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INTRODUCTION

The science of skin and venereal diseases has been lately enriched by numerous new findings.

The last decade has been marked by the growing morbidity rate with pyodermites, complicated scabies, contact dermatitis, psoriasis, neurodermites both in Ukraine and abroad which is associated with environmental factors as well as genetic and other factors. At present such diseases as syphilis, gonorrhea, trichomoniasis, urogenital chlamydiosis, mycoplasmosis, gardnerelosis, candidiasis and viral infections have reached high incidence among venereal and sexually transmitted diseases.

In 1990 economy of Ukraine suffered considerable losses from treatment at the in-patient departments the patients with syphilis – 1334460 roubles, gonorrhea – 2758872 roubles, dermatoses – 5802509 roubles. (Volkoslavskaya V.N. 1999). Taking expenses for hospital treatment of dermatoses as 100%, it was shown that psoriasis treatment constituted 33.1%, eczema – 2.5%, pyodermitis – 13.5%, dermatomycoses – 20.8%, vesicular dermatosis – 2.5%, collagenoses – 2.8%.

In 1997 the number of patients with syphilis in Ukraine was 74511 and index for 100 000 population – 147,1; in 1998 it was 69523 and 138,4 correspondingly; gonorrhea – 30432 and 60,1 in 1997, 27938 and 55,6 in 1998; trichomoniasis -   143968 and 284,3 in 1997, 157120 and 312,7 in 1998; urogenital chlamydia infection – 20051 and 78,2 in 1997; 24150 and 96,2 in 1998; genital herpes – 4449 and 17,8 in 1997; 4752 and 19,2 in 1998.

In 1997 in Ukraine the number of patients with dermatoses constituted: dermatophitia – 13648, the index for 100 000 population – 27,0; it was 13907 and 27,7 correspondingly in 1998; rubromycoses of the feet – 46 896 and 92,6 in 1997, 50234 and 100,0 in 1998; scabies – 51059 and 100,8 in 1997; 50564 and 100,6 in 1998; psoriasis – 67755 and 133,8 in 1997, 69186 and 137,7 in 1998; pyodermites – 2462886 and 4863,6 in 1997, 2506819 and 4989,2 in 1998; atopic and contact dermatites, neurodermitis, eczema – 398878 and 768,0 in 1997, 414,662 and 825,3 in 1998.

There were 3003,5 established posts of dermatovenereologists in Ukraine in 1998, that is 0.60 per 100 000 population; the number of the occupied posts by physicians was 2905,95 and 0.58 correspondingly; the number of physicians on these posts was 2961 and 0.59.

The structure of dermatovenereological service of Ukraine comprises Ukrainian scientific research institute of dermatology and venereology, 18 departments of dermatology and venereology of the universities and academies, 116 dermatovenereological dispensaries, over 100 dermatovenereological in-patient departments, 852 dermatovenereological consulting rooms, over 1000 private practitioners.

THE HISTORY OF DERMATOVENEREOLOGY

The knowledge of the skin diseases is as old as the humanity. 2-3 thousand years B.C., eczema, carbuncle, furuncle, scabies, ichthyosis, etc. Were described in China; 1-3 thousand years back in Egypt leprosy, eczema, scabies, corns, warts were described. In one of the most ancient documents – the Bible – there were presented 10 groups of skin diseases (maculation, tuberosity, scaling, etc). In Old India skin diseases made up the twelfth class among all the illnesses including abscesses, sycosis, erysipelas, leprosy, eczema, urticaria, pox, loss of hair, etc. The patients with such diseases were treated by quacks, sorcerers, barbers.

Medicine got its further development in Old Greece (Hippocrates) and Rome (Paracelsus, Galen, etc). They described furuncle, carbuncle, pointed condyloma, psoriasis, etc.

The Arab physicians (Avitsenna, etc.) cited data about pemphigus, urticaria, prurigo and paid much attention to cosmetics.

At this stage (empirical) humanity studied the symptoms of skin diseases and possible ways of their treatment by its own experience.

The first attempts to systematize this material were made in the 2nd half of the XVIII century. In 1776 Joseph Plank (Vienna) divided all skin diseases into 14 classes basing on the morphological principle. In 1798 Willan and his follower Batman (London) subdivided dermatoses according to their formal resemblance. These scientists created morphological trend in dermatology.

In 1845 Ferdinand Gebra, the founder of dermatological clinic in Vienna, suggested a new classification of the patients with skin diseases based on the pathologic processes (pathologoanatomical trend). Morits Kaposi was his follower.

The famous French dermatologist Jean Aliber considered that classification of dermatoses must depend on diseases of the internal organs. This opinion was supported by professor of medical faculty Ardee.

But the giant step forward was made by the Frenchman Lorry in 1777, who considered the skin to be an organ closely connected with the whole organism.

The development of microbiology  promoted the development of etiological trend. A great progress was made in the study of the causes of different skin diseases. In 1839 a pathogen of favus  (Schenlein) was found, in 1843 – microsporia (Grubi), in 1859 – erythrasma (Burhardt), in 1873 – lepra (Hansen), in 1892 – filterable virus (Ivanovsky).

But at the beginning of the ХХ century, scientists established that the presence of microbes was not considered to be a disease. One and the same microbe may cause different symptoms in different people. As a result of this, the pathogenetic trend appeared in dermatology. Alexey Gerasimovich Polotebnov (1833- 1907), the disciple of Botkin critisized «botanicomorphological» trend of the Vienna School. He noted absence of scientific groundation of etiology of different skin diseases and their rational therapy.

On the 15th of August in 1865, assistant professor L.K. Goretsky began the elective course on dermatology in Kiev and conducted it till 1889. After resignation his post was vacant for three years and only in 1893 it was occupied by M.I. Stukovenkov. In a year he became a professor and the course of dermatology was transformed into the department of skin and syphilitic diseases which became one of the leading departments in the country.

M.I. Stukovenkov is one of the founders of dermatovenereology. He was the first in the country who described mycosis fungoides, pemphigus foliaceus, rhinoscleromas. He is the author of original method of mercury detection in urine and many other investigations.

I.F. Zelenev, A.A. Lindsrem, V.V. Borovsky, P.V. Nikolsky are the disciples of him. P.V. Nikolsky left a great scientific heritage and is one of the founders of home dermatology. His works are dedicated to pemphigus, functional activity of the skin, history of dermatology. A.P. Lavrov, F.I. Shiryaev, P.V. Kozhevnikov are his disciples.

In 1897 S.P. Tomashevsky became a head of the department. He made a great contribution to the development of study of syphilis pathogenesis, created the society of dermatovenereologists in Kyiv and was awarded honorary member of Paris, Vienna, Moscow and Petersburg societies of dermatovenereologists.

In 1916 – 1918 the department was headed by V.I. Terebinsky, and in 1918 – 1921 – by professor V.V. Borovsky who studied the therapy efficacy of syphilic patients.

Since 1921 the department was headed by A.M. Tuzhnenko who was famous for  his works on lupus erythematosus and lupus tuberculosus, psoriasis, pemphigus, chronic ulcerative pyoderma. Professors M.I. Kuznets, G.I. Gliner, A.A. Krojchik, doctor of medical sciences N.M. Levkovsky, assistant professor S.N. Bogdanovich were his followers. Professor A.M. Kartamyshev achieved a good progress in science  under his guidance.

During the war (1943 – 1945) the department was headed by assistant professor S.N. Bogdanovich and in 1945 – 1952 – by professor A.I. Kartamyshev. The latter is famous for his works on dermatosis therapy, the use of hypnosis in dermatology and functional trend. His manual «Skin and venereal diseases» ran into several editions in our country and abroad.

In 1953 the department was headed by professor M.M. Kuznets who made his own contribution to study of pyoderma, skin anatomy and histology, and since 1960 it was headed by professor I.I. Pototsky. The latter investigated the role of the nervous system in the inflammatory and metabolic processes in the skin, and was the author of a lot of monographs (“Reticulosis of the skin”, “Ichthyosis”, “Skin diseases in leucosis”, “Psoriasis” and many others). Under his guidance there were made 15 dissertations for doctor of medical science degree and 42 for candidate of medical science degree.

Since 1974 the department has been headed by professor V.G. Kolyadenko. He studied efficacy of hyperemia, hyperthermia, ultrasound and cryotherapy, hyperbaric oxigenation, reflexotherapy in skin pathology.

A lot of famous dermatovenereologists (professor I.B. Veinerov, K.A. Kalantaevskaya, etc) worked in Kyiv. And nowadays professors V.T. Glukhenky, S.D. Kaluzhnaya, I.V. Shutsky, L.P. Tsirkunov work there.

In Kharkiv the department of skin and venereological diseases was founded in 1885. In 1885-1887 it was headed by A.Ya. Bruev, from 1897 to 1911 – I.F. Zelenev, in 1924-1941 – by A.A. Sobolev, from 1944 – by I.S. Popov and then by B.A. Zadorozhny.

Professor B.A. Zadorozhny, I.I. Mavrov and many others worked in Kharkov. Professors M.N. Bykharovich, V.N. Romanenko, V.M. Kovalev worked in Donetsk. Professors V.V. Kulara worked in Lugansk, professor V.P. Logunov – in Zaporizhya, professor V.P. Fedotov – in Dnepropetrovsk, professors A.U. Lavrik, Yu.M. Turkevich – in Lviv, professors Yu.A. Rodin, A.I. Milyavsky – in Simferopol, professor I.N. Lyashenko – in Vinnitsa.

Such famous professors as N.A. Torsuev (Donetsk), A.A. Shtein (Lviv), G.B. Nesterenko (Dnipropetrivsk), V.V.Vinichenko (Poltava), and M.P. Frishman worked in Ukraine, I.S. Glavche, I.M. Koltun, professors A.A. Feldman, M.D. Perkel, assistant professors G.I. Landa, B.I. Krasnov, I.P. Bratslavsky, E.S. Orechkin worked in Odesa.

The Odesa scientific society of dermatologists and the department of skin and venereal diseases of Odesa medical university were founded in 1902.

The first head of the department was Dr. Soloveichik who occupied this post from 1902 to 1904, from 1904 to 1908 it was headed by professor V.M. Zarubin, from 1908 to 1929 – by professor S.S. Yakovlev, from 1929 to 1951 – by professor I.A. Matusis, from 1952 to 1953 – by assistant professor A.N. Pavlov, from 1953 to 1955 – by professor A.P. Lavrov, from 1955 to 1957 by assistant professor and then doctor of medical sciences S.M. Matuskov, from 1958 to 1973 – by professor M.V. Borsov, from 1973 till now by professor G.I. Lobanovsky.

ANATOMY AND HISTOLOGY OF THE SKIN

The skin covers the whole body transfering into the mucous membrane at the natural openings. Its surface area is on an average 16,000 sq. Cm, its mass is 3 kg.

The skin is distinguished for its complex structure and consists of epidermis, derma and subcutaneous fat.

Epidermis originates from ectodermis and contains several layers. Its deepest layer is on the basal membrane separating epidermis from derma, the main, malpighian layer. It is one line of cylindrical cells which form all above-lying layers by division. It contains melanocytes which are able to synthetize pigment (melanin).

Prickle-cell (spinous) layer of the epidermis consists of several lines (to ten) of cells connected by interweaving protoplasmic processes. There is some space between them.

Granular layer is characterized by three – four lines of thickened cells with keratohyalin granules in the protoplasm indicating the beginning of keratinization processes.

The transparent layer presents three – four lines of light thickened cells saturated with albuminous substance eleidine. This layer is well seen only on the skin of palms and soles.

The horny layer contains multi-lined cells without nuclei containing horny substance – keratin.

Innervation is accomplished by thin nervous fibers as axial cylinders.

Derma consists of two layers: papillary and reticular. The papillary layer is characterized by porous connective tissue, blood vessels of the superficious vascular network, thin elastic collagen and argyrophil fibers. Tactile Meissner’s corpuscles are deposited here.

The superficial lymphatic network lies below the subpapillary venous plexus.

The reticular layer is presented by interweaving thick collagen elastic fibers, deep vascular layer, hair, sebaceous glands, muscles, elevators of hair and smooth, cross-striated muscles. Its deep sections contain nerve endings – Ruffini’s corpuscles perceiving sensation of warmth and cold receptors – Krause cones.

The subcutaneous fat (hypoderm) represents bands of the connective tissue with fat spherical cells between them. Hypoderm contains sweating glands, nerve endings as Vater-Panchini’s corpuscles perceiving pressure sensation, deep lumphatic network.

In children the granular layer is well defined only on the palms and soles, shiny layer is hardly defined even on these parts.

Children’s derma is marked by prevalence of cellular elements, abundant capillary network, fibrous structures insufficiently differentiated and unformed morphologically. It conditions the peculiarities of allergic reactions in children.

The subcutaneous fat of the newborns and infants is characterized by friable consistency and abundance of fat lobules. The correlation of hypoderm mass with total body mass is  5 times more than in adults. Lymphatic vessels and small canals are functionally labile in children. They, probably, cause skin edema in them.

The mucous membrane of the oral cavity is lined with multi-layer squamous epithelium where there are no horny, glistening, granular layers but there are several lines of more squamous cells which, exposing to stronger pressure contain grains of keratohyalin. The mucous membrane of the tongue is covered with filamentous, fungiform papillae, its lateral side is covered with foliaceous papillae. There are salivary glands in the oral cavity, and their secretion moistens and cleanses the oral cavity, softens food and contains mucin, enzymes, salts, albuminous substances, etc.

Hair and nails are skin appendages. Hair may be lanugo covering the whole body, long hair covering only hairy part of the head and bristly hair (eyelashes, eyebrows, moustaches, beard, etc). Each hair has hair shaft, towering over the skin and hair bulb deep in the derma. The hair consists of caticula cortical and medullar substance.

The nail is a flat transparent colourless plate covering the extensor surface of the last phalanx of the finger. It consists of the body with free and lateral edges, and the root which is hidden in the posterior nail fissure.

There are numerous sebaceous and sweating glands in the skin. There are no sebaceous glands only on the skin of the palms and soles and, as a rule, they are  associated with hair follicles. The sebaceous glands are related to simple alveolar, and by secretion type, to holocrine glands, as secretion formation is associated with destruction of the secreting cells.

The sweating glands consist of tubular secretory section and long excretory duct. They are more frequently related to ecrine glands. Apocrine sweating glands are located only in the area of armpits, pubis, mamillary area, large pudental lips, around the anus.

PHYSIOLOGY OF THE SKIN

The skin carries out important physiologic function. It comprises protective (from mechanic, chemical, physical unfavourable factors, microbe effect); thermoregulative (by heat irradiation, heat conduction and vaporization), secretory (accomplished due to the function of sweating and sebaccous glands), resorptive (chemical substances dissolved in fats and lipoids can penetrate via the horny layer and be absorbed by the skin); pigment-forming (melanin formation); metabolic (participates in metabolism of carbohydrates, proteins and fats, vitamins, production of ergocalciferol, enzymes); reflex (the skin is a peripheral analyser taking external and internal impulses), respiratory (some part of gas exchange is accomplished through the skin); immune (takes an active part in immune reactions) functions.

The protective function in childen is imperfect due to tender, friable consistency of the epidermis, morphological immaturity of elastic and collagen fibers. Thermoregulation is also imperfect as the process of thermoproduction is not active enough and heat emission is high because of abundant amount of superficially located blood vessels in dilatated condition.

The excretory function is well developed. Due to dilatated excretory ducts of the sweating glands, retention cysts (heat rash) are formed on the trunk skin.

The respiratory function of the skin is more significant in children than in adults due to incomplete keratinization of the epidermis cells, its friable, tender consistency and a great number of vessels. However, despite this, resorptive ability of the epidermis is weak.

Hydrophility and lability of the osmotic condition of the cellular and fibrous components of the derma and hypoderm promote retention of fluid and mineral substances under some conditions.

PATHOHISTOLOGIC  CHANGES  IN  THE  EPIDERMIS  AND  DERMA

All pathologic processes (degeneration) in the skin are subdivided into intra- and extracellular ones.

            Intracellular degenerations include:

1.  Parenchymatous one when the protoplasma in the cell becomes turbid and the nuclei undergo karyolysis and karyorrhexis

2.  Vacuolar one, when vacuoles are formed in the cell protoplasma pressing the nucleus from the centre to the periphery and it is degeneratively changed.

Extracellular degenerations include:

1.  Spongiosis (extracellular edema, sponge) when fluid is accumulated between the cells of the spinous layer

2.  Balloon degeneration when fluid is accumulated between the cells of the spinous layer and these cells float in it as balloons

3.  Acantholytic degeneration when fluid compresses the cells of the spinous layer diminishing their size, their nucleus becomes sharply enlarged.

           These processes result in skin diseases (dermatoses) manifested by different eruptions on the skin. When the latter occurred on the unchanged skin, they are called primary morphologic elements. If they undergo different changes later on, they are transformed into secondary morphologic elements.

EXAMINATION  OF  THE  DERMATOVENEREOLOGIC  PATIENT


The basis for identification and treatment of dermatovenereologic patients is a clinical pathogenetic trend of the Ukrainian medicine. It includes correct taking of history paying attention to age, family status, occupation, regimen of rest, nutrition, harmful habits, conditions of labour and everyday life. It is necessary to clear up the previous place of residence, the diseases, traumas, stresses which the patient has had, health condition of the family members, character and efficacy of the treatment, subjective sensations of the patient.


Examination of the skin and mucous membranes should be made in natural diffused light paying attention to the colour and pattern of the skin, turgor, moisture, lubrication, hair and nails, the condition of the peripheral lymph nodes, approachable for palpation.


On examination attention should be paid to grouping, location of rashes, their spreading, affection borders, then primary and secondary morphologic elements are studied.


To define consistency and depth of infiltration palpation or probe are used, the probe is carefully pressed on the surface of the rash element. The microscope slide is pressed on the rash element to define colour by diascopic method. The method of nail scraping is used while examining desquamation.


Skin reactivity is studied by dermographism, musculo-hair reflex. The stages of the disease are determined by isomorphic reaction (fine eruptions similar to those of the patient, appear as a reaction to mechanical irritation in a few days), allergic skin tests.


Besides clinical morphologic investigations of the patients, laboratory studies are widely used. Common studies include blood tests (genogram, ESR), urinalysis, analyses of the stomach juice, bile, stool, etc. If indicated, serologic, immunologic and biochemical tests are made. Special studies include bacterioscopic and bacteriologic tests – examination of the scales, hair, vesicle and pustule content, erosion and ulcer discharge, urethra scrape, etc. If necessary, histologic and cytologic identifications are made as well as tests for perspiration, temperature and pain sensitivity.


Lately, to diagnose sexually transmitted diseases the following methods have been successfully used: method of cell culture, immunofluorescence, immunoferment analysis as well as polymerase chain reaction.

PRIMARY  MORPHOLOGIC  ELEMENTS   (PME)

            1.Spot (macule) – is a primary morphologic element not rising over the skin level, changing its colouration on the limited area. The spots are mainly of the vascular character and they are divided into inflammatory and noninflammatory ones.

       Inflammatory spots are subdivided into roseola (to the size of the nail) and erythema (over the size of the nail).

Noninflammatory spots may result from:

а) stable dilatation of the vessels of congenital (vascular nevus) or acquired (teleangiectases) character;

b) hemorrhages as single fine (petechiae) or multiple punctate spots (purpura), linear striated (vibex) or of irregular shape (ecchymoses);

c) increased (hyperchromatism) or decreased (hypochromatism) amount of pigment or its total absence (achromatism).

2.Blister (urtica) is a noncavitary primary morphologic element rising over the skin level as a result of edema of the derma papillae. It appears relatively fast and disappears without any traces. It is almost constantly accompanied by bad itching.

3.Nodule (papule) is a primary morphologic element towering above the skin level and its cellular infiltrate is most frequently in the epidermis. It disappears without any traces or leaving pigmentation.

           The nodules are classified according to their size: 


miliary – as small as a millet or a pin-head;

           lenticular – as small as a pea;

           nummular – as small as a coin.

           4.Tubercle (tuberculum) – is a PME towering over the skin level and its cellular infiltrate is in the derma. Under reverse development it is destructed and heals with a scar.

           5.Node (nodus) is a PME towering over the skin level and its cellular infiltrate is in the deep layers of the derma and subcutaneous fat.

6. Vesicle (vesicula) is a cavitary primary morphologic element filled with fluid. It may be mono- and multichamber. It may be located superficially in the epidermis or deeper – between the epidermis and derma.

7. Pustule is a cavitary PME filled with pus.

SECONDARY  MORPHOLOGIC  ELEMENTS

1. Pigmentation (pigmentatio) is a spot which may arise after vanishing of different primary elements, but most frequently after nodules and tubercles.

2. Scales (squama) are the cells of the horny layer that lost ties with each other. Depending on their size, there may be microscaling, branlike or macroscaling (laminar scaling).

3. Crust (crusta) is a dryed up content of the cavitary elements. It differs by colour (grayish, yellowish, brown, etc), by thickness (thick, thin) and stratification (rupia).

4. Excoriation (excoriatio), abrasion – is a superficial defect of the skin of striated or round shape arising due to scratchings.

5. Fissure (rhagas) – is a linear defect of the skin arising due to loss of elasticity on the parts exposing to traction.

6.  Erosion (erosio) is a superficial defect of the skin arising in opening of the superficial vesicles or pustules, decomposition of the tubercles or nodes.

7.  Ulcer (ulcus) is a deep defect of the skin arising as a result of opening of deep vesicles or pustules, decomposition of the tubercles or nodes.

8.  Scar (cicatrix) is a substitution of the skin defects by the connective tissue. It may be hypertrophic and atrophic.

9. Vegetation (vegetatio) is a  growing up of the derma papillae.

10.Lichenification (lichenificatio) is an intensified, sharply marked skin pattern arising as a result of long-term inflammatory changes of almost all its layers due to long itching, scratchings.

PRINCIPLES  OF  THERAPY  OF  PATIENTS  WITH  DERMATOSES  AND SEXUALLY  TRANSMITTED  DISEASES

Treatment of this group of patients should be combined (general and local), complex, using all methods beneficial for the patient (remedies, physiotherapy, resort treatment, etc) and individualized.

General treatment may be etiological, pathogenetic and symptomatic.

According to the character of action drugs of general treatment are divided into sedative, desensitizing, stimulating and tonics, vitamins, hormones, chemotherapeutic remedies.

However, this division is conditional as not infrequently one and the same drug may be of many-sided action. Much attention is paid to diet. All these preparations are used taking into consideration age, organism reactivity and stages of the disease.

Sedative therapy is applied to patients with dermatoses with increased excitability, itching, having functional disturbances of the nervous system. Such cases are indicated medicamentous sleep, hypnosis, bromine preparations, valerian (Valeriana L.), motherwort (Leonurus L.), tranquilizers (amyzil, sibasonum, chlozepid etc).

Hyposensitizing therapy includes specific and nonspecific therapy. Specific therapy consists of staphylococcal anatoxin, antiphagin, bacteriophage, streptococcal and staphylococcal vaccines, etc. In chronic pyodermites.

Nonspecific therapy consists of antihistamine drugs (dimedrolum, suprastin, etc), calcium chloride, sodium thiosulfate, etc. In hyperergic reactions.

Diet therapy combines specific (allergen food products are excluded from the diet) and nonspecific therapy. The latter includes antiinflammatory hyposensitizing diet  (limited consumption of carbohydrates in pyodermites, fats – in psoriasis, saltless – in skin tuberculosis), which is administered to patients with acute dermatoses or during recurrence of chronic skin diseases.

Vitamin therapy. Vitamin C plays a definite role in therapy of patients, having detoxication and desensitizing effect. It improves hemopoeisis, organism resistance to infections, regulates oxidation-restoration processes.

Vitamin R (rutinum) normalizes the permeability of blood vessel walls. Vitamins of B group participate in protein, water and carbohydrate metabolism, have a vasodilating and antiitchting effect. Vitamin D2 regulates calcium and phosphorus metabolism and is successfully used in treatment of patients with cutaneous tuberculosis. Vitamin A regulates keratinization processes. Vitamin E inhibits carotene oxidation and has antiinflammatory effect. Vitamin K normalizes blood coagulation; vitamin E decreases cholesterol level in blood.

Stimulating therapy. In a number of skin diseases with hyporeactivity of the organism (furunculosis, mibrobal eczema, etc) to accelerate the sluggish course of the inflammatory reactions there are used autohemo- and lactotherapy, injections of fresh boiled milk and pyrogenic therapy (pyrogenal, prodigiosan), biogenic stimulators (aloe, vitreous body, FIBS, etc), methyluracil, dimexid, ATPH, extract of eleutherococcus.

There is a number of drugs which are used in therapy of dermatoses:

а) Antibiotics are used in treatment of infectious dermatoses, in particular penicillinum and its durant drugs (ecmonovocillinum, bicillinum 1, 3, 5) or semisynthetic drugs (oxacillinum, ampicillinum, streptomycinum, erythromycinum, tetracyclinum).

