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Get the best possible score on the Dermatology Nurse ExamThis StatPearls review (6th

edition) is designed to help you maximize your score on the Dermatology Nurse Exam. Our

questions target the Dermatology Nurses Association® content outlines and match the

question structure. We have 1st, 2nd, and 3rd order multiple choice questions and four detailed

teaching points to help you rapidly prepare and achieve the best score possible. The questions

are updated annually by 280 authors and 277 editors to improve your learning experience and

to better match exam requirements. The single best way to improve your performance is to DO

MORE QUESTIONS!Know The Dermatology Nurses Association® ExamThe exam is

approximately 4 hours and consists of 175 questions with a pass rate of 85%. The exam

covers Dermatology Nursing Practice Area: Dermatology – 55%, Surgical Dermatology – 30%,

Phototherapy – 15%; Patient Problem Area: Infections – 15%, Tumors/Malignancies – 15%,

Dermatitis – 13%, Papulosquamous Disorders – 13%, Photosensitivity/Photodamage – 9%.

Hypersensitivities, Vasculitis, Infestations – 7%, Pigmentation/Vascular Disorders – 6%, Hair

and Nails – 5%, Acne and Rosacea – 5%, Wounds and Ulcers – 5%, Bullous and Immune

Disorders – 4%, and Miscellaneous – 3%.About StatPearlsStarted as an academic teaching

project in 2014, StatPearls has grown into the largest library of medical education in the world.

More than 7,500 medical authors and editors have published more than 8,000 peer-reviewed

PubMed indexed articles covering every specialty in healthcare. Along with these articles are

more than 75,000 multiple choice questions with teaching points related to the content were

created. These questions were then matched to the content outlines for every board and

certification exam in healthcare, including our Dermatology Nurse Exam review. This effort by

thousands of sub-specialty experts has made StatPearls the most-comprehensive review

resource available.



Become An Author or EditorStatPearls is an academic teaching project developed by

thousands of health professionals worldwide. Our goal is to provide inexpensive, up to date,

peer reviewed study questions for all healthcare specialties. These questions are available in

Apps, eBooks, and an online learning system that includes the opportunity to earn CME/

CE.We need your help improving questions. Please identify questions that need revision by

flagging a question. In addition, please consider becoming an author or editor. In as little as 2-3

hours you can make a substantial contribution to medical education and you will receive free

CME/CE for your contribution!Please go to to sign up.Learn MoreWant to learn more? Please

visit our online learning system at for additional FREE questions, color pictures, and more

detailed explanations.IntroductionNOTE: The intent of StatPearls review books is to identify

knowledge deficits and assist you in the learning process. Review books are not intended to be

a source of the knowledge base of medicine. The authors or editors do not warrant the

information is complete or accurate. The reader is encouraged to verify each answer in several

references.All drug indications and dosages should be verified before administration.Copyright

2022 StatPearls Publishing, LLC.All rights reserved, including the right of reproduction, in

whole or in part, in any form.Congratulations! This StatPearls book will help improve your fund

of knowledge. Our books are designed to help you identify and resolve knowledge deficits. To

achieve this goal the text is written in a multiple-choice format with answers and explanations.

Explanations contain additional information intended to reinforce your knowledge. Emphasis

has been placed on covering facts that are easily overlooked, quickly forgotten, and often show

up in specialty reviews. For further information, all explanations are electronically linked to .We

suggest you note all questions answered incorrectly to allow you to rapidly review the content

prior to your exam.We appreciate your comments, suggestions, and criticisms. Some answers

and explanations may be in variance with your own knowledge. This is usually attributable to

variability among sources; however, please make us aware of any potential errors you find as

we update our books often. We appreciate your input in regard to format, content, or

presentation. Please contact us at support@statpearls.com or better yet, click on the flag

button after each question to give us specific input on any errors or omissions. We look forward

to hearing from you.Good luck with learning your specialty!StatPearls eBooksStatPearls books

were created exclusively for use on eBook readers. Because we don't publish our books in

paper format, we have the luxury of optimizing them for eBook use.How are our books

optimized for the viewing on an eBook Reader?Efficient User Interface: Each multiple choice

