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This 56 year old man has a history of headaches, jaw
claudication and recent onset of blindness in his left eye.
Sed rate is 110. He has:

A. Ergot poisoning.

B. Cholesterol emboli.
C. Temporal arteritis.
D. Scleroderma.

E. Mucormycosis.

Varicella associated.
GCA complex = Cranial arteritis; Aortic arch syndrome;
Fever/wasting syndrome (FUO); Polymyalgia rheumatica.




This patient missed his vaccine due at age:
A. 45
B. 50
C. 55
D. 60
E. 65

He must see a (an):
A. neurologist.

B. opthalmologist.

C. cardiologist.

D. gastroenterologist.
E. surgeon.




This 60 y/o male patient would most likely have which of the
following as a pathogen?

A. Pseudomonas

B. Group B streptococcus*

C. Listeria

D. Pneumococcus

E. Staphylococcus epidermidis

This skin condition, erysipelas, may rarely
lead to septicemia, thrombophlebitis,
septic arthritis, osteomyelitis, and
endocarditis. Involves the lymphatics with
scarring and chronic lymphedema.

*more likely pyogenes/beta hemolytic Streptococcus



This patient is susceptible to:

A. psoriasis.

B. rheumatic fever.

C. vasculitis.

D. Celiac disease

E. membranoproliferative
glomerulonephritis.

Also susceptible to PSGN and scarlet fever
and reactive arthritis. Culture if MRSA suspected.




This patient has antithyroid
antibodies. This Is:

A. alopecia areata.
B. psoriasis.

« C. tinea.

* D. lichen planus.

* E. syphilis.

Search for Hashimoto’s or
Addison’s or other B8, Q2, Q3,
DRB1, DR3, DR4, DR8 diseases.




This patient who works in the electronics industry presents with
paresthesias, abdominal pain, fingernail changes, and the below
findings. He may well have poisoning from :

A. lead.

B. chromium.

C. arsenic.

D. thallium.

E. zinc.

medscape



This woman was placed on piroxicam
three weeks ago. She has 20% of her
body involved with erythema and
targetoid lesions. Her dermatitis was
preceeded by fever, chills, headache
and Gl upset. Labs show anemia and
neutropenia. Which is most likely
present?

A. Erythema Multiforme

B. Kawasaki's disease

C. SJS/Toxic Epidermal Necrolysis
D. Systemic Lupus Erythematosis.

E. Staphylococcal Scalded Skin
Syndrome

SJS/TEN are almost invariably due to drugs. D/D includes
DRESS, SSSS, STSS, cutaneous T cell lymphoma, EM,

and Kawasaki’s. SJS typically starts on the trunk, and TEN
on the head and neck, but both tend to mucosal involvement.



Drugs causing SJS/TEN 7.

Drugs: West: 1. oxicam NSAIDs, ie perioxicam (Feldene)
2. sulfas (penicillins)

East: 1. carbamazepine (Tegretol) — HLA - B*1502
2. allopurinol — HLA - B*5801

The Fas ligand, a member of the TNF family, binds to the
receptor (FasR) creating cell death. Granzyme B from
cytotoxic T cells (CD8) also plays a role, as does
granulysin.
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This woman with an elevated CPK has a chief
complaint of:

A. Itching.

B. joint pain.

C. muscle weakness.
D. cold fingers.

E. vomiting.

Medscape

Remember the association with ovarian, breast, Gl and lung cancer!
May be drug induced — ie. hydroxyurea, penicillamine, statins,
cyclophosphamide, etanercept



What is the conjectured cause* of this condition?
A. Demodex mite (Bacillus olernius)

B. Corynebacterium
C. Pityrosporum

D. Borrelia

E. Tinea
Connected to Gl diseases.
Many have SIBO** and
respond to rifaximin.

Painting by Ghirlandaio

What would you tell this patient?

~ Keratopathy. Corneal melting! Corneal

vascularization and thinning. Associated with PD, and
amiodarone. Increased CAD,HTN, dyslipidemia, thyroid
cancer, GERD and respiratory disease.

. F T
flushing, pustules, papules,
and telangiectasis

What are the CaUSGS Of ﬂUSh'”g? *pathogen activated enzyme cathelicidin LL-37.

**Small intestional bacterial overgrowth


http://en.wikipedia.org/wiki/File:Domenico_ghirlandaio,_ritratto_di_nonno_con_nipote.jpg
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This patient has watery diarrhea.
What is the cause of this patient’s
Condition?

A. Fever

B. Ache Rosacea

C. Carcinoid* (5HIAA)

D. Erethism (Mad Hatter Disease)

E. Drugs (niacin)

F. Autonomic epilepsy (sympathetic or para)
G. Alcohol (chlorpropamide)

H. Menopausal

|. Mastocytosis* (tryptase, histamine, PD2)
J. Medullary cancer* (calcitonin)

L. Pheochromocytoma* (Chromogranin A)
M. Panic attacks

*also may present with flushing, dyspepsia, abd pain, MSK pain,
and hypotension.
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This patient with neutropenia is found to have splenomegaly.
He also may have all except (a):

A. elevated C-reactive protein.
B. anti-CCP* antibodies.

C. vasculitis.

D. symmetrical arthritis.

E. scarletiniform rash.

* Anti-cyclic citrullinated protein.  Felty’s syndrome



This 23 y/o with excessive salivation, emotional lability,
masklike facies, and difficulty speaking would also be
expected to have elevated:

A. BUN and creatinine.
B. protime.

C. WBC.

D. eosinophils.

E. mast cells.
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Neurological, psychological and hepatic involvement. Low serum
ceruloplasmin with high urinary copper excretion. Low alkaline phosphatase.
Treatment is D-penicillamine.



A 55 y/o hospital maintenance
man recently splashed some
wash water into his eyes while
cleaning a patient’s room.

A. Pneumococcus

B. Pseudomonas

C. Meningococcus

D. Peptostreptococcus
E. E coli

Can be endogenous (sepsis) or exogenous as in this case. Histologic exam in pseudomonal
infections can show a vascular necrosis typically with few inflammatory cells and a blue

haze” around the vessel caused by the collection of organisms. Pseudomonas may produce
a sweet 0do. rSource: Medscape



These patients with dysarthria, choreoathetosis, hypotonia, and the
following have:

A. a tendency to develop lymphoma (Louis-Bar syndrome).
B. large granules in the PMNs (Chediak Higashi syndrome).
C. thrombocytopenia and eczema (Wiskott Aldrich syndrome).
D. hyper IgE Syndrome (Job’s disease).

E. GU infections.

ATM gene (autosomal recessive) — partial B and T cell deficiency. Defective
kinase that feeds down to P53 and BRAC 1 = tendency to lymphomas and

breast cancer. Decreased IgA and IgG = sino-pulmonary infections. High
amounts of AFP.



This triathlon participant presents with a two phase disease
characterized by meningismus, elevated BUN, creatinine and
findings as seen with a history of preceding fever, headache,
myalgias and vomiting with diarrhea. She re-experiences her
symptoms 6 hours after being treated with penicillin. On
evaluation, one would expect to find:

A. spirochete.

B. parasite. | | | |
C.f Tissue biopsy with Warthin —
' l-mgus' Starry silver stain
D. virus. s 4 _
E. bacteria. Lol I
L) -l( P
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Gram negatives with lengthwise flagella = BLT.
Spread by animals including rats which can spread Streptobacillus & Spirillum


http://catalog.nucleusinc.com/enlargeexhibit.php?ID=8998
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This 45 year old patient presents with itching. There
IS hepatomegaly and an elevated IgM. She has
Raynaud’s and arthritis. What would be rare in this
satient? g

A. Sicca syndrome

B. Anti-Sm antibodies
C. Elevated AP

D. Hyperlipidemia

E. Pruritis

Xanthelasma in lipid disorders, DM, IR, cirrhosis, histiocytic diseases, and
hypothyroidism.



This woman has a B cell ymphoma. She
probably has:

A. acquired C1 esterase deficiency.

B. cholinergic urticaria.

C. type 1 IgE reaction.

D. psoriasis.

E. shingles.

What is the cause of the edema?
What is the screening blood test?
How do you differentiate HAE from AAE?




Angioedema*

« Cause: Bradykinin
« Screen with C4

* Decreased ClI level points to acquired C1
esterase deficiency rather than the hereditary

type (The acquired is new and the body can’t keep up with
production!)

*Triggering factors, such as local trauma or stress, activate the classic pathway, cleave high-molecular weight
kininogen in the contact system, and generate plasmin, all leading to the release of vasoactive peptides that cause
angioedema.

Treat with bradykinin B2-receptor antagonist, Icatabant



What is the reason for hypercalcemia in these patients with high
ACE levels?

A. Receptor activator of NF-kB ligand
B. Alpha-1-hydroxylase production

C. Interleukin 1, 6, and 8
D. PTH-like hormone

E. Bone mets

Lupus pernio usually indicates involvement of kespirétory tract , liver and bone.
Lofgren’s syndrome — arthritis, EN, and bilateral hilar adenopathy.



This patient has a tremor and was asked to smile. The cause
of this rash is:

A. Monilia.

B. Malassezia furfur
C. Coxsackie Al6.
D. Streptococcus.
E. Staphylococcus.

TRAMPS,



This man jammed his glasses on a door. He is found to have
fatigue, dyspnea, edema and CTS. Lab shows high alk phos
and proteinuria. He probably has:

A. heliotrope discoloration. o i or facoon Slgh”* 0
B. sarcoidosis. L Wl
C. AL amyloidosis.

D. rosacea.
E. erysipelas.
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*Also seen with basilar skull fractures, rhinoplasty, trigeminal autonomic neuropathy, etc.
Binding of amyloid fibrils to factor X in the spleen causes the bleeding.



This AIDS patient is from Phoenix. He has had a
cough with fevers and lymphadenopathy. His CD4
count is 75. He most likely has:

A. basal cell nevus syndrome.
B. coccidioidomycosis.

C. sarcoidosis.

D. amyloidosis.

E. chromomycosis.

What was the portal of entry? Also
disseminates to bone and meninges.

If this HIV patient had been from Vancouver and exposed to
pigeons, the diagnosis might have been Cryptococcus gatti.



This picture of an AIDS patient is most compatible with:
A. sarcoidosis. B. leprosy. C. lupus vulgaris. D. DLE.
E. chronic mucocutaneous candidiasis.

What else may be associated with this entity?



Chronic Mucocutaneous Candidiasis (CMC)

« Selective T cell or CMI defect with B cell immunity intact.
(Decreased IFNy and IL2 with increased 1L10)

« Associated with Autoimmune Polyendocrine Syndrome
1* which consist of CMC, hypoparathyroidism and

Addison’s disease (hypocalcemia, hypotension,
hypoglycemia).

Peeisy
iz A

*Includes ectodermal dysplasia as with Michael Berryman



This teen presented with preceding fever, cephalgia, and rhinorrhea.
Her mother may develop:

A. Erythema nodosum

B. Gout

C. Aplastic anemia

D. Pneumonia

E. Renal failure

This ssDNA virus can also produce the glove and stocking purpuric syndrome.



It is winter time In NY and this patient presents with
chest and joint pains. History is positive for
photosensitivity. PE reveals a pleural/pericardial rub.

This IS:
A. rosacea.

