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No Class - Test 1

Chapter 6 and Chapter 7

Know the information in the tables, they are testable.  Also see handouts in library

At any one time, there are about 25% US population has some worrisome skin disorder, so DC’s need to be able to identify them

There are about 2,500 different types of skin lesions, 50 common ones,  > 95% of patients will be seen first by a non-dermatologist because DC’s see more of the skin more often than other DR’s

Skin Cancers


Basal cell



** Most common, best prognosis**, usually people with regular sun exposure  


Squamous cell



Malignant melanoma
** Poor prognosis** due to periodic skin exposure to sun, sunburn, cumulative sun 







exposure, shows up in areas that usually don’t get much sun

Skin


Largest organ of the body


indicates general health of body, 


example: color of skin, 



Addison’s - get bronzed coloring all over, gums,



Jaundice - skin and eyes


Hair loss


Scar formations - metabolic disease, autoimmune disease


3 layers



Epidermis




multiple layers




keratin + melanocyte matrix




no thicker than 4 sheets of paper (very thin)




Function:  physical barrier, light barrier, immunological (langhans cells)



Dermis




contains blood vessels and sensory nerves




contains nourishment




has collagen for resilience and strength




tough, flexible foundation for these other structures




glands, hairs cells




temperature regulation



Hypodermis




subcutaneous fate




insulation/warmth




food storage


keratinocytes - secretes interkeukins, interferons, etc. affects immune function


Langhans cells


Lymphocytes, mast cells - immediate immune reaction to help us deal with environment


Many diseases have skin disorders associated with them



fungal infections

AIDS



viral infections


Immune deficiencies



bacterial infections

allergies


Hormonal changes can affect skin (external signs)



Cushing’s Syndrome - (hyper adrenalism)




Acne, hirtuism




moon shaped face



Addison’s Disease



Acromegaly


Nutritional deficiency can affect skin, etc.



decrease Vit A --> dry eyes --> corneal scarring



Vit B - hair loss



Vit C - seborrhea dermatitis, hair loss


History Questions:



How long has it been present?



How does it behave?



How did it start?



What did it look like initially?



Is it anywhere else?



What affects it?



From where do you come?



Have you been abroad recently? If so, where?



Does it itch or change color?


Turgor of skin (resilience)



pinch a flod of skin, release, it should return to normal, if not, possible dehydration.


Mobility of skin



some diseases don’t allow this, neoplasias, infections


Lots of skin lesions occur on older people

Summary of Examination:


Skin, Hair, Nails


Skin:



1:  Perform overall visual sweep of entire body



2:  Inspect each area of body for following:




color


symmetry




uniformity

hygiene




thickness

presence of any lesions



3
Palpate skin for following:




moisture

turgor




temperature
mobility - affected by lesions and adhesions




texture (calluses, etc)




* note the hygiene, indicates state of well being, especially if there are changes



4
Inspect and palpate any lesions for:




size


color




shape


blanching




configuration
texture


Excessive dryness of skin - hypothyroid, etc


“Tenting” - if skin doesn’t rebound quickly after being pinched, indicates dehydration


Mobility  -  affected by infections and tumors/neoplasms



5
Inspect for:




elevation or depression

patter of arrangement




pedunculation




location and distribution




exudate


Lesion shapes



Annular - fungular (fungus)



Telangiectactic - blood vessels



Acne - affects the face, back, upper shoulders,



Atopic dermatitis - affects flexor regions



photosensitive eruption - why it is important to know medicines



polyriasis rosea - trunk


Lesion shapes (cont’d)



psoriasis - scalp, extensor surfaces



seborrheic dermatitis - associated with excessive dryness


Testable material is in text, Ch 6, know definitions so you can describe things.

Primary lesion


how lesion first appears on undamaged skin

Secondary lesion


a change to primary lesion, can be due to healing, scratching, medication, infection

Primary Lesions

Macule


small, well circumscribed, flat


non-palpable


ex:  freckle


may be brown, purple, white, etc.


< 0.5 cm  (that is < 5 mm)  (many ref’s say it is up to 1 cm diameter)


Sample test question:  What is flat, well-circumscribed, has change in color?    Macule

Patch


an extremely large macule


ex:  area of decreased melanin/pigmentation   (vitiligo)


Vitiligo:  autoimmune condition, area with decreased number of melanocytes


Tinea variscoli:  Patch, non-palpable, flat


Cafe au lait spots:  autoimmune condition (increased melanin activity) or neurofibromatosis


Amebus flammitus:  red colored birth marks

Papule


Elevated, firm, well circumscribed


palpable (hard)


<  0.5 cm in our text, others say up to 1 cm


can have a change in skin tone


ex:  warts, moles



impetigo



drug reactions



elevated moles



malignant melanoma due to cumulative damage from burns

Nodule


more elevated, deeper


weel circumscribed


range from 0.5 cm to 2.0 cm in diameter


ex:  small tumors like squamous cell carcinoma, nodulus cutaneus, and possible changes to nerve fibers



