle involutes by apoptosis. It lasts for about 3
weeks.

Telogen:

It is the resting phase between catagen and the next anagen. Clubbing becomes more prominent.
It lasts for about 3 months. Club hair is eventually shed through an active process called exogen.

In the human scalp, hair follicles may remain in a state of latency, also known as kenogen, for a
prolonged period after the club hair is shed.

G

. )
| "-.:'_-,GK A {.,E_a
tis' ~E
Lanugo refers to the fine, soft, unmedullated d@h‘&ually un -.-'énted hair é'_ﬁ,the prenatal period.
It is normally shed in utero in the elghth.m:-pith months df:gestatlon _{..__1-

Postnatal hair is of two kinds: vellus a;&(til"'ﬁfmlnal. Y lf"l {_::-:"-
" e

Solution to Question 3:

Vellus hair extends to the dermis and not the subc

Vellus Hair Terminal Hair

Thicker, coarser,
stronger

Arms, legs, Scalp, brows, lashes,
stomach sexual hair

Absent Present
(light colour) (dark colour)

Features Thin and weak

Melanin

Medulla Absent Present - thick

Dermis Subcutis

Length =2 cm =2 cm

Solution to Question 4:

This man has male-pattern hair loss. Finasteride selectively inhibits type 2 5° Breductase within
the hair follicle. Hence, it is used in the treatment of male-pattern hair loss.

The 5° Mreductase enzyme converts testosterone to the more potent form of dihydrotestosterone
(DHT). 5° MReductase exists in 3 isoforms. Type 1 and 3 are widely distributed in the skin and not
involved in hair growth.
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Type 2 is present in androgen-responsive tissues such as the dermal papillae of the hair follicle,
prostate, epididymides, and seminal vesicles. Type 2 5° Breductase also plays a key role in
regulating androgen-dependent hair growth.

Hair growth in the following areas is androgen dependent:
* Beard, chest, and extremity hair in males

* Scalp, pubic, and axillary hair in both sexes
Male-pattern hair loss:

Male-pattern hair loss causes thinning of the vertex and an M-shaped receding hairline, as shown

below. High levels of circulating androgens stimulate hair loss in certain sites by a process called

miniaturization. Finasteride reverses this process. 2

w5
Solution to (3hesti0n 5:
The dermal papilla is the primary target of the action of androgen in the hair. This is because the
dermal papillae have two important features, namely
» Androgen receptors which are present only in dermal papillae
 Expression of 5° BMreductase type 2 which regulates androgen-dependent hair growth.
Androgens have the following effects on hair growth.

* It increases the number of cells in the dermal papilla which causes hair follicle growth and
results in pubertal hair growth.

« It causes miniaturization of the follicle in other susceptible sites which leads to male pattern hair
loss.

Finasteride inhibits conversion of testosterone to dihydrotestosterone in the dermal papillae. This
prevents miniaturization and further development of alopecia.
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Sebaceous
duct opening

Infundibulum | ==
=
Upper
follicle
Isthmus
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/' 4 gland
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Solution to Question 6: T oy 4N
-._\.—\.I'\"'a' b I;_ 1 -4-:""
This clinical scenario is suggestlvl'é of male pattern androgenetfc alopema Finasteride is not the
first line treatment in women_ i I

—
Finasteride use in pregnancy can lead, 'tp‘-teratogenlc effects on male fetuses.

Androgenetic alopecia is a dlsord'er characterlzed by a reduction of hair fiber production by
follicles and mlnlaturlzatloq Tt is of two types , male pattern and female pattern hair loss. Male
pattern hair loss may occq"f in female &afnp, vice versa is also true. Male pattern hair loss causes
frontal hairline recessn._'_l_';n and thlnnlﬂg_'“'bf the vertex.

AN
Mlnlaturlzatlon fé.fErs toa reduc‘tlon in the size of follicles until it leaves behind a remnant called
stelae or st'n@arﬁers Elastm_.'sth'lmng of the stelae shows Arao-Perkin's bodies.

My
DHT is a more potent form of testosterone. It is responsible for follicular regression and thus
causes androgenic alopecia. Finasteride inhibits the enzyme that converts testosterone to DHT
and hence is used for treatment.

Minoxidil is a potent vasodilator. It is used orally to treat severe hypertension. When used as a
hair lotion, it prolongs the anagen phase and slows down or prevents hair loss. Drugs used to treat
male pattern baldness:

» Minoxidil lotion

* 5-alpha reductase antagonist - Finasteride
Drugs used to treat female pattern baldness:
» Minoxidil lotion

* Anti-androgens - spironolactone, flutamide, and cyproterone acetate
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Solution to Question 7:

Female pattern hair loss (FPHL) presents with diffuse thinning of hair over the midMfrontal scalp
with minimal or no bitemporal recession. Usually, vertex baldness is absent and frontal hairline is
maintained.

Male pattern hair loss (MPHL) involves vertex baldness and frontal hairline recession.
There is no entity called mixed pattern hair loss.

Currently, the Hamilton-Norwood classification system for MPHL and the Ludwig system for
FPHL are most commonly used to describe patterns of hair loss.
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Solution to Quesﬁﬁoﬁ 8: A

-,

5 !
The above picture shows féemale pattern hair loss with frontoparietal thinning and maintenance of
the frontal hairline. Female pattern hair loss staging is done using the Ludwig staging.
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Option B: Hamilton Norwood staging is used for'male pattern harr loss (MP&L).
Option C: Tanner staging is used to assess.sexual maturify 1__'- N

Option D: Batts-Ludwig staging 1s HS'GH"-for stagmgrg:hromc hepatﬂ;fs

Solution to Question 9: o

Chemotherapy causes hair loss known as anag'en effluvium.

It is due to the dlsruptlor_l“"-of the anagen or prohferatmg phase of the hair cycle. Hair shedding
typically occurs mth1ﬁ-.1'—3 weeks s an it'is complete within 1—2 months after the initiation of
chemotherapy " -

'\.

Most 1mp0r'tant drugs 1mpi.1cated in the order of decreasing frequency of association causing
anagen efﬂuv1um

 Anti-microtubule agents (e.g., paclitaxel)

* Topo-isomerase inhibitors (e.g., doxorubicin)
» Alkylating agents (e.g., cyclophosphamide)
 Anti-metabolites (e.g., 5-fluorouracil)

Option A: Alopecia areata causes patchy, well-circumscribed hair loss, as shown below.
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Option B: Telogen effluvium is an acute-onsetdiffuse hair loss® that occurs 253 months after a
triggering event such as high fever, surgig:'a'[“t""faﬁma, suédgr?%tawatioql orhaemorrhage.

Option D: Trichotillomania is a beha_yi.(';l_urél disorder 'c‘ill'“aracterised-byhc'ompulsive hair pulling
which causes patchy hair loss. It:shares some features with obs_e_sgi'\ze-compulsive disorder and
may be associated with other -ﬁ'?ychiatric conditions. T
C- g % g e
_.ll_.\._-\. :
_._.._l- _1E' %
Solution to Question 10: W el
~ o
The pattern of hair lossin*this clinicaxl-.glcenario is telogen effluvium. It is an acute-onset scalp hair
loss that occurs 2—3,|_rr§}1ths afte_r_,% triggering event such as high fever, surgical trauma, sudden

starvation, or hemorrhage. N b

i e i
It refers to,an increase i ﬂ;'é' shedding of telogen club hairs due to premature termination of the
anagen (proliferative) phase of the hair cycle following a period of stress.

Chronic diffuse telogen hair loss refers to telogen hair shedding persisting &gt; 6 months. Causes
of chronic diffuse telogen hair loss are:

* Thyroid disorders (Both hyper- and hypothyroidism)
* Severe iron deficiency anemia, acrodermatitis enteropathica, and malnutrition.

Telogen gravidarum refers to telogen hair loss seen 2—3 months after childbirth. The circulating
placental estrogen during pregnancy prolongs anagen phase. After delivery, the estrogen
withdrawal pushes all the hair simultaneously into catagen and then telogen phase.

Solution to Question 11:

This patient has alopecia areata. The characteristic finding described in this vignette is called
exclamation mark hair.
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Alopecia areata is a chronic inflammatory disease that causes non-scarring patches of hair loss. It
is a T-cell mediated inflammatory disease that occurs in genetically predisposed patients.

The lesions of alopecia areata are characterized by a smooth circumscribed patch of alopecia.
Exclamation mark hair refers to short extractable broken hairs which are thinner towards the
base, as shown in the image below.

G

Solution to Question 12:

Hair loss over the back of the head is called ophiasis because it creeps like a snake towards both
ears.

Alopecia areata causes non-scarring hair loss in well-circumscribed patches. It peaks between
20-40 years but can occur at any age.
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In case of limited patchy hair loss present for &lt; 1 year, spontaneous remission is seen in 80% of
patients. Sometimes the patches can coalesce to cause complete loss of hair.

Alopecia totalis means loss of all scalp hair and alopecia universalis means loss of all body hair.

Solution to Question 13:

The given scenario suggests alopecia areata in which geometric fine-stippled pitting of the nail is
the most likely expected finding, as shown below.

3 o

Option B: Thinning O{ﬁi& nail witl_ﬁl_?_é',f:bal pterygium is seen in lichen planus.

Option C: V-sha@icks on the'distal edge of the nail are a feature of Darier disease.
Option D@é‘éﬁﬂ nails al;%l&ociated with Pseudomonas infection.

Solution to Question 14:

This patient has limited alopecia areata as seen by the well-circumscribed patch of hair loss.
Intra-lesional steroids are the first-line treatment.
The following treatment options are used in alopecia areata.

* First line: Intra-lesional corticosteroids - Depot steroid (hydrocortisone acetate 25 mg/mL or
triamcinolone acetonide 5—-10 mg/mL)

» Second line: Oral corticosteroids are used if initial treatment fails.

e Third line: Contact immunotherapy. It works by inducing mild contact dermatitis on the scalp by
applying an allergen.
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Solution to Question 15:

The finding described is called going white overnight and is characteristic of alopecia areata.

Alopecia areata preferentially targets pigmented hair. Older patients with grey hair have a mixture
of white and pigmented hair. If the disease progresses rapidly, only pigmented hair will be
affected, sparing the white hair. This leads to a dramatic change in overall hair color that is called
going white overnight.

The following image shows patches of hair loss with sparing of white hair.

Option A: Hyperthyrmdlsq:é_aﬁhcause w oss and diffuse hair thinning but a change in hair
color is not a feature. % »

Options C and D: %n effluvizmi-and psychological stress (which also causes telogen effluvium)
lead to dlffuse‘_l_m\';} loss that aﬁects all hair equally, not just pigmented hairs. So, overall hair color
will not bn.,h ecte

Solution to Question 16:

Alopecia areata and secondary syphilis cause non-scarring (non-cicatricial) alopecia.
Common conditions causing scarring (cicatricial) alopecia include:

* Discoid lupus erythematosus (DLE)

 Pseudopelade of Brocq

* Scleroderma

* Favus

* Kerion

* Lichen planopilaris

« Folliculitis decalvans.
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Solution to Question 17:

The patient has a history of itching and mild discharge and examination shows a well-demarcated
patch of alopecia, with scaling and broken hair shafts. This is characteristic of tinea capitis.
Though the diagnosis is clinical, a KOH mount is used for confirmation.

Scrapings from the edge of a lesion are transferred to a slide, to which KOH is added. It is then
examined under the microscope for the presence of hyphae, as shown below.

o

Tinea capitis is a der .‘r}]yte infection primarily occurring in children. Clinical features of tinea
capitis are patchy hairtoss, scalig{,\ er lymphadenopathy, and in severe cases, there might be
ed

pustules and crusting of the z‘ist_e area along with sinus formation.
The clinidgtvan nts of ﬁ{@capitis are:

 Endothrix - a non-inflammatory type in which multiple black dots are present within the areas of
alopecia. It is most commonly caused by T. tonsurans and T. violaceum.
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* Ectothrix - a mild inflammatory type in w ak}‘gingle or mu]tlf)"l'e scaly patcﬁles with hair loss are
seen. Microsporum audouinii, M.canis, M E“q nnum, andEIVPferruglneu{i'L_'bause ectothrix

infection. i L-,I"-. J-.h'-.

* Kerion - a severe inflammato that presefl"'ts with an 1nﬂan:'1h1atory mass with thick
crusting and matting of hair vq..'"th pus andﬁm'u.s formatmn..,ﬁIt‘f-!s commonly caused by T.

verrucosum and T. mentagrq'p‘hytes - . Vol _-.'-

* Favus - is characterized by the presence of yellowish, cupMshaped crusts known as scutula that
develop around hair follicles. It is caused by T. schoenleinii
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Treatment: .,,":;._'E":' . [_'_':l':‘" .,'i""'
e
« Terbinafine: &It;10 Kg- 62.5 mg; 10-20 @.125 mg; &gt:‘:;zo.j kg- 250 ‘_I’Egrﬂll given daily for 4
weeks. 5 l;'_']."‘
. b b e

« Itraconazole: 2-4 mg/kg/day fQEE:}.6 weeks. - H_"—_':. ;__I'-f-

25 g0

I_.-l| '{} 4 'F..d

Solution to Question 18 o G‘ﬁ&
olution to Question : = F
(= A

The given image is charaﬁéﬁitic of tri h'ﬁ'ﬂ'i'omania. It is an obsessive-compulsive disorder
characterized by com: ve hair p thing. Ingestion of the plucked hair is called trichophagia.
Rarely, the resul];i’n,g-ha rball cal@dﬁ'trichobezoar can cause intestinal obstruction.

The charaa]“ﬁﬁg&_c features&'t;-:"'
* Varying lengths of hair and absence of complete hair loss in the patch

* Orentreich or Friar Tuck or Tonsure sign: Loss of central area (easier to pull) and sparing of
margins of the scalp.

* Broken hair shafts

* No scarring.

Histopathological examination shows,

* No inflammation

* Peribulbar, intraepithelial and perifollicular hemorrhages
* Intrafollicular pigment casts.

Trichotillosis is the newer term as it is not a 'mania’. It shares some features with the OCD
spectrum of disorders. It is usually associated with other psychiatric conditions.

Option A: Alopecia areata shows well-circumscribed patches of complete hair loss with sparing of
white hair, as shown below.
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Option B: Pseudopelade of Brocq is a scarrlqﬁighpema that p_}"_g'auces small round or oval patches
of smooth alopecia, described as footprinl'fg”iin e SNow. -, 3 AN

gt L -
Option C: Telogen effluvium can o_gk -3 months aft';:'i“" systemic s@eg‘s such as surgery or illness,
but it causes diffuse hair loss, not,p hy as in E}h'fs.‘patient. I__:;_
W,

",
- ) % %
L
Solution to Question 19: o e
“.?éﬁ -
Bamboo hair is seen in Ne{l'!’.er on syndm,}_pé.-
It presents with atop urrent skin-g“‘ﬁfection, and an increased risk of skin cancer. It has two

characteristic feq_tjuﬁes, amely: {:_:-_'-
. Ichthyosig&i’l‘éié'ris circuyr@é);é - a rare form of ichthyosis with scaling and plaques.

* Trichorrhexis invaginat‘a'{!'br bamboo hair - characterized by invagination of the distal hair shaft
into the proximal portion. It is also called golf-tee or ball and socket appearance as seen below.
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Option A: Trichorrhexis nodosa is associated mth frauma to the halr shaft a'nd arginosuccinic
aciduria. It causes node formation and fra@tul”es which resu'lts in the thrust paintbrush

appearance seen below as if two paintbrushes are rubb'mg agalnst ea_gh other.
Y

Option C: Menkes kinky hair syndrome is an X-linked recessive disorder of copper metabolism. It
is associated with pili torti or twisted hairs, seen in the first image, and monilethrix or beaded
hair, seen in the second image.
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Option D: Uncombable hair syndrome produces a characteristic triangular cross-section of hair
and longitudinal groove along one side which contributes to its hair stiffness.
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Solution to Question 20: “5-. {‘1.
The marked structure is the luQ;ﬂa which is- tLl‘il:@_.,!:h‘utlsh half-n:éﬁbn-shaped structure between the
free margin of proximal nail fold and nalLEE& F-!_'_"'-
The various parts of the nail include E._{:',fl' 2.

* Nail plate: Durable, chemicall esistant, pa{‘ihﬁ_l'}y translucent keratinized structure which grows
throughout life. ‘{{Ee o

* Proximal nail fold: %ﬁq}eous folde J_,Q:#ructure providing a visible proximal border of nail fold,
continuous with th cle

* Lateral nail i(_b_PCutaneous.,'i_’plded structures providing the lateral borders to the nail.
« Lunula: Gonvex margi intermediate nail matrix seen through the nail.

» Eponychium: Small band of epithelium extending from the proximal nail fold and adhering to
the dorsal aspect of the nail plate.

* Cuticle: Thin layer of dead tissue which forms a seal between the nail plate and eponychium to
prevent pathogens from infecting the matrix area.

* Nail Bed: The vascular bed upon which nail rests extending from the lunula to the hyponychium.

» Hyponychium: Cutaneous margin underlying free nail, bordered distally by the distal groove.
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Solution to Question 21:
Koilonychia is not seen in megaloblastic anemia. It refers to a flattening or concavity of the dorsal
part of the nail producing a spoon shape. It can occur in the following conditions
* Iron-deficiency anemia
* Hemochromatosis
» Raynaud'’s disease.
Psoriasis and dermatophytes also can mimic koilonychia

The following image also shows koilonychia or spoon-shaped nails:
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Solution to Question 22: 0 -k - "
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The given image shows dorsal Qteryglum whlc-:h isa characterl.stlc nail finding in lichen planus.
It is a wing-shaped deforml-ﬁy“of the do.Esé-Lnall due to a_central fibrotic band that divides the nail
into two parts in the proximal area. . ' _*

5 '\.

e

Ventral pterygium or pteryglum l'nversum unguis refers to the adherence of the distal portion of
the nail bed to the ventral surface of the nail plate. It can be idiopathic or due to trauma, systemic
sclerosis, Raynaud phengr';rlenon. It makes the trimming of nails very painful.
g et Tl
Q >
5) - £

-\._"'\_.\'
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Solution to Question 23:.*

This image shows Beau’s lines which are generalized transverse grooves on the nail which may be
full or partial thickness. They usually occur a few weeks after a precipitating systemic event like
MI, measles, mumps, or pneumonia.

Isolated transverse grooves in individual nails may occur due to trauma, inflammation, or
neurological events.

Option B: Mees or Aldrich—Mees lines or Leukonychia striata are white lines that occur as a 1—2
mm wide transverse band is in the arcuate form of the lunula. They are associated with arsenic
and lithium poisoning as well as renal failure.
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Option C: Lindsay nails or half-and-half na1]§$1i1"|13"‘a rare findll;_lg"Where the gnbﬂmal portion of the
nail is white and the distal half is pink, wi,ﬂ“'i‘n arp llne.Qlfﬁbmarcatlonf_ﬁbtween the two halves.
They are specific for renal failure. ‘_h _ lf"l {"-.

Option D: Trachyonychia is roughening of nails observed in alopecia areata.

Solution to Question 24:

The given image shows paired white bands parallel to the lunula called Muehrcke’s lines, which
are a specific finding of hypoalbuminemia. They are reversible with albumin infusion.
Option A: In congestive heart failure, leukonychia or Terry’s nails are seen.

Option B: In renal failure, half and half nails are seen.
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Option D: In iron-deficiency anemia, koilonychia is seen.

Solution to Question 25:

The condition shown in the above image is yellow nail syndrome. It is associated with
lymphedema, which is non-pitting.

It is a rare disease characterized by the classical triad of:
* Yellow dystrophic nails, due to thickening of nails
* Primary lymphedema (due to underdevelopment of the lymphatic vessels) Pl

« Pleural effusion

Other common manifestations include chronic rhmosmusltls chronic b-I‘OHChltlS bronchiectasis,
increased risk of malignancy.

It is also associated with D-penicillamine therapy.,and nephrotlc Syndrome. Hypothyrmdlsm and
AIDS may show yellow nails, but it is unclear.whether this is; \due to yellow nail syndrome or
simply due to retarded growth. : o

- =, 1. -\.'
LW e N -
. | )

Solution to Question 26: ~ .

The woman is suffering from a glomus tumor. Itis a benign tumor of the myoarterial glomus.

It is seen at 30-40 years of age in adults, Multiple tumors are more common in children than
adults. It can occur in ths{haﬁds, head,néck, penis or even internal organs.

It presents as a pink ofpurple nodule! Pain is the predominant feature, especially in nail tumors.
It is provoked by temperature.change and direct pressure. On examination, a bluish-red hue is
seen in th_e.foll&wmg 1mage Surglcal excision is curative as recurrence is rare.

Option A: Subungual hematoma is caused by acute heavy injury or chronic repeated trauma. It
causes brownish-grey discoloration of the nail, as seen below.
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Option B: Herpetic whitlow is an HSV infecti \ that occurs f ""wing min '.:t._i‘ahma. It affects the
- * 2

nail and periungual region, as seen below’El']

K

Option C: Subungual exostosis is a benign tumor that causes reddish onycholysis of the nail with
variable pain, as seen below.
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Solution to Question 27: : _Hll 0 o
Nail patella syndrome (NPS) 1s,'%at:"‘-autosomal dominant condl.tjon causing nail and bone dysplasia.
& [ %
It is characterized by the fel-}b'mng: % *:"- & > %
* Triangular lunula instead of a cresggr"i‘r -shaped lﬂﬂ_ﬁﬁ
]
» Patella is small, irregular, o;:.:ab’sl"bnt _{.'_-,"'

« Iliac horns are bony p@uk'sions from'.t'he""l-:l'lac bone laterally and posteriorly.
The following imag s’igws a dys la_gﬂc nail with triangular lunula.

The following AP radiograph shows a hypoplastic patella in a patient with NPS.
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The following AP radiograph of the right ili ()q_f.é"st shows a h:__:'y exostosm.p%‘posterlor iliac horn
(white arrow), which is pathognomonic oﬁig:ﬁs {.,'_

Solution to Question 28:

The shown nail findings are characteristic of Darier's disease. They include:
* Longitudinal erythronychia

* Longitudinal leukonychia

* Distal VEIshaped nicks.

Darier's disease or keratosis follicularis or dyskeratosis follicularis, is an autosomal dominant
condition arising from mutations in the ATP2A2 gene which affects the SERCA2 calcium pump. It
presents with greasy hyperkeratotic papules and plaques in seborrheic regions. Neuropsychiatric
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features such as depression, psychosis and mental retardation may also occur.
Option B: Hailey-Hailey disease presents with longitudinal leukonychia.
Option C: Lichen planus presents with dorsal pterygium.

Option D: Psoriasis causes the pathognomonic oil drop sign. It is a yellow-red discoloration in the
nail bed resembling a drop of oil.

Solution to Question 29:

This patient has green nails or chloronychia, a painless condition caused by 1nfect1.on with
Pseudomonas aeruginosa. >

Pseudomonas may colonize the nail following onycholysis-(painless sepa-ra-tlon of the nail from
bed) which occurs due to frequent wetting or wearing,of gloves causing maceration and minor
trauma due to long nails or manicures. The green.color is due to pyoverdln and pyocyanin,
produced by P. aeruginosa. Ty " 3

gl i "
Though it is harmless for the patients, itimay spread to other immunoguppressed individuals.

Hence, these patients should not work in Prospltals kitchens and oj;her places where they are
likely to spread the infection to others S o

Treatment is with fingertip bath in | white I_vineg-ar, bleach, or, tdpical gentamicin.
Option A: Klebsiella colonization can _crflusé greyish discbloration of nails.

Option B: Minocycline is one of thezmost common antibiotics used by dermatologists due to its
anti-inflammatory properties«It.causes a bluish-grey discoloration of nails.

Option C: Onychomycgsi_su_‘cz;ﬁses whit_ishq-yellow discoloration and is painful in later stages.

! B
i

Solution to Qliestion 30:-4"

The given clinical image of hair seen under polarising microscopy reveals tiger tail banding
(alternating light and dark bands) characteristic of trichothiodystrophy.

Trichothiodystrophy is an autosomal recessive condition causing defective DNA repair. It causes
brittle sulfur-deficient hair, photosensitivity, ichthyosis and systemic involvement. Unlike
xeroderma pigmentosum (a similar condition with defective DNA repair), there is no risk of skin
cancer.

Option A: Trichorrhexis nodosa is associated with node formation and fractures. The classic
appearance, shown in the image below, is known as thrust paintbrush appearance as if two
paintbrushes are rubbing against each other. It is associated with trauma to the hair shaft and
arginosuccinic aciduria.
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B- Trichorrhexis invaginata or bamboo hair 1s-x:h?1'racter1zed by 1nvag1nat10n of-the distal hair shaft
into the proximal portion. It is seen in Nethvefton s syndrome. It is also-called golf-tee or ball and

socket appearance as seen below.

Y

3 I.-\.:-\. -1-1“.'\-\.

=

Option D: Monilethrix, seen in the image below, is characterized by beaded hair and is fragile at
the constricted sites. It occurs as an isolated condition or can occur in Menkes disease.

139

Sold by @itachibot



140 Sold by @itachibot



Disorders of Skin Pigmentation

Question 1:

Which of the following is not responsible for the color of the human skin?

a) Amount of melanin inside melanocytes
b) Number of melanocytes
¢) Number and size of melanosomes n,

d) Degree of transfer of melanin into keratinocytes

o, i O
"5, -.H. .
Question 2; i ~X o
What is the ratio of the epidermal melaninunit? . s
| { 2
a) 28 keratinocytes : 1 melanocyte * c " C.e
b) 36 keratinocytes : 2 melanoéytes e O
I " i

c) 28 keratinocytes : 2 melaflocytes

H'-

d) 36 keratinocytes : 1 melanogyt_t_ R *y
| e |
Question 3: g 'y

Which of the_f!ali'("fwing statements is not true regarding piebaldism?
y

a) Autosomal dominant inheritance
b) Well-defined hypopigmented macules are seen
c) White forelock is rare

d) Small spots of hyperpigmentation can also be seen
Question 4:

A child with sensorineural hearing loss is brought to the OPD with the following skin
findings. What is the most likely diagnosis?
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a) Waardenburg syndrome

b) Hermansky-Pudlak syndrome @H ‘,:r_:-.,'rj _{::,:"nﬁ
c) Chediak-Higashi syndrome 'll.,:';‘;. th{__'[:l g ,EF'"-
. N
d) Oculocutaneous albinism __*, = L
P AR ef
Question 5: '::E Eﬁ
S

A patient presented with @oplgmen H&' of the skin and iris. Peripheral smear done is
shown below. Which ﬁ e follomn-g’& Ise regarding this condition?

« VOVG. C’ OOUO ' &o

'
C‘;oﬁ o
'\00 Iuﬁ\

a) Autosomal recessive
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b) Neurological abnormalities
¢) Pyogenic infections

d) Gain-of-function mutation of LYST

Question 6:

The pediatrician refers the child shown below for dermatology and ophthalmology opinions.
Oculocutaneous albinism is suspected. Which of the following is false regarding this

condition? "-.,E-_l'a 1
[Image unavailable] &

a) Tryptophan deficiency _ .,h:}'[','li G{"'-E'

b) Photophobia present 'ﬂ:':"- {,'LIE_ i

c) Autosomal recessive .,,":;._'??' ‘-Jl::h 'i?_'t"l‘

d) Melanocytes are normal @ o __11.:"?"

Question 7:

a) Lack of melanin
b) Loss of melanocytes
¢) Loss of melanosomes

d) Melanocyte senescence

143 Sold by @itachibot



Question 8:

A lady comes to the clinic with the given findings. Which disease has the strongest association
with this condition?

B, %, T s
. . 'blq'\u-r ',.:;1':.? F
a) Thyroid disorders s o )
b) Pernicious anemia "-.,_"*"‘:hP -,_:-'u
(&~ O
c) Diabetes type 1 N

d) Addison’s diseaégl_ ™ {-._:-

3
3¢ 2
. S -._5::

Question 9:

A 22-year-old college student presented to the OPD with hypopigmentation on his face. The
lesions have been stable for the past year. Wood's lamp examination showed milky white
fluorescence. Which of the following would you not offer as a treatment option for his
condition?

a) Topical steroids

b) Tacrolimus

c¢) Cyclosporine

d) Surgical grafting
Question 10:
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Which of the following is not a mechanism of action of the therapeutic modality shown
below?

a) CrossHlinking of DNA by psoral‘el:f:h“" L4 . :—.1," :
b) Langerhans cell depletion -* : Ay P
i, E .
c) Activation of T lymphocytes P '
d) Stimulation of melanogenesis_ =* o o
'\".-H' o '\-.1
‘_ .-\..
| oy £
Question 11: 1 D

L

%

- Ly
Which of the &)lldﬂdng cases-of.vitiligo are likely to have a poor prognosis?
‘-‘h . .,
a)1,3,and 5 v
b) 1, 2, and 4
C)3,4,and 5

d)1,2,and 5
Question 12:

A child is brought to the OPD with the following skin finding. Which of the following
statements is incorrect regarding this condition?
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a) Eye and skeletal defects are seen

o 2
b) Epilepsy can occur @ .‘:’,:"-.c:l _:.:‘:"'
c) Mental retardation is present "-q,'j‘l"'l. Ll:;:D - "::.""
. : . s
d) Lesions corresponds to La ines w.,."f':' e
. < )
Question 13: .-E.':? qE“
b 2

A girl was brought to the Qﬁ’nc by her 1""';"i"lts for treatment of alopecia. They gave a history
of erythematous ves \(§ rashes volved into verrucous growths a few months after
birth. The lesion ually re r and left linear pigmentation as shown below. On

examination.,,ﬁ"sg 1 dystr@ as also noted. What is the inheritance pattern of this
condition?
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a) Autosomal dominant
b) Autosomal recessive
¢) X-linked recessive

d) X-linked dominant

Question 14:

In a 6-year-old boy who presented with black stools, the following finding %@t'bd.
Endoscopy showed multiple polyps in the GI tract. Which of the following s false about this
condition? {-}a {"-.E"

a) Autosomal dominant condition
b) Patients need to undergo lifelong screening
¢) Malignant transformation of polyps is common

d) Due to mutation of STK11 gene

Question 15:

All of the following drugs can cause hyperpigmentation in patients except:

a) Amiodarone
b) Chloroquine

¢) Minocycline
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d) Beta-blockers

Question 16:

A patient with fever and joint pain developed pigmentation on the nose after a few days of
taking NSAIDs as shown below. What is the diagnosis?

a) Melasma
. . N *
b) Fixed drug eruptlon_‘}.__-__ )
c) Lichen planus . * o
o LY
d) Chikungunya )
i A

Question 17:

A g40-year-old man presents with the given rash after he had taken NSAIDs for his knee pain.
He reported that he developed the same rash in the same location 6 months ago when he took
the same drugs for back pain. What is the most likely diagnosis?
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a) Drug hypersensitivity " | () K
; ""\-\. __:II- .-,H:.'.
b) Postinflammatory hyperpigmentation -ﬁ' {._'H. LN
A . !
c) Fixed drug eruption "1"',"“:'l- - li_"ﬁl j-:‘ﬁ
E Y I. L™
. . G -
d) Drug-induced hypermelar}.ol_,%"ills- ;“'_'"H o =
i - o,
..::IH._-\. _"'. .: + |
Question 18: e &

. 'L-h'
A lady developed hypo%i%?ntatlon on_dl er forehead as shown below. Which of the following

chemicals is responsih} r this cggdﬁ’hon”
%

a) Mono-benzyl ether of hydroquinone
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b) Crocein scarlet MOO and solvent yellow 3
c) p-phenylenediamine

d) Para-tertiary butylphenol

Question 19:

During your dermatology posting, you see a case of naevus of Ota in the clinic. Which of the
following is false about this condition?

a) It mostly appears at birth or early childhood ""‘-."_-'E "

b) It is distributed along trigeminal nerve % o,

¢) Bluish patchy dermal melanocytosis : :_:'ID L

. . My
d) It is commonly seen in males by
o W

Question 20: 0 L

‘“{,‘Ta'- S I 3-.
A Chinese woman brought hexé?)n to the d&?&mth the gw;e_ﬁ finding. What is the most likely
diagnosis? -5

a) Nevus of Ota
b) Nevus of Ito
¢) Nevus spilus

d) Becker nevus
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Question 21:

A mother brought her daughter to the dermatologist with multiple spots on her face. The
spots were increased after they came back from a vacation in Hawaii. Which of the following
statements is false regarding this condition?

a) It has an autosomal dominant in nce
b) Increased number of melanocﬁl:e% are seen 1.,',5'2"
c) It is associated with xenqﬂe\ﬁ:la pigme@
d) It is caused by inc d melan_i_r'l.'.-;_-,,
H‘!PH} A
Question 22"?'?-?" '\-'-'gg

A child is brought to the clinic with the following pigmented lesion. What is the most likely
diagnosis?

151 Sold by @itachibot



a) Junctional naevus W, L
b) Compound naevus @H .‘:’,:"-.c:l _:.:Q"EF
c¢) Dermal naevus "'q,'j‘l‘"l &5'[] 3 L
d) Nevus spilus {.;,}"'-..&f ""':"'{:::l -{."-.{:IL.
& :"",_":"" o
Question 23: -E.':?E 'E:{}
NN s

Identify the pigmentatio

a) Mongolian spot

b) Naevus of Ito
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c) Congenital melanocytic naevus

d) Becker's naevus

Question 24:

A patient who presented with the given skin finding was diagnosed with nevus anemicus.
Which of the following statements is incorrect regarding this condition?

[Image unavailable]

a) A congenital vascular anomaly " _:-
b) Results from defective transfer of melanosomes " o A
c) Rubbing the lesion induces no change 0 o o
d) Also known as pharmacologic nevus g -
L e [ W __:5".
Question 25: o B ‘ I_%;:* __:j.‘

Which of the following is the redson for the.devélopment.of a simple lentigo?
- E & . e

. s o -
a) Increased melanin Y o
b) Increased melanocytes i &
W o
c) Increased melanosomes; .. O
A z
d) Decreased melanophgdges "
5 b e
Yy _ £
i '-:-]_. -\._"'\_.\'
. 5 4, h
Question 26 Y

A 30-year-old pregnant lady is referred to the dermatology OPD with the given condition.
What is the likely diagnosis?
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e
a) Systemic lupus erythematosus .,,":;._'??'
b) Melasma @
c) Vitiligo

d) Chloasma

Question 27:

a) Associated with leptomeningeal melanocytosis

b) Coarse hair can develop on the lesion

154
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¢) No malignant potential

d) Treatment is surgical excision

Question 28:

Identify the condition shown below:

(

, o
a) Epidermal verrucous ne'za./é;g:"'
b) Congenital melano‘?ﬁi}nevus - '-SJ"'

¢) Melanoacant s

d) Malign t'hz'glanoma N
N $©
Question 29:

A new mother brings her 2-day-old baby to the pediatric OPD with the following skin findings
on his back. Which of the following statements is false regarding this condition?
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a) Lesions develop in utero .,,":;._'??' leij e
b) Due to increased melanocytes @ ,,.:-:"- _.ll:-:"?"
c) Associated with Down syndrome.:'ﬁn ;{i{__{j 4 %{_"-.
d) Spontaneous regression_us occurs %».,.'f‘.'!' ‘:::—.I'""'
-3 t:'-- o
| ¢ 0
Question 30: i—L..P':? H‘,:Iu.,?_"_.
by e

<
Which of the following is.[}'f:'b a systenlialz{;?lse of generalized hyperpigmentation?

L #

a) Addison's disl(ﬂsér LT

b) Hemo&ﬁyh‘htosis {'_'-:,""}
¢) Hypothyroidism ‘HI""'
d) Vit B12 deficiency

Answer Key

Question No. Correct Option

b

d

C

a

AW [IN |-
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6 a
7 b
8 a
9 c
10 c
11 d
12 d
13 d
14 c @,
15 d e o
16 d =
17 c
18 d
19 d F
20 b
21 b
22 b
23 d
24 b
25 b
26 d
27 c
o 28 b

e~y 29 b

N
30 c

Detailed Explanations

Solution to Question 1:

The color of the human skin does not depend on the number of melanocytes.
The color of the skin depends on the following:

* Amount of melanin inside melanocytes

* Number and size of melanosomes

* Degree of transfer of melanin into keratinocytes

157 Sold by @itachibot



Solution to Question 2:

The ratio of the epidermal melanin unit is 36 keratinocytes : 1 melanocyte.

The color of the skin is due to the pigment melanin synthesized by melanocytes. Melanocytes are
dendritic cells derived from neural crest cells and are present in the epidermis' stratum basale.
Each melanocyte synthesizes melanin and packs it in cell organelles to form melanosomes. These
melanosomes are transferred through dendritic processes to 36 keratinocytes forming the
‘epidermal melanin’ unit.

Solution to Question 3: &h__l'a

White forelock is quite common in piebaldism. M e,
Piebaldism is an autosomal dominant benign conditiq}zﬁltations a@mhe cHKIT gene.

T ;
Well-defined irregular hypopigmented macules A&é}an absencqﬁ_'ﬁf*melanoc s are seen.
Leucotrichia is associated with the depigmen{éﬂ acules. Small spots of igmentation are
also seen within hypopigmented patches-@n normal ,sksqut is often,';a_q?ociated with a V-shaped
leucoderma on the mid-forehead. “5'. {-D"'- ,,:_-:\
Epidermal cell or skin graﬂingﬁiﬁm L.'i ;__Il;_.
Piebaldism can be distinglﬁﬁﬁe\nd from vitﬂ;fg%ecause olf’,tffé neonatal presence of white patches.

)

The images below show patients w_i%f;i}baldism:-.{-ﬁf

reatment.
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@ -
.
Solution to Question 4: {j"'.. {-.,l_

4\
The child has skin findings su 1ve of plebqlé,lkfn which d.g'hg with sensorineural deafness

point towards Waardenburg syndrome. o

It is an autosomal dominant dlsord%‘_&.\mt is charq&ﬁzzgd by:
» White forelock T}E? 4'2'.-

* Hypopigmented patches.{'-':.ﬁ.-‘-:} ‘-..;:-:E"'

* Heterochromia iridid:. h

--_'.IL
 Sensorineural @h‘ness. L

The image,f?@i‘(%v shows gaﬂl:al associations of the Waardenburg syndrome.
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Option B: Hermansky—Pudlak syndrome is a rare type of oculocutaneous albinism associated with
a hemorrhagic diathesis. The disease results from abnormal biogenesis of lysosome-related
organelles with impaired melanosome maturation and absent dense bodies in thrombocytes.

Option C: Chédiak—Higashi syndrome is a rare autosomal recessive disorder characterized by
hypopigmentation of the skin and eye, immunodeficiency, and possibly neurological symptoms.

Option D: Oculocutaneous albinism (OCA) is a rare autosomal recessive genetic disorder
characterized by generalized depigmentation of the skin, hair, and eye caused by a deficiency in
melanin biosynthesis.

Solution to Question 5: y Ly

T

The peripheral smear shows giant inclusions in polymorp__honuclear neutrophlls which along with
oculocutaneous albinism is suggestive of Chediak- ngashl syndrome it

It is an autosomal recessive disorder due to loss- of_functlon mutatlon of the LYST gene encoding a
protein known as lysosomal trafficking regula'cor b

Clinical features occur due to defective transport of cell products These 1nclude
» Significant pyogenic infectionss, bl k4 i ,
o Albinism (due to abnormalit'_ies of melar&oc_ytes) ~, 4

* Neurological abnormalitie.s? : '
* Progressive intellectual decline-,*

* Cranial nerve palsies

T |

* Decreased deep tendep:i"eﬂexes =)
e Tremor 3 ;

. Abnorm_a].,géi:f- .(nerve cell-dysfunction),
* Bleeding -(due to platelet I'dysfunction).

PeroxidaseMpositive giant inclusions are seen in leukocytes. The only curative treatment available
for Chédiak—Higashi syndrome is bone marrow transplantation.
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Solution to Question 6:

o '_
Oculocutaneous albinism is not due to tryptephan deficiency:but is due to tyrosinase deficiency.

It is a rare autosomal recessive disorder ¢haracterized hy generalized depigmentation of the skin,
hair, and eye. Ophthalmological anomialies are also-neted. It is caused by a deficiency in melanin
biosynthesis, but melanocytes are mermally present'and distributed.

It is caused by mutations in/I¥R, encoding the tyrosinase gene.

Significant photophobiaumay be present. Iris translucency is demonstrable by slit-lamp
examination. : ’

Sun protection'is-mandatory o avoid skin sunburns and skin cancers with a special emphasis on
patients living in high UV\risk environments. Early referral to an ophthalmologist is mandatory.
Dark glasses are important to protect the eyes and prevent photophobia.

Solution to Question 7:

The image is suggestive of vitiligo. The pathological basis of vitiligo is the loss of melanocytes.

Vitiligo is a common form of localized depigmentation. It is characterized by milkyBwhite sharply
demarcated macules. It is an acquired condition resulting from the autoimmune destruction of
dopa-positive melanocytes in the basal layer of the epidermis.

Vitiligo can begin at any age but in the majority of cases becomes apparent in the third
decade. The prevalence is most probably the same in both sexes or a slight female preponderance.

Electron microscopy studies confirm the loss of melanocytes. Wood's lamp examination
shows milky-white fluorescence.
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Koebner phenomenon defined as the development of lesions at sites of trauma to uninvolved skin
of patients with cutaneous diseases is a wellllknown phenomenon in vitiligo.

Solution to Question 8:
The patient has vitiligo. Amongst autoimmune diseases, the strongest association of vitiligo is
with thyroid disorders (hyperthyroidism and hypothyroidism).
Other disorders associated with vitiligo are:
* Pernicious anemia
 Addison's disease
* Diabetes type I

» Myasthenia gravis
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* Alopecia areata
» Uveitis
e Chronic mucocutaneous candidiasis

 Autoimmune polyendocrine syndromes (types I and II)

Solution to Question 9:
The clinical scenario suggests a diagnosis of vitiligo. Cyclosporine is not a treatment option for
vitiligo. There is not enough evidence of its benefits and more potential side eﬁfectf.' 1
Treatment options for vitiligo:

* Topical agents: P,
« Topical corticosteroids 'y - &

* Calcineurin inhibitors - tacrolimus R |__'-

* Vitamin D analogs - calcitriol . 0 By < A
* Systemic agents: b g Xy N
* Corticosteroids iy,

* Azathioprine ! B .

* Phototherapy: )
« PUVA W
* PUVASOl - sunlight L

oy wk
* NBUVB - narrow; banH UVB ra_diatign at 311nm

+ Targeted B.hoio'therapy ug.iﬁng éx.cimer laser 308nm
« Surgical tFeatment: N

* Ultrathin partial thickness skin grafting

* Non-cultured autologous melanocytic transfer

* Cultured autologous melanocytic transfer

Note: Surgical treatment is usually reserved for patients with stable (a period of disease inactivity
ranging from six months to two years) vitiligo who failed to respond to non-surgical treatment.

Solution to Question 10:

The image shows photochemotherapy (PUVA therapy), used for the treatment of vitiligo. It causes
suppression of T lymphocyte action.

The UVA spectrum is 320-400 nm. When it is used in combination with an oral or
topical psoralen photosensitizer, it is known as PUVA therapy. The most frequently-used oral
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psoralens are S8Emethoxy psoralen (SEMOP) and sEmethoxy psoralen (SEMOP).
The mechanisms of action of PUVA:

* Inhibition of DNA replication - DNA crossHlinking by psoralen photoadducts

» Langerhans cell depletion

» Immunosuppressive effects on THlymphocyte function

« Stimulation of melanogenesis

» Migration and the restoration of Th17y/regulatory T-cell imbalance in psoriasis
Indications of PUVA therapy:

» Psoriasis <
* Atopic eczema ¥

- Vitiligo '
* Polymorphic light eruption
* Cutaneous T cell lymphoma

The UVB part of the spectrum is 280-320-hm. Lamps utilizing the 311-313 nm frequencies are
called narrowllband UV (NBUVB)=UVB phototherapy has antllmﬂammatory,
immunosuppressive, and cytotoxie propertles

Vitiligo may respond both-te, NBEUVB aﬁd PUVA NBUVB is more effective than PUVA but the
response is variable and treatment usually has to be prolonged, often over many months to a year

Oor more. 4
r Y L%

ey, T,

Solution to Question, 1%

Poor prog_n_c_l)sti-e'factors for;_vitiﬁgo:

 Positive family history (patient 2)

* Mucosal vitiligo (patient 1)

* Lesions over bony prominences

» Isomorphic Koebner's phenomenon (patient 5)
» Non-segmental vitiligo

Leucotrichia, longer duration, and higher age at onset do not correlate significantly with
progression.

Non-segmental vitiligo is characterized by a bilateral and symmetrical distribution of depigmented
macules.

Segmental vitiligo is characterized by macules in a linear or flag-like pattern of mosaicism with a
dermatomal distribution.
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Solution to Question 12:
The image shows cutaneous macular hypopigmented whorls, streaks, and patches, corresponding
to the lines of Blaschko, suggestive of hypomelanosis of Ito.

It is a rare neuroectodermal disorder of pigmentation. It is associated with epilepsy and mental
retardation. Extracutaneous findings include neurological, ophthalmological, and skeletal defects.

Hypomelanosis of Ito

_—

é"-.,""-:l

h.

Solution to Question 13: ""':"'
{L-

The given clinical sce{% is suggestiy "'tlﬁof incontinentia pigmenti. It is a rare X-linked dominant
st

disorder with m mic ect al dysplasia that is usually lethal in males and presents in
females wi ql&d esions, tee;!;-abnormahtles alopecia, nail dystrophy, and ocular and
neurologm%f ings.

The skin lesions evolve through the following characteristic stages:
* Vesicular

e Verrucous stage

» Hyperpigmented streaks and whorls

* Linear hypopigmentation
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Stage 1 Stage 2
Vesiculobullous stage, Verrucous stage
frequently wrongly diagnosed
as bullous impetigo

Stage 3 Stage 4
Pigmentation, with an obvious
linear pattern
following Blaschko's lines

Solution to Question 14: ‘_5"
L) b b, B
The presence of multiple pol -‘.ih-the GI tra tg,lhéhg with 1em.t:fg-i'nes on the lips is suggestive
of Peutz-Jeghers-Touraine syndrome. Ma.l_L‘gi‘I'ant transformation of hamartomatous polyps is rare.

-
It is an autosomal dominant diseaseghs due to t];ﬁ.}ﬂutation of the serine/threonine kinase gene
(STK11). iy g

Typical cutaneous features i 1&3&2 lentig.iﬁ..;e?.-ﬁlil the lips (early feature). Associated melanocytic
macules of buccal mucots'.z::;m digits are common. Hamartomatous polyps are present mainly in
the jejunum but can GEEMI‘ throughg@t e GI tract.

Patients requgsz ong screeqér'll:; as they are at high risk for carcinomas of the breast, ovary,
T

colon, an{'ﬁto ch. ﬁf_":

Solution to Question 15:

Beta-blockers do not cause hyperpigmentation.

Drugs causing hypermelanosis:

» Amiodarone

* Tetracyclines

* Chloroquine

* Clofazimine

* Phenytoin

* Cytotoxic drugs like busulfan, cyclophosphamide, bleomycin, etc.

* Psychotropic drugs (e.g., trifluoperazine, imipramine)
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Solution to Question 16:

The given clinical history of fever and joint pain and the image showing hyperpigmented macules
on nose (chik sign) is suggestive of Chikungunya.

Post-chikungunya pigmentation (PCP) most commonly affects the nose and cheeks. It often
appears as the fever subsides and may persist for about 3-6 months.

PCP mimics melasma and may be misdiagnosed if proper history is not taken.

Another close differential is fixed drug eruptions (FDE). FDE is a type of delayed hypersensitivity
reaction. It is characterized by well-defined brown, hyperpigmented plaques thqt y follow
vesiculobullous lesions. They occur on lips, hands, legs, face, genitalia, an ofal mucosa, and can
cause a burning sensation.They usually present 30 min tqﬁ after dru;éosure and recur at the
same location on re-exposure. NSAIDs, Paracetamol '@Coltrimoléﬁb e are the most common
drugs causing FDE. ':..-“h

ah
. . ~ %
Th below shows FDE ] : - )
e image below s os . on upper 1%'2;5.. _ 5 = H{?_

Solution to Question 17:

The recurrence of hyperpigmentation occurring at the same site with the use of the same drug is
characteristic of fixed drug eruption.

Fixed drug eruption is one of the most common drug-induced exanthems. The acute erythematous
and bullous stages of fixed eruption characteristically settle leaving residual slate-brown
hyperpigmentation, especially in those with darker skin types. The genitalia and perianal area are
often affected.

Option A: Drug hypersensitivity is an immune-mediated reaction to a drug of which symptoms
ranging from mild to severe include rash, anaphylaxis, and serum sickness.
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Option B: Postinflammatory hyperpigmentation (PIH) is an acquired hypermelanosis occurring
after cutaneous inflammation or injury e.g., acne vulgaris, atopic dermatitis, and impetigo.

Option D: Drug-induced hypermelanosis is localized or generalized hyperpigmentation that can be
caused by a wide range of medications and chemicals. eg. busulphan. It doesn't necessarily occur
at the same site with the reintroduction of drugs.

Solution to Question 18:

The lady has bindi leukoderma, which is caused by para-tertiary butyl-phenol (PTBP). It is present
in adhesive sticker bindi. 1

o
This is called contact leukoderma or chemical leukoderma in which the ch nﬁ.}[ increases
sensitivity and induces apoptosis of the melanocytes in t ea of cont(née:/
There is also evidence that azo dyes, by virtue of s ctiiral similarﬁql,gI tyrosine, can directly

inhibit melanogenesis by competing with that a%ﬁm acid for&i@a}hg with tﬁtyrosinase enzyme.
The image below shows synthetic leatheg.ﬁgﬁ'ér-relateq_{e‘fcmoderma. “‘-.."?—
2 3 o

oot Cotecmits
Bindi leukoderma Para-tertiary butyl-phenol (P

TBP)

Synthetic leather, rubber slip | Mono-benzyl ether of Hydroq
pers, latex condoms, rubber uinone (MBH)-Rubber antiox

gloves idant
Hair dye p-Phenylenediamine (PPD)
Alta (red color like henna) Crocein scarlet MOO and sol

vent yellow 3 (azo dyes)

T

The image below shows Alta depigmentation.
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Solution to Question 19:

Naevus of Ota is more commonly seen in females.

It is an extensive, bluish, patchy, dermal melanocytosis. A large number of elongated dendritic
melanocytes can be seen scattered among collagen bundles mainly of the superficial dermis.

It affects the sclera and the skin adjacent to the eye. It is distributed along the first and the second
branches of the trigeminal nerve.

Most lesions are present at birth or develop during the first year of life, increasing in size and
number in subsequent years. Lesions are more common in Asians.

Pigment targeting QEswitched laser systems is the treatment of choice.
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Solution to Question 20:

This Chinese patient has a unilateral blue-greyish hyperpigmented macule on his shoulder, which
is suggestive of nevus of Ito.

It affects the acromioclavicular region and upper chest. It primarily occurs in Chinese and
Japanese people.

It is rarer than nevus of Ota which affects facial skin and sclera. It is distinguished from the nevus
of Ota by its location in the area innervated by the posterior supraclavicular and lateral cutaneous
brachial nerves.

Complications of nevus of Ota include meningeal melanocytoma of the brain, and malignant
melanoma involving the meninges, choroid, iris, or orbit. In some rare cases, cutaneous
melanoma can develop.
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Pigment targeting QEswitched laser systems is the treatment of choice.

Naevus of lto

o
Becker nevus is a large, pigmented halry@ph on the s-li{?u{-ger chest @ﬁ?back of young males.

Nevus spilus is a congenital ne\:b‘gzg_‘éhntmg as g.\i.’gﬂgmous maaﬁl\e‘ that develops into multiple

macules in a speckled distrib (image belo:u_z:) ;__I

Solution to Question 21:

The patient has dark brown macules on her face, that increase on sunlight exposure. This is
suggestive of freckles or ephelis, which are produced due to increased melanin production by
melanocytes on exposure to UV rays (with a normal number of melanocytes).

It is transmitted in an autosomal dominant pattern. They are seen in a number of inherited and
acquired disorders including xeroderma pigmentosum, neurofibromatosis, and progeria. Freckles
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are common in type 1 and type 2 skin types of Fitzpatrick Classification.

First-line treatment is the use of a high SPF sunscreen.

Freckles over the face

P

Solution to Question 22:

O
iy
o g

=
The given image suggests the mos diagnosfs@%e compound naevus. It is characterized by

a hyperpigmented papule surro d by a syﬂﬂetrical, lighter brown, macular area.

A compound naevus is a Qq.t raised, lJl-',-""or round papule with a symmetrical shape. This
naevus is also pigmerﬁd}vith shadg&hf brown according to the patient’s skin color.

Based on the po%t@p 0 melano;_ﬁé‘ﬁggregates, the acquired melanocytic naevi can be classified

into: f..;'.‘“l‘l'l, EI-..}

* Junctional - melanocyt'bé..ln the dermo-epidermal junction
» Compound - melanocytes in the dermo-epidermal junction and dermis

* Dermal - melanocytes in the dermis
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yiic nevi

= Flat lesion = Slightly * Dome shaped

= Dark brown i elevated lesion lesion
i = Brown i+ Light brown
Epidermis . ; I»
Dermospidermal — ‘ 3 B
junction B
Dermis ———————— ' .
Junctional Compound Intradermal ., ';:.:F 1
nevus nevus nevus M -,:-.l
)
bl o
-qﬂ""'" 5 O
& __ﬁ W
| 2 al s
Solution to Question 23: g <t Oy ™y,
b _‘-T:'I- Lt {.""'

The given image showing hype;ﬁ"gmented les‘xﬂn on shoulder_ésmmated with hypertrichosis is
suggestive of Becker's naev,%s,_. ;:.__ T

'.-

It is an epidermal melanocytic naevu.g'-wtth aggreggnll_ﬁ -of melanocyte clusters in the epidermis. It

is often hairy. The onset is aroun escence ‘there is an increased sensitivity to androgens
especially in the dlStI’lbllthIl ter arms, sﬂcdpular area and chest.

i
A triad of features can h&;‘éen b
. Hyperp1gmentat_1$ {l.':l {:___--._:"

. Hypertricho.s_!f'::' 'i:'“\}

«Acne WU -

Option A: Mongolian spots are slate blue areas in the lumbosacral region that spontaneously
regress before puberty.
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E.ll
'I'.-_|
e

DAILYROUNDS
h =
Option B: Naevus of Ito is unilateral hyperpigqiﬁ’tation in t}@ﬁmi
not known to have hypertrichosis or acne r.,l"'r'-'-|
_— !

ocla&&ﬁl-a'r distribution. It is
oty

call

Option C: Congenital melanocytic nevi are common moles that become raised and have a
cerebriform appearance and can be hairy. They can occur anywhere. The onset is at birth or soon
after birth
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Solution to Question 24:
N LA [
Nevus anemicus occurs due t 'I‘Eareased sens,ii:ivit} of local cutaneous blood vessels to
catecholamines such as ep_i-ne,ﬁhrine (adrenaline) and norépinephrine (noradrenaline). This
hypersensitivity results in p_e'rsistent Ve_"igc'bnstriction,.l'é_'aﬂing to hypopigmentation. Hence, it is
; 54

also known as a pharmacologic nevus. 1.."':
e |

. . . " L . .
It is a congenital, localized, _cu_tan.he’ous vasc anomaly presenting as a pale, irregularly shaped
patch on otherwise normal skin. Histology*and electron microscopic examination show no
abnormality in melanoc:?&s or melqn__hizhtion.

b 4%

Rubbing the lesion No change Lesion becomes re
d
Diascopy at the border of the | The border between the lesio | No change
lesion n and the normal skin disapp
ears due to the blanching of t
he normal skin

Solution to Question 25:

Simple lentigo occurs due to an increase in melanocytes at the dermal-epidermal junction.

Simple lentigo or lentigo simplex is a light to dark-brown or black macule that does not fade away
once it appears. They usually appear during childhood and increase in number until the age of 40.
It is more common in individuals with red hair and fair skin.
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The image shows lentigo simplex- hyperpigmentation is evident in the basal and squamous
epidermal cells.

- - - .-, _.-_ ‘_i'.":'-.l
= . S tae W
-- AR e é}
i . ’ "'x:_.‘:,"_‘-"-al - . J".
.ﬁ'.sf.:" MR e
Slight mcreasetnm nor; atyplic;!am?lanl?cytes between
t.. :
.-I'::-.l b e . __] _':.":.-
[ l.. - ﬁ":"'\. . L1
-h‘:.,l:-l"'“:'u. 5-;,_:'& ; L?.."::"‘
[ z li._ A
Solution to Question 26: o e
This pregnant lady has chloasma or a,mask of pregxcqﬁcy'. In non-pregnant women, it is called
melasma. i -_~. .I.F‘ g

Chloasma is very common 1{1‘_"‘hhe 3rd trlmg'-;hr of pregnancy and is most marked in brunettes.

It is due to increased levels of estrogg:.ﬁ nd progesterone, stimulating the activity of melanocytes.
Histopathology shows™'no increasein-number but hyper-functional melanocytes. It resolves on its
own after preg : T

i
Melasma i@&the most coru\q&;h cause of chronic facial melanosis. It is manifested by
hyperpigmented macules that become more pronounced after sun exposure. Hypermelanosis
affects mainly the upper lip, the malar regions, forehead, and chin. It is more common in women
between 20-40 years. It is frequently seen in women on oral contraceptives.

Wood's lamp examination is useful to differentiate the level of pigmentation and
treatment response:

* Epidermal melasma- shows enhanced color contrast

» Dermal melasma- shows less color contrast (more resistant to treatment)

» Mixed melasma.

Melasma is more chronic and requires treatment with depigmenting agents like:

« Kligman's triple combination - topical hydroquinone + tretinoin + corticosteroid compound
cream (first line)

» Hydroquinone (reduces tyrosinase activity)

* Kojic acid (tyrosinase inhibitor)
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* Chemical peels

Solution to Question 27:

The given image is suggestive of giant congenital melanocytic naevus or bathing trunk naevus. It
has an increased malignant potential.

It is a very rare condition present in 1:20,000 births. This lesion is usually brown to black in color
with a rough, warty, rugose, or cerebriform surface. To classify it as giant naevi, it should be
&gt;20cm in size. Coarse hairs can develop on it in due course.

. . . . . . s
These naevi are associated with leptomeningeal melanocytosis or neurofibromatesis.

Surgical excision is the mainstay of treatment and a cultured epidermal autograft is used to cover
large postoperative surface area defects. s - 1

Solution to Question 28: L0 e ok

) o | L]
The image shows a child with a well -diréumscribed.black, heterogenous lesion covered with hair.
This is characteristic of a congenital melanocytiec nevus (CMN): They may be present at birth or
develop shortly thereafter.They are bemgn and can be brown black, purplish, or red, and are
usually a palpable lesion. ~

They can be classified based on size: small (&lt;1:5 cm), medium (1.5-19.9 ¢m), and large or giant
(&gt;20 cm). Larger CMN have' a higher risk of‘developing malignant melanoma.

Management of CMN de_pends on the 51ze and location of the lesion. Smaller nevi may be
observed, while largerpevi or those at a higher risk for complications may require surgical
excision, particularly if there is &concern for malignant transformation.

Complicatie.né of CMN include neurological abnormalities (intraparenchymal melanosis is the
commonest finding), malignant melanoma, and other tumors like rhabdomyosarcoma.

The images below show different melanotic skin lesions:
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Melanoacanthoma

W R

Malignant melanoma

Epidermal verrucous naevus
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Solution to Question 29:

The given image shows Mongolian spots. The coloration is due to the arrested migration of
melanocytes within the deep dermis and to the epidermis. It is not due to increased melanocytes.

These are congenital macular areas of blueMgrey pigmentation of varying size and shape located
on the lumbosacral area in normal infants. The lesion develops in-utero, increases during infancy,
and then diminishes. Sometimes may occasionally persist into adult life.

These are associated with Down syndrome and congenital hemangioma. Extensivé Mongolian
spots have been associated with Hurler syndrome and GM1 gangliosidosis type 1.

P, o
.. * i
Solution to Question 30: N b,

..'\'\- I- L

Hyperthyroidism may cause generalized h};’péi‘p.igmenta_tioﬁ;'r;ot hypothyroidism.