question is on a page by itself so you can see the question and four multiple choice answers,

but you can't see the correct answer until you flip the page. This would be a complete waste of

paper in an ordinary book, but it makes for an easy to use eBook. You don't have to cover up

the correct answer with a piece of paper. Most devices have a dedicated button for page

turning so with the click of a button, you can see the correct answer.Research Links: After each

explanation we include web links to search for more information on the key concepts for that

question. If you miss a question, this is when you probably want to do more research on the

question concepts. This would be onerous and require a lot of typing using a paper book, but is

a single click on an eBook reader, PC, or Mac.Flag a Question: Medical standards and drug

standards change. Also, human errors can occur resulting in questions that have issues.

StatPearls strongly believes in Continuous Quality Improvement (CQI). Flagging a question

gives you, the medical professional, the ability to tell us if something is wrong with a question

and we will correct it and get back to you with an updated book (providing you give us a phone



number or email address.) If you don't provide us with contact information, you can check for a

book update using the normal methods from the books store and you will soon find an update

with the question corrected by one of our health professionals.Volume of Questions: When we

make a book we publish every question we have on a topic (up to 2,000 per book). This would

be ridiculously expensive to do with traditional book publishing, but in the eBook world it costs

no more to publish 2,000 questions than 1,000 questions. You will find that in most of our

specialties, we dwarf the competition with breadth of material. This makes our books "just what

the doctor ordered" for those wishing to go the extra mile when studying.STATPEARLS

AUTHORS AND EDITORSOver 6,000 physician, nursing, and allied health professionals

authored a database of over 50,000 classified multiple-choice questions and explanations.

Each question has been peer reviewed by two health professionals and a pharmacist. All

questions are reviewed annually and updated through a peer review process.WE

APPRECIATE YOUR COMMENTS!We appreciate comments, suggestions, corrections and

additional contributing authors and editors. Please e-mail us at: support@statpearls.com.Nurse-
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male complains that an abdominal wound has not healed properly several months after

surgery. On clinical examination, the clinician observes a well-demarcated linear,

erythematous, and scaly plaque at the site of the excision. General physical examination

reveals scaly plaques in his scalp and irregular pitting of two fingernails. A biopsy of the skin

plaques surrounding the wound was taken and sent for histopathology, which demonstrated

spongiform pustules, microabscesses with the neutrophil collection in the upper epidermis.

Histopathology also reveals orthokeratosis and tortuous dilated papillary capillaries. Which of

the following is the most likely diagnosis?Choices:1. Lichen planus2. Wound infection3. Stitch

granuloma4. PsoriasisPhoto:Contributed by DermNetNZAnswer: 4 -

PsoriasisExplanations:Koebnerisation is the development of skin diseases such as psoriasis,

lichen planus, or vitiligo at the site of trauma, which can range from a superficial scratch to a

full-thickness surgical wound. Psoriasis is suspected when a persistent circumscribed

erythematous plaque with a silvery scale appears at the site of the scar within a few weeks of

surgery.When considering a diagnosis of psoriasis, examine the common sites for the disease

such as the scalp, elbows, and knees. Scalp psoriasis may be suspected when scaling is very

persistent and does not relieve with an antidandruff shampoo.Nail involvement occurs in 40%

of patients with psoriasis and maybe its first and only site. Signs in one, several, or all nails

may include irregular pitting, ridging, nail plate thickening, onycholysis, subungual

hyperkeratosis, and yellowish discoloration. Psoriatic nail dystrophy is a risk factor for psoriatic

arthritis of the finger and toe joints.Patients with chronic plaque psoriasis should be educated

about their skin condition, its management, and the lack of curative treatment. They should be

assessed for comorbidities such as inflammatory arthritis, metabolic syndrome, and diabetes

mellitus.Go to the next page if you knew the correct answer, or click the link image(s) below to

further research the concepts in this question (if desired).Research Concepts:Plaque

PsoriasisWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag

to report any questions that need improvement.Question 2: A patient presents with hair loss in

a well-defined area that started 3 weeks ago. The patient has no other complaints or significant

medical history. On the exam, there is a 2 x 2-centimeter area without hair in the parietal area.