B. seborrheic
dermatitis.

C. acne.

D. SLE.

E. polymorphous
light eruption.

: . ) o \SLE from Medicine
The 11 criterion = B, O, R; N, with DgermA titiS, Net.com



This cocaine abuser may well have cutaneous necrosis
from use of cocaine cut with:

A. vinyl chloride.

B. carbon tetrachloride.
C. polychlorinated biphenols.
D. Levamisole.
E. Benzene.

Has P-ANCA and anti-human
neutrophil elastase. Thrombosis
with or without vasculitis.



What do these lesions have in common?
All are:

. malignant.
. benign.

. Infectious.
. hereditary.
unrelated.

moQOm®@x>




This AIDS patient’s lesions look like pyogenic
granulomas but are caused by:

A. Pasteurella m.

B. Capnocytophagia c.
C. Ehrlichia c.

D. Bartonella h. or q.

E. Human herpes type 8.




This patient drinks well water and lives next to an industrialized
farming operatioin. What test should reveal the cause of this
patient’s cyanosis?

A. hemoglobin electrophoresis.
B. reticulocyte count.

C. bubble O, into the blood tube.
D. serum and urinary copper.

2 3

4
medscape

“chocolate brown hemoglobinuria’ with
ferric/Fe3* (oxidized Hb). Mixed with O,
“Saturation gap” characterized by pulse ox O2 measurement (carrying

capacity), and ABG measuring plasma dissolved O2 content/PO2.
Thus, pulse ox will be lower than ABG.




This man developed a dental abscess which led to a
draining sinus showing organisms cemented together
with calcium phosphate. He has: |

A. syphilis.

B. Kaposi's sarcoma.
C. " Lumpy Jaw".

D. Acinetobacter.

E. Aeromonas.

Gm +, filamentous, nonacid fast, anaerobic bacteria,
Actinomyces israelii . “Sulfur granules” Also reported with 1UDs.



This patient has fever, myalgias, pathergy and CML with
neutrophilic infiltration of the skin and a gross, rippled,
mammilated, “relief map” appearance to the lesions. This is:

. Acute Generalized Exanthematous Pustulosis.
pyoderma gangrenosum.
. Sweets syndrome.

. Behcets disease.
sarcoid.

moow>

AFND — an IL8 (CXCL8/NCF) disease. Other diseases related to Sweet’s: IBD,
pregnancy, Hashimoto’s, Sjogrens, Gl infections, solid tumors of GU tract, breast

and colon, and drugs, 50% idiopathic. May proceed leukemia by 3-6 mo. May be
drug induced. Treatment: steroids, dapsone, underlying condition.



Differential of pustular rash with fever

Cutaneous infection Looks like they all have pathergy!
Behcet disease IL8 or CXCLS8 or neutrophil
chemotactic factor would be

Pyoderma gangrenosum) ) :
involved in all. == »

Sweet syndrome
Cutaneous drug reaction
Eosinophilic folliculitis
Varicella

Acute Generalized
exanthematous pustulosis
(AGEP)

Disseminated gonococcemia
Secondary syphilis

Deep fungal infections
Pustular psoriasis




This woman is on BCPs, has hepatitis C and has an elevated
ALT. The man complains of increased temporal hair growth
and has been exposed to polychlorinated aromatic
hydrocarbons. What do they have?

A. HUD deficiency

B. Low hepatic iron
C. High ACE levels

D. Diabetes

E. Congenital disease

What else produces this deficiency? What happens to the urine in black light?



Acute Intermittant Porphyria
characterized by:

Autosomal dominant phorphobilinogen deaminase deficiency
Urine turns port-wine with standing in light

Occurrence in the luteal phase by progesterone

Screen with urine phorphobilinogen
Tachycardia, hypertension, constipation
Neuropathies, seizures and psychosis
Muscle weakness
Recurrent abdominal pains
Precipitation by low carbs
10 Negative CTs and MRIs
11.Hyponatremia (SIADH)
12.High T4

©00NOOhWNE




This patient with recurrent nosebleeds and a
history of Gl bleeds has had a recent TIA. He may
also be found to have (a):

A. portal vein thrombosis.
B. colon cancer.

C. coin lesion on chest Xray.
D. renal cell cancer.
E. polycythemia.

AVMs in Gl, liver, lungs and brain

What is the D/D for telangiectasia?



Drugs Can Help Make A Real Painful Telangiectasia
Drugs (estrogens, steroids)

Can (Carcinoid, CREST syndrome, Cirrhosis, congenital
or developmental AVMSs)

Help (Hereditary Hemorrhagic Telangiectasia)

Make (Mastocytosis/Urticaria Pigmentosa)

A (Ataxia Telangiectasia)

Real (Rosacea)

Painful (Physical agents/trauma,
Xray, varlcose velns)




“Cutaneous Manifestations”
Part |l - Las Vegas



This man likely has:

A. abnormality in the synthesis of collagen.
B. arthritis of the hips and lumbar spine.

C. acne rosacea.

D. gout.
E. stridor.

# 4 Fye inflammation

He is also subject to episcleritis — antibodies to type Il collagen. HLA-DRA4.
Associated with CVD, vasculitis and myelodysplastic syndromes. Dx = at
least three of the following: bilateral auricular chondritis, nonerosive
seronegative polyarthritis, nasal chondritis, ocular inflammation, respiratory
chondritis, and audiovestibular damage. (I1gG4-RD)


http://radiology.rsna.org/content/240/2/565/F5.large.jpg
http://radiology.rsna.org/content/240/2/565/F5.large.jpg

This Turkish patient with meningoencephalitis, iritis, arthritis and a
history of phlebitis is HLA-B51 positive. What else may be true?

A. UC
B. Old age
C. Pathergy

D. Common in US
E. CAD

apthous ulcers

Causes: strep sanguis, herpes, bowel flora.
Vasculitis of all size blood vessels.
Another of the IL 8 diseases.




This is acrodermatitis enteropathica and is related to deficiency of:

A. manganese.
B. copper.

C. Zinc.

D. selenium.
E. chromium.

Zinc is found especially in meat, fish and shellfish. Its deficiency produces decreased immunity, growth

failure, hypogonadism, abnormal taste and smell, abnormal hair growth. Alk phos low in Zinc deficiency —
is a zinc dependent enzyme.

Deficiency of M = wt loss and derm; Cu = hm anemia; Se = cardiomyo; Ch = g intolerance.



This patient with diabetes, weight loss, alopecia, diarrhea, glossitis,
anemia, a prior DVT and the findings as shown has:

A. pernicious anemia “
B. glucagonoma.

C. Whipple’s disease.
D. Sweet’s syndrome.
E. Scarlet fever.

Pathogenesis involves deficiency of AAs, FFAs, and zinc. 4D syndrome = diabetes,
dermatitis, DVT, depression.

NME = necrolysis of the outer layer of the epidermis due to high glucagon levels, low
AA levels and low zinc levels produces erosive annular plaques. The rash migrates
and desquamates.



This AIDS patient from Cincinnati spends a lot of time in the
park with the pigeons. He presents with fever,

hepatosplenomegaly and pancytopenia. He most likely
has disseminated:

A. Herpes.

B. histoplasmosis.
C. varicella.

D. Enterovirus.

E. Cryptococcus.




1. Histoplasmosis™ - Ocular Histoplasmosis syndrome
2. Cryptococcosis™**
3. Psittacosis and Toxoplasmosis - rare

*Also found in bats, caves and chicken coups.
**also found in soil, contaiminated fruits and vegetables OHS



This lung cancer patient who has been receiving radiation
therapy is on a tea and toast diet and complains of myalgias.
History is positive for soft tissue bleeding. Hb is 8 gm. He is
deficient in vitamin:

A. B6

ADAM.

“Corkscrew hairs”



These patients have CD4 T

lymphocyte counts of less than
500 cells/mm3. What is this?

A. Kaposi’s Sarcoma
B. Strept

C. Mononucleosis
D. Pemphigus

E. Hand, foot and mouth disease

HHV 8 tends to invade endothelial cells. 5 types from Mediterranean to HIV which proceeds
from the feet to the head. Can have visceral involvement.



What is the cause of these presentations?

. Candida
Herpes
. HV-8

. HPV

E. EBV

OO0 w>

Candida
. HV-1
. HV-8
. HPV-16
E. EBV

Unw>‘,



These patients have an increased risk of:

A. Melena and intussusception.
B. Adenomatous polyps.

C. Epistaxis.
D. Halitosis.
E. Oral ulcers.

Medicine Net.com

STK gene mutation (autosomal dominant) - Hamartomatous polyps.
Increased chance of cancer of colon, pancreatic cancer in men; and
ovary, breast and endometrial in women.



A patient reports increasing hat size and a family history of thyroid,
breast, endometrial and renal cancer. This patient has a “pebbly
tongue”, facial papules, and umbilicated palmar papules. He also
has a PTEN gene deletion (Phosphatase and Tensin homolog: tumor
suppressor). This is:

A. Gardners syndrome.

B. neurofibromatosis.

C. Torres syndrome.

D. Cowdens syndrome.

E. Multiple Mucosal Neuroma
syndrome.

Autosomal dominant — trichilemmonas
(neoplasm of the follicular epithelium) -
another hamartomatous syndrome.




These patients presented with peau d’orange skin and angioid streaks
in the retina. What Gl findings would be expected?
A. Diarrhea B. Malabsorption C. gastric hemorrhage D.IBS E.IBD

The most frequent 2
CV presentation in this disease is:

A. angina. B.intermittant claudication. C. amaurosis fugax.
D. intestinal angina. E. TIAs.

PXE — “Plucked chicken” and “Moroccan leather”. Abnormal ABC C6 (ATP binding cassette
protein) transport protein (cell membrane transporter). Elastic tissue swells, fragments and

becomes calcified with occlusion or splitting of the vessel wall or Bruch’s membrane.




This patient has osteomas of the jaw. His father has
colon cancer. What does he have?

A. Lynch syndrome (HNPCC)*

B. Sign of Leser Trélat

C. Sézary syndrome

D. Sister Mary Joseph
nodules

E. Gardner’s syndrome

Sebaceous cysts
FAP - APC gene (autosomal dominant: tumor suppressor gene)

Family should be treated with celecoxib (Celebrex)
*One of the Family Cancer Syndromes along with Li-Fraumeni syndrome



This 18y/o patient presented with ataxia, right hearing loss and loss of the left
corneal reflex. From the following it can be assumed she has:

A. Type 2 neurofibromatosis.
B. Tuberous sclerosis.

C. Toxoplasmosis.

D. Syphilis.

E. Sturge Weber syndrome.

subtle cutaneous schwannoma

NF2 is called central neurofibromatosis and is associated with bilateral vestibular
schwannomas (acoustic neuromas), cutaneous schwannomas, meningioma, glioma,
Posterior subcapsular lenticular opacities (cataracts), but few cutaneous neurofibromas,
no café au lait spots and no mental incompetence.




Neurofibroman gene (NF1 — von Recklinghausen disease) inhibits the RAS
oncogene associated with cutaneous, neurologic and orthopedic problems. Type 1 has
skin findings with café au lait spots, axillary freckling, skeletal dysplasia, and
neurofibromas. Also have optic gliomas and Lisch nodules. complications of NF1 can
include visual loss secondary to optic nerve gliomas, spinal cord tumors, scoliosis,
vascular lesions, and long-bone abnormalities.

" nd.'

e
‘.

il Kz

Crowe’s sign.