Generalized hypermelanosis or hyp_expigmentatig__n,:05n be due to.atvariety of systemic diseases. A
few common diseases are mentioned below: i

o o
- L

» Addison's disease
¢ Cushing disease
 Hyperthyroidism e 3 #
* Solid malignant tumor A OnE

* Pheochromocytoma+” i ) E

* Systemic sclergsis ! \
* Renal Faij'ur-ei

* Hemochromatosis
* Folate and vitamin B12 deficiency

* Vitamin A deficiency

* Pellagra
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Dermatitis

Question 1:

An asthmatic child presents with intensely pruritic lesions. He has no other symptoms. What
is the most likely diagnosis from the given options?

a) Scabies &EF b
b) Staphylococcal "i'ﬁfre on ™,
¢) Pityriasis a‘l_@ D

d) Eczema"?.,';"' '\-'.'HE

Question 2:

Identify the incorrect statement regarding eczema.

a) All eczema is dermatitis, but not all dermatitis is eczema
b) Pruritus is a hallmark clinical feature
¢) Spongiosis is characteristic histopathological feature of chronic eczema

d) Acute eczematic eruption is typically oedematous, vesicular and may be exudative

Question 3:
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A 27-year-old male presents with a well-demarcated, coin-shaped erythematous plaque on his
left shin. What is the likely diagnosis?

a) Atopic eczema

b) Nummular eczema

¢) Pompholyx

d) Asteatotic eczema

Question 4: X

by
A 5-year-old child is brought to the OPD with a hypopigmgﬂ:ed, finely s&l%atch on her face.

There is a history of atopy in the family. What is the clintical diagnoélﬁ.?ﬁ
o &
a) Leprosy C, {i;'k l.',i'_,r :
b) Pityriasis versicolor ""-.,..;'-fﬁ C:‘:I' [P
o & & &
¢) Pityriasis alba “I‘"L .D"::" ,,::"L
d) Atopic eczema Eu::'::' ) ;'l:r" .
O ¥ -
- % g™
Question 5: I:?-Ef "{}IE"
B S

A 15-year-old girl presents @&S’?chy lesi n her arm as shown. Her family history is
positive for asthma. uld be tlk_be.,klost probable diagnosis?

a) Seborrhoeic dermatitis

b) Atopic dermatitis
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c) Allergic contact dermatitis

d) Erysipelas

Question 6:

The UK refinement of Hanifin and Rajka criteria is used in the diagnosis of which of the
following conditions?

a) Atopic dermatitis

b) Nummular eczema .-:"-.."_-'E ’
c) Eczema herpeticum o
CJE'“ 2
d) Contact dermatitis : ""':'I -.'I:""
x A
o "1"'3'
N A &‘
Question 7 .e’w'“?“ﬁ o ~Z
uestion /. .t i =
" s

~

An infant is brought to the derm o"lﬁg‘-}é"clinic wkff-xt e followéflg‘- esions. Which is the
I_-I A

Lw

incorrect statement regarding conditi ?.f‘:'
garding this @2

a) Pruritus is the hallmark
b) Dennie Morgan fold can be found under lower eyelid
c) It has an extensor distribution in the adults

d) Allergic shiners may be present

Question 8:
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Which is the first site of involvement in infantile atopic eczema?

a) Extensor aspect of knee
b) Flexures
c) Face

d) Extensor aspect of elbow

Question 9:
Choose the correct statement with respect to Hertoghe's sign. "'-.:':I'a
a) Loss of lateral eyebrows Dt'- {.,,'.'E-
b) Anterior subcapsular cataract -.,{.:":} '-E-{'.I
-
c) Transverse crease across the bridge of the Ez@.":“ D"'::"' &-,.
d) Fold under lower eyelids @ {-.'.1_-." {Q-.E
N hy
% L
«ivﬁ; SR 2
Question 10: .;3"'-. 1.,:-..:'-.'1-'" {.,,.L-'

A 20-year-old girl who is a known case of atopic d@éﬁﬁtltls presents with multiple, pruritic
pustular lesions for 5 days. lgg‘}tol?the follq_vxﬂg organism is commonly responsible for her

Lo
condition® ,‘;E__, 3{.,,_

a) Staphylococcus aureus
b) Herpes simplex virus

c) Streptococcus pyogenes
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d) Dermatophytes

Question 11:

A 4-month-old infant was brought to the OPD with the following lesions on his scalp. What is
the likely diagnosis?

2 e
a) Atopic dermatitis ::_‘-Fu% be.':.
b) Seborrheic dermatitis:::'- H&:{‘"
c) Berloque dermae'i;is {?-:F-."

d) Numma?mﬁnatitisﬁ{ D'-.:.'I‘

Question 12:

A 28-year-old lifeguard presents to the dermatology clinic with a mildly pruritic lesion as
shown for 8 days. History reveals excessive use of perfumes. Which of the following can be
the likely diagnosis?
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Question 13:

A patient presents to the
asymptomatic has n

a) Tinea corporis "'"-.
b) Dermatitis herpetiformis @ {:’_:'-.,LJ _H'.:;'-:""
c¢) Berloque dermatitis "'.,:';‘3!. th{__{j = ,EF.""'
d) Seborrheic dermatitis ""-..I_'E::* a -.,l."—_':- *'—_:""'
'FTJD FE;F 'E'P
-..D'Ex

likely diagnosis’aql-:; '-.:I‘

N

a) Chronic superficial scaly dermatitis

185

atology clin c complalmng that a birthmark that was
gg come pruq’ﬁb ith the following appearance. What is the most
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b) Nummular dermatitis
¢) Melanoma

d) Halo dermatitis

Question 14:

A patient presents with the following intensely pruritic lesions that started 2 years back.
History reveals that the lesions are more severe in winters and relatively milder in summers.
Choose the incorrect statement regarding this condition. @2
e
&

t""

N0
a) Cimetidine“i&ilnﬁcause this condition
b) It is als"?h&nown as ecz&lné craquelé
c¢) Children are most commonly affected

d) It may occur due to zinc deficiency

Question 15:

What is the most common cause of the condition shown below?
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a) Psoriasis

b) Eczema

¢) Drugs ..5.:1':1"“5‘ !..;‘1 ; -0
d) Cutaneous lymphoma S 1 :
'_.J":I c}tb 'Fj}'

Question 16: .;,'..P"'." &

P .L-,:.':.
Which of the following is Q‘é{t a compli E'i':g;'l of erythroderma?
-""hl_

L
a) High output c_a,:ll'djac ailure {_'-":"

M
b) Hypoalﬁl:.sﬁrﬁil'hemia .;}""}
c) Respiratory infections"&"

d) Hyperthermia

Question 17:

The following are true about the condition given in the image except:
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a) More common in people with history of c.;:"'.y_"?

b) Sago grain vesicles seen on palms an(ﬂ@ﬁs of hand~™
~\ o &

c¢) They are painful but not pI'llI‘lth-,':"_ ;{i{_- i,

d) Topical corticosteroids ca sed for ;}&L:s‘.?ﬂndltlon L_I"""

=3 e~
A ﬁa

7
uestion 18: )

Which is the most commo{'x:metal to cggﬁllerglc contact dermatitis?
a) Chromium '-.,:]- LT >
b) Nickel 5,;'.“‘;, {'_'-:,""}
c) Silver "‘I""'
d) Copper

Question 19:

A 30-year-old domestic help presents to the dermatology clinic with intensely pruritic lesions
for 3 days. History reveals that the lesions started to develop after she recently changed the
cleaning detergent. Choose the incorrect statement with respect to the likely diagnosis.

188 Sold by @itachibot



.
A

{L.} ﬂq’i‘ &

b) It can occur in anyone without predls@pg factors {{"-.

c) It is a Type-IV delayed hyperze react1 {L{:} .E;::H

a) Sensitisation is not required

rong chenr "::IL
e

2
.:?Es o

d) Due to direct toxic effects

Question 20:

*ﬁ’a’ 'ﬁ'
A 45-year-old male presqu;wth 1tchz‘5 ules over the face, neck, and V area of the chest for
the last 3 years which.a exacerb summers and improved in winters. What test can be

done to confirm gn051s’?
a) IgE levé;z'" '\-'.'i.n
b) Skin biopsy
c) Prick Test
d) Photopatch Test

Question 21:

What is the gold standard diagnostic test for airborne contact dermatitis?

a) Radioallergosorbent assay
b) Patch test
¢) Serum IgE assay

d) Serum eosinophil count
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Question 22:

All of the following are causes of erythroderma except

a) Pityriasis Rosea
b) Psoriasis
c¢) Seborrheic Dermatitis

d) Cutaneous Lymphoma

Question 23:

What is the diagnosis?

9
Qﬁ“ﬁ

a) Atopic dermatosis
b) Adenoma sebaceum
c) Rosacea

d) Ichthyosis

Answer Key

Question No. Correct Option
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1 d
2 c
3 b
4 c
5 b
6 a
7 c
8 c
9 a "
10 a :.__-‘_l"i
11 b =
12 c
13 d L
14 c -
15 b
16 d
17 c
18 b
19 c
20 d
21 b
22 a

4 23 a

e, 3, Hk"“"k

Detailed Explanations

Solution to Question 1:

The above image showing erythematous, scaly lesions having a flexural distribution with the given
scenario is suggestive of eczema.

Eczema is inflammation of the skin seen in a variety of skin conditions

Solution to Question 2:

Spongiosis is the characteristic histopathological feature of acute eczema. It refers to intercellular
epidermal edema that leads to stretching and rupture of the intercellular attachments, with the
formation of vesicles.
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Eczema is inflammation of the skin seen in a variety of skin conditions. Dermatitis is used to

include all types of cutaneous inflammation so:
'All eczema is dermatitis, but not all dermatitis is eczema'
Aetiologically, eczema may be classified as:

The hallmark symptom of eczema is intense pruritus. Other findings are:

Atopic eczema | Allergic contact eczem
a

Asteatotic ecze Irritant eczema 1

ma 'E.l

Venous eczema | Post-traumatic eczema (4

Vesicular eruptio | Erythema and scali _,:v.:'?-
n ng o
Exudative Excoriation h
Edematous Lichenification

ey o M el

Spongiosis in acute eczema

The epidermis shows distinct vesicle formation.

The image below shows eczema.

192
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ot i
Solution to Question 3: @ "::1 {:::;F}
e

The above scenario is suggestmébf nummula{k@ atltls or nﬂqﬁmular eczema.

The diagnostic lesion of nE-x_r_; ulaﬁﬁg isa well-@ﬂ'arcated coin-shaped erythematous

plaque with vesicles surrounding it central g (resolution) and peripheral extension
lead to annular or ring-shaped 1% r Initially,;ij_i ed and pruritic but later, it becomes more
scaly and less exudative. '?.'.'"

Common locations invo,]bﬁ'ii%e. “1{:}
» Trunk {l.;" -.,'.'EI'

* Extensor su QJ@LQS of extrem.ﬂ_!;es
» Men - Prétibial areas '\-I-'|.

* Women - Dorsal aspects of hand

The image below shows nummular dermatitis. Note the typical shape and demarcation of the
lesion.

193 Sold by @itachibot



Solution to Question 4: “5-. N
B !“e o)
The above scenario of a hypop@ented scalxt-p_g h is suggesr:{ve of pityriasis alba.

It is a pattern of dermatit hich h aﬁ_}gmentatlonqs':}e most conspicuous feature. It is seen
in the age group of 3-16 years. g'

Lesions have scaling and are us not well glnated In children, the lesions are often
confined to the face and are,.rd t commo Q_h e cheeks and around the mouth and chin.

It is often a mamfestat.?n"%of atoplc eoz.hlma but it is not confined to atopic individuals.

< Pityriasis ¢
yriasis alba
"-..If-..hh"

Option A: In leprosy, the hypopigmented patch is often associated with atrophy, loss of sensation,
and loss of sweating. The lesion is not scaly.
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Option B: In pityriasis versicolor the hypopigmented macules are perifollicular in
distribution. Fine, powdery branny scaling is present. Scratch sign positive. No relation to atopy.

Option D: Atopic eczema is characterized by itchy papules, hypopigmentation is not a feature.

Solution to Question 5:

The clinical scenario depicting pruritic lesions at a flexural site along with a family history of
atopy (asthma) is suggestive of atopic dermatitis (AD) or atopic eczema (AE). The scratch
marks and excoriations shown in the image are due to pruritis, which is the hallmark feature of

AD. "‘-.""E 1

AD is a chronic relapsing inflammatory condition. It presents with erythe afous macules,
papules and vesicles that often start in early childhood, u&ﬂy less thagg'&ars old. The lesions
later become excoriated and lichenified. It is frequen‘tty:}ssoaated ryness of the skin

and secondary infections. In infancy, the lesions i ini lly appea ace (sparmg the napkin area)
and later on extensor aspect of knees and e s the chlld;jh- S crawh | later childhood
and in adults, the principal site of 1nvolve‘1i"e 1s ﬂexuresxl . _':"__

The filaggrin monomers in keratinocytes in the e'pld@‘[.i\ls bind and:_%gregate keratin bundles and
intermediate filaments to form t._h_'. dermal bai'iq r. Any daneg?é','dysfunctlon of this barrier is
associated with an 1ncreased -'"sk-of devel >AD. Damage 1o this barrier can be due to
environmental factors (de nts har. r, UV hgh Ié]ocal inflammatory

reactions. Dysfunction of the barrler be due tQ.g}qutlc mutation of the FLG gene leading to
reduced filaggrin production or ]2' munomedulatory effects leading to reduced filaggrin
expression.

o
[
Other options: ._'}":-h ""':""
Option A: Seborr rmatltls “a;hromc inflammatory skin condition characterized by
erythema, pruritis, scahng, , or crusting of the skin. It is often associated with Malasezzia

fungal 1nﬁgi€1o . A milder fgﬂ'n of seborrheic dermatitis of the scalp is commonly known as
dandruff.
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Option C: Allergic contact dermatitis (ACD) is an inflammatory condition caused due to a delayed
hypersensitivity reaction (Type 4 hypersensitivity) to a specific allergen that comes into direct
contact with the skin.Patients usually present with pruritus, erythema, swelling,

papules, and papulovesicles. Some common allergens include nickel (found in artificial jewelry),
PPD/Para phenylene diamine (in hair dye), chromate (in cement), rubber or latex, cosmetics, etc.
Patch test (image below) is used for the diagnosis of ACD.

&
Option D: Erysipelas is a bacter “Skin 1nfectl§lll.5__'¢aused by Streptococcus pyogenes (Group A
Streptococcus) characterlze 1ﬁ-{/"'ralsed e atous sharply demarcated rapidly spreading skin
lesions, along with syst symptoms li ever and chills. The skin may also have a peau

d'orange or orange peéﬁ%e appearagp

196 Sold by @itachibot



Solution to Question 6:

The UK refinement of Hanifin and Rajka criteria is used in the diagnosis of atopic dermatitis.

Solution to Question 7:

The above image is suggestive of infantile atopic eczema/dermatitis. It has a flexural
distribution in adult type and extensor distribution in infantile type.

Clinical features include:

. . Z
* Rash- erythematous, itchy papules/papulovesicles e
 Excoriations ¥ y
I:I-l.l"l. .'._:'.‘_.
* Lichenified skin ; *._':-, g ._"1"'
. . l..‘-\'\.\_.ﬂ- g
* Dennie Morgan fold - under lower eyelid. oy o v .

* Allergic shiners - periorbital plgmentatlon,__' Wk L "

* Allergic salute - horizontal groove on Hgo"rsum of nasali-.brldge

R -

!
L

CsuERySsAaniaE
Patchn alsowt
N:ar'k e Srenc

May clear, porsist
or change pattern
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h;,__.'?‘ L) b
.=:.{"‘w - o
Solution to Question 8: ‘_5" - _,:—-.I"ﬁ“ ,,::-;:':'“
_'1 ! "'-. ?
The first site of involvement m,{ﬂfants with at'-d;_;_,lc eczema is Iﬂj& ace.
§

Atopic eczema can be dlwﬂ-eg'i'mto 3 p};L“ée§ .‘ﬂ--j':'h'
+ Infantile .E_.l:""' ""i.:“'-E"
« Childhood 1_?6'* : q'F
« Adult ﬁ{ o
Infantile phase - D e or conﬂue_ﬁ-}\‘%dematous papules associated with erythema. The papules

are intensely 1tcl‘ry_z, d may bec exudative and crusted as a result of rubbing. Secondary
infection aq"(.i phadenogaf&r are common.

Childhood phase - starts"'!’b 18 to 24 months. Papules tend to be replaced by lichenification. The
sides of the neck may show a striking reticulate pigmentation, sometimes referred to as atopic
dirty neck.

Adult phase - Essentially similar to that in later childhood, with lichenification, especially of the
flexures and hands.
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Infantile atopic eczema
involving the face

Patterns of atopic eczema in -
different age groups L

Moy clear, persist
or change pattorn

Localized ha eczema
Provoked by irritants

Generalized low-arade
eczema

9
qﬁ“‘%

Solution to Question 9:
Hertoghe's sign or Queen Anne's sign is defined as loss of lateral one third of eye-brows
(superciliary madarosis).
It is seen in various conditions such as:
» Hypothyroidism
¢ Lepromatous leprosy
* Atopic dermatitis
¢ Trichotillomania

* Alopecia areata
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Option B: Anterior subcapsular cataract- shield-shaped cataract seen in atopic dermatitis.
Option C: Transverse crease across the bridge of the nose- allergic salute.

Option D: Folds of skin under lower eyelids- Dennie-Morgan folds seen in atopic dermatitis.

Facial eczematous erythema with
Hertoghe’'s sign

|;|IH'

=4 W %
T
"

The above image showing puﬁt:‘qg\’ esions wi 'Eéavy crusting in a patient with atopic dermatitis
is suggestive of staphyloco,E-Eal- infection: ylococcus aureus is the most common organism to

cause secondary infe({ﬁu} in the leg_i,(.sr.li? of atopic dermatitis.

However, humaﬁépi omaviruqﬁ‘hhuced warts, fungal infections, and viruses (such as HSV,
vaccinia, coxsqsII ie A, and the poxvirus of molluscum contagiosum) are also frequent pathogens.

N X\

Solution to Question 11:

Solution to Question 10:

The image shows flaky, white to yellowish greasy scales on the scalp, suggestive of infantile
seborrheic dermatitis.

It is a common, inflammatory skin condition that causes the formation of flaky, white to yellowish
greasy scales on oily areas such as the scalp, forehead, nose, or inside the ear. Cradle cap is the
term used when it affects the scalp of infants.

It commonly appears around 3 months of age. It is rare after 8 months.

Solution to Question 12:
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The above image shows a deepMbrown pigmented lesion in the right underarm likely to have
formed from the trickle of the droplets of perfume applied on the skin. This is suggestive
of Berloque dermatitis.

The skin pigmentation occurs due to an acute phototoxic reaction to perfumes containing
bergamot oil (bergapten) which potentiates UVEBstimulated melanogenesis. A hot and
humid climate along with exposure to UV light increases the risk of developing this condition.

Solution to Question 13:

The above image shows an eczematous ring surrounding a melanocytic !

5 |

naevus (birthmark), suggestive of halo dermatitis. ",

It is also known as Meyerson nevus. Histology shows a b@_pign naevus suri‘dunded by a dermal
lymphocytic and eosinophilic infiltrate, with acanthos-ls spong1051s and parakeratosis.

The condition usually resolves spontaneously w1th1n few monthS without 1nvolut10n of the nevus.

o | - —~ - 5

Solution to Question 14: " o

The above image showingdry, scaly eczeme&ous lesions with a characteristic crazy-paving pattern

(eczéma craquelé) is suggestive of asteat-otlc eczema. It usually develops in the elderly, not in
children.

Y LY
It affects the legs, arms, and hands of elderly.people in the context of very dry skin. The condition
is usually chronic, relapsifig €ach wmter and clearing in the summer, but eventually becoming

ey, T,

permanent. ' -
It may be a prgs_en-tingg sign of m-yxoedema. It can also be due to zinc deficiency.
Drugs imp%ica{t'é'd include: £ 1" 1

« Diuretics L

* Cimetidine

* Topical corticosteroids

Solution to Question 15:

The above image is suggestive of erythroderma which is an inflammatory skin disease affecting
&gt;90% of body surface.

The most common causes of erythroderma in decreasing order of frequency are:
* Eczema (40%)
* Psoriasis

* Lymphoma and leukemias
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* Drugs - phenylbutazone, phenytoin, carbamazepine, gold salts, lithium, cimetidine

Note: If the option was between atopic dermatitis and psoriasis always choose psoriasis because
the latter is the single most common cause of erythroderma whereas atopic dermatitis is one of
the subtypes of eczema.

Solution to Question 16:
Hypothermia is seen as a complication of erythroderma due to increased skin perfusion. There is
no hyperthermia.
The main complications of erythroderma are hemodynamic and metabolic disturb'ances

Option A: Increased skin perfusion results in highMoutput eardiac fallure. Fluld loss by
transpiration may lead to hypovolemia. b

Option B: Hypoalbuminaemia is due to increased prétein loss frorri‘-exfoliated scales.

Option C: Cutaneous, subcutaneous, and resp'lratory 1nfect10ns are common ahd pneumonia
remains the commonest cause of death. | (%' ° P b

kA o

Solution to Question 17: - )

The given image is that of pomphqux', a distinct type' of hand eczema. It shows confluent vesicles
that are painful and pruritic., P L

It is also called vesicular e¢zema of palms and soles. This gives a sago grain or tapioca vesicle
appearance. ™ > i

! B
i

Predisposing factgss:
s Atopy . '« ~ o
. Naturally-dry skin

* Allergic or irritant dermatitis - chromate, epoxy glues, and rubber
» Filaggrin gene mutations are predisposing factors

Treatment:

* First-line - Hand care advice, irritant, and allergen avoidance

* Second-line - topical corticosteroids

¢ Third line:

* Alitretinoin

* PUVA

* Azathioprine

* Ciclosporin

* Methotrexate
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The image below shows pompholyx.

Solution to Question 18:

Nickel is the most frequent-eontact allergbn for contact; dermatltls Most of its salts (nickel
chloride, nickel sulfate) are readily soluble in water-and sweat and have strong sensitizing

properties. » €

It is more common in women'thian in men. Jewelry and metal components of clothing are the
usual sources of nickel improlonged contact with the skin.

Allergic contact dermatitis is an inflammatory reaction to a substance (allergen) that causes an
eruption only in/those individuals previously sensitized by the same molecule. It is a

delayed-type (')f-hypersensii_ivit}; (type IV).
Substances- causing allergi'(': contact dermatitis:
e Chromium

» Palladium

* Gold

* Vegetable matter

* PPD in hair dye

The diagnosis is made by a patch test.

Solution to Question 19:

The above scenario is suggestive of irritant contact dermatitis which is the cutaneous response to
the physical/toxic effects of a wide range of environmental exposures. It is not an immunologically
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mediated reaction.

Irritant contact dermatitis is also called wear and tear dermatitis. Examples include housewives
eczema due to soaps and detergents and wetwork, napkin or diaper rash.

Treatment includes avoidance of irritants, personal protection, and 'barrier creams'.

Not an immunologically med
iated reaction

Immunologically mediated re
action (type-IV delayed hyper
sensitivity)

It can occur in anyone witho
ut predisposing factors

It only occurs in those indivi
duals with a history of atopy

Sensitization is not required

Sensitization phase required

Solution to Question 20:

The given history points towards the
is used to diagnose this condltlo

It is a delayed-type IV hyp%?p itivity I

welllldemarcated margins where the
on the backs of the hands, and on
triangle) since it is a photo- protegt

I'.'\
gnosis of p{éﬂergic cciﬁ{éa' dermatitis. Photopatch test

Nt
'@Q’Q"h with a prqgﬂ';iltlon for photo exposed sites with
covered thing (at the collar and V' of the neck,
kles) It S the skin behind the earlobe (Wilkinson'’s
51te

'RS are applied in two sets (on either side of the spine)
f patches moved and exposed to UVA. After irradiation, the other
set of patches are also'temoved the sites are covered again for 48 hours. A positive

reaction on t %@ﬁlated su_i\e:lch) y is an 1ndlcat10n of photoallergy

Photopatch test: The stan atch tes

and kept covered. On

The imag shows topatch test showing reaction after exposure to UVA only.

UVA
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Solution to Question 21:

The gold standard test for airborne contact dermatitis is a patch test.

Patch testing is done to document sensitivity to a specific antigen. Patch test antigens comprising
suspected allergens are applied to the patient’s back and covered for 48 hours. After the patch is
removed, the area is examined for delayed type of hypersensitivity.

The image below shows a patch test.
L |
&

2

i, b
¥ B

" <

Solution to Q{e@n 22: Elw.}

Pityriasis ?(")'sea is not a all"l&lse of erythroderma.

The most common causes of erythroderma in decreasing order of frequency are:

* Eczema of various subtypes including seborrheic dermatitis

* Psoriasis

* Lymphoma and leukemia

* Drugs - phenylbutazone, phenytoin, carbamazepine, gold salts, lithium, cimetidine
* Hereditary disorders - ichthyosiform erythroderma, pityriasis rubra pilaris

* Pemphigus foliaceus

* Other skin diseases - lichen planus, dermatophytosis, crusted scabies, dermatomyositis

Solution to Question 23:
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The image shows atopic dermatosis.

Atopic dermatosis is a relapsing inflammatory skin disorder that is common in infancy and
presents differently in different age groups. It is characterized by pruritus leading to
lichenification.

Clinical features:

« Infants - The lesions most frequently start on the face, and then, the extensor aspect of the knees
and elbows are involved.

¢ Children: Dry, scaly, pruritic, excoriated papules and plaques in the flexural areas and neck.

¢ Adults: Lichenification and dry, fissured skin in a flexural distribution.
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Urticaria & Angioedema

Question 1:

A 27-year-old man comes to the emergency department with the following lesions one hour
after eating shrimp. Which of the following is incorrect about this condition?

é’h

a) It is an evanescent lesi ";a.c"' "*h._
b) Cause is unkno&gﬂmajority g.:a%es
c) It is purely.i une-media.@d

L, SN
d) Subsidés without leawﬁg pigmentation

H}"Er

Question 2:
A teenager with the following lesions is brought to the hospital by his coach. The lesions had

developed suddenly all over his body following sports practice. Which of the following
statements is true about this condition?
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o -

J-‘h .
a) The lesions typically last for 24 hours H"“-..‘;"::.} oy .

b) It is due to stimulation of parasympath:'éhc nerves {Qx
: ",
c) It can also be triggered by splcy“fgc?ﬂ"l- :.,;'-1;_ - j-.:::h

d) Symptomatic dermographls"_lrln ‘can occugﬂtn-.fhis COIldltlQ_I{ '—_I

!—Il‘ 1 h".- o I..-" l'-.
I"\-\.: '-,'::,_"i-
!_-u:.:\'-

Question 3: &

o

While vacationing in Goa h1_8-year- ldEﬁT develops small itchy wheals ten minutes after
stepping into the sun. ’I"i:éy are pron{ﬁhent over her face, neck, and arms. What is the most
likely diagnosm’i_,i._:"-. 3

a) Cholin'e"hlug"lc urticaria a&,_{h

b) Heat urticaria

c¢) Polymorphic light eruptions

d) Solar urticaria
Question 4:

While examining a patient in the dermatology OPD, the senior resident elicits the following
finding. What condition does this patient likely have?
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a) Urticaria pigmentosa

b) Chronic urticaria @H ...:'-r-:":j 1{_;"“?_
c¢) Cholinergic urticaria ‘-.,:-!“in ;{i{__{j I E{I‘
d) Urticarial vasculitis &-;b ,q:,.:,.'f‘.':' o

g . "

Question 5: a—L-.P":? h-'::E"

The mother of a 10- year-elg_{boy brlngié":nﬁ;' to the dermatologist for skin problems. She
reports that whenev ears tight clothing or when something brushes against his skin, his
skin appears as s qﬁ} in the i 1&@_1 below Which of the following conditions is this

phenomenon,:;lg in?
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a) Chronic urticaria
b) Atopic dermatitis
¢) Angioedema

d) Cholinergic urticaria

Question 6:

A 9-year-old boy presents with the following lesions all over his body for the past two days.
They are associated with severe itching. Vitals are stable and saturation is 98_‘2__'@ room air.
What is the best initial treatment? .é:ﬂ

«©
a) Omalizﬁab 'H'.'H
b) Systemic corticosteroids

c¢) Topical corticosteroids

d) Antihistamines

Question 7:

A 1-year-old girl is brought to the OPD by her parents with a 1-month history of the following
skin lesions, which are present all over her body. Which of the following statements about
this condition is incorrect?
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a) Due to gain of function mutation in KIT ggsg’?ﬁ-
b) Age of onset in adults is between 20-@9ars o

o,
c) It is a type of systemic magyﬂ ;'li{-D g ,EF'*
ns

d) It can present with bullou i ».,.'LJ
B8

e &
< S
'E}I:? -u.,:;;E"
cx @
In which of the followi% ditions w_gsllﬁ'f:(;'you expect to see Darier's sign?
'-H.F

L&

Question 8:

a) Darier's diseaﬁ} LT

b) Uﬂicar@ﬁentosa {'_'-:,""}
c) Hereditary angioedema

d) Atopic dermatitis

Question 9:

Which of the following statements about angioneurotic edema is false?

a) Pitting edema of face, lips and mucous membranes
b) C1 esterase inhibitor deficiency can cause it
¢) Wheals and itching do not occur

d) Also known as Quincke's disease

211
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Question 10:

A 3-year-old girl is rushed to the casualty with sudden-onset breathing difficulty. History
reveals that her father also suffers from similar episodes. Examination findings are as follows.
Which of the following statements is false regarding this condition?

[ i {
. i ol &
a) Type II of this condition is most common Wy

b) The enzyme involved is C1 INH. - -'-."'
W
c) There is loss of 1nh1b1th:rh.of Hageman,_faotor

d) Associated with Czh,_j"a:hﬁtl C2 def1c1en23§=
—lx i
i " 5
& el I.-'\-\."—'.
Question 11% 4

-
=

The laboratory evaluation of a patient with the following findings showed decreased C4 and
C1-INH levels with normal C1q. What is the diagnosis?
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a) Hereditary angioedema type 2
b) Hereditary angioedema type 1 AY L

c) Acquired angioedema type 2 *-.,:-1"1 ;,,;'-1;% - i,
d) Acquired angioedema ty_pe.i:-,}

.

Question 12: ':e:”'*l_?' 4

"-."%

A 66-year-old woman thl;j:oorly cont‘% m"Ei hypertension was seen at a private clinic. The

decision was made to.a enalapml ,t_ﬂ"h
following finding

N

a) It is not seen with the newer drugs in this class

213

r regimen. Two weeks later, she develops the
ich of the{oﬁ%mng statements is true regarding this condition?
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b) It occurs due to reduced bradykinin metabolism
¢) Symptoms are mild and self-resolving

d) It is also common with angiotensin receptor blockers

Question 13:

While having dinner with his friends, a man develops swelling of his face and lips and has
difficulty breathing. He is rushed to the nearest hospital. In the ER, he scratches himself
furiously and keeps saying that something terrible is going to happen to him. Op -
examination, urticaria and hypotension are noted. What is the most likely diaghosis?

»
a) Angioneurotic edema 'ﬂ.','_‘ﬁl::l 4:-."'-'
b) Anaphylaxis . "-."“-'"'- -..:--' :
c) Generalized acute urticaria x e i N __.;Tf-..
-'h. ™ N
d) Steakhouse syndrome {8 {._'a =4 5 )
i = g "
E Y I. L™
: : ”“-f" P, 2
Question 14: ™y W ™,
L_II"'\— h'.-'\- = 'l._
W, -
E L%
Cutis marmorata occurs due to 1 P 2 S
L%
a) Exposure to cold temperit_h_hé __'._1_:_':' g
b) Humidi i
) ty F.:I“-} _-“-.H"'-
c) Exposure to hot.q_trer:ﬁ)erature £
d) An advesr_f.er neactlon to (E*ug}
Answer Key

Question No. Correct Option

C

N || gl W |IN|PF
O (T |T|Q|O
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11
12
13
14
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Detailed Explanations o

— =
o, T

N
|I .

Solution to Question 1:

The image shows multiple wheals in acute sponta.neous urtlcarra It is medlated by immunological
and non-immunological mechanisms. T L _—

The primary mechanism of urticaria is;mast cell degran_ulatlon trlggeréd by immune
(IgE-mediated) or non-immune (cytdki“l'les compleiment) mechan‘rsms, which cause the release of
histamine. This increases Vascular permeablhty and Vasodllatlon

It can be acute (&lt;6 weeks),or chronlc (&gt 6 weeks). Acu‘te spontaneous urticaria can be
triggered: L

« Hypersensitivity e &
A |
» Viral infections { Y
L \
* Food allergy u_:f' T

* Drug allergy ")
* Blood tra_:p-sffﬁions.
However, the actual cause is unknown in nearly 60% of cases.

It is characterized by wheals, which are evanescent, wellldefined, pink, or pale swellings due to
reversible dermal edema. It usually fades within hours without pigmentation. Wheals are usually
very itchy and associated with a surrounding red flare when they arise.

They may occur anywhere on the body, including the scalp, palms, and soles, in variable numbers
and sizes.

Solution to Question 2:

This clinical scenario with the development of itchy monomorphic, micropapular wheals that
appear within minutes of sweating is suggestive of cholinergic urticaria.

Cholinergic urticaria is an inducible urticaria that is common in adolescents. It occurs to due
stimulation of the cholinergic post-ganglionic sympathetic nerve supply to eccrine sweat glands. It
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may be triggered by a rise in core body temperature, spicy food, or emotion and lasts for a few
minutes to 1-2 hours.

Symptomatic dermographism refers to an exaggerated wheal-flare response to physical stimulus,
associated with severe itching. It is not a feature of this condition.

Solution to Question 3:

This clinical scenario is suggestive of solar urticaria. The wheals develop within minutes of sun
exposure and are common on sun-exposed areas.

Solar urticaria is a type of induced urticaria that occurs in response to visible Or,hﬁg' radiation and
usually fades within 1-2 hours. W

. o . s e .
Option A: Cholinergic urticaria presents with small wlﬁ@hat occur diie'to sweating and a rise in
core body temperature. Though it can also occur fi g sun ex_[_?q'_shre it is more pronounced in

the covered parts of the body, where the tempepq‘t-ur is hlgher-u.qm 1-.5
Option B: Heat contact urticaria is a rare.-if;rq'h}df urtlcarla t];th’f develops-ﬂ}ﬂomng localized
warming of skin. It lasts for about one hdur W LN ._:'-.

Option C: Polymorphic light eru .B_‘E'l _"lhlh:ll"rtlcarlal }ég}ons appear-he_zhrs later and last for days after
exposure to sunlight. “'-..M-. Ty -__I

AT e

Solution to Question 4:

This clinical scenario is suggestive of dermographism, which is commonly elicited in chronic
urticaria patients.

It is an urticarial reaction in response to pressure or trauma to the skin. It is the most common
type of inducible urticaria.
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Simple dermographism or factitious urticaria refers to the triple response of local erythema due
to:

* Capillary vasodilatation
» Edema
* Surrounding flare

The eliciting stimulus determines the shape of the wheals, but they are often linear from
scratching or stroking.

In &lt;5% of cases, symptomatic dermographism can occur. It is characterized by
severe, disproportionate itching that is worse at night.

PRNRR | ) et o

E.ll
'I'-:l
e

Other rare forms e@gnograp isnr associated with urticaria are cholinergic dermographism,

red dermo ra@l@n, and dela.\z:ad dermographism.
& o
N

Solution to Question 5:

The given image showing white lines that developed in response to light pressure on the skin is
suggestive of white dermographism. It is pronounced in atopic dermatitis.

It is due to an abnormal vascular response, where capillary vasoconstriction occurs in response to
light stroking of the skin. While it can occur normally, it is more pronounced in patients with
eczema. Tight clothing is a common triggering stimulus. It causes white lines in areas where
pressure has been applied, as shown below.
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Solution to Question 6:  _ 4

i

LT ..\.

Note: Black dermographism is characterlzed by s‘kln dlscoloratlon after pressu-re from a metallic
object. N o ™

This clinical scenario and image showmg wheals are stiggestive of acute urticaria. The best initial
treatment is oral ant1h1stam1nes 1

The lesions are due to hlst,amlne release caused by mast cell degranulation as a result of immune
and non-immune mechaﬁ‘}sms The treatment is as follows:

* First-line: Second, generatlon non- sedatlng antihistamines.

. Second—hule:'@ral corticostereids and leukotriene receptor antagonists
'H. = 5

e Third-line' Immunomodulators like cyclosporine and tacrolimus

¢ Fourth-line: Omalizumab, an antibody targeted against IgE

Solution to Question 7:

The given image shows urticaria pigmentosa lesions on the trunk of a child. It is the commonest
type of cutaneous mastocytosis. It occurs due to an increased number of mast cells in the skin.

The mast cells accumulate in tissues due to a gain-oflfunction mutation of KIT. The symptoms
occur due to the release of mast cell-derived mediators. The age of onset is in the first year in the
childhood type and 20—40 years in the adult type.

It presents with numerous reddishlbrown or pale monomorphic maculopapules, plaques, or
nodules in a symmetrical distribution. Lesions can occur anywhere but are common over trunk
and thighs. The palms and soles are usually spared. It can also present with bullous lesions that
heal without scarring.
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Treatment includes:

* Avoiding physical stimuli that trigger mast cell degranulation- temperature extremes, pressure,
alcohol

* Antihistamines

» Mast cell stabilizers

» Topical and oral corticosteroids
* PUVA therapy

* Tyrosine kinase inhibitors like imatinib.

E._l
I'.-_|
e

Solution to Question 8: d‘-- {.,,'.'Ea
Darier's sign is seen in urticaria pigmentosa. It re '§':i"0 the dev ent of urticaria and
erythema around the lesions after mild trau ding sc ng or rublg?_qg of the lesion.
Urticaria pigmentosa is the most comm ern of cu us masto s, which occurs due to

an increased number of mast cells 1 n. It pr w1th re rown or pale
maculopapules, plaques, nodule metrlc tlon spa the palms and soles.

Darier's sign is not specific f% stocytos-li:q.'s.l:ﬁ is also r%.x_;gl;%een in juvenile xanthogranuloma
and acute lymphoblastic l&gkemla -..". 5-?
f ot

Positive Darier’s signmn inmn a nodule of
urticaria pigmentosa in a voung child.

D Linear wheal after stroking

Note: Pseudo-Darier sign is seen in soft tissue hamartoma, with piloerection and transient
induration after stroking the lesions. Darier's disease is an autosomal dominant disorder,
characterized by hyperkeratotic papules and plaques along with nail changes.

Solution to Question 9:

219 Sold by @itachibot



Angioneurotic edema or Quincke's disease is characterized by non-pitting edema of the face, lips,
and mucous membranes.

Angioedema is the accumulation of fluid in the subcutaneous and submucosal layers. It is
common in the lips, eyelids and genitalia due to laxity of tissue in these areas. It can present with
or without wheals.

Quincke's disease refers to the hereditary form of angioedema without wheals. There is no itching.
It is bradykinin-mediated and is usually linked to abnormality or deficiency of CiMesterase
inhibitor (C1INH) enzyme. Other non-hereditary causes include acquired C1INH deficiency and
use of ACE inhibitors.

Angioedema with wheals is a type of spontaneous or inducible urticaria.

Solution to Question 10: oy 5%

The image shows subcutaneous and submucosal, edema of the face and lips without wheals. Along
with the history, a diagnosis of hereditary angloedema (HAE) is most hkely Type I HAE is the
most common form (85%). ™ "

5

There are three types of hereditary.angioedema (HAE) -
* Type 1 (85%): C1INH deficiency-'

™

« Type 2 (15%): Dysfunction.of C1-INH,.b'1'1't normal levels. "
 Type 3 (rare) : Normal C1-INH levels and function

HAE occurs due to a mutation in the SERPINGl gene, which codes for the C1 esterase inhibitor
(C1INH). It is also called angioneurotic edema or Quincke's disease.

CiINH enzyme normaf_lj; inhibits the f-oHowing:

» Complement system

« Kallikrein_system "y
* Factor XII or Hageman factor

In HAE, loss of C1INH activity leads to loss of inhibition of these above processes. This leads to
decreased C4 and C2 levels and bradykinin accumulation.

Solution to Question 11:

The image shows subcutaneous and submucosal edema of the face without wheals, pointing
towards a diagnosis of angioedema. Hereditary angioedema type 1 is characterized by decreased
C1INH levels and decreased C2 and C4 with normal Ciq levels.

Angioedema without wheals can be due to hereditary or acquired causes. Levels of antigen C1q
help in differentiating between them. In hereditary angioedema, the C1q level is normal whereas,
in acquired angioedema, the Ciq level is usually low.
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Angicedema without wheals
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Solution to Question 12: e -~ L
i, s Ny
"\ L )

The given clinical scenario is suggestive of ACE inhibitor-induced angioedema, which is due to
inhibition of ACE resulting in_teduced bradykinin metabolism. Increased bradykinin level
produces vasodilation causing angloed,_ema It typlcally oecurs within 3 weeks of starting
treatment but can occur anytlme o T

L
ACE inhibitorBinduced angloe'dema is common in older people on treatment with ACE inhibitors.

It is a class effect seen wrtﬁ all ACE 1nh1b'itors It is uncommon with angiotensin receptor

blockers. Oy Dy

. X
It predominantly affects the face‘“and oropharynx. Symptoms may be severe, and laryngeal

mvolvemen.; nmay be life- thr‘eatenmg
y

Solution to Question 13:

The given clinical scenario is suggestive of anaphylaxis. It is a medical emergency.
It is a severe form of type I hypersensitivity. Cinical features include:

* Urticaria

» Angioedema

* Severe pruritus

* Bronchospasm

 Laryngeal edema

» Hypotension.

* Sense of impending doom
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The first step in management is to secure the airway. This must be followed by intramuscular
administration of epinephrine in the lateral thigh. The dose is 0.3 to 0.5 ml of 1:1000 solution. It
can be repeated after 10-15 minutes if necessary.

Option A: Angioneurotic edema is not associated with pruritus or systemic features.
Option C: Generalized acute urticaria is not associated with systemic features.

Option D: Steakhouse syndrome refers to oesophageal impaction of food. It presents with
dysphagia. There is no respiratory distress.

1

Solution to Question 14: o

Cutis marmorata refers to the pinkish-blue mottled or marbled appearanc.g_mltlen subjected to cold
temperatures. o A

It is seen throughout infancy and in 50% of children, 1 .L"t is caused by&multaneous dilation and
contraction of the superficial capillaries. Rewq_rrﬁi'i'rg restores, the skin to nom_"hal This is a
physiological finding and requires no treatm'ént' However persistent cutl\s_-marmorata may be
seen in trisomies 18 and 21. .- W

L"l

Note: Cutis marmorata telanglect__gt‘icdhg"ongemta"Fs"a distinct v sEl'ﬂar developmental disorder and
is easily distinguished as it is fixed (it doesﬁ“ not disappear on rewarming), and it may be associated
with a variety of other anom%tl-iés such _Z':.I_S dimb growth ol.r-.fenal anomalies.
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Reactive Skin Diseases and Drug Eruptions

Question 1:

The most common triggering factor of the given condition is

b !
a) Vaccination {F‘nﬁc} .JE.:'E"E
b) Malignancy 1.:::" _.,..:Jl:{ﬂ.
c) Drugs "-.:]'Q {?':'-."'
d) Infectiola_w.=-.','||Il::| D'-.:.'I‘
N «
Question 2:

Which of the following statements is false about erythema multiforme?

a) Erythema multiforme major is the most common form
b) The lesions occur in crops and fade in 1-2 weeks
c) Photoaggravation of the lesions is seen

d) The distribution of target lesions is mainly acral

Question 3:

In which of the following conditions is interface dermatitis not seen?
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a) Erythema multiforme
b) Lichen planus
c¢) Graft versus host disease

d) Eczema

Question 4:

What percentage of a patient's body surface area would need to show sloughing to make a

diagnosis of Stevens-Johnson syndrome? 1
by

a) &lt;10% 3 e, <

b) 10-20% :;...:}G {:I{""'

C) 20-30% ,:::" {q'\r'g"

d) &gt;30% .,{;,_ﬁ :__..":' E&r '

@ T e
‘G &5‘# A

Question 5: -,‘:'} ;__I'-..-

""?* o

A 53-year-old woman presen w1th co%plamts of fe@? malaise, conjunctivitis, and skin
lesions on her back for the past 2 She giv 1story of taking the tablet piroxicam for
knee pain 2 weeks ago. What probabl‘%.dti n051s’7

a) Fixed drug eruption
b) Erythema multiforme

c¢) Stevens-Johnson syndrome
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d) Toxic epidermal necrolysis

Question 6:

A disease associated with the occurrence of blistering and peeling of over &gt;30% of body
surface area is usually caused by:

a) Viral infection

b) Drugs
c) Fungal infection .,._-:_.I'q::"- '
]
d) Auto-immunity = = L
I::.I"l. ."':'q_.
b A
Question 7: i s &,
. h‘l‘\-\_ —.:|I- _.'H:_-_ =

A 30-year-old man was brought to the casualty with a~:3:.aay histo @9&' the findings shown. On
examination, 50% of the body surfaegﬁea was i_m'cél-aed. Hemoﬁ‘hagic cheilitis and crusting
were also noted. What are the (_}%gl%"hosis and most probable-\-.]:nderlying etiology?

i e ™,

a) Stevens Johnson syndrome; Mycoplasma pneumoniae infection
b) Stevens Johnson syndrome; cephalosporin intake
c) Toxic epidermal necrolysis; viral infection

d) Toxic epidermal necrolysis; carbamazepine intake

Question 8:
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A 27-year-old sexually active man presents to the OPD with the following finding. He informs
you that a few days ago, he developed an erythematous vesicular lesion at the same location
within hours of taking a drug. Which of the following is most commonly implicated here?

a) Carbocystine
b) Cotrimoxazole
¢) NSAID

d) Tetracycline

Question 9: G"'-:"

o
IE:::"}

Which of the""lf.(()‘ilowing is tﬁ'-’; most common site for fixed drug eruption?

a) Face

b) Extremity
¢) Trunk

d) Glans penis

Question 10:

Which of these statements is false regarding erythema nodosum?

a) They are considered to be a hypersensitivity reaction
b) The lesions are mostly symmetrical

c¢) The lesions are usually tender
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d) It is a type of lobular panniculitis

Question 11:

A patient presented with a sudden onset of symmetrical, bilateral, tender, erythematous,
warm nodules and raised plaques involving the shins, ankles, and knees. Which of the
following is not a trigger for this eruption?

a) Pregnancy

b) Tuberculosis

c) Sulfonamide use

d) Chronic pancreatitis

Question 12: T oy

Which of the following organs are mc_Sst:'commora.l)i affected in a_'ﬁ'atient with DRESS
syndrome? e, =L -

T

a) Heart -' -,
b) Liver A :
& L
¢) Kidney o
d) Lungs %A 4
'._\.- ]
_ PRy )
Question 13.% Wy

A patient with a history of drug intake for her gout was diagnosed with Lyell syndrome. On
examination, which of the following cutaneous findings are most likely to be seen?

a) Localized pruritic skin and mucosal macules with erosions

b) Purpuric macules and erosions that affect 10-30% of body surface area, including mucosa

c¢) Purpuric macules and erosions that affect more that 30% of body surface area, including
mucosa

d) Purpuric macules and erosions that affect the major flexures

Answer Key
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Question No. Correct Option

1 d
2 a
3 d
4 a
5 c
6 b
7 d
8 c L.:' 1
e
9 d &
10 d
11 d
12 b b,
._‘
13 c
= P s
-._\.—\.I'\"'al b I;_ ?:M_
L 3 . I. o
'\-u". . . ; '\-\.:_ L ._l-.
c_‘Detailed*Explanations
P, T i
- KR N
. . T oy
Solution to Question 1: __H-_,‘-' e
_\"'\.':‘- — |

The given image shows characteristic tar-get-l'ésions of erythema multiforme. This most commonly
occurs following a her implex virugiinfection.
g p,]&i“s plex virugy

The common tl:ig‘g.l,e_rrs‘glfe: T "

* Herpes s;ir_rhlplé.?.'i infectionli-._‘-"

. Mycoplas1'r‘11a infection )

* Bacterial infections

 Fungal infections

* Vaccinations

 Malignancy- carcinoma, lymphoma, leukemia

* Drugs- sulfonamides, rifampicin, penicillins, hydantoin derivatives

 Miscellaneous- lupus erythematosus (Rowell Syndrome), sarcoidosis, polyarteritis nodosa

Erythema multiforme is best regarded as a selfllimiting cytotoxic dermatitis resulting from
cell@mediated hypersensitivity.

It presents clinically with a spectrum of macular, papular, or urticarial lesions, as well as the
classic acral iris or ‘target lesions’.

Target lesions are less than 3 cm in diameter, rounded, and have three zones:

* Central area of dusky erythema or purpura
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» Middle paler zone of edema
* Outer ring of erythema with a wellldefined edge

Lesions may involve the palms and the trunk. Oral and genital mucosal membranes lesions are
associated with erosions

The image below shows target lesions.

t"u- E‘lﬂ'
.;?E:E} OF
&
""EE' fz.“"'
b4

Erythema multiform 1}}01‘ (papulah'plh simplex form) accounts for approximately 80% of cases
and is the most form. {:'-...

Clinically aqﬂ\!ma multlf presents as macular, papular, or urticarial lesions, as well as the
classic iris'o target le51 , distributed preferentially on the distal extremities. Raised atypical
target lesions having only two of the zones may also be seen and mucous membranes are rarely
involved. Koebnerization accounts for some bizarre clinical distributions.

Solution to Question 2:

Photoaggravation of erythema multiforme is well recognized.

The lesions appear in successive crops for a few days and fade in 1—2 weeks, sometimes leaving
dusky discoloration.

The image given below shows mucosal involvement in erythema multiforme major
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% e &
& & 8
Eczema shows spongiotic der %!hs and not jnterface dermatitis.

H e atif

Solution to Question 3: “I‘"L

Interface dermatitis inclu&‘a%seases i @1 the pﬁr@f;"pathology involves the
dermo-epidermal junction. & 2
2 o

The salient histological ﬁndipés\rﬁ;@ude: \,EE"

H,;:.,ﬁ"b

* Apoptotic keratinocy@}}colloid or tte bodies)
¢ Obscuring of tE rmo-epidermal junction by inflammatory cells

« Basal cell vacuolization ..,;F,.-

Common -le;ll(‘lﬁions sho interface dermatitis are:
 Erythema multiforme

* Lichen planus

* Graft versus host disease

* Fixed drug eruptions

* Lupus erythematosus

» Dermatomyositis
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Erythema multiforme

Basal cell vacuolization Mecrosis of
keratinocytes

Lymphocytes in the basal cell layer obscuring the dermoepidermal ""'I'.. :I
junction with basal cell vacuolization and few apoptotic
keratinocytes in the lower spinous zone.

o,
@ o7 &
"m_-‘ W
Rﬁ{j Efﬁ
Stevens-Johnson syndrome (%ébnvolves les 10% of kn§y'surface area (BSA).

Stevens-Johnson syndronle:g% toxic 'H&iﬁal necrol ';zTEN) are severe mucocutaneous
reactions, usually to drugs, characterized by bhstqu}gand epithelial sloughing. The two terms
describe phenotypes within a seyeri pectrumlENh re SJS is the less extensive form and TEN is
the more extensive. b gy

s

Solution to Question 4:

Based on the type of cut:&j:.eous lesion IE‘é'xtent of maximal epidermal detachment, the disease is
classified as: {;‘l L
oo

SJS <10% Present
Overlap SJS-TE | 10-30% Present
N

TEN with spots | >30% Present
TEN without sp | >30% (large sheets of epider | Absent
ots mal loss)

231 Sold by @itachibot



Stevens-Johnson Syndrome and
Toxic Epidermal Necrolysis

10-30% =30% | H‘.

N Detached epidermis E.l

SMARROW

NN e~
The image below shows SJS in the early staggj_'%'tﬁ: mucosal@@ement. '.'.1."_,|~ i
, = | )

Solution to Question 5:

The image shows atypical target lesions with 2 zones. The rash and flaccid blisters affecting the
back (epidermal detachment &It;10% BSA), conjunctivitis, cheilitis (mucosal involvement), with
the history of drug intake (triggering factor) favor a diagnosis of Stevens-Johnson syndrome.

Option A: Fixed drug eruptions present up to 8 hours of drug intake. These are erythematous
lesions that heal with hyperpigmentation. Mucosal involvement is rare.

Option B: Erythema multiforme shows typical target or raised atypical target lesions, that develop
over few days and resolve in 2 to 3 weeks. Mucosal involvement is rare if the trigger is a drug.
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Option D: In toxic epidermal necrolysis, &gt;30% of body surface area is involved. Diffuse
generalized epidermal detachment is seen with extensive mucosal involvement.

Solution to Question 6:

Blistering and peeling involving greater than 30% of the body surface area points to the diagnosis
of toxic epidermal necrolysis (TEN). TEN is primarily druglinduced, with a culprit drug being
demonstrated in approximately 85% of cases.

Stevens-Johnson syndrome (SJS) and toxic epidermal necrolysis (TEN) are both severe
mucocutaneous reactions, characterized by blistering and epithelial sloughing, Thétwo terms
describe phenotypes within a severity spectrum, where SJS is the less extensxye"form and TEN is

the more extensive I;:]h"" {u_':'i"
Common drugs that can cause SJS/TEN are: ﬂ;,":-_.:"l |.‘_':"'-1

* Allopurinol R iy

* NSAIDs- oxicam group a‘:x,""-. . - _{,,:_-.'.

* Anti-epileptics - phenobarbital, phen&om carbamfméplne lamot{rgi'ne

)
« Antibiotics - penicillins, cephglés.p%rms sulf%mx'thoxazole sulfasalazme nevirapine
o ""-.

SJS <10% Present
Overlap SJS-TE | 10-30% Present
N

TEN with spots | >30% Present
TEN without sp | >30% (large sheets of epider | Absent
ots mal loss)
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Solution to Question 7:

As more than 30% of the body surface is involved, the diagnosis is toxic epidermal necrolysis
(TEN). SJS/TEN is primarily a druglinduced phenomenon, with a culprit drug being
demonstrated in approximately 85% of cases.

Common drugs that can cause SJS/TEN are:

* Allopurinol

* NSAIDs - oxicam group ey
* Anti-epileptics - phenobarbital, phenytoin, carbamazepine lamotrigine o

« Antibiotics - penicillins, cephalosporins, sulfamethovaol'le sulfasalazine, nevirapine

In 15% of the cases, where the drug cannot be 1dent1f1ed espec1a11y in chlldren appear to be
triggered by infections, most notably by Myco-pla'éma pneumomae )

Note: FDA recommends genotyping before_ startmg carbamazeplne, astHLA B1502 allele which is
seen in increased frequencies among.Asians is irr_l.p}icaitéd in carbamazepine induced SJS/TEN.

Solution to Question 8:
The characteristic lesion healing with hyperpigmentation following drug intake is consistent
with fixed drug eruption.hNSAIDs are the'most commonly implicated drug.

Fixed drug eruption (FPE) is a cutanieotis adverse drug reaction characterized by recurrent
wellldefined lesion$ occurring af‘tlie same sites each time the offending drug is taken. It typically
presents 30 minto 8 h after drug exposure.

The most c‘ommon drugs ‘uhat act as triggers are:

* NSAIDs (25%)

* Paracetamol (15%)

* Cotrimoxazole

* Tetracyclines

FDE is a form of classical delayedBtype hypersensitivity reaction.

Typically, FDE presents as a sharply defined, round, or oval erythematous and oedematous
plaque, which evolves to become dusky, violaceous, and occasionally vesicular or bullous lesions.
Lesions are usually solitary or few in number.

Commonly affected sites include the lips, genitals, palms, and soles; 5% of cases may have an
exclusive mucosal involvement. Overall, the most common site involved is the genitalia.

The majority of FDE is selflllimiting with an excellent prognosis.
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Note: The generalized bullous form of FDE should be differentiated from toxic epidermal
necrolysis by prior similar history, absence of target lesions, and no involvement of mucosal
surfaces.

Solution to Question 9:

Glans penis is the best answer among the given options. Fixed drug eruptions(FDE) can occur
anywhere in the body. However, 50% of FDE occurs in the genital and oral mucosa. The other
common sites are palms and soles.

DrugBspecific clinical patterns have been reported. These include the follovnn.%h 2"

* NSAIDBinduced FDE - genitals and lips W
* Tetracycline and trimethoprim/sulfamethoxazoleMir FDE gemﬁ}sﬁ-

* MetamizoleMinduced FDE - trunk and extremltlk_'b:'* _1-.—-1"'2.'.m

* CarbocysteineMinduced FDE - face -.,.__l"'i.__.'ra‘ IZ_-_:I‘"“ -.__&'F

The image below shows hyperplgmentatldg,.on the glaq;&tﬁems healed:-?ked drug eruption.

Solution to Question 10:
Erythema nodosum (EN) is a cutaneous reactive septal panniculitis with no vasculitis to a variety
of stimuli.

It is believed to be a type IV delayed hypersensitivity reaction to various antigens including
medicines.

It presents with symmetrical, erythematous, and tender subcutaneous nodules or plaques which
are typically distributed over the anterior aspect of the limbs. Over a few days, these lesions
become purplish before finally turning brown. Ulceration never occurs.
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The clinical course is selfllimiting following drug withdrawal and usually resolves within 2—4
weeks.

Erythema Nodosum

Solution to Question 11: ﬁ"-.';b 'I-::':;"{_}

The description is classical of erytl_leﬁéhodosumﬁ& are not seen in chronic pancreatitis.
Aetiological factors in erythema-‘qu'aosum: H:.F_‘

* NO- Idiopathic, pregnanag‘._,ﬂ{h “-{--._b

* DO-Drugs - oral con{%;ggptives, }i‘mﬁihnal replacement therapy, sulphonamides, and penicillin
*S- Sarcoidosis@}}et syndro g‘SLE, RA, Reiter's syndrome

* U- Ulcel-qlﬁze litis, Cr s disease, Behcet's disease

» M- Malignancy, and microbiology( Infections - Group A B-hemolytic streptococcus infection
(most common), brucella, toxoplasmosis, CMV, E.coli, yersinia, tuberculosis)

The image below shows erythema nodosum.
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Solution to Question 12: 4‘ {%D"'-. &~

The most commonly affected a organ 11";9 SS syndr is the liver. Drug Reaction with
Eosinophilia and Systemic-S ptoms (D syndrome:__"s- an 1dlosyncratlc multisystem drug
hypersensitivity disorder. 'E-f

DRESS is characterized by an u 6&1 papulalq;? suspected to be drug induced, accompanied
by a fever, lymphadenopath systemic ¢ oms referring to derangement of the function of
at least one organ syste @ aemato abnormalities.

The latency period frd’i) rug inta e"l!ph'hahe appearance of symptoms is 2—6 weeks.

The most com 1mp11cat~(.3'dr'5-.1:'1'1gs in DRESS syndrome are:

. Antleplla&'qcs - carbarq@me phenytoin, lamotrigine

* Antibiotics — vancomycin, amoxicillin, minocycline, piperacillin-tazobactam

* Sulpha drugs — sulphasalazine, dapsone, sulphadiazine

* Furosemide

* Omeprazole

* Ibuprofen

The most severe and lifeMthreatening complication of DRESS is fulminant liver failure.

The majority of patients with DRESS will recover fully, following withdrawal of the culprit drug
and management of the acute episode with systemic corticosteroid therapy, IVIG therapy and
other supportive measures.

Note: DRESS syndrome is now declared as an adverse effect of the commonly used painkiller
Mefenamic acid.
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Solution to Question 13:

Lyell's syndrome is another name for toxic epidermal necrolysis, which is characterized by
erosions of more than 30% of body surface area.

Based on the type of cutaneous lesion and extent of maximal epidermal detachment, the disease is
classified as:

SJS <10% Present
Overlap SJS-TE | 10-30% Present "
N
TEN with spots | >30% Present
TEN without sp | >30% (large sheets of epider | Absent
ots mal loss)
w
e o2 &

238 Sold by @itachibot



Papulosquamous Disorders

Question 1:

As a first-year dermatology resident, you see a patient with the following skin lesion. Which
of the following disorders is least likely to present in this form?

é’h

o < (o
a) Reiter's disease ‘-.:II:;" b
B

b) Secondary syphilis

¢) Mycosis fu oides
Batinoms O
d) Basal céll carcinoma

Question 2:

A patient presented with the following itchy cutaneous lesions to the OPD. What is the most
likely diagnosis?
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a) Lichen planus

b) Psoriasis o\

c) Pityriasis rubra pilaris 1._":.’_‘-3,. ;{i{__{j I E{}

d) Pityriasis rosea -
1tyriasi d"-._ -n;l‘:":"'

Question 3: i—L..P':? H‘,:Iu.,?_"_.