The skin is smooth and without erythema. The hairs at the borders of the lesion come out with

minimal traction. What is the most probable diagnosis?Choices:1. Tinea capitis2. Alopecia



areata3. Lichen planopilaris4. Telogen effluviumPhoto:Contributed by DermNetNZAnswer: 2 -

Alopecia areataExplanations:Alopecia areata often occurs suddenly in a well-defined area.The

cause is autoimmune and it is seen in all age groups.The skin of the involved area appears

healthy.The condition rarely progresses to loss of all scalp hair.Go to the next page if you knew

the correct answer, or click the link image(s) below to further research the concepts in this

question (if desired).Research Concepts:Alopecia AreataWe update eBooks quarterly and

Apps daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 3: A 15-year-old male presents with his mother, who is concerned about

stripes on his back, which she describes as whip marks. She says they have been present for

several months. He denies having eaten any shiitake mushrooms or pruritis in the area of

concern. What treatment may be effective for this condition?Choices:1. Topical tretinoin2. Oral

antihistamines3. Topical corticosteroid4. DermabrasionPhoto:Contributed by

DermNetNZAnswer: 1 - Topical tretinoinExplanations:Rapid truncal growth in adolescence can

occasionally result in multiple striae distensae (stretch marks), which are thought to be induced

by stretching of the dermis and perhaps related to hormonal factors.Although the erythema

fades over a year or so, white marks persist long term.A careful history is important to exclude

other reasons for linear lesions, such as shiitake dermatitis due to undercooked shiitake

mushrooms, dermographism (short- lasting weals from scratching) and flagellate erythema due

to bleomycin, when undergoing chemotherapy.Early striae can be red and are most responsive

to treatment. Topical tretinoin has been shown to significantly improve the appearance.Go to

the next page if you knew the correct answer, or click the link image(s) below to further

research the concepts in this question (if desired).Research Concepts:Stretch MarksWe

update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 4: A patient is brought in with a rash present for

over a year but worse for the past few days. The mother has tried many over-the-counter

treatments with intermittent success. The child picks and scratches constantly. The exam

shows dry and excoriated skin that is thickened. There are fissures, erosions, and crusty

exudates. The worst areas are at the antecubital and popliteal fossa. A cluster of vesicles and

lymphadenopathy are noted. What may be the cause of the vesicles?Choices:1. Varicella

zoster2. Contact dermatitis3. Eczema herpeticum4. Atopic dermatitisPhoto:Contributed by

DermNetNZAnswer: 3 - Eczema herpeticumExplanations:Herpes simplex may cause an

infection in a patient with a skin barrier compromise.This patient has atopic eczema but may

also have eczema herpeticum.The quickest method of diagnosis is the Tzanck preparation.

Direct fluorescent antibody testing is confirmatory.This may require treatment with antiviral

drugs. Acyclovir is dosed at 15 mg/kg/day intravenously.Go to the next page if you knew the

correct answer, or click the link image(s) below to further research the concepts in this question

(if desired).Research Concepts:Eczema HerpeticumWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 5: A 6-year-old female presents with a rash that has persisted for

several weeks. She has had sensitive skin her whole life and has been treated with over-the-

counter and prescription creams many times. This episode is worse. Excoriations are noted on

her back, wrists, abdomen, and legs. The popliteal and antecubital fossae are not involved.

There are papules on her fingers. A 9-month-old sibling also has a rash. What is likely to be

seen on the sibling?Choices:1. Erythematous macular lesions in the diaper area2. Linear

lesions at the creases of the soles and palms3. A herald patch on the trunk4. A reticular rash

on the cheeksPhoto:Contributed by DermNetNZAnswer: 2 - Linear lesions at the creases of

the soles and palmsExplanations:The patient and her sibling have scabies. The Sarcoptes



scabiei mite burrows into the skin and causes severe pruritis and is transmitted by skin-to-skin

contact or contact with contaminated material.Unlike in adults, infants' and young children's

lesions are common on the face, scalp, neck, palms, and soles.Erythematous papules can

form as a type IV hypersensitivity reaction to the mite, eggs, or excrement.Topical permethrin