In treatment of fungal diseases the following drugs are successfully used: griseofulvinum, levorinum, nistatin, antifungal drug of imidazol series (nisoral).

b) Sulphone drugs are indicated for treatment of lepra and herpetiformone dermatitis. They are diaminodiaphenylsulphone, solusolfone, diucifone, dimocifone.

c) Antimalaria drugs decrease skin sensitivity to sun rays, stimulate adrenal cortex. They are chingamin and its derivatives: delagil, resoechine, chlorochine,  plakvenil, presocil.

d) Antituberculosis drugs: PASK, tubaside, phtivaside, rifampicine (rifadin), etambutol, isoniaside.

e) Antiviral drugs: methisazone, zovirax (acyclovir), bonafton, interferon, chelepin, laferon,cycloferon.

f) Enzymes – hyaluronidasa, lidasa, ronidasa. They cause decomposition of the hyaluronic acid, increase tissue permeability, facilitate fluid motion between cells.

g) Nonsteroid antiinflammatory drugs – indometacinum, mefenamic acid. They inhibit synthesis of prostoglandines, execute marked antiinflammatory and little immunomodulating effect.

h) Hormonal therapy is used as a treatment of marked antiinflammatory and desensitizing effect or for substitutional therapy of etiologic character.

i)Adrenaline – a hormone of the adrenal cerebral substance – increases tonicity of the sympathetic nervous system and has a vasoconstricting effect. Insulin and other antidiabetic drugs are indicated for skin diseases associated with diabetes mellitus, etc.

j) Glucocorticoids. Cortisone has a marked antiinflammatory, hyposensitizing, antiallergic effect, immunodepressive activity. They may cause atrophy of the adrenal glands in the long-term use even in small dosages.

k) Immunocorrective therapy is administered in immunity disorder in some chronic dermatoses. Levamisol, isoprinosin, T-activin, thymalin and others have immunomodulating and immunostimulating properties.

l) Native plasma, human gamma-globulin, endoglobulins and others are successfully used in severe bacterial and viral infections with hormonal and immune deficiency.

m) Cytostatic drugs (asathyoprine, metotrexate, prospidine, etc) are utilized for immunosuppressive therapy.

PHYSICAL  METHODS  OF  TREATMENT

Infrared rays improve metabolism, trophicity, accelerate oxidative processes. Ultraviolet irradiation effects all metabolic and physiological reactions of the cells. Photochemotherapy: PUVA-therapy, long-wave ultraviolet rays inhibit cell mytosis, activate melanogenesis and intensify metabolic processes.

Laser therapy stimulates biologic processes when helium-neon and ruby lasers are used; units of great power (Pulsar-100) destroy foci of affection; the apparatuses “Rhythm-5” or “LT-2” influence on the biologically active points.

Ultrasound is used in dermatology because of its antiinflammatory, trophic, spasmolytic, antiitching, antiallergic, hyposensitizing effect.

Magnetic therapy has antiallergic effect in using alternating and low frequency magnetic field.

Electrotherapy is also of some use. Galvanization and drug electrophoresis change ion juncture electroconductivity and polarization of the tissues, prolong the effect of the introduced drug. Electrosleep decreases emotional tension, fatigue; diadinamotherapy relieves itching and pains; darsonvalization increases phagocytosis and metabolic trophic processes in the skin. UHF-therapy has antiinflammatory and immunostimulating effect; microwave LHF-therapy relieves pains, itching, inflammatory manifestations.

Cryotherapy causes destruction of the tissue without scarring; oxygenotherapy is indicated to patients with dermatoses with hypoxia in pathogenesis.

Balneologic therapy is beneficial in therapy of patients with chronic dermatoses thanks to its thermal, mineralizing and hydrostatic features; therapeutic mud effects the skin and its neuroreceptor apparatus improving peripheral circulation and resolving inflammatory infiltrates.

EXTERNAL  THERAPY

It is effective in proper choice of the drug form and detailed instructions of treatment methods given to the patient.

At the stages of acute inflammation wet dressings (lotions) with remedies having astringent and epithelizing effect are applied to the weeping surface of the skin (erosions, ulcers, etc). Depending on the character of eruptions, there may be used 2% solution of boric acid, 1-2% solution of tannin, lead acetate (lead water), Burov’s fluid. In secondary infection the following solutions are administered: rivanol (1:1000), nitrofurazone (1:5000), 1-2% resorsin, Alibur solution, etc.

Hot compresses with such solutions alleviate inflammation, tenderness, itching, resolve infiltrates.

Agitated mixtures promote cooling of the inflammatory areas on the skin. They consist of 30-50% powder-like substances (zink oxide, talc, starch), water and glycerol (50-70%). They are used in acute inflammation when the skin is not weeping. They absorb fat and sweat and execute cooling and drying effect. They are subdivided into indifferent (talc, zink oxide, starch, bolus alba) and disinfecting ones (dermatol, xeroform).

Pastes have antiinflammatory and drying effect and preserve skin elasticity. They may be thick (a mixture of powdery substances and oil base in ratio 2:1) and soft (this ratio is 1:1).

Ointments soften and cleanse the skin from secondary deposits. They loosen the epidermis and promote penetration of remedies into the deep layers of the skin. Ointments consist of oil base (vaseline, lanolin, naphthalan, lard) and powder-like drugs which, depending on concentration, may be indifferent (diachylic ointment, etc), cooling (Unna’s cream), keratoplastic (Mikulich ointment), keratolytic (5-10% salycilo-resorcine ointment).

Oils soften the skin and remove the remnants of the drugs used earlier. The vegetative oils include peach-kernel oil, olive oil, sunflower oil, castor oil and others, animal oil is a cod-liver oil; vaseline oil is a mineral oil.

Varnishes represent keratolytic, quickly drying up solutions deeply penetrating into the skin. They envelope the skin as a membrane and can be easily removed with the help of benzine. The base of varnishes is elastic collodion with 10% castor oil or traumacetine (rubber in the chloroform).

IV. SKIN DISEASES

IV. Pyodermitis  (pyoderma,  pyodermia)
Pyoderma is a suppurative skin disease (pyon – pus) caused by pathogenic cocci. Pyodermites may occur by themselves (primary) or concomitantly, complicating other dermatoses (secondary).

Depending on the causative agent they may be subdivided into staphylococcal and mixed forms; according to the course they are divided into acute, subacute and chronic forms; by the depth of affection they may be superficial and deep. The pathogenesis of the disease is greatly influenced by external (trauma, maceration, overcooling) and internal factors (diabetes mellitus, psychic trauma, etc).

The famous Ukrainian dermatologists A.M. Krichevsky, V.I. Feldman, N.A. Torsuev, M.V. Borzov, I.I. Pototsky, S.I. Matuskov and others paid great attention to study of pyodermites.

Staphylodermia (L 02)
Its first morphological element is pustule. It is localized in the ostea of the hair follicles, ducts of the sebaceous and sweating glands. The predisposing factors are seborrheal skin, hyperhidrosis, mechanic irritations, skin contamination with chemical substances, etc. It often complicates scabies, mycoses, etc.

In osteal folliculitis the pustule is located in the ostium of the hair follicle, pierced by the hair and surrounded by the inflammatory crown. The latter vanishes in 3-4 days and pustule content is dried up into a brown crust. Later on it drops off and may leave a slight pigmentation. Frequently the pustules are single and not accompanied by marked sensations.

The skin around the pustule should be treated with 1-2% of salicylic or boric acid alcohol and the pustule should be opened and sponged with 1-2% alcohol solution of anilin dyes.

In folliculitis the pustula affects the whole hair follicle. It is painless, surrounded by a red inflammatory wall and may be transformed into a furuncle without treatment.

In single furuncles the treatment is the same as in osteal folliculitis, in multiple affections antibiotics are prescribed.

Furuncle is a purulent affection of the hair follicle and tissues surrounding it with a necrotic core in the centre. It may be located on any part of the body but it is very dangerous on the face, especially in the nasolabial triangle. The patients complain of sharp pain especially in its localization at the external acoustic miatus. 

Furuncle is frequently accompanied by high temperature, chills, headache. Within 3-4 days inflammation becomes severe and infiltrate and edema may reach 2-3 cm2. Later on, infiltrate becomes soft and opens discharging out sero-purulent fluid. On the 7th – 10th day from the onset of the disease the necrotic core gets detached, inflammatory symptoms subside, edema disappears and the wound is healed with a cicatrix.

In other cases such new formation may arise near a single furuncle spreading to other parts of the body. Their development is promoted by having a bath in a bath-house, dirty clothes, alcoholism, diabetes mellitus, etc.

Treatment. When furuncles are located on the face especially in the nasolabial triangle, the patients should be hospitalized. Therapy must include antibiotics (penicillin, chlortetracyclinum, erythromycinum, etc). They should be combined with sulfa drugs (etasol, sulfadimesin, etc), if necessary, antibiotics should be combined with stimulating (autohemotherapy, biogenic drugs), and immunotherapy (staphylococcal anatoxin, polyvalent staphylococcal vaccine, etc), vitamins (B group and C).

In recurrent furunculosis the patient should be thoroughly examined for possible pathologic factors – disturbance of carbohydrate metabolism, dysfunction of the gastrointestinal tract, hypovitaminosis, etc.

When single furuncles are not opened, they are covered with flat cakes made of ichthyol and alcohol, when furuncles open, gauze drain with hypertonic solution of sodium chloride is applied to the central part, the peripheral parts are covered with pure ichthyol and the surrounding tissues from the periphery to the center are treated with 1-2% salicylic or boric acid alcohol.

Carbuncle is a fusion of furuncles. It is a very painful node, enlarging from the periphery. The skin is cyanotic red. It is accompanied by fever and severe general state.

In 5-7 days carbuncle becomes soft and opens with discharge of yellowish sanguinolent fluid and necrotic mass showing deep ulcerative surfaces. The process of epithelization is slow with formation of retracted or hypertrophic scars.

The treatment is the same as in furunculosis. At the beginning of the disease there are used UHF, reserve antibiotics (ceporin, rifampicin, gentamycin sulfate). If infiltrate becomes soft, necrotic tissue may be removed surgically.

Hidradenitis is a deep affection of the sweating, more frequently axillary apocrine glands. It is a node as small as a pea which gets enlarged in future becoming as large as a walnut. The skin becomes cyanotic red over it. In some time the node opens with discharge of thick pus with blood admixture. It often infiltrates into the nearest sweating glands and the process may last for several months.

The treatment is the same as in furunculosis.

Pyogenic granuloma occurs on the lips, cheeks, mouth corners, mucous membrane of the oral cavity. It is a benign vascular tumor, its size is from a pea to a cherry, of red or brown colour; it is often pedunculated.

The treatment consists of surgical removal or electrocoagulation.

Odontogenic (subcutaneous) granuloma of the face develops in the subcutaneous fat as a very painful node in the area of molars of the maxilla and mandible after purulent process in the alveolus of the tooth. In some cases one can palpate a tight inflammatory band between the alveolus and granuloma of the tooth. It may be softened in the center, forming fistula which discharges out serous purulent fluid.

The treatment consists in extraction of the affected tooth.

Purulent granular cheilitis may be:

а) superficial (shallow), with inflammatory infiltration around fine salivary glands, they may discharge out pus or drops of saliva;

b) deep, with dilated ducts of the salivary glands discharging out thick drops of pus. The glands are consolidated and inflammatory infiltrated.

The treatment consists in thorough sanation of the oral cavity, rinsing with weak, nonirritating disinfection solutions of anilin dyes, ointments with hormones and antibiotics.

Streptodermia (L 01.0-01.1)

Most frequently it is superficial pyodermia. The primary element is a variety of pustule – phlyctena. It is a flaccid, flabby vesicle with a tendency to peripheral growth, filled with a serous or serous purulent fluid.

Streptococcal impetigo (from Latin “impeto” – fast) are superficial pyodermites characterized by an acute onset with appearance of phlyctenae on the hyperemic skin. Their cover is thin, tears easily forming erosions with a red floor. The phlyctena content dries up quickly into straw yellow crusts which enlarge rapidly due to peripheral growth. The crusts drop off leaving some pigmentation with peripheral desquamation. The evolution of single elements lasts from 5 to 10 days. According to the shape and location, there are: 

а) annular (ring-shaped) impetigo. Phlyctena dries up into a crust in the center, in the periphery the element as a rim is progressing, resembling a ring.

b) fissural impetigo (perleche). Phlyctena is located in the mouth corners, behind the ears, in the umbilical area. The disease is chronic, the element is rapidly transformed into erosions and fissures in the skin folds.

c) bullous impetigo is a multiple phlyctena of large size (from a pea to a hazel-nut). Phlyctena is often located on the neck, extremities (except for palms and soles), trunk.

The treatment includes alcohol solutions of anilin dyes, corticosteroid ointments with antibiotics, sulfur, tar. In extensive affection the patient is prescribed antibiotics and sulfa drugs.

Ecthyma is a chronic streptococcal disease in deep phlyctena as large as a hazel-nut. It is located mostly on the calves, buttocks and surrounded by inflammatory crown. It dries up into a thick layered crusts with an ulcer beneath them. It heals by superficial or deep scars.

The treatment consists in elevated position of the extremities, antibiotics, vitamins (especially C in large dosages), diet with limited intake of carbohydrates and salt. It is recommended to apply keratoplastic ointments with antibiotics to the ulcer and use keratolytic medicines in hypertrophic scars.

II. PARASITOGENIC  DISEASES  OF  THE  SKIN

Scabies (В 86.1-86.4)

A person becomes infected in contact with a patient with scabies or his clothes. The inculation period is from 7 to 10-15-20 days. Dermatosis is characterized by bad itching aggravating at night. The vesicles, papulo-vesicles, abrasions, excoriations are mostly located in the interdigital folds, in the area of radiocarpal articulation, flexing surfaces of the upper extremities, lateral surfaces of the trunk, waist area, internal surfaces of the thigh, buttocks, etc. Scabies is frequently complicated by pyoderma.

In children scabies elements may be located on the palms, soles, face; in males they may be on the penis, in females – in the nipple area.

The treatment includes 33% sulfur ointment; treatment of the elements by Demjanovich: first 60% sodium tiosulfate is rubbed in and then 6% hydrochloric acid; 20% freshly made water-soap suspension of benzyl benzoate, polysulfide element.

Prophylaxis consists in boiling underclothes and bedlinen of the patient; if it is impossible to disinfect the clothes in the chamber, they are thoroughly ironed by a hot iron or aired in the open air for 5 days or 1 day in a frosty weather.

All contacts with scabies patients should undergo prophylactic treatment.

Pediculosis (lousiness) (В 85.0-85.4) 

A person becomes infected in direct contact with the patient or his linen. Head, body and pubic lice parasitize on the human skin.

Head lice are of grayish colour, they live on the scalp, lay their eggs (nits) which are closely attached to the hair by chitin. Louse bites cause itching, excoriations, abrasions on the skin.

Body lice are of white-grayish colour, they parasitize in the underclothes and dresses. Their bites cause a bad itching, there are scratches and bloody crusts on the skin.

Pubic lice live in the pubic area, perineum, scrotum, anus, sometimes in the arm pits and other parts. They cause a bad itching. Scratches, cyanotic spots appear on the skin which do not vanish after finger pressing.

The treatment: in head pediculosis it is recommended to wet hair with kerosene with any vegetative oil half-and-half, cover the head with waxed paper and tie up a kerchief. In 8-10 hours the head should be washed with hot water and soap. To remove nits the hair should be combed with a fine-tooth comb for several days. The comb should have cotton saturated with warmed vinegar. There may be used pedilin, pedicyde, pitifor.

In body lousiness it is necessary to disinfect bed linen, underclothes (ironing, boiling), dresses (chamber disinfection), bathing; in pubic lousiness the hair is shaven off and the skin is treated with sublimate solution (1:1000) or 5-10% ammoniated or blue mercurial ointment, pedilin, pitifor.


Prophylactic measures consist in detection of pediculosis during regular examinations with thorough disinfection of the underclothes, bedlinen, clothes, bathing, observation of personal and social hygiene.

III. FUNGAL  DISEASES  OF  THE  SKIN (MYCOSES) (B35.0-53.9)

It is a large group of diseases caused by pathogenic fungi. It is subdivided into:

а) keratomycoses with affection of the horny layer of the skin;

b) epidermomycoses with affection of the epidermis and derma;

c) trichomycoses with affection of the skin and hair.

In laboratory diagnosis the tested material (hair, scales, skin samples) is decolorized on the microscope slide by 1-2 drops of 20-30% solution of caustic alkali. Then it is warmed by the burner, covered by coverslide and studied through the microscope. The diagnosis is based on presence of mycelium or spores. Etiologic diagnostics (culture) is made by culturing of the tested material on the artificial nutrient medium.

Fungal diseases of the skin were studied by our scientists: professors I.S. Popov, M.V. Borzov, A.P. Basyka, M.G. Mgebrov, N.A. Torsuev, I.F. Zelenev, assist. Professor G.I. Landa and others.

Keratomycoses (В 36)

Pityriasis versicolor (B36.0).

The predisposing factors are moist environment, excessive sweating. The incubation period is from 2-3 weeks to 1.5 – 2 months. The most frequent localization is the neck, upper part of the trunk. The primary morphologic element is noninflammatory spot of different colours (from pink or yellow-brown (cafe-an-lait) to brown or black). The secondary morphologic element is pasty branlike scales, depigmentation. There are no subjective sensations. It can be revealed by positive Baltzer’s test (anilin dyes stain the foci of affection due to higher absorptive qualities of the loose epidermis), Benier’s test (detection of latent desquamation in scraping the foci of affection by a nail or a spatula).

The treatment: 3-10% salicylic or resorcin acid alcohol, therapy by Demjanovich (first 60% solution of sodium tiosulfate is rubbed in, then after some time 6% hydrochloric acid), 5-10% sulfur or tar ointment, canesten, undecin, nitrofungin, Castellani’s solution. While using these drugs skin irritation should be avoided. The treatment should be temporary stopped in its development.

Prophylactic measures include ultraviolet irradiation, aqueous-salt or aqueous-vinegar sponging. In 2-3 months of the treatment, prophylaxis is repeated.

Erythrasma (L 08.1)

It is located mostly in big skin folds (inguinoscrotal, inguinofemoral, axillary, etc). The primary morphologic element is noninflammatory spot of brown or brick-red colour with clear borders. The secondary morphologic element is fine scales.

At first itching is not noted, there are no subjective sensations but these signs may further develop, especially at night.

The treatment is the same as in pityriasis versicolor. Beneficial results are observed in treatment with 5% erythromycin ointment which is rubbed 4 times a day for a week, and then 5% salicylic acid in used for the same period.

Prophylaxis includes powdering the skin fold with powders of 10% boricic and salicylic acid for 2-3 weeks after treatment.

Dermatomycoses

They are sometimes accompanied by acute inflammatory reaction, i.e. fungal toxins may penetrate into the epiderma and capillaries of the derma.

Tinea inquinalis (B 35.6)

It is characterized by appearance of inflammatory spots in the inguinal and umbilical areas, in the axilla, under the breasts in females. The spot borders are unclear, gradually involving  the unaffected skin. In their peripheral, slightly risen part there may be fine vesicles, erosions, crusts, scales. It is accompanied by tenderness, itching, burning sensation.

Treatment: in acute inflammatory process it is indicated to use disinfecting lotions (2% boricic acid, 2% tannin, Alibur’s solution, etc). Later on, corticosteroid ointments and antifungal remedies are used (mycosolon, mycoseptin, clotrimasol, nitrofungin, etc).

Mycoses of the feet (B 35.3)

Epidermatosis interdigitalis pedum is localized in the depth of intertoe folds of the feet, especially between the 4th and 5th toes. There are very painful and itching vesicles on the background of the inflammatory spots. Later they may fuse, the vesicle content may become sero-purulent. This form is often combined with dyshydrotic one. The latter is characterized by diffuse foci of erythema and multiple multichamber vesicles with tight operculum localizing on the vaults of intertoe folds of the feet. Not infrequently there may be allergic reactions (epidermophytides) when inflammatory spots, blisters accompanied by bad itching and tenderness develop on the parts (the face, trunk, upper extremities, etc) remote from the main focus (the foot) as a result of sensitization, improper therapy.

Squamous epidermophytosis is characterized by slight inflammatory spots on the soles, intertoe folds of the skin and branlike desquamation, especially marked between III and IV toe folds and on the foot arch. The foci of affection are often localized. Itching is not marked. Nails of the 1st and 5th toes are mostly affected. In this case the nail plates become yellow-grayish colour, thickened, deformed and in some patients they look like claws of birds of prey.

Rubromycosis is characterized by moderate erythema located mostly on the soles, intertoe folds and lateral surfaces of the feet, but not infrequently on the palms. There may be single vesicles, seropapules, branlike or laminar desquamation, fissures and affection of all nails. The nail plate becomes dark, ochre-yellow colour develops of focal, linear or diffuse character. In future in some cases nails may be thickened, deformed, develop subnail hyperkerasis, bend and damage the shiny layer; in other cases diffuse thinning of the nail may occur. Most of it may be destructed and even completely separated from the nail bed.

In acute course of dermatosis the patients should be hospitalized and administered desensitizing and sedative therapy (1% of calcium chloride, antihistamine drugs, bromine drugs, small tranquilizers, etc), vitamins (C and B group), dairy-vegetative diet. To eradicate skin weeping and acute inflammatory symptoms we may use externally cold lotions with 2% solution of boricic acid, 1% tannin, 1% ichthammol, rivanol (1:500); nitrofurazone (1:1000), and then wet-drying dressing with these solutions, 1-2% solutions of anilin dyes (methylene blue, methylrosanilinum chloride).

After eradication of the inflammatory symptoms, it is recommended to use antifungal ointments (mycoson, zincundan, undecin, mycoseptin, clotrimasol, nitrofungin and others), the same drugs are used in squamous mycosis. They are alternated with disinfecting and keratolytic drugs of low concentration. The skin of the feet is painted with 1-2% alcohol solution of iodine in the morning daily, dressings with 1-2% salicylic acid vaseline are applied for the night.

Griseofulvin and nizoral are effective in rubromycosis. The former is prescribed perorally – 16 mg per 1 kg of the patient’s weight (2 tablets three times a day with a teaspoon of the vegetative oil) for a month daily, the second month – in a day, in future – once a week. Hepatitis is a contraindication for the therapy. Nizoral is taken once a day for 6-7 months. The side effects are nausea, photophobia, etc. The affected nails are removed by application of 10-50% salicylic acid vaseline.

Prophylaxis: it is necessary to observe rules of social (disinfection of the shower-room, swimming-pool, sauna, etc) and personal prophylaxis, to use individual footwear, to prevent hidrosis and take care of the skin of the feet.

Trichomycoses  (В 35.0-35.2)


Trichophytosis (trichophytia), microsporias, favus are related to trichomycoses.


                                 Trichophytosis

            It affects children and adults. The person becomes infected from the sick person or animals. The causative agent of the disease is fungi of trichophyton genus, which are divided into two groups: endotrix growing in the middle, ectotrix reproducing in the epithelium of the hair follicles with development of deep affections. The fungi of the first group parasitize in people, the second group – in animals.


There are superficial trichophytia and deep or suppurative, chronic trichophitia of adults, nail trichophitia. The primary morphologic element is an inflammatory spot.


Superficial trichophitia affects, first of all, children, adults are seldom affected. The open skin areas are mostly affected as well as the scalp. At the foci of affection the hair is broken off at 3-5 mm, sometimes at the very osteum of the hair follicle (symptom of “black point”). Hair becomes dull, of ash-grayish colour, it often bends and loses its elasticity. The hair grows bald forming numerous foci of alopecia.


Deep or suppurative (follicular) trichophitia is characterized by affection of several inflamed hair follicles as deep infiltrate. The primary morphologic element is a node. When it becomes softened and opens, it suppurates and hair follicles are destructed discharging out fungi (symptom of “sieve”), the hair falls out forming a stable scar. The patient’s general condition is aggravated, his temperature increases, he complains of general weakness, malaise. Allergen element – trichophytides may develop on the skin of the trunk and extremities. When it is localized on the chin of the male, parasitic sycosis may develop.


Chronic trichophitia of adults is accompanied by inflammatory changes as inflammatory spots with fine laminar scaling. Women are more liable to the disease. The disease develops on the scalp and then involves the glabrous skin. The hair breaks off at its base and its fragments form “black points”. They are few and sometimes revealed only after removal of scales. The disease may last for years, its course is chronic.


Trichophitia of the nails occurs rather rarely. The disease develops gradually, beginning from the free end of the nail and spreading to its greater part. Subnail hyperkeratosis develops resulting in deformation of the nails, their thickening and fragility. The nail surface is uneven, of grayish colour, the free end of the nails is uneven, corroded, jagged.


The treatment of trichophytosis depends on its clinical form. In superficial form the skin is painted with 5-10% iodine solution 1-2 times a day until inflammation and scaling of the horny layer of the epidermis appear. There may be used sulfur-tarry, 10% salicylic acid, 20-30% sulfur ointment, green soap. Indifferent treatment is administered in 3-4 days after development of inflammation.


In all forms of trichophytosis griseofulvin is prescribed, 20-22 mg per 1 kg of the patient’s weight; antibiotic is taken during meal in a spoon of the vegetative oil.


In suppurative-infiltrative form lead water and hair epilation are used. 20-30% sulfur, 5-10% salicylic acid ointments, Wilkinson’s ointment, iodine tincture, strong iodine solution (Lugol’ solution) are used after subsiding of acute symptoms.


Prophylaxis consists in detection of the source of infection, early diagnostics and rapid sanation of the foci of the disease.

Мicrosporiasis

The disease is caused by fungi Microsporeum. The disease is very contagious in children. The sources of infection are more frequently cats ill with microsporiasis, rarer dogs. There are microsporiasis of the glabrous skin, scalp, deep microsporiasis.