% >
As a first-year dermatolo sident, ygbllws':é a patient with the following findings. What is the
most likely diagnosis? e

) _ AN

a) Pityriasis rubra pilaris
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b) Psoriasis
c) Pityriasis rosea

d) Lichen planus

Question 4:

In which of the following conditions is basal epidermal cell degeneration characteristically
seen?

a) Psoriasis "-.,hl-—_:z' T
b) Lichen planus x_ e %)
¢) Pemphigus vulgaris . :_:'ID 'i.___"l{h‘
d) Pityriasis rubra pilaris '::":"'- _:j-i-
"'-.:;-...JE? L ':h 1-&"" .
(e O = {,:..3_
. Wt i -
Question 5: P
““’C‘-"‘a‘ kA E-{x

LI
A dermatologist sees four patié:fé' who ar lr%n cases _c'?ﬁll;ﬁhen planus. The nail findings of

each of these patients are dleﬂcted bel%TWhich patl;l?ﬁ!ia- shows the most specific nail finding

seen in this disease? o Ll
'T-"pl-?' 1%

&Y

a) Patient A
b) Patient B
c) Patient C
d) Patient D
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Question 6:

A 30-year-old female presents with subtle, fine, reticulate lacy -white, papules on the vulva,
and the following cutaneous finding. Choose the most appropriate treatment strategy.

a) Topical steroids A
b) I tp f >’ g
nterferons e e
¢) Methotrexate -.,:::" .4:':‘"
d) PUVA -'._'::lh"}‘{;l {:.:‘-.F"}
>
& X\

Question 7:

A 6-year-old boy has tiny pinhead-sized flesh-colored papules over his elbow and penis.
Histopathology of the lesion reveals the following feature. What is the most probable

diagnosis?
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a) Lichen planus

s
b) Pityriasis rubra pilaris @H _l:-.':". 2 __::_"?‘L
c) Pityriasis rosea 1__":,]‘-5,. !.;1-[-'] 3 E::"x
d) Lichen nitidus Ijé"-__"- 'I-::"?”‘{_} 8 {HL.I""I
s 2
. - N
Question 8: -;.'-.,"'-" H-E'EL'

Which of the following is Q‘é{t true abou&lrigﬁen nitidus?

a) It presents wn.g&ﬂmy plnhead{_f%d papules mainly on forearms
b) Mucous'eé’rlhbrane le51qr_t§""are rare
c) Most commonly seen in‘elderly individuals

d) Koebner's phenomenon is seen
Question 9:

A patient on regular follow-up for a dermatological condition presents with the following
finding. Which of the following conditions is this most likely to be associated with?
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a) Lichen planus

b) Psoriasis ":.."?' .
c) Pityriasis rubra pilaris "-..;j‘il. ;{t{__'D I EF‘
e . Nt
d) Pityriasis rosea e e
tyas oL Y

Question 10: i;:::? s
R

A g40-year-old man preseng:d to the d i?ology OPD with the following finding. These
lesions were insidiou}geri'f;z)nset. He-nqﬁ iagnosed with pityriasis rubra pilaris. Which of the
ast likel t(')l:?B'e found in this patient?

following featur(:il@;

N

DermNetNZ org

a) Nail pitting will be minimal
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b) Islands of sparing
¢) Herald patch
d) Nutmeg grater papules

Question 11:

A patient presented to the OPD with the following cutaneous lesions. What is the most likely
diagnosis?

IE_.'I
iy
e

a) Psoriasis "-.:'I'-{:I {:-:-.
b) Lichen {c'ﬂh? l::':l"}

c) Pityria;fb rosea \'I"H

d) Pityriasis rubra pilaris

Question 12:

A 24-year-old man presented to the OPD with painless penile lesions and painful lesions on
his feet as shown below. What is the most likely diagnosis?
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a) Psoriasis -.,,'::,___ o
b) Pityriasis rubra pilaris @ .,::',:"'- .:-:Qh
c) Reiter's syndrome "'q,'j‘l""- th"-',:D 3 {'-"-i
d) Lichen planus {.;,}"'-..&f ""':"'{:::l ";-:I"""
& :"",_":"" IEI'F_‘.-{H
. A )
Question 13: o ‘_-;Er

&
In which of the following @dltions is‘&xgﬁ'type of scale characteristically seen?
l""ir

a) Tinea corporis

b) Seborrheic dermatitis
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c) Pityriasis rosea

d) Ichthyosis vulgaris

Question 14:

A patient presented to the dermatology OPD with the following skin finding. What is the most
likely diagnosis?

a) Lichen planus

b) Psoriasis "
c) Pemphi l:;':} '-.:.'I‘{?‘
phi us-,'.'|II .

d) Pityria;l‘k rubra pilari§‘l"'qI

Question 15:

Identify the finding associated with the condition shown in the image below.
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a) Isomorphic phenomenon . i aly
A Ny, — W
b) Meyerson phenomenon -__':" ,.:"“- L '“'
. i 2l
c) Gottron's papule __L-'-..j-,”'“:'u ke = I. __-,:‘-
d) Nikolsky's sign ,'_':'-. J 0 = o~
o y g
. L
3 5 .l_
""l- 'I.H-- . l'..' .
-u.__\"'\.'\"- ._"'\...
k
L~ Answer K
) a swe ey

.,
Question No. Correct Option

oy A 1 d
2 a
3 d
4 b
5 c
6 a
7 d
8 c
9 b
10 (o
11 d
12 (o
13 (o
14 b
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15 a

Detailed Explanations

Solution to Question 1:

The image shows a papulosquamous lesion. Basal cell carcinoma does not cause papulosquamous
lesions.

Papulosquamous disorders are diseases that present with papules/plaque with scaling. They
include: oy

* Lichen planus

* Psoriasis o
* Parapsoriasis s N it
» Pityriasis rubra pilaris i i AN .
* Pityriasis rosea o M i

* Seborrheic dermatitis %
* Secondary syphilis - . Ci o
* Drug reactions e o )
* Reiter’s disease o -
* Eczema ___-. e 4 %

* Neoplasms (mycos_is"-fﬁ;'lgoides, _sunous cell carcinoma, Bowen's disease)

« Tinea infection.
i ™ oy
.
.

Solution to Question 2:

The skin lesion in the above image shows characteristic purple, flat, polygonal papules seen
in lichen planus.

The lesions of lichen planus can be described as 5Ps — purple, polygonal, pruritic, plane topped
(flat), papules.

Solution to Question 3:
Cicatrizing alopecia, flat-topped, purple, polygonal, papules and plaques on the flexural aspect of

the wrist, Wickham's striae on the lips, longitudinal ridging, and thinning of nails are features of
lichen planus.
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Mucous membrane lesions are very common in lichen planus, occurring in almost 30—70% of
cases. It is mostly seen on the tongue and buccal mucosa and also on the genitals and anal
mucosa.

White streaks forming a lacework in buccal mucosa are a characteristic feature and are known
as Wickham's striae.

Wickham’s Striae on the buccal mucosa.

Solution to Question 4: e %
S

{
Basal epidermal cell deg_s_l:-ﬁzration/desyillllthﬁi"bn is characteristically seen in lichen planus.

It occurs because of, the basal keﬁtti;acytes being destroyed by dermal CD8+ T
lymphocytes. Dege erating/apol_p ic basal epidermal cells are known as colloid bodies

(cytoid/Ci,HVE{ce odies), vig{f_g"may appear singly or in clumps.
Other histopathological features of lichen planus:

* Hyperkeratosis and hypergranulosis

* Pigment incontinence - melanin gradually moves into the dermis as a result of keratinocyte
degeneration

* Dermal melanin is then engulfed by the macrophages forming melanophages
(melanin-containing macrophages).

» The degeneration leads to the formation of spaces in the epidermis known as Max-Joseph
spaces.

* The rete ridges are pointed at their lower end giving them a saw-toothed appearance.
 Band-like lymphocytic infiltrate is present at the dermoepidermal junction.

The image below show the HPE of lichen planus.
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HPE Lichen Planus

VS S
Solution to Question 5: @ o *{h{‘
' O L
SR

Dorsal nail pterygium (image Q@the most specific nail cham.é;-in lichen planus.
My Lo .

Nail changes in lichen planus

Longitudinal ridging and
nail plate thinning

Dorsal nail pterygium Pup tent sign

The image below shows thinning of nail plate and longitudinal striations - the most common

feature.
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lution ion 6: o N
Solution to Question 6 5‘:"___{ 1;'7-" - o
The image shows purple, polyg,'(lﬂ'al, flat-topped-papules and gaques along with Wickham's striae
on the dorsum of the hand; dnd ‘similar lqi;éhs present on the vulva, the age of the patient point
towards a diagnosis of lichen planus. The main trea_trEe'ht in the case of persistent lichen planus is

steroids. & L)
o T

- ey
First-line therapy is always togtcﬁ.lr steroids, -,_:-'.':"
I
Second-line treatment 1@\%&7 systemi&flli-:'b;bids, retinoids, and PUVA.
N ¢

a2 _H{:ﬁ'

3 )
Solution to Qj"best’ion 7: .{?:
Lichen nitidus has a characteristic histopathology of 'claw clutching a ball' appearance as shown in
the image.

Lichen nitidus presents with tiny pinhead-sized flesh-colored papules mainly on the dorsum of
forearms or penis. Lichen nitidus is considered to be a variant of lichen planus as both are
histologically similar in early lesions.

Ball and claw configuration: The ball is comprised of well-circumscribed granulomatous infiltrate
of lymphocytes, epithelioid cells and occasional Langhans giant cells that are clutched by
surrounding hyperplastic rete ridges, giving the overall "claw clutching ball" appearance.

Lesions are usually asymptomatic and rarely require any treatment.

The image below shows histology of lichen nitidus showing well-defined granuloma enclosed by
rete pegs giving the appearance of ‘claw clutching a ball'.
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Solution to Question 8: “5-.

Most cases of lichen nitidus oagﬁ_ﬁ};an childre d.l_r_.,RBung adults__:'-v-'

It presents with tiny pinhead®sized fle —h‘pﬁ'fed papul@-}gamly on the dorsum of the forearms or
penis. It is histologically similar tot rly lesmn‘s.lgﬂ;chen planus. Mucous membrane
involvement is quite rare. True Koebner's phen enon is seen.

Lesions are self-resolving axgé‘;'b treatm,%gg_g';'equlred

Lichen nitidus

C
S

Pinhead-sized flesh-colored papules seen.

Solution to Question 9:

253 Sold by @itachibot



Woronoff's ring is a skin condition characterized by a blanched halo of approximately uniform
width surrounding psoriatic lesions after phototherapy or topical treatments.

A major cause of the Woronoff ring is suspected to be due to alterations in prostaglandin
metabolism.

Solution to Question 10:

Herald patch is seen in pityriasis rosea.

The image shows prominent erythema and scale on the palms of the hands and wrists with
marked orangeMyellow palmoplantar keratoderma which is a feature of pityria's; ra pilaris.

Features of pityriasis rubra pilaris: M e,
 Salmon red or orange red-colored dry scaly plaques een charao@g:c'ically, which coalesce
together, leaving islands of normal skin, typically as 'isla sparing' in between the
lesions

| NET O ¢
* Most common site - trunk @ o _,,;'-:"l-

* On the elbow and wrist, nutmeg g{q& papules;a ."én due to,.gﬁ\ﬂcular hyperkeratosis

 Palmoplantar keratoderma *ktﬁ'toderma oqft_-he sole is veISL_t"hick that it appears as a sandal.
(keratotic sandal)

* Nails - thickened, dlscoloured dlst%ﬁhowmg s;zﬁ@er hemorrhages
The image below shows island 'q_frl:s?)arlng in R&%ams rubra pilaris.

e . 55
v i

The image below shows keratotic sandal.
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Solution to Question 11: § o A

1'!. = K
This is an image of erythemat 'g_"'follicular h; keratosis, parakeratosis, and acanthosis with
characteristic islapds of sp%@g as seen iqlp:ityriasis rubra pilaris. This is mainly seen over the
elbows, knees, wrists, and back of fingers. : -c-_'l.' -
.: P,
Clinical features of pityriasis rul_)I_Z:-p"Haris: "?.""w-

» Nutmeg grater appearancq::ﬁ W
. Wellldeﬁned salmop.?ﬂfﬂ or oran_g;efjle dry scaly plaques, which may coalesce and become
widespread 5 s

* Typically isla_!id-'sﬁ' of normalgkin are present - ‘islands of sparing’

* Starts or?"lzﬁe s.calp before sf)reading down over the rest of the body

* Some patients may become erythrodermic

* Pruritus (early stages)

The image below shows a nutmeg grater

255 Sold by @itachibot



eV
L
'l;':..h:‘- |__.'H'h _h'-?:"'
|.'-%‘h ﬂ_\'\'\-\._.:' 1|_-| """.-
Solution to Question 12: . -F'“;'k = x -I."I‘" . .'.-.__h_'-.'

Image 1 shows circinate balamtf"?;haracterlz dby'small, sha :painless ulcerative lesions on
the glans penis. Image 2 shows eratoder,;h'a"‘b enorrhagleé"'characterlzed by skin lesions seen over
the palms and soles which l;égln as vesicleS on erythqm'atous bases and progress to pustular
keratotic lesions that coalesce to fornjﬁ“'laques Ke'i'af'oderma blenorrhagica and circinate

balanitis are both features of Rxe'x__fer‘s syndrome"-

The classical triad of Reltel,’:'s-syndrome consists of:
» Urethritis 1..:] ‘:“-.H";'
* Acute non- puﬁl:t."'ﬁt seronega{Nﬂex' arthritis
. ConJunchatls "‘l_{h

Note: Keratoderma or keratotic sandals is seen in pityriasis rubra pilaris.

Solution to Question 13:

The image shows a collarette scale which is a fine, peripherally attached and centrally detached
scale at the edge of an inflammatory lesion. It is seen in pityriasis rosea.Pityriasis rosea is an acute
selfMlimiting disease affecting mainly children and young adults. It is characterized by a
distinctive skin eruption and minimal constitutional symptoms. It is associated with human
herpesvirus 7 and 6 (HHV-7 &amp; HHV-6).

Appearance of scales:

* Herald patch - Large and conspicuous eruptions on the thigh, upper arm, trunk or neck covered
by fine scales
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* After 5-15 days, it turns into discrete oval lesions, dull pink in colour and covered by fine
dry silvery-grey scales.

« It is followed by a marginal collarete of scale with a central clearing. The scales are attached
peripherally with the free edges attached internally. It is also called hanging curtain sign

* The long axes of the lesions characteristically follow the lines of cleavage parallel to the ribs in
a christmas tree pattern on the upper chest and back.

Option A: Annular lesions with central clearing and peripheral scaling, associated with severe
itching are characteristic of tinea corporis.

Option D: In icthyosis vulgaris, dry, fine fish-like scales are noted.
Option B: Seborrheic dermatitis shows red, itchy flaky scales over the scalp an%k_ejﬂ%t’seborrheic

areas. .
The image below shows a Herald patch. {::It'-r {.,,'.'E-

Solution to Question 14:

The given image shows a typical erythematous psoriatic plaque with silvery-white scales. The site
of predilection in psoriasis is usually extensor areas.

Option A: Lichen planus presents with plane, polygonal, purple, pruritic, papules (5Ps).

Option C: Pemphigus presents with erosions on the skin and flaccid blisters.

Option D: Pityriasis rubra pilaris presents with red follicular hyperkeratotic papules on the trunk
with islands of sparing.

Solution to Question 15:
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The image shows plaque psoriasis of the dorsum of the hand, and isomorphic or Koebner
phenomenon is associated with the condition.

Option B: Meyerson phenomenon refers to the formation of an eczematous ring around a
melanocytic nevus.

'-.,.-

qér-@;}tgematous@apules overlying the dorsal
bow, or k%_ joints

Option C: Gottron's papul Ql}pﬁ'\flolaceo
interphalangeal or metaca%)phalang 2

Source: IMACS

Option D: Nikolsky sign refers to easy peeling of skin on applying tangential pressure over a bony
prominence and is classically seen in pemphigus and staphylococcal scalded skin syndrome.
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Nikolsky's sign
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Psoriasis

Question 1:

A patient presented to her primary care physician with an itchy scalp and dandruff. On
examination, the following finding was seen and the Auspitz sign was present. This disease is
least likely to affect the

a) Axilla
.a.,_'.q_

b) Lower back f';":r "-.:'I'{:‘

c) Elbows'-ql"ﬁ.d knees ..1'_.5—":'

d) Gluteal cleft

Question 2:

A 30-year-old man presents with the following skin finding. Which of the following clinical
tests will aid in diagnosis?
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a) Grattage test
b) KOH smear

c) Besnier's sign
d) Skin biopsy

Question 3:

Which of the following st

a) It is an inflammatory, non-infectious disease

b) Nail pitting is superficial and regular.
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c¢) Joint involvement is seen in 5-30% of patients.

d) Koebner’s phenomenon is seen.

Question 4.

While collecting data on nail changes in psoriasis patients, you note the following findings.
Which of the following is the most specific finding for this condition?

a) Image A

b) Image D

¢) Image

d) Image E“

Question 5:

A model presents to the OPD with the following cutaneous lesions. She informs the
dermatologist that these lesions increase in size whenever she consumes alcohol and that they
bleed whenever she scratches them. Which of the following is false regarding the
pathogenesis of her condition?
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a) Hyperproliferation of epidermis h;._'?:" )
b) Genetic predisposition HLAIC:O6:02'@.

- 4 o &
c) Deficient Th1 and Th17 helper c'e{l':g L-\{_- o)

d) IFN-y, TNF-°, IL-17 1evqls ised . '.{-__.:' 4'—_:""'
Question 6: 7} & H.'::"??ﬂ
- &

Which of the following dr@ is not re (:ggible for an exacerbation of psoriasis?

Q D
a) Atenolol I‘:!';C';":r H}{_'_"-.
b) Enalap{%ﬁ. ‘.&l{'_'-:,

c¢) Lithium
d) Levothyroxine

Question 7:

A patient who presented to the OPD with a papulosquamous lesion has the following nail
finding. Histopathology of the skin lesion is unlikely to show which of the following?
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a) Epidermal thickening

o 2
b) Suprapapillary thinning @ .‘:’,:"-.LJ _:.:'::"'
¢) Kogoj spongiform pustules "-..:j‘l"'l. ;q.’,:D r -Ef}
d) Pautrier's microabscess %, - -.f‘.'!' ";-:I"""
S .

E &
22
o
Biopsy taken from a patle.g_'{wcl’{o prese;gc:ﬁ"' with a papulosquamous skin disorder shows a
camel foot appearan "*5' HPE. Vi]:\ﬁﬁ' isorder is she most likely suffering from?

a) P1tyr1as1§_\ pilaris l:'_":l"}

b) Psorias."i"é'- \'I"H

c¢) Lichen nitidus

Question 8:

d) Lichen planus

Question 9:

Which among the following is the most common presentation of psoriatic arthritis?

a) Classic psoriatic arthritis
b) Arthritis mutilans

¢) Asymmetric oligoarthritis
d) Symmetric polyarthritis
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Question 10:

A 40-year-old woman who presented with pain and stiffness in her hand for the past 6 weeks
was diagnosed with classic psoriatic arthritis after a thorough workup. Which of the following
joints is typically affected by this disorder?

a) Proximal interphalangeal joint
b) Distal Interphalangeal joint

¢) Metatarsophalangeal joint

d) Metacarpophalangeal joint @
e
Question 11: {::IK {""-E
A 42-year-old man with a history of psoria51s 1s was r[e;f:|t ed to the nmatology
department with 6 weeks of worsening p ’hs He was started on v 1c acid for bipolar

disorder 4 months prior. On examinati ‘3'. e follo%@-ﬁhndmg %‘n ted. What is the most
likely diagnosis? -?'::}

;_,'-.-

a) Rupioid psoriasis
b) Photosensitive psoriasis
¢) Small plaque psoriasis

d) Koebnerised psoriasis

Question 12:
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In which variant of psoriasis is scaling absent?

a) Erythrodermic Psoriasis
b) Guttate Psoriasis
c¢) Inverse psoriasis

d) Sebopsoriasis

Question 13:

1
A patient was treated with steroids for psoriasis. On stopping the treatme%%:@ﬁ%evelops

fever, malaise, and lesion as seen in the image below. thLis the mostg able diagnosis?
e,

a) Pustular psoriasis
b) Staphylococcal infection
c) Acute generalised exanthematous pustulosis

d) Subcorneal pustulosis

Question 14:
A 9-year-old boy developed skin lesions on his trunk and proximal portion of his arms, 10

days after he recovered from an episode of pharyngitis. Which of the following statements are
correct about this condition?
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a)2,3

b) 2 and 5

C) 3,4, and 5
d)1and 4

uestion 15: e :
Q H?g:, 5 ﬁ'?
: b g : : .
A dermatologist can use tk}}{Goekerma‘ﬁIr gimen to treat which of the following conditions?
s

a) Paraneoplasti phigus -IZ_'-"-.."‘"-

b) Psoriag'i&'_ "'-I:'-'.- ":'l'..;:'f_""}

¢) Eczema

d) Lichen planus

Question 16:

What is the treatment of choice for a patient who presented with the following finding?
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a) PUVA

b) Steroids

¢) Methotrexate
d) Infliximab

Question 17:

o

A patient with a known ca,gé_{'ocf’chronlg{ga'ue psoriasis with more than 50% skin

involvement presents u. Whi e following will you not recommend?

a) Oral m o{&ate

b) NB UV}-
c¢) Oral steroids

d) Oral cyclosporine

Question 18:

In which of the following cases would you prescribe systemic corticosteroids?

a) 22-year-old woman with impetigo herpetiformis
b) 40-year-old man with severe psoriatic arthritis
c) 11-year-old boy with guttate psoriasis

d) 33-year-old woman with erythrodermic psoriasis
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Question 19:

What is the treatment of choice for this patient?

a) Systemic steroids o\ : -.,l."'—_':n ""—_:'""
b) Topical anthralin E:]I:l "‘F 'E.?P
c¢) Oral retinoids ,:?'E- E:""r-}
o
d) PUVA o o

Question 20: l:;-..:} S

A dermatologi.(.sﬁ wants to pi'.'é;cribe acitretin to a patient with psoriasis. Which of the
following statements is false regarding the drug?

a) Contraindicated in persons with hyperlipidemia
b) It can cause increased sensitivity to sunlight
c) Female patients should avoid getting pregnant for 6 months after therapy

d) Acitretin has a half life of about 50 hours

Question 21:

A researcher developed a drug 'X' that functions as an IL-17 receptor antagonist for the
treatment of psoriasis. Identify drug 'X'.

a) Secukinumab
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b) Ixekizumab
c) Brodalumab
d) Infliximab

Answer Key

Question No. Correct Option
u, (=

1 a .;.':_"':_"
2 a
3 b
4 c r_-:‘
5 c
6 d
7 d
8 b
9 c
10 b
11 a
12 c
13 a
,.-__:' 14 a
-..,:} e 15 b
16 c
17 c
18 a
19 c
20 c
21 c

Detailed Explanations

Solution to Question 1:

The above clinical scenario is suggestive of chronic plaque psoriasis. Axilla is usually not involved
in chronic plaque psoriasis. It is affected in inverse psoriasis.
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Psoriasis is a common, chronic, immune-mediated inflammatory condition in which multiple
genetic and environmental factors may lead to the formation of erythematous plaques with
silvery-white scales. Genetic predisposition is present in type 1 plaque psoriasis and guttate
psoriasis with HLABMC:06:02.

Chronic plaque psoriasis, also called psoriasis vulgaris is the most common clinical type of
psoriasis. Commonly affected sites are:

* Scalp
* Elbows
* Knees
* Lower back . ._.II..:"' /
* Gluteal cleft N 3 er
o0 &
i "y
Solution to Question 2: o P 0%

’ l_"-\.\_:-\-\." — P
The presence of silvery-white scaly plaques’on the exte.[_rs_i')"r aspect of g}b‘ows and knees is a

characteristic feature of psoriasis. (:ﬁé}'t-ﬁage test a_i:dg_s in its diagnosﬂi'.k.—'“

. . el L 1 . . . .
Scratching (grattage) scales in"psoriasis makes‘the scale appeas more silver in color by introducing
air—keratin interfaces. When'the scales are’completely scraped off, the basement membrane is
exposed and is seen as a moist red sqr.fhceh(membrané-'(')f Bulkeley) through which dilated
capillaries at the tip of elongated_ d_e_?-nl.:ls'i-l papillaq. are'torn, leading to multiple bleeding points.
This classical pinpoint bleediq&i&known as the*Auspitz sign.

e
Auspitz sign is due to th é:_l'c'mgated, dilated, tortuous vessels in the dermal papilla along
with supra papillary Q@Tnng of the e.gi"dermis.

However, the Auspi-.{'z sign is neither sensitive nor specific for psoriasis.
I| - B

i ™ i
= U
Psoriasis vulgaris Pustular psoriasis
Darrier's disease Guttate psoriasis
Actinic keratosis Inverse psoriasis
Erythrodermic psoriasi
S

Solution to Question 3:

The presence of dull red sharply demarcated plaques on the knees with loosely adherent
silvery-white scales is in favor of psoriasis. Nail plate pitting is the most common feature of nail
psoriasis and is of the deep and irregular type.
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About 5 to 30% of patients with cutaneous psoriasis have psoriatic arthritis(PsA). Psoriasis
patients have a variable degree of pruritus.

Koebner’s phenomenon or isomorphic phenomenon, the phenomena of appearance of new lesions
along the line of trauma, is seen in psoriasis.

Nail pitting is superficial and regular in alopecia areata.

Solution to Question 4:

Subungual oil drop sign or salmon patch (image C), a highly specific pathognomo sign seen in
nail psoriasis. It is a yellow-red discoloration in the nail bed resembling a dro {T-p . The
reddish-brown color is due to dilated, tortuous, superficial _E;iplllarles in thg papillary dermis and

arakeratosis.
P 2 "-..""-.I;::I F -'-'l:'.-

G

Deep and coarse nail pitting Onycholysis with subun
hyperkeratosis

2
c
g

Oil drop sign Longitudinal ridging

.

Solution to Question 5:

The image shows sharply marginated, dull-red plaques with silvery-white scales which have
coalesced to form geographical lesions. The history and image point towards a diagnosis of
psoriasis. Here, there is an increased number of activated Th1, Th17, and Th22 cells, with a
deficiency of Th2 cells.

It is a common, chronic, immune-mediated inflammatory condition in which multiple genetic and
environmental factors may lead to the formation of erythematous plaques with silvery-white
scales. Genetic predisposition is present in type 1 plaque psoriasis and guttate psoriasis

with HLABC:06:02.

There is increased keratinocyte turnover. It normally takes 30 days for basal keratinocytes to
reach the surface but in patients with psoriasis, this is reduced to 4-5 days.
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The activation of T cells of the adaptive immune system, specifically Th17 cells, in turn, activates
keratinocytes to proliferate and produce multiple chemokines and antimicrobial peptides.

Cytokines in psoriasis:

Inflammatory cells and cytok | Anti-inflammatory cells and c
ines ytokines

Thi1 and Th17 cells Th2 cells

ILE2, ILES, IFNHy, TNFR°, | IL-4 and IL-10 absent
ILM15, IL-17, ILM22, and ILE

23 .,.5:_]'-:". '
¥ <
L= l'q_.-
. . 'l,.i'\-\.\_"". (™
Solution to Question 6: _.--."'-..." _':Q" 5
'l;'u'. | 7'-._
Levothyroxine is not implicated in exaceybé:'t}bns of psoii%siﬁi ‘__1.,%-.-
. . . N LN WS
Drugs inducing/exacerbating psoriasi: ) %
1?':" &l S
« Beta-blockers e P L
. . . - | 3 ""q_"‘-'-"" 5, =
* Synthetic antimalarials i oy
A N, %
o NSAIDS '_II"'\-u-.\- -,": .':'-\. F
ey _..._:_-:h - e b
* Lithium At )
« ACE inhibitors &amp; anglotensin rec'.e'pf;bf*' blockers
* Interferon alpha "-::' ?:d'
b %"

. Tetracycline__..': ) O
. Terbinaﬁ-;;l"'e dl' .L__:,l.':?

» Gemfibrozil

Other environmental and immunological factors that may trigger psoriasis are:
« Infections- beta-hemolytic streptococci can trigger guttate psoriasis

* Alcohol misuse and smoking

» Emotional stress

* Trauma - Koebner phenomenon

» Winter

* Sunlight

Solution to Question 7:
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The given image showing nail pitting and salmon patches in fingernails are characteristic of
psoriasis. Munro microabscess is seen in psoriasis whereas Pautrier's microabscess is seen in
mycosis fungoides.

Histopathological features of psoriasis:

¢ Irregular epidermal thickening (acanthosis)
* Hyperkeratosis and parakeratosis

* Suprapapillary thinning

* Clubbing of rete ridges at the base

* Kogoj spongiform pustules (collection of neutrophils in Malpighian layer)

'E-.

» Munro microabscesses (collection of neutrophils in stratum corneum) o
* Absence of stratum granulosum [:]E"' -I'__'_"':E" -l
* Dilated, tortuous blood vessels in the dermis ..._F_:‘ '-EI':
* Suprapapillary mononuclear leukocytic 1nﬁltraz_és: "-:"-_"L '-?_L"‘ ;
Remember: M (Munro microabscess) is s H“;;'"ln P (Psorl.a§l1§' and P (Pal.g'r"j'er s microabscess) is
seen in M (mycosis fungoides) "‘*—" . lf_"l.'" {.__:1.
The image below shows hlStOQS.F_ﬁ]:!éngy of pS_(fIl'iigi;? I'—."-" z"'
Psoriasis

Epidermis shows psoriasiform hyperplasia with markedly
elongated rete ridges, clubbing of rete ridges at the base,
and thinning of suprapapillary epidermal plates. The dermis
shows dilated blood vessels and edema.

Solution to Question 8:

Camel foot appearance is seen in histopathology of plaque-type psoriasis.

Normally, only 10% of the basal cells are in the proliferative phase, whereas in psoriasis about
90% of the basal cells are in this phase. As a result, to accommodate the increasing population of
basal cells, rete pegs take a plunge in the dermis in the form of regular elongation of rete ridges,
giving the 'camel foot' or clubbed appearance to epidermal rete ridges.
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Other HPE findings seen in psoriasis:

* Regular acanthosis (epidermal thickening)

* Hyperkeratosis and parakeratosis

e Suprapapillary thinning

* Kogoj spongiform pustules (collection of neutrophils in Malpighian layer)
» Munro microabscesses (collection of neutrophils in stratum corneum)

* Absence of stratum granulosum

» Dilated, tortuous blood vessels in dermis

* Suprapapillary mononuclear leukocytic infiltrates "'%.":'E '

Camel foot appearance of rete ridges

|;|IH'

- — i

Regular acanthosis with
rete peg elongation

Solution to Question 9:

Asymmetric oligoarthritis is the most common type of psoriatic arthritis.

Psoriatic arthritis refers to an inflammatory musculoskeletal disease that has both autoimmune
and autoinflammatory features characteristically occurring in individuals with psoriasis.

Asymmetric oligoarthritis commonly involves a knee or another large joint with a few small joints
in the fingers or toes, often with dactylitis.

Solution to Question 10:

Classic psoriatic arthritis typically involves the distal interphalangeal joints.
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Psoriatic arthritis involving the
distal interphalangeal joint

S Sy
. O ,
'-..,:;._?" . 'ij"" E'?_L"‘

& ™
Solution to Question 11: Hal"‘—’ ":‘

Cone-shaped heaped-up hype ei’a-totlc lesmrl‘b !‘aped like a ll (limpet) are seen in this
rupioid variety of psor1a51L-J‘iDpr01c amd{x_‘l.‘g"y e assomatﬁ&- 1nfrequently with such psoriatic

flare-ups. {} 'E-f

The term “rupioid” (from the Greek pos, meaning filth) is used to describe oyster or limpet
shell-shaped thick keratotic lesions. In cont_ngﬁsh to I'llplOld forms, regular plaque-type psoriasis has
a white, nonadherent, a:}ihﬁa-in, scaly surfaee.

Severe psoriatic flare atyplcaL_hf@lﬁ’}ls of the disease (including rupioid plaques) have been
reported in HIV—,;;&éitlve patlenti_'_'a.nd with certain drugs.

Drugs assghqg'_a'fé'd with pﬁ@"ﬁs:
* B-Blockers
e Lithium
* Synthetic antimalarials
* Nonsteroidal anti-inflammatory drugs

» Tetracyclines

Solution to Question 12:

In inverse psoriasis, flexural plaques are thin and scaling is greatly reduced or absent.

It involves the inguinal creases, axillae, submammary folds, gluteal cleft, umbilicus, and other
body folds. It is more common in older adults and is associated with obesity.
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Option B: Guttate psoriasis presents with small plaque lesions with scales 2-3mm to 1 cm
distributed over the trunk and proximal limbs in children

Option D: In sebopsoriasis, plaques of thin sharply demarcated erythema with variable scales may
occur in the typical distribution of seborrhoeic dermatitis

Option A: Erythrodermic psoriasis has most or all of the body surface affected (&gt;90%BSA)

The image below shows inverse psoriasis.

Solution to Question 13;.'.':'"5«{"' -.5:{}
-"‘nr

The given clinic%-sépzl?rio point.g:'t?)\’v'ards the diagnosis of pustular psoriasis.

Pustular p}%ﬂ'alhs isa type@g‘soriasis characterized by tiny pus-filled lesions (pustules) having a
characteristic lakes or sl‘lblhlts of pus appearance (seen in the image).

The patient presents with a history of fever and malaise along with the presence of pustules on a
circumscribed, fiery red, edematous or scaling plaque. The pus is usually sterile. Sudden
withdrawal of systemic steroids is usually the trigger for this condition.

Pustular psoriasis can be divided into:

* Localized pustular psoriasis

* Generalized pustular psoriasis:

* Acute generalized pustular psoriasis (Von Zumbusch)

* Subacute annular and circinate pustular psoriasis

* Acute generalized pustular psoriasis of pregnancy (Impetigo herpetiformis)

Treatment: Acitretin (oral retinoid) is the drug of choice for pustular psoriasis. However, it is
contraindicated in pregnancy. Systemic steroids are used instead. Cyclosporine is the second-line
drug.
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Note: Systemic steroids are never used for the treatment of psoriasis except in the case of
Impetigo herpetiformis where they are first-line agents.

Solution to Question 14

The clinical stem of small, red, drop-like lesions on the trunk and arms (shown in the image) after
an attack of pharyngitis is suggestive of guttate psoriasis.

Guttate psoriasis is a type of psoriasis occurring as a sudden onset shower of small lesions seen
diffusely over the body, more on the trunk and proximal limbs. It is more common in children
and young adults, following infection with group A streptococcus and is often the fii‘sf
presentation of psoriasis. It can also occur as a flare-up in adults with plaque psoriasis that began

in childhood. It is linked to HLABC:06:02. X
x Iq. oy
Lesions usually resolve over about 3 months. Some patients with acute guttate psoriasis might

develop plaque psoriasis in the future.
Treatment:
* Topical steroids -

LW e F i ¥ =
* Antimicrobials - Recurrent episodes'may be related to the pharyngeal carriage of the responsible
streptococcus by the patient or-close contact.-Aeourse of semisynthetic penicillin with rifampin
may be required to clear Ch-I‘-O-HiC streptoc'occal carriage.

* Phototherapy - Broad-band ultrawo}et B (UVB)-"Response is better with broadband UVB over
narrow-band UVB. % &

“ il e - ']
A chronic course is seen in-plaque and follicular psoriasis.
k!
Pustular psoriasis patjenits can have-a fever, erythroderma, hypocalcemia, and cachexia.
L !

=4

" .
Solution to Question 15: %
Goekerman regimen is used in the treatment of psoriasis.

The modified Goekerman regimen involves application of coal tar for 5 hours/day in combination
with exposure to narrowlband UVB (NBUVB).

Ingram Regimen is another treatment regimen used in psoriasis. InBpatients are treated with a
coal tar bath, suberythemogenic UVB and then dithranol in Lassar’s paste is applied to plaques.

The mechanism of action of dithranol may relate to its antiproliferative and proapoptotic effects
on keratinocytes. Dithranol produces brown staining of the skin, which resolves about 2 weeks
after therapy is completed.

Both regimens have a good safety profile and are highly efficacious.

Solution to Question 16:
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The patient has right knee effusion, dactylitis of multiple digits, sharply demarcated red
papulosquamous lesions on both knees all of which point towards a diagnosis of psoriatic
arthritis.

Methotrexate and apremilast are the first-line drugs for the treatment of moderate to severe
psoriasis associated with psoriatic arthritis.

Solution to Question 17:

Oral/systemic steroids are not used in the management of chronic plaque psoriasis. Toplcal
steroids may be used. e

5 |

Systemic steroids are avoided because the withdrawal of systemic steroids c:elﬁges the development
of pustular psoriasis. ok o

The only indication of using systemic steroids in pspr1as1s is generalized pustular psoriasis in

pregnancy (impetigo herpetiformis). o £ A
" L 1 |

Other options maybe used in treatment of extenisive (&gt;go%’) chronic p]@qlie psoriasis.

1
L

o &

Solution to Question 18: 2l N ™

Impetigo herpetiformis (pustular psorlasm of pregnancy) is the only definitive indication for
systemic steroids. %

LY

Steroids can also be used fof, fhé control,of acute symptoms like ARDS accompanying pustular
psoriasis. i

Oy e
Steroids are contraindieated in al other forms of psoriasis as sudden withdrawal can trigger
severe pustular erlerythrodermic psoriasis. As most of the other medications are contraindicated

in pregnaney, this is the only definitive indication for systemic steroids.
. i

Solution to Question 19:
The image shows pustular psoriasis. Acitretin, an oral retinoid is the treatment of choice for
pustular psoriasis. Other first-line drugs are methotrexate and cyclosporine.

Pustular psoriasis is a complication of psoriasis wherein multiple sterile pustules develop. The
acute generalized form of pustular psoriasis is termed as Von Zumbusch type.

The most provocative factor is the withdrawal of systemic corticosteroids. Steroids are relatively
contraindicated except in pustular psoriasis of pregnancy (impetigo herpetiformis) where it is the
treatment of choice.

Note: Tar and dithranol are absolutely contraindicated in pustular psoriasis.
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Solution to Question 20:

Female patients should avoid conception for 3 years after receiving acitretin treatment to prevent

retinoid-induced embryopathy.

Acitretin is approved for use in the cutaneous manifestations of psoriasis.
Absolute contraindications:

* Pregnant women

» Women who are planning to get pregnant

* Breastfeeding

Relative contraindications: 5, L
P
* Leukopenia x - b
. I::.I"l. ."':'q_.
¢ Alcoholism . '.-:._:-, H—-.f-.
W ¢
* Hyperlipidemia r. P
yp p . _,-Ih:q_ I '.:"H. ':L‘
* Hypercholesterolemia o L i
i % J'l.-\.\'\'\. 1|_" "\' -
* Hypothyroidism L % ",
. . . ‘-..'“h“:'n l._l'ﬁl j-.::-"
* Significant hepatic or renal dng%S@.' L C
= -
. by, A *"-..__'I
| N, E & = 'l._
A N, %
. . ol e %l
Solution to Question 21: Ly

/ ; -:-'
-u.__\"'\. L — e
Brodalumab is a monoclonal antibody agil-ips't the IL-17 receptor.

These biological drugg:gl'i‘}used in cas_h'eg. of severe psoriasis and psoriatic arthritis.

Secukinumab and_l"'ia.i'ekizumab bind to IL-17 and prevent its binding to the receptor. They are

considered: IT~17 neutraliz _.1_.""
8 e

TNF-alpha inhibitors AdalimumablInfliximabEtane

rceptGolimumabCertolizuma
b

IL-17 antagonists (neutralizer | SecukinumabIxekizumab

s)

IL-17 receptor antagonist Brodalumab

IL-23 antagonist Guselkumab

IL-12/23 antagonist UstekinumabBriakinumab
CD-11a antagonist Efalizumab

Phosphodiesterase -4 inhibit | Apremilast
ors
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Vesiculobullous Diseases

Question 1:

Which of the following is a subepidermal disease?

a) Darier's Disease

b) Bullous impetigo

¢) Pemphigus foliaceus ""'-.h_-'E ’
d) Bullous pemphigoid %
- o&
> @°
Question 2: H;,:EE“ d-f‘l- &y
% e <
i "
The skin biopsy from a patient with a Xis@lobullous@%’base is sheiai' below. What is the
diagnosis? O ;,-_i'l-'.%D r E{'\
x 0% = P

a) Pemphigus vulgaris
b) Pemphigus foliaceus
¢) Dermatitis herpetiformis

d) Bullous pemphigoid

Question 3:
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A patient presented with pruritic blisters. Direct immunofluorescence microscopy for IgG was
done. Which of the following statements is incorrect regarding this condition?

a) It is a disease of the elderly 1 s 5,
b) Oral erosions are frequently'seen . =
c) Tense bullae are seen -

d) Nikolsky sign is negative

Question 4:

A patient presents, with the fellowing itchy lesions. On examination, Nikolsky sign is negative.
Autoantibodies‘against whi¢h of the following antigens are most commonly seen in this
condition?
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a) BP18o
b) BP230
c) BP28o

d) Desmoglein 1

Question 5:

While examining a patle@th pemphi vulgarls you notice that applying pressure on top
of the bulla causes 1‘53 tend to thq?a'i'd acent unblistered skin. What is this sign known as?

a) Asboe-I-l;‘.mEE;’mgn

O
b) Nikolsl?y sign "‘I"'l.

c) Dimple sign
d) Bulla spread sign

Question 6:

A g-year-old girl was brought by her parents with itchy blisters on her face and buttocks that
developed quite suddenly. History revealed an episode of streptococcal pharyngitis 2 weeks
ago that was treated with penicillin. Direct immunofluorescence microscopy revealed IgA
deposition, as shown in the image below. What is the most likely diagnosis?
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s O o

a) Hailey-Hailey disease L i 4
F o T T —.:I_ e
b) Chronic bullous disease of childhood .’ ,:"“- o
- ",

c) Epidermolysis bullosa dystrop{ﬁcamﬁ - li_"_-l },,1‘:%“'

Ny . I. ; L™
d) Epidermolysis bullosa simplex-" H.'“-{_ ) T

L= I"— ! L - "-. x
o Y e
AE e
n,
Question 7: .-~.|'.1“' &
e

i .'_._"-
A child presents to OPDJ_M ith tense bullae'over the torso. Biopsy of the lesion showed a
subepidermal level of _'lb)ﬁatering arll(_i ﬂéu rophil infiltration. What is the drug of choice?
— -\.\_

a) Rituximab
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b) Dapsone
c) Cyclosporine

d) Azathioprine

Question 8:

In patients with which of the following conditions would you perform direct
immunofluorescence microscopy for diagnosis?

a) Epidermolysis bullosa simplex % .:'
b) Epidermolysis bullosa acquisita x o "
c¢) Hailey-Hailey disease Y J "y
d) Darier's disease P [
e ; L .5".
i e s
uestion 9: L Y o
° o &4 )

Direct immunofluorescence mlcroscopy ofa patient's sklmblopsy reveals intraepidermal
intercellular deposition of IgA. What is the’*dlagnosm? "

e -

a) Linear IgA disease % 1
oy & o el
b) Pemphigoid gestationis & H G
c) Bullous pemphlgoLd- %3 ) 4
d) IgA pemphlgus - s .
. o~ L
'I-.H.\. - I.-
Question 10:

A 40-year-old man presented with blisters on his upper chest and back and mucosal lesions
as shown. On examination, the bullae were flaccid and filled with clear fluid. What is the

diagnosis?
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a) Pemphigus vulgaris "x.";"-'; ) .
- -~
b) Bullous pemphigoid __3" ,:."‘- 2 N
| . b
c) Pemphigus foliaceus _:.._:1':' :-.:___";- ) ; _?':'h
d) Epidermolysis bullosa a_cqlui‘llsjta M_h._:— y .=
L:I.l_ N ":_'._"- -\."-- ",
-
Question 11: T &
il -.:"
- - O
Match the following: Wk i\
D o
i 2
a) 1-b; 2-a; 3-¢ ;.4:d L
gt
b) 1-d; 2-c'.',~_3'fb-_; 4-a {-._1:"
)

c)1-d;2-b;3-a;4-c
d)1-b;2-d; 3-c;4-a

Question 12:

A g40-year-old man presents with recurrent episodes of oral ulcers, large areas of denuded
skin, and flaccid blisters. What is the first-line investigation for this condition?

a) Direct immunofluorescence microscopy

b) Indirect immunofluorescence microscopy

¢) Enzyme linked immunosorbent assay

d) Tzanck smear from the floor of blister
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Question 13:

A patient presents with flaccid bullous lesions involving the oral cavity and the skin. He has
lesions as shown below. Acantholytic cells are seen on Tzanck smear. What is the most
probable diagnosis?

a) Pemphigus foliaceus I::J E‘_P.."l‘k 1.{:}'2:
b) Pemphigus vulgaris n'a,l:?
c) Dermatitis herpetiformie.':,.- '-4;:-.,"3"
d) Bullous pemphigoi@ﬁ -E,."‘hl.
N <
@
Question 14"?'?-.;" _\_-.,F"

A patient with a bullous disorder is referred to the dermatology OPD for further
investigations. Direct immunofluorescence microscopy is performed. What is the diagnosis?
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a) Bullous pemphigoid K £a C
b) Pemphigus vulgaris (s} : A
c) Epidermolysis bullosa aquisita * -~ g4 :
I - 1
d) Dermatitis herpetiformis _*, by P
.\-_i.\- \ L'._\. i h
|"--.\- 5 -\..'
Question 15: e o
W ol

What is the most accura%djagnostic test for Pemphigus vulgaris?
) A .H"l_.‘

a) Indirect immu.nQﬂuorescence-ibsti-ng
b) Direct i‘mhrriliﬁoﬂuorescepe'e"'[esting
y

"
c¢) Histopathology
d) Enzyme Linked Immunosorbent Assay (ELISA)

Question 16:

A skin biopsy from a patient with an immunobullous condition is shown below. What is the

diagnosis?
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a) Pemphigus vulgaris h;.‘?:" ) El}
b) Pemphigus foliaceus @H .‘:’,:"-.c:l {Q"EJ
c¢) Bullous pemphigoid "-.::I,“I‘"L Hﬁ'{j .E;::'L

d) Epidermolysis bullosa {.;,"}'-..

Question 17:

A 43-year-old man is ref {d to the d,g_]\l{n ology OPD with the following skin lesions that
have been present for. Qonth  Jesions are extremely painful. On examination, there are
flaccid blisters th ture easily'and mucosal surfaces are normal. Where does the bullous

split occur in,:sgis ondition? ™
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a) Subcorneal layer
b) Spinous layer
c) Suprabasal layer

d) Dermo-epidermal junction

Question 18:

Which of the following are causes of drug-induced pemphigus?

a)1,35 o,
L
b) 1,25 |,l'_"1-"‘ e
c)2,3, 4 o
T N,
d)2,3,5 b L '5.
.': L |5 L
_I'-I : '.1-'\-\. ; -|_-'\-"\'
: . wl N WY
Question 19: ;' :u;-l. gL . :":%

Which of the following is th__e_lrri'o"st commeh, cause of pardheoplastic pemphigus?
e -

a) Chronic lymphocytic leukemia ___'_"" W™

b) Castleman disease N\ O P

c) Non-Hodgkin's lymth_ll'hla' N
L Tl
d) Waldenstrom's d_ilsé%e o
Y B
i '-.\I]_. -\._"'\_.\'
A
Question 20: \

A 28-year-old woman in her 37th week of gestation develops the following intensely pruritic
skin lesions. On examination, a few tense bullae are noted and mucous membranes are
spared. Which of the following statement is incorrect regarding this condition?
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Ty, iy i %
a) The initial site of involvement is the thigh‘;-.;.:-."""' .:-."* .
- s i s
b) It resolves spontaneously in postpartuﬁ-period N ity
. . !
c) Associated with antibodies againﬁﬁlﬁﬂo :":-.1;' - I. ﬁ-.:'x
. . G -
d) Usually flares during de!n{eéz- e o e
L:I.l_ N ":_'._"- -\.".--
. o
Question 21: e "
b e el

L W o - :
A 45-year-old man presen,’g}'r'to the OP ..\XH‘th skin fragility. On examination, he is noted to
have erosions, bullae, aﬁ-a scarrin o':}:ér he extensor aspects of his elbows, hands, and knees.

Direct immunoﬂqq_?‘lé'gcence miQ{E')‘scopy is given below. Presence of antibodies against which
of the follow:'q:g is'diagnosti€¢ of this condition?
)

T513 3106 Ig6
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a) Collagen V

b) Collagen VII
c) Collagen III
d) Collagen VIII

Question 22:

A 24-year-old patient comes to you with the following lesions. He tells you that he used to
develop similar lesions since childhood but they always heal without scarringtj@,s'father also
suffers from a similar condition. Which protein is defective in this patient?a.

a) Collage"i'lr.'.‘-V»"Il‘fIII
b) K5/K14

¢) Laminin

d) BP180

Question 23:

A 28-year-old patient complains of the following intensely itchy rash over his elbows, knees,
buttocks, and upper back. He has been having persistent watery loose stools for the past 3
months and reports feeling more tired than usual. A complete blood count shows microcytic,
hypochromic anemia. What is the likely diagnosis?
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a) Pemphigus vulgaris

b) Bullous pemphigoid @H ‘:r_:-.,'rj 1‘:.:"?'
c) Linear IgA disease 1.,':-,_“3; th{_-'[:l g ,EF"*
d) Dermatitis herpetiformis &E? '{—_':- 4'—_:"-"
< oS-
O e
. A S
Question 24: ,—L.,r'::n q.a

) ?
A young woman with celiqgiiisease co ;{s}o you for a follow-up. She strictly follows a
gluten-free diet, whic 1’;&5 resulted{n."i provement of her diarrhea. However, the following
itchy skin lesions persist%&;épite her altered diet. What drug will you prescribe?
-

qﬁ“‘%

a) Dapsone
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b) Oral steroids
c) Mycophenolate mofetil
d) Topical steroids

Question 25:

Immunofluorescence microscopy of a skin biopsy from a patient shows IgA deposits as
shown. Which of the following is incorrect about this condition?

b}

g, gl

. 1 5
a) It is intensely pruritic

b) Patients present with papulés and vesicles over extensor areas
=, [
c) Lymphoeytic microabscesses are seen in dermis

d) Histopathology reveals subepidermal blisters

Question 26:

In which of the following conditions is Nikolsky's sign seen?
a)13, 4
b)1,2,3
€)2,4,5
d) 14,5
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Question 27:

A 50-year-old man is referred to the dermatology OPD with the following painful and
malodorous skin lesions over his trunk, face, and scalp. He also has longitudinal
erythronychia and distal v-shaped nicks on his nails. Which of the following genes is mutated
in this condition?

DeEmhetNZ.org

a) ATP 2C2
b) ATP 2A2
c) ATP 3A2
d) ATP 2C1

Question 28:

Corps ronds are a feature of which of the following conditions?

a) Keratosis follicularis
b) Hailey-Hailey disease
¢) Duhring's disease

d) Keratosis pilaris
Question 29:
In which of the following conditions does acantholysis lead to a dilapidated brick wall

appearance?
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a) Pemphigus vulgaris
b) Pemphigus foliaceus
c) Hailey-Hailey disease

d) Darier's disease

Question 30:

What are Tzanck cells?

a) Langerhans cells ;{j&t
il
b) Keratinocytes M - IR
. . P o
¢) Multinucleated giant cells '.,':-_-:"I L)
d) Histi P ) o
istiocytes '
yt _';'H_.?:-.. - W 1&' !
:u_:"xl —_:|" .-\."::'.-.
Wt o0 i
Question 31: “1.:‘?""‘ ﬂ:;ﬁ j ?,."::‘*
. LIy = !
L '—_|
Which of the following is di,gg:iﬁ:;@'ed by thg:“hﬁ‘rlé‘sence of multinucleated giant cells on a Tzanck
smear? : .:'} : .,E""
2 O
. . i e | N
a) Pemphigus Vulgarl‘s o o = --.'|"'
b) Molluscum contaglosumh'L b
c) Varicella-zoster infé@ji;fhn -“11“3-
-\.hl.'l.
d) Bullous peﬂl@;g;@'id _.,1. L
i n.af?:
Answer Key

Question No. Correct Option

O |IN|OO(O | |W[N [P

d
d
b
a
a
b
b
b

296

Sold by @itachibot



10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31 c

Q| | ([O|T |||l |9 |

.
B

(@]

Q Q| T (T |QD
L

Q| T | Q|0

(@]

(on

Detailed Explanations

Solution to Question 1:

Bullous pemphigoid is a subepidermal vesiculobullous disorder.

In bullous pemphigoid, there is subepidermal separation at the dermo-epidermal junction (DEJ).
Eosinophilic and neutrophilic infiltration are noted. It is not associated with acantholysis.

Solution to Question 2:

The image shows a sub-epidermal split that is suggestive of bullous pemphigoid.

As the antibodies in bullous pemphigoid are directed against BPAg2 and BPAg1 present in the
basement membrane zone, intercellular junctions are intact and acantholysis is not seen.
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Option A: Pemphigus vulgaris is characterized by intraepidermal (suprabasal) acantholytic
blisters.

Option B: Pemphigus foliaceus shows intraepidermal (subcorneal) acantholytic blisters.

Option C: In dermatitis herpetiformis, there are papillary tip micro-abscesses.

Solution to Question 3:

Linear IgG deposits on direct immunofluorescence (DIF) microscopy are characteristic of bullous
pemphigoid. Oral erosions are a rare feature.

Bullous pemphigoid is an autoimmune disease of the elderly, between 70 to 8@'years. Bullae are
tense and very pruritic, mostly present on the flexural aspeets of limbs andrabdomen. They may
reach several centimeters in size. The bullae are Nikolsky*negative as acantholysis is absent.

On DIF microscopy, an n-serrated pattern is seen.on 600-fold magnification.

LT -
[}

Linear IgG F
deposit ———— =~

[

Solution to Question 4:

Tense bullae over the flexor aspect that are Nikolsky negative are suggestive of bullous
pemphigoid. Autoantibodies against BP180 are most commonly seen in this condition.

BP180 is also known as BPAg2 and it is seen in 75-90% of bullous pemphigoid
patients. Autoantibodies against BP230 or BPAg1 are recognized in 50—70% of bullous
pemphigoid patients.

Solution to Question 5:
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The extension of a blister to adjacent unblistered skin when pressure is applied over the top of the
bulla is known as the Asboe-Hansen sign.

Option B: Nikolsky sign refers to easy peeling of skin on applying tangential pressure over a bony
prominence. It is classically seen in pemphigus vulgaris, pemphigus foliaceus, and staphylococcal
scalded skin syndrome.

Option C: Dimple sign refers to the dimpled appearance of a dermatofibroma on squeezing the
adjacent skin.

Option D: The traditional bulla spread or Lutz sign involves applying lateral pressure to the
blister, which causes the spread of the bulla.

2&°

Solution to Question 6: -:3,

The given image showing linear deposition of IgA q@]ermo e IE"i"lal Junctlon is diagnostic
for linear IgA disease or chronic bullous dlsord%'aﬁ hildhood qﬁl pemp oid.

It is the most common immunobullous d@ﬁ"ln infant m‘l children. ﬁay occur &lt;5 years or
at 60-65 years of age. It occurs in geneti suscept1H§‘-1 dividuals can be triggered by drugs
like vancomycin, penicillin, and NSQ!}[;S The mg}\n:;__gget antlge?]?t%PlSo or BPAg2.

The classic triad of clinical feﬁ“ﬁ is: '.{-__.:' *—_ll""'

» Tense blisters I__..l 1{"'.1 i '?'j}

* Vesicles .;}Elb Eﬁﬁi
* Annular erythema ‘-..;:-.?’ 31:.' ¥

Onset is abrupt in Chlld-];'(é::"Wlth 1nvoll_§h nt of the perioral and perianal regions. In adults, the
extensor areas and trﬂak are affe e blisters are arranged in an annular pattern. This is
called the cro wels or strfﬁ'g- of pearls appearance, as shown below.

S
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Solution to Question 7:

This clinical scenario with tense blisters showing subepidermal separation and neutrophilic
infiltration at the basement membrane points towards a diagnosis of IgA pemphigoid or linear
IgA disease or chronic bullous disease of childhood. The drug of choice is dapsone. It is
bacteriostatic against M. leprae.

It also has an anti-inflammatory action by decreasing the action of neutrophil enzymes. Hence, it
is useful in the treatment of IgA pemphigoid, linear IgA disease and chronic bullous disease of
childhood.

u, -.-_,"'::r' :
Solution to Question 8: N
Direct immunofluorescence microscopy is used in the 051s of epld!a.?tnolysm bullosa

acquisita. It is positive due to the presence of antlbodi'e against tXQEVII collagen.
Direct immunofluorescence microscopy is neg@"@'m bhster]né’fondltlons \.«i'-t&x congenital

protein defects: : . o 8 o
~ LN
» Epidermolysis bullosa simplex - K5/K3|.4 d‘efect ] ,ﬁ"‘- .,___x"*
)
* Epidermolysis bullosa Junctl%MLe Laminin qc_le?:ect L

 Epidermolysis bullosa dxﬁ_t;a.bhlca Collé“gen VII defect o
iy
* Hailey-Hailey disease - SERCA proteiﬂ"defect (AT.E_PgCi mutation)
* Darier's Disease- SERCA pfg.Lgihdefect (AT_I:’_-Q‘EM mutation)
;:_'m. L N
T
o %

Solution to Quesl,lti-q'n."*g: H'ﬁ'-

i -'-\Jl
Intraepid&n:ﬁ'inal intercellulg..'::deposition of IgA on immunofluorescence is seen in IgA pemphigus.

It is characterized by IgA antibodies against desmosomal components. As in pemphigus vulgaris,
the pattern of immunofluorescence is intraepidermal and intercellular.

Direct immunofluorescence staining in various immunobullous conditions is shown in the
following table.

Pemphigus vulgaris IgG and | Intraepidermal intercellular | Fish-net/ Reticular
C3

Pemphigus foliaceus IgG and | Intraepidermal intercellular | Fish-net/ Reticular
C3

Bullous pemphigoid IgG and | Subepidermal (at DEJ) Linear, n-serrated
C3

Pemphigoid gestationis IgG and | Subepidermal (at DEJ) Linear
C3
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Epidermolysis bullosa acquisi | IgG Subepidermal (at DEJ) Linear, u-serrated

ta

Linear IgA disease IgA Subepidermal (at DEJ) Linear

IgA pemphigus IgA Intraepidermal intercellular | Fish-net/ Reticular

Dermatitis herpetiformis IgA Papillary tips Granular
Solution to Question 10: k. m-,"‘?'

Flaccid bullae on the skin and oral erosions suggest a dlaﬁGSIS of mucoqﬁ_w;hneous pemphigus
vulgaris. "-._:'1 &

L
Oral erosions usually precede skin manlfestatlons,LThe skin 1esl§T.@s"are ﬂaccg blisters with clear
fluid on an erythematous base, that rupture{x roduce palnfuT osions. ThesE are distributed

over the face, scalp, upper chest, back, an&-ﬁheck ﬂ ‘- N

Options B and D: Bullous pemphlgo.l.d-q_nd eplderrq_qli’sls bullosa__g.@mslta show subepidermal
involvement with tense blisters. Y |_

e
Option C: Pemphigus foha_c%ué:'éauses sun"éfficml blisters {}’i'th no mucosal involvement.
. Yy, i
'.::IH‘-\. _"': .:_\. ]
_..._: 3 - . ,'.'.i- .
WS —

Solution to Question 11: " k""-;"j'
In pemphigus vulgari utoantibodi;ésh‘are directed towards desmoglein 3. Desmoglein 1 and
desmocollins can.,a@o be involved:Desmoglein 3 is present predominantly in the mucosal
epithelium, Th}p “antibodi &@ainst it lead to severe mucosal blistering. Desmoglein 3 is also

involved in pemphigus vegetans

Patients with pemphigus foliaceus, who have anti-desmoglein 1 antibodies alone, exhibit skin
blistering without mucosal involvement.