This patient has a history positive for syncope and seizures. He
also has subungual fibromas. There is a diastolic murmur at the

mitral area with an extra earlyzdiastolic sound (“plop”). He has:
A. mitral stenosis.

B. tuberus sclerosis.

C. Neurofibromatosis

D. Rheumatic heart disease.
E. Lesch Nyhan syndrome

Facial angiofiboromas. Leathery, pebbly Shagreenqatch. Agiomyolipomas
(kidney) . Cardiac rhabdomyomas. Cortical tubers. Genetics — AD: TS Complex
genes with tumor suppressor activity. A hamartomatous syndrome.


http://en.wikipedia.org/wiki/File:Tuberoese_Sklerose_1J_T2_axial2.png
http://en.wikipedia.org/wiki/File:Tuberoese_Sklerose_1J_T2_axial2.png

These patients with axillary
darkening have:

C. Addison’s disease
D. Vagabond’s disease
E. Hemochromatosis

In females seen mostly with obesity, insulin resistant diabetes, PCOS. Also see with nicotinic
acid, estrogens, steroids, and phenytoin. Also associated with gastric adenocarcinomas,
especially in thin persons. May have lip involvement and be accompanied by skin tags,
multiple seborrheic keratosis and tripe palms.



This patient with uncontrolled diabetes presents with an acute
abdomen. What is the cause of the abdominal pain?

A. Hepatitis

B. GB disease

C. Bowel infarction
D. Pancreatitis

E. Herpes esophagitis

Lipemia retinalis

See also in types |, lll,IVand V
hyperlipidemia

eruptive xanthomas



This coal miner is scheduled for an emergency cholecystectomy. Pre-
op evaluation shows 4+ patellar reflexes and leg weakness. One
should tell the anesthetist to:

A. avoid using general anesthesia.
B. watch for polyarticular gout.
C. avoid flexing the neck.

D. check for history of malignant
hyperthermia.

E. watch for perioperative Ml.

- e

Caplan’s syndrome: rheumatoid nodules of the lungs with pneumoconiosis.
Nodules = fibrinoid necrosis. Rheumatoid nodules = CAD.



What would not be a consideration in these patients
with ascending lesions?

A. Mycobacterium marinum

B. Nocardiosis
C. Sporotrichosis
D. Tularemia

E. Vibrio

LMNOPQRST



These patients either had contact with the animal below or came
from Asia, Africa, or South America. His skin test is positive.

He therefore has:

A. leprosy.

B. Campylobacter.

C. nocardiosis.

D. Pasteurella.

E. Eichenella.

Nasal cartilage

collapse, leonine

facies and loss of

. eyebrows. Hits eyes,
'/ nose, bone and

o U testicle.

“claw hand”
indurated numb area Medscape
medscape

Differentiate tuberculoid from lepromatous leprosy (EN Leprosum —Mycobacterium leprae).
Biopsy = perivascular and perineural granulomatous inflammation with acid fast staining.
Dapsone = Heinz bodies — denatured Hb. Rifampin = orange color of urine, enzyme inducer.



This patient is suffering from a bilateral pneumonia with
bullous myringitis and a dry cough. He has:

A. Herpes.
B. Mycoplasma.
C. coxsackie virus.
D. pemphigus.

E. Rickettsia.

May also develop Mycoplasma associated mucositis



This patient with malaise, fever and
sore throat has acral involvement
with grouped vesicles on his
upper lip. He has:

A. Stevens-Johnson syndrome.
B. TEN.

C. pemphigus.
D. erosive lichen planus.
E. Herpes 1.

thenar eminence



This febrile man from Georgia hiked the Appalacian trail 11
days ago. He has a headache and his rash is on the
scrotum and started on the ankles and wrists before
spreading to the palms and soles. He has:

A. North Carolina Spotless Fever.
B. Rabbit or Lawnmower Fever.
C. Tracker Dog Disease.
D. Lyme Disease.

E. Query Fever.

Name the tick borne diseases



Crimean-Congo Hemorrhagic Fever (virus)
Colorado Tick Fever (virus)

Lyme Disease (spirochete), sorrelia*
Tularemia (bacteria), Tick Borne Encephalitis G
Babesiosis (protozoan) Peripheral smear? ‘ Ixodes.

Ehrlichosis (bacteria-granulocytic anaplasmosis (LST) & monocytic ehrlichiosis)
Paralysis (neurotoxin — ascending paralysis)

Powassan fever

Rocky Mountain Spotted Fever (bacteria)

Relapsing fever (spirochete)- sorrelia hermssii - (vector may also be a louse =

Borrelia recurrentis)

*Borrelia includes miyamotoi



Babesiosis (protozoan) with tetrad forms

urce Center Ixodes scapularis (Blacklegged ticks or Deer ticks) nter Amblyomma americanum (Lone Star ticks)

STARI tick



This menstruating patient with arthralgias, stiff neck,
and the following would also be expected to have:

A. Behcets syndrome.
B. RA.

C. inflammatory DID.

D. perihepatitis.

E. sarcoid.

il

What blood test must you order?



Of the following, which would be most likely in this patient?

A. ACTH test shows cortisol below 20 mcg/dL
B. HLA-B27 positive
C. ANCA positive

D. Immunodeficient
E. Sed rate over 100

He is most prone to develop?



These patients have: “copper red cut ham”
A. scleroderma.

B. syphilis.
C. RMSF.
D. SLE.

E. tinea.

resembles pityriasis

VDRL, RPR for screening and following. FTA-ABS, MHA-TP for confirmation. Biopsy shows
endothelial swelling with lymphoplasmatic infiltrate. Immunostaining may show treponemal
organisms.



This physician intubated a patient without gloves. He now
has:

Pseudomonas.
Eichenella.

. Pastorella.
Serratia.
Herpes 1.

m




This farmer from Wisconsin presents with fever and

productive cough. Portal of entry is usually the:
A. Gl tract.

B. skin.
C. bones.
D. GU tract.

E. respiratory tract.

~




Fungus In vitro (25° C) In vivo (37° C)

.
Blastomyces Mald Yeast
Coccidicides Spherule

Mold
Histoplasma § Yeast
c o O

L O

Paracoccidioides Mold o
Mold

72.



What biochemical abnormality might one expect in these patients?

Histology shows palisaded granulomas.
A. Low uric acid
B. Positive ANA
C. Hypercalcemia
D. High ACE levels

E. Hperlipidemia

I »
e

Can be trauma induced or develop in zoster scars. DM? Can be generalized (non-scaling).



Diffuse skin, Gl, and pulmonary involvement would be

expected in this patient if she were found to have
antibodies to: '

A. UIRNP.

B. CPA.

C. SCI-70*.
D. Jo-1.

E. anti-CCP

rhagades
Scl-70 (topoisomerase |). Calcinosis cutis is also seen in dermatomyositis.

Metastatic calcification = Ca x P > 60. Anti-RNA polymerase Il = renal involvement.






This patient presents with complaints of bilateral wrist, bilateral
ankle(+1) , and a total of three MCP and two PIP joint pains
(+3)over the past 6 weeks(+1). There is synovial thickening at
the wrist. Sed rate is 40(+1) with low positive ACPA(+2). From
the above one can assume that this patient has:

A. Inflammatory osteoarthritis
B. SLE

C. Sarcoid

D. RA

E. Gout




Criteria for RA diagnosis: 6 out of 10 = RA

1. Number and site of involved joints: 1-5 points
2 to 10 large joints = 1 point
1 to 3 small joints = 2 points
4-10 small joints = 3 points

Greater than 10 joints (including at least one small joint) = 5 points

2. Serological abnormality (RF or ACPA): 2-3 points

Low positive (above the upper limit of normal, ULN) = 2 points
High positive (greater than 3 times the ULN) = 3 points

3. Elevated acute phase response (ESR, C-RP): 1 point (above the ULN
=1 point)

4. Symptom duration: 1 point

(at least six weeks = 1 point)



The patients with the following findings, would also be expected
to have:
Gottron’s papules.

discoid lesions.

A

B

C. Sm antigen.
D. C-ANCA.
E.

Telangiectasia.




A 55 y/o female was bitten by her cat one week ago. She
presents as shown. This is most likely:

A. Pasteurella

B. Bartonella

C. Coxiella

D. Toxoplasma

E. Campylobacter

Dog bite: DF2 or capnocytophagia



“Cutaneous Manifestations” Part |l -
Las Vegas



This salt water fisherman from the Gulf Coast initially
presented with the following before he developed a
fever, vomited, became septic and died. He had:

A. Vibrio parahaemolyticus.
B. Vibrio vulnificus.

C. Aeromonas.

D. Mycobacterium marinum.
E. Eikenella corrodens.

The organism is siderophilic and thus, tends to kill &
people with liver disease. i

Estrogen protects women from the endotoxin.

Fish or meat handlers (domestic/especially pigs and marine animals) =
erysipeloid due to Eryseplothrix rhusiopathiae.



This patient has had a fever for 5 days with erythema
and edema of the palms and soles, cervical
adenopathy, and findings as shown. This patient has:
A. Herpes.

B. Kawasaki’'s syndrome.
C. syphilis.

D. lichen planus.
E. mononucleosis.

R ~
The physician is concerned about the development of: CAAs.



This farmer, who has been on Prograph after a kidney
transplant, has mildly acid fast, aerobic, gram
positive, fllamentous rods seen on gram stain. He
has:

A. actinomycosis.
B. nocardiosis.

C. cutaneous TB.
D. sporotrichosis.
E. blastomycosis.

Fig. 1 - Chest X-ray showing the left parahilar infiltrate.

i (This organism usually enters the body
by inhalation rather than innoculation).
Nocardia pneumonia prefers to spread to
the brain


http://www.google.com/url?sa=i&rct=j&q=nocardiosis&source=images&cd=&cad=rja&docid=W1wOiiJrVtogZM&tbnid=T_5o3f35lcVOHM:&ved=0CAUQjRw&url=http://www.scielo.br/scielo.php?pid=s0036-46652008000200014&script=sci_arttext&ei=t2gDUcadGom4yQHFrIHoDA&bvm=bv.41524429,d.aWc&psig=AFQjCNH8Mnh5swntZmmHH5yWgSdyrmw9eA&ust=1359264311772716
http://www.google.com/url?sa=i&rct=j&q=nocardiosis&source=images&cd=&cad=rja&docid=W1wOiiJrVtogZM&tbnid=T_5o3f35lcVOHM:&ved=0CAUQjRw&url=http://www.scielo.br/scielo.php?pid=s0036-46652008000200014&script=sci_arttext&ei=t2gDUcadGom4yQHFrIHoDA&bvm=bv.41524429,d.aWc&psig=AFQjCNH8Mnh5swntZmmHH5yWgSdyrmw9eA&ust=1359264311772716

This patient has:

A. dermatomyositis.
B. polymorphous light eruption.
C. contact dermatitis.
D. SLE.

E. overlap syndrome.

7 %

This woman should be screened
for cancer? Anti p155.

radial side



CLINICOSEROLOGIC CORRELATIONS OF AUTOIMMUNE CONNECTIVE TISSUE DISEASES

Idiopathic inflammatory dermatomyopathy/

Lupus erythematosus
polymyopathy
,-d_'d— 3 ﬁ_‘-—_
Sm
R{(S5-A) dsDNA Jo-1, PL-7
La{SS-B) Nephritis Anti-synthetase syndrome
Subacute
cutaneous lupus Se. 155kDa *
erythematosus, ? Amyopathic dermatomyositis
Sjogren's Ro(SS-A)
'RNP syndrome La(SS-B) : Mi72
CNS Skin disease
ti-p155 associated with~malignancy

PM-Scl
Ku

Yo%

K

Centromere
CREST syndrome

High level RF
Extra-articular disease
(e.g. vasculitis)

ACPA
RF

Topoisomerase | (Scl-70)
Severe systemic sclerosis

—— —

Systemic sclerosis

Rheumatoid arthritis

© 2003 Elsevier - Bolognia, Jorizzo and Rapini: Dermatology - www.dermtext.com



This man with a history of three MIs should
be taking:

allopurinal.
etanercept.
niacin.
atorvastatin.
fenofibrate.

mooO®m >

tuberous xanthomas



This man with type |l hyperlipidemia, also has:
A. pseudohypoparathyroidism.