5% is the treatment of choice for scabies. It is applied to the entire body from the neck down in

children and adults. In infants, the head also is treated. The cream is left on the body for 8

hours, rinsed off, and reapplied 1 week later.Go to the next page if you knew the correct

answer, or click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:ScabiesWe update eBooks quarterly and Apps daily based on

user feedback. Please tap flag to report any questions that need improvement.Question 6: A 6-

year-old male has a 10-day history of a rash and sore throat. The patient has had no fevers or

upper respiratory symptoms. The patient has erythema of the posterior pharynx and 1- to 10-

millimeter erythematous plaques over the trunk in a random pattern. A rapid strep screen is

positive, and the patient is treated with antibiotics. What should the parents be told about the

rash?Choices:1. It will clear within 2 weeks and not recur2. It will improve but may persist for

life3. It is contagious and the rest of the family will need to watch for signs of the rash4. There

will be post inflammatory depigmentationPhoto:Contributed by DermNetNZAnswer: 2 - It will

improve but may persist for lifeExplanations:The small lesions with random distribution are

most characteristic of guttate psoriasis.This condition can flare in response to streptococcal

pharyngitis.The condition may require topical steroids and occasionally phototherapy. These

patients are at risk for psoriasis vulgaris as they age.Guttate psoriasis is most common in

people under 30 years of age and often follows an oropharyngeal or perianal streptococcal

infection. The sudden onset of papular lesions following a streptococcal infection can be the

exacerbation of long-standing plaque psoriasis or the initial presentation of guttate psoriasis.

Guttate psoriasis is nonscarring and often runs a limited course over a few months.Go to the

next page if you knew the correct answer, or click the link image(s) below to further research

the concepts in this question (if desired).Research Concepts:Guttate PsoriasisWe update

eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 7: A young male has a solitary indurated penile

ulcer with fairly clean margins, no obvious raised granulomatous areas, and no discoloration. It

began as a hard, nonpainful nodule. Regional lymphadenopathy is present. What is the most

likely etiologic agent?Choices:1. Haemophilus ducreyi2. Human papillomavirus, serotype 113.

Streptococcus pyogenes4. Treponema pallidumPhoto:Contributed by The Centers for Disease

Control and Prevention (CDC)Answer: 4 - Treponema pallidumExplanations:Only Haemophilus

ducreyi and Treponema pallidum produce nodular penile lesions that ulcerate.T. pallidum

causes a hard nodule or chancre with no pain.H. ducreyi produces soft, painful

chancres.Human papillomavirus produces warts that do not ulcerate.Go to the next page if you

knew the correct answer, or click the link image(s) below to further research the concepts in

this question (if desired).Research Concepts:SyphilisWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 8: A mother presents to the clinic with her 10-year-old boy during winter

vacation from school. Her son had previously been seen for the treatment of actinic prurigo.

The patient is currently lesion free, and his mother is wondering what conservative treatments

or preventive measures could be taken to help prevent another similar outbreak of actinic

prurigo?Choices:1. Application of a thick layer of fragrance-free moisturizer, preferably

ointments, to the surface of the affected skin, especially after bathing2. Avoidance of

environmental triggers especially dusts, molds, insects, and pet dander3. Wearing appropriate



protective clothing when exposed to cool temperatures and avoiding reaching for iced or cold

refrigerated items with bare hands4. Sun avoidance during the spring and summer months

using sun protective clothing and broad-spectrum sunscreenAnswer: 4 - Sun avoidance during

the spring and summer months using sun protective clothing and broad-spectrum

sunscreenExplanations:Patients with actinic prurigo will typically present in early spring as

sunlight becomes more prevalent, and individuals spend more time exposing their skin to

sunlight outdoors.Actinic prurigo (AP) is a rare form of an idiopathic photodermatosis that

primarily affects sun-exposed areas of the skin. The affected regions of the skin typically

include the face, neck, and dorsal surface of the upper extremities.Minor cases of actinic

prurigo can be treated with sun-avoidance alone. Proper sun protection includes avoiding

sunlight by staying indoors or in shaded areas, wearing protective clothing, sunglasses, and

wide-brim hats, and using a broad-spectrum sunscreen.Actinic prurigo is characterized by

itchy, inflamed papules, nodules, and plaques. Lesions appear hours or days after ultraviolet

light exposure. The face, neck, arms, hands, and legs are usually affected. It is a chronic

disease and may worsen in the spring and summer as the day lengthens and exposure to

sunlight increases.Go to the next page if you knew the correct answer, or click the link image(s)

below to further research the concepts in this question (if desired).Research Concepts:Actinic

PrurigoWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag to

report any questions that need improvement.Question 9: A 22-year-old pregnant woman

comes to the physician for evaluation of a new rash. She reports that the rash began suddenly

last night. She is 37 weeks pregnant. Vital signs are within normal limits. Physical examination

reveals multiple yellowish pustules on an erythematous base scattered over the extremities

and torso. There is also a silver scale over the extensor surfaces of both elbows. Which of the

following is the next best step in management?Choices:1. Early delivery2. Acitretin3.

Cyclosporine4. MethotrexateAnswer: 1 - Early deliveryExplanations:Pustular psoriasis is a rare

variant of psoriasis vulgaris characterized by yellowish pustules on an erythematous base with

a variety of clinical presentations and distribution patterns.The pathogenesis of pustular

psoriasis is multifactorial. Many of the cytokines implicated in chronic plaque psoriasis are also

upregulated in pustular psoriasis. Recent studies show that IL-36 plays a critical role in the

pathogenesis of pustular psoriasis.Impetigo herpetiformis is a subtype of pustular psoriasis

that occurs during pregnancy.In cases of impetigo herpetiformis, early delivery is

recommended, which often resolves symptoms. Methotrexate and acitretin are contraindicated

in pregnancy.Go to the next page if you knew the correct answer, or click the link image(s)

below to further research the concepts in this question (if desired).Research Concepts:Pustular

PsoriasisWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag

to report any questions that need improvement.Question 10: A 68-year-old female presents to

the clinic with left foot pain. On physical exam, a well-demarcated area of rough, thickened skin

is present on the plantar surface of her left foot. A translucent core is present in the lesion.

During the histopathological evaluation of this lesion, what characteristics will be visualized?

Choices:1. Marked acanthosis2. Perivascular inflammatory infiltrate3. Digitated epidermal

hyperplasia4. Inflammatory infiltrate at the epidermal-dermal junctionAnswer: 1 - Marked

acanthosisExplanations:A clavus or clavi (pleural) is a common condition encountered in the

out-patient clinic. It is one of the many hyperkeratotic lesions of the foot and therefore needs to

be differentiated from other etiologies such as calluses or plantar warts.A clavus is a well-

demarcated thickened area of the epidermis that has a central core. This skin lesion is most

commonly found on the foot and is often painful. A clavus results from repeated friction,

pressure, or trauma to a specific area of the foot.The elderly and the physically active are most



commonly affected by painful clavi. Treatment is aimed at symptomatic relief and lifestyle

modification to prevent future clavus formation. A clavus is the result of repeated mechanical

stress skin. Repeated external forces result in hyperkeratosis of the epidermis.Histology of a

clavus will demonstrate epidermal hyperplasia, which is termed acanthosis without an

inflammatory infiltrate.Go to the next page if you knew the correct answer, or click the link

image(s) below to further research the concepts in this question (if desired).Research

Concepts:ClavusWe update eBooks quarterly and Apps daily based on user feedback. Please

tap flag to report any questions that need improvement.Question 11: A previously healthy 52-

year-old man comes to the physician for evaluation of a new rash. He has a family history of

psoriasis. Vital signs are significant for fever and tachycardia. Physical examination reveals

multiple pustules on an erythematous base scattered over his trunk, arms, and legs with

associated scale. Laboratory studies a neutrophilic predominant leukocytosis and an elevated

erythrocyte sedimentation rate. Which of the following cytokinesis most likely implicated in this

disease?Choices:1. Interleukin-10 (IL-10)2. Transforming growth factor beta (TGF-B)3.