Epidermolysis bullosa simplex is associated with congenital defects in K5/K14 antigens.

Junctional epidermolysis bullosa is associated with congenital defects in laminin.

Solution to Question 12:

This clinical picture is suggestive of pemphigus vulgaris. The first-line investigation is Tzanck
smear.

It allows us to visualize the histology by collecting material from the floor of a fresh blister that
is stained with Giemsa or any Romanowsky stain. Tzanck cells are seen on microscopy.

Direct immunofluorescence microscopy (DIF) is the most accurate test.
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Tzanck cells

Solution to Question 13:

R
Flaccid lesions, mucosal involv.g\@pnt, and thq'.l-p_gtéence of aea.ﬂ't-holytic cells are suggestive of
) %

<\

pemphigus vulgaris. : ..,:::_1.,. o
Option A: There is no mucosal invol_&’&nt in perqﬁfgug foliaceus.
Option C: Dermatitis herpetiforne’;bresents }_Aﬂﬁ.multiple small vesicles and no acantholysis.

Option D: Bullous pemphiﬁ id presents wg’ﬂhense bullae and no acantholysis.
N2
| O -.,,}ﬂ
Solution to %ég'non 14:"3.,{}
The given image shows a characteristic fish-net appearance on direct immunofluorescence, which
is diagnostic of pemphigus vulgaris.
This pattern is due to intraepidermal intercellular deposition of IgG and C3.

Direct or indirect immunofluorescence cannot be used to differentiate between pemphigus
vulgaris and pemphigus foliaceus, as they present similarly.

Options A and C: Bullous pemphigoid, cicatricial pemphigoid, and epidermolysis bullosa acquisita
present linear or shoreline pattern is seen in due to IgG and C3 deposits along the
dermo-epidermal junctions, as seen in the following image.
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Epidermis

L b

o )
B il Mgy

Basement

kil il

Membrane

Dermis

Option D: Dermatitis herpetiformis presents witlifocal granul_ai" deposits of [gA at papillary tips,
as seen below. . i~ O

G
< —

Solution to Question 15:

Direct immunofluorescence test is the most accurate test to diagnose Pemphigus Vulgaris.

Direct Immunofluorescence uses anti-IgG antibodies which detects the anti-desmoglein IgG
antibodies deposited on the Desmosomes. These desmosomes are present at cell junctions; this
leads to the fishnet pattern.
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L.
o 2
Intercellular deposition of immune complexes giving a )
"chicken wire/fish net" look
i Ilh.-\..\.- . ™ .'\'\-
" L N
L i Ak
- N e o
. . _.-I-I '.'l-"'\- = 1_-'\-"\.
Solution to Question 16: A s i
o Pl - 1‘-\.
o ) e : o
The given image shows a row efitombstones-appearance, which-is classically seen in pemphigus
- A
i~ g, -

vulgaris. [
3 e Y

In this condition, there is suprabasal splitting of the.epidermis leading to blister formation. The

basal layer remains adherent to the-basement n&embrane, and gives the resemblance to the row of

the tombstones. ety Sl

=L [

- ¥

Solution to Question 17:
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The given clinical scenario is suggestive of pemphigus foliaceus. The blisters are formed due to a
split at the subcorneal layer.

Pemphigus foliaceus is a less severe variant of pemphigus vulgaris with antibodies against
desmoglein-1. It presents with fewer flaccid bullae and mucosal sparing. It more commonly
results in erosions with erythema, scales, and crust. Collarette scales may be present.

Solution to Question 18:

Sodium valproate and isoniazid do not cause drug-induced pemphigus. The commonly implicated

drugs include: |
* Penicillamine (most common)
» ACE inhibitors ) A

» Antibiotics - penicillins, cephalosporins, rifampiein, Mo

"'\..\- _' ]
* Piroxicam R k. S

* Glibenclamide - B ' . s

* Phenobarbital % s}

* Aspirin S N ~

s o i ™
Drug-induced pemphigus ustally occurs,after 1 year of taking the drug. It is more common in
individuals with other associated qut_c_iifnmune conditions.

Y LY
Note: Common drugs (mnemgnie - PCR) are,penicillamine, captopril, rifampicin.
h:: L= |
Py o |
'._\. ] ]

Solution to Question 19: C
e 5y, i

% !
Paraneoplastic pemphigts,(PNP) is most commonly associated seen with non-Hodgkin's
lymphoma.

PNP is a fatal autoimmune blistering disease associated with underlying benign or malignant
neoplasms. It commonly presents 2-3 years after the development of malignancy, but can
sometimes precede it as well. It is associated with multiple antigens including desmoglein,
desmoplakin, periplakin.

Other associated diseases include:
¢ Chronic lymphocytic leukemia

» Waldenstrom's disease

* Castleman disease

* Spindle cell tumor

* Thymoma
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Solution to Question 20:

This clinical scenario is suggestive of herpes gestationis or pemphigoid gestationis. The initial site
of involvement is the periumbilical region.

It is a variant of bullous pemphigoid in pregnancy and is associated with antibodies against
BP18o0. It presents in the II or III trimesters with pruritic, grouped vesicles that later spread to the
abdomen, trunk, thighs. It flares in the intrapartum period and tends to resolves spontaneously in
the postpartum period. However, it can recur in subsequent pregnancies.

Solution to Question 21: 2"
-,:'.I

This clinical scenario and image showing linear IgG deposits in a u-serrated pattern on direct
immunofluorescence microscopy are suggestive of epld(heﬁgblysw bullﬁgﬁ:'bcqulslta (EBA), in which

autoantibodies are formed against collagen VII. "-q:x""' _ﬁ:.::
It is an acquired autoimmune disorder, prese n adults e{‘.\veen 44- 54})(‘1§,'ﬁrs It has a chronic,
relapsing course. Two main clinical forms‘_'cé'i’r. e dlfferentlaj:e _{..__

* Classical mechanobullous - Skin frag_% y’erosmns ,:bfisters crustg:'-é;i"'d scars on traumaMprone
areas like hands, knuckles, elbo:_»gé‘l;ﬂ s, toes. H.__"'- I;E'l-

« Inflammatory - Resembles Q‘gier pemphlgqﬂ-r_d‘llseases su.\d;llg bullous pemphigoid. Associated

with inflammatory infiltratein the derrq:s E'ﬁ.
The following image shows erosmrlg:-an crusti .ff;h patient with EBA.

Solution to Question 22:

This clinical scenario and the image showing superficial blisters are suggestive of epidermolysis
bullosa simplex, which is an autosomal dominant condition associated with a defect in K5/K14
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proteins.

Epidermolysis bullosa congenita is a group of congenital mechanobullous disorders that arise
after trauma and are common over the hands, feet, elbows, and knees. There are three forms of
this condition.

Epidermolysis bullosa simple | K5/K14 Intraepidermalblister with sp

X lit in basal layerHeals withou
t scarring

Junctional epidermolysis bull | Laminin Dermoepidermaljunction blis

osa ter with split in lamina lucida

layerPerioral involvement is
frequentMay heal with scarri

ng
Epidermolysis bullosa dystro | Collagen VII in anchoring fib | Subepidermaltense blisters w
phica rils ith defect in sublamina densa

Frequent mucosal involveme
ntHeal with scarring

L 'l.:. y 4L
- .H'\..
L " "-\-I o
\ |H:lI e :4-:""
r 3 Ny 1 e I. "
: . ey b o T
Solution to Question 23: - et 2

I_ B
This clinical scenario along with the -glven 1mage_.sho'§mng pruritic, multiple, grouped papules and
vesicles located on extensor asgeé‘ts is suggesqv'b of dermatitis herpetiformis.

It is associated with glut n- sensitive entéropathy or celiac disease. It is also associated with HLA
DQ2/DQ8/BS8. Depos:.ih-’of IgA antl-t{‘ansglutamlnase antibodies in the dermal papillae results in
subepidermal bh§te d veswlea "

This condit_i'.on:is" assoc1ateg_-l-mﬂ1 a small increase in the risk of T-cell lymphoma.
"'.H_ )

Solution to Question 24:
The given image showing itchy, grouped vesicles in a patient with celiac disease is suggestive of
dermatitis herpetiformis. The drug of choice is dapsone.
The initial treatment of choice for dermatitis herpetiformis is a gluten-free diet.

Dapsone is used when response to dietary modification is inadequate or slow. It is highly effective
in such cases and improves symptoms within one week of starting the drug.

Note: Gluten-containing grains such as barley, rye, oats, wheat (BROW) should be avoided in the
diet. Rice and maize are tolerated.

Solution to Question 25:
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Granular deposits of IgA on direct immunofluorescence are suggestive of dermatitis herpetiformis
or Duhring's disease. The characteristic microscopic feature is subepidermal blisters
with papillary tip microabscesses containing neutrophils.

It presents as grouped vesicles and papules. These lesions are commonly located over the extensor
aspects of knees, elbows, buttocks, back, scalp which are associated with intense pruritus.

Solution to Question 26:

Nikolsky's sign is positive in the following conditions:

'E-'.

» Pemphigus vulgaris b

» Pemphigus foliaceus L e,

« Staphylococcal scalded skin syndrome ""-:'_'l{:] I;:':I:h‘

Nikolsky's sign refers to the separation of the n h’a"}llooklng _aermls from the dermis by
applying firm tangential sliding pressure, t produc1 Eﬁi erosion. I -L;‘E%en in conditions

that produce intraepidermal blisters. Heé‘n’ it'is negatlx?; ubeplder ullous conditions like
bullous pemphigoid and epldermolys osa acqu

Pseudo-Nikolsky's sign refers to {{b;?a‘ermal sep&__ga on asa reils__llﬂj;é epidermal necrosis, not
S Q

acantholysis.
i b

* Toxic epidermal necrolysis a‘-"- -u.fﬁ"?
» Steven-Johnson syndronﬁj:} .{,ﬁ_.;__"'i

It is seen in

Nikolsky's sign

Solution to Question 27:
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The given image showing greasy hyperkeratotic papules and the nail changes described point to a
diagnosis of Darier’s disease. It occurs due to a mutation of the ATP2A2 gene.

Darier's disease is an autosomal dominant condition that occurs due to dysfunction of
the SERCA2 calcium channel (encoded by ATP2A2 gene), which is essential for desmosomal
function. It results in acantholysis and dyskeratosis.

The papules begin over sun-exposed areas and gradually expand to form plaques over the
seborrheic areas. The following nail changes, also shown in the image below, are characteristic of
Darier's disease:

* Longitudinal erythronychia
* Longitudinal leukonychia 21
* Distal v-shaped nicks .E":j

DermiN NZ.org

MMARROW

g ™
8 O i
Note: Haﬂ%&-Ha‘iley disegi'é}s due to a mutation in ATP2C1 gene, which also encodes the SERCA

protein.

Solution to Question 28:

Corps ronds are seen in keratosis follicularis or Darier's disease.

It is an autosomal dominant condition that is characterized by keratotic papules over the
seborrheic areas. The following histopathology findings are seen:

* Acantholysis - loss of cohesion between keratinocytes

* Dyskeratosis - abnormal premature keratinization in the epidermis

 Lacunae - in suprabasal area

* Corps ronds - rounded dyskeratotic cells with eosinophilic cytoplasm in the epidermis

* Corps grains - small cells with shrunken cytoplasm
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Darier's disease - Corps ronds

©MARROW
ONT e

Darier's disease - Acantholysis

"'-.r:;'-.lél' ©®MARROW

Solution to Question 29:

Dilapidated brick wall appearance is characteristically seen in Hailey-Hailey disease.

It is an autosomal dominant disorder occurring due to a mutation in the ATP2C1 gene encoding
the SERCA calcium channel ATPase. It causes blistering, particularly in the intertriginous areas.

On histology, there is a widespread loss of cohesion between suprabasal keratinocytes leading

to acantholysis, which is incomplete. Hence, separated keratinocytes are still partially connected
to each other giving the appearance of a dilapidated or broken brick wall, as shown in the
following image.
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Solution to Question 30: “3., g N
3 >
Tzanck cells are keratinocytesr.,,x'.‘:'} - -f_;{" r__l'-.-

!
These cells are seen in Vesﬁ%ggbullous ihtﬁ"érs, as a result of acantholysis. The keratinocytes
lose their polyhedral shapes and ch ristically, beeome round with hyperchromatic nuclei and
perinuclear halo, as seen in the %ﬂg ng imagI.qE_

Tzanck cells

©@MARROW

Solution to Question 31:

Multinucleated giant cells on a Tzanck smear are seen in varicella-zoster and herpes simplex
infections.
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Mycobacterial Infections

Question 1:

A patient presents to the OPD with skin lesions that are associated with loss of sensation.
What is the most unstable form of this patient's disease?

L e N
. : ‘:.-':,_ '-..._-'-._“-
a) Borderline tuberculmlg}

b) Lepromatous lep o"s';? {:_:._'-
c) Borderline_k{mﬂaerline W
d) Borderh:'b lei)romatoué,_{h:

Question 2:

Which of the following is the most common type of leprosy seen in India?

a) Tuberculoid leprosy
b) Borderline tuberculoid
c¢) Borderline lepromatous

d) Lepromatous leprosy

Question 3:
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A 40-year-old man presented with the following skin lesions that are associated with loss of
sensation. What type of leprosy are these lesions suggestive of?

a) Lepromatous

b) Borderline lepromatous .H"'-._""
BRRS ~ © LS

c¢) Tuberculoid t.,_

d) Borderline tuberculoid a-_n,ﬁ" b

-‘:%:.:_:? -,{-,._-L
Question 4: Q""}
W

While exami inghf;-year-ol ild, you note the given lesion. It is not associated with
sensory loss or loss of sweating. Slit-skin smear is negative. What is the most likely diagnosis?
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a) Borderline tuberculoid leprosy
b) Pityriasis alba
c) Indeterminate leprosy

d) Nevus depigmentosus

Question 5:

While counseling the wife of a man diagnosed with leprosy, you give her a list 6f symptoms to
watch for. If she were to develop leprosy, which of the following sensationswould be lost
first? y |::- . . o
a) Pain b g i
b) Temperature K _-"* iy P
c) Fine touch M L o

d) Vibration sense Oy o _:-

Question 6:

p ) e
Your dermatology consultant wishes to condifet a study on leprosy in your district. He has
tasked you with collecting data on the patients and classifying them based on Ridley Jopling
classification. Which ofithe following patients would not belong under any of the categories in
this classification systém? .

=, Nt

a) 55-yea1'151d- .{Aldth lepron}:atous leprosy

b) 30-year old with borderline leprosy

c) 67-year-old with tuberculoid leprosy

d) 42-year-old with pure neuritic type leprosy

Question 7:

Which is the most common nerve involved in leprosy?

a) Posterior tibial nerve
b) Ulnar nerve
c) Common peroneal nerve

d) Facial nerve
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Question 8:

A 32-year-old woman presents with the following hypoesthetic skin lesions. Which type of

disease is this lesion characteristic of?

a) Indeterminate type i - _;-«.
b) Pure neuritic type o
;:_'m.
c) Lepromatous type _ = *
. e
d) Borderline typ_:.lw,_ o
LR
i -'-\JI _1—
N e

Question 9:

A 50-year-old woman is being evaluated for a solitary skin lesion. Biopsy shows the following

finding associated with nerve destruction. What is the likely diagnosis?

316
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ol
a) Tuberculoid leprosy h;jl- ['_'Fck

b) Borderline tuberculoid leprosy @H"'-. ‘ql:'h.':} .‘5,,.2.-
c¢) Borderline lepromatous leprosy"-{:;“i E'f"'ﬂ I:,'_,.?;;q\
d) Lepromatous leprosy ':}' H:":,:-'..' e ]
b EE?
Question 10: %%E.. __12:‘:'
o (=3

Histopathology of a tissup\gé'mple fr lqgggtient with leprosy is shown below. Which form of
the disease is this pa}f}ﬁ unlikely to have?

a) Tuberculoid leprosy
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b) Lepromatous leprosy
c) Pure neuritic leprosy

d) Borderline leprosy

Question 11:

Which of the following is not an early feature of the condition depicted below?

(- O
a) Indistinct shiny ma.a]}l& with noyg:ﬁl sensation
b) Nasal stufﬁn(_eas:,_;brusting and-;é'pi's-taxis
c) Oedema_Q_f“alhlees and lg‘gs‘:"
d) Stocking and glove an-;;ésthesia

Question 12:

You volunteer at a leprosy colony with 300 residents, where you encounter several patients
with pure neuritic leprosy. Among them, which of the following presentations will you
encounter most commonly?

a) Symmetric involvement of multiple nerves

b) Asymmetric involvement of multiple nerves

c) Nerve abscess

d) Mononeuritis
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Question 13:

A 35-year-old man with a history of anesthetic skin lesions presents to you with difficulty in
moving his foot. On inspection, the following finding is seen. Additionally, you note a
high-stepping gait when he enters the clinic. Which of the following is not a feature of this
disease?

a) Cranial nerve involvement

b) Affects superficial nerve @‘ks more .&?@nonly

¢) Burning and shooti 1n """|-
d) Treatment stog]s.}he progressi'@'n of neuropathy

Hll‘x‘h” {':"x

Question 14:

A 40-year-old man, whose wife is a known case of leprosy, presents with the following skin
lesions all over his body. Which of the following is incorrect about this condition?
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a) Low bacillary load in lesions
b) Reactions are rarely seen {’,'."'-.
c) Associated with dapsone resista‘n;}"{ 'E.E..G ?5:"&
d) Biopsy shows interlacing hi es "-.:::'
- & E:E.{“
e )
2 e
& B
Which of the following isq'\;t' seen in ]e_Bt;g.Bonita?
O

Question 15:

a) Appearance o ture agilg:""
b) Obliter 'o'ﬂl-l'qf m*inkles@éhealthy-looking face

¢) Lucio phenomenon

d) Absent nerve involvement

Question 16:

A 50-year-old man was referred to you with the following lesions. Slit skin smear showed a
bacillary index of 3+. What duration of treatment will you recommend for this patient?
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a) 24 months
b) 18 months
¢) 12 months

d) 9 months

Question 17: TE.P"'? H-'::E"

L '
Which of the following stqg;rments is ngﬁ%e regarding dapsone?
L
a) It acts by inh.la'i;ﬂhg olic acid-E_'_y?u'tl‘l-lesis

b) Poor o%a"bgprption .:'_'-:,"":"
c) It can cause DDS syndrome

d) Can cause hemolysis

Question 18:
A woman presents with painful lesions, during the course of her treatment for leprosy, that

resolve with medications, as seen below. Which of the following statements is incorrect
regarding this condition?
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- Q .__\_‘:..\:‘“._,.-. \
R .;\\‘\'\\
\,“-._\\"\ ‘\

\
3
!

S,

h
W

—r
e
——
o —
—..,
—
-
-

2
a) It is seen in the borderline spectrum of di Q%"%' - |:_'_':|""' ':I_L'F

¥

W
b) Systemic symptoms are not a feature @ _':.,’_:“-,1-'." o
c) It presents with new red, palr:lﬁblﬁ'l,{q?ll"ons !.;1{_[_'] Al

d) Neuritis and nerve abscliﬁs.__may o;ir:_‘-. o

Question 19: .;.'-.,':'."ﬂ 4
x.;h N

A woman presents to the atology%ﬁmth the following painful lesions that developed

rapidly over the cour 3 weeks S_f-;} ays that she has been undergoing leprosy treatment
at her local PHC for'the past 8 3 hs What form of leprosy is her condition most commonly

associated W-'l,,th'h.? "‘I-"-.{::I
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a) Borderline borderline
b) Borderline tuberculoid
c¢) Borderline lepromatous

d) Lepromatous leprosy

Question 20:

A known case of leprosy presents with the following new-onset painful lesions. Which of the

statements is false about this condition? u-_,"-‘-t 1
i
&

a) It is more edj.i’;r'jnon in tubgrculoid type of leprosy
b) It may%‘ceur after corﬁ'ﬁletion of treatment
c¢) Keratitis, uveitis, dactylitis and orchitis may occur

d) It occurs due to immune complex deposition

Question 21:
A middle-aged man on treatment for lepromatous leprosy presents with the following painful

lesions for one month. On examination, glove and stocking pattern of anesthesia is noted.
What is the drug of choice for this condition?
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a) Steroids

i "'"'“. W
b) Thalidomide > 1:-:{'-" &
c¢) Clofazimine x,':-l"'“:'u. I -.;__':1| ":.-.""-L
" =
d) Rifamipicin _;:3"-* a5 £
_ b o
O o2
tion 22: e o
Question > _q.?

A 24-year-old post- tran;%ﬁt patient Q&b ultldrug therapy for multibacillary leprosy now
presents with painful \51 les on her_&"b arms. You start her on a single drug regimen. Which

of the following i "3!.@ an advers{e{gﬁect of this drug?
a) Crystal"'dli.éposﬁs in snmli:'?)owel

b) Ichthyosis on shins and forearms
c¢) Discolouration of skin

d) Crystal deposits in renal tubules
Question 23:

A 48-year-old man is referred to the dermatology OPD with the following findings. Which of
the following would not be useful in diagnosing this condition?
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M
a) Sensation testing .,,"-'.I-;.:E":' - [_'_'J{'\' 'i"" '

.
b) Skin smear @ .::'-T"'- 2 ..1::_"??_
c) Lepromin test "u.,:ﬁ"al 5-;.1"'-.“ 3 E::_"-.
d) Skin biopsy x"-._r"'hhh . H.'LJ L—'LI
.'_J'-:' "'-,.t:ﬁ I?{""'
Question 24: ';"'E}, 'E‘ﬁizf
'~:~E’ 2

A man comes to the der logy oP _‘%}‘{fhﬂ'the following lesion. Further probing reveals a
history of tuberculosi 6@115 V\nfe of the following statements is false about this skin

lesion?
"'|-
W)
"':5-‘!"

a) It is a multibacillary lesion
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b) It occurs in previously sensitised patients
c) Lesions heal with central scarring

d) It is the most common cutaneous manifestation of TB in India

Question 25:

Identify the drug used to treat the condition shown below:

'1|". k.
| S
a) Anti-fungal therap ‘-:I‘ ._S&L

b) Anti-tubercullfgtl’erapy {:':"'

c¢) Topical e?gi,ds therap o
A o

d) Anti-leprosy treatment

Question 26:

A 21-year-old man presents to the general surgery OPD with the following lesions. Which of
the following statements about this condition is incorrect?
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O
a) It is due to contiguous spread ""':;"‘.E":' _ ,:I"':"' 1.;"_‘-,.-
o
b) Most common form of cutaneous tuba@losm in woﬂ_‘gl'-. __1::_"?"
c) It can form a fungating mass ‘-..:1_,“1 !,,;‘:.',_n r E::-"'“
d) It is a paucibacillary lesmqél'-.__'- i ».._'LJ L.I"'"
c AN o
2O e
2 b

Question 27: .;,'..P"'." &
o0 o
Which of the following be.ﬁ's:iiescrlbes ﬂllwp-;ithogenesm of tuberculosis verrucosa cutis?
-""hl_

a) Hypersens1t1v1?@eactlon to ttt_'-bzi'culosw antigens
b) Hemato‘gs.ﬁ‘g\ls spread f@r primary focus

c) Post prlmary tuberculosis with poor immunity

d) Post primary tuberculosis with good immunity

Question 28:

The skin biopsy of a 23-year-old tuberculosis patient with a long-standing skin rash showed

non-caseating epithelioid granuloma around sweat glands and hair follicles. What is the
diagnosis?

a) Lichen scrofulosorum

b) Miliary tuberculosis

c¢) Papulonecrotic tuberculid

d) Lupus vulgaris
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Question 29:

Which of the following statements describes the pathophysiology of erythema induratum of
Bazin?

a) Inoculation of M. tuberculosis through trauma

b) Hypersensitivity reaction to M. tuberculosis

c¢) Direct contiguous spread of infection

d) Hematogenous spread of M. tuberculosis ""'-.1-'_-"2.. a
&

e &
_-.,,.:}'D L

g g
A 47-year-old woman, who cleans aquariu s.h'ﬁn.?pet shogjgi‘esents wiﬂ_;_r__@fe. following lesion.
What is the likely causative organism? @ ! £

— L {1 N

Question 30:

a) M.avium-intercellulare
b) M. kansasi
c) M. ulcerans

d) M. marinum

Question 31:
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A 20-year-old Nigerian tourist presents with the following painless lesion. He had noticed a
hard nodule over the same area two weeks ago in his home country, prior to coming to India.
As he had no pain, he did not pay attention to the progression of the ulcer. What is the
causative agent?

w ) 'H-rl-‘?.
RS T =
a) M. avium-intracellulare'—;:' "'=:_1:-'"
b) M. ulcerans Ej‘-‘ b
c) M. kansasi o -L.';,F'
| s &
d) M. tuberculosis '.'.-:::._ b

S o
w0
Answer Key

Question No. Correct Option

1 c
2 b
3 d
4 c
5 b
6 d
7 b
8 d
9 a
10 a
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11
12
13
14
15
16
17 b
18 c
19 c
20
21
22
23
24
25
26
27
28
29
30
31

[eRN NN NN Neo RN NoX

(@]

o | (D

(@]

O |Q | T |l |T |

il "Detailed Explanations

.l
Solution to Question 1:

The image shows punched-out anesthetic lesions characteristic of the borderline spectrum of
leprosy. The most unstable form of leprosy is the borderline-borderline type.

This type is rarely seen as it rapidly upgrades towards tuberculoid or downgrades towards
lepromatous, based on the immune status of the individual. However, clinical features may lag
behind the immunological and histological findings. This leads to numerous skin lesions and with
features of both ends of the spectrum.

Lepromatous and tuberculoid types are the most stable.
Classification systems of leprosy:

* Ridley Jopling classification:

e Tuberculoid (TT)

* Borderline tubercular (BT)
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* Borderline (BB)

* Borderline lepromatous (BL)

» Lepromatous (LL)

* Madrid classification:

» Lepromatous (LL)

e Tuberculoid (TT)

* Borderline/dimorphous

* Indeterminate (early unstable type)

* Indian classification - includes categories under Madrid classification + puremeﬁtic type
oy e

* WHO classification: o
e <
i iCJ o
- oy
Number of skin lesio | upto s 6 or more
ns
Nerve involvement 0-1 2 or more
Slit skin smear Negative on all sites Positive at any site
Ridley-Jopling TT, BT BB, LL, BL
ol O
o &
e W 1 N
WO o

Solution to Question 2: {*L X

The most comm, e of lepro@q}ﬁilndia is borderline tuberculoid (BT).
The spect{‘h.g_n"tl;'f'-leprosy in;:_h:fl:l"ll'a in decreasing order of prevalence:

* Borderline tuberculoid

* Borderline lepromatous

* Lepromatous leprosy

* Pure neuritic type

* Borderline-borderline

¢ Indeterminate type

« Histoid type

Solution to Question 3:

The image shows a hypopigmented skin lesion with pseudopodia and satellite lesions, suggestive
of borderline tuberculoid (BT) leprosy.
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Features of the lesions of BT leprosy:

» Macules and plaques of various sizes
* Dry, scaly surface

 Pseudopodia or finger-like extensions
* Satellite lesions

* Anesthetic patches

* Anhidrosis over the lesion

* Hair loss

There is asymmetric nerve involvement. "

Solution to Question 4: N P

g
The image shows an ill-defined hypoplgment—ed patch over the-face Normal Sensations and
a negative slit skin smear suggest 1ndeterm1nate leprosy‘ LN

Indeterminate leprosy is usually, thie first sign of the dlsease found, (Iiu;mg the screening of
contacts of a known case. Chmcal' features 1nc111de

* Hypopigmented or coppery-brown macﬁ].es or patches: of variable sizes.

* Number of lesions depends on the g_eli-medlate_d immunity.

» Sensory loss- rare O 3 V&

* Loss of ability to dlffere-x;tléte temperatﬁre

A slit-skin smear is usually negatlve Tt is confirmed by the demonstration of acid-fast bacilli in
Fite-stained sections.

Most cases'resglve spontan,eously With treatment, the prognosis is good.

The image below shows a hlgh power Fite-Faraco staining of a skin lesion showing globi
of M.leprae.

332 Sold by @itachibot



o 2
| | | e N O
Option A: Borderline tuberculoid type prese.qg;ﬁ't 1-10 dryj Scaly, hypoplg'é'ented lesions with
or without satellite lesions with diminishéa';s sations a.n,("l"s'!it skin smf;a;s_"'showing scanty bacilli.

-
Option B: Pityriasis alba presents %ing e or e\glﬁﬂﬁopigmenteq";ﬁacules on the face with
normal sensation, normal sweat.;tli}g. ere is a history of ato y@i% waxing and waning of lesions.

Option D- Nevus depigme%dé;s is a con éq‘ﬁ pigmentaf¥.disorder that presents with a
non-progressive hypopigmented mac usually is;Egsent from birth or early childhood and
remains stable throughout life. !._ﬁﬁ_. Y

1{& . R
.{%'Lr

“‘--..-"‘1".:':il

The earliest sigé:?f leprosy isJoss of temperature, usually over the hands and feet.

The onset of leprosy is inéih ious, with sensory changes often preceding skin lesions by several
years. Dysesthesia develops in a progressive manner. The ability to differentiate between hot and
cold may be lost before the pinprick sensation. This type of dissociated sensory loss is suspicious
for leprosy.

Solution to Question 5

The sensations are lost in the following order:
Temperature &gt; Fine Touch &gt; Pain &gt; Deep touch or pressure

Vibration and proprioception are lost in the later stages.

Solution to Question 6:

Pure neuritic type leprosy is not included in the Ridley Jopling classification. It is present under
the Indian classification.

Classification systems of leprosy:
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* Ridley Jopling classification:
¢ Tuberculoid (TT)

* Borderline tubercular (BT)

* Borderline (BB),

* Borderline lepromatous (BL)
e Lepromatous (LL)

 Madrid classification:

* Lepromatous (LL)

« Tuberculoid (TT) -
* Borderline/dimorphous .
 Indeterminate (early unstable type)

« Indian classification- includes categories under Madrid classifieation + pure neuritic type

L

Solution to Question 7: 5 o,

The ulnar nerve is the most commonly affected nerve in le_prosy

A thickened ulnar nerve may be palpated at the elbow. There can be sensory loss over the palm
(medial) and motor deficit caumn_g a‘elaw hand. .,

LY

The commonly affected nerves-iri the order of frequency are:
Ulnar &gt; Posterior tlbla} &gt Medlan &gt Lateral popliteal &gt; Facial

Posterior tibial nerve: Para1y31s and contracture of the small muscles of the foot and anesthesia of

the sole. By "
-1 oy, Y

Common 'p‘é'roneal nerves bifficulty in dorsiflexion and eversion of the foot and anesthesia of the
outer border of the foot, causing trauma and plantar ulceration.

Solution to Question 8:
The given image shows punched-out lesions, which are characteristic of borderline disease,
particularly borderline-borderline and borderline lepromatous.

Polymorphic lesions in borderline-borderline disease produce a geographical or map-like
appearance. The two characteristic lesions seen are punched out and inverted saucer lesions.

In the given lesion, two borders are visible. The outer border is ill-defined and the inner border is
well-defined. The term punched out refers to the center of the lesions, which look like leprosy has
been punched out from that area. It is also called Swiss cheese or annular appearance.
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Punched out lesions of leprosy

Outer Border - ILL
defined (Like LL)

Inner Border -Well
defined (Like TT)

Central area appears
normal, as if leprosy
has been punched
out from there.

'2".
I..-_|
e

®MARROW

""-."- 3 l'.i u
Inverted saucer lesions are raised lesions wqh‘;._'lt&'e‘ﬁned bo@}s as show&ﬁéﬁow

Inverted saucer lesions of leprosy

— = ——— |LL-defined/
- -~

- ~ Sloping border

©MARROW

Solution to Question 9:

A single skin lesion and histological finding of a granuloma with nerve destruction are suggestive

of tuberculoid leprosy.

Borderline types: Granulomas are more prominent in BT than BL types. The nerves may be

moderately swollen with infiltrates, but there is no nerve destruction.

Lepromatous leprosy: Granulomas are less and dense uniform macrophage infiltration may be

seen. Large numbers of AFBs are also seen, forming clumps.
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Solution to Question 10:

The given image shows a grenz zone or Band of Unna, which is a band of uninvolved papillary
dermis that does not contain granulomas or inflammatory infiltrate. It is absent in tuberculoid
leprosy.

1
o Sy
W

MNarrow area of uninvolved papillary dermis seen

O & s

Y el

oy
. i . b B ™ .
The Grenz zone is most premtinent in lepromatous lepre_si"-, as there are scarce granulomas to fill
up the space. It is also seen in the borderline specgu_l}iri_-

W
In tuberculoid leprosy, dermal grantilomas, consisting of groups of epithelioid cells with giant
cells, are seen. The granuloql_&?é"re elong;_te@"ahd generally run parallel to the surface, following
neurovascular bundles. E‘g‘e granulomas xtend up to the epidermis, thereby obscuring the Grenz

zone. 1.:? : ey

The grenz zone iS‘E‘l.go seen in .%f;ﬁ"uhloma faciale and B-cell lymphoma.

""::". - "‘l_ -L‘:'l.l::ll__'!_

Solution to Question 11:

The given image depicts lepromatous leprosy. Glove and stocking anesthesia is a late feature.
In lepromatous leprosy, the earliest clinical manifestations are dermal.

The early features include:

* Numerous, ill-defined, shiny macules

¢ Anhidrosis

» Normal sensation

* Nasal symptoms - stuffiness, discharge, epistaxis

* Peripheral oedema due to capillary stasis

Early nerve involvement is asymptomatic. Peripheral nerves are affected first. In the late stages,
even facial and corneal nerves can be involved. Loss of sensation begins as patchy and later
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becomes extensive. Stocking and glove anesthesia is a late manifestation. The affected skin can
become dry and ichthyotic.

The late stage of lepromatous leprosy gives rise to the following features:
* Leonine facies - infiltration of skin folds

» Madarosis - loss of eyelashes eyebrow hair

* Rat-bitten ear - repeated ulceration and healing

+ Saddle nose deformity - breakdown of nasal cartilage

Lepromatous leprosy develops in three stages:

* Early macular stage L

« Infiltrated stage - induration due to dermal infiltration, marked in face and iear lobe

» Late nodulo-plaque stage - progress to papules, nodules and plaques, .Wii‘ich ulcerate.

Solution to Question 12: A o2 ot

Mononeuritis is the most common*{6¥m of presentation of pure refiritic form of leprosy.

Pure neuritic form is a variant efleprosy characterized by thejisolated involvement of peripheral
nerve trunks with the absenee of skin lestops. It is more-.eommon in India and Nepal.

The clinical features of this variant of_'ief)rosy include:

* Nerve thickening o O L ¥

« Sensory neuropathy - pain, tenderness ('prédominant)

* Loss of function , ™' P

Nerve trunks of upper limb are,more commonly involved. Asymmetric involvement of multiple
nerve trunks is also seen. Symmetric polyneuritis is a rare feature. Occasionally, it may present as
a nerve abscess. \

Nerve biopsy is the gold standard method for diagnosis of pure neuritic leprosy.

Solution to Question 13:

The given clinical scenario of a patient with foot drop, skin lesions, and nerve thickening, as
shown in the image, is suggestive of leprosy or Hansen’s disease. Neuropathy may continue to
progress even after effective MDT. This can lead to secondary impairment for years after
completion of therapy.

The superficially located nerves are more commonly involved, especially ulnar, median, radial,
peroneal, posterior tibial, greater auricular as well as 5th and 7th cranial nerves.
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Solution to Question 14:
The given image with shiny papules and nodules on normal skin is suggestive of histoid leprosy. It
is characterized by a very high bacillary load.

Histoid leprosy is a rare type of multibacillary leprosy where the bacilli are confined to the lesions
and hence, globi are relatively few. The name arises from the microscopic finding
of spindle-shaped histiocytes forming interlacing bands and whorls.

It was initially associated with dapsone monotherapy and irregular treatment, leading to the
development of dapsone-resistant bacteria. It is now recognized to arise de novo also.

Lepra reactions are considered to be uncommon in histoid leprosy.

Sy
il
. . -"ll\‘ -\.\_'-\_-
Solution to Question 15: -,:I'-.-
oY % X
Lepra bonita usually presents with pan-neuritis, It i i$a diffuse fprm of lepronlatous leprosy and is
also called the leprosy of Lucio and Latapl . ._'_' k. o

Diffuse infiltration of the skin of the face causes obhter:atlbn of wrlnkles givmg a myxedema-like
appearance. It appears as a healthy. k)ek leadmg;tq- thé name lep::ai‘-.l")“‘omta (beautiful leprosy).

As the disease progresses, the’s mfll'tratlon persists but the skin becomes thinner and atrophic and,
consequently, the patient ap_pears to haveﬁ!rematurely agé-a Generalized hair loss is also seen.

Lucio phenomenon is a type of lepra rba'ctlon seen,.m"these patients and is characterized by
well-defined, angular, jagged, pux;purlc lesions evolving into ulcerations and spreading in
ascending fashion and heahng'Wlth atrophie,white scarring, as seen below.

W A

Solution to Question 16:
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A patient presenting with multiple skin lesions and bacillary index &gt; 2+ is classified as
multibacillary according to WHO classification. The recommended duration of treatment is 12
months.

Solution to Question 17:

Dapsone has good oral absorption and it has a long halflllife, averaging 28 hours.

Dapsone or DDS (4,4Mdiamino-diphenyl sulphone) is weakly bactericidal due to the inhibition of
dihydropteroate synthase, which inhibits folate synthesis. It is a part of the multldrug therapy for
leprosy. b

Adverse effects include:
» Mild hemolysis and anemia P,
e Psychosis. N\ s

 DDS syndrome or five-week dermatitis - occﬂrs 5 6 weeks a'fter starting dapsone It may be fatal.
It presents with: 4 L™ A

« Exfoliative dermatitis e 2% h %
» Hepatosplenomegaly _
» Lymphadenopathy g e
 Fever Y
* Hepatitis. '

Uses of dapsone: : . ;
» Steroid sparing drug 'l-(-)ng term therapy for autoimmune blistering diseases
» Adjuvant therapy bronchlaJ asthma

* CNS- prot'ectlve seizure dlsorders strokes, glioblastoma

Solution to Question 18:

The given scenario of painful lesions in the context of leprosy treatment is suggestive of type 1
lepra reaction, which presents with inflammation of existing skin lesions.

Solution to Question 19:

Development of ulcerating lesions following initiation of treatment for leprosy is suggestive of
a severe type 1 lepra reaction. They are commonly seen in the borderline spectrum but are most
severe in borderline lepromatous leprosy.
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Lepra 1 reactions are due to an enhanced cell-mediated immune response to M.leprae.

They usually present abruptly with redness and inflammation of existing lesions but can cause
ulceration in severe cases. It occurs due to a large amount of M. leprae antigens in these patients
which results in prolonged and repeated reactions during treatment.

Note: Another form of lepra reaction with ulcerating lesions is the Lucio reaction. It is a rare type
of lepra reaction that is seen in patients with lepra bonita. It is often the initial presentation in
untreated patients. It is common over extremities and spreads in an ascending fashion. It presents
as tender nodules that form jagged ulcers.

Solution to Question 20: e

5 |
-

The given scenario of painful, erythematous nodules over the limbs in a patient with leprosy is
suggestive of erythema nodosum leprosum or type 2 l_eprét reaction.

It occurs in patients with multibacillary disease - lé'pfomatous and:borderline lepromatous
leprosy. O 0y %

Solution to Question 21:

—— . . L L ’ .
The given scenario points to‘a diagnosis of-erythema nodesum leprosum or type 2 lepra reaction.
The drug of choice is oral corticosteroids. .

Clofazimine is indicated in chgon'fc ENL, which is steroid-refractory or when steroids are
contraindicated. i R i

Thalidomide is superioy, ’t.-;)' steroids in eontrolling ENL and can be used for severe ENL in young
men. However, it is"generally avgided in women due to its devastating teratogenic side effects. It
may be considered in severe ENL but must be used cautiously, with double contraception
measuressJt also causes peripheral neuropathy and, hence, would be avoided in this patient with
lepromatous neuropathy. The high cost and restricted availability also limit the use of this drug.

Rifampicin should be avoided as it is highly bactericidal. The massive release of bacterial antigens
may aggravate the lepra reaction.

Solution to Question 22:

The given scenario of painful nodules in a woman with leprosy is suggestive of erythema nodosum
leprosum (ENL). The likely drug used in this immunosuppressed young woman is clofazimine,
which causes deposition of crystals in the intestinal mucosa, liver, lymph nodes, and spleen, not
renal tubules.

Clofazimine is a brick red, fatBsoluble crystalline dye with a weak bactericidal action against M.
leprae through an unknown mechanism. It also has an antilinflammatory effect, which is useful
in the management of ENL reactions.
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The most noticeable side effect is skin discoloration, ranging from red to purple-black, the degree
of discoloration depends on the dose and amount of leprous infiltration. It generally fades within
6—12 months after stopping clofazimine, however, traces of discoloration may remain even for up
to 4 years. Urine, sputum, and sweat may turn pink.

It also produces scaling and ichthyosis of the shin and forearms.

Crystal deposition in the wall of the small bowel occurs as the drug is excreted into the bile. This
causes GI side effects that range from mild cramps to diarrhea and weight loss.

Note: Corticosteroids are the first-line drugs in the treatment of ENL but would be avoided in this
immunosuppressed patient.

Solution to Question 23: I:_‘ : iy 7
The given images showing a hypopigmented lesion.,aléﬁ'g with tibial'merve thickening are is
suggestive of leprosy. Lepromin test is a prognostl.c test used in(the cla551ﬁcat10n of Leprosy. It
has no diagnostic purpose. .

It involves performing an intradermal injection of the lé;;f'omin antige'n- (synthesized from M.
leprae) on the flexor surface of the:foréarm. It isja skinl test for de].ﬁyed hypersensitivity, is the
only method for studying 1mmun1ty in leprosy

* Positive test - good cell- me-da-ated lmmumty and pomts fowards the tuberculoid side of the
spectrum Y

* Negative test - poor cell- medlat&d 1mmun1ty and POINTS towards the lepromatous side of the
spectrum.

The antigens used in lgpf'omm test arel,
* Lepromin A (from armadlllo derlved lepra bacilli)

. Dharmendra antigen

First is the' early reaction 6f Fernandez, which consists of erythema and induration developing in
24-48 hours and usually remaining for 3-5 days; it is usually poorly defined and carries less
significance.

The second and more meaningful result is the late reaction of Mitsuda, starting at 1-2 weeks (7-10
days), reaching a peak in three or four weeks, and gradually subsiding over the next few weeks. At
end of 21 days, if there is a nodule &gt;5mm in diameter, the reaction is said to be positive.

The test is used for the following purposes:

* To classify the lesions of leprosy patients.

* To assess the prognosis and response to treatment.

* To assess the resistance of individuals to leprosy.

» To verify the identity of candidate lepra bacilli.

Option A: Sensory testing is useful to detect hypoesthesia and nerve involvement of leprosy.

Option B: Slit skin smear shows the presence of acid-fast bacilli.
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Option D: Biopsy would reveal few tuberculoid granulomas and plenty of foam cells, which are
diagnostic of leprosy.

Solution to Question 24:
This clinical scenario with a history of exposure to tuberculosis is suggestive of lupus vulgaris,
which often presents as atrophic warty plaques. It is a paucibacillary lesion.

It occurs in previously sensitized hosts with good immunity. On histology, granulomas with scanty
or absent caseation are seen.

It is the most common cutaneous tuberculosis in India. In India, it commonly"ak S over
the buttocks or the trunk, whereas, in Europe, it is commo over the head rid neck.

The lesions occur in the form of plaques with serplglnquzhges or m&lﬂa\lng ulcers. They heal
with central scarring.
‘C._"l‘ i

Depiction of lupus vulgaris over face
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Solution to Question 25:
The given image shows an annular plaque with central scarring points to lupus vulgaris, which is
treated using anti-tubercular drugs.

It is the most common cutaneous tuberculosis in India. The characteristic lesions are annular,
infiltrated plaques with serpiginous edges, central atrophy and scarring and are commonly seen
on face, buttocks and extremities.

On diascopy, apple jelly nodules are seen. 2

) o
H1stologlcally_L tubercles are sé@n in the superficial dermis showing scanty or absent central
caseatlonqqf;[h surroundi eplthehold histiocytes and giant cells.

Other differential diagnoses for annular plaque include:

« Tinea corporis shows central clearing, peripherally raised scaly margins and presents with an
itch.
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* Cutaneous leishmaniasis lesions have cent@}_&hstmg and a;fgiq:n on tl&ébe in patients from
areas of high leishmaniasis prevalence. 4 ,..,'.

Solution to Question 26:
The given image shows non-healing sinuses in the cervical region, which are a feature of
scrofuloderma. It is a multibacillary manifestation of cutaneous tuberculosis.

It is the most common form of cutaneous tuberculosis worldwide. However, in India, lupus
vulgaris is the most common type in adults.

It results from contiguous spread to the skin from an underlying tuberculous focus. The lesions
evolve as follows:

* Begins as asymptomatic, bluish-red, subcutaneous swellings (persist for months)
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* Break down to form undermined ulcers

* Proliferation of granulation tissue in ulcers forms fungating masses

» Numerous fistulae may occur, which can form draining sinuses onto the skin.

Histology shows marked caseating necrosis, in which there are usually numerous bacteria.

Spontaneous healing can occur, but the course is very protracted and leaves typical, cordMlike
scars.

Antituberculous therapy should be commenced promptly.

Solution to Question 27: ""“-.'”'-'
Tuberculosis verrucosa cutis is a form of post- prlman%@tculoms thaﬂ'@nl:gﬁrs in previously
sensitized people with good immunity. '-E-

It is also called: ':-- "-.._"- .
. NET P e
» Warty tuberculosis { Eﬁ "‘“-. A%
Anatomist’s wart =4 - I:__'].?-- {':"H
 Anatomist’s warts s,
, R o S
* Prosector’s warts x,,ﬁ-_..__ ey ;__I"-r'
-0 o S
* Verruca necrogenica = "'=.,._ @,

It is caused by exogenous 1noculat1o@}fM tuberc"u.lb'és into the skin through open wounds or
abrasions. Due to the strong 1m1E,Tﬁ'e respongeﬁhe lesion is paucibacillary. Histology shows

hyperkeratosis with no granul i

The lesions are typica ymptoma ic_gnd start as a small, indurated, warty papule which by
gradual extension a verrucous‘plaque, as shown below. Irregular extension at the edges
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Solution to Question 28:
Non-caseating epithelioid granulomas surrounding sweat glands and hair follicles are seen in
lichen scrofulosorum.

Lichen scrofulosorum is a tuberculid. It is a cutaneous hypersensitivity reaction to the
hematogenous spread of M.tuberculosis antigens.

It presents as a lichenoid eruption of tiny papules occurring predominantly in children and
adolescents with active tuberculosis.

The tuberculin test is usually strongly positive. oy
With specific ATT, the lesions usually clear within 4 weekswyithout scarring.

. - . . . o i
Option B: Miliary tuberculosis refers to disseminated internal tuberculosis. Histology shows
caseating tuberculous granulomas with multiple aci‘dlfast bac1111 '-

Option C: Papulonecrotic type of tuberculid otcﬁrs due to thl'omb051s and destructlon of small
dermal vessels as a result of vasculitis. _' 5 P o

Option D: Lupus vulgaris, on hlstology-l.shows tube_rculous granulo'tnas w1th scanty or absent
caseation in the superficial dermis, There is no spec1f1c 1nvolve'ment around the hair follicles and
sweat glands. &) 3 ,

Solution to Question 29: "

T |

S
Erythema induratum of Bazin is a hypersensitivity reaction due to tuberculosis.
It is the most common form of tiiberculid. It mostly affects middle-aged females.

The patholegy is granulomgit(")hﬁs vasculitis and panniculitis. It classically presents as crops of
small, tender, erythematdus nodules or plaques on the calves, which may ulcerate.

The following image shows plaques over the calf region:
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Solution to Question 30: g iy
S e "
The given image shows a fish thifk- granuloma&-nn swimming pc#)l granuloma, which is caused by
Mycobacterium marmum,_l:.,_. .,:“:.__ !

=
M. marinum enters the body through,hbrasions o%ﬁef cuts on the skin, which come into
contact with contaminated fresh %;%Itwater e ]

Skin lesions develop after a "éﬂverage 1ncubq'!1-5lh period of 2—3 weeks. The most common
presentation is a nodul Qﬁe hand or arm that spreads in a sporotrichoid fashion, with a
succession of nodulestalong the lymﬁh ics, as shown below. Ulcers and abscesses may occur in
1mmunocomprolql')s}d patients. {_'_"-.

&
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Solution to Question 31:

The given clinical scenario is that of a Buruli ulcer, which is caused by Mycobacterium ulcerans.

It is the third most common mycobacterial skin infection in immunocompetent people. It is
endemic to Africa and Australia, where it affects children and elderly people. It starts as a nodule
or papule which progresses further to form an extensive, necrotic ulcer, exposing muscle and
tendon. Most lesions occur on the lower extremities. Healing is slow.

eExtensive Buruli ulcer
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Bacterial Infections

Question 1:

Which of the following skin infections is caused by the organism shown below?

é'-:.,"_:l

.-Ef:-
a) Pyoderma gangrenosum E"'E"-.
b) Pemphigus neonatarq_fjl_{'- "‘!.._
c¢) Impetigo herpe{'i'?r is {?:-,:El
d) ECthYm{_::Oﬁgéiosum G'-,,}
W

Question 2:

A sample taken from a cutaneous lesion showed growth of the following colonies on blood
agar after 24 hours. Catalase test showed no bubble formation. Which of the following

diseases is not likely to be associated with this organism?
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-hemiolysis beta-hemolys
hemolysis beta-hemolys

a) Carbuncle

b) Scarlet fever

¢) Erythema nodosum "“-.:‘l"a'- 5-:.1"'--n _ z'|I.|,"'_'--.
d) Kawasaki disease I_..':él-..,__-.. tb"'-._l""r_} F{-.,.L"LI
& '
Question 3: _'_!;}-r_-. a.';,"?L

A child is brought to the atrlclan s_‘%ﬁr-(‘;é with the findings shown below. The mother
reports that they were initially bhstef""t at started 4 days ago and burst the previous night.
What is the most like causat}'}ig rganism for this condition?

S

a) Staphylococcus aureus
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b) Streptococcus pyogenes
c¢) Staphylococcus epidermidis

d) Streptococcus agalactiae

Question 4:

An 11-year-old boy is brought with complaints of itchy lesions on his face for 5 days. On
examination, multiple ruptured blisters with honey-colored crusting are seen. What is the

most likely diagnosis? L;,E" 1
a) Bullous Impetigo x_ e 'E"}
b) Ecthyma ) -.,1:}{:3 ﬂ{""-
¢) Non-bullous Impetigo EF:"I =

d) Erysipelas

Question 5: Hi‘:::ﬁ \

_."':::l
robiological examination of swabs

O Mo
A patient presented with a hriti(:&;é@%ﬂ his faceellﬁ?

taken from the lesion showed Gra itive cocci*atranged in pairs and chains. Which of the
following is not a possible comﬁl{& ion of his,s'a-idition?
L

a) Scarlet fever
b) Post-streptococcal glomerulonephritis
¢) Rheumatic fever

d) Erythema multiforme
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Question 6:

In the condition shown below, which toxin is implicated, and what is its target protein?

- q.'- - S
O o
a) Exfoliative toxin, Desml(gein 1 ™ s
o .{._'_'-i_
b) TSST-1, Desmoglein 3 A ’ o
L
c) Exfoliative toxin, Desmogqlie'i_r‘f 3 _-"}:_,_:-'u
- . |
d) TSST-1, Desmoglel.il:lh} oy

a2 _fo"'

Question 7:'--.':'«1:5" _ﬁ:?;_

Which of the following statements regarding the condition shown below is false?
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W
c¢) Varnish crusts are seen "-.,:',_“EL ;{i{__{j I 'E:..{x

d) Exclusively produced by S. s .,_':':.,.'f‘.'!' L.I"""
-3 h o
O e
. < S
Question 8: a—L-.r':? 4"?"
08 @
Which of the following orgé{lisms caus_e\ﬁgfthrasma?
'-H.F
a) Corynebacterliﬂgd]diphtheria {:':""L
b) Corynehikfsfelhum mlnut{ggﬁum

c¢) Corynebacterium tem:ié'
d) Diphtheriods

Question 9:

A 51-year-old woman complains of yellowish discoloration of her axillary sweat and staining
of the clothing for 15 days. She has no other complaints. On examination, yellowish
concretions are noted on the hair shafts of the left axilla which have formed hard nodular
masses. Underlying skin is normal. What is the most likely causative organism for this
condition?

a) Mycobacterium canis

b) Trichophyton rubrum

c¢) Corynebacterium tenuis
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d) Trichophyton tonsurans

Question 10:

A 21-year-old fisherman presents with multiple pustular lesions mounted with thick adherent
crusts on his left leg for 7 days. What is the most likely diagnosis?
a) Botryomycosis

b) Erysipelas

c¢) Carbuncle ""'-.1.'_-'
d) Ecthyma % o, <
o ¢
. .
b <
Question 11: H;,_'?E“ m{';." &'r
o o5 <
™
A 46-year-old woman presents with pe&gﬁ lesions o@ﬂﬁ'tsr back as-gi_i'l'bwn below which
e of C eiving dialysis. Blood counts revealed

started 2 months ago. She is a kr%
neutropenia. Which organism 's.,'l_ st 1ikel‘y~<zsfbe seen in th'e;."eﬁlture of the biopsy from this
IE.{"'-

lesion? l"___'| "

&

a) Staphylococcus
b) Streptococcus
¢) Pseudomonas

d) Clostridium
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Question 12:

A 31-year-old male patient presents with fever and painful lesions with mucopurulent
discharge for 10 days. Histochemical examination of the discharge with Gomori methenamine
silver (GMS) stain was negative. Which is the most likely organism to be seen in the culture
performed from the lesions?

a) Mycobacteria
b) Dermatophyte

c) Actinomycetes

d) Staphylococcus_l'ﬁ_,."'- s J
e b
'I-I-I- dl' I::-'..-L
\ -4
Question 13:

A 34-year-old carpenter presents with painful swelling in his left index finger for 1 day. Which
organism is commonly responsible for his condition?
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a) Candida albicans
b) Pseudomonas aeruginosa -.E__ ‘:-.’_:"-.
c) Streptococcus pyogenes ‘-..:1_,“1 !,,-\{_D I E{I\

d) Staphylococcus aureus d’-.,_ ! 1{‘:..:{‘.'!' L.I"'"
S < X
. -
Question 14: e H-'.':E"

A 4-month-old male 1nfa veloped Qsi medla for which he was given a course of
cotrimoxazole. A fe § later, he oped fever, irritability, and skin tenderness followed
by extensive pe the skln There were no mucosal lesions. What is the most likely

diagnosis? .,,:5
a) Infantile pemphigus
b) Stevens-Johnson syndrome
c¢) Toxic epidermal necrolysis

d) Staphylococcal scalded skin syndrome

Question 15:

A 25-year-old man presents with multiple pustular lesions on the face. On examination, slight
crusting and scaling are present but the hairs are retained with no underlying scarring. Which
is the most likely causative organism in this condition?
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M '
a) Staphylococcus aureus Hﬁ_”bﬂh - I::J{'TL E&"‘
b) Pseudomonas aeruginosa '-E":' ‘:-.'.:"-.1-: ‘11:_":"
¢) Varicella-zoster virus ‘-..:1_,“1 !'.'u{'D I E{I‘
d) Trichophyton tonsurans d’-.,_‘ﬁx ‘{HH'L} LJLI
5 < >3

2
. i Et' S
Question 16: 11:3-.* H-'.':E"

& (:
Which of the following is {E;ponsible q& transmission of erysepeloid infection in
humans? e

L
a) Droplet h_'ﬁF:' o

o
b) Parasit"('e"" "‘I"'l.

¢) Mosquito bite

d) Contact with animal

Question 17:

Choose the incorrect statement regarding the condition shown in the image below.
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ﬂ
a) Serine proteases degrade keratin in the hQ{Q" yer - ,:j"-. ,;‘I_L.F

b) Often associated with malodour and ﬂratlon _'::“a __11:_"-.
¢) Mainly caused by corynebacterla{;lil‘%ectlon !";ﬁ{' i E{I‘

d) Usually associated with an&I sis ».,f‘.'ﬁ L.I"'"

Ay .
=2 P~
S =
. & s
Question 18: i—#"'? H-'::E"
"":.':'* >

The image shows a bacter@skm 1nfe ?Identlfy the correct statement regarding the

diagnosis. e

a) Also known as St. Anthony's fire
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b) Infection of the superficial dermal lymphatics
¢) Does not extend into the pinna in facial infection

d) Presents as erythematous tender lesion with well defined margins

Question 19:

Given below is a Gram-stain appearance of an organism. Which of the following cutaneous
infections are not caused by this organism?

@
&L;l

| Q B
a) Sycosis 3 {:g:"-.
b) Folliculitis O o
£ O
¢) Furunculosis "'I"H

d) Scarlet fever

Question 20:

In which of the following conditions would you see coral pink fluorescence in the groin region
on Wood's lamp examination?

a) Erysipeloid

b) Erythrasma

c) Erysipelas

d) Ecthyma
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Answer Key

Question No. Correct Option

1 b
2 a
3 a
4 c &
5 c .;.':_"':_"
6 a
7 b
8 b I,
-
9 c
10 d
11 c
12 d
13 d
14 d
15 a
16 d
17 d
W 18 c

., A 19 d

20 b

Detailed Explanations

Solution to Question 1:
The above image shows Gram-positive cocci in clusters, suggestive of staphylococcus. It causes
pemphigus neonatorum or bullous impetigo of the newborn.

Option A: Pyoderma gangrenosum is a neutrophilic dermatosis characterized by chronic,
recurrent, very painful ulcers with undermined borders usually found on the lower limbs. It is
usually associated with inflammatory bowel disease.

Option C: Impetigo herpetiformis is severe pustular psoriasis in pregnancy.
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Option D: Ecthyma contagiosum is a contagious pustular dermatitis and a viral zoonotic disease
caused by the parapox virus.

Solution to Question 2:

Beta-hemolysis on blood agar and the catalase-negative test is suggestive of Streptococcus
pyogenes. It causes scarlet fever, erythema nodosum and can be a provocative factor for Kawasaki

disease.
Carbuncle is caused by Staphylococcus aureus.
'E-' ]
e
2

X
Solution to Question 3: -..,:-:P {..I":""E

The above image showing a bullous lesion whi _E‘H} ruptured ngﬁ_'hggestlve %b_ullous impetigo. It

is caused by Staphylococcus aureus. ﬁ'-..,:;._ 1_:' H{._
o Tl
SV O A
Solution to Question 4: S..fi"“ “'-:"-IL} ;__I .

The above scenario is sug;;gtlve of no t\ﬂous im e@g

It starts as very flaccid blisters, pé%ﬂ soon rupture, creating erosions that are covered by
characteristic golden yellow b{fh ey-color%&usts.

Non-bullous impetigo

Characteristic honey-coloured crusts

Solution to Question 5:
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The above scenario is suggestive of streptococcal impetigo. Rheumatic fever is a complication
of streptococcal pharyngitis, not impetigo.

The complications of streptococcal impetigo include:
* Scarlet fever

* Erythema multiforme

* Post-streptococcal glomerulonephritis.

¢ Cellulitis

Infective complications are uncommon in the absence of systemic disease or malnutrition.

1
5 |

o0 AL
The above image is suggestive of staphylococcal scalded skin syndreme or SSSS. Exfoliative toxin

(ETA and ETB) is produced by the cocci which targets the celll ddhesion protéin-desmoglein 1
(DG1) resulting in the separation of intragpidermal keratinoeytes. '

Solution to Question 6:

A widespread erythematous eruption is séen more in flexures leading to blister formation
(Nikolsky positive) and ultlmately painful raw aress, Dlslodgement of the intact superficial
epidermis by a shearing force"indicating a plane of cleavage is,called the Nikolsky sign.

Children (&It;6 years) and Tieonates are, miest commonly;affected by the generalized form of SSSS,
rarely adults may be affected. In children, SSSS issknown as Ritter disease. Staphylococcal scalded
skin syndrome usually settles w1th1n a few weeks'when treated with appropriate systemic
antibiotics. i o

Solution to Question 7: %
% k
The image shows several bullae filled with turbid pus-like fluid indicating a diagnosis of bullous
impetigo. Regional lymphadenitis is rare in bullous impetigo.