B. pseudogout.

C. premature CAD.
D. osteosarcoma.
E. RA.




lip&h from FHTG 87

d‘:‘ FCHL
Cmomiorng VLOL Apo B100
Lip'?pfa.inApO.C”..-pL.........-......-. Apo E
ApoB100
Remnants Rfmmnts ARD

Bile acids
Cholesterol

Hypoalphalipoproteinemia

More LDL receptors are the basis of PCSK9 inhibitors




This constellation in a patient with a history of seizures
and proteinuria points toward:

O G

A. dermatomyositis.
B. SLE.

C. scleroderma.

D. psoriasis.

E. candidiasis.

DLE - keratotic scaling and follicular plugging

The 11 criterion = B; O, R; N, with DgermA ,tutiS,



This patient is also prone to:
A. diffuse soft tissue calcification.
B. metabolic syndrome.

C. pyoderma gangrenosum.
D. psoriasis.

E. rhabdomyolysis.

Most gout is do
A. overproduction.
B. underexcretion.

Crystal type?
Uric acid inhibits NO

If yellow when parallel to the red compensation filter = negative birefringence.



A 65 y/o male presents with acute redness and swelling of
the left knee with recurrent headache and neck pain over
the prior 3 months. Testing is carried out and reveals the
following. This patient has:

A. gout

B. DJD

C. Pseudogout

D. hemachromotosis
E. hyperparathyroidism

Weakly positively
birefringent = blue

meniscal calcification “crowned dens”



These hands suggest?

A. pseudohypoparathyroidism
B. meat cutter’'s hands.

C. weaver’s hands.

D. diabetic cheiropathy.

E. sausage digits

pencil in cup or arthritis mutilans

“opera glass hand”



Giant capillary loops in a patient with this presentation plus
poikiloderma and antibodies to anti-synthetase* (anti Jo-1)
Indicate which organ involvement?

A. Spleen.
B. Kidney.
C. Liver.
D. Lung.
E. Brain.

*aminoacyl tRNA synthetase also = severe
involvement of muscles and joints.

© 2003 Elsevier - Bolognia, Jorizzo and Rapini: Dermatology - www.dermtext.com



CLINICOSEROLOGIC CORRELATIONS OF AUTOIMMUNE CONNECTIVE TISSUE DISEASES

Lupus erythematosus Idiopathic inflammatory dermatomyopathy/
polymyopathy

*aminoacyl-tRNA

Sm h
thetase
R(SS-A) dsDNA Jo-% PL-7
La{S5-B) Nephritis Anti-synthetase syndrome
Subacute
cutaneous lupus Se. 155kDa**
erythematosus, ? Amyopathic dermat4}nyositis

Sjogren's Ro(SS-A)
'RNP syndrome La(SS-B) : Mi.-2
CNS Overlap syndrome Skin disease

Overlap syndrome
PM-Scl

Overlap syndrome

ith
RF Ku
R?Q-plllmnnnr\ll HTN
: Centromere
High level RF CREST syndrome
Extra-articular disease L.
(e.g. vasculitis) Topoisomerase | (Scl-70) # renal crisis

CCP(ACPA)***

Severe systemic sclerosis \/

Speckled

Anti-RNA polymerase llI #

Rheumatoid arthritis Systemic sclerosis

** A\CPA-filaaarinfibrin

rmrroeTriTTri

g

© 2003 Elsevier - Bolognia, Jorizzo and Rapini: rmatology - www.dermtext.com



Which is the probable cause of this phenomenon?

A. Gouty tophi
B. Lipid deposits
C. Calcium buildup

D. Mast cell infiltration NOfTal'G%”Q'e
E. Periosteal new bone formation T~e—
Related to lung cancer, CF, lung Clubbing
infections, left to right cardiac shunts, > 180

cirrhosis, Grave’s disease, IBD, and
Hodgkin’s disease.

Caused by PDF, VEGF or PGE,
Hallmark of hypertrophic osteo-
arthropathy is neoangiogenesis
and edema and osteoblast
proliferation in distal tubular bones
that leads to subperiosteal
new-bone formation.




Assuming these patient’s have the same condition, what is the
diagnosis?

A. Psoriasis

B. Onychomycosis
C. Lichen planus
D. Candidiasis
E.SLE



http://treatment-for.info/
http://treatment-for.info/

The most common cause of these changes is:

A. rheumatoid vasculitis.
B. trauma.

C. SBE.

D. APLAs.

E. trichinosis.

F. psoriasis.

G. medications*.

H. Lichen planus.

*Coumadin, Taxanes, etc.


http://www.google.com/url?sa=i&rct=j&q=splinter+hemorrhages&source=images&cd=&cad=rja&docid=hdsggUmaMVLckM&tbnid=Z9whughNN7N4mM:&ved=0CAUQjRw&url=http%3A%2F%2Fwww.thenakedscientists.com%2Fforum%2Findex.php%3Ftopic%3D18961.100&ei=L98DUdWSKePSyAHxoIGQBQ&bvm=bv.41524429,d.aWc&psig=AFQjCNEH0UgcLecFsxwoRM77AtIXFXJysw&ust=1359294639884352
http://www.google.com/url?sa=i&rct=j&q=splinter+hemorrhages&source=images&cd=&cad=rja&docid=hdsggUmaMVLckM&tbnid=Z9whughNN7N4mM:&ved=0CAUQjRw&url=http%3A%2F%2Fwww.thenakedscientists.com%2Fforum%2Findex.php%3Ftopic%3D18961.100&ei=L98DUdWSKePSyAHxoIGQBQ&bvm=bv.41524429,d.aWc&psig=AFQjCNEH0UgcLecFsxwoRM77AtIXFXJysw&ust=1359294639884352

Dermatological Indications of
Disease - Part Il




This patient on dialysis is showing:
A. Koilonychia (spoon nail).

B. oil drops.

C. Mee’s lines.

D. Beau’s lines.

E. 1/2 & 1/2 nalls.

Underlying nail bed _

Also called Lindsay nails (renal failure or uremia). Terry 1-2 mm (cirrhosis).



These patients had an acute illness a few months ago. What
are these called?

A. Mee’s lines

B. Muehrcke’s lines
C. Beau’s lines

D. Half and half nails
E. Terry’'s nails

Also produced by fever, virus (hand, foot, and mouth disease), Kawasaki syndrome,
pemphigus, or drugs (retinoids, chemothearpy agents).



This patient works at the mining and smelting plant. He also
sprays his trees with insecticides and drinks well water. He may
well be exposed to
A. Arsenic.

B. bismuth.

C. chlorine.

D thallium.

E. silver.

These are Mee’s lines. Other tips to arsenic are
a garlic odor, patchy skin hyperpigmentation
(“raindrops on a dusty road”), hyperkeratosis,
Skin cancers, abdominal pain, paresthesias, etc.

Thalium can also produce Mee’s lines.

medscape



What Is not associated with this erythematous plaque

made up of “wind-blown” keratinocytes and showing
variable scaling?

A. Alcohol
B. Arsenic
C. UV light and radiation

D. AIDS or papiloma
Virus

E. Squamous cell
carcinoma in situ

Erythroplasia of Queyrat. Turns to invasive squamous cell carcinoma



These lines which do
not move with nail
plate growth are most
compatible with:

A. pellagra.

B. cystic fibrosis.

C. alcoholic hepatitis.
D. nephrotic syndrome.

E. toxic multinodular
goiter.

Muehrcke’s lines: hypoalbuminemia or chemotherapy



This patient has trichophyton rubrum and also has:

A. psoriasis.
B. alopecia.
C. paronychia.
D. eczema.

E. AIDS.

The 3 invaders of keratinized tissues of

the nails, hair, and stratum corneum are:

Trichophyton
Microsporum
Epidermophyton

proximal superficial white onychomycosis



These patients would be expected to have

A. Pseudomonas sepsis.

buse.

Ine a

t

NICO

B.

. AIDS

C
D
E

lymphedema.

IS.

1aS

cand

IC sinusitis

. chron

1ons

tasis, pleural effus

iec

cough, bronch

Yellow nail syndrome



What might you expect to find in this patient?

A. Vitamin A toxicity

B. deficiency of methionine and cysteine
C. Zinc deficiency
D. Lead poisoning
E. Psoriasis

Koilonychia (spoon nails): Plummer Vinson syndrome.
Must consider iron deficiency.



This man has AIDS and may have been treated with:

A. lopinavir/ritanovir (Kaletra).
B. pentamidine.

C. zidovidine (AZT).
D. efavirenz (Sustiva).
E. penicillin.

Phototoxic or photocontact dermatitis: tetracyclines, sulfas, thiazides,

phenothiazines, amiodarone, busulfan, bleomycm NSAIDS (piroxicam,
ketoprofen), fluoroguinolones. >
Phytophotodermatitis (limes).




This patient has an eczematous rash that started on the
nipple and spread to the areola. She may well have:

A. Intraductal carcinoma.
B. atopic dermatitis.

C. Bowen’s disease.

D. psoriasis.

E. monilia.

Paget’s disease (intraepithelial adenocarcinoma) of the breast. Associated with in situ
ductal or invasive breast cancer, the latter usually associated with a palpable mass.


http://upload.wikimedia.org/wikipedia/commons/3/30/Paget_Disese_of_the_Nipple.jpg
http://upload.wikimedia.org/wikipedia/commons/3/30/Paget_Disese_of_the_Nipple.jpg

This patient spent the preceding day in a spa. Today she has
which folliculitis?

A. Mechanical

B. Pityrosporum
C. Eosinophilic
D. Pseudomonal
E. Staphylococcal

Staphylococcal - painful
Pityrosporum — pruritis*
Gram negative** - antibiotics
Mechanical — oil and grease
Eosinophilic - (HIV) B B
Aeromonas — fresh water Hot tub folliculitis

oO0hAWNRE

*usually imunocompromised or as part of IRIS. **or Candida.



This patient was most likely exposed to:

RMS

A. quinine.

B. measles.

C. vancomycin.
D. HIV.

E. rifampin

& Py R
R A L :
o

Source: Knoop K, Stack LB, Storrow AB, Thurman RJ: The Atlas
of Emergency Medicine, 3rd Edition: http://www.accessmedicine.com

Copyright ® The McGraw-Hill Companies, Inc. All rights reserved.

Trough targets = 10 - 20 mcg/mL. When MICs > 1 mcg/mL, or invasive infections
(endocarditis, osteomyelitis, CNS infections or prosthetic infections, need trough of
15-20 mcg/mL. Peak level not recommended.