In superficial microsporiasis of the glabrous skin the primary morphologic element is an inflammatory spot of pink-red colour of the rounded shape, its size varies from a lens to a coin. Gradually the centre of the spot sinks down and it takes the shape of a ring. In fusion of the spots a focus with scallops edges is formed. Sometimes, a new annular element appears in the centre resembling one spot inserted into another one (the “iris” symptom). The most frequent localization is the skin of the face, neck, trunk and extremities.


Superficial microsporiasis of the scalp is characterized by pink-red spots of the rounded shape with clear outlines and whitish scales. The hair breaks off at the height of 5-8 mm. Sometimes one may see a white cover looking like a muff at the base. It is fungus spores surrounding the affected hair. The foci of affection are located at all areas of the scalp.


Deep microsporiasis is characterized by purulent inflammation of the hair follicles and development of deep tumor-like infiltrates of large size. The follicle ostia are dilated, pus appears on pressure. The hair is shaky in the foci and has a gray-whitish  muff.


The patient is treated with griseofulvin for 40-45 days. 2-5% sulfur and 10% sulfur-tarry ointments are used externally. The control examination is made every 10 days. Sometimes hair epilation is performed with 4% epilin plaster for 20 days, substituting it for a fresh one in 10 days.


Local therapy with the above-mentioned methods is started after loss of hair.

Favus.

Its causative agent is Remac Achorion schoenleini. The source of the disease is people as well as mice, cats, dogs, rats, horses and sheep.


There are favus of the glabrous skin, scalp, nail favus. Favus of the  glabrous skin is characterized by development of red discoid plaques with vesicles or papules on the periphery, the central part of the plaque sinks down forming typical pygmean shield – scutulum. There may be scaling. The skin of the face, extremities, and scrotum in boys are mostly affected.


Favus of the scalp is characterized by development of scutulum in the horny layer of the epidermis shaping into firm formation of the rounded shape with umbilication of the yellow colour. Its size varies from a pin-head to a lens. Having reached a definite size the scutulum surface loosens, crumbles, cracks, becoming white-grayish colour. Scutula are tended to fusion involving large areas of the skin. The hair becomes as if dusted, it is easy to be pulled out but doesn’t break off, it smells of mice, «the barn smell». Scutulum leaves atrophic scar.


Favus of the nails is a rare disease. Yellow localized spots as large as a pin-head appear under the free edge of the nails. Gradually the spot gets bigger with development of hyperkeratosis with niche-like deformations. The nail turns ashen with greenish or yellowish tint.


The treatment of favus begins with removal of scutula by application of 1% salicylic acid ointment for 12 hours and the following washing of the head. Further treatment is the same as in trichophitia.

Candidiasis (B 37.0-37.4)
Superficial candidiasis affects big folds with edematous spotted eruptions of whitish coating. Besides, seropapules and pustules may develop on their background which form erosions in opening. Candidiasis affection of the mucous membrane (thrush) prevails in newborns and babies. The whitish membrane is noted on the background of erythema, which can be easily removed forming moist erosive surface.

Candidiasis of the mucous membrane is not infrequently combined with mycotic cheilites as superficial fissures where there are a lot of spores and micella of the yeast fungus.

The treatment: antibiotics and corticosteroids are stopped. The patient is prescribed dairy-vegetative diet, vitamins of B group (riboflavin, piridoxin, folic acid), nistatin, levorin, decamin. The following preparations are used externally: 5-10% solution of sodium tetroborate in glycerol, 2-5% solution of sodium hydrocarbonate; 0,25 – 0,5% solution of cupric sulfate and zinc sulfate, diluted Lugol’s solution (iodi puri 5.0, kalii iodati 10.0, aqua distillata 100-200), decamin, nitrofuriden, aluoteracin, mycoheptine ointments, canesten cream.

Deep   mycoses
These chronic diseases with affection of the inner organs occur most frequently in tropical and subtropical areas of the world due to the most favorable climatic, meteorological and sanitary hygienic conditions. The population density, unavailable medical care, absence of unified state prophylactic measures in most countries of Asia, Africa and Latin America are also a cause of growth and spread of deep mycoses.
Sporotrichosis (B42.1) 
A causative agent of sporotrichosis is a saprophyte (Sporotrix schenskii) found in the soil and on the plants. It penetrates into the human organism through the small traumas of the skin.

The incubation period is from some weeks to several months.

There are several forms of spototrichosis:

          a)localized subcutaneous form which occurs much more frequently. In this case a node of a cherry pit size develops in the subcutaneous fat which growing in size turns into semicircular tumor. The skin over it gets inflamed, necrotizes and becomes an ulcer. Further on it is covered by a crust;

b) epidermal-dermal form with development of pustular eruptions (folliculitis) on the skin surface resembling psoriatic papules of different size (plaques, papillomas), affections of the mucosa;          
c) disseminating cutaneous gummatous ulcerous and ulcerous-vegetative form. Small subcutaneous nodes develop on different areas of the skin which undergo necrotic destruction with the formation of fistulas while getting soft. A moderate amount of seropurulent or serosanguineous viscous mass is discharged out of them on pressure.

By histologic study three zones are distinguished in dermal nonspecific granuloma: central with necrosis signs, peripheral with fibroblasts, lymphocytes, plasma cells as well as epithelioid and giant cells.

The diagnosis is made by the corresponding clinical signs and fungus culture.

The treatment includes antifungal drugs of general effect (orungal, diflucan, lamizil, nisoral).

Prophylactic measures consist in prevention of small traumas of the integument, their timely treatment with disinfecting remedies (iodine tincture, brilliant green, chlorgexidinbigluconate, cydipol, miromystin,etc).

Chromomycosis (B 43.0)

The causative agent is Hormodendrum (phialophora) pedrosoi which is found in the soil and on the plants. It penetrates into the human organism through the small traumas of the skin.

The incubation period is from some days to several months.

There are several forms of it:

         a) tubercular form with a slow growth of the tubercles and underlying infiltrate. After a long time (months and years) new elements develop enlarging slowly without any tendency to fusion;

b) papillomatous-ulcerous form occurs because of fusion of the tubercles and development of irregular round or oval sometimes with scallops outlines of solid, deeply infiltrated plaques. They tower over the skin, are covered by brown-grayish or brownish crust with abundant papillomatous growths underneath;

c) Gummatous form is characterized by nodes up to a walnut in size or even more, with central softening on the surface covered by scales-crusts. There is an inflammation rim of cyanotic-red color;
d) A form resembling discoid form of Lupus erythematosus or psoriasis.

   The diagnosis is confirmed by fungus element with isolation of agent culture, specific bodies in the smears with pus.

The treatment consists of using antifungal drugs ( orungal, lamizil, nisoral, amphoterycin B).

Prophylactic measures include prevention of small traumas of the integument, their timely treatment with disinfecting remedies (iodine tincture, brilliant green, chlorgexidinbigluconate, cydipol, miromystin, etc).
Actinomycosis ( A 42.8)

The causative agents are fungi of actinomycete genus (Actinomyces israeli, actinomyces bovis, Actinomyces albus, etc). They are saprophytes and can be on the skin, mucous membranes, in the gastrointestinal tract, upper respiratory tracts.

The incubation period lasts from 2-3 weeks to several years. There are primary and secondary actinomycosis. The secondary form is more frequently observed which is closely associated with the involvement of the integument into the basic inflammatory process.

There are several clinical varieties:

      a) gummatous-nodular form with development of painless solid nodes in the subcutaneous fat. Later on, infiltrates develop around them which spread to the epidermis, change skin color to the cyanotic red, the nodes get soft, fuse or open outward with fistula ducts discharging seropurulent sanguineous exudate with unpleasant smell.

     b) tuberculo-pustular form with formation of numerous tubercles that fuse into infiltrate. This infiltrate disintegrates forming ulcers, fistula ducts discharging some purulent sanguineous exudate.

     c) ulcerous form with massive infiltrates, while disintegrating they form ulcers with overhanging soft edges with necrotic masses and vegetations on the base.

Actinomycosis is more frequently located on the face and neck (in 58 percent) affecting muscles and sometimes bones.

The lungs are affected in thoracic changes and the pathologic process involves the subcutaneous fat for the second time.

Abdominal actinomycosis is characterized by affection of the cecum with further development of slightly painful infiltrates with foci of disintegration.

In order to make a diagnosis one may use microscopy to reveal the causative agent, skin allergic tests with actinolysate, biopsy. The bioptates are revealed to have specific granuloma with a large zone of the granulation tissue where abscesses occur and the connective tissue around it.

The treatment consists of courses with actinolysate, penicillin, tetracycline, streptomycin and immunostimulators.

IV. CUTANEOUS TUBERCULOSIS (А 18.4)

Tuberculosis is a group of diseases variable as to their clinical picture, caused by penetration of mycobacteria of tuberculosis into the skin. People who had lung tuberculosis, more often fall ill with cutaneous tuberculosis. Children and teenagers are mostly affected. The causative agents of the disease are mostly mycobacteria of tuberculosis of the human type.

Traumas of the skin and mucous membrane, allergy and immunity play an important role in the development of the tuberculous process.

Most patients of this group have a positive tuberculin reaction (Mantoux test). The frequent primary morphologic element is a tubercle (lupoma) consisting of epiteloid and giant cells of Lanhans and lymphocytosis.

Lupus vulgaris is characterized by flat, pasty, soft tubercles. The characteristic phenomena are “apple jelly” (in diascopy the tubercle becomes semitransparent, brown-yellow, resembling baked apple) and “probe” (on probe pressure there is a small pit or the probe comes down, I.A. Pospelov). It is mostly localized on the face and buttocks. Having undergone destruction, the tubercles are cleansed in a dry way forming scarring atrophy (flat form) or necrotize in the centre forming a scar (ulcerative form). The scars are superficial, smooth, shiny with new tubercles on them.

Atypical forms comprise psoriasiform (a lot of silvery scales resembling psoriasis are formed), tumor-like (fused tubercles resemble tumor), verrucous (there are verrucous growths on the tumor-like infiltrates), ulcerative (in trauma of the foci and addition of pyodermites), deforming (in spreading of necroses to the underlying tissues, tendons, joints, cartilages, bones, etc) forms. In the deforming form the nose takes the shape of the bird beam due to destruction of the wings of the nose and cartilage tissue.

The possible complications are erysipelas, lymphanginitis, elephantiasis, pyodermitis, malignant neoplasms, microstomia (narrowing of the mouth opening), ectropion (stable lid evertion).

Lupus vulgaris of the mucous membrane is observed in over 1/3 of patients with cutaneous form of this dermatosis. The soft tubercles on the mucous membrane of the mouth and nose disintegrate quickly forming superficial ulcers. They are mostly observed on the gums, palate, uvula and lips.

Tuberculosis cutis colliquativa (scrofuloderma) mostly affects lymphatic nodes. In primary scrofuloderma mycobacteria may be localized on any part of the skin due to hematogenic – lymphogenic spreading; in secondary scrofuloderma the process spreads as a result of contact with lymphatic glands affected with tuberculosis, so they often develop on the cheeks, under the mandible, in the armpits, in supra- and subclavicular area, around the joints. Gradually the nodes get enlarged, fuse with the surrounding tissue, soften, the skin turns cyanotic-red over them, becomes thin and they open outwards with fistulas discharging out fluid with crumble-like, necrotic masses. Fistulas, dilating on the periphery, form ulcers with soft undermined edges and base covered with flaccid granulations and serosanguineous discharge.

The nodes may fuse into soft conglomerates which are sometimes connected by fistulas.

The ulcers most frequently heal by hypertrophic scars as bridges, intersections, papillary growths as “terry towels”. They were first described by A.I.Pospelov.

Tuberculosis cutis colliquativa in the oral cavity is rare and may be localized on the tongue and cheeks where a painful node appears. It softens and opens in fistula as in skin affections.

Verrucous tuberculosis mostly affects prosectors, slaughterers getting infection from autoinoculation. A tubercle as large as a pea or larger develops on the back of the hand, lateral and plantar surface of the feet. Its centre has verrucous growths with characteristic histologic picture.

Ulcerative cutaneous tuberculosis often develops as a result of autoinoculation in the patients with tuberculosis of the lungs, intestines. Its most  frequent localization is the oral cavity, tongue, red border of the lips, anal area, genitals. Tubercles or their group, disintegrating rapidly, form a painful ulcer with a soft base, scallops edges, the base is covered with serous purulent membrane. Yellowish tubercles as grains in disintegrating state are visible through it at the ulcer edge. The course of the disease is benign.

Papular tuberculid is located on the lateral surfaces of the trunk. Miliary nodules are located in groups. They are soft, glistening, covered by fine scales. They dissolve without any traces.

Tuberculosis papulonecrotica represents groups of papular elements which are often localized on the extensor surfaces of the extremities. Necrosis with formation of rounded ulcer develops in their centre. It heals by pressed in, as if stamped scar. Eruptions occur in episodes, as seasonal outbreaks (in spring and autumn) and last 4-8 weeks. Depending on the duration of existence, different groups of papules are at different stages of their development.

Indurative eczema develops in women in the middle or lower part of the calf. The nodes are symmetrical, almost painless; they may resolve without any traces or with formation of ulcer which heals by atrophic, hyperpigmented scar. There are firm cord-like vessels between the nodes or deep into the tissues.

The patients with cutaneous tuberculosis are treated in the special medical institutions (luposoria) and dermatological dispensaries. The following drugs are successfully used for treatment: drugs of hydrazide of isonicotinic acid (phthivaside, isoniaside), rifampicin, streptomycin, vitamin D2 , PASK, etambutol.

V.  Sarcoidosis  of  the  skin  (D 86.3)

It is a systemic disease characterizing by epithelioid − cellular and granulomatous structure without caseous necrosis.

In small nodular form of skin sarcoidosis, multiple symmetrical pink-red spots develop at first, that later on are formed into groups of nodules sized from 0.1 to 0.5 cm with a smooth surface. There may be teleangiectasias and scales on it. The yellowish spots are noted in diascopy. In some cases there may be retraction in the center of the papules resembling lichen planus.

In large nodular form the most frequent localization is the face, neck, upper extremities. The nodes are of red, dark cherry red and violet color sized from the peas to a walnut, painless, rarely disintegrating, with peripheral inflammatory torus. They regress from the center to the periphery leaving teleangiectasias, cicatrical atrophy or hyper- or depigmentation.

These forms can be combined with diffuse infiltrative form of skin sarcoid. The face is frequently covered by fused infiltrative plaques with a smooth surface of violet-red color, painless and with unclearly marked edges. Hyperpigmentation, teleangiectasias, cicatrical atrophy remain after reverse development.

Granuloma is defined histologicaly without caseous disintegration with prevalence of epithelioid cells, giant cells of Langance, with Shauman's cells in the center of them, microphages, lymphocytes and lymphoblasts are around the granuloma.

The treatment is long, combined with the use of corticosteroids (prednisolonum, dexametazone, etc), cytostatics (metotrexate, azatioprine, prospidine), antimalaria remedies (delagil, placvenil).
VI. LEPRA (А 30.0-30.9)

It is a socially generalized chronic infection, mainly infecting derivatives of the ectoderma (the skin and peripheral nerve endings). The causative agent is Hansen’s bacillus (Mycobacterium leprae). They are arranged in parallel lines or as balls in the smears. The source of infection is the patient himself, congenital predisposition to the disease plays a great part. The incubation period lasts 3-5 years, but there are cases when it lasted 10-20 years and more.

There are lepromatous, tuberculoid and non-differentiated lepra. Lepromatous lepra is the most severe form as not only the skin and nerve endings but also internal organs are affected. Tubercles (lepromas) often appear on the face. Increasing in size they form deep folds, and the person has a leonine face. The hair in the foci of affection falls out, sweating subsides and dissapears. At first thermal sensitivity and then pain and tactile sensation subside and vanish. Hansen’s bacilli can be found in the enlarged lymph nodes.

Lepromas may resolve forming scarry atrophy or ulcers. In localization on the mucous membranes these phenomena are often accompanied by hemorrhage, neuralgia with nose deformation, larynx stenosis, episcleritis, keratitis and blindness. Leprominic test is negative (anergy).

The tuberculoid form is more favourable, as the nerve endings and internal organs are affected much rarer. Leprominic test is positive. Miliary nodules resolving in the centre and growing peripherally form different figures with protruding wall. Absence of sensitivity and sweating are important signs.

The non-differentiated type is manifested by spotted eruptions and neurologic symptoms (neurites, loss of sensitivity and sweating, loss of hair).

Lepra of the mucous membrane is not infrequently observed in lepromatous form. The nodes are located on the mucous membrane of the hard and soft palate, lips, tongue, cheeks, tonsils.

The patients with leprosy are treated in special medical institutions (leprosaria). The following drugs are the most effective, they are sulfones (diaminosulfone, dipsone, audosulfone, diucifone), rifampicin, lamprene, ethyonamide, etc.

VI. CUTANEOUS  LEISHMANIASIS 

           (Borovsky’s disease) (B 55.0-55.9)

It is a chronic parasitic disease of the skin, characteristic of tropic and subtropic climatic zones. It is caused by the protozoa. The tissue parasite was found by P.F. Borovsky in 1898. The infection carrier is a mosquito. The infection reservoir is wild rodents (gophers, hamsters, sanderlings, etc).

There are two types of the disease which differ greatly from each other by the clinical picture:

а) urban or late ulcerating type with a long-term incubation period (3-9 months on an average, sometimes 3-5 years). A tubercle of the brownish color develops at the site of the mosquito bite. It is of pasty consistency and tender. The tubercle is slowly enlarging and may reach 2-5 cm in diameter. Having necrotized in the centre, it gets covered with purulent hemorrhagic crust with the ulcer underneath. The ulcer has irregular undermined edges, granular base and seropurulent or hemorrhagic coating. In 2-3 months the ulcer cicatrizes from the centre or periphery and heals by a superficial scar. The whole process from the development to cicatrization lasts at least 1-2 years.

b) rural (acute-necrotizing) type with a relatively short incubation period (14-30 days on an average, sometimes 10-40 days). A furuncle-like pasty tubercle develops at the site of mosquito bite. In 1-3 weeks it gets necrotized with formation of a hollow, very painful round ulcer with undermined edges, its base is covered with seropurulent or necroting coating, while enlarging the ulcer may reach 4-6 and more cm in diameter. In future the base of the ulcer is cleared of necrotic masses, granulations as granular red papillas develop in the ulcer which growing upward, fill in the ulcer. The whole process lasts from 2-3 to 5-6 months.

The complications of the disease are lymphadenitis, lymphangoitis, erysipelas.

The treatment consists of monomycinum (per os or intramuscularly), solusurminum, methacycline, furazolidone, delagil, interferon.

VIII. VIRAL  DISEASES
Viruses reproduce in definite tissues, as they are characterized by tropism (a definite tendency). Dermatotropic viruses cause warts, herpes, molluscum contagiosum, milker’s nodules.

Herpes catarrhalis (В 08.1).

The primary morphological element is a vesicle. It is peculiar for vesicles to group on the inflammatory basis. There are herpes catarrhalis and herpes zoster.

In typical course herpes is not accompanied by subjective phenomena, symmetrical. It is located especially about natural openings. The vesicle content becomes turbid within 2-3 days, they dry up forming crusts which fall off in 5-6 days leaving pale pink spots. In atypical course herpes may take the following forms: a) abortive form with spotted eruptions or single vesicles; b) edematous form which is accompanied by marked inflammatory symptoms resembling zoster with linear eruptions; c) severe form with a fever, ulceration of the affected areas; d) recurrent form.

The treatment is as follows: in typical forms of herpes the patient is administered drying up, disinfective (powder with zinc oxide, anilin dyes, etc) and antiviral medicines (ointments: tebrofen, oxoline, chelepin, interferon, megacine, etc).

In aggravation of the general state and frequent recurrences the dermatologists use virolex, acyclovir, bonaftone, chelepin. Herpetic vaccine is used between recurrences as well as vaccination and revaccination with  variolous detritus, gamma-globulin, autohemotherapy, pyrogenal, prodigiosanum.

Zoster (В 02.2).
It is located along the passage of the nerve trunk, does not recur, asymmetric and very painful. The incubation period is from 3-4 days to 1.5 - 2 months.

In typical form linear unilateral groups of vesicles appear within 3-4 weeks, in future their content becomes turbid and then dries up into crusts. The process, lasting 3-4 weeks, resolves, though pains in the foci of affection may still continue.

Unilateral affection of the mucous membrane of the oral cavity may arise in zoster eruptions along the passage of the second and third branches of the trigeminal nerve.

The atypical forms may be characterized by a) abortive course (there are only spots); b) vesicular eruptions; c) hemorrhage; d) gangrene, sometimes with necrotization. The latter is observed in elderly people suffering from diabetes mellitus, other infectious diseases (TB, Botkin’s disease, etc), harmful habits (alcoholism, drug abuse, etc) or being administered improper therapy.

The treatment includes antiviral remedies (interferon, methygasone, bonaftone, etc), vitamins of C, P, B group, antibiotics in case  of secondary infection and analgesics, salicytates, novocaine blockade, ultrasound in severe pains. For external use the patients are prescribed the same remedies as in simple vesicular lichen.

Warts (В 07.1-07.4).

The primary morphologic element is a nodule of dark, yellowish, gray-yellowish or slightly brown colour. There may be simple warts (vulgaris), flat (juvenile) warts, planter (horny) and pointed warts. The incubation period is from several days to several months and even more.

The usual flat warts (vulgaris) are frequently observed in children localizing on the back of the hand or other parts. They are epidermal papules of different size with uneven hyperkeratic surface with horny formations. Usually they are not accompanied by subjective sensations but in localization on the nail wall or under the nail lateral surfaces they are very painful.

The wart distinguished by its large size is called “mother”-wart, small warts are called “daughter”-warts.

Flat (juvenile) warts are multiple painless epidermal papules of the rounded or polygonal shape. In some cases they are covered with thin fine scales.

Simple and flat warts may exist for a long time but in some cases they may suddenly disappear, without any treatment.

The plantar warts are often painful, firm with callous formations localizing on the soles and arising because of constant pressure. They penetrate into a considerable depth. Their central part is more loose and their periphery is surrounded by hyperkeratic rim. They exist for a long time and may be accompanied by loss of work ability.

Pointed candilomas are observed in people of 20-30 years of age. They are often located in the area of external genitals, anus and look like papillar growths on a narrow base as a cock’s comb or cauliflower.

The treatment consists of hypno-suggestive therapy, psychotherapy, reflexotherapy, cryotherapy, marginal Bucqui’s rays, keratolytic and antivirus ointments (oxolinic, teobrofen, bonaftone, chelepinic ointment, etc).

Molluscum contagiosum (B 08.1)

Molluscum contagiosum is represented by firm, slightly shining nodules of the rounded shape with umbilical retraction in the center. Caseous mass with virus bodies can be squeezed out from it. Children are mostly affected with it. The frequent sites of its localization are the face, neck, genitals.

The treatment includes squeezing out of the nodule content with the subsequent treatment with iodine tincture, oxolinum, teobrofen ointments, cryotherapy and electrocoagulation.

Eczema Herpeticum (B 00.0)
Eczema herpeticum is a severe form of the simple vesicular lichen. It develops in children with eczema and neurodermatitis, and has a course with a high temperature, grave general state. The incubation period is 5-7 days. It is more frequently localized on the face, scalp, back of the hands with vesicles and pustules up to a pea size with umbilical retraction in the center and torus on the peripheral edge. Later on, there are formed erosions, fissures with augmented hemorrhagic discharge which is dried up into crusts.

It is characterized by regional lymphadenitis, hypochromic anemia, leukopenia, absence of eosinophils, elevated ESR.

The treatment: hospitalization into box-ward of the infectious department. The diet should correspond to the child's age, food should be rubbed through; disintoxication therapy should include abundant liquid or transfusion therapy; antipyretics, antiflu gamma-globulin intramuscularly twice a week; vitamins C,B1, B2, B3, B6; antihistamine drugs; antibiotics in concomitant pyodermitis, pneumonia; the external treatment should include aqueous solutions of anilin dyes, dermatol and boric naphthalan ointments on the massive hemorrhagic crusts.
IX. Acute ulcer of the vulva (N 77.0 - 77 1)
It is more frequently develops in girls after puberty and in young women. It is caused by pathogenic gram-positive microorganism bacillus crassus.

Acute miliary ulcers of the vulva are manifested by fine ulcers of a pin-head size surrounded by inflammatory rim. There is some purulent secretion in their center. The ulcers do not fuse, they are painful and their edges are soft.

In acute ulcers of the vulva of soft chancre type there are numerous superficial and deep ulcers with soft and undermined edges, the base of which is covered with purulent discharge. In gangrenous form the ulcers are deep, painful, fused, with soft edges, the base of them is covered by dark-brown thick crusts. In some days this crust falls off revealing deep ulcer covered by necrotic coating and healing rapidly with a cicatrix.

The treatment is symptomatic with antibiotics of penicillin and tetracyclinum series.
X. ITCHING   DISEASES  OF  THE  SKIN
Skin itching (L 29.0-29.9)

It may be an independent disease or one of the symptoms in blood diseases, metabolic disturbances, hepatic diseases, etc. There are no primary morphologic elements in skin itching as an independent disease, there are only abrasions, hemorrhagic crusts, lichenification.

Skin itching may be limited or localized (external genitals, anus, internal surface of the thighs) and universal or generalized.

The treatment includes antihistamine drugs, calcium salts, ganglioblockers (amysil, nanofin, etc) when there are no contraindications; sedatives (bromine, etc) in neurotic disorders; neuroleptics (elenium, seduxen, etc).