Impetigo is a contagious, superficial pyogenic infection of the skin. The face, especially around the
nose, mouth, and limbs, is most commonly affected, but lesions may occur anywhere.

Superficial intraepidermal bullae are formed as desmoglein-1 is targetted by the exfoliative toxins
produced by S. aureus. After the bullae rupture, they leave behind varnish crust. Central healing
and peripheral extension may give rise to circinate lesions which are eroded.

Treatment involves topical fucidin or mupirocin, retapamulin in resistant cases. Systemically
therapy with flucloxacillin and erythromycin may be given.

Solution to Question 8:

Erythrasma is an infection of the skin caused by Corynebacterium minutissimum.
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Lesions are sharp hyperpigmented patches that may be symptomless or show mild discomfort and
itching. It usually affects the axilla, groin, inter-gluteal, and submammary regions.

Coral pink/red fluorescence due to coproporphyrin III under Wood's lamp indicates erythrasma.

Erythrasma of Axila

LI-I
e

o

a‘i"\a‘ | 4O -;,.EFL
A0 W e

| | e Ay ¢
Solution to Question 9: E;t‘ @,

The above scenario is suggestlveﬁhlchomyc%ﬂ axillaris which is caused by Corynebacterium
tenuis. '-"n.

It is a superficial infe b.]'}of wlllarxﬁg'?ﬁ pubic hairs with the formation of yellow, black, or red
nodular concretion he hair e axillary sweat may be yellow, black, or red according to
the color of t ﬁk@}retlons an he clothing may be stained.

The cond is usually q@ptomatlc and the patient is often unaware of its presence. The use of
an effective antiperspirant'such as aluminum chloride is a rapid means of therapy.

The image below shows trichomycosis axillaris in the axilla with a close-up view of nodules on the
hair shaft.
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Solution to Question 10: I e Y O

1'!. ] = &
The above scenario is suggestiys':_bf ecthyma -V{hich is charactegized by thick adherent crusts over
the pustular lesions. ,_III.:'- h:.__"‘ i

It is a pyogenic infection of the skin characterized b-y'_'tTle formation of adherent crusts, beneath
which ulceration occurs. It most. et_q‘fm0nly reslg-lt.s"ﬁfrom mixed infection of group A streptococci
&gt; staphylococci and causes;a.deeper infect‘,i:;h than impetigo. The buttocks, thighs, and legs are

most commonly affected. .(J'- b
i
Risk factors include: 'l..:] ‘:“':'“"
* Extremes of gg"".ﬂ N L
Ty
. Immun()c;hl'{'ympromised _L‘!'FL
» Diabetes

* Poor hygiene.
Treatment: Topical fucidin, topical mupirocin, and systemic cloxacillin.

Option A: Botryomycosis presents as multiple indurated draining sinuses mimicking
actinomycosis.

Option B: In erysipelas, well-defined raised margin erythematous lesions are seen.

364 Sold by @itachibot



b
\ € DAILYROUNDS |

well defined erythematous lesions with raised margins

. Sl 3

Option C: Carbuncle is a deep-seated cutane,q:]éﬁ"n ection ara_t_i_l;'d a group of'fihli‘ follicles with
- o

sieve-like multiple openings discharging BE’S A~ &

Deep-seated cutaneous infection around a group of hair follicles with
sieve-like multiple openings discharging pus

Solution to Question 11:

The above image showing necrotic ulcers in an immunocompromised patient is suggestive of
ecthyma gangrenosum. It is caused by Pseudomonas aeruginosa.

The characteristic lesions of ecthyma gangrenosum are hemorrhagic pustules that evolve into a
necrotic (black) ulcer. It commonly occurs in the axillae, perineum, buttocks.
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Ecthyma gangrenosum

Black central eschar surrounded by an erythematous-edematous halo

- —
o
Solution to Question 12: D"'-. &~
’3 i ; ’?
The above image showing mu in abscq‘&l ith muc ent discharge through multiple
isms on staining with Gomori methenamine silver

sinuses which does not shp;I amentou
(GMS negative) is suggestive of botryo&y sis. It is c@?eﬂ by staphylococci.

Botryomycosis is a misnomer. I %acterlal i \(f‘l‘l(')n caused usually by staphylococcus. It is a
chronic granulomatous reacnq'l_m bacterlalé.nbsctlon containing granules resembling the sulfur
granules of actinomycosi u;_ LA

Etiological agents 1ncﬁi§le s

. Staphylococc {a eus (mos cgﬁmon)
. Pseudo

* Escherichia coli

* Proteus

« Streptococcus.

Most lesions are on the limbs, but other sites including the perianal region and the face are
affected.

Treatment is with antibiotics against S.aureus - flucloxacillin or erythromycin.

Solution to Question 13:

The above scenario depicts acute suppurative infection of the nail beds and folds which is called
acute paronychia. It is most commonly caused by Staphylococcus aureus.
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Acute paronychia is infection of the nail fold are represented by inflammation, swelling and
abscess formation.

It presents as tender, purulent swellings around the nail.
Diagnosis is clinical and a cover of systemic antibiotics may be needed for deep infections.
Treatment of pyogenic paronychia:
* Protection against trauma
* Keep affected fingernails dry.
* Abscesses - incised and drained. (abscess is often opened by pushing the nail fold away from the
nail plate) @,
* Antibiotics- Semisynthetic penicillin/ cephalosporin with excellent anti-stapl:h-y_ib_c‘occal orally.
Complications of acute paronychia may include osteitis a -amputation...,'_'-.;’.
vﬁ:’ﬁ -
f:hl‘c'- : - e
Solution to Question 14: Eh.""h. s o P ;
The infant presents with an infectip‘n,:ﬁc'.‘.gl;s_ (otitig:|E rf_le'd{'ﬁi that is Wéd by generalized peeling of
the skin and toxic state of the baby without any _mucosal involvement which is suggestive

of staphylococcal scalded skip:%i.‘yndrome. o P
l\.:l"'— N "E'._"- _-I.'.-. b
Age Infants and children under a | Adults
ge of 6
Mucosal involvem | No Yes
ent
Nikolsky sign Positive Pseudo-Nikolsky sign Positiv
e
Targetoid lesions | Absent Present
Histopathology Acantholytic cells with subco | Necrotic keratinocytesDermo
rneal or subgranular blister -epidermal separation

Solution to Question 15:
The above clinical scenario is suggestive of sycosis barbae which is caused by Staphylococcus
aureus.

Sycosis is a subacute or chronic infection involving the whole depth of the follicle. It is a disease of
the beard area. The essential lesion is an oedematous erythematous follicular papule or pustule
centered on a hair. The individual papules may coalesce to produce the appearance of a ripe fig. It
is a non-scarring pyogenic infection.

If the follicles are destroyed with evident scarring, the term lupoid sycosis is used.
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Tinea barbae/tinea sycosis is a dermatophyte infection caused by Trichophyton tonsurans, the
upper lip is spared.

Herpetic sycosis is caused by the herpes simplex virus.

Solution to Question 16:

In erysepeloid, human infection is contracted by direct contact with animals.

Erysipeloid is an acute infection with Erysipelothrix rusiopathiae, a GramMpositive bacillus living
mainly on dead animal matter. It causes diseases in many animals, especially in ptgs It usually

affects butchers, cooks, fishermen, farmers, and veterinary surgeons. o

About 3 days after inoculation, hot violaceous and tender exythema develst around the
inoculation site and spreads centrifugally. o '-._ A

Without treatment, healing normally occurs spontaneously in 2 weeks without desquamation or
suppuration. i [ Wi _-_:5".

Antibiotic therapy: Penicillin, erythromy¢in,'and ciproﬂ.pxazi'n o5 b

Solution to Question 17:
The above image shows numerous small, shallow, circular erosions with punched-out appearance
over pressure bearing area of soles, characteristic of pitted keratolysis.

It is usually associated with hyperhidrosis (not anhidrosis). Pitted keratolysis is caused most
commonly due to infection by Corynebacterium and also by Kytococcus sedentarius. The pits are
produced by serine proteases that can degrade keratin in the horny layer.

Most patients are unaware of the condition due to minimal irritation. This condition is diagnosed
by its clinical appearance. Cultures are not useful due to mixed infections.
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Treatment of hyperhidrosis slowly brings the condition under control including potassium
permanganate soaks, aluminum chloride, and iontophoresis. Topical fucidin ointment may be

used.

Solution to Question 18:

This image shows a large erythematous lesion with diffuse and ill-defined borders suggestive of
celullitis of the foot. The pinna is not involved in cellulitis of face. All the other features mentioned
are that of erysipelas.

Milians's ear sign is used to distinguish between erysipelas and cellulitis of the,.fa(_:}a'l region,
where there is involvement of ear in erysipelas and sparing in cellulitis, as thereis no deeper

dermal tissue and subcutaneous fat in the pinna.

Current usage tends to regard erysipelas as a form of Ql_ail\lﬂ'l

-|.\_-\_

tis rather .ﬂian a distinct entity, so that

the definition of cellulitis would include 1nﬂammat1an of dermal as‘well as subcutaneous tissue.

Similarities include the presence of group Ahb'éta hemolytlc s'tneptococm &gt S'taphylococcus
aureus, Hemophilus influenza and often a_’t'églon of por-tal. of entry forghfection like tinea or

trauma.

S

-\.\_-\. -lxl\'\-\.
% )
R 1"‘

Usually the disease settles oveJ,;_ 22 weeks vnth_approprlate sys'temlc antibiotics like Flucloxacillin

Note: St. Anthony's Fire 1s.alpe used for e'rgotlsm caused By 'the fungus Claviceps purpura as it
causes burning sensations resulting i 1nl.g_angrene of hm'bs

The image below shows ery51pelas,, with well dMarcated raised margins.

W -
=

I'-

Infection of superficial derma
1 lymphatics

Suppurative inflammation in
volving the subcutaneous tiss
ue

Raised and sharply demarcat
ed edge that spreads by perip
heral extension

Diffuse, ill-defined margins

Blistering is common with su
perficial hemorrhage

Severe cellulitis may show bu
llae and progress to dermal n
ecrosis

Extends over the ear

Does not extend over the ear
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Erysipelas

“‘- i Elq-
SR
@H‘uﬂ"ﬁ ‘-JI::I a..f-!_."-&}
™ ™
Solution to Question 19: "‘—" "':‘ {-.,':":"'
The above image is suggestlve-qkﬁaphylocoe&uﬁbhlch causas:#ybosm folliculitis, and

furunculosis.

Lo
Scarlet fever is caused by Streptoco yogenesﬁ%

v, .
o) &
& &

_ s S
Solution to Question
T
The coral p1n scence i }E‘grom region on Wood's Lamp examination is characteristically
seen in e a. Coral uorescence is due to the presence of porphyrins.

Coryneba ium mlnutl's'himum is the bacterium responsible for erythrasma and the conversion
of aminolaevulinic acid to protoporphyrin.
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Viral Infections

Question 1:

Which of the following statements is incorrect regarding smallpox?

a) Palms and soles are not involved
b) Rash is monomorphic
) Scarring is common in recovery ""-..L".'J

d) Fever, headache and malaise appear 10-14 days after infg&ion o, <
o O
N f:‘:*{g >
A 3-year-old child develops the followi lE.@lions over-@r;.@' face. W&m{cigche probable
diagnosis? O | Ll,ﬁlD L-E.

Question 2:

a) Variola
b) Chicken pox
¢) Molluscum contagiosum

d) Vaccinia

Question 3:
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A wool farmer presents with a hemorrhagic lesion on his left index finger for 3 days. On
examination, he is febrile and lymphadenopathy is present. What is the most likely
diagnosis?

a) Erysipeloid . _:.-.,x"-f"' ‘h.,_-"—'_:. . '—_:""
b) Ecthyma contagiosum '_.lll"' Hh} ' 'El? h
c) Ecthyma gangrenosum ;___:E-L ?ﬁ 4
d) Anthrax ‘--,.__"‘--E"P : —_.,:::l
H}‘:‘L b
| § <
Question 4: _a'"-:" L

o

A 5-year-old~bl.¢§y had painf&ll‘%ores in the mouth with a rash over the hands along with fever.
Which of these is the causative agent?
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a) Pox virus

b) Coxsackievirus s _l:-.’_:_“w-. -
c) HHV-7 H‘{‘T{ ;"‘-:;‘D g 3-.{'%“
d) Parvovirus ; ":.""‘:“ 1».._'{".!' '—.I"'"
v “::"* -;*F”
Question 5: ) I
o
AN e

L=
A 40-year-old woman pre@ts with the fl'g)'?lﬁ'owing pruritic lesion 2 days after developing a
fever. What is the lil%y':ﬁagnosis? «__:"F
o

...

a) Varicella
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b) Cold sore
¢) Molluscum contagiosum

d) Whitlow

Question 6:

A primigravida in labor presents to the emergency with fever, headache, and itching around
her genitals. On examination, the cervix is 7cm dilated and small painful blisters with
ulceration are seen around the vulva. Inguinal lymphadenopathy is present. Ch,.oose the
incorrect statement. A

a) Cesarean section will reduce the chances of infection uglth'e baby ._'h-"*-'

b) Incase of neonatal transmission, the mortality i is, low ”

c) Commonly caused by HSV-2 X .'ﬁ”‘ C e :"‘.
d) Prophylactic acyclovir should be cons1dé1‘ed for her n.eonate O b3
L-.._'h."“'- _‘,:-'-h'% . :.._'.I
Question 7: e A o
i | A N

herpes labialis? o . %
a) Lamivudine : :'\-.. W K 1‘
b) Foscarnet _._ " ~ »
C) Valacycl_ovi.r:-‘_'. 5 A o
d) Gancicib?/ir 4
Question 8:

An adolescent presents with the following lesions that started 2 days after he developed a
fever. When is it safe for him to resume school?
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a) 4 days after appearance of lesions )
b) 7 days after appearance of lesions @
c) 14 days after appearance of feven:j‘l‘"l. E':;" ¢
d) After crusting of the lesiOIE"'}'-.. 'w.,l"'::' e

%A
Question 9: .-Ef'? ..f‘:“
o
Varicella-zoster virus rem.@ﬁs dorman,t_‘f‘;he
a) Medulla oblo {:"-.
b) Dorsal Iﬁe’f‘é@nghon
c) Skin \'I"i'

d) Ventral root

Question 10:

What is correct regarding the diagnosis based on the given image?
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a) The lesions are not infectious h;.-'?:" leij:‘l:\ 'IE'_&F
b) Trigeminal dermatome is most comm@ affected a-.’_:"-. -1,:":"'
c) Anterior nerve roots are more ¢ nly 1nv {-""'
d) Mucous membranes w1th1 affecte tomes are 1fml"'llved
E..E:I
_ 22
Question 11: e s
""':.',,"* -?,,":"

Post-herpetic neuralgia 15.@'{mmonly a,§&:g~éted with zoster of which nerve?

a) Dorsal "-..:]' L
>

b) Trlgemlﬁﬁr“h, Oy
c) Cerv1ca1 ‘:"'5

d) Lumbosacral

I|_

Question 12:

A 43-year-old HIV-positive male patient presented with the following finding. The plaque

could not be rubbed off. Which virus is associated with this condition?
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. s ] ,
a) Cytomegalovirus a2 ) L
b) Human papillomavirus (sl N "
. . o1, o o N "

c) Herpes simplex 1 virus %, :h:"“'- g4 | :,}-
d) Epstein-Barr virus -y by .

[ T

.\-__i.\- . L-'-\. ! 5
K o :
Question 13: 2 2 4
W o

Which is the most comm_&n_:."efanthemgticlféver in children under the age of 2 years?

b By

a) Varicella ) %

b) Measles', ~y oy
",

c) Rubella

d) Roseola

Question 14:

Which of the following is correct regarding Kaposi varicelliform eruption?

a) Varicella like grouped lesions in Kaposi sarcoma
b) Occurs in an immunocompetent host
c¢) Infection with HHV-8 resulting in a cutaneous exanthem distributed centripetally

d) Maculopapular rash due to cutaneous hypersensitivity following Kaposi sarcoma virus infection
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Question 15:

What is the most common causative organism for verruca vulgaris?

a) Human papillomavirus-1
b) Human papillomavirus-3
¢) Human papillomavirus-10

d) Human papillomavirus-2

Question 16: i_"_'«,::llzf
o

A 32-year-old man presents to the dermatology clinic\\SEBﬁhe follom;ilﬁ'g%ainful skin lesion.
What is the most likely diagnosis? -..,:-.:'n _4,,3?‘* '

&Y

a) Verrucous wart
b) Filliform wart
c¢) Planar wart

d) Myrmecia wart

Question 17:

Which is the most common organism implicated in the condition depicted below?
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SR
a) Human papillomavirus-10 ""'-..H"‘?}L LJI;:I"'?" -.,?_b
b) Human papillomavirus-6 -"Eb ‘:r_':,. 1‘:.:".
¢) Human papillomavirus-3 '-.,':',_“3. ;'li{-D g E{'\
d) Human papillomavirus- 11 ';b ‘\li} 4'—_:"-'

= S >
& e
. 2 0
Question 18: '_-L"*I:? "=-I.'|'EI'.

For which of the follovwng\r;&ndltlons 1&;&' use of imiquimod not approved?

e
a) Condyloma a ata {:'q.

b) Basal ceﬂﬁ.c‘ah;:moma

c) Squamous cell carc1n31%'a

d) Actinic keratosis
Question 19:

The given image shows a treatment modality that employs cold thermal damage to the skin.
Identify the incorrect statement regarding this procedure.
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b %W
a) The procedure is painless :-;,H'T'."‘ [_:"'“ '-?:"' '

- o

b) It is relatively safe in pregnancy :Eh" ,:':_“‘- ! __:..__'"-H"'
c) Liquid nitrogen is most frequen't{z-}'ll'nployed k}ﬁ g E:::-'L
d) The treatment is physician inistered ﬂ-q__'f".!' ;_-'L'-

- L 2

-3 - o

b -,.;:H_'E-'
- L‘ d
Question 20: s &
o —.:-i

A 2-year-old boy was brou&ﬁt by his m_g‘ﬁﬁw with complaints of low-grade fever and the
following rash. What s'%'e dlagnos

a) Erythema infectiosum
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b) Exanthema subitum
¢) Rubeola

d) Scarlet fever

Question 21:

Which of the following does not present with maculopapular rash?

a) Zoster (shingles)

b) Rubella '.?:::':I
¢) Dengue (during febrile phase) o @,

O
d) Measles

Question 22:

a) Herpes labialis
b) Herpangina
¢) Molluscum contagiosum

d) Impetigo
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Answer Key

Question No. Correct Option

1 a
2 C
3 b
4 b
5 b
6 b ".::r ]
7 b 7
L
8 d
9 b
10 d b
g
11 b [
12 d
13 d
14 b
15 d
16 d
17 b
18 (o]
19 a
~ 20 a
II.\'\'

‘1':‘_ 5 21 a

22 a

Detailed Explanations

Solution to Question 1:

The palms and soles are frequently affected. The rash starts over the face and spreads
centrifugally to the extremities (more affected) and the trunk.

Smallpox is caused by the variola virus and was eradicated from the world in May 1980.

Fever, headache, and malaise appear 10-14 days after infection. Lesions are monomorphic (lesions
within an area are at the same stage) and initially vesicular/pustular which then dry, scab over,
and finally, heal. Skin scarring is common following recovery.
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Incubation perio
d

10-14 days

14—21 days

Transmission

Respiratory viral sheddingTh
rough contact with the fluid f
ound in the patient's sores.R

arely airborne route.

Aerosolized droplets from na
sopharyngeal secretions.By d
irect cutaneous contact with

vesicle fluid from skin lesions.

Airborne transmission rarely

Prodrome

Fever and malaise for 2—4 da
ys before the onset of rash

Minimal to none

Rash

Centrifugal spreadUsually on

palms and solesAxilla is usu
ally freeRash on extensor sur
faces

Centripetal distributionSeldo
m on palms and soles; appea
rs in cropsAxilla affectedRas
h on flexor surfaces

Pock appearance

Vesicle > Pustule >Umbilicat
ed > Scab

Macule > Papule > Vesicles o
n erythematousbase > Pustul
e > Scab

Evolution of poc
ks

Synchronous (monomorphic)

Asynchronous

Scab formation

10—-14 days after onset of ras
h

4—7 days after onset of rash

Scab separation

14—28 days after onset of ras
h

Within 14 days after onset of
rash

Infectivity

From the onset of exanthem
until all scabs separate

From 1 day before rash until
all vesicles become scabs. Sca
bs are non-infectious.

- 1-1;.

L

.

Papulovesicular lesions, some with hemorrhagic centers,
concentrated on the extremities.
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of the face following
lowing

rring

smallpox infection

LI-.I
e
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Solution to Question 2: 4 T o
- b T
The above image shows shiny;pearly white, q{ﬁ};;hcated papu.}ks'which are suggestive
of molluscum contagiosunLji:- ..{1.:"'-. !

The peak incidence is between 2-5 %a"" The incu%aﬁign 'i)eriod is around 14 days-6 months. It is
mainly caused by type-I molluscurn: ntagiosullg.w 1s (MCV-1) in children and type-I1 (MCVE2)
in adults and HIV patients. %sions devq‘}eb along the line of trauma (pseudo-Koebner
phenomenon). Sexually t azfsmitted molluscum contagiosum may be present over the genital area.

Microscopic examinaﬁ-é:n of the legih_hqgl_':s‘zshows eosinophilic inclusions called Henderson-Patterson
bodies. ﬂ'-..:} L

The condkﬁsq_n‘lk usually selﬁ'i’mltlng but treatment is required for non-resolving symptomatic
lesions. Destruction with"éantharidin, trichloroacetic acid, diluted liquefied phenol, or surgical

removal are a few options.
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Enlarged keratinocytes of stratum malpighii with eosinophilic "'
inclusion bodies - Henderson-Patterson bodies or molluscum i
bodies containing virus particles l' -

Solution to Question 3: - .

'S & : EF“
The above image showing sma,],};;f'f'gd emorrhﬁ:g_‘jc pustules Wli.tj‘l'rt e given scenario is suggestive
of orf or ecthyma contagiqgljiﬂ',- .:"::"- ™

It is caused by the parapox virus. The, Qﬂnmonly eted sites are hands and forearms.
Lymphadenitis, lymphangitis, and<ever are of’ﬁn. present.

It presents with a single lesi fi—a small f r@hﬁ'}ed, or reddish-blue papule that develops after 5-6
days at the site of conta 5&?’){5 an infected animal (mostly sheep and goats) and enlarges into a
hemorrhagic pustule.“The epidermisﬁn orf lesion shows ballooning degeneration of
keratinocytes \A@ﬂgébsinophilic éytoplasmic inclusions.

L8
Treatmen{';né ﬁ;‘ually not I;Q_E'gz"'sgary, and the lesions heal after 3-6 weeks.
4

Solution to Question 4:

The presence of fever, along with painful sores in the mouth and small, tense vescicles with
surrounding erythema on the palms and soles in a child point towards the diagnosis of
hand-foot-mouth disease. The most common cause of which worldwide is coxackievirus A16.

Spread is by droplets or faecal contamination and the incubation period is 7 days. The fever is
generally mild, and is followed by the appearance of lesions. The characteristic lesions are slightly
oval, with a grey blister roof and a narrow rim of erythema. The oral lesions are aphthoid and are
less painful than aphthous ulcers.

Only symptomatic treatment is given. The lesions generally disappear in 7 - 10 days.
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Solution to Question 5:

The above image shows small, closely grouped vesicles on an inflamed base which are suggestive
of herpes labialis or cold sore.

It is caused by HSV-1 (less frequently HSV-2) and commonly affects the face.

The lesions are painful and pruritic. Fever is often present which subsides in 3—5 days followed by
the initial vesicular lesions becoming pustular and then crusted before healing in 7-10 days
without scarring. Recurrent herpetic lesions are vesicular and ulcerative and tend to occur in the
same region.

Treatment: Oral acyclovir 200 mg and topical 5% acyclovir can be used for treatment In case of
resistance to acyclovir, foscarnet or cidofovir can be used. e

Option A: Varicella presents with papules and vesicles with a centripetal dlstrl-t)utlon associated
with systemic symptoms of fever and malaise. o e

Option C: Molluscum contagiosum presents with shin'y-,' “pearly white umbilicated papules.

Option D: Whitlow presents with painful swelhng.‘of the flngertlps and periungual area due to
herpes infection by inoculation.

Solution to Question 6: ™y s M

- K

The above scenario is suggestive of aetive primary.genital herpes in the mother. In the case of
neonatal transmission, the mortality is high.

LY

Herpes simplex infection of; a'baby within 28idays of birth is called neonatal herpes. HSV-2 is
more commonly 1mp11cat‘e'd than HSV-1. Ttis usually acquired vertically from the mother or
postnatally by contactwith nonl_gemtaI sites.

Features of negnatal herpes Iy
. Ves1cular..‘éruptlon ._

* Inflamed and ulcerated rr.lucosae

* Disseminated disease:

* Lethargy

* Seizures

* Respiratory distress

» Hepatosplenomegaly with hepatitis
* Thrombocytopenia.

Primary genital herpes infection in the mother at the time of delivery is associated with a high risk
of transmission to the baby during vaginal delivery. Hence cesarean section is indicated and
prophylactic aciclovir should be considered for the neonate.

Neonatal herpes is treated with highBdose intravenous acyclovir followed by oral acyclovir for 6
months.
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The image below shows neonatal herpes. A scalp monitor was associated with infection in this

infant.
';-‘:: ]
LI-.I
S
t""
l-'I:\"'hl T = J-\.":.-
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Solution to Question 7: -5"& a.,."-. .
g "‘h .
In case of resistance to acyclovir, fos et or cid «can be used to treat herpes. They act on

viral DNA polymerases thus bloc g-n@DNA I‘epltﬂatl

{ ”'-T‘:“
O
Solution to QuesthﬁS {:;."-

The abovgzé‘l 'a%e showin Eh}Hlple vesicular lesions on the trunk is suggestive of chickenpox or
varicella caused by the Vi(cella zoster virus. It is non-contagious after the lesions have crusted.

Most infections occur before the age of 5 but can occur in older children and adults. The lesions
develop in 3-5 crops and are polymorphic (present at different stages in each site). In 2—4 days, a
dry crust forms leaving a shallow pink depression which, in the absence of secondary infection,
heals without scarring.

Most common complication is secondary bacterial infection. Varicella confers lasting immunity
and second attacks are uncommon.

Solution to Question 9:

Varicella-zoster virus (VZV) is a human herpesvirus that causes varicella (chickenpox) as a
primary infection and then remains in a latent form in the dorsal root ganglia for a variable period
after which it can reactivate to cause herpes zoster (shingles).
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Solution to Question 10:

The above image shows unilateral, painful, grouped vesicles in a single dermatome suggestive of
herpes zoster or shingles. The mucous membranes within the affected dermatomes are involved in
shingles.

Herpes zoster/shingles is an acute cutaneous segmental eruption due to the reactivation of latent
varicella-zoster virus from dorsal root ganglia. An earlier infection with varicella is essential
before zoster can occur.

The first symptom of zoster is usually pain, 1-3 days after which the lesions appear. Occasionally,
the pain may not be followed by the eruption (‘zoster sine eruptione’). The patients are infectious,
both from the virus in the lesions and nasopharynx.

The most commonly involved dermatomes in decreasing order of frequency are thoracic &gt;
cervical &gt; trigeminal &gt; lumbosacral. The incidence of'phthalmic zoster increase with age.
The posterior nerve roots and ganglia show 1nﬂammat0r§’~changes

Herpes zoster ophthalmicus is a variant of zoster involving the ophthalmic division of the
trigeminal nerve (V1). Herpes zoster oticus/Ramsay Hunt syndrome is anothenvariant involving
the geniculate ganglion and presents with ipsilateral famal nerve palsy, otalgla and vesicles over
external ear. .

1
L

e Tl i =

Zoster is a self-limiting infectionsbut.it is painful*and carries a risk*of secondary infection and
post-herpetic neuralgia. Analgesia’and treatment of secondary infections are sufficient for mild
infections. e k "

Indications for antivirals in VZV (Acyclovir 800 mg):

LY

 Painful zoster infections in qdulﬁ

* Facial zoster at any age.*, ™ '
e Immunocompromisegd’ o P
i B B 5
! I..

Solution to Question 11:

Post-herpetic neuralgia is most frequent when the trigeminal nerve is involved.

The commonest and most intractable complication of zoster is post-herpetic neuralgia. It

is generally defined as persistence or recurrence of pain more than 1-3 months after the onset of
zoster. The pain may be a continuous burning pain with hyperaesthesia or a spasmodic shooting
type or pruritic paraesthesia may also occur. Allodynia (pain caused by normally innocuous
stimuli) is often the most distressing symptom and occurs in most people with postlherpetic
neuralgia.

A tricyclic antidepressant such as amitriptyline or nortriptyline is useful for hyperaesthesia and
constant burning pain.

Solution to Question 12:
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The above image showing a white corrugated plaque over the lateral border of the tongue in an
HIV-infected patient which cannot be rubbed off is suggestive of oral hairy leukoplakia. It is due
to the reactivation of Epstein-Barr Virus (EBV) infection.

Other conditions associated with EBV infection are:
* Glandular fever

* Rash triggered by ampicillin

* Burkitt's Lymphoma

» Nasopharyngeal carcinoma

» EBVMassociated lymphoproliferative disease

. A
» Agelrelated EBVMassociated BEcell lymphoma .;—-'-."_"
X @
.'-.,:-]':' L
o e
Solution to Question 13:

Roseola infantum is the most common ex'aﬁﬁ‘tﬁi?ematlc feverl in children uf_i\lé‘r the age of 2 years.

Roseola infantum or exanthema SLHE 1s an acu -el&'ébrlle 111nes§1i§1t-‘h a maculopapular
eruption. It is also called the 6thl-qls ase. Caus tﬁﬂe organismsare HHV-6 and HHV-7.

It begins with an abrupt o GSOT fever fo "'3.__"'5 days followed by an eruption of discrete roseMpink
maculopapular rash on theln_n'eck and t nf’(‘Whlch maEf;ter spread to other areas and then fade,
leaving no scaling or plgmentatlon iﬂ:e lesions m"é!SZl'lave surrounding pallor. Nagayama spots
which are red papules over th.?‘Péla e are pat}_l‘ggﬁomomc Cervical and occipital lymph nodes are
usually enlarged.

~ e
Treatment is sympto%ﬁ}. _ﬁ.l_“n.ll
N

Solution to Question 14:
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Kaposi varicelliform eruption or eczema herpeticum is a widespread viral skin infection that
causes localized or mild vesicular eruptions in a patient with preMexisting skin disease (most
commonly in atopic dermatitis).

The implicated viruses are:

* HSV-1 (most common)

* HSVE2

* VZV

* Coxsackie A6 and A16 (eczema coxsackium)
* Vaccinia (eczema vaccinatum) .

It presents with fever and vesicles that are widely disseminated and may bec H‘lemorrhagic.
The skin is painful and generally erythematous. The fever sqhsides in 4 to,E_ s and the pustules
heal with crusting, leaving some permanent scarring. ""':I-{::I

W
Oral or intravenous acyclovir is used for the treat&i*"dependigﬁ@ge severity of the infection.
The image below shows an ecxema herpitcuq:'\g?i‘ption in a child. 't"l‘
T :
. .

Solution to Question 15:

Verruca vulgaris or common wart is most commonly caused by human papillomavirus-2 (HPV-2)
but is also related to types 1, 4, 27, and 57.

Common warts are usually asymptomatic. They show acanthosis, hyperkeratosis,

and papillomatosis and present as firm papules with a rough horny surface. The most commonly
affected sites are on the backs of the hands and fingers, and, in children on the

knees. Pseudo-Koebner phenomenon may be observed.

Treatment is usually with topical agents such as salicylic acid, caustics, glutaraldehyde, formalin,
or with laser, cryotherapy, surgical removal.
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verruca vulgaris.
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Solution to Question 16: S e L
= =

i Ny
The clinical scenario and img;e describls E:'Shérply defiq_eg painful, rough keratotic papule (sago
grain appearance) seen on the pressure_point of tlkesq_n]e. This is suggestive of
a deep palmoplantar wart or M}_fr{fng"ci'a wart. I:chis usually caused by human papillomavirus-1
(HPV-I) : '\-\.,__H-\.':\. _‘.:.\_'

. A . . .
The superficial form of {ntar warts 1s,.(-:-3-11~'éd mosaic warts which are caused by HPV-2. They
present as a plaque oﬂ_%'}osely group_he'frﬁnall warts and are usually painless.

%
Option A: Verrpéb..'i'f[s warts plje,?_e";f' as asymptomatic skin colored papules and plaques with rough
o4

surfaces. '..."_" ! O

Option B: Filiform warts-zl:'i‘e finger-like projections mainly due to HPV-2.

Option C: Planar warts are flat surfaced lesions and hence the name. They are mainly due to
HPVE3 and H10.

Solution to Question 17:

The above image shows rough finger-like growth over the vulva which is suggestive of condyloma
acuminata. It is caused by human papillomavirus (HPV-6 &gt; HPV-11).

It is also called genital/venereal warts and has high infectivity. It is acquired most commonly after
sexual contact but may also occur non-sexually.

Imiquimod and podophyllotoxin are both the first-line drugs used in the treatment of genital
warts.
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Solution to Question 18:

Topical immunomodulation with imiquimod cream is approved for the treatment of genital warts,
superficial basal cell carcinoma, and actinic keratoses. It is not used for the treatment of
squamous cell carcinoma.

Imiquimod is an FDA-approved drug that acts by stimulating toll-like receptors 7 and 8 of
macrophages, monocytes, and dendritic cells and induces apoptosis.

Solution to Question 19:
The given image shows cryotherapy which is used for the treatment of certain-conditions like
warts. The main disadvantage of this procedure is pain. - ¥

= e

Cryotherapy is a physician-administered treatment modahty and it uses ‘dimethyl ether spray,
carbon dioxide snow, or liquid nitrogen to producecold thermal damage to the skin.

Liquid nitrogen produces the coldest freeze afid/i§ most commonly used ip-prdctice. It is applied
using a cotton wool bud or a cryospray until' a rim of iced:tissue (seen as & white discoloration)
develops around the lesion. The freeze is maintainedfor 5—30 sec. Scarring is unlikely with
freezing times under 30 secs. . L )

Cryotherapy is considered relativeiy saferl_in-pfegnancy. ™,

Solution to Question 20:

._-\.. |

The above image shows the characteristic 'slapped cheek appearance’ seen in erythema
infectiosum caused by 'parvov1rus B19

It evolves i 1n three phases: ot

* First phase sudden onsét diffuse and macular, asymptomatic erythema of the cheeks, (slapped
cheek). Prodromal symptoms may or may not be present.

» Second phase - begins after 1—4 days, with discrete erythematous macules and papules on the
proximal extremities and later the trunk.

« Third phase - Recurring stage, the eruption is greatly reduced or invisible, only to recur after the
patient is exposed to heat or sunlight, or in response to crying or exercise.

Only about 7% of children with erythema infectiosum have arthralgias, whereas 80% of
adults have joint involvement.
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Lacy or reticular pattern of rash

& o™ o
Solution to Question 21: 4‘"‘—" {%D"':‘ {-.,':":"'
-’ 4
A maculopapular rash is not S'Q,"'- }zoster (s],zh-i:egkl%s). :__I"--'E

Shingles cause vesicular lés-fyr;g that a g’.;xg');;f)ed toget};P_r::';hd specific to a dermatome.
F i3

Shingles

Vesicular lesions grouped together in a dermatome

Maculopapular rashes are seen in:

* Rubella

* Dengue (febrile phase)

* Measles

 Chikungunya (acute infectious phase)

* Erythema infectiosum

393
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e Zika virus
* West Nile virus

« Infectious mononucleosis

Macule Flatlesion with a well-circum
scribed change in skin color
<1cm
Papule Elevated solidskin lesion < 1 .
cm ""qu-_lE.-
Vesicle Smallfluidcontaining blister &
o A

Maculopapular rash

Solution to Question 22:
The above image shows multiple vesicles &amp; crusts clustered on an inflamed base around the
lips which is characteristic of herpes labialis or cold sore.

It is commonly caused by herpes simplex virus type 1(HSV-1) and rarely by herpes simplex virus
type 2 (HSV-2). It begins with a prodrome of pain, burning, and tingling followed by the
appearance of erythematous papules. The papules then become vesicular and may ulcerate.

It is treated with oral acyclovir 200 mg and 5% topical acyclovir.

Option B: Herpangina or vesicular pharyngitis is characterized by the presence of ulcerating small
vesicles on the oral fauces and the posterior pharyngeal wall. It is commonly caused by the
coxsackie virus.
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Option C: Molluscum contagiosum is charac;cﬁ:;_ll%%by pearl ite, wart-}&éhr'nbilicated
papules. It is caused by the pox virus. ,.,,"'L-'-' A :

Option D: Impetigo is characterized by golden yellow or honey-coloured crusts that form after the
rupture of pustulating vesicles. Non-bullous impetigo is caused by both S. aureus and
streptococcus. Bullous impetigo is caused by S. aureus.
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Fungal and Protozoal Infections

Question 1:

A patient presented with itchy depigmented scaly macules on his upper back for 5 days. KOH
mount shows the following appearance. What is the diagnosis?

é'-:.,"_:l

b.

&
a) Pityriasis alba ‘-.:II:;"L ‘.‘h:';:"'
b) Pityriasis VerSi(%)ﬁ'j -.,:El
c) Tinea corst[E) W
1 i o
) Candidiasis '\-I.'ﬁ.
Question 2:

A 35-year-old construction worker presented with a non-pruritic lesion for 4 weeks. KOH
mount of the epidermal scrapings showed brown, branched, closely septate hyphae and
elongated budding cells. What is the most likely causative organism?
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a) Hortaea werneckii
AN e

b) Malassezia globosa @ .‘:’,:"-.c:l _‘{Q"

c¢) Fusarium "-q,'j‘l"'l. ;q.’,l_'D -E:::"L

d) Piedraia hortae ""-..E.} "-.,.{3' ";-:I':'J

S & o0
&
. 2 S
Question 3: .-E.':? qE“
h 2

A 24-year-old woman pr S Wlth t fﬂ)mng lesions over the chest. Identify the incorrect

statement about the i \5 n.

e —m—

a) Topical terbinafine is the first-line treatment
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b) Besnier's sign is seen in this condition
¢) Wood's lamp examination shows blue-green fluorescence

d) Recurrence is common even after complete treatment

Question 4:

Which of the following organisms causes hard black nodules over scalp hair?

a) Piedraia hortae

b) Trichosporon beigelii &LJE
c) Corynebacterium tenuis L &,
d) Trichophyton t 200 o
) Trichophyton tonsurans "'1:':" "-L{:I
b
e O
Question 5: @Hﬁ" L—'P “'-.."'?'

o
A 65-year-old male comes with ¢ 1Iﬁ-ilc'.'lints of %r_;%tensely pr@%‘c lesion that started 6 days

back. What is the diagnosis? ™ ! e
R

a) Tinea corporis
b) Pityriasis rubra pilaris
c) Pityriasis versicolor

d) Piedra
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Question 6:

Which layer of the epidermis is primarily infected by dermatophytes?

a) Stratum corneum
b) Stratum granulosum
c¢) Stratum basale

d) Stratum spinosum

- E._l
tion 7: =
Question by

A 23 year old patient presents with lesions in the groi 1<'1"1own inéll(é%nage below. Which
of the following cannot be a cause of these lesionsQ,::"'- -

{ﬁh

a) Trichophyton

b) Microsporum

c) Aspergillus

d) Epidermophyton

Question 8:

Shown below is the trichogram of a patient suffering from tinea capitis. Which of the
following fungi is implicated here?
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a) Microsporum ferrugineum S ) .
' P - o B
b) Trichophyton tonsurans __3" ,:."‘- O
f y b
c¢) Trichophyton canis "1"',"“:'l- L li_"ﬁl j--,,"":"th
Ty W |_ ; P,
d) Microsporum audouinii ":."' - M_h-:‘ ) o o
o % — '
l\._ll N ":_'._ @
2~ O
Question 9: e 2%
-u.__\"'\.'\"- — e

-.'.-:_-"
A 32-year-old cattle farme{){&resents Wl&ll-‘a painful lesion of the scalp for 2 weeks. What is the

most likely dia n051s’? s
y diagnosisz, Q &

a) Favus
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b) Ectothrix
c¢) Kerion

d) Endothrix

Question 10:

A 10-year-old child presents with hair loss. The hair loss is patchy as shown in the image
below. Black dots are noted in areas of hair loss. Which of the following types of tinea is this
child suffering from? o,

a) Ectothrix _ 4+ b
b) Endothtix e
c) Kerion

d) Favus

Question 11:

Which of the following is associated with tinea incognito?

a) Trichophyton tonsurans
b) Corticosteroids
c) Antimycotic drugs

d) Microsporum canis
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Question 12:

A college student presents to the dermatology OPD with a pruritic lesion on his left foot for 5
days. Which is the most common causative organism for this condition?

a) Trichophyton rubrum -_ll":' '-:::_":"' ,:_1."-.
b) Trichophyton tonsurans 2, ';:.:" '-..;:h:_"E"
c) Epidermophyton floccosu -ef"*l_-'I -,_:-'-'F‘
d) Trichophyton interdi%&fe—' b
&
A &
Question 13:""1 3" {.._*-.}
N $©

Which of the following is known as Dhobi’s itch?

a) Tinea corporis
b) Tinea cruris
c¢) Tinea barbae

d) Tinea capitis

Question 14:

An 11-year-old child presented with a pruritic lesion as shown. Which of the following is the
drug of choice for this condition?
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a) Terbinafine
b) Griseofulvin

c¢) Fluconazole
d) Selenium sulphide shampgq-k_r"-hr"
Lt

-5

Question 15: '-_e:."*% &
) >
What test is used to dia n,g_;é the given“ﬁlz)‘;;aition?
."-.I- A

i1

C
&

a) Gram’s stain

b) KOH mount

404 Sold by @itachibot



c) Tissue smear

d) Wood’s lamp

Question 16:

A 33-year-old man presented with a circular, pruritic and scaly lesion on his trunk. A
lactophenol cotton blue mount of the scrapings from the lesion showed the following. What is

the most probable causative organism?

".:'r i
- T 5'-.._-'

,-o'

/|

i = T
i i

™y -

a) Trichophyton b Fa
A LN
. | -
b) MICI‘OSpr')LI‘I_l_I'&I“- )
c) Epidermophyton .
d) Any of the above
Question 17:

A patient who was diagnosed with kerion now presents with new-onset vesicular eruptions on
his fingers. Which of the following is incorrect regarding these lesions?

a) Lesions are extremely pruritic and maybe tender

b) It is a form of allergic response

c) Responds well to topical corticosteroids

d) Dermatophytes can't be demonstrated from this lesion
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Question 18:

Tinea unguium is a dermatophyte infection of

a) Nail fold

b) Nail plate

¢) Periungual region
d) Cuticle

Question 19: by

: : -
What is the correct treatment regimen for the condlt%@own? i
~t

a) Oral griseofulvin for 3 weeks
b) Oral griseofulvin for 6 weeks
c¢) Oral terbinafine for 12 weeks

d) Oral terbinafine for 24 weeks

Question 20:

Which of the following statements is correct with respect to Perléche?

a) Inflammation around the nail involving the nail folds
b) White creamy patch over tongue

c) Cobbled appearance of tongue
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d) Soreness and cracking at the angles of the mouth

Question 21:

Which type of oral mucosal candidiasis does not present with a white patch?

a) Chronic atrophic candidiasis
b) Chronic hyperplastic candidiasis
¢) Chronic pseudomembranous candidiasis

d) Acute pseudomembranous candidiasis Sy

o
A0 e
Question 22: --..,:{"""-9'-:':| _{:.E"‘"

> K A
A 32-year-old man presents with reddishﬂﬁk%on-scaly, -i-_t;:ﬁy and mq__iétl"f)atches in his left
armpit. Small, superficial, white pustu‘l_is"élr'e observed:‘g?ijacent t%;htlff_é“patches. What is the

most likely diagnosis? .-5'-:1:' 5-.;,} : I;Iz-
a) Candidal Balanitis ; .;j.""*-i ; {1:'-."'- iy e
b) Candidal Intertrigo = _’l;:":.. _‘}E?
c¢) Oropharyneal candidiasis —u,.-!f"*l_ﬁb q::ll;_"' .
d) Candidal Paronychia ‘:%f:"-u .,q':.,__:.""

{.:-.:'F

Question 23: _‘_-5::'3
A patient presents with the following lesion. Which is the diagnosis?

nla ' (5
|

f“']““ ] l“l“ H" FUEDEOEPURO PO R RO E QRO
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a) Oriental sore
b) Lupus vulgaris
¢) Chromoblastomycosis

d) Kerion

Question 24:

A 30-year-old farmer presents with firm, painless nodules with purulent digﬁ“lﬁjﬁé on his left
foot for 10 days. What is the likely diagnosis? .

a) Sporot;i'(;%osis

b) Chromoblastomycosis

c) Mycetoma

d) Oriental sores

Question 25:

A patient presents with multiple hypertrophic plaques on his left leg for 6 months. History
reveals that the lesions started as warty papules and progressed to the current state. On
examination, several satellite lesions noted. Skin biopsy from the lesion is shown below. What
is the diagnosis?
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a) Chromoblastomycosis .,,":;._'??'

b) Sporotrichosis @ {,'_':-.,
¢) Phaeohyphomycosis 1-.,':-!“3. ;'li{-D

d) Mycetoma ; é'-.,,_';b

Question 26:

a) Lichen planus

b) Sporotrichosis

409
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c) Chromoblastomycosis

d) Tinea circinata

Question 27:

Which of the following is the vector of Chiclero ulcer?

a) Phlebotomus
b) Lutzomyia

c) Reduviid e
d) Trombiculid

Question 28: " 'S .
A 20-year-old man from Jaipur presented with an er-ythematous n-odule on the cheek with
central crusting. What is the most hk.ely dlagnos'ns'g’ ; ."-

a) Systemic lupus erythem_a_t_osus e A

b) Lupus vulgaris )

c) Chilblain M W
_\1—\.\_ " _-._ i
d) Cutaneous leishmaniasis . Y
_\__-\_.:.\.. gt |
h f
Question 29:. A" 0,
" !
5 “uak

A 36-year-old male patient from Bihar comes with complaints of hypopigmented macules
over the trunk and face. The nerves and sensations are found to be normal and there is no
visible scaling. The patient gives a history of prolonged fever 2 years back for which he was
treated. What is the drug of choice for this condition?

a) Multidrug therapy for leprosy

b) Amphotericin B deoxycholate

c¢) Sodium stibogluconate

d) Miltefosine

Answer Key
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Question No. Correct Option
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Detailed Explanations

Solution to Question 1:

The given clinical scenario with 'spaghetti and meatballs' appearance on the KOH mount is
suggestive of pityriasis versicolor.
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It is a mild, chronic infection of the skin most commonly caused by the lipophilic
fungus Malassezia globosa. It may also be caused by M. furfur and M. sympodialis.

The KOH mount reveals fungal hyphae that are short and thick (like spaghetti or banana) and a
large number of variously sized spores (like meatballs or grapes) referred to as 'spaghetti &amp;
meatballs' or 'bananas &amp; grapes'.

Option A: Pityriasis alba is not a fungal infection, associated with eczema.

Option C: In tinea corporis infection, microconidia and macroconidia are seen under a KOH
mount.

Option D: In candidiasis, spores and pseudohyphae of candida are seen in the KOH mount.

é"-.,""-:l

Solution to Question 2: {jx'” {:I{'-..E’

The above clinical scenario and image are suggesté?‘ré:';'f tinea ni %‘1tyr1as1s nlgra) It is a rare
superficial fungal infection caused by Hortaeivi@ eckii.

The infection occurs by direct inoculatio ough the I‘s\?@c'-l't causes i@% pigmented, macular,
non-scaly patches commonly on palm.i'i

First-line treatment is topical %'Z'.‘:E? geams su econazolqz-gq%etoconazole

The image below shows a nﬁﬁbscoplc i "gz':)'f tinea m@mth pigmented filaments with
conidia.

Option B: Malassezia globosa causes tinea versicolor.
Option C: Fusarium causes mycotoxicosis.

Option D: Piedraia hortae causes black piedra.
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Solution to Question 3:

The given image shows multiple hypopigmented macules and patches with fine scales
(branny/furfuraceous) suggestive of tinea versicolor (pityriasis versicolor).

Hypopigmentation is due to azelaic acid produced by Malassezia species that causes competitive
inhibition of tyrosinase and a direct cytotoxic effect on hyperactive melanocytes.

Under Wood's lamp examination, lesions show a pale yellow fluorescence.

Besnier's sign (coup d'ongle sign or scratch sign or stroke of the nail): When the fine scales are not
visible, an important diagnostic clue may be the loosening of barely perceptible scales with a
fingernail, which is called the scratch sign. The most commonly affected site is the upper trunk.

Relapse is very common. ey

-

First-line treatment: ¥

* Topical azoles twice daily for 2—3 weeks

* Terbinafine 1% cream twice daily for 2—-3 weeks{ *
_ i | r,

* Ketoconazole shampoo twice weekly for.2-3.weeks

* 2.5% selenium shampoo alternative days-for 2-3 weeks®

P %,

Second-line treatment: Oral itrdeonazole, 200 mg,daily for 5 days*

The image below shows the pale yellow fluerescence of Tifiea versicolor under Wood's lamp.

Solution to Question 4:

The hard black nodules over the scalp hair are suggestive of black piedra. It is a fungal infection of
the hair shafts caused by Piedraia hortae.

The fungus forms hard, dark, gritty, and superficial nodules on the hair shafts. As the fungus
grows into the hair shaft, the hair may fracture easily. It produces sexual spores in its parasitic
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phase.

Treatment:

« Shaving or cutting hair (prevents recurrence also)

* Benzoic acid ointment is used.

Option B: Trichosporon beigelli causes white piedra or trichosporosis nodosa.
Option C: Corynebacterium tenuis causes trichomycosis axillaris.

Option D: Trichophyton tonsurans causes mainly tinea capitis.

The images below show black piedra infected hair mounted in 30% KOH and the appearance of
hair strands, respectively. The dark nodules are formed of dematiaceous hyphae cémented
together to form a hard mass. @

The images given below show white piedra. Superficial, soft, white, grey, or brown nodules can be
seen.
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at‘«“j"f - White piedra

Solution to Question 5:

The above image showing a single, intensely pruritic lesion with sharp margins and central
resolution is suggestive of tinea corporis.

Central resolution is a frequent but not exclusive finding. Multiple lesions may be present.

Option B: Pityriasis rubra pilaris is a salmon-red dry scaly plaque with a nutmeg grater
appearance.

Option C: Pityriasis versicolor presents as hypo or hyperpigmented macules with fine scaling.

Option D: Piedra has black or white nodules present superficially on the hair shaft.
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Solution to Question 6:

Dermatophytes infect and survive only in the dead keratin layers of skin (stratum corneum), hair
and nails as they are keratinophillic.

Solution to Question 7:

The image shows a well-circumscribed, annular plaque in the groin region which is characteristic
of tinea cruris. Tinea cruris is a dermatophytosis. Trichophyton, Microsporum and

Epidermophyton are dermatophytes whereas Aspergillus is not. -

ke
Dermatophytes include 3 genera: B,

* Trichophyton species infect skin, hair, and nails and incl!-‘t_f;'}e T. rubrur{:,,_"f, mentagrophytes, T.
tonsurans, T. schoenleinii, and T. violaceum. S 'l 0

- i
* Microsporum contains M. gypseum, M. canis,__aﬂli&M. nanurr_l...:_’lliié'se infect:only hair and skin
(not nails). L L -t
' l_"'\-\.l L = T ,H:. ¥
* Floccosum is the only species in the genus Epidermop:h}ton, It infeq@_bnly skin and nails (not
hair). e (4 ) }:___"H.

. -kl . A1 5 .
Aspergillus spp. produce largg“-_hl_‘_lecrotlc lesionglike ecthyma gq_.‘lhgrenosum, and sometimes small
b T

papules and cold abscesse.s._l:q_' ¥ N
My -
- KR L
'h:- Nt
e | -
. . '--.'“*-""...I -.‘*-I-l"
Solution to Question 8: i Wy

W )
The above image show_ﬁ"%_-numerous fu“_i:g'hl spores within the hair shaft suggestive of endothrix type
of tinea capitis, wl_:rﬁh is caused By Trichophyton tonsurans.
LR

Tinea capitis i§"of four type_é‘?"l'
b 4

Endothrix (infection inside s
haft)

Trichophyton tonsuransT.vio
laceumT. schoenleiniiT.yaou
ndeiT. soudanense

Ectothrix (infection outside s
haft)

Microsporum audouiniiM.ca
nisM.equinumM.ferrugineu
m

Favus

T. schoenleinii

Kerion

T. verrucosumT. mentagroph

ytes
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Solution to Question 9: “I‘"L

4 _
The above image shows an inﬂqﬁématory mas‘;sl.::ylg'}ch thick crugi\ﬁg and matting of hair which is
suggestive of a kerion. )
Oy o) o

Kerion is a severe inflammatory typ inea capk;yi}@he most common causative organisms of
kerion are T. verrucosum and T grophyt%_I severe cases, there may be pus along with
sinus formation. "n.;"-., =

Option A: Favus is charq%ill;ﬁed by th B'Qéence of yellowish, cupMshaped crusts known as
d hair fg'l.'. :

scutula that develo
Option B: Ectgi]:@h%[s a mild i ff;}'nmatory type in which dull grey coated broken hairs are seen.
do

Option Dstn

hrix is a.‘l';;'-inﬂammatory type in which black dots form around swollen hair
shafts.

Note: Scarring alopecia is seen in favus and kerion while non-scarring alopecia is seen in ectothrix
and endothrix.
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Solution to Question 10: ey b *-.
0 q;a. O &

The given clinical scenario depi g a young ohj,lh.&' with patc]n;;"hair loss and the image showing
black dots is suggestive of, en@ rix typehi{hnea capitis. ™

Tinea capitis is a dermatophyte 1nfec§%l primaril e.'_oaurrlng in children. Clinical features of tinea
capitis are patchy hair loss, scali &’g-r-fehder lym adenopathy, and in severe cases, there might be
pustules and crusting of the ed area alog;xg with sinus formation.

The clinical variants of ti t_ﬁ_'!e.a capitis ar .""-

* Endothrix - a non n mmator'i@(;e‘ in which multiple black dots are present within the areas of
ed by T. tonsurans and T. violaceum.

alopecia. It is Eﬁ@bj ommonly
. Ectothrixlh'ia mild 1nﬂarqéa\ ory type in which single or multiple scaly patches with hair loss are
seen. Microsporum aud ii, M.canis, M.equinnum, and M.ferrugineum cause ectothrix
infection.

* Kerion -a severe inflammatory type that presents with an inflammatory mass with thick
crusting and matting of hair with pus and sinus formation. It is commonly caused by T.
verrucosum and T. mentagrophytes.
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* Favus - is characterized by the presence o Q;l_ﬂvwsh cupls:}_y"i)ed crusts lgﬁ}}nin as scutula that
develop around hair follicles. It is caused"E}‘/] schoenlem_}f'-'r'

&Y

Treatment:

* Terbinafine: &lt;10 Kg- 62.5 mg; 10-20 kg - 125 mg; &gt;20 kg- 250 mg, all given daily for 4
weeks.

« Itraconazole: 2-4 mg/kg/day for 4-6 weeks.

Solution to Question 11:

Tinea incognito is an atypical clinical lesion of tinea, usually produced by incorrect treatment of
fungal infection with a topical corticosteroid.
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Steroids suppress inflammation without eliminating the fungus; so the typically raised margin is
diminished, scaling is lost and inflammation reduces. Hence, diagnosis becomes difficult.

Pharmacological treatment of fungal tinea infection depends on the extent of the disease.
Localized disease:

* Topical terbinafine twice daily for 2 weeks

» Topical azole once or twice daily for 2—4 weeks

Widespread disease:

* First-line - oral terbinafine 250 mg/day 2—3 weeks or oral itraconazole 100 mg/day 2—4 weeks
* Second-line - oral griseofulvin 1 g/day for 4 weeks 1

te

A

o R
Solution to Question 12: --.__"'-. '-EI""

The above image shows a scaly pruritic lesmg?__ nea pedis aij'i‘ngworm oﬁ%bt is most

commonly caused by Trichophyton rubrui ﬂ:l ctions (@’/?followed ];{'*fnchophyton
interdigitale infections (15%), Epiderm p on ﬂocctaﬁ'u 1nfect10qf.;(& t;10%), and mixed
-

infections (5%). ) ._5:'"-. 5 e F l.._.

: Lot o %
inea nadie ot
inea pedais or

ringworm of foot

Solution to Question 13:

Dhobi's itch/tinea cruris is an infection of the groin by a species of dermatophyte. It is commonly
known as ringworm of the groin or eczema marginatum.

T. rubrum is the main cause; however, T. Interdigitale and E. floccosum also account for some
cases.
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Solution to Question 14:

The image shows a scaly pruritic lesion affecting the scalp hair, suggestive of tinea capitis. The
drug of choice treatment for children in whom the cause of tinea capitis is unclear is
griseofulvin. Terbinafine is the alternate first-line drug for adults.

Option A: Oral terbinafine is also used in the treatment of T. tonsurans tinea capitis in children,
but usually used in adults.

Option C: Fluconazole is more effective in the treatment of M. canis compared to terbinafine.

Option D: Selenium sulphide has only a supportive role in the treatment of tinea capitis.

*-::'E’

Solution to Question 15:

The above image is suggestive of tinea faciei, a der: :5;‘1yte 1nfec[EIv¥ of the glabrous skin of the
face (the mustache and beard areas of the adult 1 are exclu tis d1a osed by KOH

mount. '-..,:;.__. .-__J

Trichophyton mentagrophytes and T. rub@i predomu{a?é but T. ton.s,Lﬁ._x"'ans M. audouinii, and M.
canis are also common causes. ~ ’ .,;_':l
e L% o

Tinea faciei

Solution to Question 16:

The above scenario is suggestive of tinea corporis and the slide showing smooth-walled
club-shaped macroconidia with absent microconidia is indicative of Epidermophyton species.

Epidermophyton species infects skin and nails but not the hair.
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Solution to Question 17:

The above scenario describes a dermatophytid (-id) reaction, a systemic reaction to fungal
antigens during the infection or therapy.

An id reaction can be seen on the hands and sides of the fingers, but fungi cannot be
demonstrated in these lesions.

The reactions may be vesicular, lichenoid, papulosquamous, or pustular. The lesions are
extremely pruritic and tender. The onset can be accompanied by fever, anorexia, generalized
adenopathy, spleen enlargement, and leukocytosis.

Although the eruptions are usually refractory to topical corticosteroids, they typically clear rapidly
after treatment of the fungal infection. Secondary bacterial infections may occur, & *

T

o, A
Solution to Question 18: a0 G
Tinea unguium is a dermatophytic 1nfect10n o'f the nail plate A Onychomycosm 1$ a broad term for
all fungal nail infections. 4 L™ O

5

Trichophyton rubrum accounts for, most cases. a 0

It presents with yellowish dlscoloratlon whichrspreads prox1mally as a streak in the nail. Later,
subungual hyperkeratosis becomes proml.ne.nt and spreads until the entire nail is affected.
Gradually, the entire nail becomes brittle and separat.ed from its bed as a result of the piling up of
subungual keratin. b

Six distinct patterns of tinea uhglllh'ium have beeﬁ described.

» Distal and lateral sub_ur_z'g;ueﬁ onychor_ny;:osis (DLSO) (most common)
* Superficial onychom'yeosis (SO)-

e Proximal subungual onych.omyc051s

. Endonyx 'bnychomycosrs'-

* Totally dystrophic onychomycosis

» Mixed onychomycosis

Diagnosis is made by KOH mount examination of clippings or curettings that include dystrophic
subungual debris.
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Tinea unguium

2&°
N
b i s
*a;“ o &
e >
& i QO
Solution to Question 19: ‘_5'."‘—’ _,:--,"?“" ..;;L'».":"h
. 5-.;.1"-= ;

The above image shows onychq:ﬁ}cosis of toqﬂlif’.a:ils. The first-l.ij;e'treatment is oral terbinafine
™y hy

250mg/day for 12 weeks. ~ [} !
Ij "|.,'Il [T
Treatment of onychomycosis: L a,_'-Ef

Second-line drug: Oral grlseofg_l'.?uq_ﬂose 1 g/d‘a‘zﬂ‘or 4—8 months (longer for toenails).