What other rash can occur from vancomycin?



IgA Bullous Dermatitis

“string of pearls” phenomenon — IgA bullous dermatitis is
differentiated from dermatitis herpetiformis by linearity
versus the granular deposits in DH

) 2013 =
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vesicles and urticarial plagues



This man presented with itching and burning, iron deficiency
anemia and occasional loose stools. What would be related to
this presentation?

A. Scabies

B. Linear IgE deposition

C. Crohn’s

D. Tissue transglutaminase
antibodies

E. Hematuria

Anti-gliadin, anti-endomysial antibodies. Granular IgA in dermal
papillae. Watch out for small bowel lymphoma.



This patient with a history of IgA deficiency has a
diagnosis of the diarrheal type of IBS. She has
slight elevations of AST and ALT. Her tissue IgA
transglutaminase level is negative. She has:

A. dermatitis herpetiformis.
B. Whipples disease.

C. Herpes zoster.
D. Crohns.

E. hepatitis C.




This 45 y/o male was eating mahi-mahi and rice at a Denver

restaurant. Toward the end of the meal, he began to experience
headache, nausea, abdominal cramping and the rash as shown.
He has which type of poisoning? , T

A. Scromboid

B. Ciguatera

C. Paralytic shellfish poisoning
D. Tetradotoxin

E. C. botulinum

Dark meat fish as tuna, mackeral, and bonito.
Also from salmon, sardines, bluefish, and mahi
mabhi. Comes form bacterial action on histadine.
Patients also have headache, dizziness, chest tightness, palpitations, N and V,
diarrhea, and abdominal cramps.


http://patientinfo.myesr.org/html_frontend/index.php?module=gallery&action=&picture_id=22
http://patientinfo.myesr.org/html_frontend/index.php?module=gallery&action=&picture_id=22

Cigutera Fish poisoning

Ciguatera poisoning:
Snapper, grouper and
amberjack who have eate
herbivorous fish that ha
eaten Gambierdiscus
toxicus (dinoflagellates).

Patients get N and V, with o~ g
dlarrhea, and ataXIa.1 Black Grouper Blackfin Snapper Cubera Snapper

vertigo, hallucinations, and -
prolonged paresthesias, .4&(\' >~ T=>
where hot and cold are Rt Greater Amberjack  Horse eye Jack

reversed. b <l L

King Mackeral Yellowfin Grouper Dogfish Snapper



http://www.millennium-ark.net/News_Files/UN_Images/Q.Fever.gif
http://www.millennium-ark.net/News_Files/UN_Images/Q.Fever.gif

Paralytlc shellfish poisoning as from oysters : “Red tide”
‘; — algal bloom from microorganisms can yield tingling

—a

= around the mouth, slurred speech and loss of coordination.

g Puffer fish — Fugu — Sushi — tetradotoxin — produces
. lightheadedness, numbness of the lips, and may

& eventually produces muscle paralysis, and diaphragm
i Involvement with .asphyaxia.


http://en.wikipedia.org/wiki/File:Red_tide.jpg
http://en.wikipedia.org/wiki/File:Red_tide.jpg
http://www.millennium-ark.net/News_Files/UN_Images/Q.Fever.gif
http://www.millennium-ark.net/News_Files/UN_Images/Q.Fever.gif

Parapsoriasis (poikiloderma) often proceeds this disease of
late middle age men.

A. Psoriasis
B. Nummular eczema
C. Contact dermatitis
D. Mycosis Fungoides
E. Cutaneous B cell
Lymphoma

Copyright © 2000. All Rights Reserved.

Stages: Premycdtic
Patc
Plague
Tumor
PAS + staining with CD4 T cells in the epidermis. Leukemic phase — Sézary syndrome

gsembles eczema)


http://www.google.com/url?sa=i&rct=j&q=mycosis+fungoides+and+the+patch%2Cplaque+and+tumor&source=images&cd=&cad=rja&docid=Bg1WiH-v7KTCjM&tbnid=FVAY9QYhM9w5WM:&ved=0CAUQjRw&url=http%3A%2F%2Fwww.tumblr.com%2Ftagged%2Fmycosis%2520fungoides&ei=-1EDUYCwDqflyAHQyoDwAg&psig=AFQjCNEalLBdzuSB5wDu1fih6dhtAwQQPQ&ust=1359258491609546
http://www.google.com/url?sa=i&rct=j&q=mycosis+fungoides+and+the+patch%2Cplaque+and+tumor&source=images&cd=&cad=rja&docid=Bg1WiH-v7KTCjM&tbnid=FVAY9QYhM9w5WM:&ved=0CAUQjRw&url=http%3A%2F%2Fwww.tumblr.com%2Ftagged%2Fmycosis%2520fungoides&ei=-1EDUYCwDqflyAHQyoDwAg&psig=AFQjCNEalLBdzuSB5wDu1fih6dhtAwQQPQ&ust=1359258491609546
http://www.google.com/url?sa=i&rct=j&q=mycosis+fungoides&source=images&cd=&cad=rja&docid=TZYLUJsKOGPkrM&tbnid=jmXdySOTGgFrPM:&ved=0CAUQjRw&url=http%3A%2F%2Fwww.dermweb.com%2Fatlas%2Fatlasmyco.htm&ei=F1EDUd2lGezAyQGG4oHwBQ&bvm=bv.41524429,d.aWc&psig=AFQjCNH0vQ-R0DTgT6EoZg9DFPJNrQOvqg&ust=1359258263617147
http://www.google.com/url?sa=i&rct=j&q=mycosis+fungoides&source=images&cd=&cad=rja&docid=TZYLUJsKOGPkrM&tbnid=jmXdySOTGgFrPM:&ved=0CAUQjRw&url=http%3A%2F%2Fwww.dermweb.com%2Fatlas%2Fatlasmyco.htm&ei=F1EDUd2lGezAyQGG4oHwBQ&bvm=bv.41524429,d.aWc&psig=AFQjCNH0vQ-R0DTgT6EoZg9DFPJNrQOvqg&ust=1359258263617147

Which antibody would you expect in this photosensitive patient?
A. Histone

B. Smooth muscle

C. RO/SSA*

D. Microsomal

E. Double stranded DNA

This patient’s daughter was born with:
A. cleft lip.

B. heart block.
C. ASD.

D. syphilis.

E. herpes.

evier - Bolognia, Jorizzo and Rapini: Dermatology - www.de¢

Also cardiomyopathy. SCLE may occur with SLE, Sjégrens, or deficiency of the 2nd
component of complement, or be drug induced. Leukopenia in some. *Extractable
nuclear antigens (Ro, La, Sm, RNP, Scl-70 & Jo1l)



This finding is most often
seen with:

A. visceral malignancies.
B. psoriasis.

C. renal disease.

D. pityriasis rosea.

E. tinea versicolor.

By James Heilman, MD - Own work, CC BY-SA 3.0, https://commons.

wikimedia.org/w/index.php?curid=14772874. a/ah


https://commons/

“Cutaneous Manifestations” Part IV - Las
Vegas



An 18 year old missionary son from East Africa is brought to a
medical clinic with a two week history of fever, headache,
nausea, vomiting, abdominal pain, constipation, bradycardia,
splenomegaly and leukopenia. Exam shows salmon-colored,
blanching, truncal, maculopapules*. What is the likely diagnosis?

. Dengue

. Measles

. Rubella

. Enteric fever

O 0O W >

E. Hemorrhagic fever

*Bacterial emboli to the skin.
“Pea soup” diarrhea

Differentiate Salmonella typhimurium
from Salmonella enteritidis

Papular lesions



Diarrhea

Salmonella typhimurium (Enteric
fever/Typhoid fever)

1t week: Fagot sign — fever and
bradycardia. Leukopenia. Bacteremia.

2"d week: Rose spots and delirium. Pea
soup diarrhea or constipation.
Hepatosplenomegaly. Increased ALT

34 week: Gl bleeding, Ileal
perforation. Encephalitis. Metastatic
abscesses (cholecystitis, endocarditis,
or osteitis). Dehydration.

Treatment Cipro, Levo or norfloxacin.

Salmonella enteritidis

Source (fecal) - eggs, milk, Tyson
chicken, raw Cashew cheese, Chia
powder, pet bearded dragons, etc

12-72 hour incubation. Last 4-7 days.
Diarrhea, fever, abd cramps.
Treatment prolongs excretion.




This man had a bee sting 10 minutes ago. He now
has evidence of a (an):

A. acquired C1 esterase deficiency.
B. cholinergic urticaria.

C. type 1 IgE reaction.

D. vasculitis.

E. chronic urticaria.

How can stress manifest as urticaria?




Anaphylaxis = IgE mediated mast cell degranulation

Anaphylactoid = Non-IgE degranulation (C5a, thermal and

mechanical stimuli, radiocontrast dyes, opoids, CRH, shellfish,
etc.)
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This patient with a fever of 38.9 C and a BP of 88/50, has a packing
from nasal reconstruction. He also has:

A. scarlet fever.

B. glomerulonephritis.

C. secondary syphilis.

D. scalded skin syndrome.

E. diarrhea, increased ALT and increased CPK.

Scarletina type rash — due
to STSS toxin-1.

This patient should be screened for HIV! ik gl
Some people recommend treatment with an antlproteln synthesis antibiotic.



This renal transplant patient on cyclosporine has a high fever
with a positive Nikolsky’s sign. One would expect the presence of
a (an):

A. subepidermal blister.

B. epidermal necrosis.

C. gram + organisms in chains.

D. exfoliatoxin A or B.

E. autoantibody.

Desmoplakin
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Not the same as STSS Toxin-1. Attacks the desmoglein | as in pemphigus. Blood or
nasopharyngeal cultures may be positive. Usually pediatric. Worse with poor renal
clearance.



This man has chronic lymphocytic leukemia with a
dermatitis manifesting a positive Nikolsky’s sign. He also
has:

. monilia.

A

B. psoriasis.
C. pemphigus.
D

. mycosis fungiodes.

Antibodies to desmoglein — looks like SSSS. May be paraneoplastic (lymphoreticular as with
lymphomas, thymomas, and leukemia or Castleman’s disease, sarcomas, etc). Also can be
associated with autoimmune disorders (myasthenia gravis) and viral infections. Types may be
differentiated by autoantibodies. May resemble Stevens Johnson. Treat with steroids.



This patient should be screened for:

A. SLE.

B. tinea.

C. syphilis.

D. psoriatic arthritis.
E. mycosis fungoides.

HHV 6 and 7. Watch out for spontaneous abortion or myotonia in the newborn.



Granzyme B hydrolyzes peptide bonds. Granulysin is a cytolytic protein.

Type Type IVa Type IVDh gwmflsi n Type IVd
IFNy, THFox IL-5, IL-4/1L-13(1gE) | Perferind/granzyme B | CHCL8, GM-CSF
Cytokines (Tl cells) (Tha cells) aps T cell (T cells)
Antigen Antigen presented by cells | Antigen presented by cells | Cell-assaciated ankigen or | Antigen pressnted by cells
or direct T cell stimulation | or direct T cell stimwulation | direct T cell stimulation | or direct T cell stimulation
Macrophage CYIOtOXIiCT
Cells - Eosinophils Tcells Neutrophils
activation Ph Th17 cells stimulate G-CSF

Pathomachanism

Chemakines, cybokines,

TH2

Eataxin

phil

/N

A A
Cytokines,

Eosing

Fas.ligand-and..-
cell death.