Adult prurigo (L 28.1)

The primary morphologic element is firm gray conical nodules with vesicles on their surface. The vesicles and upper part of the nodules are often absent due to scratches caused by itching, there are a lot of abrasions, excoriations, superficial scars. Their localization is upper and lower extremities, buttocks. The disease may be accompanied by general weakness, headache. There may be changes in the gastrointestinal tract, autointoxications, etc in the pathogenesis of the disease.

The patient is treated taking into consideration diseases of the internal organs, they are administered dairy-vegetative diet, drugs strengthening general state and sedatives, antihistamine drugs, corticosteroids in small doses, vitamins especially ascorbic acid, ultraviolet radiation, hydrogen sulfide and radon baths.

Itching relieving ointments with anesthesin, menthol are used externally.

Urticaria (L 50.0-50.9)

It is characterized by severe itching and blisters. There may be food allergy, physical (cold, heat) and mechanical factors, foci of chronic infection, liver dysfunction, gastrointestinal and neuroendocrine disorders in the etiology and pathogenesis of this disease.

Dermographism is red, sometimes elevated.

The disease may have acute, subacute, sometimes acute localized edema (Quincke’s edema) and chronic course. A great number of blisters with severe itching develop suddenly in acute course. They are bright red, pearl or whitish colour. They may disappear in 2-3 hours. Acute localized Quincke’s edema (giant urticaria) is represented by localized consolidation of the skin or mucous membranes and is accompanied by intense itching.

There are fewer blisters and itching is less intense in chronic course. Eruptions appear as attacks alternating recurrences with remissions. Recurrences become more frequent over the years and their duration increases. The treatment: breast-fed babies are given specific hyposensitizing therapy by Bezredko (they are given 10-15 drops of mother’s milk 30 min before feeding), in formula - feeding farinaceous foods and carbohydrates are limited, the children are administered lactic acid, acidophilic mixtures or kefir, curds, grated boiled meat, vegetable soups and puree. It is necessary to sanitate foci of infection.

Peroral indications include antihistamine drugs (diasolin, fenkarol, tavegil, etc), calcium remedies (calcium chloride, calcium gluconate), in severe forms - glucocorticosteroids in combination with anabolic hormones (retabolil, metandrostenolon) for a short period of time, ointments and creams with glucocorticosteroids for external use, aqueous-zinc pastes with diphenylhydramine hydrochloride or pipolphen (5-10%).

Neurodermitis (L 28.0)

It may have a localized or diffused course.

Primary morphologic element is epidermal-dermal papule, secondary element is scales, lichenification. Dermographism is white, persistent, sometimes diffuse.

In localized forms the foci of affection are often located in the cubital and popliteal fossae, they are represented by firm papules, covered by branlike scales at some sites. Itching is rare, there are numerous scratches, sanguinolent crusts. In future the skin gets infiltrated. It is a central zone of the focus. There are isolated shiny papules with smooth surface on its periphery (middle zone) and hyperpigmentation in the outskirts (peripheral zone).

In diffuse neurodermitis infiltration and lichenification prevail with epidermal-dermal papule of persistently cyanotic colour with some hyperpigmentation. There may be observed linear fissures, especially in the natural folds. Sometimes the process is combined with other allergic diseases (rhinitis, hay fever, bronchial asthma, etc).

The treatment consists of individual nutritional regimen, enzyme drugs (abomin, pankreatin, orasa, festal, pansinorm, etc), sedatives (they include electrosleep, hypnosis, bromine drugs), neuroleptics (phenasepam, sibason, etc) and antihistamine remedies (fencarol, diprasin, suprastin, etc), vitamins (A, E, C, B).

There are also indicated UVR, solar, hydrogen sulfide, radon, coniferous baths. The patients are prescribed corticosteroid hormones, ointments for oiling the skin, ointments with corticosteroids and itching relieving drugs (menthol, anesthesin, etc).

Lichen planus (L 43)

It is a chronic recurrent dermatosis with monomorphic rash as polygonal flat papules. There is a small umbilical retraction in their centre. Fused papules form patches with a peculiar white-grayish reticular pattern after greasing with vegetable oil (Wickham’s net) caused by irregular thickening of the nodular layer.

This dermatosis was studied by P.V. Nikolsky, A.M. Krichevsky, G.I. Landa, A.A. Stein and others.

The most frequent localization of lichen planus is extensor surfaces of the extremities, mucous membranes of the oral cavity. Eruptions are accompanied by itching and have a long-term course. The following atypical forms are observed on skin integument:

а) annular form - papules are grouped in annular figures;

b) warty (verrucous) form - papillomatous growths with considerable desquamation are observed on the papule surface;

c) atrophic form - the umbilical retraction in the centre of papules is transformed into the area of marked atrophy.

Typical lichen planus on the mucous membrane is characterized by flat white-grayish papules not towering over the skin level which fuse into different figures, such as laces, rings, arches, net. They look like a strip of the whitish colour covered with tight scales on the red border of the lips.

In exudative hyperemic form, papules may look like a net (fern leaves) on apparently healthy mucous membrane or as white-grayish papules on the congestive-hyperemic background.

Erosive-ulcerative form is characterized by erosions and ulcers in the centre of the papules with typical papules on the periphery.

The bullous form is characterized by vesicles from a pin-head size to a bean filled with serous or hemorrhagic content.

The treatment: in progressive stage the patient is prescribed antibiotics, antihistamine drugs (diphenylhydramine hydrochloride, pipolphen, suprastin, etc), sedatives (bromine, valerian, small tranquilizers - tasepam, phenasepam, etc) with combination with vitamins (B group, nicotinic acid, vitamin C). Small dosages of corticosteroid hormones are the last to be administered. Physiotherapeutic procedures such as UVR, UHF, sea baths with conifer, hydrogen sulfide and radon baths are indicated in the stationary and regressive stages.

Externally the following medicines are used: itching relieving drugs with menthol, anesthesin, chloral hydrate, thymol as well as ointment with corticosteroid hormones, resorcin, tar, ichthammol, sulfur, naphthalan.

Cryotherapy, electrocoagulation are used for destruction of warty growths.

XI. PSORIASIS (L 40.0-40.3)
Psoriasis (psora) is characterized by recurrent course, monomorphism of the rash, consisting of epidermal papules. Its clinical course, etiology and treatment were studied by our scientists I.V. Nikolsky, L.A. Sobolev, A.I. Kartamyshev, L.I. Bogdanovich, A.A. Stein and others.

Psoriasis papule is characterized by the following signs: a) stearic spot (in scraping abundant silvery white scales appear on the papule surface); b) terminal film (in further scraping pink-red shiny surface is uncovered); c) punctate hemorrhage (unfused drops of blood appear on the surface in removing the film). Dystrophic change of the nails takes form of punctate recesses on the nail plate (symptom of “thimble”).

There are three forms of psoriasis: psoriasis vulgaris, atropathic (with affection of the articulations), and erythrodermia (the trunk and extremities are affected, the skin is evenly hyperemic, edematous, immobile).

Stages of psoriasis are: a) progressive, with appearance of new papules and the existing papules get enlarged on periphery; b) stationary, eruptions of new papules are stopped; c) regressive, papular elements become flattened and dissolve.

The most frequent localization of foci of affection are extensor surface of the extremities.

The treatment depends on the stage of psoriasis: in progressive stage it is recommended to use bromine drugs, sleeping-pills and desensitizing drugs, vitamines

of A, C, B group and corticosteroid hormones are the last to be used, especially in erythrodermia and atropathic psoriasis. Diet must be dairy-vegetative. The external treatment consists of indifferent (lanoline cream, boric acid vaseline, Unna’s ointment, etc) and corticosteroid ointments (sinaflan, lorinden, flucinar, etc).

In stationary, and especially progressive stage, general therapy should include arsenic drugs, biogenic stimulators (aloe, vitreous body, FIBS, torfot, etc), pyrogenic drugs (pyrogenal, prodigiosan, etc) and autohemotherapy. The external treatment consists of 5-15% sulfur, sulfur-tarry, tarry, naphthalan ointments, sulfodecortem, ointments with solidol and corticosteroid hormones.

XII. PARAPSORIASIS (L 41.0-41.9)
The primary element is bright red flat miliary papules covered by dry, semi-transparent tight scales. It is characterized by phenomenon of capsule (tight dry scale), symptom of latent desquamation (branlike scaling appears in scraping the papule surface), purpura (punctate, hemorrhage appears on the papule surface in its intense scraping).

The treatment consists of nicotinic and ascorbic acid, rutinum, vitamins В1 and В12, aevit, ultraviolet radiation, corticosteroid hormones only in the acute course. Ointments and creams with corticosteroid hormones are used externally.

ХIII.  INFECTIOUS  ERYTHEMAS
Polymorphic exudative erythema (L 51.0-51.9)

It is an acute seasonal infectious disease. It is common in spring and autumn. The primary morphologic element is infiltrative spots, nodules which may rapidly reach the size of 2-50 kopeck coin. Later on, in some cases their centre thickens, they turn cyanotic and peripheral part remains unchanged - bright red; in other cases, vesicles filled with serous or hemorrhagic content may arise in the centre of the spots.

The process starts from the red border of the lips and spreads rapidly to the mucous membranes including the oral cavity and skin integument. Vesicles are the most common manifestation, papules and erythemas are rarer. While opening vesicles form erosions covered with sanguinolent or yellowish crusts. The patient’s condition is aggravated by profuse salivation, tenderness, edema, intoxication.

The disease is of cyclic character. New eruptions appear during the first days. They are accompanied by fever, weakness, anorexia, headache. The process lasts for 1-2 weeks and finishes without any traces. It is characterized by recurrences.

The treatment includes the use of antibiotics, analgesics, salicytates; in severe cases the patients are prescribed corticosteroids, disintoxication therapy, aqueous solutions of anilin dyes, hormonal ointments (sinaflan, lorinden, etc) are used externally.

Nodular erythema (L 52.1-52.4) 

The primary morphologic element is a painful solid semispherical node varying in size from a bean to a dove egg. They are symmetrical and do not get ulcerative, localizing on the posterior surface of the calves, back of the feet, rarely they arise on the forearms, thighs, buttocks. The skin is bright red over them. It may be accompanied by subfebrile temperature, malaise, arthalgias. Streptococci, viruses, intoxications, diseases of the gastrointestinal tract may play some role in etiology of the disease.

The treatment consists of antibiotics, calcium drugs, ascorbic acid, vitamins E, P or rutinum, salicytates; ointments and creams with corticosteroids under occlusive dressing are used externally.

Zhiber’s pink lichen (L 42.2-42.4)

The primary element is noninflammatory pink spot growing rapidly on periphery and reaching the size of 5 kopeck coin and even larger. In 1-2 days the spot centre turns yellowish, there is desquamation on periphery and the central epidermis shrinks resembling goffered rice-paper. It is a primary “mother” spot or “a medallion”. Then in some time new, smaller inflammatory spots - “daughter” spots with bran-like scaling appear on their surface.

The disease occurs in spring and autumn, there may be a little “epidemic outbreaks” in a group of people.

The treatment consists of dairy-vegetative diet, limitation of water procedures, desensitizing and sedative therapy, indifferent and corticosteroid ointments for external use.

XIV. VASCULITES  (I 78 - I 79)
Hemorrhagic vasculitis (I 70.0)

The primary morphologic elements are hemorrhagic spots, papules, blisters, vesicles and phlyctenae commonly localizing on the lower extremities. Outbreaks of eruptions occur in several days, weeks, months. There may be gastric and intestinal hemorrhages in severe cases.

The treatment includes calcium chloride or gluconate, antihistamine drugs, ascorbic acid, rutinum, teonicol or trental, droppers with hemodesis, physiologic solutions, hormonal creams and ointments for external use. Bed regimen and hospitalization are indicated in severe cases.

Allergic arteriolitis (I 78.8)

It is characterized by polymorphic eruptions consisting of erythematous, vascular and hemorrhagic spots, blisters which occur in outbreaks mostly symmetrically on the skin of the lower extremities. There may be foci of necrosis, skin maceration.

The treatment: sodium tiosulfate, indometacin, cytostatics, anticoagulants, hemodesis; corticosteroid creams, butadion ointment, gel “Troxevasin”, “Endovasin”, etc are used for external use.

Nodular periarteriitis (M 30.0) 

It is a systemic disease which is manifested by nodes and nodules locating along the way of blood vessels in the derma and subcutaneous fat. Skin integument is unchanged at first, however, it turns pink and red later. The disease occurs in outbreaks and may be accompanied by weakness, fever, muscular and articulation pains, changes in blood.

As a rule, the patient is hospitalized. A striking dose of corticosteroids is used at first with gradual tempering down, calcium chloride, retabolil, considerable dose of ascorbic acid; antibiotics, hemodesis with antihistamine drugs, vitamins E and В15 in foci of infection, corticosteroid ointments, compresses with 5-10% ichthyol are used externally.

XV. Dermatomyositis (M35.1)
It is a systemic disease of unknown etiology. Its onset may be characterized by a prodromal period with fever, weakness, sweating, edema of the finger tips, bone pains, arthralgia.

In children dermatomyositis is often accompanied by a high temperature, chill, generalized eruptions on the integument and muscles.

In subacute course there may be observed unstable subfebrile condition with slightly marked musculo-cutaneous syndrome, in chronic course there may be cyclic affection of some groups of muscles.

Skin affections are characterized by periorbital bright red erythema with edema that may be combined with erythema on the neck, back of the hands and palms against the background of teleangiectasias, papules in the interphalangeal joints and back of the neck (Gottron's papules) capillaries, petechiae, purpura, vesicles, blisters, necrotic foci, areas of atrophy, hyper- and depigmentation.

The muscles are edematous, painful, especially on movement.

The treatment comprises corticosteroids except triamcynolonum, starting with small doses (1 mg/kg of the body mass in giving prednisolone) tempering begins after marked positive effect. In these cases they are combined with azothiaprinum, delagil, tocoferol, cytostatics.
ХVI. VESICULAR  DERMATOSES.

Pemphigus (L 10.0) 

It is a severe malignant disease characterized by monomorphic rash (blisters) on the unchanged skin and mucous membranes which spreads rapidly over the whole skin integument. Cachexia develops later and results in death of the patient. Akantolysis and intraepidermal blisters are found in histologic specimen.

P.V. Nikolsky has studied the clinical course of pemphigus foliaceus in detail and was the first to describe detachment of the horny layer in this dermatosis.

There are pemphigus vulgaris, foliaceus, seborrheal and vegetans.

Pemphigus vulgaris often develops on the unchanged mucous membrane of the oral cavity where thin-walled blisters appear, they open rapidly revealing painful erosions. Their content is transparent but in 1-2 days it takes “lemon” or hemorrhagic tint. The vesicle surface is tense at first, then it becomes loose and the fluid takes piriform shape under the influence of weight. While opening they form very painful erosions. In pulling at the vesicle tegmen the epidermis comes off in layers as a band near the adjacent areas as well as in rubbing of the apparently healthy skin. (positive P.V. Nikolsky’s symptom). In future the patient grows weak, signs of intoxication and cachexia develop and as a rule, it results in patient’s death.

Pemphigus fociaceus is accompanied by development of superficial, flat, flaccid vesicles. Their tegmina are thin. In opening rapidly, they form painful erosions covered by thin “crusts-scales” plates which are located one over another resembling a puff. These “crusts-scales” are formed at the expense of the shrinken content of the vesicle. The Nikolsky’s symptom is sharply positive. In future the patients die because of growing weakness and cachexia.

There may be no vesicles in seborrheal pemphigus. The disease often begins on the face, spreading quickly to the scalp, trunk and resembling seborrheal dermatitis. Puffy massive crusts and scales appear on these sites. Vesicles on the inflammatory base may appear on the chest and back accompanying by itching, burning sensation, tenderness. The Nikolsky’s symptom is positive.

Pemphigus vegetans is the most malignant form. It frequently starts on the mucous membrane of the oral cavity. The vesicles open rapidly by papillomatous vegetal growths. Most frequent localization is skin folds. The Nikolsky’s symptom is positive.

The treatment consists of corticosteroid hormones, desintoxication therapy, vitamins promoting regeneration of the epidermis (aevit, calcium pantotenate, riboflavin, etc), the diet should comprise proteins of high quality, microelements, limited amount of carbohydrates and salt. Erosions are treated with aqueous solutions of anilin dyes, after that corticosteroid ointments (sinalar, lorinden, flucinar, etc) are used.

D(ring’s dermatosis (L 13.0) 

It is characterized by polymorphic elements accompanied by itching. N.A.Torsuev pointed out the allergic genesis of this disease. The disease develops at the age of 20-30  with exudative elements on the skin (erythematous spots, blisters, papules, subepidermal blebs) which are grouped, often symmetrically on the shoulder and coxofemoral girdles. The patients complain of a bad itching. Eosinophilia is observed in their blood and bleb content. Their condition is satisfactory. The skin test with 50% potassium iodide is positive, the Nikolsky’s symptom is negative.

Eruptions on the mucous membranes are quite rare. They never precede eruptions on the skin and are mostly presented by vesicles without signs of acantholysis.

The treatment: diaminodiphenyolsulfone (DDS) for internal use; corticosteroids in severe cases; externally dermatologists use aqueous solutions of anilin dyes, itching relieving drugs.

ХVII. PHOTODERMATOSES.

Lupus erythematosus (L 93.0-93.2) 

Chronic lupus erythematosus (LE) is studied in the dermatologic clinical practice. It is established that there is a definite dependence of the degree of allergic reactivity and increased sensitivity to the sun rays on the level of estrogenic saturation. The primary morphologic element is erythema. Its most frequent localization is the face but it may be located on any part of the body.

There are discoid and centrifugal forms. The former is characterized by infiltrative erythema, follicular hyperkeratosis and skin atrophy, the latter - by erythema (without infiltration) and follicular hyperkeratosis. Sharp tenderness (positive symptom of Metshersky) is observed in scraping the areas of the former form.

LE on the red border of the lower lip occurs almost in half of the patients suffering from this dermatosis. Infiltrative linear erythema of purple-red colour with teleangioectasies is covered with horny coating consisting of tightly placed scales. Tenderness and hemorrhage are noted when they are removed. There is atrophy in the centre of the foci. There may be erosive-ulcerative form of lupus erythematosus.

The patients are treated with synthetic antimalaria drugs (resoquin, placvenyl, delagil, quingamin, etc), vitamins A,E,C,P, complex of B group, dairy-vegetable acid diet, antiinflammatory ointments, photoprotective creams (“Luch”, “Tshit”).

Solar dermatitis (L 57.8)

Inflammatory bright red spots develop on the skin in hypersensitivity or intense effect of the solar or ultraviolet rays. They may fuse forming erythrodermia. Blisters and erosive surfaces develop on this background in long-term insolation.

Extensive affections are not infrequently accompanied by increased temperature, headache, dizziness, weakness.

The treatment includes vitamins: РР, В2, В6, В12, В15, lotions with tannin externally, corticosteroid ointments and creams are used later on; ointment with salol and quinine are used for prophylaxis.

Xeroderma pigmentosum (Q 82.1)

It occurs in spring or summer when solar erythema is followed by pigmented or white spots of different size, teleangiectasies, the skin becomes dry, atrophied, tightened. In future, neoplasms appear on the skin, they are frequently of malignant character.

Photosensitizing drugs (placvenyl, quingamine) and vitamins РР, В2,В6, В12 are used for treatment. Externally, corticosteroid and photoprotecting ointments (“Photonem”, “Quant”, “Tshit”, 10% salol ointment, etc) are used.

XVIII. DERMATITES,  ECZEMA,  TOXIDERMA

Dermatitis (L 23.1-23.4) 

It is an acute inflammatory skin disease arising due to contact with the known, mostly exogenic irritant.

Dermatites arising after the first contact with the irritant (there is no incubation period) are called obligatory (Lat. obligatio); dermatites arising after repeated influence on one and the same site of the skin integument are called allergic. Monovalent sensitization to one irritant causing dermatitis is observed in this case.

Dermatites may develop because of effect of mechanic (long-term pressure, rubbing, etc), physical (high and low temperature, UV radiation, etc), and biologic (spurge, buttercup, primrose, orchid, etc) factors.

They may have acute, subacute and chronic course. Acute inflammatory spots and vesicles prevail in the clinical picture of the acute form. In chronic form inflammatory signs are less marked, the skin is infiltrated with lichenification.

The treatment: it is necessary to interrupt contact with chemical irritant. In allergic dermatites active hyposensitizing therapy is indicated which consists of calcium drugs, sodium tiosulfate, antihistamine drugs; vitamins (riboflavin, calcium pantotenate, calcium pangamate, potassium orotati, ascorbic acid, rutin), diet with limited intake of sodium chloride, carbohydrates, extractive substances.

The external treatment in simple and allergic dermatites depends on the stage and markedness of the inflammatory process. Lotions are used in skin weeping: 2% boric acid, 1-2% tannin solution, 1-2% ichthyol solution, etc). Erosions are treated with aqueous solutions of anilin dyes, indifferent ointments, creams, ointments with glucocorticoids are used later on.

Under the influence of physical factors dermatites have a clinical course of frostbites, burns, solar dermatites.

Frostbite is preceded by latent period of local cooling, pallor, decreased sensitivity. It may have two stages: the first stage is characterized by stable cyanotic colouration, edema of the affected areas of the skin accompanied by pricking sensation and itching; the second stage is characterized by vesicles with serous or serous-hemorrhagic fluid on the background of stable cyanotic skin.

Pernio (Lat. perniones) is a specific, chronic skin affection, liable to recurrences and developing under the influence of cold in combination with humidity. They are localized on the back of the fingers, more rarely - on the feet (heels), floor of auricle, nose and cheeks. Red, cyanotic, edematous, unclearly outlined spots appear on the skin, they are of solid or soft consistency, cold or hot accompanying by burning sensation, itching, tenderness. In some cases they may give rise to blisters.

The treatment should consist of warming up the extremities in warm baths with the following massage and rubbing in 5-10% dermatol or 5% ichthyol ointments in latent period of frostbites and pernio. In frostbite of I degree it is recommended to massage the affected areas with 5% tannin or boric acid alcohol with application of warm dressing; in II degree the affected areas should be treated with alcohol, vesicle tegmen is cut off and ointment dressing is applied (5% boric-naftalanic, 5% ichthyol or 5% dermatolic ointments).

Arsenic, iron, calcium drugs are indicated perorally as well as vitamins A,C, nicotinic acid, UV radiation.

It is recommended to wear dry, warm clothes, wellfit footwear, to prevent sweating, to have regular and well-balanced meal for prophylaxis.

Solar dermatites have an acute and subacute course. The acute forms develop in 2-4 hours after insolation and are manifested by skin edema, roseolous and erythematous tender spots. They may give rise to blebs and vesicles, which form sharply painful surfaces while opening. The process is at its highest on the 2nd-3rd day, then it subsides resulting in desquamation and pigmentation.

In chronic forms the skin becomes rough, thickened, pigmented, there may be scars, atrophic areas, fissures.

The patients are treated by nicotinic acid or xanthinol nicotinate, vitamins of B group perorally; lotions with 1-2% of amidopyrinum, resorcin, tannin, etc are administered in acute forms with signs of weeping skin. The application of corticosteroid ointments and creams are the next stage of treatment for patients with acute and chronic forms.

Prophylaxis consists in wearing suitable clothes preventing the effect of the solar rays, photoprotecting ointments, 10% salol ointment.

Dermatites developing under the influence of high temperature (burns) are subdivided into 4 degrees: I degree is characterized by erythema and edema which are accompanied by burning sensation and tenderness; II degree - erythema and blisters filled with serous or hemorrhagic fluid; III degree - necrosis of the superficial layers of the skin; IV degree - gangrene of all skin layers.

The treatment: in burns of I degree it is necessary to apply cotton ball or gauze dressing saturated with alcohol; dressings with indifferent ointments (zink, boricic acid, bismuth, etc) are applied later.

In localized burns of I-II degrees the skin around the burn is treated with benzine or alcohol, the surface of the burn is treated with physiologic solution or hydrogen peroxide, vesicle tegmina are removed and then keratoplastic ointment is used having disinfecting effect (1-2% boricic acid, 1-5% naphthalan, 1% ichthyol and other ointments). Surgical treatment is indicated in deep burns of III and IV degree. The surface of the burn is treated only after combatting shock if the patient has any.

Eczema (L 30.0-30.3)

It is a chronic disease of unknown etiology, manifested mostly by vesicles and weeping areas. Polyvalent sensitization is observed. There are true (idiopathic), microbial, seborrheic (dry) and occupational eczemas.

True (idiopathic) eczema is characterized by tendency to dissemination, symmetric rash, unclear outlines of the foci of affection. The characteristic primary element is vesicle (microvesicle) but sometimes there may be nodular rash. The characteristic secondary morphologic elements are erosions which are covered by drops of the serous fluid (“serous wells”). Scales and crusts are formed in future and secondary infection may develop (pyoderma). The patients complain of itching, tenderness in the foci of affection.

In microbial eczema the primary morphologic element is often pustule. As a rule its foci are asymmetric, without tendency to dissemination. Their outlines are clear, and differ sharply from the unaffected skin by appearance. The secondary morphologic elements are frequently moist, loose, easily detached crusts.

Seborrheal eczema is located on the scalp and develops in people ill with seborrhea. The primary morphologic elements are often localized pink-yellow inflammatory spots, vesicles develop more rarely; the secondary elements are branlike white-grayish scales, crusts. In future the process involves the floor of the auricle, neck, upper part of the trunk, and then axillary spaces, flexion surface of the extremities, inguinal area, femoral-scrotal folds, umbilicus. The patients complain of itching, burning sensation, tenderness in the foci of affection.