Topical treatment with a Erfine or ci i_;"?)x olamine can be used in mild infections affecting
the distal nail plate o nonllin_e%nilsuperﬁcial onychomycosis.

%

""'I:;" Finger nai | 250mg/day for 6 wee | 400mg/day for 1week, repeat
Is ks ed every month for 2-3month
S

Toe nails 250mg/day for 12 wee | 400mg/day for 1week, repeat
ks ed every month for 3-4 mont
hs

Solution to Question 20:
Soreness and cracking at the angles of the mouth are seen in Perléche. It is considered as an
intertrigo where candida is the most common organism implicated.

It is also called angular stomatitis. It is a type of oral mucosal candidiasis. Nutritional status and
mechanical factors (e.g. the depth of the fold), the presence of moisture from persistent salivation
or licking the lips also contribute to stomatitis.
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Solution to Question 21; ‘_al"*:*
o

b b, B
Chronic atrophic candidiasis p;;egb:::cﬁs with a Re@?htch, not w.l#te
i 5
Candidiasis of the oral mue?_%;’.l memb ad%*is' of the fo]#_)?z-vl‘hng types:

Image: Chronic Atrophic Candidia&iﬁ_‘"

Acute pseudomembranous ca
ndidiasis /Oral thrush /Chron
ic pseudomembranous candi
diasis

P

O

Sharply defined patch of crea
my, crumbly, curdMlike, whit
e pseudomembraneHas an u

nderlying erythematous base

.

Acute erythematous candidia
sis

Denuded, atrophic, erythema
tous mucous membranesMos
t common- dorsum ofthe ton
gue

Chronic erythematous candid
iasis /Chronic atrophic candi
diasis /Denture stomatitis

Affected areas show a variabl
e bright red or dusky erythe
maFairly sharply defined at t
he margin of the denture

Chronic plaqueBlike candidia
sis /Chronic hyperplastic can
didiasis /Candida leukoplakia

Very persistent, firm, irregul
ar, white plaques occur in the
mouthCommonly on the che
ek or tongue

Chronic nodular candidiasis

Tongue has a cobbled appear
ance

Angular cheilitis/Angular sto
matitis/ Perléche

Soreness at the angles of the
mouth extending outwards in
thefolds of the facial skin
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Solution to Question 22: o, T,
A < g
The erythematous, non-scaly oi&t patches mﬂ} tiny, superﬁn.l:al white pustular satellite lesions

o

Sites of infection: {_.:I- e
% O

%
e

-,{-,'_L

are suggestive of candldal.%@rlgo "1.:"-1
 Between genital folds and g‘%@:—"'
L

-.I:%
» Between the buttoc ""'}

. Inframammar@ltﬁ (large an'g'g"“ndulous breasts)
* Under oqih&,llh-lell'lgmg abc_llalﬁ-ﬁhal folds

e Umbilicus.

* Armpits

» Web spaces of toes, fingers

Marked maceration with a thick, white, horny layer is usually prominent. Soreness and itching are
present.

The disease usually spreads beyond the area of contact, developing lesions with irregular edges
and subcorneal pustules rupturing to give tiny erosions which lead to peeling of the stratum
corneum.

Psoriasis, tinea corporis, and pityriasis rotunda have scaly lesions.

The image below shows candidial intertrigo.
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Solution to Question 23:

W i
The above image shows the Vol,'(_:zliho sign seen____m Oriental sore...

The lesion starts as a smal-l-qbn -tender, papule, which eI;ﬂa"'rges in size and ulcerates in the centre.
The border of the crusted ulcer often_ha.s an erythem__a‘tous rim and is called a “volcano sign.”

It is also called cutaneous lelshma,ni'as1s or old-W'orld leishmaniasis, Kandahar sore, Lahore sore,

or Delhi boil. e -
{ W&

)

Causative organisms: o
* Old world lelshmal_'h;\hs L. don:cwam L.major, and L.tropica

* New worldh IEM-}'lmamams,:'L:-l’hemcana complex and L. braziliensis complex
My

Solution to Question 24:
The above image shows nodular lesions that have broken down to form draining sinuses with
purulent discharge which is suggestive of mycetoma.

The nodules are painless and with time form papules and pustules which break down to form
draining sinuses, with the discharge of granules. It is caused by various types of fungi
(eumycetoma) or filamentous bacteria (actinomycetes).
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Solution to Question 25 = . -{'?“
olution uesti : g <
-.q._?"il T 'I;H.I:'-\‘I ‘::-"

The above image shows Medla-];';ﬁbdies that arq@.:’.s_uggestive of :cgl-'mmoblastomycosis.

Yy o,
Medlar bodies are golden-'br;rvvn, thickEWEI‘le'd murifor.g_njg'f' sclerotic cells in abscesses. They may

also be found within giant cells. . L* e

" ;
Chromoblastomycosis is a chronie iifection oqf&lﬁ‘e skin and subcutaneous tissue which is caused
by pigmented fungi (Phialo]g-lll"'a_f'a and Fong&:@aea species). The lesions start as warty papules,

slowly enlarge to form ertrophic plague progressing to large hyperkeratotic masses over
months to years. Satet[lille esions a;_‘_fg:p duced by scratching.
2 &
N o0
N o

Solution to Question 26:

A linear distribution of nodules is seen in sporotrichosis.

Sporotrichosis is an acute or chronic fungal infection caused by Sporothrix schenckii and closely
related species.

The given images show the distribution of lesions along lymphatics.
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Option A: Lichen planus- Purple polygonal, flat-topped papules are seen.
Option C: Chromoblastomycosis- multiple hypertrophic plaques are seen.

Option D: Tinea circinata- circular, scaly lesions with central clearing are seen.

Solution to Question 27:

The vector for Chiclero ulcer or new world leishmaniasis is the lutzomyia sandfly.

The vector bites humans, typically those working as chicle collectors, causing lesions on the side
of the face or behind the ears. Lesions on the pinna of the ear may invade cartilage, take many
years to heal, and destroy the pinna.

The images below show the Chiclero ulcer and lutzomyia sandfly.
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Cutaneous New World leishmaniasis
(Chiclero ulcer)

Option A: Phlebotomus sandfly is the vector for old-world leishmaniasis.
Option C: Reduviid bug is the vector for Chagas disease.

Option D: Trombiculid mite is the vector for scrub typhus.

Solution to Question 28:

The above scenario is suggestive of cutaneous leishmaniasis.

The classical lesion in cutaneous leishmaniasis is characterized by erythematous nodule/plaque
which then ulcerates and becomes crusted. Diascopy usually reveals ‘apple jelly nodules'.

Note: 'Apple jelly nodules' on diascopy are seen in both cutaneous leishmaniasis and lupus
vulgaris. The skin lesion in cutaneous leishmaniasis shows central crusting, whereas in lupus
vulgaris it shows central scarring,.
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The image shows apple jelly nodule seen on diascopy.

Solution to Question 29: A ) ;":r" k:

The case scenario suggestS-gJ agnosis&f%%—kala-azagﬁg'mal leishmaniasis. The drug of choice

for this condition is miltefosine 2
.-_?Ex '{‘#
Approach to the case: D

The patient hails from ak 1';:5:11" ende e—Blhar The rash appears 1-2 years after a history
of prolonged fever, w uggests ral leishmaniasis. There are 2 other differentials—leprosy
and tinea Versicolgb

* The pres ypoplgmeqyed macules over the trunk and face, suggests a differential of
leprosy, b\\' he nerves nsations are normal, hence ruling it out.

* There is no scaling visible in the lesions, ruling out tinea versicolor.

In kala-azar, after a variable period of years or months, diffuse nodulation begins to develop in
these macules. The rash is progressive over many years and seldom heals spontaneously. As it
may persist for up to 20 years, these patients may act as a chronic reservoir of infection.

The image below shows post-kala-azar cutaneous leishmaniasis.
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Post-kala-azar Cutaneous Leishmaniasis
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Arthropod and Parasitic Infections

Question 1:

A dermatologist observes the following finding in a malnourished patient. What is the most
likely diagnosis?

Car
b) Larva currens "'r':;'l
"D <

c¢) Cutaneous | migrans o

d) Pedicurg.él's '\-'.'|I

a) Scabies

Question 2:

Scabietic burrows mainly involve which layer of the skin?

a) Stratum corneum
b) Stratum lucidum
¢) Stratum granulosum

d) Stratum spinosum

Question 3:
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After how many days of primary infestation with a scabies mite is a person likely to develop
pruritus?

a) 7 days

b) 28 days

c) 14 days

d) 3 days

Question 4: X
e’

A homeless man brings his 12-day-old neonate to the PHG with a vesic r"'?‘ésh over the
palms and soles. The baby has had no history of feve ryza. Yo e;'ﬁ'bte the following
finding on the father's hand. In this infection, what,:ﬁh the(E@' body can be affected,
but is unlikely to show lesions in her father? n;._?? o

a) Genitalia
b) Axilla

c) Wrists
d) Face

Question 5:

Identify the incorrect statement regarding scabies.

a) It is a water-washed disease
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b) Itching starts 3 to 4 weeks after infection
c) Animal scabies is characterized by burrows

d) Circle of Hebra is formed by connecting body parts commonly involved

Question 6:

A 9-month-old infant presented with multiple itchy, eczematous, exudative, papulovesicular
lesions on the face, palms, soles, and trunk. Similar lesions were also seen in his elder

brother. What is the most likely diagnosis? 2
ey
a) Pediculosis x_ 2 'E.-H'"
b) Scabies ""':I-{::I {:I{"'-
c) Infantile eczema ﬂ::" =
d) Impetigo contagiosa -.,,.::._?:" -LJI::' a..?—ﬁ
o o
uestion 7: L
’ %
An infant with given ﬁnding%Mas diagﬁlstéd with sc@fﬁs. Which of the following statements
is true about this disease? I:?-E; )

qﬁ“&n

a) Number of lesions correspond to number of mites.
b) Oral Permethrin is used for the treatment of this condition.
c¢) Face remain unaffected in adults.

d) Itching is worse in the morning.
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Question 8:

A pregnant woman complains of intense nocturnal itching for the past few days. She has the
following finding on examination. What is the drug of choice in this case?

a) Ivermectin HE‘I
b) Permethrin ""I:"'-I.E"

'L-
¢) Gamma benzene hexq@"ﬁoride ,‘;:}
d) Crotamiton Wy f:'n.'a
@
=, O
A S

Question 9:
A standard handheld dermoscopy at low magnification revealed the following finding in a

patient who presented with intense itching. Which of the following medications can be given
orally to treat this patient?
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a) Gamma benzene hexachloride

b) Lindane @1
c) Ivermectin E:{j"hi 'E.fn.

| D
d) Albendazole ""-,,. -,,lr'..' e ]
= S\
& NP
Question 10: ) __1;3,

A 16-year-old hostel resid{l’:[ﬁcomes w@mplaints of itchy rashes on his body for the past
two weeks. Microsco '@ a skin sg:an from the interdigital web space is shown below.
Which of the foll:J:‘lll statemf:g’lc 1s true regarding the treatment of this condition?

™

a) 15% permethrin is the drug of choice

436 Sold by @itachibot



b) Topical sulfur can't be used in infants and breast feeding mothers
c) Oral ivermectin acts on nerve synapses utilizing GABA

d) Topical lindane can be safely used in children and pregnant women

Question 11:

A 2-month old infant with a 1-month history of generalized cutaneous eruption has the
following findings on examination. All of the following tests can help you in diagnosing his
condition except: X

"-.:I"".;I U
a) Skin scrapi d microseg}y
- S
b) Adhesive: ape test '\-'.'|L
c¢) Skin biopsy

d) Tzanck Smear

Question 12:

Which of the following is incorrect regarding nodular scabies?

a) Presents as violaceous nodules in the groin, penis and scrotum
b) Lesions are not pruritic
c) Represents a hypersensitivity reaction to mite antigens

d) Respond to intralesional steroids
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Question 13:

A 6-year-old boy diagnosed with Down's syndrome presents with large warty crusts on the
hands and feet. Severe fissuring and scaling of the skin is present over the buttocks. What is
the possible diagnosis?

a) Scabies incognito

b) Animal scabies

¢) Nodular scabies

d) Norwegian scabies @
e
N

_ Mo 2
Question 14: _ ""':'.'I[:J _,,:E"H
o) <.

o,
As a part of an outreach program, you see a pa‘e’Ehit with the following findings. An image of

her shirt is also shown. Identify the incorpgle:t'wsﬁ'catement régarding heraq_é'h ition.
- 7 By

a) She is suffering from vagabond's disease.
b) The causative organism is a tick.
¢) The causative organism is a vector for Rickettsia prowazekii.

d) Advice thorough washing of the body and application of malathion for 8-24h.

Question 15:

A man was seen for an asymptomatic spotty eruption, of approximately 2 weeks duration,
that are localized predominantly to the anterior chest, abdomen, and neck regions. Physical
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examination revealed several scattered light blue-red, oval to round spots. What is the most
likely diagnosis?

a) Pediculosis corporis

b) Pediculosis capitis

c) Pediculosis pubis

d) Scabies
Question 16: !
2&°
Which disease is caused by the following parasite? " oy =

a) Pediculosis corporis
b) Pediculosis capitis
c) Pediculosis pubis
d) Scabies

Question 17:

A patient presented with the following cutaneous finding to the dermatology OPD. Which of
the following organisms is least likely to cause this?
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a) Ancylostoma braziliense

b) Ancylostoma duodenale @Hﬁ _:-.:"w = _‘{_"-F‘}-
) Ancylostoma caninum *-.,:1"1 ;";':'"ﬁ ¢ z::-'-"
d) Strongyloides stercoralis é'-.__'-- “'-1.,_"'-:'"‘:} o b
B
& O
@7
; fay
R ﬂlﬁl's‘wer Key
Question No. Correct Option
"-.I'l.l'“'
N 1 a
2 a
3 b
4 d
5 c
6 b
7 c
8 b
9 c
10 c
11 d
12 b
13 d
14 b
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15 (o
16 c
17 b

Detailed Explanations

Solution to Question 1:

The image shows a magnified view of a burrowing trail of the scabies mite. The ic-_,@ patch on the

left was caused by the scratching and it marks the mite's entry point into the . The mite has
burrowed to the top-right, where it can be seen as a dark -I%QE at the end. %}rrow is the
W

characteristic lesion of scabies. -.,1:1

O

Scabies is an ectoparasitic infestation caused by t@g;"i‘coptes s i var. hominis.

The characteristic symptoms include intense\l(&ng and superficial burro%\; most people, the
trails of the burrowing mites appear bro@h linear or, Lllliéped trac%\ih e skin and occur as a
result of excavation of the adult mite in th epiderméﬂ"‘l‘ ese are f in the webspaces, feet,
ventral wrists, elbows, back, bre %S:Bu tocks, aﬁtfexternal ge;:i_'ﬁ}s.

Larva currens and cutane sé;'kva migranq:pf&gents as p;:}_q:t?c erythematous papule at the site of
penetration of the hOOkW(%S with anﬁﬁmematous iginous larva track.

Pediculosis lesions present as erythﬁaatous pa%li'érs‘}with maculae cerulae.
n— 1 -

Scabies

Mk '.; B 55 ‘ -'.:‘
g . : )
__;‘ »<———Burrow =

Scaly patch formed/
due to skin scratching

Solution to Question 2:

Scabietic burrows are mainly seen in the stratum corneum.
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Solution to Question 3:

The incubation period of scabies is 3—4 weeks (21-28 days).

However, reinfection of a previously cured individual may provoke immediate symptoms.

Solution to Question 4:

The image shows a characteristic scabietic burrow seen on an adult and the gwenj%hmcal scenario
is suggestive of scabies in the neonate as well. Scabies in neonates can occur on the face, an area

"y '-._.
unlikely in adults. % "".I::'! O
Locations of infection: -.,_m"-."" &
7. i .}‘
W
O

Face | Finger and feet, webspace |,
s

| Scalp | Ventral wrist, elbow

i
Palms | Back, buttock
Soles | External genitalia
W 5
{ Wk
P )
ey

1'-::'
Solution to Questj:dh."S: :
i -'-\Ill _1—
Burrows are'absent in anitll_lal scabies. Skin lesions resulting from contact with animal scabies
are usually composed of small pruritic weals or papules, which are frequently excoriated, and
resemble human scabies, but without burrows.

._:'-.__-'

Water-washed diseases are infections that are caused by poor personal hygiene resulting from
inadequate water availability for e.g. scabies.

The characteristic symptoms of a scabies infection include intense itching which usually manifests
3-4 weeks after infestation and superficial burrows (pathognomonic).

Circle of Hebra is an imaginary circle formed by connecting the main sites of involvement in
scabies.
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/’l : 'J'I}\.';I <1\"- \
Pt W
7//1/ \ '| / \\}}

)/E L Highlighted areas in pink

i
) )
( ) .: H Human scabies mites are

often found between the
l\. -'“ fingers and on the wrist (red)

represent the most common
sites where rashes may occur.

Solution to Question 6: L

R

Multiple itchy, eczematous, exudative, papulovesicular lesions 'on the face, palms, soles, and

trunk are characteristic of; 1nfant11e scablqs"-

7,

RS

Scabies is transmitted by close contact from human to human or from pet animals to humans.
Thus, there are usually several ca,§es"1n the same household.

Option A: Pediculosis presenf'b with severe 1_tcf'ﬂng, visible lice on the scalp, and lice eggs (nits) on

the hair shafts. ,,:-. ey

- '\.\_ e

Option C: Infantlle eczema shows_anxé“rythematous itchy rash over extensors, elbows, and knees

Option D: Impetlgo contaglos_a-.or non-bullous impetigo presents with erythematous vesicles and

-

honey-colered crusts. ._

Solution to Question 7:

Face is spared in adults with scabies.

In adults, the mites affect the regions in the circle of Hebra - web spaces, ventral wrists, the ulnar
border of the forearm, elbow flexures, axillae, areola, breasts of female, umbilicus, genitals, and

inner aspect of the thigh. Face, palms, and soles are affected in infantile scabies.
Option A: The number of lesions does not correspond to the number of mites.

Option B: Topical 5% permethrin is used in the treatment of scabies, not oral.

Option D: Itching that worsens at night and when the patient is warm. Nocturnal pruritis is the

most common symptom associated with scabies.
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Scabies infestation with burrow

s
0

Hurnan scabies milas are often found
betwean the fingers and on the wrists
{areas highlighted in red).

Highlighted aneas in pink

Solution to Question 8:

A single overnight application of 5% permethrin cream from neck to toe in adults and from head
to toe in children is the drug of choice for the treatment of scabies in all ages including infants (at

least 2 months old) and pregnant women.

Solution to Question 9:

The circumflex accentMlike image (as the French letter ‘6’) seen in the image represents the head
and the two pairs of front legs of the scabies mite. Ivermectin is the only oral medication that can

be used in the treatment of scabies.
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Oral ivermectin interrupts the yMaminobutyric acid-induced neurotransmission of many parasites
including mites. It is given as a single dose of 200mcg/kg in patients &gt;2 years and &gt;15 kg. A
second dose is necessary 7-14 days later due to the lack of ovicidal action of the drug.

Topical formulations:

* 5% permethrin

» Gamma benzene hexachloride
* Lindane

* Crotamiton

All family members, even if asymptomatic need to be treated simultaneously for this condition to
prevent reinfection and the clothing needs to be disinfected simultaneously. = &

—_

L

Solution to Question 10: i :
w O i Y .-.
The given clinical scenario and the image.of the'Sarcoptes seabiei mite are:suggestive of scabies.
Oral ivermectin acts by blocking chemical transmission"across invertebrate nerve synapses that

utilize glutamate or y-aminobutyrie acid (GABA) ,__rgsu'lti'ng in paralyéis-' and death of the mite

It is not indicated in infants and . pregnant worhen.

™

Option A: A single overnightiapplication 6f.5% permeth¥in cream from neck to toe in adults and
from head to toe in children is the drug.of choice for,the treatment of scabies in all ages including
infants (&gt;2 months old) and pregnant womer:

Option B: Topical sulfur app}i’ca{tions can be Safely used in infants &It;2 months of age, as well as
in breastfeeding and pregnant mothers.

. . b . -.I' . . . . . .
Option D: Topical 1% lindane cream’is contraindicated in children, pregnant ladies, and seizure
disorder as it is known to cause neurotoxicity.

e

-,
L '..

Solution to Question 11:

The image on the left shows generalized papulonodular rash and that on the right shows a
characteristic burrow resembling a ‘jetEwithBcontrail’ on dermoscopy which is suggestive of
scabies. Tzanck smear is used in diagnosing herpes simplex infections and not scabies.

The following techniques can be used to diagnose scabies:

« Skin scraping and microscopy - The material is scraped off with a blunt scalpel and is placed in
mineral oil on a microscope slide. The presence of mites, eggs, fragments of eggshells, or
scybala (hardened masses of feces) confirms the diagnosis.

» Dermoscopy - Useful for detecting burrows and visualizing their contents.

* 10x magnification - mini triangle sign, maturing eggs that show minute heads of maturing mite
within the egg

* 40x magnification - The mite in its burrow resembling a ‘jetBwithBcontrail’
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» Adhesive-tape test - After firmly applying the adhesive side of the tape onto an appropriate skin
lesion of patients, the tape is pulled off and transferred directly onto a slide for microscopy to
visualize the mites.

» Skin biopsy

Solution to Question 12:

Nodular scabies is an atypical presentation of scabies. It is highly pruritic.

It presents as a few violaceous, pruritic nodules are often localized on the groin, axillae and male
genitalia. They represent a hypersensitivity reaction to mite antigens. These nﬂuﬁes* persist for
weeks or months after anti scabies treatment. W

The image below shows nodular scabies. . -..I'D .
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Nodular scabies

: ™
Solution to Question 13: ‘_5'."“—’ _I:-..I'-?‘ {.::'*
e Rh- i,
This is the clinical presentationh } orwegian,fx.?b es or hu crusted scabies. The reason for

this association with ment%@normality@‘bm's syndromié) could be a lack of appreciation of
pruritus. {':.,. ,E:?-‘
Crusted scabies (Norwegian or k_ﬁi@ﬁ(eratotiiieablé) is seen in:

« Immunocompromised :'-:.:" fa)
% Rl 1
'I.':;_'I >

* Neurologic dis S {:-:"L
W
* Downs syqﬁ me ,'-:'_'-.."":-""

* Debilitated patients

* Organ transplant recipients
* Hansen'’s disease
« AIDS

Crusted scabies occurs in people with an inadequate immune response to the mite, allowing them
to multiply. It is the most common type of scabies causing institutional breakouts. It is called
‘Norwegian' because it was first described in lepers of Norway.

Crusts and scales teem with mites, and the face and scalp are especially involved. Hyperkeratotic
fissured plaques over palms, soles, and buttocks. Nails show subungual hyperkeratosis.

Treatment includes oral ivermectin, topical permethrin, and keratolytic agents for the crusting.

The images given below show Norwegian scabies.
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Crusted Scabies of Hand

Option A: If topical steroids are used on scabies lesions, the clinical picture modifies to mimic
other dermatoses and is called scabies incognito.

Option B: Animal scabies lesions are similar to human scabies with itchy papules except for the
burrows.

Option D: Nodular scabies presents as violaceous nodules are present over the genitalia.

Solution to Question 14:
The image shows scraping lesions on the upper back and numerous lice in the seams of her

clothing which are suggestive of pediculosis corporis (‘pediculosis vestimenti' or ‘'vagabond's
disease') caused by body lice (specifically pediculus corporis).
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It is a disease of poor, homeless, and wandering people (vagabonds), hence, the name Vagabond’s
disease. Itching is due to the reaction to salivary antigens of the louse bites.

Body lice are vectors of important diseases like relapsing fever (Borrelia recurrentis), trench
fever (Bartonella quintana), and epidemic typhus (Rickettsia prowazekii)

Bed linens and clothes should be systematically decontaminated. Although this is usually enough
in most cases, thorough washing of the body with soap followed by application of
pyrethrins/pyrethroids or malathion for 8—24 h can also be recommended.

Solution to Question 15: 2
e
Maculae cerulae are blue-red/grey-colored macules on the skin characterist;cfmy seen in
pediculosis pubis which is caused due to the infestation b&hbic louse irus pubis/crab louse).
They mark the hemosiderin-stained purpuric spots v@ ice have fed’

The image given below shows pediculosis pubiss=.éouhtless whi spots and liee in ubic hairs.
ges p Pubiga higsp e

Solution to Question 16:
The image shows crab louse or Pthirus pubis that causes pediculosis pubis. It has a distinctive
squat body, and the second and third pairs of legs carry heavy, pincerMlike claws.

This louse commonly infests pubic hair (most common), as well as hairs of the abdomen, chest,
legs, arms, and eyelashes. Scalp hair is uninvolved due to its high density. This is often
transmitted sexually and by close contact.

Blue colored macules on the trunk and inner aspects of thighs are seen called maculae ceruleae.
Treatment is with 1% permethrin and oral ivermectin.

(Infestation of the eyelashes with nits is treated with permethrin 5% cream)
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The images given below show some common arthropods that cause dermatological conditions.

Head louse
(Pediculus humanus capitis)

ST Y R

Itch mite (Sarcoptes scabiei)
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N2
L
SO <
.-"h:‘- I;-'.':\I-HI —\.'zﬁ..‘
|.'EH. I"‘H. ﬂ-\.\'\\. _.:| 1._1 'q:--
Solution to Question 17: g Ny L
-._'—\..:"'a'_ ..:-l;.ll-\.‘l .q.\_

The serpiginous/serpent-like s if?kﬁons seen are tutaneousdarva migrans or larva
currens. Ancylostoma duo,glen-_ale and Negator- americanus dre hookworms that cause human
infection and are least likel}?to cause gt:_{aﬁeous 1arva,.n'1_‘igrans.

i :

%
Cutaneous larva migrans is caus d-h"y'non-hu Hh‘ookworms like Ancylostoma

braziliense, Ancylostoma canimum acquired-f_l:_om direct skin contact with soil contaminated by
dog or cat feces. { W

i
Serpentine or linear -‘;é-track lir_le_ﬁ'd'ter mark the course of the larvae as they migrate through
the epidermis of .t_bé"'trunk and lewer extremities. Symptoms begin to appear within the first two
weeks of the patient’s retur. from a tropical or endemic country. The larval track progresses at
approxim'&t:b-ly 1 cm/h witl;l_{titaneous lesions only progressing a few millimeters to a few
centimeters daily.

Larva currens aka running larva’ of Strongyloidiasis stercoralis. It is known for its distinct
rapidity, with the larval track progressing at approximately 0.2 cm/min, with cutaneous lesions
progressing up to 10 cm/hour.

Ivermectin is the preferred treatment and is given at 0.15—0.2 mg/kg every day per oral for 1 or 2
days.
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Syphilis
Question 1:

A commercial sex worker presents with an indurated, painless ulcer over her vulva. Which of
the following organisms is the likely causative agent?

AR

&
2
$
»

a) Image 2 L™ T J
—\.\_\_'\"'\..- Tl
b) Image 1 . S O
Y S

c) Image 4 0 S

W h
d) Image 3« --.__

Question 2:

You are examining a 29-year-old man with the following painless indurated lesion. Which of
the following is not a feature of this condition, if left untreated?
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a) Depigmented areas around neck L i b
s o "
b) Scarring moth-eaten alopecia ;."" o % o
: - o ' il
c) Ulcers with necrotic slimy centra“:““:'- { e
e -: Pl
d) Papules along the hair margin- R - -
I-\_. S - ". '
-, W R
L L
e g
. T ~ -
Question 3: % o L
L S

i i
In which of the followingga"lcients wou]_ﬂ. you expect to see a positive Dory flop sign?
. Fy
1
a) A young woma.nq_ﬂvi:ﬁ a painle§s.beefy red granulomatous ulcer on her vulva
b) A midd‘lﬁ:ag-é& man wit]g_‘air'bainless indurated lesion on his penis
My,
c) A circumcised teenage? ‘with multiple painful vesicles over his penis

d) A lady with a painless indurated ulcer over her labia majora

Question 4.

A 28-year-old sexually active man presents with a rash over his palms and soles. On further
probing, he admits that his partner was recently diagnosed with syphilis and he himself had
an ulcer on his penis a few months back. Which is not a likely feature of this rash?

a) Non-pruritic

b) Coppery red colour

c) Symmetrical distribution

d) Infectious
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Question 5:

Which of the following would you not expect to see in a patient with secondary syphilis?

a) Nummular lesions covered with easily removable scales.
b) Vesiculobullous eruptions over skin
¢) Moist, well-demarcated papules and plaques
d) Serpiginous non-ulcerative lesions over oral mucosa
el
X 2 P

Question 6:
u | "'-.:'_"D l:'.l{'-._

You are observing your senior resident press a ;gﬂént s skin ]{ibn with a inhead. The

patient flinches in pain. Name the findin "-.:‘-.. O @
e & &
a) Buschke-Lowenstein sign Hal i L-'].'I-\. {_:1.
b) Gorli e A )
orlin's sign P ) CJ
L e N7 "
c) Love's sign .__J'-:- .,:"} IF_{"-.
d) Ollendorff probe sign E-{} "{'I-'E'f )
G
>
. L WL

Question 7: &

“‘-..-'Sil
A 25-year-old pllotl:g'}é'sents w1tE 'E"Tnaculopapular rash and the following lesions. Serology is
positive for sz?'_h . Whic szr_g"ge of syphilis is he in?
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a) Primary
b) Secondary
c) Latent

d) Tertiary

Question 8:

A 49-year-old man presents with flu-like symptoms and a palmoplantar rash as seen below.
He has no history of chancre. On examination, he has epitrochlear lymphaden@athy Which
of the following is the likely cause of this presentation? é}

a) Sexual "'clcﬁltact "'\I.'IE::I
b) Blood transfusion

¢) Endemic disease

d) Skin to skin contact

Question 9:

Which of the following is false about pseudochancre redux?
a) Seen in tertiary syphilis
b) Highly infectious
¢) No adjacent lymphadenopathy

d) Gumma at the site of previously healed chancre
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Question 10:

A 28-year-old VDRL-positive woman in the third trimester of pregnancy presents with the
given rash. It is present all over her body. Which of the following is the most common sign
seen in babies born to women with this condition?

Question 11:

A 21-year-old homeless pregnant woman gives birth to a premature infant with a
palmoplantar bullous eruption. The RPR titer of the cord blood is elevated. Which of the
following is not a feature of this condition?

a) Parrot nodes

b) Hot cross bun skull

c) Interstitial keratitis

d) Seventh nerve palsy

Question 12:
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The X-ray of a 2-year-old boy is given below. What is the name of the abnormality seen in the
proximal tibia?

a) Clutton's joints
b) Higoumenaki's sign .-.';."-{‘ .

c) Wimberger's sign l_"lll_- '::.:"
d) Wimberger's ring sign A -_-.,'E" o

Question 13: {E. -*-ﬂ
)
Which of the \glﬁfgljng woul%._}sbt be helpful in the initial diagnosis of the condition that

results in the'following finding?
r—-' e . v 7 3 - - |
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a) X-ray of long bones

b) Cerebrospinal fluid examination
¢) Darkmfield microscopy

d) Anti-treponemal IgG

Question 14:

You are evaluating a patient for the following painless and indurated ulcer. d&/eloped 3
weeks ago and did not respond to oral antibiotic treatment. On examination, ou note
non-tender left axillary lymphadenopathy. A detailed hlﬁfky reveals %lé&ﬂl penetration

'l::I'I-\.

during sexual activity. What is the diagnosis?

a) Chancre
b) Chancroid
¢) Lymphogranuloma venerum

d) Donovanosis

Question 15:

A 32-year-old nulliparous woman was referred to a higher center for infertility evaluation.
Cervical motion tenderness and right upper quadrant tenderness were elicited on
examination. An image from her diagnostic laparoscopy is shown below. Which of the
following is not a possible cause of this condition?
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a) Syphilis

b) Gonorrhea

N o

c¢) Chlamydial infection '-.,l:-l'”'“:'u. h:.__";- » : ?.."::"“'

o
d) Genital tuberculosis .:;I'-?"' ) Fs e
Cap X o
, N
e~ e
Question 16: " e
e g
! >

L b S
A 40-year-old lady abrup_‘tllg:ﬂevelops 1@§ﬁ=grade fever with myalgia and bone pain, 18 hours
after penicillin treatment for early la.:’_@nt syphilis. Which of the following statements is
incorrect about h dition?
g >

a) Itis tri'é‘lgéred by lipopﬂ;g'ins

b) Penicillin can be used in future

c¢) Fever usually comes down within 8 hours

d) She must be treated with steroids

Answer Key

Question No. Correct Option

1 b
2 b
b

459 Sold by @itachibot



© |0 | N[ | 0| b
O |T || |lT|a

10 c
11 d
12 c
2
13 d Sy
il
14 a
15 a
16 d 9
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D@aﬂ%d Explanations
I -:.:- ¥ s -\.:_ L ':_I_l ._.!
Solution to Question 1: =~ - e
L P
e g N
A painless and indurated ulcer in a.Sex worker is,characteristic of primary syphilis. It is caused by
Treponema pallidum. S fa = 3

¥ — e

£ T

Treponema pallidum Listeria

2
%
2
$
3

Leptospira Helicobacter pylori

Treponema is a corkscrew organism. The coils are very close and regular with around 7 to 8 coils
per diameter of a red blood corpuscle. It contains a flagellum and its graceful movements are
pathognomonic. It rotates along its long axis and appears to screw slowly forwards and
backwards.

Option A: Listeria is a rod-shaped bacterium.
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Option C: Helicobacter pylori is spiral or rod-shaped, Gram-negative bacterium. Itlll has two to
seven unipolar flagella. It is smaller than spirochetes.

Option D: Leptospira is also spiral and highly motile. They can be distinguished from other
spirochetes by their unique question mark hook at the end of the bacterium. It is more tightly
wound than Treponema with 18 or more coils per cell.

Solution to Question 2:

The given clinical scenario of a painless ulcer with indurated margins is suggestive of primary
syphilis. It is Secondary Syphilis that causes non-scarring alopecia that appear, as In'ot'h-eaten
patches if left untreated ",

The incubation period of syphilis is 9-90 days and varies {nversely Wlth the size of the Spirochaete
inoculum. .

Primary chancre: Painless, indurated, button- llke ul(’:er with palnless lymphadenopathy

Secondary syphilis: Roseolar rash is the earl;est’ sign, but 1t'1_s hard to see.in dark-skinned people.
When it fades, it leaves depigmented spots. This is called the necklace of Venus as it commonly
occurs around the neck. Generalized-papular lesipnsalso occur. Sometimes these papules form a
line along the hair margin called €orona Veneris or crown of Venus

In latent syphilis, there are ne: features of- actlve dlsease But serological tests are positive. It can
last up to 20 years.

Tertiary syphilis: Begins with skin fiodules or the characteristic gamma which occurs 3-10 years
after infection. The name arises'from the neerotic center which may turn into a slimy, stringy
mass. o :

i

Solution to Qtiestion 3:

The Dory flop sign is described in an uncircumcised male with an indurated lesion of primary
syphilis on the underside of the coronal sulcus. Here, prepucial retraction causes the foreskin to
flip suddenly. Hence it would only be seen in the middle-aged man with the indurated lesion on
his penis.

The Dory flop sign can help distinguish chancres from other nonindurated causes of genital ulcer
disease, such as Herpes simplex virus infection and chancroid.

It is named after the movement of a dory, a small wooden fishing boat, which flips suddenly when
overturned.

Option A: This young woman has granuloma inguinale, which is a non-indurated lesion.
Option C: This circumcised teenager has herpes genitalis.

Option D: Though this lady has an indurated lesion (chancre), the dory flop sign can be
demonstrated only in uncircumcised males.
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Solution to Question 4:

In this patient, a new-onset rash in the setting of syphilis in his partner and a history of a penile
ulcer are suggestive of secondary syphilis. A non-infectious maculopapular rash is usually the
earliest manifestation.

It usually develops around 8 weeks after initial infection due to generalized treponemal
dissemination. Rashes in secondary syphilis have three common features:
» Non-pruritic

* Coppery red color

» Symmetrically distributed

Cutaneous lesions of secondary syphilis are not infectious as they do not hav 'I-'G'ugh
treponemes. Exceptions are condyloma lata and mucous pat.&hes, which aah ly infectious.

Al W
& &
LD

Solution to Question 5: ;_J -E'_.

Vesiculobullous lesions are not seen se(i?ﬁdary syﬁ'ﬁ"s They arﬁ"?éature of early congenital
syphilis. ;‘1 'E;..

The features of secondary sy@I 1nclude-%¢§alowmg {,ﬂ

» Macular / roseolar rash is the earlies @% LIt fades g hypopigmentation around the neck
called leucoderma syphiliticum Ord]? ace of Ven

* Papular rash involves the %, nd soles
esions wi

« In later stages, numm '{-. x{e}les are seen which resemble psoriasis. Due to the
serous discharge of th@esmns thg{qga are easy to remove.

g'gsr oval patches and coalesce to form the so-called snailBtrack
ulceration is rare.

* Papules on o cosa for

ulcers as sés_n low, althotig
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» Condyloma lata refers to moist, well-demarcated papules and plaques which are seen on the
genitalia. They are highly infectious.

« Syphilitic alopecia or mothBMeaten alopecia as seen below is a form of non-scarring patchy hair
loss.

1
o Sy
W

BT e (e
* Generalized lymphadenopathy is also sqcé“n;."bther systeniie features of secondary syphilis include
panuveitis, periostitis and jeint effusiqﬁh’s__, g'lomerulor}gﬁ_liritis, hepatitis, gastritis, and myocarditis.
s )
The lesions of secondary syphilis resolve spontqhgegusly in a variable time period and are followed
by the stage of latent syphilisiy = L _'-_-.'1
{ L N
|
gl
: ¥ "
Solution to Queslt[bﬁ'i'r& Tl
o | oy

Ollendorf?";'i*obe sign or*Buschke-Ollendorff sign refers to the deep dermal tenderness elicited by
pressing the papular lesions of secondary syphilis with a pinhead.

Option A: Buschke-Lowenstein tumor is another name for giant condyloma acuminatum or
verrucous carcinoma. It is a malignant growth tumor associated with HPV infection. It is not a
clinical sign.

Option B: Gorlin’s sign is the ability to touch the tip of the nose with the tip of the tongue as seen
below. It is seen in patients with Ehler-Danlos syndrome.
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. ’ . s i !":.-'. = ".;“:.- . .:l-h .
Option C: Love's sign refers to the exact loc h-iqiﬁbn of tenderriess using a pinhead in a glomus
C :

tumor. -._Eh" {._'H. 1...;'},_ .
A _ : o
G :-:,}ﬁ ?}
W& a8 &
Solution to Question 7: ! e s
Q I_II'-— % l:_'._ _hl..-.-l"-

The image above along with positi_ve.§_lé“‘fz)logy for éﬁbl"l:ﬂ'is suggests a diagnosis of anogenital warts
or condylomata. It is seen in tlr_lg;;sfage of seco&d_a‘ry syphilis.
h,

Syphilis is caused by Trepenema pallidu '.-.I_t'."is usually acquired through sexual contact and
co-exists with other sex,:lu.é'ﬂy transm_i;xt@ iseases except for congenital syphilis.

Primary syphilis _glq;_lim?l'bnly presglﬁ's'as a papule on external genitalia that rapidly ulcerates to
form a primal;;{:l:bh ncre. "

Secondary""'syphilis is the'stage when generalized manifestations of syphilis appear on the skin and
mucous membranes. Serological tests in immunocompetent patients are always positive.

Tertiary syphilis commonly presents as superficial or nodular punched out ulcers or
gummas(granulomas appearing as cutaneous plaques or nodules with central ulceration)

Late syphilis is the stage when there are no clinical stigmata of active disease but serological
testing for the disease is positive

Clinical features:

» Primary genital sores appear 3 weeks after exposure

* Enlarged inguinal lymph nodes are palpable 5 weeks after exposure
e Macular rash appears 8 weeks after exposure

» Condylomata appears 6 months after exposure

Serological testing is done using a standard non-treponemal antibody test (VDRL, RPR) and a
specific treponemal antibody test(TPHA, FTA-ABS).
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Microscopically, Treponema pallidum is identified with a characteristic wave-like appearance on
darkfield microscopy.

Parenteral penicillin G is the drug of choice for all stages of syphilis.

If the patient has a history of drug allergies, it is advisable to keep the patient under observation
for 15 to 20 mins after injection. An emergency kit for the management of anaphylaxis should
always be available.

Treatment of recent sexual contacts is recommended.

Solution to Question 8: 1
I B,
The given clinical scenario is suggestive of secondary syphilis. The absence of chancre is
suggestive of a rare form of syphilis called syphilis d' emb@ where syplu-'hs is transmitted through

blood transfusion. W i &

In this condition, there are no primary lesions dindthe disease- a-if‘“ectly presei"l‘t.s in the secondary
stage. It is treated as per usual guldehnes xmfh benzathlne pemcﬂhn G 2: -4 mega units IM single

dose or 2 doses on days 1 and 8. e o W
"-\. b 'l‘\.

Option A: Sexual contact would p.__re‘s.erhl% initially Wfth a chancrq aﬁhe primary site of contact.

Option C and D: Endemic trepo"nemal 1nfec,t10‘ns such as yfa-ws can be transmitted by direct
skin-to-skin contact. It causés skin and-..bone deformitiés. Painless, indurated ulcers are seen,

which are common over the legs and an-kles Wy
il 1%
W ol
-II_"*— N
Solution to Question QQ > w{“-t

Pseudochancre, nedux is seen 1n_ tertlary syphilis and is not infectious.

It must not__-be confused wi’th chancre redux.

Tertiary syphilis Primary syphilis

Gummatous lesion at the site | Recurring chancre at the sam
of a previously healed chanc | e site in the first 2 years. Also

re calledrelapsing syphilis
No lymphadenopathy Painless lymphadenopathy
Not infectious Highly infectious

Solution to Question 10:

A positive VDRL test with the above rash indicates secondary syphilis in this woman. Syphilitic
rhinitis, generally described as ‘snuffles’, is often the earliest and most frequent sign of early
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congenital syphilis.

It manifests as a profuse, serous, nasal discharge that contains a high concentration of Treponema
pallidum. In later stages, saddle nose may occur due to bone and cartilage destruction in the nose.

‘“w-:‘lha"- O B
Congenital syphilis occurs dua\(ftransplacenta]}:;f)read fromah-infected mother or through
intrapartum spread throu%@a ernal gegi}té‘l- sions. The(Fisk is highest during primary and

secondary stages of the disease. If left ated, it cq.?gad to fetal death or congenital syphilis in
a live birth. &

: . 53 '? :
Congenital syphilis can pres ly or late_l;{;he early disease presents &lt; 2 years and late
disease presents &gt; 3 yea{E_n b

¢ B

o oy

Solution to %é‘sl'hon 11: “'-"-.T
Elevated RPR titer of the cord blood is indicative of congenital syphilis in the infant. Seventh
nerve palsy is not a feature of congenital syphilis. It is associated with 8th nerve deafness, along
with tinnitus and vertigo. It is a part of Hutchinson's triad which includes the following:

« Interstitial keratitis
* Eighth nerve deafness
* Hutchinson's teeth

One of the features of congenital syphilis is periostitis of the skull which results in parrot's nodes
or hot-cross bun appearance.

Most newborns with congenital syphilis are asymptomatic at birth. However, a vesiculobullous
rash called syphilitic pemphigus may be present at delivery. After 2 weeks, a maculopapular rash
is more common. Clinical signs usually appear between weeks 3 to 8 of life, usually within 3
months.
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Solution to Question 12:

The X-ray shows Wimberger's sign, which is the localized bilateral metaphyseal destruction of the
medial proximal tibia. It is seen in early congenital syphilis.

n
"_'H" s P

Option A: Clutton's joints refer“to palnless symmetrlcal swelhng of the knees. It is seen in late

congenital syphilis. ey o L L.
Option B: Higoumenaki's sign is the umlateral enlargement of the sternal end of the clavicle, seen
in late congenital syphilis. % &

"

Option D: Wimberger ringsign refers to.a c1rcular calcification surrounding the osteoporotic
epiphyseal center of osgifieation in scutyy, which may result from bleeding.

5 5 . ' i
J b Subperiosteal Hemorrage

Scorbutic Zone
(Trimmerfeld's zone)

Dense Zone of
Provisional Calcification
(White line of Frankel)

Ring Epiphysis
{(Wimberger's ring)

Solution to Question 13:
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Anti-treponemal IgG is not useful for the initial diagnosis of congenital syphilis. The given image
shows Hutchinson's teeth, which is a deformity of the upper, central incisor teeth with a notched
or pegged appearance. It is a presentation of late congenital syphilis.

The following investigations must be done in children born to seropositive mothers with no
documented treatment at least 4 weeks before delivery.

» Examination for stigmata of congenital syphilis

» XHray of long bones for evidence of periostitis

* CSF examination (VDRL test) to rule out neurosyphilis

* DarkBfield microscopy and/or PCR from exudates of suspicious lesions or fluids.

* Serology - Total serum treponemal antibody titer that is &gt; 4 times the moﬁlgrj’ﬁ),‘- ‘or if specific
e ]

IgM treponemal antibody tests are positive. W

I::rl-"l. ‘;"'::q;r.-

-y ~
'-,.ﬁ,_:':ﬁ.-" _H.I_H_' e
& .
Solution to Question 14: ' . 0
i L 5 e
o5 Cmy e

This clinical scenario of an indurated, paﬁ{less ulcer is1§u_§gestive of a,g}-_‘éxtragenital syphilitic
chancre. They can occur over finger%'l‘lﬁnds, and tl,z_lé_aral cavity. ?.."-?"“'

The incubation period of syphil,j_s.'his 9-90 day;#The primary OhJ!incre is a painless, indurated,
]

button-like ulcer, as seen bd;a:k with pain‘__'" ymphadenopathy.

Option B: Chancroid or soft chancre presents with single or multiple painful ulcers.

Option C: Lymphogranuloma venereum presents with transient painful or painless ulcers later
followed by painful lymphadenopathy.

Option D: Donovanosis presents with a beefy red, non-indurated painless ulcer that bleeds easily.
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Solution to Question 15:
This clinical scenario of infertility and the finding of perihepatic adhesions on laparoscopy is
characteristic of Fitz-Hugh-Curtis syndrome. It is not associated with syphilis.
It refers to perihepatitis that occurs as a complication of PID, due to:
* Gonorrhea
* Chlamydia
* Mixed infections

 Genital tuberculosis.

It results in fever, right upper quadrant pain, and tenderness mimicking acute-..chqqgcystitis.
Fibrinous violin string adhesions can be seen on laparoscopy. It is also associﬁ_‘t_'é'ﬂ with extensive
tubal scarring and adhesions. d"-.. .,,'_':.j-

LA

t.. A

& @

Solution to Question 16:

A febrile reaction occurring within 24 hours of penicillin therapy for syphilis is suggestive of
Jarisch-Herxheimer's reaction. Corticosteroids are only indicated in pregnant women and patients
with neurosyphilis in whom the reaction can be more serious and lifeMthreatening sequelae.

Jarisch—Herxheimer reaction is self-limiting and is due to lipoprotein release from the dying
treponemes, which trigger cytokine release.

The patient presents with flu-like symptoms and exacerbation of skin lesions. Fever rarely lasts
more than 8 hours. Symptoms may be controlled by antipyretics. It is not a contraindication for
penicillin use in the future.

Penicillin allergy is a contraindication for further use. JH reactions must be differentiated from
penicillin allergy. Allergic reactions can be early or late as follows:

* Early type- anaphylaxis within 1 hour of the first dose.
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* Late type- rash after several doses of penicillin
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Non Syphilitic Sexually Transmitted Diseases

Question 1:

The microscopic examination of a sample obtained from a genital ulcer is shown below. What
is the likely diagnosis?

;‘.

a) Granuloma inguinale ‘::;-,

b) Gonorrhoea ﬁ{? ™,
c¢) Chancroid ‘_'5::] -.,::,.,

d) Lymphhg anuloma VeﬂléI:?lm

Question 2:

A 30-year-old man presents with the following painless and foul-smelling ulcer. On
examination, there is no lymphadenopathy. What is the causative organism?
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a) Treponema pallidum -u._:"-u.,.';"-'l' _.::__ : _:-.__1-
b) Hemophilus ducreyi -._':-_ {n"“- -.'_"K
. o e ) -.‘_'_"u.-"
c) Herpes simplex virus - 2 Oy k4 N
. L
d) Klebsiella granulomatis 5} M_h-::‘ o ~
Lj N h_'._'\- .iln._-
: I‘\u-\. l.:\. ]
» "-.,H_'-.
W .
Question 3: e %
b e el

¥ L
A middle-aged man preseqf,é\with age 'E?ﬂhulcer, as shown below. Microscopy of a sample
from the lesion shovy&rﬁovan bg(&i'_e}. hich of the following is false about this disease?
4,

a) Primary ulcer heals without scarring
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b) It has an incubation period of 8 to 80 days
c) It has the potential for malignant transformation

d) Caused by Calymmatobacterium granulomatis

Question 4:

A 35-year old man with a history of high-risk sexual behavior presents with the following
painless penile ulcer. It bleeds on touch and there are no enlarged lymph nodes. What initial
treatment will you prescribe for him? @,

- L
_l:._:-._‘.l

W
a) Azithromygaiqg daily for f_;l_'days
b) Azithromycin 500 mg-daily for 3 weeks
c) Doxycycline 100 mg BD for 5 days
d) Doxycycline 100 mg BD for 2 weeks

Question 5:

Which of the following presents with pseudobubo?

a) Lymphogranuloma venerum
b) Syphilis
¢) Donovanosis

d) Chancroid
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Question 6:

A patient with vaginal discharge has the following finding on examination. What is the
diagnosis?

" Iq.rl
et o .
a) Gonococcal cervicitis -_II":' ""-,t:'{h : {.'-?"'
b) Trichomoniasis _ 'E-L -..;:5_'2-
e |
c) Chlamydial cervicitis - 2 «'.'ll?
d) Granuloma inguinale {L b
W -4
SO
- &

O
":"-.{':

As a PHC medical officer, you see a 25-year-old man, who has come with painful lesions as
shown below. On further probing, he tells you that he had vesicles on his penis 2 days back
and that he is allergic to penicillin. On examination, he has bilateral tender
lymphadenopathy. Which kit will you use to treat him?

Question 7:5::11.'1_
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a) Green kit
b) Red kit
c) Blue kit
d) White kit

Question 8: i—#‘:'? e
o o
While being counseled fo;;ﬁ}*sexually t[‘zeg:mﬁ;iltted infection, a man is informed that his

asymptomatic partn M& s not ne e treated. Which of the following kits will he be
treated with? -..:'I-
O

a) Grey ki"f::"- -1'.'|,.
b) Blue kit

c) Red kit

d) Black kit

Question 9:

A 28-year-old male presents with painful deep ulcers on his penis as shown below. He also
has painful unilateral lymphadenopathy. What is the diagnosis?
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a) Chancroid
P

1
s i s
b) Herpes genitalis | {n"“- -.'_"K
L ] | 'l-\.‘l .':'H'-I.
¢) Lymphogranuloma venerum Y k5 "
. s
d) Granuloma inguinale P 5} M_h-::‘ ) o a
l\.j N ":_'._"- -\.".--
: I‘\u-\. |
-] '-.,'H_'._
W
Question 10: T &
b e el

N . Nh
A young man presents mt&}he follo H'balnful, soft ulcer, 4 days after unprotected sexual
intercourse. Which (&F@follom%@}l you choose as initial treatment for this patient?
4,

a) Ceftriaxone 500 mg IM stat
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b) Ciprofloxacin 500 mg BD for 4 days
c¢) Erythromycin 500 mg QID for 7 days
d) Azithromycin 1g oral stat

Question 11:

A 40-year-old man develops thick yellowish discharge from his urethra 2 weeks after an
unprotected sexual encounter. Which of the following is the recommended diagnostic test?

a) Culture and sensitivity N
b) Nucleic acid amplification test ~ ¢ 2
c) Enzyme Linked Immunosorbent Assay W ,"-: 3 L
d) Microscopy showing inclusion bodies : :'-- e o~ \
&0 i .
Question 12: N -_h_q._-,. 1 .;'ﬁ'% :_‘. "

A 29-year-old primigravida is di'agriosed vyit-h ehlamydial-eervicitis. What is the drug of
choice? g o ™ S

a) Doxycycline . P
™ ]
b) Ceftriaxone h -: .
-"h L
c) Azithromycin o el
. o

d) Amoxicillin .} A

i '-:-]_ =, Nt

o, k

'H. 5 1

Question 13:

A 20-year-old man presents with burning pain on passing urine. He reluctantly admits that
he had unprotected sexual intercourse 3 days ago. The following examination findings are
seen. Which of the following is the likely causative organism?
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a) Chlamydia trachomatis ""'-..H':b LJI::' ¢
b) Mycoplasma genitalium @ ‘:r_':,. _{;u.:"n
c¢) Trichomonas vaginalis '-.,':',_“3. ;'li{-D g %{'\
d) Neisseria gonorrhoeae ""-..l_ : ‘\li} 4‘—_:"-"
= SO SN
tl' %'E'.-
. -l
Question 14: e H‘,:Iu.,?_"_.
o =

L
A 30-year-old IV drug abqﬁ_érr with hig]}g{r;ae fever and chills is found to have a new-onset
murmur. Blood cultlirgeﬁpositive fe,f-m isseria gonorrhoeae. Which of the following
statements is fals ut this ¢ Jdr-.i'fion?
& o N

a) It occurs.as a result oﬁ&,}rect spread by ascending infections

b) Classic presentation is with a dermatitis—arthritis syndrome

c¢) Skin lesions are small, tender and maculopapular

d) Systemic lupus erythematosus and HIV infection are risk factors
Question 15:

A 27-year-old commercial sex worker comes to the OPD with the following finding. What is
the causative organism?
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3%
a) Chlamydia trachomatis L1-L3 h;..__'??-L I;:'_'|."::'I;:,IL El} '

b) Haemophilus ducreyi @R {.’,:'h.t:l {(:,'.Er
c¢) Chlamydia trachomatis D-K 1-.;3,“1"1. Eﬁ'D' L.E;::h
d) Klebsiella granulomatis %, "-.,."'::' e
SR e
| T al
Question 16: e 1..1'2“
>N 2

A 30-year-old thin-built rn@ﬁpresents_\_/\nighurethritis. Gram-staining of the purulent
discharge is seen in 't\}ﬁ?";allowing {1&,@\3 What is the treatment of choice for this infection?

a) Ceftriaxone 250 mg IM + Azithromycin 1g PO stat
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b) Ceftriaxone 500 mg IM in a single dose
c) Ceftriaxone 500 mg IM + Doxycycline 100 mg BD for 7 days
d) Azithromycin 1g PO stat + Doxycycline 100 mg BD for 7 days

Question 17:

A man is referred to the STI clinic with the following painful finding. He gives a history of a
small painless ulcer on his penis 5 weeks ago, which resolved on its own. What is the likely

. . )
diagnosis” @
a7
W

a) Chancroid 8

o
b) Syphili"s’::"- a!.f}

¢) Lymphogranuloma venerum

d) Granuloma inguinale

Question 18:

A woman brings her 50-year-old mother to a PHC with disfiguration of her genitalia as shown
below. She says that it has been present for many years but her mother had refused to seek
treatment. The PHC medical officer decides to refer the lady to a venereologist. What is the
diagnosis?
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|
a) Lymphogranuloma venerum .,,{;._"E:" :jl:::l e
b) Chancroid @ ..,:"?" .1::_"?"
¢) Granuloma inguinale ‘-..:1_,“1 !'.'u{'D I E{I‘
d) Syphilis ‘“{:“-‘ 5 o
.'__J'i:' 1:,'._1"-:"" IE."::""
O 2
. & )
Question 19: s H_-1,:-7;'_‘.-
e &

A 50-year-old man was re.ﬂj;red toa ugﬂ}@st for the following finding. Which of the
following would not@@caused thi.é-é"'
o AN

S

a) Donovanosis
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b) Lymphogranuloma venereum
¢) Gonococcal urethritis

d) Penile tuberculosis

Question 20:

Which of the following is not a feature of the Amsel criteria?

a) Homogenous thin greyish discharge

b) Vaginal pH less than 4.5 F:{j'.:::.
il

c) Amine odour after adding 10% KOH C-T"‘- -.,,_':-f.- -

d) Epithelial cells studded with coccobacilli B I::.:I___

Question No. Correct Option

1 a

2 d

3 a

4 b

_‘_.1-: 5 c
K 6 0
7 b

8 c

9 a

10 d

11 b

12 c

13 d

14 a

15 a

16 c

17 c

18 a

19 a
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20 b

Detailed Explanations

Solution to Question 1:

The given image shows Donovan bodies, which points to a diagnosis of granuloma inguinale.

Donovan bodies refer to the Gram-negative rod-shaped or oval organisms that show bipolar
staining or safetyMpin appearance, present intracellularly in the cytoplasm of lal%@mnonuclear

cells.
Option B: Neisseria gonorrhoeae appears on microscopy amlneggﬁ@jntracellular
diplococci within phagocytes as seen below. ) O

Option C: Microscopy of chancroid lesions shows H. ducreyi in a sheet-like or school of fish
railroad pattern as seen below.
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'-,.ﬁ\,_'\l. _H.uq__

Option D: In LGV, an increased number of pdxrhbrphonuclaar.'l'eukocytes a1:.e1noted on

microscopy. _-h ,._-x_':' & -
“~“T';"L _ | ';.I'q{.- 3'::-{1
O et
Solution to Question 2:  _ i ey iy
= e @

The clinical picture of a painless, be(;'_fy'"“rléd foul- si'ne'ﬂ.hig ulcer with no lymphadenopathy points
to a diagnosis of granuloma in Hma'le It is caused by Calymmatobacterium granulomatis also
known as Klebsiella granulcqil‘atls P

W

The incubation perlod.v]uhes from 8- &qldays the average being 50 days.
Four types of leslgg:_s lthve been Q'esCrlbed in this condition:

. Ulcerogra\Elul'@matous - t-.'ziommon type with painless beefy red ulcers. They are also
highly vaséular and bleed-on touch.

» Hypertrophic - usually with a raised irregular edge
* Necrotic - offensive smelling ulcer that causes tissue destruction
* Sclerotic or cicatricial - with fibrous or scar tissue

Primary lesions can occur on genital and extragenital sites. Untreated genital ulcers are followed
by genital disfigurement and have the potential for malignant change.

Solution to Question 3:

Donovan bodies are characteristic of donovanosis or granuloma inguinale. The primary ulcer, if
left untreated, heals spontaneously with scarring or persists and spreads.

Granuloma inguinale is a sexually transmitted infection caused by Calymmatobacterium
granulomatis / Klebsiella granulomatis. The incubation period varies from 8-80 days, the average
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being 50 days.
Four types of lesions have been described in this condition:

¢ Ulcerogranulomatous - most common type with painless beefy red ulcers. They are also highly
vascular and bleed on touch.

» Hypertrophic - usually with a raised irregular edge
* Necrotic - offensive smelling ulcer that causes tissue destruction
* Sclerotic or cicatricial - with fibrous or scar tissue

Primary lesions can occur on genital and extragenital sites. Untreated genital ulcers are followed
by genital disfigurement and have the potential for malignant change.

2"
2L
il

Beefy red granuloma

II..\'\'
-"\‘l .

Iﬂ._ . I::'i._
Solution to Question 4: “4
This man with a painless, vascular ulcer and no lymphadenopathy has granuloma inguinale. The
first-line treatment is azithromycin 1 g orally once weekly or 500 mg daily for 3 weeks.

In this condition, prolonged antibiotic therapy is required. Antibiotics must be given for 3-6 weeks
and until the ulcer has completely healed. The second-line drugs are as follows:

* Doxycycline 100 mg orally BD
 Erythromycin base 500 mg orally QID

* Trimethoprim-sulfamethoxazole 160 mg/800 mg orally BD

Solution to Question 5:

Pseudobubo is a feature of donovanosis.
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It refers to granulomatous lesions that may extend into subcutaneous tissue and mimic
lymphadenopathy. The presence of these lesions both above and below the inguinal ligament
results in a pseudo-groove sign, similar to the groove sign of Greenblatt seen in lymphogranuloma
venereum.

Solution to Question 6:

The given image shows colpitis macularis or strawberry cervix, which is a characteristic finding of
trichomoniasis. It results from microscopic, punctate hemorrhages of the cervix.