Cytokines,

inflammatory mediators

cyboboxins inflammatory mediators
. Chironic asthma, chronic Contact dermatitis
sample | e | " Slegicmius | Haciopapuiar sn acep
P h Maculapapular exantherma bullous exanthema Bahcet rjsecrse

(with vc) with eosinophilia hepatitis iweets syndrome

DRESSalse
IL8 from macrophage and . . oOJ O,

involves a virus

endothelial cells is NCF
(neutrophil chemotactic factor).

(HHV 6) induced

lichen planus

CD8 T cell response

osum; FMF, EED

1-

(“pathergy” group)



Acute Generalized Exanthematous Pustulosis
46 y/o male patient with fever and malaise 2 days after being placed on
amoxicillin for a persistent cough. Blood count: 16,000 WBCs with 10%
eosinophils and 80% PMNSs. The rash was initially scarletiniform evolving
to nonfollicular slightly bigger than pinpoint pustules with flexural
accentuation. May have fever, lymphadenopathy, leukocytosis,
transaminitis, hypocalcemia, and mild RI. Patient's have CD4+ Thl
lymphocytosis followed by IL8 and neutrophil infiltration. Treatment is drug
withdrawal.

Histology: intraepidermal spongiform papules.



This seizure patient first presented approximately 2 weeks after
starting Tegretol. He had over 30% of the body involved with fever,
conjunctivitis, pharyngitis, Gl ulcers, tracheal erosions (epithelial
necrosis), pancytopenia (especially lymphopenia) and sepsis. He
had:

A. SSSS.

B. erythema multiforme.
C. pemphigoid.

D. TEN.

E. Kawasaki’s disease.

A cytotoxic T cell disease: CD8 with cell
death due to TNF family Fas ligand and
the granzyme B and granulysin effects.
Produces massive keratinocyte apoptosis.
Only mild ALT elevation and prerenal
azotemia.

P

Almost always due to drugs (tegretol, allopurinol, sulfa, piroxicam, etc)!



A 34 y/o male is started on allopurinol for gout. 30 days™* later
the patient presents with the following rash. He has had a few
days of preceding fever and diarrhea. Serum analysis is
positive for HHV 6. WBCs shows 60% eosinophils. The patient
has: A.simple drug reaction. B.SJS. C.TEN.

D. pustular psoriasis. E. DRESS.

perifollicular pustulosis versus
nonfollicular pinpoint pustulosis

Confluent morbilliform skin eruption with follicular accentuation in a patient with In AG EP
DRESS.

*1-3 days (2 days) for AGEP, 4-9 days (1 week) for morbilliform eruptions, 4-28
days (2 weeks) for SIS/TEN and 14-42 days (1 month) for DRESS


http://proxy.rockyvistauniversity.org:2059/content/vol360/issue26/images/large/14f1.jpeg
http://proxy.rockyvistauniversity.org:2059/content/vol360/issue26/images/large/14f1.jpeg

Drug Rash with Eosinophilia and Systemic Syndrome = DRESS
(An IL5 disease).

1. 2-6 weeks (14-42 days) after start of a new medicine*.

2. Progression from facial and acral edema to generalized rash
to pinpoint follicular pustules and desquamation.

3. Lymphadenopathy (2 sites), hepatomegaly (at least one
iInternal organ/liver, kidney**, lung**) and abnormal LFTs (ALT >
100 IU/L).

4. Fever > 38C.

5. Atypical lymphocytic
and eosinophilic tissue
Invasion.

*especially lamotrigine. Pathogenesis
includes drug immune response and
Herpes virus reactivation. Death from
hepatitis. **AIN and interstitial
pneumonitis.



http://proxy.rockyvistauniversity.org:2059/content/vol360/issue26/images/large/14f1.jpeg
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This patient presents with jerking of his arms and legs and a
new grade 3/6 mitral systolic murmur. From the skin exam
and an elevated ASOT, one can make the diagnosis of:

A. psoriasis.

B. SBE.

C. SCSLE.

D. RF.

E. scarlet fever .

From emedicine.medscape

“CANCER” — carditis, arthritis, nodules, chorea, erythema marginatum = RF



This truncal rash produced a dull yellow fluorescence under wood’s
light. The patient’s rash became more prominent with sun
tanning. This is:

A. Cornyebacterium.

B. Malassezia.

C. Proprionobacterium.
D. acanthosis.

E. erythema ab igne.

o
_

Tinea versicolor = worsens with Cushings, malnutrition or immunosuppression



What probably caused the “flare up” in this case?

A. Stopping steroids
B. Trip to Florida

C. Lack of sun tan oil
D. Staph infection

E. Jelly fish stings

Psoriasis is considered to be an
independent risk factor for CV
disease. Psoriasis shares immune
pathogenetic relations with
inflammatory bowel diseases,
since skin and bowel represent,
at the same time, barrier and
connection between the inner
and outer sides of the body.
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Basic problem in ASVD and psoriasis is suppressed Treg cells and
hyperactive T-helper 1/T-helper 17 cells.



This disease Is associated with MI, ASHD, metabolic

syndrome and depression. What is not associated with
this rash? %

A. + ASOT

B. “Herald patch”

C. Arthritis

D. Koebner’s reaction
E. Nail pits

Psoriasis is associated with NAFLD as well as CV disease,
since they are both inflammatory diseases. Worsened by
alcohol, cold, trauma, and infections.

a close up



This patient has:

. ankylosing spondylitis.
. sarcoid.

. Lyme disease.

. nummular eczema.

E. psoriasis.

O 0O @™ >

Also associated with metabolic
syndrome and NAFLD, Crohn’s,
uveitis, lymphoma (Hodgkin’s
and cutaneous T-cell Lymphoma),
and CAD

Oligoarthritis - 48%

SI—-24%

Asymmetrical

polyarthritis- 18%

DIP — 8% associated with nail changes
Opera glass — 2%




This patient has GMN, arthralgias, Raynauds phenomenon,
hepatosplenomegaly and shows necrotizing vasculitis. He
had sat on a cold bleacher during a football game. This is:

A. cold agglutinin disease.
B. essential mixed cryoglobulinemia*.
C. atheroembolic disease.
D. polycythemia.

E. Buergers disease.

The patient should be
evaluated for hepatitis C.

*usually IgM RFs against polyclonal 1gG. Associated with infections (hep C),
autoimmune disease (Sjogren’s), or lymphoproliferative disease.



Which organism presenting as below is associated with colon, gyn,
or lymphoreticular malignancies.

A. Streptococcus
B. Clostridium septicum
C. Anaerobes

D. Enterococcus
E. E coli

" . v s
drumstick appearance

Synergistic aerobic and anaerobic necrotizing cellulitis or fascitis. C septicum requires
no preexisting trauma as it arises from the gut via the blood stream.

.

Gram + spore



Clostridium perfringens - gm + anaerobic rod found in colon or
soll. “Gas gangrene” (needs devitalized tissue).

Clostridium septicum - gm +, but grows in normal oxygenated
tissue. Associated with colon, gyn and lymphoreticular
malignancies.

Necrotizing Fascitis - Type | (90%) = mixed aerobic/anaerobic.
Necrotizing Fascitis - Type Il (10%)= Streptococcus; (mrsa).

TSS with abortions: C. sordelli
Skin popping with black tar heroin; C. botullnum

(Cases with weakness, drooping eyelids,

blurred vision, and difficulty speaking

and swallowing.) Infant botulism— no honey under
6 months.



http://upload.wikimedia.org/wikipedia/commons/6/6a/Necrotizing_fasciitis_left_leg.JPEG
http://upload.wikimedia.org/wikipedia/commons/6/6a/Necrotizing_fasciitis_left_leg.JPEG

This patient was bitten by a flea at RVU in Parker Colorado. He has:
A. brucellosis.

B. meliodosis.
C. plague.

D. Leptospirosis.
E. filiariasis.

Safety pin staining — gram negative
coccobacillus. Pneumonic, e By
septicemic and bubonic.




This Japanese patient with Hepatitis C has what condition?
A. Monilia B. Poison IVY C. Onychogryposis
D. Lichen planus E. E. Multiforme
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6Ps - Planar, polyangular, polished, pruritic, purple, papules. Cytotoxic T cell mediated reaction
to keratinocytes, but also shows IgM and complement. Also from many drugs - HLA B7. An
inflammatory autoimmune disease — lymphocytic infiltration with breakdown at dermal
epidermal junction.



This patient presents on an NSAID, an ACE inhibitor
and a beta blocker. He has a drug induced case of:

A. psoriasis.

B. eczema.

C lymphoma.

D. lichen planus.
E. mycosis fungoides.

Cytotoxic T cells at dermal-epidermal
junction; Koebner phenomenon; 6Ps;
HLA-B8, DR1, Wickham’s stria.

Labia



Which is true of these lesions?

A. Caused by HPV 4 and 9
B. Carcinoma

C. Respond to steroids

D. Genital warts

E. Cured by curettage
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6 and 11 are low risk. High risk are 16 and 18.



Which of the following may not be associated with these
clinical findings in a patient with arthritis and urethitis?

A. Campylobacter
B. Death in 30%
C. “Lover’s heels”
D. C trachomatis
E. Low back pain




This man has conjunctivitis, arthritis, and a pustular
geographic tongue. What organism may be involved?

A. Rickettsia

B. Anthrax

C. Pseudomonas
D. Ureaplasma
E. H pylori

Causes: C trachomatis/ C pneumonia; Ureaplasma urealyticum; Lymphogranuloma venereum
(L2 serotype); Neisseria gonorrhoeae; Shigella flexneri; Salmonella enterica serovars
Typhimurium, Enteritidis, and Hadar; Mycoplasma pneumonia; Mycobacterium tuberculosis;
Cyclospora; Yersinia enterocolitica and pseudotuberculosis; Campylobacter jejuni and coli;
Clostridium difficile; Beta-hemolytic (eg, group A) and viridans streptococci



This man with a painful sore was with a prostitute in Kenya. Inguinal

nodes are swollen and tender. The ulcer is painful. Darkfield is negative
as is Tzanck™ test. Staining shows a “school of fish” pattern.

This is most likely: BN T 5 o T ——m—
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A. Chancroid. ' SIS \¢\ XA

B. Syphili o PORNANR A
. Syphilis. . «
C. Herpes. B |
!..\. B "

D. Donovanosis.
E. Reiters.

Growth factors V and X - : you “do cry” with ducrei. Pathway to HIV!
* “Herpes and chickenpox skin test” - Multinucleated giant cells



This patient from the tropics developed a “grove sign” compatible with:
A. Treponema pallidum. B. Hemophilus ducreyi.