Occupational eczema may have the clinical course of the above-mentioned forms but it is largely associated with unfavourable effect of occupational factors and characterized by mass involvement of workers of the one and the same work-team or section having contact with this factor. It is frequently localized on the open parts of the body (face, neck, back of the hands, etc). Manifestations of occupational eczema grow weak and disappear when the patients begin to work in other conditions where there is no contact with this irritant.

The treatment: it is necessary to detect and eliminate causes which bring about or aggravate the course of eczema, but it is not always possible. The general therapy includes hyposensitizing and antiinflammatory drugs along with symptomatic treatment. Positive effect is observed while using calcium drugs (calcium gluconate, lactate or glycerophosphate, etc), sodium thyosulfate, vitamins (B, C, A, etc), antihistamine drugs (dimedrol, diazolin, fenkarol, tavegil, peritol, etc), antiinflammatory (sodium salicytate) and sedative drugs (tasepam, bromine medicines, decoctions from valerian root, motherwart (Leonurus, L.)).

The diet should be dairy-vegetative excluding extractive and irritating substances.

In chronic course the stimulating therapy is used including biogenic drugs (aloe extract; placenta extract, vitreous body, torfot, etc), pyrogenal, prodigiosan, hemo- and plasma therapy, UV radiation, sanatorium-resort treatment (Odessa, Khmelnik, Nemirov, etc).

In microbial eczema or in combination with pyoderma the patients are prescribed antibiotics and sulfa drugs, sulfur drugs in seborrheal eczema, in occupational eczema the patients are transferred to other work where there is no influence of harmful occupational factor.

The external treatment depends on the degree of markedness of the inflammatory process in the foci of affection. In acute inflammatory processes with weeping skin the dermatologists use lotions and warming compresses with weak antiinflammatory, disinfecting solutions (2% boricic acid, 1% tannin, lead water, Burow’s solution (aluminium acetate); powders, mixtures, cooling pastes, creams are used when there is no sign of weeping skin. When acute manifestations subside, the patients are administered indifferent ointments or pastes, zinc oil, ointments with tar (2-5%), sulfur (5-15%), naphthalan (2-10%) are used to resolve infiltrate. Ointments with corticosteroids (sinaphlan, flucinar, etc) have a good therapeutic effect.

Cheilitis (K 13.0)

Cheilitis is an inflammation of the red border of the lips, mucous membrane and lip skin.

Cheilitis exfoliativa may be in exudative and dry forms.

The exudative form is characterized by edema, moist scales and crusts saturated with exudate which may form solid mass hanging down as an “apron”. They are localized at the site of transfer of the mucous membrane and red border of the lips to their midst and do not go down to the skin of the lips and chin.

The dry form is represented by semi-transparent scales with their centre tightly adjacent to the red border. Their periphery is slightly raised forming rough surface.

Eczematous cheilitis in acute form has inflammatory spots, edema, pustules, fissures, sanguinolent and yellowish crusts, in chronic form the lips become infiltrated.

The treatment includes thorough sanation of the oral cavity, rinsing with disinfectant solutions, sponging with aqueous and alcoholic solutions of anilin dyes and then corticosteroid ointments; compresses with 2% boric acid, tannin and lead water in edema; vitamins B and C per os.

Toxiderma (L 27.0-27.1)

Toxiderma is an extensive, spreading or generalized acute inflammatory affection of the skin which arise as a result of general effect of the chemical substances on the organism. They are mostly drugs, taken orally, introduced intramuscularly, subcutaneously, intravenously, inspired as steam or penetrating through the skin. Individual tolerance is of importance in this case.

Toxiderma caused by antibiotics may have a course of shock, dermatites; sulfa drugs cause fixed erythema (violet, pink, slate-brown spots), bromine drugs - bromine acne, tuberous bromoderma (the face, buttocks and calves are covered with plaques with purulent crusts), iodine drugs - iodine acne, tuberous iododerma, iodine pemphigus, bismuth drugs - bismuth border on the gums, dermatites as spotted papullous vesiculous eruptions; mercury - spotted vesiculous elements combined with polyneuritis and hyperkeratosis of the palms and soles.

The treatment consists in cessassion of taking this chemical substance after establishing the cause of the disease and measures of its complete removal out of the organism if possible. Laxatives and diuretics are indicated in this case. Nonspecific and desintoxication therapy is rather effective. If necessary, the patient is administered corticosteroid hormones.

XIX. DISEASES  OF  THE  SKIN  APPENDAGES

Hair diseases
Alopecia areata (L 63.0-63.9) 

Not infrequently there may be observed falling out of hair on this or that area. The hair is easily pulled out in the zone nearest to that area. Bald areas have a tendency to increase, sometimes till the loss of all hair (total baldness). The skin is smooth and noninflammed on the bald areas. There are no subjective symptoms.

There are three stages in the course of the disease: a) progressive, new foci appear; b) stationary, hair stops falling out during this stage; c) regressive, hair begins to grow in the bald area.

The treatment: in progressive stage one should have his hair cut short and take vitamins and sedatives; in stationary stage vasodilating drugs are indicated (if there are no contraindications) and vitamins A, E, B; helio-neon laser, 1-1.5% aqueous solution of ethonium in combination with 5% acyclidine ointment are used externally; in regressive stage the patient is prescribed general therapy, alcoholic solutions of capsicum in combination with chloralhydrate; photosensitizing drugs are indicated perorally and externally (beroxan, psoberan, ammifurin, psoralen, puvalen, meladenin, oxarolen, etc) with the following ultraviolet radiation.

Nodular intermittent and fusiform alopecia (L 67.0-67.9)

It is characterized by appearance of single or multiple loops on the hair shaft, laced up into nodules or fusiform distensions and strangulations like rosary. The hair is easily broken off at their site.

The treatment includes vitamins A, E, phytin, folic acid, calcium panganate and pantotenate; iron, zinc and copper drugs are prescribed depending on the patient’s general state; vegetable oils (castor, burdock, almond, flaxseed, etc), oil lotions, containing aevit or vitamin A and others are used externally.

It is necessary to treat hair carefully, don’t overdry them, avoid waving, using hair-drier; hair should be combed carefully and with a fine-tooth comb.

Diseases of sebaceous glands.

Seborrhea (L 21.0-21.9)

Seborrhea - from Lat. sebum - lard, rrhea - outflow  is characterized by dysfunction of the sebaceous glands and changes of the chemical content of the skin sebum. The latter develops due to disbalance between estrogen and androgen hormones. Vegetative disorders, diseases of the gastrointestinal tract, focal infection, etc play a definite role in the pathogenesis of the disease.

There are seborrhea sicca and seborrhea adiposa. The former is manifested by dryness of the skin, abundant scaling especially on the scalp (dandruff), face, anterior surface of the upper and lower extremities, lateral surfaces of the trunk.

Seborrhea adiposa develops in excessive secretion of the sebaceous glands. The skin of the scalp, face, upper trunk becomes greasy as if oiled, covered with oily scales. Hypertrophic sebaceous glands with the inflamed crown around their ostium may be seen at some places. The hair on the scalp is greasy, rough, thinning in the parietal area. Seborrhea promotes development of acne agminata, seborrheal eczema.

The treatment consists of antiandrogens, sulfur drugs, aevit, vitamins В2, В6, В12, pathogenetic therapy of the concomitant diseases, vegeterian diet, limitation of animal fats, carbohydrates, sodium chloride. Physiotherapeutic procedures include UVR, darsonvalization, UHF. The patients are also treated with therapeutic masks, in seborrhea sicca lotions with castor or olive oil are applied as well as 1-2% salicylic acid, 5% sulfur; in seborrhea apidosa the dermatologists recommend alcoholic lotions with tincture of valerian, lily-of-the-valley (Convallaria L.), Crataegus L., sulfur, resorcin, salicylic acid.

Comedone

Comedone (sebaceous plug) is observed in patients with seborrhea apidosa in occlusion of the ostium of the sebaceous gland with fine dark-brown plugs. The content of the sebaceous gland looking like an eel with a dark head crawls out of it when pressed laterally.

Milium develops in case when the discharge out of the sebaceous gland is detained in its deep lobules forming retention cysts like white dull nodules as large as millet.

The treatment consists in squeezing the blackheads with special instruments after local vapor bath or electroexcision.

Acne albida (Milium)

It develops in retention of the sebaceous discharge in the deep lobules of the gland forming retention cysts as dull whitish nodules of a barley size.

The treatment consists in squeezing out of the acne with acne-squeezers after local steam bath or electroexcision.
Acne vulgaris (L 70.0)

Usually it develops by the period of puberty with clearly marked signs of seborrhea. Comedo begins to tower over the skin level as a nodule becoming painful. Further on, a superficial pustule is formed in its center, its content is discharged out after opening of the tegmen. On vanishing the pustule leaves transient secondary pigmentation but in some cases deep pustules may leave scars.

The treatment includes dairy-vegetable diet, antibiotics, immunostimulating therapy, vitamins, biogenic stimulators, disinfecting remedies (Castellani liquid, ointments with antibiotics, sulfur, naphthalan) are used for external use.

Acne rosacea (L71.0)

It is observed in persons with seborrhea and demodecosis having three stages: the I st one is characterized by skin reddening and dilatation of its vessels (teleangiectasias); in the 2nd stage these signs are combined with bright red nodules, pustules; the 3rd stage has nodes and hypertrophies. The disease is located on the skin of the nose, cheeks, chin and rarely on the forehead.

The treatment consists in therapy of the concomitant diseases (especially of the gastrointestinal tract and decodecosis), antibiotics, vitamins, keratolytic and keratoplastic ointments.

Diseases of the sweating glands.

Anhidrosis (L 74.4)

It may be caused by underdevelopment of the nervous elements of the reflex arch, vegetative disorders, autoimmune processes, dysplastic disturbances of other ectodermal structures.

The treatment is etiopathogenetic, indifferent ointments are indicated locally.

Oligohidrosis (L 75.2) 

That is insufficient perspiration which is observed in patients ill with ichthyosis and in elderly persons. It is accompanied by dryness, roughness, easily injured skin. 

The treatment consists of vitamins A and В12 and emollient creams, vaseline oil for external use. Contraindications: solar and ultraviolet radiation, heavy physical work.

Hyperhidrosis (R 61.1)

Hyperhidrosis may be general and local. It may be an independent disease or as a symptom of other diseases (in rheumatism, tuberculosis, toxic diffuse goiter, neurasthenia, etc). There may be observed bromhidrosis (fetid sweat), chromhidrosis (colored sweat), hemahidrosis (bloody sweat).

Treatment: limited intake of fluid.

In persistent course the patients are administered generally strengthening drugs (bromine, bromated camphor, valerian tincture, Bekhterev’s mixture), atropin, rutin, calcium chloride.

Externally the patients are prescribed powders with sodium tetraborate and salicylic acid, tannin, urotropine, zinc oxide.

XX.  DYSCHROMIA  OF  THE  SKIN

Vitiligo (L 80.2 - 80.4) 


The primary morphologic element is clearly outlined depigmented spots of different shape and size. Increasing on periphery, they may fuse and involve vast surfaces. They are often located around the eyes, mouth, on the joints as well as at any place. Hair in the area of these spots has no pigmentation.

The treatment includes photosensitizing drugs perorally and externally, such as beroxan, psoralene, ammifurine, puvilen, meladenine with the following careful use of ultraviolet rays.

Hyperpigmentation (L 81.4)

It is caused by different chronic infections or metabolic disorders (Addison’s disease, Basedow’s disease, pituitary tumors, intoxication, etc) or it may develop after generalized dermatoses (lichen planus, erythroderma, etc). In chloasma uterinum brown spots of irregular shape are seen on the face of pregnant women, they usually disappear after delivery.

The treatment depends on etiology and pathogenesis. To normalize melanogenesis it is recommended to take ascorbic and folic acid, riboflavin, aevit, metionine.

Freckles (L 81.2)

The primary element is yellow-brown spots appearing on the face, chest, back, upper extremities under the influence of ultraviolet rays.

The treatment includes keratolytic (creams and ointments containing mercury) and bleaching (hydrogen peroxide, lemon juice, lemon (2-3%) and acetic (6%) acids, etc) drugs.

XXI. ATROPHIES  AND  HYPERATROPHIES  OF  THE  SKIN

Skin atrophies

Chronic atrophic acrodermatitis (atrophoderma) (L 90.4)


It has three stages of development. The first stage (spotted) is characterized by primary morphologic element as a violet-red spot varying in size from a coin to a palm, of linear or oval shape with smooth or slightly scaling surface with unclear borders. It is located on the upper and lower extremities.


In the second stage the spots increase in size with pasty infiltration and may develop on the buttocks. In the third stage the affected areas are characterized by atrophy of the skin which is going thin resembling rice-paper, its surface is smooth, shiny, dry, easily folded that remain unfolded for a long time.


The patients are treated with 3-4 courses of penicillin therapy (to 15-20 mln units per a course), biogenic stimulators, therapeutic exercises, hyperbaric oxigenation, massage, mud, isokerit and paraffin therapy, ointments and creams with corticosteroid hormones and nonhormonal antiinflammatory drugs.

Linear atrophies (atrophic stria) (L 90.6)


They are characterized by multiple parallel symmetric horizontal (on the lumbar region) chest, vertical (on the thighs), vertical (on the things) linear atrophic striae of 2-5 cm in length; at first they are red-violet and then white with smooth or wrinkled surface.

The treatment consists of vitamin E, angiotrophin; solcoseryl, troxevasin, andekalin ointments for external use.

Anetoderma (L 90.1)
The primary elements are rounded erythematous spots, papules located on the extremities and trunk. Over some period their central part turns brown, epidermis becomes thin, wrinkled with fine folds, the spots turn whitish, the color of pearl.

The treatment: vitamins A and Е, ointments with aevit, solcoseryl, indomethacin, butadion are used externally.

Scleroderma (L 94.0 - 94.1)

There are located and diffuse (systemic) forms. The disease has a stage course - edematous - infiltrative and atrophic .

In limited forms there may be patch, striata, guttata and annular variants which are manifested by one or several edematous pasty erythematous violet-red or brown spots towering over the skin level and increasing in size on their periphery. Later on their color changes into white-yellowish with wax glow, the spots become solid, sclerosed with the following atrophy. In this case the skin becomes white and thinned (paper-like).

Diffuse scleroderma is, at first, accompanied by vasomotor disorders (acrocyanosis, acroasphyxia), then by edema of the face, neck, extremities of solid, “wooden” consistency. The patient’s face seems stony, the skin is immobile, with a tint of old wax, mummified.

The treatment: in marked inflammatory process the patient is prescribed antibiotics (penicillin), enzymes (lidasa, ronidasa). In any form of scleroderma the therapy includes antihistamine drugs, vitamins (PP, complex of B, A, E, C), aminocholin(e) drugs (chingamin, andekalin). A great significance is attributed to methods of balneo- and physiotherapy. 5-10% teonicol, 30-50% dimexide, solcoseryl, butadion, indometacin, troxevasin, herapin, proteolytic enzymes (chimopsin, trinsin) are used externally.

HYPERKERATOSES 
Hypertrophic cicatrices (L 91.0)

Hypertrophic cicatrix substitutes skin defect. It is of solid consistency, frequently with a smooth, glistening surface, with teleangiectasias. Later on it may get soft, flat, its surface becomes wrinkled, with scales, bright color is alternated by patches of hyper- and depigmentation.

The treatment: the disfiguring old cicatrices are removed surgically or by cryodestruction with the following application of lidase, corticosteroids and biogenic remedies, early cicatrices are treated conservatively by using lidase, biogenic stimulators, heparin, potassium iodide, hyaluronidase with phonophoresis, electrophoresis, parafin and isokerit applications.
KELOIDS (L 91.0)

By histologic structure keloids represent focal vegetations of the connective tissue. They frequently develop after trauma.

A nodule develops in the skin, which graduallly enlarging turns into a tumor towering over the skin. It is solid, sharply restricted, smooth, glistening, of white or red color, sometimes with teleangiectasias.

The treatment includes corticosteroid hormones, lidase, hyaluronidase, heparin, chymotripsin with electrophoresis, cryodestruction, near-focus radiation therapy.

XXII. HEREDITARY  DERMATOSES

Hereditary hyperkeratoses comprise ichthyosis, lichen ruber pilaris pityriasis versicolor of Deversi, Darier’s disease, neurofibramatosis (Recklinghausen’s disease) (dominant inheritance); hereditary vesicle diseases are related to bullous epidermolysis which originates from genetic coding of mutation changes in the sex cells.

Ichthyosis (fish scale) (Q 80.0-80.9)

It may develop during the first months of life of the baby involving the face skin and reaching its maximum development by the age of ten. It is characterized by very dry skin, sulci separating horny scales of dirty-gray color from each other. These signs are especially marked on the extensor surfaces of the extremities, in the area of genucubital joints.

Deversi’s lichen ruber pilaris pityriasis versicolor (L 44.0).

The primary elements are inflammatory spots with miliary solid papules of red-brown color covered by the scales. Hyperkeratosis and fissures appear on the palms and soles.

Papules are connected with hair follicles and pierced by unbroken and broken hair.

The most frequent localization is the external surface of the first phalanges of the fingers, thighs and buttocks. The nails are longitudinally striated with marked undernail hyperkeratosis.

The patients are often cold, complain of very painful fissures.

Darier’s disease (follicular dyskeratosis vegetans) (Q 22.8). 

The primary element is lenticular papules, most part of which is covered with dirtish crust. Localization is symmetrical. The nails are dystrophically changed. They are thickened, their free edge is fragile.

The treatment of hereditary hyperkeratoses includes vitamins А, В2 and В6, Е, nicotinic and ascorbic acids, retinoids, careful UVR, sulfide balneotherapy, softening ointments with 3-5% salicylic acid for external use.

Congenital bullous epidermolysis (Q 81.0-81.9)

It is detected during the first weeks of the baby’s life. The primary morphologic element is a vesicle arising on the inflammatory unchanged skin at the sites of mechanic traumas, friction, pressure. They are followed by erosions, ulcers, sometimes scarry atrophy at their sites.

The treatment consists of drugs stimulating metabolic and immune processes (methyluracil, pentoxyl, levamisol, etc). Glucocorticoids, vitamins E, C, A, generally strengthening means (hemotransfusion, native plasma, gamma-globulin, etc) are also used. Externally the patients are recommended ointments and creams with glucocorticoid hormones (oxicort, flucinar, lorinden, etc), baths with potassium permanganate, zinc sulfate, decoctions of bur-marigold (Bidens), oak cortex, matricaria chamomilla.

Recklinghausen’s disease (neurofibromatosis) (Q 85.0)

It is characterized by hyperpigmented spots on the skin and tumors in the area of the nervous trunks.

The patients must be thoroughly examined by endocrinologist, ophthalmologist, ENT-physician, therapeutist, hematologist, etc.

It is recommended to take ketotifen (zatiden), surgical excision of large tumors with their histologic identification.

XXIII.  SKIN  NEOPLASMS

PRECANCERS

Paget’s disease (L 23.5)


In women the disease is manifested by development of inflammatory spots with clear outlines, weeping foci at the base of the nipple. Later on, the nipple becomes inverted and destructed with peripapillary circle. In men the disease is usually located on the penis, scrotum resembling balanitis or weeping eczema.

The treatment includes close-focal X-ray therapy, cryodestruction, surgical excision with some part of the healthy skin, ointments with prospidin, colchamin, dibunol for external use.

PRECANCER  of the mucous membranes of the mouth, red borders of the lips and skin.

Precancer diseases of the mucous membrane of the oral cavity are classified into:


- obligate form - Bowen’s disease;


- exudative forms -
а) leukoplakia;





b) papillomatosis.


Precancer of red border of the lips is classified into:


 - obligate forms -
а) verrucous precancer;





b) localized hyperkeratosis;





c) abrasive cancroid cheilitis of Manganotti.


- facultative forms -
а) leukoplakia; 





b) keratoacanthoma;





c) cutaneous horn;





d) papilloma with keratonization.

Bowen’s disease (D 00.0)

It occurs mostly in men aged 40-70 on the soft palate, uvula and tongue. One focus as a congestive red-spotted nodular formation is found on these areas. It may look like leukoplakia or lichen planus. Eruptions may develop on the trunk and extremities as single or multiple lenticular papules. They are covered by tight scales. When they are removed, moist smooth or velvety erosion is revealed. The histologic identification shows intraepidermal cancer that is not accompanied by infiltrative growth.

Leukoplakia (К 13.2)

It occurs as simple, verrucous and erosive form. In simple form the mucous membrane becomes dull resembling white-grayish membrane which is not removed in scraping. Sometimes it is folded.

In verrucous form more marked keratonization is observed, presented by plaques with rough surface, of milk-white color or solid tuberous formations with verrucous growths of milk-white or a white color. This form frequently becomes malignant.

Erosive form occurs on the background of the previous two. It is accompanied by single or multiple painful erosions.

Verrucous precancer occurs mostly in men aged 40-50 as sharply localized papule of semi-spherical shape, surrounded or covered by thin scales. It looks like a wart or papilloma.

Treatment: cryodestruction, lazer therapy, electroexcision. 

Abrasive precancroid cheilitis of Manganotti (К 13.0)

It is characterized by long-term erosion with smooth surface of red color which may be covered with crusts. Hemorrhage may occur in their removal.

Treatment: cryodestruction, laser therapy.

Epitheliomas (C 44.9)

Spinocellular (squamous cell) carcinoma 

It is a malignant disease that does not yield to X-ray therapy. It is often located on the lips, tongue, face, external genitals. At first a solid semi-spherical nodule with a smooth surface develops, but gradually its surface grows irregular. Necrosis with an ulcer is formed in its center. Its edges are solid as if everted and perambulating, the base of the ulcer is irregular and bleeding. It may be covered by necrotic purulent masses.

Gradually the ulcer increases penetrating into the underlying tissues. Not infrequently there are metastases into regional lymphatic nodes.

Treatment is surgical.

Basocellular epithelioma 

It has a milder course and yields to X-ray therapy. It often develops on the skin, but the mucous membrane is affected more rarely (red border, upper lip). Single solid miliary nodules develop; when located on the face, they are of pearl color enlarging extremely slowly and ulcerating in the center. The ulcer is covered by thin crust which reveals easily bleeding round ulcer with a smooth base when removed; this ulcer is surrounded by solid wall.

The treatment is surgery and radiation therapy.

ХХIV.   DERMATOSES  OF  THE  CHILDREN’S  AGE.

Physiologic skin catarrh of newborns (Р 39.4)

It is characterized by erythema with the following branlike desquamation, in more severe cases there is adhesion of the scales which are remnants of vernix caseosa.

The treatment includes 2-3 warm baths at 37(С with the following lubrication with indifferent ointments and creams (children’s, lanolin, spermaceti, etc).

Sebaceous ichthyosis neonatorum (Q 80.9)

It develops as a result of increased discharge of rapidly drying secretion of the sebaceous glands. The skin is dry, rough with fissures and laminar desquamation.

The treatment is the same as the above-mentioned.

Scleredema (Р 83.8) 

It is manifested by pasty and then solid edema of the skin and subcutaneous fat on the posterior surface of the calves, feet, genitals, pubis.

The treatment consists of warming up the baby and massage.

Sclerema (Р 83.0)

It is presented by diffuse edema with consolidation of the skin and subcutaneous fat on the posterior surface of the calves, face, neck with further involvement of the upper and lower extremities and trunk. The face is mask-like, the joints are immobile. The baby’s general state is severe.

The treatment consists in warming up the baby, cardiac drugs, antibiotics, corticosteroids, blood transfusions, gamma-globulin injections, aevit, careful massage.

Epidemic pemphigus neonatorum (L 00.0)

It is characterized by development of vesicles and “flaccid” pustules (phlyctenae) on the inflammatory base on any part of the skin integument; palms and soles are affected very seldom.

The treatment: isolation of the ill children, daily change of the underwear, antibiotics, opening of the vesicles, treatment of the skin with 1-2% alcoholic solutions of salicylic or boricic acids, fucorcin. The forming erosions are UV irradiated, ointments with heliomycinum and erythromycinum are used locally. It is recommended to make baths with solution of potassium permanganate (1 : 10 000).

Liner’s desquamative erythroderma (L 08.0). 

It occurs during the first months of the baby’s life and is first manifested by inflammatory spotted rash on the buttocks and inguinal folds, and then spreads rapidly over the whole skin integument with signs of bran-like laminar desquamation and infiltration, development of severe dyspeptic disorders (frequent regurgitations, profuse vomiting, frequent water stools).

The treatment: disintoxication and stimulating therapy (albumin, gamma-globulin, polyglobulin, plasma, conserved blood, 5-10% glucose solution with Ringer’s solution, hemodesis, vitamins (С, В2, В6, В12), enzymes (pepsin with hydrochloric acid, pancreatin), bifidum bacterin, lactobacterin, antibiotics in focal infection, general UVR (10-15 procedures), breast-feeding or rational mixed or formula feeding.

1-2% solutions of methylene blue and crystal-violet and then disinfecting, keratoplastic drugs (1-3% naftalan, 1-2% - ichthyol, 2% bismuth and other ointments) are recommended for external use.

Ritter’s exfoliative dermatitis (L 00.4)

It occurs in newborns within the first days after birth. The most frequent localization sites are umbilicus, around the mouth. The primary morphologic elements are inflammatory spots, flaccid vesicles; exudate is accumulated under the epidermis, erosions are formed after its detachment. The whole skin integument of the baby becomes involved in the process during 7-14 days, but sometimes during 2-3 days. The general condition is usually severe and depends on toxico-septic state.