It is caused by Trichomonas vaginalis and is one of the most common causes of yaginal discharge.
It is transmitted by sexual intercourse, with an incubation period of 4—21 days:

In females, it characteristically causes a copious, frothy, ypl‘low-green disc'laérge with pH &gt; 4.5,
along with vaginal soreness and urinary frequency. Males can be asymptomatlc or develop
non-specific urethritis. -

Diagnosis in females is usually easily conﬁrméd'l;y the presehée of motile ,organisms on a wet
film. Culture in Feinberg—Whittington medlhm is the most reliable method but is not routinely

done. N .."' 3
'.'-

Standard treatment is metronldazole 2g PO single'dose. Regardless of treatment given, patients
should avoid sexual contact for 7 days since the last antibiotic'dose.

Solution to Question 7: %'

.H:_ o o
The clinical picture ofimultiple, grouped painful ulcers with tender lymphadenopathy in this
patient points to a,diagnosis of herpes genitalis infection by HSV-2. It is treated with a red kit.

The red klt orKit 5 is meantfor genital ulcer disease - herpetic. It contains acyclovir 400 mg
tablets to be'taken TDS for 7 days.

Chancroid is a close differential diagnosis, which presents with multiple, soft painful ulcers and
unilateral tender lymphadenopathy. However, vesicles are not seen in chancroid and the ulcers
are deeper with ragged undermined edges.

History of drug allergy to penicillin is relevant only when the patient presents with the primary
chancre of syphilis. In such a case, they would need to be treated with a blue kit instead of a white
kit.

Solution to Question 8:

The red kit is used for the treatment of herpetic genital ulcer disease, in which treatment of
asymptomatic partners is not required.

Option A: Grey kit used in men for urethral discharge and scrotal swelling requires all recent
partners to be treated. But, when used for cervical discharge in women, only symptomatic male
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partners need to be treated.

Option B: Blue kit is used for non-herpetic genital ulcer disease when the patient is allergic to
penicillin. All partners in the last 3 months must be treated.

Option D: Black kit is used for inguinal buboes. All partners in the last 3 weeks must be treated.

Solution to Question 9:

This patient with painful, deep ulcers with tender lymphadenopathy has chancroid. It is caused by
Haemophilus ducreyi.

The incubation period is 3-10 days. The primary lesion begins as a painful pap.illeﬁthat undergoes
central necrosis to form painful, non-indurated ulcers w1th~u_nderm1ned edges Kissing ulcers due
to autoinoculation may also be present. s .

It is associated with painful lymphadenopathy, which later progresses to form suppurating buboes
and sinuses. ey . ™y

Option B: HSV-2 infection presents with multiple vesicles, which develop'into shallow ulcers,

along with painful lymphadenopathy ' Y

-

Option C: LGV presents with a pamless or pa1nful ulcer later followed by painful
lymphadenopathy. The incubation per1odl_ is*3%30 days. =,

Option D: Granuloma inguiri'ale or do_n_o:va'nosis presefl’.c's with a painless papule that forms a beefy
red ulcer with no lymphadenopathy:<The incubation period is 8-80 days (average 50 days).
Y LY

Solution to Question 10! i, L
This clinical seénario is suggestwe of chancroid. First-line treatment is azithromycin 1g orally as a
single dose,or ceftriaxone ;_250 mg IM as a single dose.

The second-line options for chancroid are as follows:

Ciprofloxacin 500 mg orally twice a day for 3 days (OR)

Erythromycin base 500 mg orally four times a day for 7 days

Solution to Question 11:

Chlamydial urethritis is the likely diagnosis in this patient as it has an incubation period of 1-3
weeks. Nucleic acid amplification test (NAAT) is the only diagnostic test recommended for
detecting Chlamydia.

The samples used are:
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» Men - first void urine
* Women - vaginal or endocervical swabs

NAAT can only detect Chlamydia species, but cannot differentiate between LGV and non-LGV
types. Genotyping of ChlamydiaMpositive samples is needed to specifically diagnose LGV
infection.

Serology, cell culture, and microscopy have no role in routine screening or diagnosis.

Solution to Question 12:
A single dose of azithromycin 1g is the drug of choice in pregnant women with:'un?:omplicated
chlamydial infection. ¥

= e

The drug of choice for chlamydia infection in adults and adolescents is"doxycycline 100 mg orally
BD for 7 days. It is contraindicated in pregnancy Y

Alternative regimens are: s &, A
« Azithromycin 1g orally, single dose . A 5 X L
« Levofloxacin 500mg OD for 7 daifs" 5. et For,
Azithromyein is preferred due-te'its greater effectiveness and lower cost.

Option A: Doxycycline is contralndlcated il pregnancy as it causes depression of bone growth and
enamel hypoplasia in the fetus. ; '

Y LY
Option B: Ceftriaxone is usedforthe treatment of gonococcal infections.

Option D: Amoxicillin is ufée'd as an alternative regimen as it is less effective.

! B
i

Solution to Question 13:.*
The symptoms of this patient occurring 3 days after unprotected sex point to urethritis caused by
Neisseria gonorrhoeae, as its incubation period is 1-5 days.

The most common presentation of gonococcal infection in men is acute urethritis with dysuria
and profuse purulent discharge. Pharyngeal and rectal infections can also occur depending on the
type of sexual contact.

The primary site of infection in women is the cervix but the urethra, rectum, and pharynx may be
involved. Symptoms include excessive vaginal discharge, dysuria, deep dyspareunia, postcoital
and intermenstrual bleeding.

The most common cause of non-gonococcal urethritis (NGU) is Chlamydia, which has an
incubation period of 1-3 weeks. It usually presents with dysuria alone, but mucopurulent
discharge can occur. Other causes of NGU are Mycoplasma genitalium and Trichomonas
vaginalis.
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Solution to Question 14:

This clinical scenario of a patient with a positive blood culture is suggestive of disseminated
gonococcal infection, which is due to hematogenous spread.

It is seen in 0.5—-3% of patients. Risk factors include:
* Female sex

* Men who have sex with men

* Pregnancy

* Menstruation

 Systemic lupus erythematosus 21
y p ryt a-:"‘-:-'l

» Complement deficiency % o,

« Intravenous drug use . '-.,:-_-I{:' -.:':"

L
"-."'3'

"
* HIV infection ,i":'" -

h be's
The classic presentation is dermatitis—art m?gf;ldrome w:iﬁi;)mild fever. The skin lesions are
small, tender, and initially maculopapular. Later a cen_'tlﬁa}-.vesicle or Q.llgl_'s"t le appears and is
followed by hemorrhage and necrqij%.ﬂlhese lesipn.;s.@e common%z.,'_%een near affected joints.
: |4 B

Disseminated gonococcal infection

Disseminated gonococcal infection showing a
pustule surrounded with erythema.

Joint or tendon pain is the most common accompanying feature. Tenosynovitis often affects the
hands and fingers. 1/3rd of the patients may proceed to suppurative arthritis, most commonly of
the knee.

Other manifestations like endocarditis, pericarditis, osteomyelitis, and meningitis are extremely
rare.

Solution to Question 15:
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This image shows the pathognomonic groove sign of Greenblatt, which is suggestive of
lymphogranuloma venereum. It is caused by Chlamydia trachomatis serovars L1-L3.

Groove sign is seen in B of the cases. It refers to the depression between the enlarged femoral and
inguinal lymph nodes on either side of the inguinal ligament.

Option B: H. ducreyi causes chancroid.
Option C: C. trachomatis D-K causes non-gonococcal urethritis.

Option D: K. granulomatis causes granuloma inguinale.

Solution to Question 16: -

-

This clinical scenario along with the microscopic flndlngsl__ﬂqf Gramlnegatlve intracellular
diplococci indicates infection with Neisseria gonorrho.eae As it has notibeen confirmed by NAAT
testing, this patient must also be treated for concurrent chlamydlal 1nfect10n

Single-agent therapy with ceftriaxone is prefel‘ré&' for the treatment of gonocoécal infections.
According to CDC guidelines (2021), treatment of uncomplicated gonopoccal infections is as
follows: o ™ ot

» Weight &lt;150 kg — Ceftriaxoné:500 mg 1ntramuscular (IM) in a smgle dose

» Weight >150 kg — CeftrlaxQIn.e 1 g IM ina single dose .

The doses of ceftriaxone are higher than"the previgus‘guidelines as the gonococcal minimum
inhibitory concentrations (MICs) are rlslng worldwide. The British BASHH guidelines also
recommend a high dose of 1g« ™

Concurrent chlamydial 11_tfect10n must also be treated unless it has been excluded by molecular
testing. First-line drug,administered '+

* Oral doxycychne 100 mg BD for 7 days

Partner treﬁ‘tment is alse rl_equlred

Solution to Question 17:

The image shows bilateral painful masses of lymph nodes called buboes, that occurred in this
patient following a painless genital ulcer. This is typically seen in lymphogranuloma venereum.

The incubation period of this condition is 3-30 days. It occurs in three stages.

Primary stage: Begins with painless papules or ulcers at the site of inoculation, which may go
unnoticed. The classical ulcer is single, shallow, non-indurated, and may be painful or painless.
The common site is the coronal sulcus in men and the posterior vaginal wall in women. It heals
without scarring.

Secondary stage: Develops 2-6 weeks later and presents as tender femoral and/ or inguinal
lymphadenopathy. The nodes may coalesce to form buboes or abscesses, which later rupture to
form fistulae and sinus tracts.
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Tertiary stage: Occurs several years later and is characterized by lymphatic obstruction and
disfiguring conditions such as elephantiasis and esthiomene.

Option A: Chancroid presents with multiple painful ulcers with painful lymphadenopathy. The
incubation period 3-10 days.

Option B: Syphilis presents with painless indurated ulcers with painless lymphadenopathy. The
incubation period is 9-90 days.

Option D: Granuloma inguinale presents as a painless beefy red ulcer with no lymphadenopathy.
The incubation period is 8-80 days (average 50 days).

. - h h-.IE:.:. .
Solution to Question 18: -:.":"

The given image shows esthiomene, a feature of lymph%ﬁl'-uloma Veqﬂf'é!um

In the tertiary stage of LGV, there is lymphatic obﬁl"ltfii?cﬁhon due e-.{:l:romc inflammation and
fibrosis. This results in genital lymphoedema flammati ﬁ'wvhlch cause_g:-u}ceratlon and
chronic granulomatous fibrosis, resulting-lnl-, 1omene in 'v_ﬂomen and elgﬁhantlasm in men.

hiomene of Lvmphoaranuloma

Vulval elephantiasis involving both of the labia majora

Solution to Question 19:

The deformity shown in the above image depicts a penis that is twisted along its long axis, which
is called saxophone penis. It is a late complication of lymphogranuloma venereum, penile
tuberculosis, and primary lymphedema. It does not occur in donovanosis.

It occurs as a complication of long-standing inflammation, which causes fibrosis of lymphatics
and connective tissue. The dorsal surface of the penis has a poor blood supply compared to the
ventral surface and undergoes more fibrosis. This leads to a dorsal bend of the penis.

Gonococcal urethritis can lead to periurethral abscesses, which result in urethral strictures. In
males, this may cause a saxophone penis deformity.
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Solution to Question 20:

Acidic pH is not a feature of the Amsel criteria, which are used for the diagnosis of bacterial

vaginosis.

3 out of 4 of the following criteria are needed for a positive diagnosis:

* Homogeneous, thin, grayish-white discharge that smoothly coats the vaginal walls.

* Vaginal pH &gt; 4.5.

* Positive whiff-amine test - Fishy odor when a drop of 10% KOH is added to \_f'.agin_él'l discharge.

=
* Clue cells on saline wet mount: Vaginal epithelial cells studded with adhereff coccobacilli at the

edge of the cell.

'y "\.\_I:l-_"!‘.

—
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Bacterial vaginosis is caused by a reduction in lactobacilli, and an increase in anaerobic organisms

such as Gardnerella vaginalis, Mycoplasma hominis and Prevotella species.

Nugent scoring system is highly sensitive and is considered the gold standard for bacterial
vaginosis. It is calculated using Gram-stained smear findings and observing the number of
lactobacilli and morphology of anaerobes. High scores of 7—10 indicate bacterial vaginosis.
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Genodermatoses & Nutritional Disorders

Question 1:

Which of the following is a genodermal disease that can cause skin malignancies due to
defective DNA repair?

a) Neurofibromatosis

b) Actinic keratosis ""'-.."_-'E 1
¢) Xeroderma pigmentosa &
, e 2
d) Tuberous sclerosis - KN
i iyt
B 3 &
H . I";-._. I:._:I "X
Question 2: ":,“:""' Lo e
N oo N

o
Which of the following statemen’fi is,h'ﬁ'éorrect reglirta]ng the gi@&ondition?
" LI

a) Fundus fluorescein angiography shows avascular peripheral retina
b) X-linked recessive inheritance
c) Miscarriage of affected male conceptuses

d) Cone-shaped teeth

Question 3:
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An anxious mother from rural India brings her 2-year-old boy with complaints of
uncontrolled jerking of the left side of his body. She says that he has had the 'devil’s stain’
over the right side of his face since birth. She claims that the stain has been becoming larger
and darker depicting the 'devil's strength increasing over time'. What is the most likely
diagnosis?

a) Neurofibromatosis
b) Vein of Galen malformation
c) Hemangioma

d) Sturge-Weber syndrome o

1
ol T =

Question 4: WY
LY = ."-\.

Which of the following cutaneous disorders is _:n_of-aésociategi with a nucle@tjde excision repair
defect? e Ly E

|- i o, o

a) Xeroderma pigmentosum P - L ,;--h' e N
b) Cockayne syndrome el L )

= " h-- ! .:1..
c) Trichothiodystrophy =™ = 2
d) Muir-Torre syndrome _h_'_"' . 4 Y

N &
'\1_\'\' . e
. ‘-_." !
Question 5: ;1‘:' ‘x

L =

The given CT_ﬁn_(_i:Liflg-_is assochte& with which of the following genodermal disorders?

5 5
,
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a) Von- Hippel- Lindau syndrome
b) Sturge Weber syndrome
c¢) Tuberous sclerosis

d) Ataxia telangiectasia

Question 6:

A 17-year-old boy presented with the following skin finding. On inquiry, he also tells you that
his father has similar complaints. What is the likely diagnosis? H':jlzf 1
Z

a) Tuberous sgté;gsis o

o
b) Neuroﬁbramatosis "‘I"'-.

c) Cowden syndrome

d) Gardner syndrome

Question 7:

Button-hole sign can be seen in which of the following disorders?

a) Discoid lupus erythematosus
b) Von Recklinghausen's disease
¢) Tuberous sclerosis

d) Xeroderma pigmentosum
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Question 8:

A male patient comes with complaints of dry skin over his legs appearing as shown below. On
examination, hyperlinear palms are noted. What is the likely diagnosis?

_
a) Psoriasis L_'J& 'I::::fj EF"'{:I
b) X-linked recessive ichthyosis 'E..-;:r ‘-{:}E‘
¢) Nummular eczema ..,.:{EE? q'-:'-:-'
< o

d) Ichthyosis vulgaris
{;& B
AN

Question 9:{;:"3'-{} G‘-}

A male child with cryptorchidism presents with large dirty brown scales on body flexures.
Workup revealed steroid sulfatase deficiency. What is the probable diagnosis?

a) Ichthyosis vulgaris

b) Lamellar ichthyosis

c¢) X-linked recessive ichthyosis

d) Non - bullous ichthyosiform erythroderma

Question 10:
A child was born with membranes around the body and had ectropion and eclabium. He is

brought to the OPD with lesions covering his face, trunk, and extremities. Which of the
following is an unlikely diagnosis?
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oY
a) Ichthyosis vulgaris .,,":;._'??'L LJ::J{""' .H.',_'t""
b) Lamellar ichthyosis @ ‘:-.’_:"-. __11.:":""
c) Bathing suit ichthyosis 1._":.’_‘-3,. ;‘u{"D - E{_‘ﬁ.
d) Harlequin ichthyosis ""-.,_':E’ '».,.'LJ L.I"""
£ A 40
_ Tl
Question 11: e H‘,:Iu.,?_"_.

o &
Identify the incorrect stat.g_l_';ent regar@??his condition.
b ] oy

a) X-linked recessive inheritance

b) May progress to lamellar icthyosis
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¢) May progress to bathing suit icthyosis
d) Peels off within 4 weeks of life

Question 12:

The ocular condition shown below is associated with:

a) Xeroderma plgmentosa b

b) Incontinentia plgmﬁ?} H&I

c) Neuroflbrom

d) Louis- Ba{.@hqdrome ‘.&l ""}

Question 13:

Identify the incorrect statement regarding the condition shown below.
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b, 3 =
I -l-‘.h . :..
a) Six or more cafe-au-lait macules form th itof diagnostic criteria S

2 P
b) Confetti skin lesions can be seen in th@ondition {._'H. 1."'-?“'
g, . !
c) Axillary freckling is pathognom(mja :,,;:;_ - I. _?..{M'
oy o . A . I'_ 3 -
d) Tibial pseudoarthrosis c_arll.ﬁ:e seen N o~ =
g~ i -y
- o, o
..llﬁ.\u_'\' -,":;.':'-\. F
. o
Question 14: T &
B -

. : W % u il : :
The image shows certain cj}ﬁnges in the, ::"i‘)njunctlva commonly found in a DNA repair defect
syndrome. What is t{I_g- ﬁ'l:bt clinicg}h ;ii}nlfestation of this disease?
4,

a) CafémauMllait spot
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b) Premature hair greying
¢) Insulin resistance

d) Progressive cerebellar degeneration

Question 15:

All of the following conditions resolve spontaneously in an infant except:

a) Pustular melanosis

b) Epstein pearls ,_:'-.,L"'-'E
¢) Cutis marmorata [:J‘;'- 'I:,,."E.. N
d) Port wine stain 2 ::‘ .
o @
N AN 5
H-.;,:E* & o™
Question 16: E _'?.:ﬁ"-’ x{.;-ﬁ -

Deficiency of which of the folloyx;hgh‘nutrlents X;ﬂi-.‘hot cause hh'ézﬁndlng shown in the image

given below? . Y '-.1:-'-. .:_-_-.,,

a) Essential fatty acids
b) Vitamin A
¢) Vitamin C
d) Vitamin D
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Question 17:

A child is brought to pediatric OPD with the given skin condition. What is the likely
diagnosis?

A>T G
a) Marasmus .__J'-:' 1.::1.?3 IE:{"-.
b) Pellagra ; E-{} ﬂ-.?.-
c¢) Vitamin A deficiency ,"l;.j'.._g;_"rl-"I 2 “«'.'ll'?
d) Kwashiorkor & e

> 3
iﬁe &ﬁ
- .
Question 18: h.'&,""' o
W O

A 4-year-old boy has been brought to you by his parents with the following skin lesions.
Which of the following is not true regarding this condition?
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.:l:"..
a) Autosomal recessive inheritance h;._"E-‘ - |:_'_':|""' t‘h i
b) Due to zinc deficiency and reverses w@nc supplq?_:en?
c) Triad of dermatitis, dementia an{iﬁ;rrhoea !';-.{'G r E{I‘

d) Mutation of SLC39A4 ge_ena'-.__';:"’" "1.,."':"% L.I"'"
. & s
Question 19: TE.P"'? H-'::E"
& (s
Identify the skin conditio;;jf,rhown in t]gisilﬁotograph of a newborn.
L R )

a) Icthyosis vulgaris

b) Bathing suit icthyosis
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c) Harlequin ichthyosis
d) Lamellar ichthyosis

Question 20:

A 4-month-old boy presents with hypotonia, seizures, and failure to thrive. The mother
reports that his hair started to appear short, lusterless, and thin when he was 2-months-old. A

trichogram of his scalp hair is as shown. What is the diagnosis?

1
o Sy
W

". L ‘ =

Wb i

a) Kwashiorkor \ 1'::' A _T:d'

b) Keshan's disé;§e " A

i '-J.I I::'.'-L
c) Menke:'é'-..'c'i'isease .
d) Zinc deficiency
Question 21:

While examining a malnourished patient admitted in the ward, you note the following
finding. What is the most likely deficiency?
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a) Vitamin A
b) Vitamin B12
¢) Vitamin C
d) Vitamin D

Question 22: TE.P"'? H-'::E"
& (s
A mother brings her infan,ﬁfjt"rb you wit l&iven finding. Which of the following is not a
feature of this hyperXS@;]inosis? -{;.""
_ LS

O
S

a) Mucous membranes are involved

504 Sold by @itachibot



b) Pseudotumor cerebri maybe seen
c) Pathological bone fractures

d) Pigmentation of the face, palms, and soles

Answer Key

Question No. Correct Option
. '.:::' :

1 c .;.':_":_'I
2 b
3 d
4 d M
"
5 b
6 a
7 b
8 d
9 c
10 a
11 a
12 c
13 b
55:': 14 d
-..,.":..L - 15 d
16 d
17 d
18 c
19 c
20 c
21 c
22 a

Detailed Explanations

Solution to Question 1:
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Xeroderma pigmentosa is an autosomal recessive genodermal disease that occurs due to defective
DNA repair as a result of defective nucleotide excision and repair pathway.

It is characterized by severe photosensitivity, UV-induced skin and mucous membrane cancers,
and neurodegeneration.

Solution to Question 2:

The characteristic finding of hyperpigmentation along Blaschko's lines is suggestive of
incontinentia pigmenti, an X linked dominant disorder. Blaschko's lines are the lines of normal
embryological development of skin.

It occurs due to loss-of-function mutation in IKBKG gene vﬁ:ch encodes the 'Ell'}lear factor kappa
B essential modulator (NEMO), which is essential for 'ESEY on agains or necrosis factors.

It usually affects females, as it is believed to be lethé'-l}h males in utg_ll,gﬁeadmg to miscarriage of
the affected male conceptuses.

It is characterized by erythematous vesic ""';;a'@h follov«gﬂg-ﬁpaschko s lines, malformed
cone-shaped teeth, onychodystrophy, \a% pecia. i

aped teeth!";::- LE{'\

The image given below shows C(-):Q-.

Cone-shaped teeth in
Incontinentia pigmenti
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Solution to Question 3: " e N L

-._\_—\.I"'\-ﬁl k ".l.-l 1

The clinical scenario descrlbes-.,'l_n-'i'ilateral selzu-l:e activity w1th.£' port-wme stain, suggestive of
Sturge—Weber syndrome (_SW-S) a severeﬁqurocutaneous-.@sorder

The port-wine stain is a Vascular plaqﬂe.‘(caplllary mg-l‘formatlon) over the lateral aspect of the
forehead mainly involving the territory of ophtllalmic(Vl) and maxillary (V2) division of the
trigeminal nerve. It presents with 1psﬂateraLleptomemngeal angiomas and contralateral
seizures or hemlpare51s .|: LY S

-k

Solution to Question 4:

507 Sold by @itachibot



Muir-Torre syndrome is a rare autosomal dominant disorder of DNA mismatch repair.

It occurs due to mutation in one of the DNA mismatch repair genes (MSHE2, MLHM1,
MSHMG6). It is characterized by sebaceous gland neoplasms, keratoacanthomas associated with
gastrointestinal and genitourinary malignancies.

Solution to Question 5:

The CT brain shows tram-track cortical calcifications, a characteristic feature of Sturge-Weber
syndrome.

It occurs due to leptomeningeal hemangioma, resulting in a vascular steal aff%l;ti-r;g&'):fhe subjacent

cortex and white matter producing localized ischemia and ;‘keﬂcification. o, W

: *-.,:-,':' L

% St
9 QO
Solution to Question 6: "':;'“T‘ o e &
.-'I‘:'“hl =3 a.,'_':-.'.

The image shows a periungual fibroma orKeenen tun@?‘which is chah"ﬁ_z"l'tteristic of tuberous
sclerosis (TS). They appear at or aﬁt&sl‘ﬁuberty as;{m_"_lgath, ﬁrm,_ﬂgs.‘x::‘colored excrescences
emerging from the nail folds. .-_f"-., . e

Yy =
L

Other cutaneous features o'f_};a’ﬁerous s%e@as:
 Angiofibromas - Firm, discrete, req:l')'ﬁéwn, telangj_g&dtic papules, 1 to 10 mm in diameter that
become more extensive at puberg{*&n& then repiain unchanged. They extend from the nasolabial

furrows to the cheeks and cE_i‘n__“a
3

d are occasionally found in the ears.
iy, i

.

« Shagreen patch - An irregularly thickened, slightly elevated, soft, skin-colored plaque, usually in
the lumbosacral region.
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Shagreen patch

Pt &
- R N
* Ash-leaf macule - White ovoid or ashlleaf!:,}i@ed macules, 13 cm in | E}h most easily
detectable by examination under Wood’sr@h , are frequ.e.}}ﬂ? present trunk or limbs. They

are a valuable physical sign as they m&aflt")‘e-found at bifth or in ear%qn"fancy, some years before
other signs of the disease develop.™ L-_:-'-._ 3

* Other cutaneous manifestations- include firm fibromatous plaques, especially on the forehead
and scalp, soft pedunculated fibromas around the neck and axillae, and poliosis.
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Solution to Question 7:

spots)

Fhoi-l -'lglcrﬂbmm- (Prlrul-
nodules or ad

Fibrous of the foreh d

Confetti lesions: variant of
leukoderma spots

Shagreen patches: leathery plagues
of m“ib-.pid.rni fibrosis

Periungual fibroma (Koenen
tumours)

@‘*"“ ®
Buttonhole sign is seen in typ%@uroﬁbromhﬁﬂm (Von Re@;;g%ausen s disease).

Neurofibromas can be 1nv§§; ted int tﬁffbcutls wi ﬁ?é tip of the index finger back and
they reappear after the pressure is ré%&ed This i uttonhole sign.

This sign is also positive in anettﬁ&ma and c_l&@atoﬁbroma
Th below sh tofib
e image below s ows‘a"'l.qI ato rom@-.,

Dermatofibroma

9
.{;j-'-"n

Solution to Question 8:
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The image shows fish-like scales with dry skin, characteristically seen in
ichthyosis vulgaris (icthyos-fish).

Ichthyosis vulgaris is an autosomal dominant disorder, that occurs due to reduced or absence of
filaggrin protein and granular layer. It occurs when the skin does not shed the dead skin cells.
This leads to dry, dead skin cells that accumulate in small patches on the surface, especially on the
arms and legs. It’s also called the 'fish scale disease'.

Defect Filaggrin protein Steroid sulphatase enzyme
Scales Fine scales Dark plate-like adherent scal i
es 2

Spared are | Flexors and face Palms and soles

as

Associatio | Keratosis pilarisHyperlinear | Corneal opacitiesCryptorchid

ns palms ism

W -
e b
«5. & &
Solution to Question 9: x"-._'::f:j l,_}!""u{ L_:;E
-

X-linked recessive ichthyos ';;é' a dlsease"{ff:btmg only l?"ﬁés and presenting with large,
generalized dirty brown-black scales oaching s along with cryptorchidism.

It is due to a mutation in the ST.%@ne encodi &Estermd sulfatase.

At the age of 2—6 months Gﬁﬁy large ick'dark brown to yellowBlbrown hyperkeratosis develop
covering the trunk, t e@ﬁemltles a he neck. Skin biopsy shows hyperkeratosis with
hypergranulosis. P r'ﬂ%' soles, andal.‘ er flexures are spared. Deep stromal corneal opacity is a

frequent finding:
..@ Ay
N

X-linked recessive Ichthyosis

Dirty brown hyperkeratoses over trunk
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Solution to Question 10:

The clinical picture shows a neonate encased in a shiny, parchment-like membrane (collodion
baby) suggestive of a disorder belonging to the autosomal recessive congenital ichthyosis
Spectrum.

Ichthyosis vulgaris is not a part of this disease spectrum. It does not present at birth and is
therefore an unlikely diagnosis.

Ichthyosis vulgaris is an autosomal dominant condition caused due to a mutation in the filaggrin
gene (FLG). It develops in the first few months of life. Patients exhibit accentuated palmar and
plantar creases and have dry scaly skin. The scales appear light grey and cover the extensor
surfaces of the limbs and the trunk. It usually spares the groin and larger

flexures. Immunohistochemistry reveals an absent or markedly reduced filaggrin 51gna1

Autosomal recessive congenital ichthyosis spectrum includes the following
* Harlequin ichthyosis (HI) 2
* Bathing suit ichthyosis (BSI)
* Lamellar ichthyosis (LI) | -
* Congenital ichthyosiform erythrngrg}a (CIE) O . i
* Self- improving congenital ichth-){c.)sis (SICI) , "

™

- Transient manifestations; such as collodion‘baby.

Solution to Question 11: |
B!

A neonate encased in '3: shiny parchrientMlike membrane is called a collodion baby. It is the
presentation for.all. autosomal recessive congenital ichthyoses (except for Harlequin ichthyosis).

The membn@rieﬂ.lsually peels bt within the first 4 weeks of life. Initially, the clinical presentation
can be quite severe and often includes ectropion and everted lips of different degrees. This later
clears.

Collodion babies look alike at birth, but later take different clinical courses such as:

» Lamellar ichthyosis - shedding of the collodion membrane is followed by development of large
dark grey/brownish scales affecting the trunk and scalp, but sparing the face and extremities

» Bathing suit ichthyosis - develop a lamellar type of ichthyosis that spares the face and the
extremities and follows a bathing suits distribution

* Congenital ichthyosiform erythroderma
* Selflhealing collodion baby
* Acral selflhealing collodion baby

Note: That several syndromic types of congenital ichthyosis such as trichothiodystrophy or
Gaucher syndrome type 2 also typically present as collodion baby.
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Solution to Question 12:

The image shows Lisch’s nodules, the most common ocular manifestation of neurofibromatosis

type 1.

These are melanocytic hamartomas, which are usually brown or yellow in color. They are found as
round elevations on the surface of the iris, often visible to the naked eye. However, optimal
evaluation is done by slit-lamp examination.

They do not produce visual impairment.

Solution to Question 13: EJ"'-.,E':I
The images show widespread neurofibromas and optic n glioma which are diagnostic of
neurofibromatosis-I (NF-I). Confetti skin lesions are ni"g't:"_seen in N E@t in tuberous sclerosis.
It is an autosomal dominant disorder. l:_, {"‘
For diagnosis of NF-I, two or more of th?ghuimng should-b_g:[:gresent ﬂ,'.'i-e_;"_
* 6 or more café-au-lait spots "'E'"'.

W
D L
* 2 or more neurofibromas or o%}i};\}florm n%} -I'__::r'?.

* Freckling in the axillary or p__}&umal reglq".r‘[:"'- l?_-f_'_"'-
* 2 or more Lisch nodules 1.{}% )

* Dysplasia of the sphenoidal or-"u.;bl:ﬁll bones *-1','|E
* First degree relative mth,.;_ﬁ}g‘ “-{--._T"

* Optic gliomas {';:1 -'-,,

The image belosﬁ"’l’gws multlpmézhfe au-lait spots distributed over the body.

The image below shows neurofibromatosis: axillary freckling and café-au-lait spots.
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The given image shows multi e&g;langlectasngi %bonjunctl "vessels This along with DNA

Solution to Question 14: “3.,

repair defect point towar: ﬂxla telanglﬁiés a (AT) or I:ﬁ'uls—Bar syndrome. Progressive
cerebellar degeneration is the first chq?fgl anlfestatlggf in ataxia-telangiectasia, presenting at

about 1 year of age. ,:?'Ea- 1"'::}

AT is a rare autosomal- recessqze.%sorder E;'é chromosomal instability due to inactivating
mutations in the ATM ge “The ATM p kinase plays a key role in the control of

double-strand break epair. __,..:&L
L
It is a multisyst isorder chalﬂ't;"érized by ataxia and mucocutaneous telangiectasia. Cutaneous

features include:
D"}

. Telangiehé'tasias - initiaﬂyhponjunctival, most prominent on face
 Premature hair greying

» CaféMauMlait spots

 Pigmentary changes - poikiloderma.

Other cardinal features of AT are:

» Immunodeficiency - increased susceptibility to infections

» Hypogonadism

* Sensitivity to ionizing radiation

* Insulin resistance

* Predisposition to cancer
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Solution to Question 15:

Port-wine stain represents progressive ectasia of superficial vascular plexus mostly involving the
face. It does not resolve spontaneously and is usually treated by a 585 nm pulsed dye laser.

Portwine stain

o

Solution to Question 16: E;{} ﬂff

G
The image shows phrynodermf.-,: is not as_s_g.qiaged with vitamin D deficiency.

Phrynoderma (toad skin) %Gmmon in children in the 5-15 year age group. Earlier thought to be
purely due to vitami ficiency, p‘é,_ oderma has now been associated with other nutritional
deficiencies, incl sh}g hose of H:Bo%plex, riboflavin, vitamin C, vitamin E, and essential fatty
acids and malqﬁétion. W)

Itisa nor'f;;%ecific findirré,.g:at can be associated with various conditions:
* Liver cirrhosis

» Malabsorption syndromes

* Anorexia nervosa

* Alcohol abuse

* Nutritional deficiency following bariatric surgery

It manifests as groups of papules, each one around 3-4 mm in diameter, with a central keratotic
plug. The papules have a follicular distribution and give the skin a rough texture. The elbows and
knees are the most commonly affected areas, but the buttocks and extensor surfaces of the limbs
may also be affected.

All patients with phrynoderma should have their vitamin A levels measured.

Treatment involves the correction of poor diet and administration of multivitamin preparations.
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Solution to Question 17:

The given image shows peripheral edema and a ‘flaky paint’ dermatitis seen characteristically in
kwashiorkor.

This dermatosis has been likened to ‘cracked skin’, ‘peeling paint’, ‘enamel paint’, ‘flaky paint’ or
‘crazy paving’ due to the typical scales and irregular fissuring noted on examination. Over time,
more defined plaques may arise that may be more concentrated in areas of friction such as the
intertriginous areas.

Peripheral edema is a consistent feature due to the associated hypoproteinaemia. Abdominal
distention is a feature observed in children and has been attributed to hepatomegaly from

increased fatty deposition due to a lack of available apolipoproteins. 21
Option A: Loss of subcutaneous tissue, growth stunting, dyspigmentation, anf}-dzgquamatlve
changes is seen in marasmus. >

& - I

G

& oY
Option B: Casal's paint n‘\ﬁc"klace is a lesion seen around the neck, which is a characteristic feature
seen in pellagra, which is caused due to the deficiency of niacin or nicotinic acid.
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Casal's paint necklace in Pellagra

*-:«»" &
Option C: Phrynoderma or toad skin is seen.\ib(’a m1n A def(jé'ncy Itis sgéi‘nn deficiency of
vitamin B complex, C, E, and essential fa s as wel.l..,ﬂ_l 3 AN

Solution to Question 18:

The image shows acrodermatitis enteropathica. It is classically associated with:
* Diarrhea

* Alopecia

* Periorificial and acral cutaneous eruptions.

Zinc deficiency can be inherited (acrodermatitis enteropathica) or acquired.
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Acrodermatitis enteropathica is an autosomal recessive disorder caused by a mutation in the
intestinal zinc transporter gene, SLC39A4, which leads to deficiency of zinc.

Children commonly present with symmetrical, eczematous plaques that become vesicular,
bullous, pustular or erosive with characteristic crusting at the edges. The perioral eruption usually
spares the upper lip, giving it a ‘UBshaped’ or ‘horseshoeMshaped’ appearance.

Zinc supplementation rapidly improves the condition within 24 to 48 hours. If untreated, it
maybe fatal.

Mnemonic: DEAL for acrodermatitis enteropathica:
* Diarrhoea

* Eczematous dermatitis et
* Alopecia

* Lethargy ~

Solution to Question 19: b o Pl

The neonate is most likely sufferlng from Harlequin 1chthy051s aS'eV1denced by the presence of
armor-like skin. -

™

It is the most devastating type of autosorr'ial recessive congenital icthyosis. It is due to mutations
of the ABCA12 gene. The gene plays.a role in lamellar‘body formation in the stratum granulosum
and desquamation of the stratum_cor'neum

LY

It presents in the neonatal perlod with armorlhke skin (truncal plates with fissuring). It can
impair body movement a'nd breathlng Bilateral ectropion and eclabium are present. Respiratory
problems are the majoricause of death due to alveolar collapse in neonates. They are also prone to
skin and lung infeetions. :

Defective Jamellar bodies ifi the stratum granulosum seen in electron microscopy are pathognomic
of Harlequin ichthyosis. It early life, constant supportive care is required. Treatment includes
moisturizing cream, antibiotics, etretinate, or retinoids.

Other options -

Option A) Ichthyosis vulgaris - The most common type of ichthyosis, involving mutations in
filaggrin protein. Filaggrin is an epidermal protein that helps retain moisture in the stratum
corneum. Ichthyosis is not present at birth but develops during the first months of life. The
scaling usually involves the extensor surfaces of the extremities with flexural sparing. They are
strongly correlated with atopic dermatitis and other forms of atopy such as allergic rhinitis,
asthma, etc.

Option B) Bathing suit ichthyosis is a type of congenital ichthyosis caused by mutations in the
TGM1 gene. It presents as a collodion baby at birth where the neonate is encased in a shiny
parchmentMlike membrane. Shedding of the collodion membrane is followed by the development
of large dark grey/brownish scales affecting the trunk and the scalp, but sparing the face and
extremities resembling a bathing suit. The disease tends to become worse in the summer months
and improves in winter.
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Option D) Lamellar ichthyosis is also a congenital ichthyosis, involving mutations in the TGM1
gene. It is characterized by large plateMlike darkBMbrown hyperkeratoses covering the entire body
with mild palmoplantar involvement. The extreme spectrum of lamellar ichthyosis is congenital
ichthyosiform erythroderma (CIE) which is similar to erythroderma seen in psoriasis.

Solution to Question 20:

The given image shows pili torti seen in Menke's syndrome or trichopoliodystrophy or steely hair
disease.

Pili torti refers to hair showing 180-degree twists under the microscope. Scalp,and eyebrow hair
appear short, sparse, lustreless, tangled, and depigmented. Hair changes canbe‘the first sign of
disease at 1—2 months of age. M

= e

It is an XMlinked recessive disorder. At 2—3 month_s of 'E;glé, childrep with Menke's disease present
with: \ .
* Loss of developmental milestones S L S
* Hypotonia _
* Seizures : b, ® Al o s

» Failure to thrive 0y Y , ~,

* Cherubic appearance - depressed nasalbridge, pudgy cheeks, ‘cupids bow’ upper lip, and doughy

skin. L
p

Option A: In kwashiorkor, hait"develops a lustreless, redMbrown color that may show alternation
with more normal color; this-soMcalled ‘flag sign’ corresponds to alternating periods of significant
undernutrition and impreved nutritien:

Option B: Selenjum.deficiency presents as brittle hair and may be associated with exfoliative
dermatitis (‘)_ln-thé scalp. wt

Option D: In zinc deficieni¢y, hair is dry and brittle, and large areas of alopecia may arise.

Solution to Question 21:
The given image shows corkscrew-like hair and the perifollicular purpura, characteristic
of vitamin C deficiency or scurvy.

Scurvy develops 1—3 months after a vitamin C deficient diet. The cutaneous manifestations of
scurvy include:

* Phrynoderma

* Corkscrew hairs - fractured and coiled hairs due to impaired keratin crossMlinks by disulfide
bonds

* Perifollicular hemorrhage and purpura

* Lower limb edema
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* Splinter hemorrhages

Solution to Question 22:

This image shows carotenoderma (of the nose), associated with hypervitaminosis A. Mucous
membranes are uninvolved in this condition.

Carotenoderma is a condition associated with hypervitaminosis A. It is characterized by
prominent yellowBorange pigmentation of the face, palms, and soles of the feet. It can mimic
jaundice and medicationMinduced pigmentation, but unlike jaundice, carotenoderma spares the
mucous membranes.
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Connective Tissue Disorders

Question 1:

Which of the following is the most common site involved in discoid lupus erythematosus?

a) Fingers
b) Scalp and face

c¢) Trunk -.,{.;,
d) Side of neck % o, <

Question 2:

f:“& i
A dermoscopy examination in a patlerﬁv@presente{%th alopeg{@zealed the following

finding. Identify the condition. ‘.'.;"L L'E..

a) Alopecia aerata
b) Discoid lupus erythematosus
¢) Dermatomyositis

d) Lupus vulgaris

Question 3:
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A 40-year-old man presented to the dermatologist with alopecia and the following disfiguring
lesions. His history was suggestive of Raynaud's phenomenon. On examination, wide
follicular pits were noted in the concha. ANA titres were normal. Identify the false statement
regarding his condition.

S i '-..I"-‘.'!' e
a) Topical steroids is the ﬂ-%_sfﬂne trea§tﬁ_ﬁor 10calisq§-j;é'ions

b) Histology shows lymphocytic interface dermatiti h basal layer degeneration

¢) Antimalarials can be used for treatment _ h,';:E

d) Non-scarring alopeciad;&._gyf)ically seeﬁ';ih%ais condition

Q -2
) O
a QO S

Question 4: uﬁ‘-'ﬁ,‘ o
A\ «

Which of the following is the most common cutaneous presentation of subacute cutaneous
lupus erythematosus?

a) Scarring papulosquamous eruption
b) Non-scarring papulosquamous eruption
¢) Annular polycyclic lesions

d) Discoid plaque with adherent scale
Question 5:

Which of the following is the most common cutaneous manifestation of systemic lupus
erythematosus?
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a) Chronic urticaria
b) Malar rash
¢) Raynaud's Phenomenon

d) Photosensitivity

Question 6:

A young woman presented to the OPD with the following rash. She also complained of
myalgia, arthralgia, and hair loss. Her history was significant for sun-induced skin' problems.
Lupus band test was found to be positive only in the involved skin. Which tHe following
antibodies is closely associated with this condition? {:]“-.. o

<

o

&
=
a) Anti-Ro (SS-A)
b) Anti-Ribosomal P
¢) Anti-La (SS-B)
d) Anti-RNP

""I-";U

Question 7:

A 20-year-old woman presented to the hospital with complaints of jamais vu and new-onset
seizures. CT brain was normal. Her laboratory values are given below. Which of the following
is not a dermatological manifestation of this disorder?

a) Discoid lesions

b) Painless ulcers on hard palate
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c¢) Photosensitivity

d) Salmon rash

Question 8:

A 19-year-old woman presented to the hospital with complaints of progressive shortness of
breath, chest pain, and lower extremity edema over the past month. Her initial laboratory
values are given below. A renal biopsy showed the following. Which of the following
antibodies is considered to be most specific for this disorder? .

a) SS-A(Ro) “*'-'IPQ S
b) Anti-Sm?:'-. .\_'_.F?'

c) Anti ds-DNA

d) Antihistone

Question 9:

A 16-year-old boy who presented with joint pains and the following rash was diagnosed with
SLE after a thorough work-up. Which of the following statements is incorrect regarding his
diagnosis?
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E : A

.."'ﬁ\“'-" g .'H.-
a) Anti-ds DNA correlates with disease activity, o o b
b — P
b) Anti-Sm correlates with disease activity. ..'n_ o
il
c) Anti-Ro antibody is associated mm”'ﬁhotosens;_tw{t_;, I. ?:"-
d) Rim pattern of ANA posﬁmi_‘t.y iS spec1ﬁ9“ for SLE P -
L= I"— ! L - "-. x
o Y e
- KR N
'h:- N\
Question 10: o "

-u.__\"'\.'\"- |

An infant born to an asymgtomatlc m 1iher was found to have typical cutaneous and
serological findings o rfepnatal lu usﬁ's'yndrome Anti-Ro and anti-La antibodies were
detected in both thﬁéﬂnother and the child. Which of the following statements is true

regarding the ‘child's condltlo'i'l’?'
"'I-\.I'.

a) Approx1mately 90% of the infants manifest cutaneous lesions
b) Rash resolves over few months with scarring
c) UV exposure has no effect on the rash

d) The most common finding is raccoon sign

Question 11:

A 33-year-old patient presented with myalgia, diflculty in climbing stairs, getting up from
squatting position, and combing his hair for 3 months. An edematous purplish-red periorbital
rash was seen. Investigations revealed elevated creatinine kinase levels. Muscle biopsy
revealed perifascicular and perivascular lymphocytic infiltrates with muscle fiber
degeneration. Which of the following is not true regarding this condition?
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a) Dysphagia points to a worse prognosis
b) Muscle tenderness is common
) 20 to 40% of patients have an underlying malignancy

d) Dilated capillary loops in nail fold can be seen

Question 12:

In which of the following disorders is the following sign seen?

a) Discoid lupus hematosus

b) Systemi lﬁ'ﬂqs erythe S
W e

¢) Dermatomyositis MI'"”

d) Localised scleroderma
Question 13:

Which of the following autoantibodies shows a strong association with the given clinical
condition?
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a) Anti-Mi-2

b) Anti P155/P140 @H ..,:'-?'-Ij 1‘-:':".
¢) Anti Jo-1 '-1;';“3'. F-:.ﬁD _ *EF‘
d) Anti Scl-70 _ &"E} N -
2 AN ¢
& e
| & g
Question 14: P H‘.;E'f

@©MARROW

a1
b) 2
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c)3
d) 4

Question 15:

In which of the following conditions is this finding characteristically seen?

a) Discoid lupus erythema (é?:l;"'
b) Cutaneous sclerod

——
c) Systemic luplisjeiyt matosus
d) Derma;{!{l itis \I."::,""'}

Question 16:

A 35-year-old female patient came with complaints of her hands turning very pale on
exposure to cold for one month. She also gives a history of hand pain and swelling for the
past 3 months. She informed that her skin felt firm and tight. Her past medical history is
positive for GERD and arthritis. Image A shows a particular feature of this patient. On
investigation, she was found to have the following immunofluorescence pattern (image B).
Identify the wrong statement regarding her condition.
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'-,.ﬁ\,_'\l. _H.I_H_

e
a) Interstitial lung disease is common in patleq_.ts"'wth Scl-7oia aI.i'tlbodles -J-."
b) Telangiectasias and calcinosis are early-manlfestatlon?h- -..' =
c) Earliest cutaneous manlfestatlor{ﬁi"b nonlplﬁm!gqaedema and-.i';xfﬁness

d) Pruritus correlates with se@ty of cutaneaﬁ's sclerosm o

L _.' Il:_':

s ¥ {-?-
. - -
Question 17: T &
_ﬂ-..__ﬁ-ﬁ |

. . LT o e
Which of the following is {Ij{t a feature Qf"che condition shown below?
O AN

(a) (b)

a) Muscle weakness

b) Gastroesophageal reflux disease

529
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c) Loss of sweat glands in distal extremities

d) Female preponderance of 9:1

Question 18:

The image shows an investigative modality of nail folds. This along with ANA testing helps in
the early diagnosis of:

a) Dermatomyositis .,':;_{'-L "{{}
b) Systemic sclero§'§_ {:,:,:EI'

c) Systemig 1 erythem s

d) Mixed .‘(':"bnnective tiss?.él. disorder

Question 19:

A woman presented to the medicine OPD with complaints of dysphagia and her fingers
turning white and then blue when exposed to cold. On examination, she has telangiectasias
on the face and the given findings on her hands. Which of the following statements is correct
regarding her condition?
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. . o
a) Anti-centromere antibodies are most co "Rly found ! ""' E'.’t"h

b) Involvement of skin areas proximal tdﬁé knees or el@hws 1{_"?"
¢) Rapid onset and progression of ﬁhrs_p“;se ;{i{__{j E{I‘
d) Short history and less Se.VEEI m of Re‘l_ly?.‘a,.'&ﬁ's phenomenon
-3 t:"- %?,
Question 20: a—'l.'-.,'zii'E l.?_‘ﬁ
X N
Identify the false statemeig:tegardmg Ql%hea
a) Plaque morp%a,}; the most oQ:l'nﬁhlon form
b) Absen G.Q.f‘slh,lerodactyl@a‘ nail fold capillary changes

c) Antitopoisomerase an‘é"hnticentromere are usually positive

d) Encoup de Sabre is linear morphea presenting as scarring alopecia

Question 21:

A man presented with salt and pepper skin changes on his chest and back and with shortness
of breath. A CT revealed fibrotic changes in the lower lobe of both the lungs. What is the most

likely diagnosis?
a) Rheumatoid arthritis
b) Systemic lupus erythematosus
¢) Dermatomyositis

d) Systemic sclerosis
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Answer Key

Question No. Correct Option

1 b
2 b
3 d @,
4 b l:._':-.:'.l
5 d =
6 a
7 d L
8 b -
9 b
10 d
11 b
12 c
13 a
14 d
15 d
16 b
- 17 d

& iy 18 b
19 a
20 c
21 d

Detailed Explanations

Solution to Question 1:
Discoid lupus erythematosus is a benign inflammatory disorder of the skin, most frequently
involving the face and scalp.

It is characterized by wellldefined red, scaly patches of variable size, which heal with atrophy,
scarring, and pigmentary changes. The circumscribed or discoid form is the most frequent type of
disease and occurs particularly on the cheeks, bridge of the nose, ears, side of the neck, and scalp.
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The image below shows a localized discoid lupus erythematosus of the scalp with follicular
plugging.

Discoid lupus Erythematosus (DLE)

b T -3 o
rH
Ao & 2
b\ w7 =
e e
The image shows hyperkeratosis an ging of the follicular ostia with keratotic material,

otherwise known as the carpet t ign or tin- @ ign, or cat's tongue sign, seen in discoid

1 hematosus. s
upus erythematosus r"-.:'-., .

- -

Solution to Question 2:

Carpet tack sign

In cutaneous lupus erythematosus or discoid lupus erythematosus, the skin lesions present as
well-defined erythematous patches with adherent scaling and peripheral hyperpigmentation.
When the scale is removed its undersurface shows horny plugs that have occupied dilated
pilosebaceous canals. This is called the ‘tinMitack’ sign.
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Solution to Question 3: “3., {:I"‘ {-.',:'u

e R; =D
The clinical scenario along vntlllﬁe image showing discoid lesé:bﬂs on the face with central
scarring and active erythematdus margi adherent scales are suggestive of discoid lupus
erythematosus. Scarring of alopeq?}i seen in di%gd lupus erythematosus (DLE).

Histology of DLE shows lymli“h'c:ﬁégiﬁterface d'q‘?&titis with basal layer degeneration, follicular
y.

plugging, dermal mucinosis, pidermal..f.'tﬁ)p

The first-line treatment{?z;localized le {'(ﬁ'é' is topical corticosteroids.

Hydroxychloroquine and chloro%]sqr;a-."are oral antimalarial drugs that can be used along with oral

steroids and h Ve ood res;:&rhl rate.

N

DLE- histology

Follicular plug
(carpet tack)

Liquefactive
degeneration

Thick basement
membrane

534 Sold by @itachibot



Solution to Question 4:

Subacute cutaneous lupus erythematosus presents most commonly as a nonMscarring
papulosquamous eruption. It can also present as annular polycyclic lesions.

Sites of lesions:

* Above the waist

* Around the neck

* On the trunk

* Outer aspects of the arms

L |
The image below shows psoriasiform lesions of subacute cutaneous lupus erythgq@bsus.

&

h.

Solution to Question 5:

The most common cutaneous manifestation of systemic lupus erythematosus is photosensitivity.
In decreasing order, the cutaneous manifestations in SLE are:

* Photosensitivity

* Raynaud's phenomenon

» Malar rash

* Chronic urticaria &gt;36 hrs

* Non-scarring alopecia

e Mouth ulceration

Solution to Question 6:
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The image shows a psoriasiform papulosquamous lesion on the sun-exposed area(back). Along
with the history and the positive lupus band test only in the involved skin, a diagnosis of subacute
cutaneous lupus erythematosus can be made. Antibodies to the Ro/SSHA antigen are almost
universally present in this subgroup.

Subacute cutaneous lupus erythematosus is a specific ‘subset’ of lupus in which patients exhibit
mainly cutaneous disease and usually have a good prognosis.

The lupus band test (LBT) is a direct immunofluorescence technique for demonstrating a band of
localized immunoglobulins at the dermal-epidermal junction in the skin of patients with lupus
erythematosus (LE).

Solution to Question 7: "

Fr
— = "

-t N
The given clinical details are suggestive of systemic lupus erythematosus (SLE). Salmon rash is
seen in adult-onset of Still's disease. It is a rare systemic inflammatory disease characterized by

LY

the classic triad of: L 0y .
* Persistent high spiking fever e o O
« Joint pain el L4 Y - ;

e Salmon rash

SLE is more common in females (7:1 to.15%). It is associdteéd with classical erythematous rash,
typically sparing the nasolabial folds_c'étll'ed malar/buttterfly rash.

Discoid rashes resembling dischiﬁ- lupus erythématosus may also be seen. Clinical photosensitivity
in the form of polymorphous light reactign,and pruritus is associated with more severe systemic

disease. S :
9 i

. W | ]
The image given below'shows a malar rash.
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Solution to Question 8:

The given clinical details and histopathology are suggestive of systemic lupus erythematosus
(SLE). AntiESmith (antillSm) antibodies are present in only approximately 30% of patients with
SLE, but are considered highly specific for the disease and are included in the ACR criteria.

Most sensitive antibody: ANA

In the image below, the glomerulus is hypercellular (endocapillary proliferation). Glomerular
capillary loops appear circumferentially thickened, forming a "wire loop" lesion, which
is classically seen in class IV or diffuse proliferative lupus nephritis.

& .:m‘.&

Wire |oop

i,

Endocapillary
\ ¢ proliferation

]

N 8
Solution to ng‘i@ 9: O

AntilSmi"i:'klﬁantiISm) a'l;llggodies are present in approximately 30% of patients with SLE, but are
considered highly specific for the disease and are included in the ACR criteria, however, they are
not of use in monitoring overall lupus disease activity. Anti-ds DNA levels often correlate with
disease activity.

The image shows the characteristic malar rash.

AntilRo antibody occurs in approximately 30—40% of patients, who have an increased tendency
to photosensitivity, secondary Sjogren syndrome, interstitial pneumonitis, shrinking lung
syndrome, or deforming arthropathy, as well as being a marker for neonatal lupus.

Rim pattern of ANA positivity is specific for SLE.

Solution to Question 10:

The most common finding in neonatal lupus erythematosus (NLE) is an erythematous, slightly
scaly eruption on the face and periorbital skin (raccoon sign/owl eye/eye mask).
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NLE is a welllrecognized subtype of lupus erythematosus, thought to be caused by the
transplacental passage of maternal antibodies.

The most frequent clinical manifestations are cutaneous lesions and congenital heart block
(CHB). Approximately 50% of infants manifest skin lesions, which may be present at birth or
occur in the first few weeks of life. The eruption can be exacerbated by UV exposure.

The rash improves over the first few months of life and has usually resolved without scarring by 12
months of age. Skin disease is often mild and often requires no treatment.

The image given below shows typical raccoon eyelid lesions in neonatal lupus erythematosus.

G

Solution to Questi 11:
Questign!

g

i
The above».:gi.inic'al scena(if;'\s' suggestive of dermatomyositis. Muscle tenderness is not common in
this disorder.

It is an autoimmune disorder affecting, predominantly, the skin and skeletal muscle and usually
presents initially with a facial rash especially around eyelids which can be pruritic and

sore. Myositis symptoms are usually weakness and fatigue especially while climbing stairs, raising
arms, and standing from sitting due to proximal muscle weakness.

The presence of dysphagia points to a poorer prognosis.

The clinical signs seen in dermatomyositis are as follows:

* Heliotrope rash around eyelids with a lilac hue.

* Gottron papules - flat-topped lichenoid eruption on the proximal and distal interphalangeal joint
» Shawl sign or V sign - fixed erythematous macular erythema)

* Nail fold changes with periungal erythema with visible dilated capillary loops in the proximal
nail fold

 Proximal myopathy
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* Poikiloderma atrophicans vasculare
* Calcinosis cutis

Approximately 20 to 40% of patients have an underlying malignancy (eg, lung, ovarian, breast)
and hence screening should be done at the time of diagnosis.

The image below shows ragged cuticle and periungueal erythema in a patient with
dermatomyositis.

G

Ragged cuticle and periungual erythema

)

. . Ty
Solution to Question 12;_'.}{

b
S
The image shows a ma lopapu]@:.}ash on the lateral thigh which is also known as the holster
sign, seen in dﬂ"ikatomyositis.}

The buttocks are often inw;!&:;ed and confluent macular violaceous erythema over the hips and
lateral thighs has been termed the ‘holster sign’ corresponding to the site of hanging a holster.
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Holster sign

Solution to Question 13: W
R(;D 2 {'\

The image shows pathognomoqﬁ_ nvolve ent elids i 1n atomyosms in which the upper
eyelids are preferentially affeécted with en{(g}\a that is lilae.in color called heliotrope rash. This is
associated with anti-Mi-2 antibodies. {.l:" v

Gottron’s papule, heliotrope ras -&_-%shawl 51 associated with anti-Mi2 antibodies.

Mechanic hand, Myositis, a HELD (Inte{ﬁg‘@aﬁung Disease) are associated with antilhistidyl
tRNA synthetase (antl-@ antlbOdle‘i!ll
S
o 3
Solution to Eal‘ﬁeéion 14:..,'_-,"'::'

Gottron's sign refers to erythematous or violaceous, macules or patches in the same symmetric
distribution pattern but sparing the interphalangeal spaces and sometimes involving elbows and
knees.

This should not be confused with Gottron's papules.

Gottron’s papules are violaceous (of violet color), lichenoid (red-purple), inflammatory, flat-topped
papules on proximal interphalangeal joints, distal interphalangeal joints, and
metacarpophalangeal joints.
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V sign Gottron sign l"__l
N o
b o
-.;,:b - [j'"‘ '-1""
_.*"“w""'- e a5
Solution to Question 15 L2 a o
olution to Question .
S\ S

'th

T I:.-_"I
b, 8 *,
The image shows a confluent m't#‘ular violace'(‘)'.u;g'rythema c e V sign seen in patients
C S

of dermatomyositis. } _h‘::_"-._

redominq{:?aftﬁe skin and skeletal muscle and usually
presents initially with a facial rashy-especially ayoun eyelids, which can be pruritic and

sore. Myositis symptoms are y weakneg?:hn'd fatigue especially while climbing stairs, raising
arms, and standing from s.l}\t'{-i-mg due to p¥oximal muscle weakness.

The presence of dysph'@la points ;gﬁ@H&borer prognosis.

The clinical stﬁ‘;é}en in derm.lail't:;?nyositis are as follows:
T

. Heliotrdplh'é-.ras around‘g?;aids with a lilac hue.

* Gottron papules - flat-topped lichenoid eruption on the proximal and distal interphalangeal joint

It is an autoimmune disorder affecti

« Shawl sign or V sign - fixed erythematous macular erythema

* Nail fold changes with periungual erythema with visible dilated capillary loops in the proximal
nail fold

* Proximal myopathy
* Poikiloderma atrophicans vasculare

« Calcinosis cutis

Solution to Question 16:

The given clinical scenario featuring Raynaud's phenomenon, arthritis, GERD, and calcinosis cutis
is suggestive of systemic sclerosis. Mat-like telangiectases on the face and upper trunk and limbs,
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and cutaneous calcinosis, most often on the fingers over joints and at pressure points, develop in
the later stages, particularly in the limited systemic form of systemic sclerosis, or CREST
syndrome.

Image A is a classical fish mouth appearance (microstomia). Image B shows the nucleolar
pattern of IF(some spots of fluorescence within the nucleus and it represents antibodies to RNA).
This is seen in systemic sclerosis.

The majority of cases are adult-onset with Raynaud's phenomenon as the first symptom.

The earliest cutaneous manifestations are nonMpitting edema and puffiness, which tend to be
seen first in the fingers, hands, and face. The skin becomes taut, indurated, thickened, and then
fixed to deeper structures on the fingers resulting in sclerodactyly.

Pruritus is described in 40% of patients and may be intense during the early of* active stages of the
disease. It correlates with the extent of skin sclerosis and gastrointestinal symptoms.

Anti-scl-70 positivity in this disease is useful in predict;né those at hig-he;r risk for interstitial lung
disease. Anti centromere antibody is most specific'for CREST syndtérme.
" L |

"l - —~ - 5
- i &

Solution to Question 17: N | +C ¥ i o
. LA »
The image shows a young worhdn With mask-like facies with 'stretched, shiny skin, and loss of
normal facial lines, microstemia, and pitted-scarring on-theright index finger which is suggestive
of scleroderma or systemic sclerosis, an‘autoimmuneirheumatic disease in which there is a 4: 1

female predominance. Cy™
* LY

Cutaneous features: i

» Hands and feet - Raypaih:i's-phenomel}on, non-pitting edema, painful ulcerations which heal
with pitted scars, scleredactyly, contractures, loss of sweat glands, bone resorption.