C. Herpes simplex. D. Klebsiella granulomatis.

E. Chlamydia trachomatis.

He admits to frequenting the local bathhouse. One might expect him to also have proctitis.
Chlamydia has 18 different serovars with Lymphogranuloma venereum (LGV) representing
serovars L1, L2, and L3.


http://www.google.com/url?sa=i&rct=j&q=lymphogranuloma+venerum&source=images&cd=&cad=rja&docid=4gythBCTHytBMM&tbnid=BGR-h2vEK0E7ZM:&ved=0CAUQjRw&url=http://5minuteconsult.com/ViewImage/7051247&ei=fEMFUci8LonxygGThoHQDA&bvm=bv.41524429,d.aWc&psig=AFQjCNG2RvKz4WEKItlNEFhjcXYl9S35lw&ust=1359385853110683
http://www.google.com/url?sa=i&rct=j&q=lymphogranuloma+venerum&source=images&cd=&cad=rja&docid=4gythBCTHytBMM&tbnid=BGR-h2vEK0E7ZM:&ved=0CAUQjRw&url=http://5minuteconsult.com/ViewImage/7051247&ei=fEMFUci8LonxygGThoHQDA&bvm=bv.41524429,d.aWc&psig=AFQjCNG2RvKz4WEKItlNEFhjcXYl9S35lw&ust=1359385853110683

Chlamydiaceae

* Chlamydophilia * Chlamydia
pneumoniae (TWAR) trachomatis

strains A-C = trachoma
Strains D-K = NGU
Strains L1-L3 = LGV

psittaci




These female patients in their 60s with a “strawberry and cream”
rash and complaints of persistent itching need to be concerned
about: A. Behcet’s disease. B. Reiter’s Syndrome. C. Internal
cancer. D. Syphilis. E. Erythroplasia of Queyrat.

' N‘\IF?"

Extramammary Paget’s disease. Intraepidermal spread of a non-cutaneous
adenocarcinoma of adenexa or Gl or GU cancer.




This patient with a disorder of collagen degeneration with a
granulomatous response, thickening of blood vessel walls,
and fat deposition should be screened for:

A. sarcoid.

B. rheumatoid arthritis.
C. ulcerative colitis.

D. diabetes.

E. scleroderma.

Higher rate of diabetic complications
in those with NLD. NLD



This diabetic patient has:

A. dermatitis herpetiformis.
B. erythema multiforme.

C. bullosa diabeticorum.

D. epidermolysis bullosa.

E. bullous pemphigus.

Looking like blisters from burns, these bullae
apparently arise from trauma, UV exposure,
subbasement membrane zone CT alteration
(abnormality of anchoring fibrils), or association
with nephropathy/neuropathy.




This man spends a lot of time in the woods with ioxides

scapularis. What might this patient develop in the near future? .

* A. Bell’s palsy

B. Renal cancer

C. Thrombocytopenia

D Streptococcus
E. Urethritis

MedicinNet.com

Stage |: Flu syndrome with rash (ECM)

Stage Il: Dissemination: heart, joints, nerves and skin (heart block, Bell’s palsy,
migratory arthralgias, ECM)

Stage llI: Late: joints and CNS and PNS (oligoarthritis, encephalitis/memory loss
- sleep disturbances, neuropathies/paresthesias)



This lesion of necrotizing vasculitis developed in a lymphoma patient on
chemotherapy with fever, hypotension and
tachycardia. This is most likely due sepsis from:  A. pneumococcus.

B. anthrax.

C. skin TB.

D. Pseudomonas.
E. Clostridium.

Bacterial emboli interrupt the blood supply

to these tissues, resulting in vasculitis with
secondary ischemic necrosis, leading to
progression from a purpuric spot to an ulcer
with undermined edges. Ecthyma gangrenosum
is generally due to a gram negative (GC, MC,

E coli, Klebsiella, or fungal agent). Can also be
gram + as with strept or staph (golden or cream
color). Huge staphylococcal colonies may form
“grains of sand”, Botryomycosis. Source Medscape

Scalp lesion from Medscape



This post mortem patient presented to the ED with nausea,
vomiting, headache, and lightheadedness. He had arrived In
Florida from Michigan and had spent the last two nights sleeping
in his sister’s garage. He probably had:

A. urticaria.

B. toxic shock syndrome.
C. sunburn.

D. CO poisoning.

E. Jellyfish stings.

Also prone to bullae formation.
Cherry red color is usually only
seen post mortem.

Medscape



“Cutaneous Manifestations” Part V —
Las Vegas



This patient has tense, uneasily ruptured bullae on an urticarial
plague with severe pruritis. He is age 65 and on NSAIDs as well as
an ACE inhibitor. Basement membrane exam would show:

A. epidermal bullae. B. subepidermal bullae. C. absence of IgG.
D. absence of complement. E. absence of inflammatory cells.

Bullous lesions in the elderly who are on any medications are compatible with this diagnosis.
Dx with direct immunofluoresence with + band at dermal-epidermal junction with antibodies to
hemidesmosomal antigens. May also order a BP-180 (bullous pemphigoid antigen — 1) or BP-230
ELISA. Can have non-bullous pemphigoid with severe pruritis. Can have “mucus membrane
pemphigoid” (cicatrical pemphigoid), and gestational pemphigoid.



Fine petechiae on a bed of hemosiderin is characteristic of this
entity which is called:

A. large vessel vasculitis.

B. leukocytoclastic vasculitis.
C. lymphocytic capillaritis.

D. “gun metal grey”.

E. scurvy.

“Cayenne pepper” spots. Shamberg’s disease.
Also called progressive pigmented purpuric
dermatitis. Related to gravity, exercise, or
venous hypertension? Biopsy shows perivascular
lymphohistiocytic infiltrate with RBC
extravasation and hemosiderin staining.

©Mayo Foundation for Medical Education and Research. All rights reserved.




This patient whose skin lesions are palpable is positive for
P-ANCA. Skin biopsy shows pauci-immune nongranulomatous
necrotizing vasculitis of the arterioles, capillaries and
venules. He has hematuria and red cell cast with some

hemoptysis. Chest xray shows pneumonitis without nodules.
He has a left foot drop. He has:

A. Wegener’s.

B. microscopic polyangitis.

C. allergic granulomatosis of C-S.
D. Henoch Schoénlein purpura.

E. polyarteritis nodosa.




This 74 y/o female had recently taken penicillin. The purpura was non-blanching and
the diffuse involvement had started as discrete round macules. She also complained
of ankle pain and stiffness. Biopsy showed neutrophilic infiltration of small blood
vessels. The patient had:

A. Shamberg’s disease.

B. DRESS syndrome.

C. Henoch Scholein purpura.

D. erythema elavatum diutinum.
E. leukocytoclastic vasculitis.

Also called hypersensitivity or small vessel vasculitis: diagnosis based on
non-blanching purpura, dependent body areas related to stasis, and circular
macules at the start. Now called single organ vasculitis.



This patient with a history of livedo reticularis presents with
melena and palpable skin lesions. He is hypertensive and
has a wrist drop. There is no hematuria or hemoptysis. He
has testicular tenderness. BUN and creatinine are mildly
elevated. He is hepatitis B positive. He is ANCA negative.
Angiography is positive for medium sized vessel aneurysms.
He has:

A. leukocytoclastic vasculitis.
B. amyloidosis.
C. SLE.

D. WG

E. PAN.

Medium sized vessels as in Kawasaki’s and Primary CNS Vasculitis



This 18 year old patient on no medications and with a preceding viral
prodrome presents with fever, palpable skin lesions on his legs,
arthralgias, hematuria, abdominal pain and Gl bleeding. Platelet count
is normal. What is the immunoglobulin involved?

A. 1gG
B. IgA
C. IGE
D. IgM
E.lgD

patient’s calf

Renal findings are the same as the most common cause of GN in the USA.
|gA activates complement via the alternative complement pathway.




This SLE patient has had wheals for the past 48 hours. The last episode
was followed by ecchymosis. From the above it is

likely that this patient has:

A. urticarial vasculitis.
B. cholinergic urticaria.
C. type 1 IgE reaction
D. shingles.
E. psoriasis.

Urticaria > 24 hours = chronic. Perivascular WBC infiltrates with leukocytoclastic
nuclear debris.



This 34 y/o Saudi patient presents complaining of recurrent
episodes of superficial cellulitis (similar appearance to
erysipelas) accompanied by arthritis, pleuritis, and recurrent
fevers that last a few hours to 3 or 4 days. This patient should
be treated with:

A. colchicine.
B. MTX.

C. etanercept.
D. steroids.

E. tetracycline.




An autoinflammatory disease related to too much interleukin 1

Familial Mediterranean Fever

Colchicine comes

. epizodic |
L fever " from crocuzes!
e Mot rare.
arthritis
pleuritis )
peritonitis = Don't miss this
"great mimic.”
_ =losving dowvn
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Mutation in MEFV gene allows for decreased production of “Pyrin” or marenostrin,

a protein that Inhibits neutrophil, eosinophil and monocyte function at the cytoskeletal
level. It may inhibit C5a or IL8. Colchicine works to inhibit the inflammatory response
and amyloid A formation. May also treat with interferon alpha, etanercept or anakinra.



This patient, bitten by mosquitos in Haiti, presented with fever

of 41 degrees C, restlessness, pain behind the eyes, severe
headache, myalgias, abdominal pain, and a normal pulse.

The patient went on to develop bleeding at venopuncture sites

with pancytopenia, fibrin split products and prolonged PT.

He had: AT e s
A. yellow fever. e 5. |
B. malaria.

C. breakbone fever*.
D. Chagas disease.

E. shistosoma.

Flavivirus: +sSRNA (asis Hep C, WNV, St LE, yellow fever, and Zika) “White Islands in a sea of red”. Invades
dendritic cells, hepatocytes (increased ALT), and endothelial cells. Dengue depletes platelets.
Produces a vasculopathy with fluid extravasation and shock upon rexposure to other
serotypes of the virus. *contortions due to the intense joint and muscle pain!
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This patient with lymphadenopathy, splenomegaly, uveitis,
and leukocytosis has a fever with a evanescent, coral, salmon

rash every afternoon. He has a markedly elevated ferritin.
He has:

A. Still’s disease.

B. cholinergic urticaria.
C. phlebitis.

D. erysipelas.

E. ehrlichiosis.

JIA is the most common connective tissue cause of FUO (> 38.3 C, > 3weeks, 3
office visits or 1 week investigation). Yamaguchi criteria (fever, rash, joint pain, leukocytosis)



Juvenile Idiopathic Arthritis

Besides pain, stiffness and disability there

arises the special problems of eye disease

(chronic anterior uveitis) and growth retardation.
HLA-DRB1*04:05. Increased CRP. Myeloid

related proteins. Positive ANA. Prone to Macrophage
Activation Syndrome (MAS) with pancytopenia,

"™ increased ferritin, increased trigs, hemophagocytosis,

o etc).

injection

micrognathia MAC also seen with Kawasaki disease, EB virus infection, etc.



These patients with fever, malaise, arthralgias and the
raised areas on the legs most likely have:

A. Cat scratch disease.
B. Sarcoidosis.

C. Colitis.

D. Yersinia.

E. Streptococcus.

“BUMPS”



Lofgren’s Syndrome = Erythema nodosum with hilar
lymphadenopathy and acute polyarthritis - Sarcoid

Histopathology include a septal
panniculitis with slight superficial
and deep perivascular inflammatory
lymphocytic infiltrate, including
granulomas.

l Google
Pneumonic for E. nodosum = “BUMPS” =
Boeck’s Sarcoid (HLA-DRB1*03); Behcet’s

. oy ) From John Hopkins IM
Ulcerative colitis and Crohn’s Board Review, 2010

Mycoses — TB, Histo, Cocci, Blasto, etc

Pills — BCPs, sulfa, etc

Streptococcus — Yersinia, Chlamydia, Mycoplasma,
Salmonella, Campylobacter, etc



This patient has a positive blood culture for streptococcus. He
has developed pulmonary infiltrates. He is considered to have
streptococcal toxic shock syndrome if he also has (a, an):

A. creatinine of 1.5 mg/dL. ¢2
B. platelets of 150,000. (100
C. myalgias. #cex

D. BP of 80/50. (<

E. ALT of 1.5 x normal. ¢

Should the patient develop this further problem he is in danger
of necrotizing fascitis.