Xanthoma, a fatty tumor, 



associated with hyperlipidemia (hypercholesterolemia), may be removed, but, if associated with 




hyperlipidemia, they will grow back, classically on face around eyes

Tumor


larger than 2 cm in diameter


elevated, solid


may or may not be clearly demarcated, 



ex:  Neurofibromatosis




Secondary tumors of breast (may have metastasized to breast)




squamous cell carcinoma

Wheal


elevated, irregular areas of cutaneous edema, (moisture present)


may appear solid, but change quickly


may be pink with a light center



reddish area


various sizes



EX:  
insect bites, rashes, uticaria





mosquito bite





hives





allergic or drugs reaction


if very large, called “geographic”


transient


psoriasis

Vesicles


filled with serous fluid


tiny blisters


our text say  < 1 cm,  Bates is used for boards


elevated, circumscribed


Herpes grouped vescicles



Shingles - vescicles follow dermatomes


Chiropractic and ultrasound work well on Herpes Zoster


Herpes Zoster 



can affect eyesight, hearing depending on the nerve



inner ear is effected by several nerves (tympanic membrane)



important to consider co-management so patient is getting “standard” care so DC is not blamed if 





something goes wrong and it gets worse


Herpes I  



Treat with L-lycine, B vitamins



Vitamin E on the lesion works well


Bulla



Larger than a vescicle



filled with serous fluid = blisters



ex: 
burns, secondary infections




Pemphigus (develops in neonates), all over body (genetic)


Pustule



elevated, superficial, filled with with pus



ex:
acne (classic)


Secondary Lesions

Crust



associated with blood or serous fluid drying



bulla or vescicles rupturing



burns (chemical burns)



impetigo (ruptures and crusts over)




very contagious, bacterial, like staph


Scale



Classic for psoriasis



exfoliated, adherent skin



ex:
epidermal bulb




ichthyosis




neoplasias


Epidermis



typically sked skin about every 28 days



psoriasis - “shed” at about 8 days



immature skin, so doesn’t exfoliate well, but piles up instead


Fissure



Linear crack in skin



ex:  vitamin deficiencies (vitamin B, esp B1 and B2)



poor fitting dentures



excessive moisture on hands or feet


Erosion



partial loss of epidermis



often bleeds and oozes



subject to secondary infections


Ulcers



deeper lesions



can affect subcutaneous layers



ex: 
bed sores, associated with poor circulation




diabetic ulcers, especially on bottoms of feet due to polyneuropathy and poor circulation, so check for 


points of pressure if patient is diabetic



Does not have to be elderly patient, can be young


Scar



associated with fibrous changes and areas of trauma, leads to filling in of area with fibrous tissue or can 


get hypertrophic changes



ex:
“ice pick” scar  (pustular form)




associated with deep seated acne, used to be treat sever pustular acne with steroids, leads to hirtuism 



in females



psoriasis scars are devoid of hair; Toftness-some work on psoriasis (but is controversial)



keloid - hypertrophic scar tissue





 associated with darker skinned people





 scar grows beyond original area of injury





 seen most often on ear lobes

Atrophy – loss of subcutaneous tissue


   Also striae—pink at first, then silvery


   Tearing of fibers => striae


    Ex.—Cushings, pregnancy, severe obesity, athletes who take steroids (esp. axilla, thighs)

Special lesions


Occur only in skin


Occur in skin most often


Seen most easily in skin

Alopecia—hair loss ( ex. On head, entire body)


Male alopecia—genetic



Gene carried by both parents


Can affect both men and women

Tends to affect men more due to androgen/testosterone levels (dihydroxy testosterone)


Alopecia areata—well circumscribed area of hair loss



Often due to autoimmune (most often), deep-seated infection, or trauma


Alopecia totalis—no hair follicles on scalp



Can be genetic (most common) or due to chemotherapy


Scarring alopecia—due to infections



Tertiary syphilis

Comedones—blackheads


Get oxidation around hair follicles

Milia—whiteheads


No oxidation occurs

Sebaceous cysts—tensely filled capsules that push up on skin for beneath

· Note—we will only be tested on lesion in our text

Wens—like a sebaceous cyst


Filled with horny material


Occurs on scalp

Folliculitis—get blockage of hair follicle (ex. Hair dyes);  antibiotics don’t really help

Furuncle—deeper and larger infection of hair follicle, encapsulated


Often called a “boil”


More likely to lead to permanent hair loss

Abscess—cavity filled with pus, deep seated


Axillary and groin area

Apocrine glands

Need to be lanced

Telangiectasia—dilation of small, superfical blood vessels (permanent enlargement)


Ex.—areas of trauma


Some carcinomas (ex. Basal cell)

Petechiae—intravascular defects


round, flat, nonpalpable discolorations

Ecchymosis—red/purple discororation


Diffuse


Associated with trauma


In children—consider child abuse

Lichenification—roughening of skin surface due to pressure, etc.;  surface marking

Maceration—excessive ,moisture affecting body folds


Fissures and ruptures; very painful

Scabies burrow (tunnels)—occur when scabies mite (female) buries eggs under skin


Very contagious (can get by shaking hands)