« Face - periorbital edema, r_ne_ls.kllike facies, telangiectasia, and diffuse hyperpigmentation
e Trunk - fi«?m, shiny, and ihickened skin

The extent of skin sclerosis in systemic sclerosis can be measured, most commonly employing
a modified Rodnan skin score (MRSS).

Systemic features:

* GIT- dysphagia, GERD, diminished peristalsis, malabsorption
* Lungs- pulmonary fibrosis and alveolitis

e Heart- cardiac conduction defects, heart failure

* Kidney- uremia, malignant hypertension

» Musculoskeletal- weakness, carpal tunnel syndrome

The image below shows typical facial features: note the expressionless facies, matBlike
telangiectases, microstomia, perioral furrowing, and beakMlike nose.
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The image below shows digital ulceration -.;.:E.":’ - (_j‘:‘ 1'&‘!'

The image below shows advancedMstage sclerodactyly with contractures and vasculopathic ulcers
over the bony prominences
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A
.‘

In systemic sclerosis, progressive loss of fin prints is seen i@}atients. Tlaé:s._é‘eiltered fingerprint

ridges are seen due to changes in skin ela'ﬁ‘]:l , hardnesgs:l,'fa?hd thickn‘;e:{s-}nd eventually make a

patient with scleroderma a “fingerprin elés—p'erson”. n'-?"' {._:1.
Autoantibody patterns seen in sys_ge"';'ic sclelzosis’.";-:'" ] o
L
* Reactivity to autoantibodijeé_éuh"ch as antjls_q_'hthi‘omere (ACA).is commonly seen in limited skin
sclerosis.

IE =
* Reactivity to autoantibodies sqcli.:i,gﬁntitopoi .h;‘;'f'ase 1 antibody (antilScI®70 or ATA), and
antilRNA polymerase 111 am%g%y (ARA or_ﬁgﬁg‘) is commonly seen in SSc.
&L O
QB
8:

)
Solution to ng‘itl_fhk??l %

o
The given‘il:’fage shows nﬁ(l-'-?old capillaroscopy findings. The image shows giant capillaries,
hemorrhages, and reducing capillary density suggesting an active pattern in systemic sclerosis.

The most important tests for systemic sclerosis are ANA reactivity and nail fold capillaroscopy.
Investigations to exclude or confirm other autoimmune rheumatic diseases including arthritis or
other forms of connective tissue disease are also done.

Nail-fold capillaroscopy is a non-invasive, easy, and safe diagnostic technique designed to evaluate
the general architecture of capillary rows and fine details of small vessels of the microcirculation
in the nail fold.

The most important indications for performing capillaroscopy include differential diagnosis of
primary and secondary Raynaud's phenomenon, as well as the assessment of scleroderma
spectrum disorders.

In systemic sclerosis, capillary abnormalities appear and evolve in a clearly defined sequence
called the scleroderma pattern, which correlates with internal organ involvement.

Nail fold capillaroscopy is also listed as a systemic sclerosis classification criterion recognized by
the European League Against Rheumatism (EULAR).
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Solution to Question 19:

The history along with the image showing calcinosis cutis and sclerodactyly are suggestive of
CREST syndrome.

In limited cutaneous systemic sclerosis or CREST syndrome, anti-centromere antibodies are the
most commonly found antibodies.

All other options are true for diffuse cutaneous systemic sclerosis, not CREST syndrome.

E I . : . E : E’l""."..

Autoantibodies such as ANA, anti-histone, and antq..T A may bepresent in morphea, but the
systemic sclerosis specific autoantibodies such fanti- t0p01so e anti- ceflgomere and
antilRNA polymerase are rarely found.

Morphoea, a term used in preference to lized sclenga'érma’, encoq};'hsses a group of related
conditions characterized by Varyinglh ees of s%\f;as, ﬁbrosi_s,é!;a‘ atrophy in the skin and

subcutaneous tissues. .;b . ;__I'-.,.-
It is distinguished from syls't:én?'ic sclerosis:ytl‘ile absen&'ﬁ?‘sclerodactyly and nail-fold capillary
changes. 2

Overall, plaque morphea is the G%frﬂ%nest subtype.

Morphoea en coup de sabr; cﬁschkmd\]{?‘e_ﬁt induration affecting the face and scalp, may involve
underlying muscle, bonql':;;le and th

l‘"!'u.l: Plague morphea
"
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Morphea en coup de sabre

Damaged hair follicles in a blaschkoid linear distribution ""h._:
‘causing scarring alopecia. 'E.l

Solution to Question 21:

Salt-and-pepper appearance i acterlzed R% presenc atchy hypopigmentation and

hyperpigmentation of the kﬁﬁmamfestu%’s« eplgmentaﬁsn with perifollicular pigmentary
retention. This along with lung fibrosi n in sys scler051s

This appearance may also be se%ﬁgﬁ'i‘eas of re@%ﬁ&entatlon in lesions of vitiligo.

The image below shows Sa.l}fég& pepper\&‘lg%ﬂance of skin over the abdomen seen in systemic
sclerosis.
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Skin Malighancies

Question 1:

A 23-year-old truck driver presents with the following lesion on his legs which have
progressed in size from the time he first noticed them. On examination, you find some degree
of edema in the lower limbs. Which of the following is the most common organism associated

with this condition?

2%

L ¥
a) HHV6 ,C.;--:* --.}&
b) HHV7 -.,,.':;,:"'5'- «&P
c) HHVS8
d) HHV5
Question 2:

A 50-year-old post-renal transplant patient on cyclosporine presented with the following
lesion. You suspect it to be a cancerous growth. Which of the following statements regarding

this condition is false?
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a) It has a high grade malignant potential ‘;-.;.__.-. ) .
e - oy, W
b) The most common site is extremities . ,:."‘- o
e y b
c) Lesions are usually multifocal "1.:'?:"- :.,:__-1;_ O I. ?-:"'-'h
d) Lymph nodes may be in_vole:a_d M_h-:‘ ! -
L:I.l_ N ":_'._"- -\.".-- b
-
Question 3: e %
b ot S

. . L -
Which of the following 1§_] {l}é most com_‘ljnlw}n cutaneous THlcell lymphoma?
o

a) Sézary syndrome* :"-. v
gt
b) Follicula{_ﬁlﬁ_cinosis .;:*.‘:F
ol

c) Pagetoid reticulosis

d) Mycosis fungoides

Question 4.

Which of the following is not included in the clinical triad of Sézary syndrome?

a) Erythroderma
b) Peripheral lymphadenopathy
c) Atypical mononuclear cells &gt; 20% of total lymphocytes

d) Seborrhoeic keratosis
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Question 5:

A 52-year-old male presents with the following lesions. DNA analysis from tissue samples for
T-cell receptor analysis showed clonal rearrangements of the T-cell receptor genes. What is
the possible diagnosis?

a) Follicular mucinosis Q.
b) Bowen's disease e E "'“::I"?
L
d) Mycosis fungoid 3 "
ycosis tungoi esQ ﬁ-‘-:_-,_
) O
SN

¢) Psoriasis

Question 6:"":5

A 50-year-old retired petroleum refinery worker came with complaints of scaly pruritic
patches on his upper and lower extremities. An elliptical skin biopsy was sent for
histopathological study and the following T-cell morphology was noted. What is the most
probable diagnosis?
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a) Pseudolymphoma
b) Mycosis fungoides
¢) Adult T Cell leukemia
d) Chronic Myeloid Leukemie:\}

o N
%
Ea Eﬁ} R}'E’E
Question 7: -Ef? “.;E,

h 2

Extracorporeal photophen@s 1s used i 1'c"lle--:e"'management of which of the following
malignancies? 0

) O
a) Squamoe_:ebfpcarcinonﬁﬁ.}
b) Mycosgg'*fungoides “I"H

¢) Melanoma

d) Keratoacantoma
Question 8:

A 50-year-old male presented with a cancerous growth on his face. Biopsy was taken and the
following appearance was noted. What is the most likely diagnosis?
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a) Squamous cell carcinoma

b) Basal cell carcinoma @H .‘:’,:"-.c:l _:;‘:"'EF

c) Malignant melanoma "-q,'j‘l"'l. ;q.’,:D i {:}

d) Keratoacanthoma {.;,}"'-..&f '-.,.{3' ";-:I"""

ey Ay o
O >
. A S
Question 9: ""':"'-?E? “.;E,
&
Which of the following is @%mmon@&?@be of basal cell carcinoma?
'-H.F
a) Nodular W) {:':"'L
"'3" .
b) Ulcera é{“‘h, )
c) Infiltrative .c""

d) Superficial

Question 10:

Choose the correct risk factors for basal cell carcinoma.

a)1,2

b) 1,2,3,5
c) 2,35
d)1,3.4.5
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Question 11:

Which of the following features is incorrect regarding basal cell carcinoma?

a) There is a pre-malignant stage
b) Pearly translucent nodule
c¢) Rapid growth is unusual

d) Metastasis is rare

Question 12: by

M & »
The biopsy from an indurated plaque-like lesion is s} elow. K g the diagnosis in
mind which of the following is not a premalignantiJesion of this ition?

a) Actinic keratosis
b) Cutaneous horn
c) Arsenical keratosis

d) Keratoacanthoma

Question 13:

Which of the following is incorrect regarding the premalignant lesion shown below?
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" -:-_".l,"'
. . oo h &
a) Low risk of progression to squamous cell.g:{__'ahoma ll::":'

2

&
“E:r":‘f;:'h
ks
o e
& oo
a2 o
D &
oy @
Which of the following isq'\;t\ true rega{éﬁg Bowen'’s disease?

b) Associated with HPV infection @
c) Associated with mutation of RA@ E'f"'a
d) More common in the eldeg\ -

I'L:J

Question 14:

a) Intraepiderme.'-ﬁbla ous cell@:i%.noma
b) Red sc%f)‘l'alue is presEs!'}

c¢) High potential for inv.a%&ve malignancy

d) Occasionally it may undergo spontaneous partial resolution

Question 15:

Choose the correct statement with respect to the histology of the lesion shown below.

553
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a) Well-differentiated squamous cell carcmo{:g':a‘ )
e
b) Poorly differentiated basal cell carcmo@ _':-.'_'__‘-. 2 “.5{,,__
c) Well-differentiated basal cell carglﬁ%a 5";-:"““ r z:::-'“
d) Poorly differentiated squaxﬁﬁu:t:s"' cell carg,li]-;-;ﬁefrih . I-_,'-r-
- ||l_. . .l-
s . (%)
1-';1"' '“h._"E"
. e S
Question 16: ' '-?' ,.;?

In which of the followin Q!}xdromes d%lll)) tlents develop multiple sebaceous tumors, with
e

multiple primary 1nt$3n mahgnanq_ articularly colorectal cancers?

a) Cowden syﬂﬂi’bme '-.:'"
= O
b) Mulr-T."(;'rre syndrome"l'"-.

c¢) Gorlin syndrome

d) Gardner syndrome

Question 17:

a) Muir-torre syndrome
b) Gorlin syndrome
¢) Rombo syndrome

d) Cowden syndrome

554

Which of the following conditions is associated with PTCH gene mutation?
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Question 18:

A 58-year-old lady presents with pain, swelling, and discoloration in her left thumb for 4
months. On examination, the following clinical sign is noted. What is this sign called?

a) Frank's sign

b) Fitzpatrick's sign _Lh-_"--" '1 _'-" -
c) Hutchinson's sign N o _.ﬁ':'"l
d) Pastia's sign _‘:I_"*- N 1
1.:_:‘-..- :__:-..
b ™
Question 19__:._‘ Sy ."-‘;“
B “al

Which of the following is the most common type of melanoma?

a) Nodular
b) Superficial spreading
c) Lentigo maligna melanoma

d) Acral lentigious melanoma

Question 20:

Choose the incorrect statement with respect to the skin malignancy shown below.

555

Sold by @itachibot



y

ﬂ
a) More than 50% of them originate from p 'ﬁttlng nevus( ™ *
e : 2

b) The number of dysplastic/atypical ne\f@s proportig:@'lg the rislg_‘{_"?"
c) Skin type I in Fitzpatrick’s classiﬂ;(ii’hon has h_i,g.ﬁ_.i—[';%isk _ E":.I"‘
d) Sun exposure in childhoO%@nsidere%ﬂﬂnpoﬂant rislf'ﬁlgféltor

S < X

tl' 'E.-'l?;
Question 21: a—& NS qu,,?_‘?{}
‘-4:;1 /

An elderly Australian maq_ﬁresented i Eslowly progressing lesion on his scalp for 3 years.
Which of the followi&@conside&cﬂ?s high-risk susceptibility gene for this condition?

S

a) CDKN1A
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b) CDKN2A
¢) CDKN3A
d) CDKN4A

Question 22:

Which is the best indicator for the prognosis of primary melanoma?

a) Tumor thickness

b) Tumor size by
c) Regularity of margins {::I";.,_, e =
d) Symmetry of tumor TE:':} E'{:I{H

'Er .;_';I;:E"IiL O
Question 23: @Hﬂ" {1 4:: q::;@q"

Shown below is a skin lesion. M]Erﬂzgf%e fol}%\&'ﬂﬁg is not (S_%rlon to assess its malignant
potential? D

a) Irregular border
b) Inhomogenous colour
c) Diameter &gt;4 mm

d) Asymmetry
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Question 24:

Your neighbor is a cancer survivor who developed radiotherapy epilation of the scalp and has
now developed multiple, small, pink nodular growths on the temples. Which of the following
is not a possible diagnosis?

a) Cylindroma

b) Trichoblastoma

c) Spiegler’s tumor

d) Turban tumor ;{j"?' )
. o, L
.*-.,:v-,':' =
A e
AnswerKey v B
Question No. Correct Option

1 C

2 a

3 d

4 d

5 d

6 b

7 b

Wi 8 b
'-..::-._ e 9 a
10 d

11 a

12 d

13 (o

14 (o

15 a

16 b

17 b

18 (o

19 b

20 a

21 b

22 a
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23 c
24 b

Detailed Explanations

Solution to Question 1:

The above image shows multiple plaque-like lesions coalescing with each other which is suggestive
of Kaposi sarcoma. All forms of Kaposi sarcoma are associated with HHV 8 infection as an
aetiological agent. Wy

o

It is a multifocal, endothelial proliferation most often with €utaneous involvement and with or
without visceral extension. This virus is transmitted thrm!tgh saliva and‘blood products.
It has a low-grade malignant potential. The most 1mportant cofactoi‘ associated is HIV co-infection

L 5

which increases the risk up to 20,000 fold O [ %

Solution to Question 2: ”

The above image showing p'ﬁr_ple-coloredtpléques on the'ala and tip of the nose in an
immunocompromised patient is sugge"stive of Kapesi sarcoma. It is mostly seen in
extremities, commonly on feet and occasmnally-.on hands, ears, and nose, and has

a low-grade malignant potentTaI :

Skin lesions are usually p'hrple and multifocal which eventually evolve into plaques and tumors.
Lymph nodes, mucesde, and visceraiay be involved as the disease progresses, although this can
occur without skin‘involvement. ™

™ =, Nt
i %
! -l..

Solution to Question 3:

The most common type of primary cutaneous T cell lymphoma is Mycosis fungoides.

Option A: Sézary syndrome may develop either ab initio or rarely as a progression from classic
mycosis fungoides. It is a severe form of cutaneous T cell lymphoma with a poor prognosis.

Option B: Follicular mucinosis is a type of cutaneous T cell lymphoma that consists of boggy
cutaneous plaques showing follicular prominence and histological evidence of mucinous
degeneration of the hair follicles.

Option C: Pagetoid reticulosis is a localized, solitary variant of cutaneous T cell lymphoma, which
histologically shows intense epidermotropism. It is also called Woringer—Kolopp disease.

Note: Mycosis fungoides is derived from skinBresident effector memory T cells, whereas Sézary
syndrome is derived from central memory T cells.
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Solution to Question 4:

Seborrhoeic keratosis is not a part of the clinical triad of Sézary syndrome

The clinical triad of Sézary syndrome consists of the following:

* Erythroderma - As a result of diffuse infiltration of the skin by neoplastic cells
* Peripheral lymphadenopathy

* Atypical mononuclear cells (Sézary cells) comprising more than 20% of total lymphocyte count
or total Sézary count of more than 1000 x 109/L

Solution to Question 5:

The given clinical features along with the characteristie’ in"Vestigation of T-cell receptor analysis
showing clonal rearrangement of the T-cell receptor, (TCR) genes is-diagnostic of Mycosis
fungoides. o . k

" L 1 |
Mycosis fungoides is characterized by erythematous, polymetphic patches and plaques which
are fine, scaly, and slightly atrophlc (wrmkled) usually involving limb/girdle, breast, and especially
the buttock area. : Lo s}

Analysis of TCR genes is now-a'standard appreach that has, diagnostic, prognostic, and
therapeutic implications. It‘eonsists ofithé.ahalysis of DNA from tissue samples for the detection
of clonal rearrangements of the TCR-genes as a markér‘of a monoclonal THcell population. THcell
clones can be detected in a proportion (70% overall) of skin biopsies from patients with
earlyMstage disease and are alihdst invariablé'in patients with later stages of the disease.

Option A: Follicular myq_h{ogis consistsof boggy cutaneous plaques showing follicular prominence
and histological evidence of mucinous degeneration of the hair follicles. It is often associated with
an atypical pilotrepic THcell infiltrate.

Option B:Bowen's Disease(l§ 4 type of squamous cell carcinoma in situ that presents as an
erythematous scaly plaque.

Option C: Psoriasis is a papulosquamous disorder presenting with erythematous plaques with
silver coloured scales.

Note: Follicular mucinosis is the only other cutaneous T-cell lymphoma given in the options.

Solution to Question 6:
The image shows a characteristic cerebriform appearance of T-lymphocytes as seen in Mycosis
fungoides.

It is a type of cutaneous T cell lymphoma with an indolent (slowly progressive) clinical course.
Most accepted theory is that human THlcell leukemia virus 1 (HTLV-1) is the causative organism.

Histopathology findings:
» Moderate lymphocytic infiltrate in the papillary dermis.
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» Epidermotropism - presence of lymphocytes in the epidermal cells.
* Pautriers’s microabscesses consisting of clusters of atypical lymphocytes.

* Atypical lymphocytes have a cerebriform appearance with an irregular nuclear outline and halo
around cells.

Note - Cerebriform appearance is also seen in Sézary syndrome.

Mycosis fungoides

|;|IH'

idermotropism - the presence of lymphocytes
in the epidermal cells seen.

., *- k
ey w X o™
Plaques of mycosis fungoides
S T =T T T T T | T T
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.|.?.|.?. 1 .IIE.:- Iuﬂ_._l_Jn_'._lrlz‘_l TLT .:I j
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Solution to Question 7:

Extracorporeal photopheresis is a systemic therapy used for mycosis fungoides.
The procedure consists of three stages:

* Leukapheresis
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* Photoactivation (with psoralen and UVA)

* Reinfusion of buffy coat

&) The photoactivated
white blood cells are
returned to the patient

T
Psoralen 'l.:
oy e
o _'I
&P Blood is separated by
centrifugation and
red blood cells are
returned & White blood cells
are treated with psoralen
and exposed to UVA light
i
h-
Fa W | - . &
Lt N i ™

e Ny L
After exposure to UVA, psoralen b'irrd,s”'“:bovalentl);:ti) "]-)-NA in sepa;é‘tqg'd leukocytes leading to cell
cycle arrest and apoptosis. TheEe':‘ap(')ptotic leukocytes when reintroduced into the peripheral
circulation are phagocytosed:by antigen-p_f‘é_é‘e-'i'lting cells__(i{_&‘RCé'). These APCs then produce tumor
suppressor cells against the?nalignant,_‘egllk responsib'l-e'_'for mycosis fungoides.

i
Skin-directed therapy is preferr(_a_c_il_I in‘the early sEagEs whereas advanced stages require systemic

therapy. At el
i

K = i
Skin-directed therapies; «* = e,
ey

* Topical corticosterggi@ AN
* Topical c?emgt-l'ibrapy: nit_EQ;geﬁ mustard (mechlorethamine) and carmustine (BCNU)
* Topical rexinoids .

* Phototherapy and photochemotherapy (PUVA)

» Radiotherapy and electron beam therapy: Mycosis fungoides and variants are highly
radiosensitive

Systemic therapies:

e Immunotherapy: Pegylated IFNW°

* Oral Retinoids and rexinoids

» Combination therapy

* Systemic chemotherapy

» Extracorporeal photopheresis (ECP)
» Toxin therapies: Denileukin diftitox
* Monoclonal antibody therapy

* Histone deacetylase inhibitors.
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Solution to Question 8:

The above image shows a characteristic peripheral palisading of tumor cells which is seen in basal
cell carcinoma.

The tumour cells resemble cells of stratum basale that have grown into the dermis. This cluster of
cells is surrounded at the periphery by perpendicularly arranged cells. It also has a well-organised
stroma surrounding it.

| . e¥
Solution to Question 9: X (4

Nodular type is the commonest type of basal cell carc@'ah% Telen @5‘ ia and cystic areas may
be present. Some areas may be pigmented.

Histopathological patterns of basal cell ca n@.{‘:ﬁ include: 'L_'.ll::l E&' .
« Superficial @ -:-._Q.
* Nodular {-..::":,'.'I-“I"'" LLE.ID N

+ Infitrat R o~
Infiltrative I"__.JD "'ll:"-.""' E..{:.,,.

» Micronodular ¢! 1{}@ =

* Pigmented. - "El-l:? &

Nodular Basal Cell Carcinoma

&

Solution to Question 10:

PUVA therapy, HPV infections, surgical scar and iatrogenic infections are risk factors for basal
cell carcinoma.
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The following are the risk factors for basal cell carcinoma:

* Solar radiation

* Psoralen-UVA Therapy (PUVA)

* Human Papilloma Virus infections

« Iatrogenic infections

* Surgical scar

¢ UV-B rays

* Ionising radiation

* Photosensitising drugs . :

* Previous history of basal cell carcinoma

Solution to Question 11: LA O

Basal cell carcinoma typically has no premahgnant stag_e o

The typical basal cell carcinoma r.uns a slowly prbgresswe courseof peripheral extension. The
pearly translucent nodule with'surface telangiectasia undelggoes central necrosis resulting in
rodent ulcer with a rolled-ent-margin. . *._*

Metastasis is extremely rare in basaLCeil carcinomsd.,
"-_- L

Solution to Question 323~ ey

The above image-shows malignaﬁt cells resembling normal squamous epithelial cells with
individual.ell keratinization and nests of keratin pearls suggestive of squamous cell carcinoma.
Keratoacanthoma is considered a form of well-differentiated squamous cell carcinoma, not a
premalignant condition.
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erkeratotuﬁ}lglq\r‘ls that

Option A: Actinic keratosis is characterized %)&'ﬁ)
progression to invasive squamous cell careinoma(SCC). ,..,'.

&;i‘z.}a low risk of

Option B: Cutaneous horns are hard conical projections from the skin, made of compact keratin.
They arise from benign, premalignant, or malignant skin lesions. Approximately 9% showed SCC
pathological features at the base.

Option C: Arsenical keratosis: A cornMlike, punctate keratosis caused by arsenic, characteristically
affecting the palms and soles, which may progress to squamous cell carcinoma.

Solution to Question 13:

The above image is suggestive of actinic keratosis which is associated with mutation of the TP53
gene.
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Actinic keratoses are hyperkeratotic lesions occurring on chronically lightMexposed adult skin that
carry a low risk of progression to invasive squamous cell carcinoma.

Lesions are usually multiple and comprise either macules or papules with a rough scaly surface
resulting from disorganized keratinization and a variable degree of inflammation. It is more
common in the elderly. Human papillomavirus (HPV) is present in significant numbers in actinic
keratosis.

Histopathology is characterized by solar elastosis and disordered epidermal keratinocyte
maturation with cytological atypia. The typical lesion shows hyperkeratosis, parakeratosis, and
hypergranulosis.

G

: . . L
Solution to Question 14: M {h‘-:z,

O
&
It is an intraepidermal squamous cell carcinoma,that is charagtg_ﬁ}ed by a persistent,
nonMelevated, red, scaly, or crusted plaquj:\k small po%m‘ial for invasive malignancy.
e d

Histologically, it is characterized by full- ness epid_?;{__h‘la ysplasi_ag{'-. -
It usually grows progressively but sq:ﬁ'étimes un é(-)'!zs sponta_n%):;é* partial resolution. It can

occur anywhere, but it occurs more in the head and neck regig_lh,.

i "y,
Human papilloma virus in.fen}t-""'mn is as§30%}‘€d with it. IE..{""'
- & =

Bowen's disease has a low potential for invasive malj@acy.

o

Red scaly plaque seen on the finger

Image: Red scaly plaque seen on the finger, in an 81-year-old woman with Bowen’s disease.

Solution to Question 15:

The above image shows exophytic verruciform growth suggestive of verrucous carcinoma which is
a well-differentiated squamous cell carcinoma.
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It is slow-growing and rarely metastasizes. The etiology of verrucous carcinoma is unknown but it
can develop in areas of chronic inflammation. Human Papillomavirus (HPV) has been associated
with this tumor and specifically HPV types 11 and 16 have been described in plantar lesions.

Solution to Question 16:

Muir-Torre syndrome is an autosomal-dominant inherited condition and has multiple sebaceous
tumors with multiple visceral malignancies like colorectal carcinoma. Other internal malignancies
include carcinoma of the endometrium, stomach, small bowel, genitourinary tract, breast, ovary,
pancreas, liver, and kidney.

Option A: Cowden syndrome- mucocutaneous lesions, facial trichilemmomas; —atral keratosis,
papillomatous lesions, and mucosal lesions. The mucosal lésions comprise‘a warty, ‘cobblestone’
hyperplasia of the tongue and buccal mucosal surfaces, Multlple hamazxtomatous lesions of
ectodermal, endodermal, and mesodermal origin occur

Option C: Gorlin syndrome or nevoid basal cell ¢arcinoma- an autosomal dofrinant familial
cancer syndrome in which affected individuals are predlsposed to the development of multiple
BCCs at an early age, characteristic fames and varlous skeletal abno_rmahtles

Option D: Gardner Syndrome- a yarlant of famil{al’ adenomatous p‘olyp051s (FAP), is an autosomal
dominant disease characterized.by gastrointestinal polyps ultlple osteomas, and skin and soft
tissue tumors. e x,

Solution to Question 17: T~ 1

Gorlin syndrome, also'known as nevon basal cell carcinoma syndrome, has an autosomal
dominant inheritance with mutation of PATCHED (PTCH1) gene.

It consists,6f ’;ﬁle followingl: features:

 Multiple Basal cell carcinomas

* Highly characteristic facies (with large forehead)

* Bifid or misshapen ribs

* Vertebral and other skeletal anomalies

* Pits of the skin of the palms and soles

* Dysgenesis of the corpus callosum

» Calcification of the falx cerebri (at an earlier age than is seen in nonBMaffected individuals)
» Macrocephaly.

Option A: Muir-Torre syndrome- defect in DNA mismatch repair genes (MLH-1 or MSH-2) and
microsatellite instability

Option C: Rombo syndrome- autosomal dominant syndrome with basal cell carcinoma as
prominent feature; defective gene unidentified
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Option D: Cowden syndrome- PTEN (phosphatase and tensin homologue) mutation

Solution to Question 18:

The above image shows melanonychia with the pigmentation of proximal nail fold which is called
the Hutchinson's sign. It is seen in subungual melanoma.

In benign nail pigmentation due to drugs (eg. minocycline) or injury (hematoma), the colour stays
within the margins of the nail plate and doesn't extend to nail folds.

Option A: Frank's sign - diagonal crease in the earlobes of adults has been assoc1ated with an
increased risk for atherosclerotic heart disease. ]

o

Option B: Fitzpatrick sign (Dimple sign) - squeezing the skin adjacent to 2 dermatoflbroma causes
a dimpled appearance on its surface. It is also termed a-pbsmve pinch.gign or dimple sign.

Option D: Pastia's sign - linear petechial eruption in the skin folds especially on the ante-cubital

fossa and axillary fold seen in streptococcal sqarlet‘fever e .

] - —~ - 5

Y b I: L "'-.
Solution to Question 19: . .

™

Superficial spreading type isithe most cpmmon type (70.%) of melanoma, usually arising in
pre-existent nevus. b

The growth is slow at first and_l_ai‘ér becomes_ rapid.

Types of melanoma: L "

* Superficial spreading_r-ﬁ'elanoma e
* Lentigo mahgna melanoma

* Acral lent"glnous melanoma

» Nodular melanoma
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Solution to Question 20: L ' Lot
el L £ ey

Fie)
The above image depicts melanol'r'na. Only about,20—25% of mélanomas arise from pre-existing

nevus others arise de novo: _'II‘Eé' number Qf*i_ia.évi will be proportional to the risk.
.

5 k
Risk factors for melanoma are as follows: Wy

—_ ]

o L -

e Family history- a positive fanﬁ_ly.ﬁi“story is ass@ciated with a two-fold increased risk of melanoma
W ]

* Melanocytic nevus- may bé.congenital nevus or atypical/dysplastic nevus

« Genetic mutations- siutations of CBKN2A gene (major susceptibility), MC1R gene (moderate
susceptibility), TYR ‘gente (low suSeeptibility)

* Skin pigm'gn‘t;';.t'ion and tanming abilities- skin type I in Fitzpatrick’s classification has two-fold
increased risk as compared to type IV.

* Sun exposure- intermittent sun exposure during childhood is considered to be an important risk
factor.

* Artificial sources of UV- sunbeds and therapeutic UV increase the relative risk for the
development of melanoma.

Solution to Question 21:

The above image shows a flat, brownish, irregularly shaped lesion suggestive of melanoma. The
cyclinBdependent kinase (CDK) inhibitor 2A gene (CDKN2A), located on chromosome 9p21, is the
best established highMrisk locus for melanoma susceptibility.

CDKN2A mutations are found in approximately 40% of individuals with familial melanoma.

In melanoma, tumor suppressors that play a protective role against melanoma are mutated.
CDKN2A encodes via alternative splicing for two proteins involved in cell cycle regulation:
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p16/Ink4a and p14/Arf, both act as tumor suppressors through the Rb and p53 cancer pathways,

respectively.

Solution to Question 22:

Tumor thickness or Breslow index is the best prognostic factor of melanoma.

It is the distance in millimeters (mm) between the epidermal granular layer and the deepest level

of invasion of the primary lesion.

Thicker tumors have a higher metastatic potential.

Image: Breslow Depth

Epidermal surface

Granular layer

Epidermis

Dermal-epidermal
junction

Dermis

Solution to Question 23:

Deepest invasive

P e e S e R e e

. - -"\.‘.
...-. -

Breslow
depth'(mm)

malignant melanocytic cells

The image shown above depicts a nevus. Diameter &gt;6 mm is the diagnostic clue for the
transformation of a nevus to a melanoma.

Solution to Question 24:

The above scenario is suggestive of cylindroma or turban tumor or Spiegler’s tumor which is a
tumor of the sweat gland. Trichoblastoma is a tumor of the germ cells of the hair follicle and
commonly develops within naevus sebaceous.

Cylindroma is familial, inherited as an autosomal dominant disorder, due to the loss of the
cylindromatosis gene, CYLD on chromosome 16q12-13, and have been reported to follow

radiotherapy epilation of the scalp.
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The lesions are frequently multiple, smooth, firm, pink to red, and somewhat pedunculated. They
are mostly seen on the scalp. Histologically, it contains mosaicHlike masses - a jigsaw appearance.
Malignant transformation is very rare.

Surgery is the treatment of choice.

Jigsaw-puzzle appearance
of cylindroma

- 5 Ml

Cylindroma
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Systemic Diseases and Skin

Question 1:

A 74-year-old lady presented with a 6-month history of easy bruising. Her physical
examination revealed only pinch purpura as shown below. This finding is characteristically
seen in:

B ]

= R
__“‘!. - Z 'E-'Hh

e
a) Primary systemic aqy%idosis L
b) Secondary s %ic amyloi ogs',"
c) Idiopaﬁi&n;f

d) Drug induced purpura

mboc; ic purpura

Question 2:

A woman presented with generalized swelling of the upper body. On examination, her skin
was extremely taut with marked, non-pitting, symmetric induration. The following finding
was also noted. A diagnosis of scleredema was made. Which of the following statements is
false regarding this condition?
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a) The dermis is 3—4 times thicker than nor I

2
b) Erythema and peau d’orange appeara@pf the skln-d_id‘n?e seen 1,:":""

¢) Can occur in association with dm&g‘és ;{t{__{j ?:F"
d) Associated with sclerodac@g_ Raynaq%‘-ﬁ'ﬂenomenon L.I

& o
i Eﬂ
Question 3: %':?E: _-J;E..
1""?‘

A first-year dermatology ent is cal_sg:&) see a child admitted with the following findings.
to stay indoors during the day. On investigation,

The parents inform t a e child
urine porphyrin 1 were elevated. Which of the following types is unlikely here?

N

a) Congenital erythropoietic porphyria
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b) Acute intermittent porphyria
c¢) Erythropoietic protoporphyria
d) Porphyria cutanea tarda

Question 4:

Which of the following is the most common type of porphyria?

a) Porphyria cutanea tarda

b) Congenital erythropoietic porphyria &‘-:
c¢) Erythropoietic protoporphyria Gll;b @,
d) Variegate porphyria ..,"':I::I- E.-‘:F‘

Question 5:

a) Broad beta disease

b) Familial hypercholestrolemia
c) Type 1 hyperlipoproteinemia
d) Primary biliary cirrhosis

Question 6:

574 Sold by @itachibot



A 25-year-old otherwise healthy man presented with painless, linear, yellowish patches
running along the palmar creases and the flexor creases of the wrists. Histopathology
revealed lipid-laden macrophages in the dermis. What is the most likely diagnosis?

a) Type IV hyperlipoproteinaemia

b) Type III hyperlipoproteinaemia

c¢) Type II hyperlipoproteinaemia

d) Type I hyperlipoproteinaemia

Question 7: "'u,::lla

Choose the incorrect statement regarding diabetic da:%@athy {"El

L

a) Occurs over shins, forearms, thighs and over bc{_'y promine

b) Cannot be used as a marker for mlcroy.as]h.]ihi'ur comphcatﬁg[rg of diabe_tg_sf
rllh.l

c) Lesions are brown atrophic macules "‘*—" L-.]'-:" {_:1:'"
d) Deposition of haemo&dern&ﬂaﬁﬁ@ﬂlﬁzlanm in t}}é:aermls is Eﬁsg;‘lt
o T, < Qo
‘j {:'r E:E‘:‘
Question 8: .ﬂ *{':-

A 59-year-old lady, a kno @etlc for ;ge(:fiast 10 years, presents with rashes over shin as

shown in the image. W]%t..'is the posds_gﬁb@

iagnosis?

S

a) Granuloma annulare

b) Necrobiosis lipoidica
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c) Reactive perforating collagenosis

d) Rubeosis

Question 9:

Identify the condition.

a) Diabetic dermopathy .;:? o
b) Cutaneous sarcoid
c) Lupus Vulgar_is,j'-..:} -:_'_"-..'"
d) Rain dr@n’?‘ p%g'-fnentatiop,;::"'}

b ~y

Question 10:

A 45-year-old woman presented with the following. Apple jelly nodules are seen on diascopy.
Her serum angiotensin-converting enzyme levels were found to be higher than normal. What
is the possible diagnosis?
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a) Lupus vulgaris

b) Scleroderma

¢) Erythema nodosum 1{-’_“3‘ th{.-{:l"‘ ; O
d) Lupus pernio &'i?::* "q:'-.,"'-lf_} ;__I'-...-
3 b4 e
o
Question 11: > qla

A 44-year old previously ng}]thy lady, Hisﬁé'nted with complaints of pain in both her ankles,
knees, and elbows. %?] mlnatlon-,.:"t der rash as shown below is noted. The chest x-ray
showed bilateral hila phaqlsp pathy. What is the possible diagnosis?

H‘:;". -

a) Heerfordt Syndrome
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b) Tuberculosis
c) Lofgren Syndrome

d) Rheumatoid arthritis

Question 12:

A patient presented with the following. Similar lesions were seen on the palms. The lifetime
risk for which malignancy is high in this patient?

T
a) Gastric cancer "-.:I'{El {--.':-.rb
b) Esophagia.llhlgr?cer {._.,:I'-.}
c) Colon (?'ancer "‘I"'l.

d) Lung cancer

Question 13:

Identify the condition given in the image :
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G W
a) Dermatomyositis o . '-t"‘
) yositi ﬂl-.,,::.__. - )

o

b) Acanthosis nigricans '--._Hl:'___ _':-.’_:_“w = _‘{_"-ﬂ"

c) Pityriasis rotunda *-.,:1"1 ;";':'"ﬁ ¢ z::-'-"

d) Melasma T b Gy

) .1& 1::':"} I?{""'
o
Question 14: 1..:-:'_’5-"’."1 H-EF'
. fa
Which of the following mq;ljénancies 15&1%}( commonly associated with the paraneoplastic
manifestation shown \ge'ﬁw’? «_'_2'*
O
"-.I'l.l'“'
W

a) Breast carcinoma
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b) Bladder cancer
¢) Gastric adenocarcinoma

d) Lung adenocarcinoma

Question 15:

In 40% of patients, this is the first sign of undiagnosed cancer. This finding in isolation is
associated with which of the following internal malignancies?

a) Lung cancer "-.::I'Q {--.:‘-?
b) Gastric %‘P&ﬁ}gma
c) Breast cancer "l'"i.

d) Colon cancer

Question 16:

Pick the incorrectly matched cutaneous marker and its commonly associated internal
malignancy.

a) Acquired Icthyosis - Hodgkin Lymphoma

b) Erythema gyratum repens - Glucagonoma

¢) Dermatitis herpetiformis - Lymphoma

d) Porphyria cutanea tarda - Hepatocellular carcinoma
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Question 17:

A 56-year-old man presented with the sudden development of the eruption shown below.
Which internal malignancy should be suspected?

O et e

a) Carcinoma pancreas I"___l::l 1::'_'_:"" IE."::"'
=

b) Carcinoid syndrome 2. ‘-..;'_‘}'E-"

c¢) Bronchial adenocarcinom T}I:? 1-.'.5'2"

d) Gastrointestinal adellf:clahﬁfvfnoma b %

Q 0
o ; ﬁx} ﬁf-
uestion 18:
S X\

Leukemia cutis is most commonly seen in association with which of the following
malignancies?

a) Acute lymphocytic leukemia

b) Acute myeloid leukemia

¢) Chronic lymphocytic leukemia

d) Chronic myeloid leukemia

Question 19:
A patient with ulcerative colitis presented with the lesion shown below. He gave a history of a

papulopustular lesion over his leg that had ulcerated to the current painful form over 4 days.
HPE of the ulcer edge revealed neutrophilic infiltrates. Which of the following statements
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regarding the cutaneous lesion is false?

e e '(- ¥y gL J‘f - Ll -r" 6"‘"7';{.""’ ’

AT 4, 378 a0 h
H,'-I_F " : L-_:l ' - n

B

o {:J-.‘:-. o

b) Cribriform or wrinkled paper cirs are seen a&ﬁe sites of haﬁd ulcer

c¢) Bullous form of this lesi%;r}associatedxﬂifmematologzq;l_"malignancy

=

topical a@.iblotics R

Question 20: 1'::;:"’ b4

4
A child presented fever and ﬁﬁ‘ltiple erythematous tender plaques. On microscopic
examination, %e&l in lesion@?ﬁre neutrophilic infiltration in the dermis. What is the

diagnosis? . ‘-«'.'.,.

a) Pathergy is seen in this condition

d) Treatment is with oral an

a) Behcet's Syndrome

b) Pyoderma gangrenosum

¢) Kasabach-Meritt Syndrome
d) Sweet's Syndrome

Question 21:

A 35-year-old woman presented to the medicine OPD with complaints of fatigue,
constipation, and low mood for the past 3 months. Physical examination revealed diffuse
enlargement of the thyroid gland and bradycardia. Which of the following skin findings is
least likely to be seen in her?
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a) Sign of Hertoghe
b) Aurantiasis cutis
c¢) Dry coarse skin

d) Palmar erythema

Question 22:

Which of the following is the most common cutaneous manifestation of end-stage renal

disease? NG 1
a) Pigmentation 3 e, <
b) Pruritus ":::"G {:F'"
¢) Half and half nails EF" {qxe"
d) Pseudoporphyria "--.,'.";-..-..Eir ..::':" E_:'r'.}
e & &
O O

Question 23:
o

A 44-year-old man came to [1:_1% OPD w@ complaint@% violaceous rash on his toes that
appeared one day ago. He denies auﬁkposure ‘13 d in the last 24 hours. Which of the
following is suspected to be t se? =)

s o e e

a) Chilblains
b) COVID-19

c) Varicella
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d) Eczema

Question 24:

An elderly woman presents with a sudden increase in size and number of lesions given in the
image. Which of the following should be suspected?

a) Melanoma _
A fal
b) Visceral malignanc %& -"";:""
¢) HIV-AIDS {r?
d) Parkinson s..'q ease I:::I--.,'_','l-
KP4
Answer Key

Question No. Correct Option

N | O |0 WN |
o|T |0 |9 |T|Q|D
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Dé‘talled E»x‘planatlons
l:"“— W
Solution to Question ]'\M «{u

%

Pinch purpura 1a d1agnost1c of: prlmary systemic amyloidosis.

Purpuric m:acules and ecq]é‘ymoses especially in the periorbital area, develop with minor
trauma due to fragility from amyloid deposition around cutaneous vessels.

The common feature of these diseases is the production of monoclonal immunoglobulins of
mostly light chains (isotypes k and A) serving as amyloid precursors (AL = light chain type/Bence
Jones amyloid).

Amyloid precipitation within the oral cavity mucosa may present as macroglossia.

The given image below shows macroglossia associated with amyloidosis.
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Solution to Question 2: 4 {%D"'-. {-;:":"“
b -
Sclerodactyly and Raynauds phg_ﬁpmenon arq‘sg,ep;{ in sclero@'ma (not scleredema).

The symptoms of sclered re due & ickened degn@ deposition of mucin, and
replacement of subcutaneous fat wﬁ%‘ rse coll ers.

The dermis is 3—4 times thlcker normal duie to an increase of type 1 collagen synthesis by
dysfunctional fibroblast. H%‘,’Eﬁr fibroblast‘proliferation is not seen. Erythema and a peau
d’orange appearance of in are co only observed. The hands and feet are characteristically

spared.
Diabetic sclere S gls the m mon type. Here, the accumulation of collagen may be due to
1rrevers1b enzymatic'g cosylatlon of collagen and resistance to degradation by

collagenas t can also oceur post-streptococcal infections.

The image shows scleredema in a diabetic patient with firm nonMpitting edema and induration on
the upper back, neck, and shoulders on an erythematous background.
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:::I.:;'t "‘1.. .
. . TN
Solution to Question 3: o

J—i‘; {.-{:J i {'\'

The given clinical scenario and,x%g; findings s own- blistering,:hypo, and hyperpigmented lesions
over the sun-exposed are%g@kn in pan ), and the dbsence of similar lesions on non-sun
u

exposed areas (back) are suggestive of%? yria whigch presents with cutaneous features. Acute
intermittent porphyria presents wj_tleacute abdominal pain, psychosis with no cutaneous features.
The common porphyrias are.'ﬁ.,;;‘--.T:r =)

o
» Cutaneous disease on]{.':l"_':-. T"‘

* Porphyria cutangﬁcﬂa (PCT) -'1.,.'-;:"

* Congenital exm?;’ropoietic I::_Eg:lq'tphyria (CEP)
. Erythroﬁ'zxetic protopo'rhpyria (EPP)

« Cutaneous disease and acute attacks:

* Hereditary coproporphyria (HC)

* Variegate porphyria (VP)

* Acute attacks only - Acute intermittent porphyria.

Solution to Question 4:

Porphyria cutanea tarda (PCT) is the commonest porphyria.

It results from the deficiency of uroporphyrinogen decarboxylase (UROD). This causes an
accumulation of uroporphyrin and other highly carboxylated porphyrins

It is usually acquired (75%, sporadic) and is often associated with liver disease. It does not cause
acute attacks.
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Patients notice increased fragility on lightBexposed skin, particularly the backs of the hands and
forearms, with minor trauma shearing the skin away to leave sharply marginated erosions that
crust and resolve over few weeks leaving atrophic scars, milia, and often mottled hyper® or
hypopigmentation. Hypertrichosis on the upper face and forehead is common

Pink or coral-red fluorescence of urine is seen under Wood's light.

The image given below is of porphyria cutanea tarda: erosions, blisters, pigmentary changes, and
scarring.

Solution to Question 5@3}{% x'.'t‘ﬂ
The given ima eﬁ_"é'].”i'c.;rws xanthe{a a palpebrarum. They are seen in:
. Familial%pertholestecglg\mﬁa
* Type III hyperlipoproteinemia (broad beta disease)
* Primary biliary cirrhosis (chronic cholestasis)

They are not seen in type I hyperlipoproteinemia (familial chylomicronemia).

Xanthelasmas most commonly affect the upper eyelids and the area around the medial canthus.
They are relatively soft on palpation and range from pale yellow to yellowBorange in color.

Solution to Question 6:

Painless, linear, yellow, lipid deposition along the palmar creases and flexor creases of the wrist
are descriptive of xanthomata striata palmaris. It is pathognomonic of type III
hyperlipoproteinaemia.

The image given below shows xanthomata striata palmaris.
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Solution to Question 7:
Q “1_,“5-. A0

*
Diabetic dermopathy is com 1'13’9;:3 is a ma kg;}‘or comphcaa#ens of diabetes such as
retinopathy, nephropathy,%s@-neuropath‘z‘}_
It presents as asymptomatic, oval ﬁred papu i‘,ﬁiﬁ—l cm in diameter evolve slowly on the
shins, forearms, thighs, and ove promlneﬁc producing a superficial scale and, ultimately,
atrophic brown scars. 1-..;'_--.

Pathologically, there is rplgment Ht*l:t?bf the epidermal basal layer, deposition of
haemosiderin and me@mn in the and arteriolar basement membrane thickening.

ow shows -Efgl-zley s spots (diabetic dermopathy).

The image gi .:ej_::tk;}

589 Sold by @itachibot



Solution to Question 8:

The given image shows an erythematous rash with ulceration and healing over the shin. This
clinical presentation in a diabetic patient is indicative of necrobiosis lipoidica.

Necrobiosis lipoidica diabeticorum is a rare chronic and granulomatous skin disorder that affects
only 0.3% of diabetic patients. The average age of onset is 30 years, with females being affected
more commonly. Its postulated etiology is microangiopathy.

Most rashes are located on the legs, especially above the tibiae. It may present as red papules that
enlarge to form patches or plaques with an atrophic yellowish-brown and slightly depressed
center.The lesions may resolve spontaneously or become persistent chronic lesions, that can
ulcerate. @1

Ny =
Option A: Granuloma annular is most commonly found in children and fema{as"-&?‘lt;go years. It
manifests as groups of 1-2mm papules that range from skif¥colored to Vio.lla_!__ceéils, in an annular
arrangement over distal extremities. There is no confi association.,@"rth diabetes.

) e
i é /
-./’f’/%/

.

Option C: Reactive perforating collagenosis (folliculitis) has been reported in patients with
diabetes. It is attributed to collagen glycation.

Option D: Rubeosis is a peculiar rosy reddening of the face, and sometimes hands and feet. In
longstanding diabetes, it is attributed to microangiopathy or decreased vascular tone.

Solution to Question 9:
The image shows Binkley's spots or diabetic shin spots which is another name for diabetic
dermopathy. The phrase diabetic dermopathy was coined by Binkley in 1965.

It is characterized by asymptomatic, oval, dulllired papules 0.5-1 cm in diameter evolve slowly on
the shins, forearms, thighs, and over bony prominences, producing a superficial scale
and atrophic brown scars.
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Solution to Question 10:

Lupus pernio (cutaneous sarcoidosis) is the most likely diagnosis.

Cutaneous sarcoidosis or presents as redlbrown or red violaceous nodules or plaques, generally
multiple. It is usually asymptomatic. Diascopy reveals the subtle brownByellow or ‘apple jelly’
color characteristic of granulomatous diseases but usually more opaque than in lupus vulgaris. At
diagnosis, at least 60% of patients have an increased serum angiotensinMconverting enzyme level.

Lupus pernio is the most distinctive manifestation of cutaneous sarcoidosis. Infiltrated

erythematoviolaceous plaques involve the nose, cheeks, ears, lips, forehead, and fingers. On the
cheeks, a prominent telangiectatic component is characteristic. The clinical appearance is due to
the presence of epithelioid cell granulomas in the dermis. _*,

= e

L A
Lupus pernio is usually painless and, as it does not tend.to ulcerate,. is hot as mutilating as lupus
vulgaris.In more than half of cases, lupus pernio is “associated with.sarcoidosis of the upper
respiratory tract, especially in patients with mvol'vement of the hasal rims, [

It is also frequently associated with pulmonary flbI‘OSlS o Chromc uveitis;"and bony cysts,
particularly affecting the terminal phalanges. +Cr 4N

o &

Solution to Question 11:

The image given shows erythqmatfous shiny plaques over the shin, indicative of erythema
nodosum. The characteristie.triad association” of erythema nodosum with bilateral hilar and right
paratracheal adenopathies, with or without pulmonary infiltrates, and polyarthritis is known as
Lofgren syndrome. (it'is a type of acute sarcoidosis).

Arthritis in sareoidosis is usually ‘symmetrical; the ankles (&gt;90% cases), knees, small joints of
the hands-Ox feet, wrists, and elbows are involved.

Erythema nodosum is the most common nonMspecific lesion of sarcoidosis and the first
manifestation of the disease but may not be present in all patients. It may be accompanied by
fever, polyarthralgia, and uveitis.

Inflammatory markers are elevated in &gt;80% of patients with acute sarcoid polyarthritis. Serum
ACE level is usually increased, and rheumatoid factor is negative.

It usually resolves spontaneously. Some require treatment is with oral corticosteroids. The
prognosis is very good.

Option A: Heerfordt Syndrome is a rare presentation of sarcoidosis and is characterized by the
presence of parotid gland enlargement, facial palsy, anterior uveitis, and fever.

Option B: Tuberculosis generally does not show bilateral hilar lymphadenopathy.

Option D: Rheumatoid arthritis also presents with polyarthralgia and erythema nodosum.
Rheumatoid factor is often positive without chest involvement.
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Solution to Question 12:

The given image shows keratoderma or thickening of the soles. When this condition is present in
both palms and soles, it is called palmoplantar keratoderma or tylosis. It is associated with a very
high lifetime risk of developing squamous cell carcinoma of the esophagus.

Pressure points of the sole are predominantly affected, and the palms, less affected.

Tylosis esophageal cancer syndrome, also called as Howel-Evans syndrome is inherited as an
autosomal dominant trait with complete penetrance of the cutaneous features.

The cutaneous features usually present by 7 to 8 years of age but can present as late as
puberty. Esophageal cancer associated with tylosis usually presents in middle to late life (from
mid-fifties onwards) and shows no earlier development than the sporadic form of the'disease.

-

Solution to Question 13: a0

The condition in the given image is acanthosi§.figricans. It i8.characterized: by thickened,
gray-brown velvety plaques seen in flexural areas such as:the back of the neck, axillae,
inframammary creases, waist, and grom " Ty N

{
The causal mechanism is due to t-he Secretion of epldermal growth ‘factors in the region involved.
It can be benign or mahgnancy—assoc1ated ,

* Benign - commonly assoc1ated with obeSIty or insulif res1stance usually mild.

* Malignancy - much less commoug;-associated _w;th gastric, lung, and uterine cancers.
Acanthosis nigricans can aﬁ_lsg_'t-)é seen in the fellowing:

e Drugs such as nicoti_n-ig:-.-é'rcid used to ‘treat hyperlipidemia

* Sudden onset of multiple seborrhoeic keratoses

- y Ld
-

o !
= l..

Solution to Question 14:
This image shows velvety warty hyperpigmentation on the front of the neck called acanthosis

nigricans. By far, the commonest site of underlying neoplasm is the gastrointestinal tract
(70—90%), and gastric adenocarcinoma is the most frequent.

Production by tumor cells of either transforming growth factor ° (TGF-°) or cytokines that
activate insulinMlike growth factors or their cutaneous receptors has been proposed as the
pathogenetic mechanism.

Solution to Question 15:

The image shows enhanced dermatoglyphics with thickened velvety palms that have the
appearance of tripe, the stomach lining of beef. Tripe palms or acanthosis palmaris occurring
alone is more often associated with bronchial carcinoma.
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Other sites of tumors are:

* Genitourinary tract

* Carcinoma breast

Acanthosis nigricans or sign of Leser-Trelat is most commonly associated with gastric carcinoma

The appearance or exacerbation of tripe palms in a known cancer patient may be a sign of
recurrence of the malignancy.

The image below shows tripe palms.

.{:I'. ‘._
{.;E-

O
| S
Solution to Questl.qnj-l . O
A b
Erythema.%c_r;-tl!'hm repen '!'.-s";c'r)mmonly associated with lung cancer.
Necrolytic migratory erythema is commonly associated with glucagon secreting pancreatic islet
cell adenoma.

The image given below shows erythema gyratum repens of the arm secondary to carcinoma of the
bronchus.
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Solution to Question 17: :
S\ O

The given image shows multi e’%suptlve sebg. h;ic keratosesJ'bVer the back, abdomen, and neck.
This acute onset of an increase’ 1n size and:n,_fhmber of sebd:f'ihelc keratoses is a sign of internal
malignancy called the sign ef Leser- Tr 'E

When it is associated with pruril acanthos;g.}grlcans especially in younger patients, it
warrants investigation for 1ntq£n mahgna

About 1/3rd of associat: mors are i ’.c'hrg" gastrointestinal tract, and about half of these tumors
are adenocarcinomas{k'_‘l ﬂ_‘:;"_ﬁ.

--":.":j \ LA
l'.:-_-.,."'-.-
Sl 3
Solution to Question 18:
Leukemia cutis is most common in patients with myeloid neoplasms, especially acute myeloid
leukemia (AML). The risk is higher with translocation t(8,21).

Leukemia cutis is an infiltration of the skin by myeloid or lymphoid neoplastic leukocytes
resulting in clinically identifiable cutaneous lesions. When made up of malignant granulocytic
precursor cells, leukemia cutis lesions are also called myeloid sarcoma, granulocytic sarcoma, or
chloroma.

Leukemia cutis typically presents as single or multiple monomorphic violaceous, darkMred or
hemorrhagic skin nodules and plaques, especially on the legs, arms, and face.

The image below shows violaceous infiltrated nodules and plaques on the trunk suggestive of
leukemia cutis.
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The given scenario is suggesti @pyoderma g‘gﬁrenosum (-P.?-)' It is an autoinflammatory
disease (excessive respon to an internal anti I%en) due to-ﬁ'sutrophll dysfunction and hence

antibiotics have no role i 1n manage

Solution to Question 19: “5-.
o

It commonly presents on the an mﬁ"aspect of e lower limbs. The disease starts as a
papule/pustule/bulla and ra Q?I%rogresses 1 ulcerative lesion. The undermined edges of the
ulcer show neutrophlhc ion Deep:_'_ﬁ-l ers heal with a characteristic cribriform or criss-cross
pattern of scarring.

The pustular for, ﬁ& {% is associ_'_ﬂ-?éd mainly with inflammatory bowel disease (ulcerative colitis
se), the s form with hematological malignancies.

&gt; th\
Pathergy '} e phenomé'rll’o)n whereby skin trauma provokes lesions at the site of injury. It is seen
in pyoderma gangrenosum, Behcet's disease.

The image below shows a large purulent ulcer with violaceous undermined borders which is a
feature of pyoderma gangrenosum.
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Solution to Question 20: ™ '

Neutrophilic infiltration of th dagbmls 1ndlca H;fe of the dise:ases under neutrophilic
dermatosis. Sweet's Syndrome’ resents acute febrild:heutrophilic dermatosis which
is characterized by nonBitc sometu{,lves nder, ery,.t}_i matous plaques and papules.

The plaques are often oeden;i;;g-id as the ?EH‘SS develops they may become studded with

pseudovesicles or pseudopu (no fluid ction present).

The lesions in Sweet's S drome are commonly distributed on the arms, upper body, head,
and neck. An associa Ver and 5§heral leucocytosis are commonly seen and females are

more frequently.a,:lff&ted

Hlstologleﬁ\}_ﬁhmgs 1nclu@'_e-~ét'dense dermal neutrophilic infiltrate with edema. Three subgroups
are recognized: "l-"|.

* Classical
» Malignancy-associated
* Drug-induced

Option A: Behcet's syndrome is also a neutrophilic dermatosis but presents as recurrent oral and
genital aphthous ulcers with an erythematous halo.

Option B: Pyoderma gangrenosum, another neutrophilic dermatosis presents as painful ulcerative
erythematous plaques or papules with undermined violaceous borders.

Option C: Kasabach-Merritt's syndrome shows hemangiomas with thrombocytopenia.

The image given below shows Sweet syndrome- pseudovesicles may occur within the
inflammatory plaques.
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Solution to Question 21:

The given clinical scenario is sq'-_ stlve of h 5

'-.3-

Graves disease may also cause thyro 2&
exophthalmos, which are associatéd,

hyperthyroidism.

rmopat

h

Cold peripheries with pale an
ddry coarse skin

Smooth, moist, and warm ski
n

Aurantiasis cutis,yellowish ti
nged skin secondary to beta-c
arotene accumulation

g
S

Facial andpalmar erythema

Sparse and brittle hair

Fine, soft, and thinned scalp
hair

Sign of Hertoghe -loss of hair
in the outer third of eyebrow
s

Distorted and overgrown nail
s (thyroid acropachy) that ma
y lift off the nail bed (onychol

ysis)

Myxoedema - puffy face, eyel
ids, hands, and feet

Generalized pruritis

Delayed wound healing

Urticaria

Solution to Question 22:

597

roidism. Ra:]'mar erythema is seen in

1t1ng in pretibial myxoedema and
th the pr,;c_fe ce of thyroid antibodies.
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Localized (trunk, head) or generalized pruritus occurs in 90% of patients with endMstage kidney
disease due to irritation of free nerve endings caused by uremia.

Other cutaneous manifestations of end-stage renal disease are:
* Xerosis

* Anemic pallor

» Hyperpigmentation

« 'Half and half' nails

* Pseudoporphyria (following hemodialysis)

*» Nephrogenic fibrosing dermopathy 2
» Calciphylaxis L

G

'S '-..}
The imagé:lé'iven' below shgi{v-;"s calciphylaxis- also known as calcific uremic arteriolopathy (CUA) or
“Grey Scale”, is a rare painful syndrome of calcification of the small blood vessels located within

the fatty tissue and deeper layers of the skin, blood clots, and the death of skin cells due to too
little flow.
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Solution to Question 23: ’ -«,‘“"1 nf P {.;.

N -
The most likely cause of the ab,q_s?e- ;)?cture is- %‘D-lg, an en.E:rby called COVID toes.
-ﬂl ‘.H-

Pernio (chilblains) present-'&é"'e'rythemaio'ﬁl}violaceous .c__rfg'l'irpuric macules on fingers, elbows,
toes, and lateral aspect of the feet, with or without.gqe_f'onipanying edema and pruritus. The
underlying mechanism is thoughé;;tg"‘b’e an inﬂﬂ:ﬁ.m tory process. They can be:

» Idiopathic, due to exposurﬁ_"t;'cold that R{Qf&lt within 12-24 hours.

* Secondary to hemat al disordgin:(?araproteinemia), autoimmune disease, viral hepatitis or
malignancy. 5 L

The latest uLd_g:};;;es suggest-patients presenting with new-onset, pernio-like lesions that have no
other cle iause should%t\ésted for severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2) by polymerase chain reaction (PCR). There are no treatment guidelines for
COVID-19-associated, pernio-like lesions of the feet or hands. However, high-potency topical
corticosteroids may be helpful if the lesions are causing discomfort.

Solution to Question 24:

The finding seen in the case scenario provided is seborrheic keratosis and this is highly suggestive
of visceral malignancy.

A sudden appearance of multiple seborrheic keratoses in association with skin tags and acanthosis
nigricans has been associated with a variety of malignancies, including gastrointestinal and lung
cancers; it is also known as the Leser-Trélat sign.

Seborrheic keratoses are common epidermal tumors consisting of a benign proliferation of
immature keratinocytes. They present as well-demarcated, round or oval lesions with a dull,
verrucous surface and a typical stuck-on appearance.
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