Staphylococcal TSS = fever, desquamating rash, hypotension, and 3 systems
Streptococcal TSS = positive culture, hypotension and 2 systems (renal, blood,
liver, lung, skin, soft tissue)


http://treatment-for.info/
http://treatment-for.info/

This patient with connective tissue dysplasia is prone to:
A. ASHD.
B. high arches.

C. easy bruisability.
D. mitral stenosis.
E. thrombosis.

EDS — abnormal wickerwork of types | and Ill collagen = poor healing, keloids, etc.
“India rubber man”; “Cigarette paper scars”; “Fish mouth Lacerations”. ED IX is a
problem with copper transport. Genetics = AD. Prone to purpura.



These patients presented in the winter months and both had anemia
with elevated reticulocyte count. What disease do you suspect?

A. RA B.SLE C. Preceding heart cath D. PAN E. Cold agglutinin
disease

Spasm of the deeper arterioles that supply the superficial horizontal plexus. Occlusion
produces retiform or angulated purpura.
Seen in RA, RF, ITP, SLE, TTP, PAN, scleroderma, Parvo B19, etc.



This asplenic patient presented to the ER with a history of a
dog bite 24 hours prior. She arrested and required ventilatory
support. Gram stain and culture of a biopsy of a petechiae
grew a microaerophilic gram negative rod. Despite broad
spectrum antibiotics the patient expired. This patient had:

A. Waterhouse-Friederichsen Syndrome.
B. Henoch Scholein purpura.

C. systemic embolization.
D. meningococcemia.
E.TTP.

This is sepsis with Capnocytophaga. WFS = petechial rash (retiform purpura), coagulopathy,
shock, adrenal hemorrhage — stellate lesions with “gun metal grey” center and
erythematous rim — classically meningococcus - also reported with GC, Staph,
Haemophilus, Vibrio, pneumococcus, E coli, etc.



Which is not associated with this entity?

A. Diabetes

B. Hyperthyroidism

C. Melanoma

D. HLA B27

E. Industrial chemicals

Always look for thyroid disease. Also associated with DM, Addison’s, alopecia, PA,
IBD and polyendocrine syndrome —CD 8 T cells



This postal worker presents with a low grade fever and “coal” black skin
lesions. He probably has which of the following?

A. Staph

B. Wool Sorter’s Disease
C. Plague

D. Tularemia

E. Orf

Cutaneous forms -

/ painless

Differentiate from spider bite! Inhalation form (also in Tularemia pneumonia)



These patients showed a proliferation of fibroblast surrounded
by hyaluronic acid and glycosaminoglycans on biopsy of the
skin on the leg. One would expect to find antibodies to what
receptor?

A. LDL
B, Beta
C. ACH
D. TSH
E.H1




This patient with a prosthetic aortic valve has had a low grade
fever, a new diastolic murmur and negative blood cultures
for the past three months. Cardiac ECHO shows no
vegetations. He works on a sheep farm. He has antibodies
to Bartonella. The most likely organism is: A. Tropheryma
whippelii. B. Brucella. C. Coxiella burnetii. D. HACEK
group. E. Bartenella quintana.

Immunological, tender, blanchable, pink papules, unlike the painless Janeway lesions of ABE



Painless stellate hemorrhagic lesions - Janeway
lesions — Acute Bacterial Endocarditis




Endocarditis

Major criteria:

1. 2+ blood cultures

2. New regurgitant murmur
3. Endocardial changes
Minor:

1. Fever

2. Vascular phenomenon (skin hemorrhages, emboli/painless
Janeway, etc)

3. Immunological phenomenon (Roth spots, painful Osler
nodes, GN, etc)



Coxiella burnetti

i "« Coxiella = gram negative intramacrophage* -

' hosted in farm animals. Inhalation of one
endospore = infection of Query fever (flu,
pneumonia, granulomatous hepatitis, encephalitis
and endocarditis).

1. Entry

Aerosol from
infected sheep,

3. Disease goats or cattle

2. Spread

Hematogenous
(through blood)

4. Exit

Usually none
in man

*others include Samonella, Mycobacterium, Listeria, etc. Bartonella is intraerythrocytic.


http://www.millennium-ark.net/News_Files/UN_Images/Q.Fever.gif
http://www.millennium-ark.net/News_Files/UN_Images/Q.Fever.gif
http://patientinfo.myesr.org/html_frontend/index.php?module=gallery&action=&picture_id=22
http://patientinfo.myesr.org/html_frontend/index.php?module=gallery&action=&picture_id=22

This Italian male has:

. venous insufficiency.
Herpes type 8.
HLA B8 DRws3.
lichen planus.
E. Sporotrichosis.

o0 ®»

1. Classical 2. African cutaneous 3. African lymphadenopathic 4. HIV/immunosuppressed



This patient has ulcerative colitis with spinal arthritis and
this lesion with undermined edges. This is:

A. venous ulcer.

B. pyoderma gangrenosum.
C. diabetic ulcer.

D. pemphigoid.

E. Behcet’s syndrome.

Shows “pathergy” (trauma equals extension) as does Bechet’s and Sweet’s due to increased
IL8 (neutrophil chemotactic factor). Can have culture negative pulmonary infiltrates. Sterile
unlike ecthyma gangrenosum. Atypical form on upper extremities.



This surpiginous lesion can also
commonly be seen with:

A. sprue.

B. diabetes.

C. hematological malignancies*.

D. Reiter’s syndrome.

E. psoriasis.

*AML,CML, Hairy cell, myelodysplasia, monoclonal =
gammopathy. Also see in CAH, IBD, various arthritic *
or systemic diseases, immunodeficiencies, and IBD.
Must avoid surgery due to pathergy. Ma
an atypical vesiculobullous typeDifferential: deep
fungal infection, arterial or venous insufficiency,
carcinoma, lymphoma, or factitial.

upper extremity



This woman, with a history of seizures, a prior PE, and two
spontaneous abortions, presents with complaints of arthralgias
and rash. VDRL is positive and PTT is prolonged. The cause of
her problem is:

“A. cholesterol emboli.

B. microscopic polyangitis.
 C.TTP.

e D. antiphospholipid antibodies.

E. Raynaud’s phenomenon.

Antiphospholipid antibody syndrome is diagnosed by the appropriate antibodies plus
arterial and venous clots, spontaneous abortion or thrombocytopenia. It is also seen
with infections (bacterial septicemia, syphilis, hepatitis B and C, etc), drugs
(phenothiazines, phenytoin, etc), and malignancies (lung, lymphoma, myelofibrosis,
etc).



Causes of arterial and venous thrombosis

1. Heparin-induced
thrombocytopenia

2. Defective clot lysis due to
dysfibrinogenemia or
plasminogen activator deficiency

3. Homocysteinemia

4. Myeloproliferative disorders,
polycythemia vera (P vera), or
paroxysmal nocturnal
hemoglobinuria — JAK-STAT
diseases.

5. Hyperviscosity due to P vera,
Waldenstrom's macroglobulinemia,
sickle cell disease

6. Systemic vasculitis, such as those
associated with antineutrophil
cytoplasmic antibodies

7. Paradoxical embolism

8. Antiphospholipid antibody syndrome

9. Coagulation disorders - peficiency of
antithrombin Ill, protein C and S, factor V Leiden,
abnormal prothrombin molecule 20210



These men have:

A. Tinea

B. Keratoderma*.
C. Reiter’s.

D. Glucogonoma.
E. Acrodermatitis.

*This is a palmoplantar keratosis and in the
second case is referred to as tylosis (Howell-Evans
syndrome) which may indicate an associated
esophageal carcinoma.



Family Cancer Syndromes

» Ataxia telangiectasia (ATM)
* Gorlin syndrome (PTCH)
 Cowden syndrome (PTEN)

* Familial atypical multiple mole melanoma syndrome
(FAMMM)

* Muir Torre syndrome (MSH/MLH)

 NF-1

 NF-2

* Tuberous sclerosis (TSC1/hamartin, TSC2/tuberin)
 Xeroderma pigmentosa (TP 53)*

*50% of all skin cancers have TP 53 mutations, while 90% of skin cancers in xeroderma
pigmentosa have TP 53 mutations



This patient with dentigerous cysts, plantar and palmer pits, and
abnormalities of the PTCH (patched) tumor suppressor gene
(hedgehog gene) has:

A. Gardner’s syndrome. B. Syphilis. C. Reiter’s Syndrome.

D. Nevoid Basal Cell Carcinoma syndrome. E. MEN llb.

Basal cell tumors, cysts of the mandibles and pits of the palms and soles. Also
skeletal and CNS abnormalities (frontal bossing, medulloblastomas, etc). Must
avoid radiation. Also referred to as “Gorlin syndrome”.



These patients should be evaluated by: ¥ en-wikipedia.org
Asymmetry P
Border irregular
Color uneven
Diameter > 6 mm

Prognosis of melanoma depends on (Breslow)
depth of invasion, presence or absence of
ulceration, and nodal status.

melanoma versus dysplastic (Clark) nevus



This patient with UA showing greater than 5 RBCs per high power
field and hemoptysis with nodules on his chest Xray would be
expected to have:

A. asthma.

B. C-ANCA.

C. blood eosinophilia.

D. medium size vessel involvement.

E. perivascular eosinophils on biopsy.

- - =3 2 - ¢ S

C-ACPA (proteinase 3 antibodies-diffuse). Granulomatous inflammation of blood vessels.



A

These patients were started on 10 mg of Coumadin three days ago for
atrial fibrillation. One should suspect:

A. systemic embolization.

B. purpura fulminans.

C. hyperglobulinemic purpura.

D. heterozygosity for protein C deficiency.

E. hemoglobin SC disease.

Other causes for thrombosis: Deficiency of antithrombin Ill, protein C and S, factor
V Leiden, abnormal prothrombin molecule 20210



In addition to warfarin-induced skin necrosis, one may find these
types of non-healing leg ulcers in peripheral vascular disease,
Martorell’s hypertensive ischemic leg ulcer®, vasculitis,
pyoderma gangrenosum, and calciphylaxis.

*due to HTN mediated small vessel ischemia/intimal hyperplasia in the dermis.
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A 69 year old male was hospitalized for the second time in one month for
congestive heart failure. On the 3" hospital day he was noticed to have purple toes
and by day 6 his feet were black. He had been treated with diuretics, digitalis,
dobutamine, ACE inhibition and low molecular weight heparin. Basic chemistry
profile remained normal, but platelet count had been reported at 50,000 by the 3™
hospital day with normal protime and PTT. This patient had most likely developed:

A. thrombotic thrombocytopenic purpura.
B. anti-cardiolipin antibodies.

C. white clot syndrome.

D. factor 8 antibodies.

E. DIC.

HIT has venous or arterial platelet rich thrombosis rather
than fibrin rich venous thrombi. Antibodies to PF4 both
decrease and active the platelets.




This patient presented after a week on the beach.
He needs:

Antibiotics

Antivirals

Anti helminthics

Surgery

Grafting

mo o wp

Creeping eruption — cutaneous larval migrans
NEJM
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