The treatment includes antibiotics according to staphylococcal sensitivity to them, gamma-globulin, antistaphylococcal gamma-globulin, antistaphylococcal plasma, hemotherapy, mother’s or donor’s blood; in persistent dyspeptic disorder lactobacterin and bifidumbacterin are used. The external treatment consists in opening pustules with a sterile needle, sponging with alcoholic solutions of anilin dyes or using powders with xeroform. Baths with weak solution of potassium permanganate are recommended in satisfactory general state.

Prurigo infantilis (L 20.9)

It develops mostly in infants of the first year of life suffering from exudative diathesis. Food sensitization plays a significant part in pathogenesis of the disease.

The primary morphologic element is a papule with vesicles on its top. The most frequent localization is flexor surface of the extremities, face and trunk. The secondary morphologic element is abrasions, crusts, erosions.

The treatment includes diet, sanation of infection foci, enzymes improving digestion, antihistamine drugs, sedatives, neuroleptics, vitamins B, A, C, physiotherapeutic procedures (UVR, inductothermy of the lumbar region), baths with decoctions of bur-marigold (Bidens), Cortex Querqus, camomile, etc.

The external therapy includes ointments with corticosteroids, itching-relieving drugs (menthol, acetic acid, anesthesin).

Atopic dermatitis (L 20.9)

It is a chronic recurrent hereditary disease with age dynamics, disorders of cellular membrane activation, hypersensitivity to immune and nonimmune stimuli and dysfunction of the skin vessels.

Disturbances of nutrition play a great role at breast-feeding and infant age; in older age the causes are psychoemotional exertions, overstrain, unbalanced regimen, chronic focal infection, constitutional metabolic disturbances combined with bronchial asthma, rhinitis, increased amount of globulin E in blood.
The clinical course of atopic dermatitis depends on age periods. The first age period (under two) is characterized by erythema, increasing edema with vesiculation, weeping areas, serous crusts and lichenification in future.

In the second age period (from 2 to juvenile age) the inflammatory signs are less marked. There are erythema, papules, papulovesicles, crusts, scales, fissures, lichenification. Vesicles and erosions appear in exacerbation of the process.

As a rule, acute inflammatory signs disappear in the third age period (juvenile and mature age), the signs of lichenification and vascular dysfunctions are increased.

Itching is a constant symptom in all periods. A lot of patients have white dermographism, but there may be pale-pink, pink one and increased pilomotor reflex.

The treatment: severe cases - infusion and symptomatic drugs (euphyllinum, diuretics), heparin, curantil, stugeron by indications and antibiotics; mild cases - antiinflammatory and antitoxic drugs (antihistamine drugs, calcium preparations, rutin, ascorbic acid, sodium hypersulfite, etc). Some patients respond to zadimen, histoglobulin, vitamins of A, E, B group, iron drugs, splenin, dimocyphon, enzymes improving digestion.

The external therapy includes itching-relieving, antiinflammatory, epithelizing and improving tissue trophicity drugs (naphthalan, solcoseril, vulnusan, etc) as well as antibiotics (lincomycini hydrochloridum, levomicol, etc).

Elimination of environmental risk factors and treatment of intercurrent diseases triggering or aggravating atopic dermatitis, medico-genetic consultation of the families are measures of prophylaxis of atopic dermatitis.

Vesiculopustulosis (periporitis) (L 08.0)

It is an inflammation around the excretory ducts of the eccrine sweating glands and vesicular rash in the skin folds.

The treatment consists of using 1-2% aqueous solutions of anilin dyes and powders with zink oxide.

CHILDREN'S ECSEMA (L 20.8)


It occurs more frequently on the 2nd-3rd month of life and is accompanied by alimentary (nutritious) allergy. It is manifested by papulovesicular eruptions located symmetrically on the face, upper and lower extremities and combined with intense itching. The borderlines of the foci of affection are unclear. The vesicles are quickly burst forming punctate erosions covered by serous discharge ("serous wells") which dry up into serous or seropurulent crusts.


Treatment includes normalization of diet excluding the revealed food allergen, nonspecific desensitizing and antihistamine drugs; antibiotics are used in concomitant microbial infection; external therapy is given according to the stage of the inflammatory process: in weeping stage - antiinflammatory, cold. Frequently changed lotions with tannin, Burov's liquid, strong cold tea, decoction of Altea officinalis root, etc. After disappearance of weeping area there are administered pastes or aqueous shaking mixtures which give antiinflammatory, drying effect and relieve itching (anesthesin, etc).
B. SEXUALLY TRANSMITTED DISEASES

Venereological diseases (from Latin Venerus - Venus, goddess of love) are different in etiology diseases of infectious character which are mainly transmitted sexually.

Up to the 30-s of XIX century all venereologic diseases were considered to be one venereologic disease  (syphilis). It was French venereologist F. Ricour who proved that gonorrhea and syphilis were different venereologic diseases.

Syphilis (А 50 - А 53)

It is a chronic infectious disease largely transmitted sexually. If untreated, its course may be long-term, with relapses. It may be transmitted to descendants.

The causative agent of the disease is Treponema pallidum. It was discovered by a syphilidologist E. Hoffmann and microbiologist F.C. Shaudin in 1905. It is a spiral with 8-14 helices. As a rule, a person is infected in sexual intercourse, much rarer in kissing, different objects being in contact with syphilic rash. Milk of the breast-feeding mother, suffering from syphilis may be infected. Infection may occur in transfusing blood of the donor ill with syphilis. In congenital syphilis the fetus gets infection through umbilical vein and placenta. The skin and mucous membranes are entrance for infection.

There are 4 periods in the syphilis course: a) incubation; b) primary; c) secondary; d) tertiary.

The incubation period lasts from 3 to 4 weeks. It may be shortened (in superinfection, harmful habits, alcoholism, drug abuse, chronic infectious diseases) to 1-2 weeks and prolonged in case of using antibiotics in intercurrent diseases, elderly age (to 6-8 weeks and longer).

The primary period of syphilis develops after the incubation period with appearance of the so-called primary syphiloma (hard chancre). Typically it is an ulcer or erosion of the round or oval shape, painless with sloping saucer-like edges. Its base is infiltrate of various intensity (from thin laminar to massive consolidated one as a cartilageous tissue). There are no inflammatory signs around the hard chancre. The base of the ulcer or erosion is smooth, shiny, of fresh meat color or covered with gray-yellow sebaceous coating. Sometimes there may be hemorrhagic changes in its centre.

As a rule the hard chancre is single and located on the external genitals. However, the hard chancre may also be located on the skin of the pubis, abdomen (on the scrotum in males), in the urethra, anal area, on the red border of the lips, eye lid, on the cervix and vaginal walls (very seldom) in females. Its size may vary, but generally it is about 10-15-copeck coin. Treponema pallidum may be found in its discharge.

In 7-10 days after development of hard chancre and sometimes before its appearance the subcutaneous lymphatic glands nearest to it get enlarged (regional adenitis, scleradenitis). Sometimes they are enlarged to the size of the dove egg, they are solidly-elastic, painless, mobile, do not adhere to each other and the surrounding tissue. The skin over them is not inflamed, of normal color. Not infrequently pale treponema is found in punctate of these nodes.

In atypical cases hard chancre is manifested as chancre-amygdalitis, chancre-panaritium and indurative edema.

Chancre-amygdalitis is localized on one tonsil. It has a course of typical, sharply localized, superficial erosion as well as enlarged tonsil  without these changes. It is solid, there is no pain on swallowing; it is not accompanied by general temperature reaction characteristic of streptococcal quinsy as well as local inflammatory signs. It is characterized by unilateral regional painless lymphadenitis without acute inflammatory manifestations. Smears taken from chancre - amygdalitis may reveal pale spirocheta.

Chancre-panaritium is more frequently localized on the nail phalanx of the index finger. It may be observed in the staff carrying out different medical procedures in  patients with syphilis. A deep ulcer develops on the cyanotic red skin on the background of painless edema. Secondary pyoderma occurs in future. Irregular, hanging edges of the ulcer are painful, solid and its base is covered by necrotic purulent ulceration. The ulnar and axillary lymphatic glands become enlarged and tender on palpation. As a rule, there are no signs of lymphangitis.

Indurative edema occurs on the areas rich in fine lymphatic vessels. It has a long-term course and passes off slowly. A solid painless edema is formed around the chancre in its localization on the scrotum (in males) and on the large and small pudental lips (in females). There are no inflammatory changes, the skin is of normal color or cyanotic. There is no remained pit characteristic of edematous formations on pressing the finger in the area of indurative skin edema.

The complications of hard chancre are erosive balanopostitis, phimosis, paraphimosis, gangrene of the hard chancre.

In balanopostitis the prepuce and glans penis are inflammatory changed and covered by fine focal erosions profusely discharging drops of seropurulent fluid.

Phimosis (from Greek phimos - muzzle) may develop in edema of the prepuce. The glans penis becomes enlarged, edematous, covered by the prepuce and it is impossible to open it. Thick pus or serous fluid with fetor may be discharged out of the opening of the narrowed prepuce.

Paraphimosis (half hitch) may develop when the hard chancre is located on the inner layer of the prepuce. The prepuce is a ring located in retro glans sulcus and squeezes the glans penis thus disturbing outflow of lymph and blood while inflow remains almost unchanged. In neglected cases there may be gangrene of the reduced ring and glans penis.

Gangrene of the hard chancre is observed largely in persons suffering from harmful habits (drug abusers, alcoholics, etc), diabetes mellitus and those who use cauterizing and irritating remedies in self-treatment. In these cases foci of necrosis appear in the center of the hard chancre or all over its surface. Considerable decomposition occurs when gangrene process involves periphery and gets deep into the hard chancre.

The primary syphilis has a course of 6-8 weeks. Its first half (3-4 weeks) is accompanied by negative Wassermann’s reaction, in the second half (especially from the 5th week and one-two weeks before the beginning of the secondary period of syphilis) Wassermann’s reaction is positive and sharply positive. By the end of the primary period of syphilis there are polyadenitis, blood changes (elevated ESR, leukocytosis, lymphocytosis is possible, etc).

The secondary period of syphilis begins in 9-11 weeks after infection and in 6-8 weeks after appearance of the hard chancre. The patient may complain of flaccidity, weakness, loss of appetite, headache. This period lasts 2-3-5 weeks and is characterized by variability, general rash, absence of temperature and acute inflammatory reactions, itching, tenderness, benign course, characteristic color, positive Wassermann’s reaction and rapid disappearance of syphilids after specific therapy.

There are fresh, latent and recurrent secondary syphilis.

Fresh secondary syphilis develops immediately after its primary period. There are often remnants of the hard chancre, polyadenitis, abundant roseola, papular and pustular eruptions (more rarely) without any subjective sensations. They develop gradually and reach their highest during 8-10 days, they last on an average 2-4 weeks but not longer than 1.5-2 months. Gradually turning pale they disappear. Fresh secondary syphilis is transformed into latent secondary period of syphilis. The latter lasts on an average 2-3 months, but it may be shortened to 2 months or prolonged to 4-5 months. After that the same elements appear on the skin and mucous membranes but their number decreases, their size increases and the color is less bright in every recurrence; the elements are more frequently located in groups or form garlands, arches, rings, semi-rings.

Roseola is the most frequent manifestation of secondary syphilis, it does not tower over the skin level in almost all cases, but sometimes it may be accompanied by edema (urticarial roseola). It is not accompanied by any subjective sensations and doesn’t scale.

Papular syphilid is less frequent manifestation of secondary syphilis and may be combined with roseola one. It is, largely, miliary, lenticular and nummular papules which get hypertrophied when localized in folds, fuse and have a wide base (condiloma latum). They may macerate forming erosions and weeping areas.

Syphilitic papules may be covered with oily yellowish scales when located on the scalp, its border and smooth skin (Venus’ crown), in the nasolabial folds, on the chest.

Pustular syphilid develops much more rarely. It is observed mostly in persons suffering from harmful habits (alcoholism, drug abuse), severe infectious diseases (TB, brucellosis, etc). Pustular syphilid may have an acneiform, varioliform, impetigoform or have a course of syphilitic ecthyma or syphilitic rupia.

Syphilitic alopecia and syphilitic leukoderma may be observed in recurrent syphilis. The former may also develop in patients with fresh secondary syphilis and have fine focal, diffuse and mixed forms. Fine focal loss of hair is presented by affections of round or oval shape, 1-2 copeck coin in size, locating mostly on the temporal or occipital areas.

Diffuse syphilitic loss of hair is characterized by alopecia on the vast and sometimes barely noticeable sites. There are no manifestations of seborrhea on the skin of the scalp.

Syphilitic leukoderma is largely localized on the neck (“Venus necklace”) or pelvic girdle. It is manifested by spotted or lacy forms. In spotted form rather large white spots are surrounded by hyperpigmentation and never fuse with each other. In lacy or reticular form white spots are considerably smaller surrounded by thin hyperpigmented parts resembling laces or net.

In secondary syphilis there is marked polyadenitis. As a rule, Wassermann’s reaction is positive. It may be negative only in pustular syphilis.

Tertiary period of syphilis is characterized not only by affection of the mucous membranes but also by marked affection of the inner organs and nervous system in some cases. Tertiary roseola is extremely rare on the skin, destructive eruptions as tubercles and gummas are more frequent, leaving scarry changes.

Tubercular syphilis is more frequently observed as grouped, serpiginous and nanous form.

Grouped tubercular syphilis consists of the group of seemingly closely lying tubercles which do not fuse with each other. They resemble small shot from a short distance as well as may form rings, arches and other figures. Eruptions develop as “outbreaks”, so each group of tubercles is on a definite stage of its development depending on the time of eruption (groups of fresh eruptions, groups of earlier eruptions covered with crusts, eruptions with necrotic decomposition and scars of the previous eruptions).

Serpiginous tubercular syphilid may spread linearly in one direction or off-centre when old tubercles fuse with the newly-formed tubercles in the periphery. The latter form walled edge as old tubercles become flattened or necrotized in the centre.

Nanous tubercular syphilid is characterized by small size and the number of tubercles. It is never ulcerated and leaves small atrophic scars.

Tubercular syphilid heals by scars lying on different level in the skin (“mosaic scars”).

Syphilitic gummas may be superficial (developing in the derma) or deep (developing in the subcutaneous fat). They may exist for many months and years gradually enlarging and reaching the size of hen’s egg in some cases. The skin over them turns dark or red-brownish. Then the gumma gets softened in the centre, the skin over it becomes thin and it opens by fistula discharging grayish gummy fluid. In future fistula duct gets widened forming an ulcer, its base is solid dirty-gray hardened tissue passing deep into the ulcer (“gumma tous core”). A crater-like ulcer is formed in some time after its rejection, its base is covered with granulations. This ulcer heals slowly by “starry” scars.

Roentgenogram reveals alterating foci of osteoporosis and osteosclerosis in bone affection in tertiary syphilis; aorta aneurism is observed in affection of the cardiovascular system; when the nervous system is involved there may be syphilis of the cerebral vessels and tabes dorsalis.

Congenital syphilis develops in children in penetration of pale spirocheta into the fetus through the placenta from the mother ill will syphilis. It occurs during the second half of pregnancy when the protective properties of the placenta are, probably, exhausted. In these cases the placenta is larger than the normal one, its tissue is soft, fragile, edematous, pierced with connective tissue. There are signs of obliterating endarteriitis, sometimes necrosis in the blood vessels.

By age and clinical manifestations congenital syphilis is subdivided into syphilis of the fetus, syphilis of the breast-fed babies (from birth to 1 year) infantile syphilis (from 1 year to 5) and late congenital syphilis (from 5 years and older).

The fetus dies and the syphilitic mother has miscarriage between the 6th and 7th month, it seldom occurs between the 4th and 5th moon months. Affections of the inner organs are of diffuse inflammatory character and consist in fine cellular infiltration and connective tissue vegetations. The liver and spleen are frequently affected which are enlarged, solid. White pneumonia develops in the lungs. There may be osteochondroses of the long tubular bones.

In syphilis of the breast-fed babies there may be manifestations of fresh secondary syphilis on the skin - roseolas, papules as well as papular diffuse infiltration on the palms, soles, around natural openings, syphilitic pemphigus (vesicles on the palms and soles). When syphilitic papules are located on the mucous membranes of the nose, syphilitic rhinitis may lead to the baby’s death from hunger.

The liver and spleen are enlarged and solid; white pneumonia develops in the lungs, there may be nephroso-nephritis as to the excretory system, pseudoparalysis (osteochondritis) in the bone system; meningitis, meningoencephalitis, hydrocephalus in the nervous system; there may be affections of the cardiovascular system and enterocolites are possible. Wassermann’s reaction is positive.

Infantile syphilis is manifested by signs of recurrent syphilis. It is called “condilomatous”, as condiloma latum largely develops in the natural folds. Voice hoarseness may be observed in their location on the vocal cords. There may be syphilitic alopecia, enlargement of the lymphatic glands. There may be periostites, bony gummas in the bone system, mental retardation with hydrocephalum, epilepsy, brain gummas in the nervous system; hepatites, spleen enlargement, nephroso-nephritis in the inner organs. Wassermann’s reaction is positive.

Late congenital syphilis is characterized by unconditioned possible signs and dystrophies. The unconditioned signs include Hutchinson’s triada (parenchymatous keratitis, labyrinthine deafness, Hutchinson’s teeth).

The possible signs include saber shin, saddle and goatee nose, buttock-like skull, dental dystrophies (barrel-like, bubo, pike teeth), scars around the natural openings, syphilitic gonites, disturbances of the nervous system (hemiparesis, dementia), infantile cerebral paralysis, etc.

Dystrophies include Avsitidijsky’s sign (increased thickness of the right clavicular joint), dystrophies of the cranial bones (olympic forehead, increased frontal and parietal bones), high gothic palate, infantile small finger, widely set upper incisors, Tarnovsky’s hypertrichosis (the forehead is covered by hair to the eyebrows).

Lately one-course method has been used for the treatment of syphilitic patients. The treatment includes clinical and laboratory confirmation of syphilis with immediate early specific, appropriate treatment observing single and course dosage, definite terms of treatment. Specific therapy must be individualized at maximum and combined with nonspecific stimulating therapy and regular control for its efficacy and tolerance.

The best combination of specific drugs is penicillin and bismuth drugs, iodine drugs and the same remedies are of value in late forms.

Water soluble penicillin is used for treatment in a single dose of 500.000 or 1.000.000 units every three hours. All in all, eight injections are made per day, daily dose is 4 - 8 mln units. Patients with primary seronegative, primary seropositive and fresh secondary syphilis are treated for 14 days. Patients with secondary and early latent syphilis are treated for 28 days with a course dose of penicillin - 89.600.000 units.

Preventive treatment is given to persons having sexual intercourse or close everyday contact with patients at early stages of syphilis for not longer than 3 months. The treatment consists of water soluble penicillin in a single dose of 500.000 - 1.000.000 units every three hours 8 times a day for 14 days. 

Syphilis is successfully treated with bensatinpenicillin G and its analogues (extencillin, retarpen, etc). When these drugs are intolerable by the patients, reserve antibiotics of wide range of action are used: doxicillin, tetracycline, erythromycin, etc.

The persons with 3 to 6 months’ interval since the last contact are made two clinical-serologic examinations (KSR, RIF, RIT) with 2 months’ interval. Over 6 months’ interval since the last contact the persons are made single clinical-serologic examination. The preventive treatment of the recipient who was transfused blood of the syphilitic patient is accomplished by the above-given scheme if no longer than 5 months have passed since transfusion. The treatment is not given after that period but the recipient undergoes clinical-serologic control examination (KSR, RIF, RIT) once in 2 months for 6 months. The recipient has a single clinical-serologic examination when over a year has passed since transfusion.

The syphilitic patient is considered to be cured after clinical-serologic control: after preventive treatment for 3 months after the received therapy. Persons having had primary seronegative syphilis are subject to clinical-serologic control every quarter of a year for one year. All other forms should be serologically controlled for 1-3 years. Patients with seroresistant forms of syphilis are followed up for 3 years and more.

Soft chancre (А 57.4)

A causative agent is a streptobacillus D.U. Petersen. It is a thin short bacillus located alone or in parallel pairs as chains. It is a sexually transmitted infection. The incubation period is 2-3 days. An inflammatory spot appears at the site of invasion of streptobacillus with a papule in the centre; the following day it gets transformed into a vesicle with transparent and then turbid fluid. The vesicle opens fast with formation of an ulcer. The base of the ulcer is soft, very painful infiltrate surrounded by inflammatory crown. The ulcer has undermined edges, irregular base covered with yellowish pus. The ulcers are multiple, with tendency to peripheral growth. While fusing they may achieve the size of 25-50 kopeck coin. The base begins to clear of pus in 3-4 weeks covering with granulations and gradually heals by a cicatrix in 1-2 months.

Its complications are phimosis, paraphimosis, lymphangoitis, lymphadenitis which are accompanied by marked inflammatory signs and tenderness. Lymphatic glands and periadenitis symptoms may be adhered to each other and skin accompanying by malaise and fever. Later on the inflammatory signs subside. The lymphatic gland diminishes in size and opens with discharge of a large amount of thick pus with blood admixture. The cavity is frequently filled with granulations, its decomposition with ulcer formation is observed more rarely.

The treatment includes sulfa drugs, antibiotics (penicillin, streptomycinum, etc).

The fourth venereal disease (А 58.4)

(venereal lymphopathy, inguinal lymphogranulomatosis)

It is supposed that the causative agent of the disease is chlamydia trachomatis of the serologic types L1, L2, L3. This disease was much studied by prof. I.D. Perkel.

It is, largely, a sexually transmitted disease, but there may be extrasexual infection.

Its incubation period is 5-30 days, then a small nontender vesicle develops at the site of penetration of the causative agent forming erosion or ulcer. It rapidly disappears and the patients often neglect it (the first period of the disease). The second period of the disease  begins in 10-30 days and even longer (6 months) after the first affection of the skin. The lymphatic glands are often enlarged in the inguinal area (in sexual infection) and in the axillary, cervical, submandible, occipital areas - in extrasexual infection. They are adhered to each other, to the surrounding tissue becoming very tender. The skin is inflammatory changed over them. At first the nodes are solid, then they soften, the skin becomes thin over them and they open in fistulas discharging pus and sanguinolent fluid.

The tertiary period of this disease lasts from several months to several years after infection. Proctitis and anorectal syndrome are the characteristic signs of it. The former is manifested by sanious-purulent discharge from the rectum. In future it is combined with fibrosis and annular tissue strictures, sometimes leading to closing of the intestinal lumen and obstruction. When foci of maceration are combined with infection in this section of the intestines they cause development of perirectal abscesses, anal and anovaginal (in women) fistulas.

Elephantiasis of the external genitals and lower extremities may develop in 1-20 years after the onset of the disease. The diagnosis is made on the basis of the case history, bacterioscopic, bacteriological, serological data as well as in positive Frei's reaction. Pus received from unopened fluctuated bubo by sterile puncture is an antigen in this case. The pus is diluted by 5-10 parts of isotonic solution of sodium chloride and sterilized for an hour at 60о C for 2 hours (the 1st day) and 1 hour (the 2nd day). Sterile antigen (0.1 ml) is introduced intramuscularly into the shoulder (middle part). The reaction is observed in 48 hours. It is considered to be positive if antigen erythema develops at the site of introduction having a papule in the centre of 0.5 – 1.5 cm in diameter.

The treatment includes sulfa drugs, tetracyclinum antibiotics, surgery in anorectal syndrome.

AIDS (В 20.0 – 24.4)

In AIDS the incubation period is from 2-3 weeks to 5 and more years. One third of the patients develops the disease acutely like mononucleosis (fever, angina, lymphoadenopathy). The acute period of the disease is transformed into latent one in 2-3 weeks.

The acute onset is absent in most patients and the first sign is stable enlargement of the lymph nodes. In future there are loss of weight, fever, sometimes skin affections, loss of hearing. “Clinically developed AIDS” is characterized by different infections with affection of the lungs, gastrointestinal tract, brain, development of tumours.

Some patients may have thrombocytopenia or neurologic disorders as the only sign of AIDS which are characterized by encephalo- and myelopathies, disturbances of the peripheral nervous system in presence of severe immunic disorders.

Opportunistic or AIDS-associated infections are often of fungal etiology (disseminated cryptococcosis, disseminated mucocutaneous or intestinal candidosis, deep systemic mycoses).

Gonorrhea (А 54)

Gonorrhea is an infectious disease caused by specific causative agent - gonococcus. It was found by Neisser  in 1879. It is a diplococcus of reniform. It turns red in Gram staining and then it becomes discolored to aspid-grayish colour (Gram-negative). The disease is mostly sexually transmitted but there are rare cases of extrasexual infection (the sources are underwear, sponges, lavatory seats, etc). The incubation period is on an average 3-8 days.

Gonorrhea is subdivided into recent and chronic forms. The former is characterized by a feeling of slight burning and manifested by insignificant mucous discharge. The inflammatory discharge from the external meatus of the urethra becomes profuse and purulent in 5-7 days. Urethral end turns red, edematous, mucous membrane is inflamed and tender on palpation. The first portion of urine is turbid, the second one is transparent (acute anterior gonococcal urethritis).

Inflammatory process may involve the bladder in some cases, accompanied by frequent urges to void urine. They are painful, particularly at the end. The urine is turbid in the first and second portion (acute total gonococcal urethritis).