Interleukin 2 (IL-2)4. Interleukin 36 (IL-36)Answer: 4 - Interleukin 36

(IL-36)Explanations:Pustular psoriasis is a rare variant of psoriasis vulgaris characterized by

yellowish pustules on an erythematous base with a variety of clinical presentations and

distribution patterns.The most serious subtype of pustular psoriasis is the von Zumbusch type,

which has significant morbidity and mortality. Risk factors include electrolyte abnormalities

(hypocalcemia) and sudden withdrawal of systemic steroids.The pathogenesis of pustular

psoriasis is multifactorial. Many of the cytokines implicated in chronic plaque psoriasis are also

upregulated in pustular psoriasis. Recent studies show that IL-36 plays a critical role in the

pathogenesis of pustular psoriasis.Systemic retinoids can be used in the treatment of pustular

psoriasis.Go to the next page if you knew the correct answer, or click the link image(s) below to

further research the concepts in this question (if desired).Research Concepts:Pustular

PsoriasisWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag

to report any questions that need improvement.Question 12: A 9-year-old male presents with a

rash and hair loss. The mother reports they have tried over-the-counter terbinafine cream with

only temporary improvement. There have been no other symptoms. The exam shows a 2 x 1-

centimeter area of hair loss, scaling, hairs broken off, and several pustules. Occipital,

nontender lymph nodes are noted along with several erythematous, well-demarcated plaques

on the trunk. What is the best treatment?Choices:1. Topical nystatin2. Oral griseofulvin3. Oral

amoxicillin/clavulanate4. Ketoconazole shampooAnswer: 2 - Oral griseofulvinExplanations:The

patient has tinea capitis that requires oral antifungal medication.Griseofulvin for 6 to 8 weeks is

the drug of choice, but terbinafine, fluconazole, and itraconazole are also effective and have

shorter courses.Liver functions should be monitored if treatment extends beyond 8

weeks.Secondary bacterial infections may require antibiotics.Go to the next page if you knew

the correct answer, or click the link image(s) below to further research the concepts in this

question (if desired).Research Concepts:Tinea CapitisWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 13: A 63-year-old female presents to the emergency department 30

minutes after receiving cosmetic injectable fillers at her dermatologist's office. She reports

increasing facial pain on the left. Physical exam reveals a reticulate, violaceous discoloration of

the skin overlying her left zygoma with extreme tenderness to palpation. In addition to gentle

massage, heat, and nitroglycerin paste, what is the next best step in the management of this

patient?Choices:1. Ibuprofen2. Hyaluronidase3. Epinephrine4. Hyaluronic acidAnswer: 2 -

HyaluronidaseExplanations:Many common dermal fillers are made from injectable hyaluronic



acid.If injected into a small artery, the filler can cause vascular occlusion.Hyaluronidase is a

reversal therapy used to degrade the injected hyaluronic acid.Ibuprofen may help alleviate the

pain, but it will not reverse the vascular occlusion caused by injectable hyaluronic acid fillers.

Epinephrine would be used if she was having an anaphylactic reaction. However, this is tissue

necrosis caused by vascular occlusion. The vasoconstriction from epinephrine would make her

condition worse. Hyaluronidase can be used to degrade the hyaluronic acid injected into her

face by the dermatologist.Go to the next page if you knew the correct answer, or click the link

image(s) below to further research the concepts in this question (if desired).Research

Concepts:HyaluronidaseWe update eBooks quarterly and Apps daily based on user feedback.

Please tap flag to report any questions that need improvement.Question 14: A 17-year-old

woman presents to the office because of a disfiguring scar on her left cheek. She reports a

history of a motor vehicle collision three years ago. She mentions that this scar continuously

reminds her of that accident and brings to her stressful moments. Laser therapy is

recommended, to achieve the best cosmetic results. What type of laser scar treatment has

deeper penetration and less downtime, when compared to ablative CO2 laser?Choices:1.