Excoriations—due to scratching


Due to itchy skin


Self-inflicted

Oozing and crusting—describe all discharges


Ex.—chemical burns


Also note any odors

Annular—clear center configuration


Ex.—ringworm

Linear configuration—generally lesion of nerve or lymphatics; also poison ivy

Target—areas of activity then decreased activity


Ex.—Lyme disease

Iris—circle within a circle


Erythema multiforma


Drug toxicity


TB

Vegetating—grows out and continues to grow


Ex.—may see with internal neoplasias


Verucose nigrans (in axilla region)

Verrucose—“warty lesion”

Distribution—important to note this


Atopic dermatitis vs psoriasis


Acne


Tinea variscoli


Herpes zoster—can affect areas other than trunk

To examine


Magnifying glass


Woods light (UV light)

6/2/98
Tested on material from text, material on reserve in library, table 6-1 (in library)

Lesion



color

texture



Size

distribution



Shape

margins/borders



Exudates
configuration



Elevated
past treatment & response



Itchy

possible causes



Ex.: brown lesion—deposition of melanin





Causes--sunlight







  Pregnancy







  Addison’s disease (esp. gums)








Classical feature








Hypoadrenalism








Uncontrolled weight loss








Major tissue wasting








NOTE:  hyperthyroidism with medication











Increased weight gain











Classic thick body

Grayish tan or bronze
                                  deposition of melanin & hemosiderin



hemochromatosis

Blue (cyanosis) 

 raise the amount of  deoxyhemoglobin

2 degree to hypoxia

mucus membranes of mouth, fingernails

can be peripheral    

venous stasis (exposure to the cold)

lips, nose fingertips

cyanosis—

central—gets worse as warm the body (need more oxygen)

peripheral—goes away as warm the body

reddish-blue--polycythemia due to increased hemoglobin

red—increased visibility of normal hemoglobin due to dilated blood vessels

yellowish  --
jaundice (diffuse or localized)



if seen in sclera




increased bilirubin levels





liver disease, RBCs



caroteniemia—does not affect sclera or oral mucosa

6/2/98 (continued)




increased intake of carotenoids (veggies & fruits)




hypopituitarism




diabetes




can be toxic ( increased vitamin A)



chronic uremia—chronic renal disease




toxic to system




no effect on sclera or oral mucosa




has definite history




swelling around lips




sometimes ascites




feels poorly

Color—   decreased color—
vitiligo (acquired loss of melanin)





Albinism (genetic)





Tinea versicolor





Anemia





Shock





Nephrotic syndrome

Eczema—one of most common skin lesions



Atopic eczema/dermatitis (some dermatitis forms are hereditary)



Acute—weeping, papules, vesicles, and bullae



Subacute—glistening of serum, redness, scaling and crusting



Chronic—dryness, redness, scaling and fissuring




Tends to be very itchy





Maybe genetically predisposed


Atopic



self-limiting



relapses and remissions



usually genetic



most common in children (usually affects face, flexor regions)



patterns may shift in adults



“cradle cap” falls here (infantile seborrheic eczema)




crusting, scaly, itchy (keep nails cut short)




essential fatty acids are very important




aloe and vitamin E also help




free form amino acids help




also seen in axillary region and diaper area


adults—around eyes, nose, mouth, axilla, genitals



discoid form—very irritating



dishydrotic eczema




hard on hands and feet (esp. if in water a lot)




due to loss of normal oils in skin




deep fissures and cracking of skin

dermatologists use topical steroids to treat it but steroids break                 


down skin and decrease immune function

6/2/98 (continued)

chiros have pts take extra B vitamins (B6, B12)


vitamin E, EFA


primrose oil, flax seed


salmon oil


vitamin A emulsion

NOTE:  VIRAL & FUNGAL INFECTIONS ARE CONTAGIOUS -NOT ECZEMA

Primary irritant


Can affect anyone


First exposure


Atopic subjects are more vulnerable


Limited distribution

Allergic


Sensitized to it


Can spread all over body

Nickel—more people are allergic to this than any other metal


Used to make glasses out of this (eyeglass frames)


Earrings 

Perfume allergies—itchy

Poison ivy/poison oak—can become systemic

Psoriasis—head, hands, feet, genitalia, extensor surfaces but can be quite diffuse



Tends to be genetic tendency



Transient in nature


Well-circumscribed lesions (except psoriasis vulgaris)

KNOW     Auspitz Sign—associated with petechiae or minor bleeding/rupture of superficial capillaries when scale is scraped off

Psoriasis Tx—steroids  (ingested and topical)



Tar treatment


Some pts also develop psoriatic arthritis



Inflammatory destruction of joints



Pitting of fingernails



Proximal and distal phalangeal joints



No tx is permanent



EFAs, flax seed oil, betacarotenes help



Shark cartilage

Koevner’s Phenomenon—psoriasis developing on skin where there’s been trauma ( ex.-on scars).  If you see it on scars from cancer surgery there is a 99% change that cancer has recurred.  If it is on sun-damaged skin, more resistant to tx.