Gradually the acute process becomes weakened, inflammatory signs subside and the process is transformed into a chronic one.

Chronic gonococcal urethritis is characterized by focal character, mainly in the anterior urethra. According to the character of affection there are the following forms: infiltrative, follicular, granular, desquamative.

In infiltrative form of chronic gonorrhea inflammatory infiltrate is formed in the submucous layer spreading over the surface and inside the urethra. It is soft at first (cellular infiltrate) then due to vegetation of the connective tissue it turns into a solid one, sometimes transforming into a cicatrix thus forming narrowing of the urethra lumen (strictures).

Follicular form develops in affection of Littre’s glands and their excretory ducts. Granular form develops in granular formations (polyps) on some parts, frequently posterior part of the urethra. Desquamative form is observed in metaplasia, keratonization and considerable scaling of the epithelium.

The patients complain of feeling of slight burning and itching in the urethra, scarce mucopurulent discharge from it. Threads of various shape containing gonococci are observed in the first portion of urine.

Complications include balanopostitis, phimosis, paraurethritis, inflammation of cowperian glands, epididimitis, vesiculitis, prostatitis. Prostatitis may be catarrhal when excretory ducts and some gland follicles are affected. The patients’ complaints are insignificant, they complain mainly of frequent urination and discomfort in the perineum; follicular signs develop when the inflammatory process involves parenchyma of one or both parts of the gland causing microabscess formations, which are palpated as slightly painful focal indurations. The patients complain of general malaise, temperature; clearly localized, consolidated, very painful areas are palpated in the prostate. Parenchymatous signs are tender enlarged prostate or its part, fever, pain at the end of urination. In case of parenchymatous prostatitis the whole gland or its half is enlarged, it is painful on palpation, there may be fever, pain in the perineum with irradiation into the sacral area, difficult painful urination. There is a large number of leukocytes in the prostate secretion.

The treatment of acute gonorrheal urethritis consists of sulfa drugs (norsulfasol, sulfadimesin, etc), antibiotics (penicillin, tetracyclinum, monomycinum, erythromycinum, etc), diet without extractive and irritating food, alcohol.

In chronic forms of gonorrhea, the treatment includes the above-mentioned drugs as well as immunotherapy dividing into specific - gonococcal vaccine and nonspecific -  pyrogenal, autohemotherapy, symptomatic local treatment. Instillations are used in soft infiltrate and desquamative urethritis, with disinfecting and antiinflammatory fluids (solutions of potassium permanganate, mercuric oxycyanide, 1% zinc sulfate, 2.5% hydrocortisone suspension etc). Bougieurage is used in solid infiltrates and strictures; massage of the urethra on the introduced straight bougie and diathermy are used in littreitis; electrocoagulation is applied in granular urethritis.

Cure is established in 7-10 days after treatment.

The patient is considered to be cured if there are no pathologic changes in the smears after combined challenge (biological - gonovaccine; mechanic - bougieurage, etc; alimentary - extractive and irritant substances in the diet; physiological - smears for 2-3 days before and after menses; chemical - introduction of 0.5% solution of silver nitrate, Lugol’s solution in glycerol, etc into the urethra; thermal - heating of the genitals with inductothermal current). The patients are followed up for a month when the source of infection is established and 6 months - in its absence. During this period the clinical-laboratory studies and serologic test for syphilis are repeated.

Nongonococcal urethrites

Тrichomoniasis (А 59.1 – 59.4)  

It is caused by Trichomonas vaginalis, a representative of protozoa of flagellum class. It was found by Donne in 1836. The disease may have acute (up to 2 months), chronic (over 2 months) and asymptomatic course (trichomonada carriage). The incubation period is on an average 1-2 weeks.

In acute process the patients complain of itching, profuse milky, floamy or yellowish purulent discharge from the urethra. The process involves the entire urethra during a month. It is characterized by long-term torpid course alternatingly subsiding or exacerbating.

In chronic course the inflammatory signs are sluggish, with rare exacerbations, scarce purulent or seropurulent discharge. Complications prevail in the clinical picture, they are prostatitis, vesiculitis, epididimitis, strictures, sexual disturbances. In asymptomatic course the patients have no complaints, discharge but they are carriers of the disease.

Both sexual partners must be treated. It is accomplished by using a drug of general effect - derivative of metroinidasol (metronidasol, flagil, trichopol, orvagil, etc).

Bacterial form is caused by staphylococci, streptococci and other coccal bacterial associations. The incubation period is on an average 5-7 days. The patients complain of adhesion of the urethra lips and discharge from its external meatus. The latter may be purulent or mucopurulent. Pains and burning sensation are rare on urination. Gradually the process becomes total (the entire urethra is affected) and complicated by littreitis, epididimitis, prostatitis. The treatment is administered after determination of flora and sensitivity, it includes antibiotics (levomycetinum, synthomycinum, biomycinum, tetracyclinum, etc) whicn are combined with stimulating therapy (pyrogenic drugs, biogenic stimulators).

Mycotic form is caused by yeast-like fungus of Candida. The incubation period is 10-20 days. It is usually accompanied by affection of the penis and prepuce mucous membrane and then the urethra. The disease often has a chronic course with insignificant complaints of itching and discomfort in the urethra. Sometimes it is complicated by prostatitis and epididimitis.

Internally the following drugs are used: nistatine, levorine, decamine, iodine remedies, nisoral; externally the nistatine, levorine and decamine ointments are used, instillations of solutions of mercuric oxycianide, sodium hydrocarbonate, sodium tetraborate in glycerine, miromystine are made into the urethra.

Chlamydiosis (А 56.0)

It is caused by representatives of Chlamydiales order, Chlamydia genus, Chlamydia trachomatis species- gram-negative bacteria with characteristic peculiarities of intracellular development cycle. The incubation period is 10-15 days. Frequently it has a slow, sluggish course with few symptoms. The patients complain of discomfort, itching and burning sensation, scarce discharge from the urethra. The following organs are largely affected: urethra, prostate, seminal vesicles, epididymis (in males), urethra, cervix of the uterus, vagina (in females).

The most common extragenital complications are Reiter’s syndrome, trachoma, perihepatitis.

The treatment consists of taking doxycyclinum, tetracyclinum, erythromycinum, asitromycinum, etc.

Mycoplasmosis (А 64.0)

Its causative agent is Mycoplasma hominis, Mycoplasma genitalium, Ureaplasma urealyticum. The disease is manifested by acute and chronic urethrites, colpites, cystites, pathologies of pregnancy, fetus, infertility, prostatites, vesiculites, etc.

The treatment consists of taking tetracycline, doxicycline, pefloxaline, erythromycin, etc. 

Genital herpes (A 60.0)

The causative agent is a virus of simple herpes, more frequently of II type, cytomegalovirus. The patients complain of scarce discharge from the urethra, adhesions of its lips, sometimes a slight itching and burning in urination.

Definite microflora is not found in the scarce seropurulent discharge from the urethra or vagina in repeated inoculation of the medium. Sometimes herpetic vesicles may appear on the mucous membranes of the skin integument.

The disease is treated with bonafton, viralax, zovirax, vaccination and revaccination with variolous detritus, instillation of interferon into the urethra, its treatment with ointments - tebrofen, metasin, chelepin, oxacillinum and other antiviral drugs.

Herpetic polyvaccine is used for prophylaxis.

LABORATORY  DIAGNOSIS  OF  NONGONOCOCCAL  URETHRITES  OF BACTERIAL,  VIRAL  ETIOLOGY  AND  THEIR  ASSOCIATIONS.

Not long ago syphilis, gonorrhea, soft chancre, venereal lymphogranuloma and donovanosis were related to venereal diseases. The last decade the number of sexually transmitted diseases has increased considerably. In 1978 besides the causative agents of the traditional venereal diseases, the scientific group of WHO in Geneva on nongonococcal urethrirtes recommended to include 16 more causative agents, such as C.trachomatis, M. hominis, U. urealyticum, Gardnerella vaginalis, virus of herpes simplex, cytomegalovirus, etc.

“Diseases of the new generation” are a considerable problem for health services due to expansion of the etiological role of viral bacterial associations in urogenital pathology, a wide range of epidemiologic and clinical manifestations as well as different complications, the most common of them are diseases of the reproductive tract (urogenital inflammatory processes, infertility, extrauterine pregnancy, diseases of the newborns).

Though these associations have a tendency to persist in the human organism for a long time, they are insufficiently controlled by organs of health services as there is no obligatory registration of these diseases. It is clear that it is necessary to improve laboratory diagnosis of viruses, bacteria and their associations, to study epidemiologic peculiarities and clinical manifestations, to work out adequate measures of treatment and prophylaxis.

Taking into account that traditional laboratory diagnosis of the indicated infections is quite difficult, it is recommended to use a complex of the following methods: cytologic, immunochemical, serologic, bacteriologic, virologic, moleculo-biological ones.

The cytologic method includes examination of cells of the urogenital tract epithelium taken by a tampon on the ground slide with the following staining (by Romanovsky-Gimza, Seller-Pavlovsky, methylene blue, etc) and in the light microscope. It is simple, rapid and in correct taking of the material and experience of the laboratory staff it allows to make preliminary decoding of etiology of the inflammatory urogenital processes of viral, bacterial and protosoa etiology. But low sensitivity, subjectivism in interpreting results are the drawbacks of this method.

Immunofluorescent analysis (IFA) is a combination of immunochemical techniques using indicator antigens or antibodies with fluorescent labels. At present to detect chlamydia, mycoplasma, ureaplasma, trichomonads test-systems have been suggested containing specific antibodies against these causative agents, labeled by fluoresceisotiocyanate (LITC), that allows the formed complex antigen - antibody to fluoresce in the ultraviolet light. This method is comparatively simple, has a high sensitivity and specificity. False positive results are possible when there are bacteria with cross reacting antigens in the sample. But this method requires expensive equipment - luminescent microscope.

Immunoferment analysis allows to reveal any of the components of complex antigen - antibody as a result of activity change of the ferment label associated with one of the components of the complex. At present hard phase variant of IFA has been widely used allowing to analyse a large number of the studied samples simultaneously. IFA sensitivity varies from 80 to 96%, and in symptom-free flaccid process it may be decreased to 44-50%. The drawback of this method is the sexually transmitted infections are weak immunogens, the levels of antibodies are often low and their determination is of minor importance in diagnosis.

Bacteriologic methods allow to detect different strains of causative agents of sexually transmitted diseases by using different modern fluid  and dense cultures for mycoplasmas, ureaplasmas, trichomonads, Candida fungi, staphylococci, streptococci with their further identification.

The method of isolation of causative agents in the cellular culture has the greatest specificity while diagnosing chlamydia and viruses. Nowadays different cellular cultures are used having a great sensitivity to different causative agents: Mc Coy, L-929, etc. However, this method is not common because of its complexity, expensiveness and duration. Besides, diagnostic value of this method of the  cellular cultures decreases in using the material of the patients with chronic form of infection who have taken long-term courses of antibiotic therapy.

Besides the indicated methods there are also used immunochromatographic express-methods for antibody determination. The duration of analysis is 10-30 min. But it should be noted that sensitivity and specificity of these methods are not high and require confirmation by traditional methods. So it is recommended to use these test- systems only for primary screening.

Lately, molecular-genetic methods of study have been introduced into practice of health services, namely a method of polymerase chain reaction (PCR) to detect viruses, bacteria and their associations in the urogenital pathology. This method is based on detection of DNA (RNA) of different causative agents in the studied biological sample. Sensitivity and specificity of this method are high. The drawbacks are high cost of the necessary equipment and reagents.

Laboratory  diagnosis  of  trichomoniasis

In laboratory diagnosis of T. vaginalis the following methods are used:

light bacterioscopy - study of the native material and stained with 1% aqueous solution of methylene blue or by Romanovsky-Gimza;

immunofluorescent method is based on formation of complex antigen-antibody when the studied material is added diagnostic antibodies labeled with fluorochroms;

bacteriologic studies are made by culturing the urogenital material in the fluid culture SKDS (by method of Yatsuh I.V., Moscow).

Serological studies may be additionally used (RSK, RPGA, RNF) to determine antibodies in the blood serum of the examined patients.

 Laboratory  diagnosis  of  Candida  fungi,

 staphylococci  and  streptococci

To determine yeast-like Candida fungi in the urogenital material the method of light microscopy with staining of the preparation with 1% aqueous solution of methylene blue by Gram or Cill-Nilsen is used in laboratory studies.

Bacteriological studies with culturing of the material and further determination of candidous fungi are made on the Saburo medium, potato or rice agar.

To detect antibodies in the serological studies the methods of RSK, RPGA are used. 

Determination of staphylococci, streptococci is made by bacterioscopy with staining of the preparations by Gram. The following cultures are used in bacteriologic studies: MPA, MPB, Chistovich medium, 5% sanguinous agar, sugar broth.

Laboratory  diagnosis  of  urogenital  chlamydiosis

Laboratory diagnosis of urogenital chlamydiosis is based on identification of the causative agent in the scrape from the urogenital tract, determination of its DNA, detection of the causative agent in the cellular culture and definition of antichlamydia antibodies.

While examining cells of the urogenital epithelium in the light microscope, there are seen cytomorphologic intracellular inclusions of various shape locating near the nucleus, frequently deforming it.

In luminescent microscopy chlamydia antigen becomes bright green on the background of red epithelial cells that helps to identify it. The result considers to be positive when there are at least 10 cells with characteristic bright green inclusions.

Cultural method (golden standard) is a standard method in diagnosis of urogenital chlamydiosis but it is available only in well equipped laboratories. Besides classic methods with various cellular cultures, there may be used the method of preliminary accumulation of the causative agent directly in the epithelial cells that results in the increase of the method sensitivity (Author’s certificate ¹ 1723129 of 12.01.1991 Lebedyuk M.N. et al).

The method of polymerase chain reaction allows to detect DNA of chlamydia. In order to reveal chlamydia antibodies there may be used reaction of indirect immunofluorescence (RIIF), reaction of fixation of the complement (RFC), reaction of indirect hemagglutination (RIHA).

Laboratory  diagnosis  of  urogenital

mycoplasmosis  and  ureaplasmosis

In making specific diagnosis, the following methods are used: bacteriologic, immunofluorescent, serologic and molecular-biologic (method of polymerase chain reaction) ones. The material for detection mycoplasmas and ureaplasmas are scrape of the urogenital epithelium, secretion of the prostate, the first and second portion of the morning urine, sperm, amniotic fluid and fetus tissue.

The analysed material is placed into special transport culture. At minimum possible time after delivery of the material to the laboratory it is cultured on the fluid and solid nutrient media.

To culture mycoplasma there are used modified culture of Heiflick, SP-4, culture worked out by G. Ya. Kagan and used at N.F. Gamaleya Research Institute (Moscow).

To identify ureaplasma there is used a broth containing urea and indicator (produced by the Ukrainian Research Institute of dermatology and venereology, Kharkov) and for isolation and culture the media 10C, standard agar A5K, A7 and others are used. Antigens of mycoplasma and ureaplasma may be determined by immunoluminescent test-systems. Development of molecular-biologic technologies allow to detect fragments of DNA of ureaplasmas and mycoplasmas in the examined material with the help of polymerase chain reaction.


Reactions of passive hemagglutination (RPHA, RSK) and IFA may be used to determine antibodies to these microorganisms.

Laboratory  diagnosis  of  Gardnerellosis


Cytologic and bacteriologic methods are used in its diagnosis. In cytologic examination of the preparations stained by Romanovsky-Gimza or Gram, “key-cells” are found, i.e. epithelial vaginal cells entirely covered with gram-variable causative agents of the coccal shape which is a confirmation of the diagnosis. In bacteriologic test, Kasman’s sanguinous agar with 5% component of rabbit defined blood. Facultative anaerobe forms round colonies with even edges 0.5 mm in diameter on the sanguinous agar.


Additional diagnostic criteria are:


1. Amine smell of the vaginal discharge in adding 10% KOH.


2. pH of the vaginal culture is 4.5-6.0


3. Up to 30 leukocytes in the field of vision in light microscopy.

Laboratory  diagnosis  of  urogenital  viral  infection


The following methods are used to clear out the etiological role of herpes virus and cytomegalovirus for urogenital pathology, they are: cytologic, immunofluorescent, discharge in the cellular culture, serologic and molecular - biological (method of polymerase chain reaction).


The material is taken from herpetic elements in the urogenital mucosa. The material may be also centrifuged urine, secretion of the cervical canal, saliva, sperm, blood serum. In cytologic study with light microscope the preparation is stained by Romanovsky-Gimza, Papanikolau, Seller-Pavlovsky, hematoxilin-eosin. Cytologic picture in herpes is characterized by atypical cells with vacuolization in the cytoplasma containing acidophil inclusions and basophilic nuclear accumulations. When cells are affected by cytomegalovirus they become spindle-shaped with enlarged nuclei and homogenous inclusions in light microscopy. Antigens of virus of herpes and cytomegalovirus may be detected by using immunofluorescent method. The preparations are stained by usual method.


Various cellular cultures are used to detect viruses: the kidneys of the monkeys, human, rabbit, primary tripsinized fibroblasts (of hen, human, mouse). At present immunoferment analysis has been widely used to determine antibodies to these viruses. The method of polymerase chain reaction seems to be perspective in detecting and studying genetic peculiarities of herpes virus and cytomegalovirus.


That’s why laboratory investigations become significant for determination of etiological role of associated infections in urogenital pathology.


Complex clinical-laboratory investigations which were made by us with the use of immunoferment and immunofluorescent methods as well as the method of PCR to study the role of mixed infections allowed to find out participation of C. trachomatis in etiology of chronic urogenital pathology in 63.6% of cases. Monoinfection was found only in 17.4% of patients. Mixed infection was found in the rest of cases and two infectious agents were revealed in 8.5% of patients. Chlamydial-trichomonal agents constituted 3.8%, chlamydial-herpes - 2.9%, chlamydial-cytomegaloviral - 1.3%. Mixed infections of three kinds were diagnosed in 24.8% of patients. Chlamydial-trichomonas-herpes associations were in 22.7%, chlamydial-ureaplasmic-herpes - 2.1%. Mixed infections of urogenitals of four kinds were revealed in 19.3% of patients where chlamydial-trichomonal-ureaplasmic-herpes associations were noted in 11.0%, chlamydial-trichomonal-mycoplasmic-herpes - in 4.8%, chlamydial-trichomonal-ureaplasmic-mycoplasmic - in 2.3% of patients and chlamydial-trichomonal-ureaplasmic-gonococcal - in 1.2%.


The results of the obtained data show that mixed infections with trichomonads (45.8%) and virus of herpes simplex (41.4%) give the highest rate of different associations with C. trachomatis.

Clinical  diagnostic  and  epidemiologic  aspects

of  associated  sexually  transmitted  infections


Ureaplasmas and mycoplasmas (16.6% and 7.1% accordingly) form a significant number of diagnosed cases of chlamydial mixed infections. The rate of associations of chlamydias with cytomegalovirus and/or gonococci was relatively low and constituted 1-2% of the total number of chlamydiasis.


The clinical picture in monoinfection of clamydial etiology in males was characterized by insignificant periodic scarce mucous discharge (63.1%), itching in the urethra (62.2%), urination disorders (60.7%), itching of the scrotum skin (20.3%) pain in the scrotum area (20.3), pain in the urethra at the end of urination (14.7%), itching in the rectum (14.5%), pain in the erection (12.9%).


In mixed infection it was characterized by periodic muco-purulent discharge (79.2%), urination disorders (71.3%), itching and burning sensation in the urethra (67.8%), adhesion of the lips (periodic) of the external urethral meatus (32.3%), pain in the scrotum area (23.0%), itching in the rectum (19.7%), pain in the erection (17.9%), pain in the lumbar-sacral area (15.2%), pain in the perineum (11.7%), only mucous discharge (10.1%), pains in the joints (8.7%).


Pain and itching were of periodic character.


Besides the above-mentioned symptoms, the patients with monoinfection had such complications as sexual disorders - in 15.7% of patients, orchoepididimitis - in 0.3%, epididimitis - in 0.4%, funiculitis - in 0.2%, orchitis - in 0.1%.


In mixed infections there were the following complications: obsession syndrome - 47,1% of patients, sexual disorders - 25.4%, Reiter’s syndrome - 3.8%, orchoepididimitis - 3.1%, orchitis - 3.0%, conjunctivitis - 2.7%, epididimitis - 2.2%, vesiculitis - 2.1%, funiculitis - 2.0%.


Having analysed the main clinical manifestations and complaints in patients of both groups, it may be noted that in monoinfection the clinical picture of urethroprostatites is characterized by the above-mentioned  microsymptoms of local discomfort character, affecting urogenitals and with a little percentage of genital complications. In mixed (associated) LIGI microsymptoms occur much more frequently and are manifested by a wider range of clinical manifestations and complications not only of genitals but also of preextragenital localization. The appearance of the obsession syndrome may account long-term and unsuccessful treatment as well as sexual disorders.


The received data are evidence of a considerable spread of associations of chlamydial UG with trichomoniasis, virus of herpes simplex, mycoplasmas and other infections. Chlamydial mixed infection in chronic urogenital pathology is revealed most frequently, that means the etiological role of C. trachomatis and its above-mentioned associations is significant in chronic inflammatory processes of the urogenitals with symptom-free or a few symptoms course.


Epidemiologic analysis as well as results of diagnostic investigation of the males with chronic urogenital pathology showed high enough effectiveness of using laboratory investigations, including methods of immunoferment analysis and polymerase chain reaction whose sensitivity and specificity is 100%. It is very significant in seronegative variants of the pathologic process course.

Thus, the application of different methods of laboratory diagnosis in inflammatory diseases of the urogenital tract allows to work out a unified scientific-methodological system promoting correct interpretation of etiology of the urogenital inflammatory processes. In the end it will result in correct final diagnosis, working out timely adequate measures of treatment and prophylaxis of the combined urogenital infections and reducing diseases of this pathology.       

PRINCIPLES  AND  METHODS  OF  STRUGGLE 

AGAINST  VENEREAL  DISEASES

There was organized a network of specialized skin-venereologic dispensaries, scientific-research dermatovenereologic institutes and departments of skin and venereologic diseases at the medical institute to provide planned, scientifically grounded, available, highly qualified diagnostic and medico-prophylactic consultations to the patients with venereologic diseases in our country.

The main type of the institution for struggle against sexually transmitted diseases is dermatovenereologic dispensary. Its main task is: 

1.  Detection and obligatory registration of patients with venereal diseases;

2.  Examination of the family members and contacts of these patients to detect the course of the disease, timely treatment of the patients with medical control of its fulfilment;

3.  Clinico-serologic follow-up of the persons having completed treatment for venereal diseases, donors, decreed groups of population, examination and double serologic control of the pregnant women in the first and second half, control of serologic examination of the patients at the somatic in-patient departments;

4.  Conduction of sanitary-instructive propaganda against venereal diseases.
MEASURES  OF  PERSONAL  PROPHYLAXIS

Prophylaxis in struggle against venereal diseases includes obligatory registration of patients with venereal diseases (form N 261), obligatory hospitalization of patients with contagious forms of syphilis; examination of the family members and patient’s contacts; control of the treatment accuracy; serologic double examination of the pregnant women to prevent congenital syphilis; detection of gonorrhea in the obstetric - gynecologic institutions; serologic control of patients at the in-patient departments; sanitary instructions. The best way of individual prophylaxis of venereal diseases is to use condoms and avoid sexual intercourse with a stranger.

The medical station giving prophylactic care of the  venereal diseases should be sufficiently equipped with individual first-aid packet for personal prophylaxis. The patients should be registered anonymously without passport data.

During individual prophylaxis the patient should urinate and wash his hands thoroughly with water and soap. The external genitals and the adjacent skin (the perineum, thighs, etc) should be washed with warm water and soap and dried with a cotton swab with the following treatment with sublimate solution (1:2000) or mercuric oxycianide (1:1000 - 1:8000).

Later on the anterior urethra in males is washed with potassium permanganate (1:6000) with the following introduction of 2-5% protargol solution into the urethra; the same procedure is performed in vagina of the females but 1-2% solution of silver nitrate is introduced into the urethra. When there is 0.05% solution of chlorhexidine or cydipol, individual prophylactic measures are carried out according to the enclosed instructions.

TASKS.

Task 1.


A woman aged 23, a house-wife complains of itching, burning sensation, pain, skin edema of the back of the hands. She attributes the appearance of the disease to the white-washing of the kitchen as the symptoms of the disease developed in 1-1.5 hours after this event.


On examination papulovesicular elements, excoriations were found on the back of both hands against  the background of bright erythema with clear borders.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 2.

 
A woman aged 35, a house-wife complains of itching, burning sensation, eruption on the face, upper limbs, neck. She attributes the appearance of the disease to the use of insecticides in the garden. In the past she noticed the similar disease in the same events, but it was of short-term character.


The process spreads and is located on the skin of the face, neck, upper limbs where there are vesiculopapular elements, weeping foci, scratches against the background of erythema and edema.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 3.


A woman aged 35, a waitress complains of high temperature, itching, burning sensation, tenderness, skin edema of the abdomen, irritability, insomnia which appeared after her taking sulfa drugs , prescribed by her district doctor for tonsillitis. In the past she noticed the same symptoms in taking these drugs, but they were less marked and located at the same sites leaving pigmentation of dark-brown and black colour. There are rounded erythematous red-brown spots with clear borders and of dark tint on the skin of lateral surfaces of the trunk.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 4.