Nd:YAG2. PDL3. KTP4. Fractional CO2 laserAnswer: 4 - Fractional CO2 laserExplanations:In

fractional ablative resurfacing, columns of thermal damage, called microscopic thermal

treatment zones, are separated by surrounding untreated skin, resulting in rapid

reepithelialization and reduced downtime as only a fraction of skin is altered.The microthermal

treatment zones created by fractional lasers allow deeper penetration into the skin, compared

to fully ablative lasers.Fractionated lasers are shown to have significantly superior outcomes,

when compared to fully ablative lasers.The fractional CO2 laser has been shown to be effective

in treating multiple types of scars, including atrophic traumatic scars, surgical scars. Various

lasers (Nd:YAG, KTP, and PDL (pulsed dye laser), all have shorter wavelengths than CO2

(carbon dioxide) lasers and do not penetrate as deeply or produce the same results.Go to the

next page if you knew the correct answer, or click the link image(s) below to further research

the concepts in this question (if desired).Research Concepts:Laser Revision Of ScarsWe

update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 15: At a one-month visit with a well infant, the

parents are concerned about multiple red papules on the infant's face. The exam shows

erythematous pustules and papules but no comedones. What is the best treatment?Choices:1.

Oral antibiotics2. Topical mupirocin3. Reassurance and observation4. Topical low potency

steroidsAnswer: 3 - Reassurance and observationExplanations:Neonatal acne occurs within

the first month of life.No treatment is needed as this will resolve within the next month.Neonatal

acne (acne infantum, acne neonatorum, neonatal cephalic pustulosis) is an acneiform eruption

that occurs in newborns or infants and usually is seen on the nose and adjacent portions of the

cheeks.The cause is not known, but it could be due to the sensitivity of the infant's sebaceous

glands to maternal hormones during pregnancy. Typically, it peaks at two months and rarely

needs treatment. Sometimes gels or ointments are given.Go to the next page if you knew the

correct answer, or click the link image(s) below to further research the concepts in this question

(if desired).Research Concepts:Infantile AcneWe update eBooks quarterly and Apps daily

based on user feedback. Please tap flag to report any questions that need

improvement.Question 16: A patient presents with gradual onset of itching and pain in her

fingers and nails for the past 3 months. She claims that she initially had itching only now also

feels pain in the fingers. She has applied several types of topical creams but this has not

helped. She denies any trauma or recent infection. The exam reveals that her nails have

multiple pits and are thickened and yellowish in color. Some of the nails appear to be separated



from the distal nailbed. You also note the presence of a salmon-colored macular rash with

silvery plaques on her left knee but she denies any symptoms with this lesion. Nail scrapings

rule out a fungal infection. What treatment is least likely to be useful for her nail condition?

Choices:1. Phototherapy2. Adalimumab3. Avulsion4. Topical 5 fluorouracilAnswer: 1 -

PhototherapyExplanations:This patient has classic features of nail psoriasis and once a fungal

infection has been ruled out, treatment should be started. A patient who responds well to

natural sunlight has an increased likelihood of good response to UV therapy.There are many

treatments for nail psoriasis but the least effective is phototherapy. Even though laser and light

therapies are used, there is little evidence that they work in all patients.Psoriatic nails should

be kept clean and dry and protected from trauma to avoid the Koebner reaction.Avulsion

therapy can be done either surgically or chemically and provides the fastest response. During

surgery, the matrix should be ablated to prevent regrowth of the nail. Systemic therapies are

not usually used for nail psoriasis but can be of help when there is skin involvement. Topical

treatments like steroids and 5-fluorouracil are often the initial treatments for localized nail

involvement.Go to the next page if you knew the correct answer, or click the link image(s)

below to further research the concepts in this question (if desired).Research

Concepts:PsoriasisWe update eBooks quarterly and Apps daily based on user feedback.

Please tap flag to report any questions that need improvement.Question 17: A 33-year-old

baker presents to the clinic with complaints of hives on the skin while at work. He recently

started working in a bakery and is in direct contact with baked goods. Further evaluation

reveals an itchy rash with localized hives. What is the next best step in the management of this

patient?Choices:1. Refer him to dermatology for further management2. Start on aspirin3. Start

on high dose steroids and taper dose4. Avoidance of rye and prescribed an

antihistamineAnswer: 4 - Avoidance of rye and prescribed an

antihistamineExplanations:Avoidance of the offending substance is the cornerstone of

management. Patients should also be educated on cross-reactive proteins and advised

avoidance if they develop symptoms on exposure.Second-generation H1-receptor blockers