A man aged 49, a driver complains of severe itching, eruptions on the skin of the face and lower extremities. He has been ill for over a year and treated out-patiently with tablets, mixtures, ointments.


Recurrences are associated with nervous overstrain. He is ill with gastritis, cholecystitis.


The process spreads symmetrically. There are erythematous spots without clear borders, vesicles, serous wells, skin weeping, edema, lichenification on the skin of the face, neck, lower extremities.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 5.


A man aged 30, a mechanic complains of itching and eruptions on the thigh and calf. He attributes the appearance of the disease to the injury at work. He didn’t consult a doctor and was not treated, often washed the affected areas with water, but this state gradually aggravated. Redness, edema, itching, burning sensation, skin weeping and crusts developed.


There are ulcerative surfaces from 2x2.5 to 4.5x1.5 cm covered with purulent discharge, erythemas, with clear borders, papules, vesicles, pustules on the skin of the left thigh and calf.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 6.


A man aged 30, a house-painter complains of eruptions on the back of hands and itching. At first he noticed it 3 months ago when he dealt with varnish-painting materials at the ship-repair factory. He was treated by a dermatologist at the factory clinic with powders, ointments and creams with corticosteroids. The process in the foci of affection became better and disappeared completely during the leave. He is ill with gastritis, cholecystitis, colitis.  


On examination the affected areas are on the back of the hands. They are symmetrical with unclear borders. There are papular and vesicular elements, erosions, scales, crusts, fissures, excoriations against the background of erythematous spots.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 7.


A woman with a baby of 6 months who had eruptions on the skin of cheeks accompanied by itching consulted the physican. The baby has been ill for 3 weeks. The disease developed after giving the formula-feeding.


On examination the baby had edema of the skin of the cheeks which was erythematically changed, the borders of the foci were not clear. There were numerous miliary papules, vesicles, erosions, weeping foci, crusts, scales and excoriations.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 8.


A man aged 37, an accountant complains of itching on the whole skin, aggravating at night on the cubital and popliteal fossae, irritability. He attributes the appearance of the disease to eczema which he had had as a child. The recurrences begin in autumn and winter. He was repeatedly treated out-patiently and in hospital with satisfactory but temporary effect. He suffers from bronchial asthma.


On examination the process has spread. The foci are located in the cubital and popliteal fossae where there are miliary papules and in some places they fuse forming the lichenification and infiltration. The skin is dry and there are numerous excoriations, bran-like scales. Demographism is white and stable.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 9.


A woman aged 45, a pianist complains of severe itching and skin eruptions on the upper and lower extremities, buttocks. She has been ill for 2 years. She was repeatedly treated out-patiently and in hospital with temporary effect.


The spread process is located on the upper and lower limbs, buttocks where there are numerous solid nodules sized from a pea to a cherry, of round hemispheric shape and of brown-red colour. There are accumulations of grey bran-like scales on some of them. There are also numerous scratches and bloody crusts.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 10.


A man aged 52, a captain complains of bearable itching on the whole body which aggravates in the evening. He has been ill for 7 months. In the beginning he had one attack a week then they began more frequently; irritability, insomnia, thirst developed. He suffers from cholecystitis. There had been a history of Botkin’s disease in childhood.


On examination he had dry skin. There are numerous excoriations, hemorrhagic crusts on the back, lateral surfaces of the body, abdomen, the upper and lower limbs. Nail plates of the hands are shining and polished. The tongue is dry and lingual papillae are enlarged.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 11.


A man aged 36, an employee complains of itching eruptions on the trunk, extremities. The disease begins after eating eggs, lobsters, tangerines, strawberries. He suffers from gastritis, cholecystitis.


On examination he had numerous blistres, sized from a pea to 3-5 copeck coin. The tongue has white fur. Demographism is red and stable.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 12.


A woman aged 38, a secretary complains of severe itching eruptions on the skin of the upper and lower limbs. She attributes the appearance of the disease to the stress situation at work. Chronic tonsillitis is a concomitant disease.


There are polygonal papulae with flat surface, navel-like impression in the centre of bright red colour on the skin of bending surfaces of the upper and lower extremities. Striated surface is observed in lubrication with vaseline.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 13.


A man aged 45, a bus driver complains of eruptions on the upper and lower extremities, edemas on the areas of elbows and knees with itching. The disease began 2 weeks ago after stress situation at work. Cholecystitis is a concomitant disease.


On examination there are the eruptions located mainly on flaxor surfaces of the upper and lower limbs and there are papulous formations sized from a pin-head to 3-5 copeck coin. Their surface is covered with silvery scales and on scraping smooth bright surface, then punctate hemorrhages appear.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 14.


A boy aged 11, a pupil complains of eruptions on the skin of the face and chest which appeared in winter. The boy likes domestic animals - cats and dogs.


On examination there are erythematous round spots, covered with greyish bran-like scales on the skin of the face, trunk. The focus edges are clear, slightly raised forming a crown and have small vesicles and grey crusts.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 15.


A man aged 45, a herdsman complains of weakness, “tumors” on the scalp. He attributes the appearance of the disease to his work because he has a daily contact with cattle which have lichens.


On examination there are some foci of affection presented by nodes covered with purulent crusts. They discharge drops of pus when removed from hair follicles.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 16.


A man aged 32, a herdsman complains of itching on the scalp, tenderness, loss of hair, unpleasant smell of the scalp. He has been ill since childhood when he gradually began to loose hair, it became dry, dull and fragile. 


On examination there is no hair on the pariental and occipital parts and there is unpleasant mousy smell. The scalp, skin of the neck and upper part of the trunk is hyperemic and atrophic, there are pustules, crusts on the ostia of the hair sac. The hair is dry, fragile, easily pulled out. It is of grey colour and there are pure cultures of the fungus of yellow colour like a “shield”.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 17.


A man aged 37, a store-keeper complains of itching on the feet, spots and burning sensation. He attributes the appearance of the disease to washing in the bath-house and using tight shoes. The inflammation appeared earlier but manifestations were less marked. 


On examination the process is located in the intertoe folds of both feet and spreads to the skin of the upper part of the toes, lateral and dorsal surfaces of the feet, there are blisters, erosions, fissures, scales on the background of inflammatory spots.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 18.


A man aged 38, a metal-worker complains of itching, burning sensation and pain in the intertoe folds of both feet. He has been ill for 3 years. Exacerbation usually begins in autumn or summer. He treated himself without improvement.


On examination both feet are edematous. There are vesicles, erosions, fissures, scales, scraps of the epiderma, hanging over erosious surfaces in the intertoe spaces of the feet against the background of roseolous spots.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 19.


A man aged 45, a milling-machine operator complains of itching, burning sensation, dryness and desquamation of the foot skin. He has been ill for 3 years when at first noticed dryness and fissures on the plantar and lateral surfaces of the feet. He attributes the appearance of the disease to washing in the shower of the factory daily after work. The patient has hypertension of the second degree, gastritis.


On examination he had affection of all intertoe folds, of the feet, lateral and plantar surfaces. The skin is infiltrated, dry, hyperemic and covered with bran-like scales. There are the same foci in the inguinal folds of the internal surfaces of the femurs.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 20.


A man aged 28, a turner complains of itching and appearance of the spots in the inguinal folds. He has been ill for 4 months when at first the spots of red-brown colour appeared in the inguinal folds, which gradually increased. Later he noticed changes of  the palms and hand nails.


On examination there are noninflammatory spots of brown-red colour and clear borders, hand nails are dull, their free borders crumble easily and the spots of ochre-yellow colour are seen through the nail body.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 21.


A woman aged 18, a student complains of the appearance of the spots on the neck and upper part of the chest. She has been ill for 2 years. She noticed them on the beach in summer. At first they were single, sized of 1-2 copeck coin, but later their number and size increased.


On examination there are noninflammatory spots of different colour from pink to brown-red on the skin of the neck and trunk. They are covered with branlike scales. Intensive dyeing is observed in treatment with aniline dyes. There are depigmentated spots on the other parts.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 22.


A woman aged 45, a baker. She complains of itching, burning sensation, edema in the interdigital folds of both hands. She considers herself to be ill for 1-1.5 months when spotted eruptions, vesicles appeared in the interdigital folds of the second, third, fourth and fifth fingers of both hands. She painted the foci of affection with iodine tincture, corinden, stealar, often washed hands, using children’s soap, but the condition gradually aggravated and fissures, edema developed. She is ill with diabetes mellitus.


On examination vesicles, blisters, erosious surfaces, fissures, weeping foci are observed in the interdigital folds of both hands against the background of roseolous and erithematous spots. The scraps of macerated epiderma of pearl colour are seen at periphery of erosions. Mucous membranes of the tongue are covered with white coating.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 23.


A woman aged 42, a waitress complains of pains, edema, nodes, ulcers on the skin of the lower extremities. She has been ill for 3 years when she first noticed violet spots accompanied by burning sensation. Later the nodes appeared on the same parts of the skin, but in summer they disappeared arising again in autumn or winter. Last month the unhealing ulcers developed at the sites of nodes. The patient has varicose complexes on the calf.


On examination the real process is observed to be located on the both calves and is represented by flat, extensive, soft infiltrates of cyanotic-red colour which ulcerated in many places. The ulcers are round, oval and of irregular shape with undermined edges, their fundus is of bloody-yellow colour and covered with flaccid granulations of grey colour, which fuse with atrophic pigmented scars. There are twisting dilated veins of cyanotic colour on the lateral surfaces of the calf.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 24.


A woman aged 56, a pensioner. She complains of itching and eruptions on both cheeks which developed a year ago. At first she didn’t worry about them, but then they increased in size and number, began to bleed and cover with crusts. The process aggravated in washing of the face. Her brother is ill with lung tuberculosis. 


On examination the process is located symmetrically on both cheeks. The main element is soft pasty tubercles which fuse with each other on some areas, forming diffuse infiltrates of soft consistency. On pressing the tubercle with the microscopic glass its colour changes from red-pink to yellow-brown semitransparent and easily penetrated into it.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 25.


A man aged 21, a worker. He complains of weakness, sweating, high temperature, ulcers on the neck, upper part of the trunk and scars on the same places. These symptoms developed approximately 1-1.5 years ago when weakness, cough developed and there were nodes on the neck, upper part of the trunk. They gradually increased in size, the skin changed its colour becoming pink, red, cyanotic - red. After softening they opened with a little amount of pus and crusts, scars appeared. His mother and elder brother were treated for skin tuberculosis and registered at the  regional tuberculous dispensary. 


On examination ulcers, scars are observed on the neck and upper part of the trunk. The first of them were of irregular and round shape, the edges were soft, pasty, undermined, thin, of blue-red colour, fundus was dirty-grey and covered with flaccid granulations. The ulcers are from 0.5x1.0 to 1.5x2.5 in size. The scars are hypertrophic, irregular, bridge-like as intersections, adhered to the surrounding tissue, there are fistulas which connect separate nodes and scars. Mantoux test is positive.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 26.

   A  man  aged  39, an employee. He complains of eruptions on the face, red border of the lower lip and suffers from lung tuberculosis. He was treated at the in-patient department and now he is registered at the tuberculous dispensary. Pirquet’s and Mantoux tests are positive. There appeared eruptions on the lower lip two weeks ago. He treated himself with antiinflammatory corticosteroid ointments without effect. 


On examination there were two painful ulcers with soft scallops undermined pinkish borders on the lower lip. The fundus is irregular, granular, covered with seropurulent film and flaccid yellowish bloody grain-like granulations are seen through it. At periphery there are yellowish tubercles sized of a pin head in the centre of which there are caseous degenerations (Grals grains).


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 27.


A woman aged 45, from the village Vilkovo works at the fish-factory as a fishcutter. She complains of eruptions on the face. She was treated by herself with different ointments without any effect and by quack, extrasensor also without success. 
On examination there are numerous nodes of different size on the cheeks, floor of the auricles, forehead, chin. In fusing some of them form tumor-like infiltrates of cyanotic-red colour with irregular, uneven, shining surface. There are ulcerous surfaces on the floor of the auricles, chin and in their centre; submandible and cervical lymph nodes are enlarged to the size of a cherry or small nut of solidly-elastic consistancy, painless and mobile. The loss of taction, sensation of pain and temperature are observed on these foci. The temperature is subfebrile.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 28.


A woman with the girl of 7. She complains of appearance of the bleb, the straw-colored crust appeared in 3-4 days which the mother began to sponge with sulfanilamide emulsion. But there was no effect, new eruptions developed on the cheeks and the mother had to consult a physician. 


On examination there are stratified crusts of yellow colour on the skin of the chin.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 29.


A man aged 35, a worker. He complains of eruptions on the face: nasolabial triangle, cheeks, chin. The eruptions are painful with slight itching, sometimes they are accompanied by pricking sensation and strain. He has been ill for 2-3 years when at first the purulent vesicles developed around the red edge of the lips; the eruptions quickly dry up into purulent crusts. The process slowly spread to the new areas. He  treated himself with different ointments, made the powders from antibiotics and put them on the foci of affection at night but there was no positive effect. Gastritis, cholecystitis are concomitant diseases. 


On examination there are pustular elements with hair in the centre, hypertrophic scars, crusts of hemorrhagic character of dirty-grey colour on the face, back and chest against  the background of hyperemia.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 30.


A man aged 27, a worker. He complains of itching, burning sensation on the trunk, buttocks. He has been ill for 2 weeks. He attributes the appearance of the disease to the use of new T-shirt which he has bought at the market. On the 4-5 th day after its use the red spot developed on the skin of the trunk. To eliminate it the patient washed with soap and loofah, sponged the spot with eau-de-Cologne; but it began to increase, new spots, burning sensation and itching first appeared on the trunk, then on the buttocks. 


On examination there are infiltrated spotted eruptions of pink-red colour, round, oval and irregular shape and of small size on the skin of the back, chest, abdomen, buttocks. One of them (on the chest) is of 2.5x3.0 cm in diameter. The epiderma is thin, like rice-paper and covered with small grey scales in the centre of these spots. There is no desquamation at periphery of these spots.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 31.


A  woman  aged 45, a house-wife. She complains of eruptions on the lower lip,  mucous membrane of the oral cavity. She attributes the appearance of the disease to the history of catarrhal disease accompanied by high temperature. The same attacks lasted about 2 months.


On examination there are groups of vesicles on the inflammatory and edematous base full of serous contents on the red border of lower lip and inner surface of the oral cavity. Tenderness, submandibular lymph nodes sized of a pea are observed on palpation. The temperature is normal.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 32.


A man aged 63, a pensioner. He complains of eruptions on the right part of the chest accompanied by severe pain. They developed some days ago. The patient treated himself (he sponged the foci of affection with eau-de-Cologne, alcohol and painted with iodine). He is ill with diabetes mellitus.


On examination there are 4 groups of vesicles full of serous liquid which are located in a line along the intercostal nerve on the right part of the chest at the 7-8th rib level against the background of edema and infiltration. Some of them opened, forming erosions. Acute tenderness is observed on palpation.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 33.


A boy aged 12, a pupil. He complains of eruptions on the back of the hands. He was treated by quack without positive effect. On the contrary - the number of eruptions gradually increased. He has been ill for 1 year.


On examination there are miliary and lenticular nodes of hemispheric shape, flesh-colored, solid, painless, of noninflammatory character with flat or rough surface on the back of both hands and the surface of the third and fifth fingers.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 34.


A woman with a boy of 11. She stated that her son complained of itching, especially  at night and eruptions on the hands, trunk and abdomen. He has been ill for 

5 days. There were no such signs before.


On examination there were paired vesiculous elements, scratches, excoriations on the skin of the trunk, in the axillary fossae, interdigital folds of the hands and abdomen.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 35.


A man aged 45, an accountant. He complains of weakness, bad general state, the development of painful ulcers in the oral cavity, vesicles  on the skin of the trunk. He  fell ill suddenly when eruptions appeared in the oral cavity. He was treated by a dentist with rinses without any effect. The eruptions appeared on the trunk in 1 - 1.5 weeks and the dentist advised him to consult a dermatologist.


On examination there are small painful erosions on the mucous membrane of the oral cavity. There are unstrained pear-shaped vesicles with thin walls, flaccid tegmen sized from a cherry pit to harricot bean full of semitransparent serous liquid on the skin of one part of trunk. Some of them opened forming erosions with weepings. Nikolsky’s symptom is positive.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 36.


A man aged 65, a pensioner. He complains of eruptions as vesicles, nodes accompanied by severe itching and burning sensation on the extremities. He has been ill for 2 weeks. He treated himself with powders (sulfanilamide, synthomycin emulsion) without positive effect. On the contrary, - new eruptions appeared on the shoulders, back, buttocks. The general state is satisfactory. 


On examination there are groups of vesicles, nodes, blisters, spots on the skin of the neck, trunk, upper limbs, lumbar region. A part of vesicles opened forming erosions. There are crusts, scratches, excoriations. Nikolsky’s symptom is negative.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 37.


A woman aged 51, an accountant. She complains of eruptions on the trunk right thigh accompanied by severe itching. She likes to temper herself with cold shower and rub downs. She often falls ill with tonsillitis. She noticed the disease 1.5 month ago when the spot of cyanotic-red colour with pasty consistency appeared on the skin of abdomen. In 2 weeks the spot became “hard”, solid. She is ill with chronic tonsillitis and has a disease of the thyroid.


On examination there are indurations sized 2.5x1.5 and 1.5x1.0 cm of yellow-pink colour with peripheric violet border of oval shape with retraction in the centre on the skin of abdomen and right thigh. The thick woodish induration of the skin which tightly adhered to underlying tissues is observed. On palpation turgor is reduced, the pattern is smoothed out, there is no hair in the foci of affection.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 38.


A woman aged 50, a member of a collective farm. She has been ill for 2 years. The process is gradually spreading. She complains of eruptions on the face which appeared in summer and are accompanied by burning and creeping sensation on the foci of affection. She attributes the appearance of the disease to a long exposure to the sun. She treated herself with different ointments without positive effect.


On examination the foci like “the butterfly’s wings” are located on the skin of the bridge of the nose, cheeks and red border of lips. The borders of infiltrated erythema are clearly outlined, of cyanotic - red colour and covered with horny tightly located scales which fused with ostium of hair follicles. The skin atrophy is clearly seen in the centre of these spots, the teleangiectases are seen at periphery.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 39.


A man aged 73, a pensioner. He has been ill for 3 years. He complains of ulcer on the skin of the right wing of the nose. Lately the ulcer has become painful and covered with bloody crust. It bleeds slightly on removal. He didn’t consult a physician. He covered the focus of affection with the children’s cream.


On examination there is an ulcer sized of a pin head, covered with hemorrhagic crust on the skin of the right wing of the nose, the ulcer bleeds on removal of this crust, the edges are undermined, irregular; the fundus is warty vegetations of dirty-yellow colour and there is infiltrate around it.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 40.


A woman aged 69, a pensioner, has been ill for 4 years. She complains of the skin affection of the right lower eyelid which is accompanied by slight itching, a pricking sensation. She tried to remove this “nodule” by cauterization, eau-de-Cologne, iodine tincture but there was no positive effect. On the contrary, a small  ulcer developed in the centre of affection which was covered with a brown crust. In removing this crust, an ulcerous bleeding surface was revealed.


Examination revealed a small ulcer as large as a pin-head on the skin of the lower lip covered by hemorrhagic crust. The base of the ulcer is solid. There are shiny, whitish round formations (of pearl colour) at its periphery. The focus of affection is painless, peripheral lymph nodes are not palpated.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 41.


A man aged 41, a driver has been ill for 5 years. He complains of developing tumors at the site of surgical removal of the tumor of more marked size. Soon a new growth larger in size appeared at the site of excision. Examination of the skin of the back revealed hypertrophic tumorous formations with smooth surface of spherical, oval and oblongatal shape, and of pale-pink or whitish colour. Processes of different shape spread from the lateral surfaces of some elements. Some of them resemble a claw of the crawfish.


What is your initial diagnosis, its groundation, which diseases should this dermatosis be differentiated with, what additional investigations should be performed to make a final diagnosis and administer proper etiological and pathogenetic therapy? Plan medical and prophylactic measures. Write out prescriptions and give recommendations to the patient after complex recovery.

Task 42.


A man aged 27, a sailor. He is a bachelor. He complains of a nontender small ulcer on his penis which developed 12 days ago. He was self-treated (lubrication with lanoline cream). Inguinal lymph nodes enlarged 3 days ago. He had a sexual intercourse with a stranger a month ago.


Objective examination revealed inflammatory unchanged painless oval ulcer 1.5x1.5 cm, with solid saucer-like edges on the inner layer of the prepuce and sebaceous base. On the right the sexual lymph nodes are enlarged to 1.0x1.0 cm, they are mobile, painless, solidly-elastic, the skin is inflammatory unchanged over them.


The initial grounded diagnosis. Differential diagnosis, additional investigations, medical and prophylactic measures. Necessary recommendations to the patient.

Task 43.


A man aged 30, a builder, complains of ulcers on his penis which developed a fortnight ago. He had a sexual intercourse with a stranger about 1-1.5 month ago.


The examination revealed a round painless ulcer 1x1.5 cm in size in the sulcus behind the penis head. A solid infiltrate was palpated in its base. an enlarged lymph node was seen in the right inguinal area, it was 1.5x1.5 cm in size, painless, mobile, solidly-elastic. The skin colour was inflammatory unchanged over them.


The initial grounded diagnosis. Differential diagnosis, additional investigations, medical and prophylactic measures. Necessary recommendations to the patient.

Task 44.


A man aged 39, a sailor, complains of tenderness, skin edema on the prepuce. He has been ill for 2 days when he first noticed change of the colour and edema in this area. He paid attention to a painless erosion on the inner layer of the prepuce about a week ago. He didn’t consult a physician because of absence of pain and began self-treatment. He made baths with solution of potassium permanganate.


The examination revealed that the penis head was enlarged, edematous. The free edge of the prepuce as a running knot is edematous, thickened in the sulcus behind the head; it squeezed the penis head and it was impossible to reduce it. The inguinal lymph nodes on the right were 1.0x1.5 cm, nontender, mobile, of solidly-elastic consistency.


The initial grounded diagnosis. Differential diagnosis, additional investigations, medical and prophylactic measures. Necessary recommendations to the patient.

Task 45.


A man aged 24, a driver, complains of edema, tenderness and impossibility to bare the glans penis.


The disease began 2-3 days ago. The skin of the penis has changed its colour - it became red and edematous. He has a lot of sexual intercourses with strangers.


The examination revealed that the skin of the penis is bright red, edematous and tender. The glans penis is bright red, edematous and tender. The glans penis is incarcerated by the phimotic prepuce, its free edge is thickened, edematous. The inguinal lymph nodes on the left are enlarged to 1.0x1.5 cm, nontender, solidly-elastic, mobile, their surface is smooth.


The initial grounded diagnosis. Differential diagnosis, additional investigations, medical and prophylactic measures. Necessary recommendations to the patient.

Task 46.


A man aged 31, a builder, complains of eruptions on the trunk which appeared 2 weeks ago. He consulted a therapist at the district polyclinic. The diagnosis was allergic dermatitis. He was prescribed 5% zinc ointment. However, his condition didn’t improve, new eruptions appeared but they were not accompanied by itching and inflammatory signs.


On examination there were numerous roseolous pink-red eruptions of the round shape with clear outlines on the skin of the trunk. They didn’t scale. Polyadenitis was determined. The lymph nodes are enlarged to the size of a cherry, painless, solidly-elastic, not adhered to the surrounding tissue.


The initial grounded diagnosis. Differential diagnosis, additional investigations, medical and prophylactic measures. Necessary recommendations to the patient.

Task 47.


A man aged 36, an engineer complains of eruptions on the palms, soles, around the anus which he noticed a few days ago. They are nontender, without itching.


On examination there are numerous lenticular papules of dark-red colour on the skin of the palms and soles covered by horny scales. They are solid, painless. There are erosive papules at the anus, they are solid, from a pea to a 1-copeck coin in size, located on a broad base. Polyadenitis is determined.


The initial grounded diagnosis. Differential diagnosis, additional investigations, medical and prophylactic measures. Necessary recommendations to the patient.

Task 48.


A man aged 42, a house-painter, complains of hair loss on the scalp which he noted a week ago as well as spots on the skin of the trunk. There are no subjective sensations.


On examination there are fine foci of thinning and hair loss from 1 to 2 copeck coin in size and of round shape on the scalp. The skin of the foci is normal in colour, there are no desquamation and itching in their area. There are single lenticular papules of solidly-elastic consistency located in groups on the skin of the trunk.


The initial grounded diagnosis. Differential diagnosis, additional investigations, medical and prophylactic measures. Necessary recommendations to the patient.

Task 49.


A man aged 38, a carpenter, complains of eruptions on the back which appeared about 3 months ago. A few years ago he noticed spots on the trunk which alternatively appeared and disappeared but were not accompanied by tenderness and itching. He didn’t consult a physician.


On examination there are grouped nontender tubercles of solid consistency on the skin of the back. There are mosaic scars on the other parts of the skin. They are located at different depth and there are no new tubercles on them.


Your initial grounded diagnosis. Differential diagnosis, additional investigations, medical and prophylactic measures. Necessary recommendations to the patient.

Task 50.


A boy aged 11, has no complaints. He is mentally and physically retarded in comparison with children of the same age.


Examination revealed that his physical development didn’t correspond to his age, buttock-like skull, sable nose, a high-vaulted palate, semilunar edge of the teeth.


Your initial grounded diagnosis. What diseases should the disease of this child be differentiated with?
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