(e.g., loratadine, desloratadine, levocetirizine, fexofenadine, and cetirizine) are the first-line

treatment in immune-mediated contact urticaria.Self-administered subcutaneous epinephrine

pens should be available at all times to the patient due to the risk of progression to anaphylaxis

in patients with immune-mediated contact urticaria.Immune contact urticaria is mediated by

histamine release (IgE-mediated) and does not respond well to aspirin or non-steroidal anti-

inflammatory agents (NSAIDs). Aspirin and NSAIDs are the first-line treatment options for the

management of non-immune mediated contact urticaria.Go to the next page if you knew the

correct answer, or click the link image(s) below to further research the concepts in this question

(if desired).Research Concepts:Contact UrticariaWe update eBooks quarterly and Apps daily

based on user feedback. Please tap flag to report any questions that need

improvement.Question 18: A patient presents complaining of multiple skin lesions following an

untreated upper respiratory tract infection about 3 weeks ago. On physical exam, the lesions

appear as erythematous rings with a raised border localized only to the trunk. The patient

currently is asymptomatic. What is the most likely cutaneous finding in this patient?Choices:1.

Erythema ab igne2. Erythema multiforme3. Erythema marginatum4. Erythema

nodosumAnswer: 3 - Erythema marginatumExplanations:Erythema marginatum is one of the

major Jones criteria in acute rheumatic fever.Rheumatic fever is an autoimmune condition

caused by an infection of group A hemolytic Streptococcus.Other causes of erythema

marginatum include drugs, infection, allergy, pregnancy, malignancy, or idiopathic.With

erythema marginatum, it is important to treat the underlying cause of the disease.Go to the



next page if you knew the correct answer, or click the link image(s) below to further research

the concepts in this question (if desired).Research Concepts:Erythema MarginatumWe update

eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 19: A 3-month-old white female presents due to her

parents being concerned about a rash on her scalp for six weeks. The child has met all

developmental milestones and is up to date with her vaccinations. She has no reported

allergies and uncomplicated birth history. The family history is negative for atopy. She is in the

thirty-fifth percentile for height and fiftieth percentile for weight. The mother denies associated

fever, vomiting, or diarrhea. On physical examination, the infant has an erythematous rash with

golden crusts and a moderate scale on the vertex of the scalp. The rest of the physical

examination is normal. What is the most appropriate treatment?Choices:1. Topical

triamcinolone 1% ointment2. Topical vaseline3. Daily cetirizine suspension4. Topical

mupirocinAnswer: 2 - Topical vaselineExplanations:Cradle cap presents in infants as an

erythematous rash on the scalp, eyebrows, eyelids, and external ears, generally without other

symptoms or evidence of pain, discomfort, or systemic dysfunction for the patient.Initial

treatment for cradle cap is mostly reassurance, with interventions focused on avoiding

medication with potential side effects. Topical emollients (vaseline, mineral oil, baby oil) help to

dissolve the crusting to allow it to be wiped away. If persistent, second-line treatments may

include topical anti-fungal preparations, like selenium sulphide or ketoconazole or low potency

topical steroids.While common in children and frequently associated with scaling or potentially

crusting of the cheeks, the typical incidence of eczema is after three months of age. It would be

associated with pruritis and discomfort, as well as potential poor growth and other systemic

symptoms. Treatment with topical steroids or systemic antihistamines should be avoided if

symptoms can be managed with supportive interventions.Impetigo, which could be treated with

topical antibiotics, is often challenging to differentiate from cradle cap but would be associated

with more evidence of infection, such as redness, drainage, discomfort, or fevers and an infant

with persistent impetigo for six weeks would likely have worsening of the rash as well as a

worsening condition overall.Go to the next page if you knew the correct answer, or click the link

image(s) below to further research the concepts in this question (if desired).Research

Concepts:Cradle CapWe update eBooks quarterly and Apps daily based on user feedback.

Please tap flag to report any questions that need improvement.Question 20: A 6-month-old

male infant is brought to the clinic and is found to have several comedones on his cheeks and

upper back. There are no apparent inflammatory papules, pustules, nodules or cysts. No

scarring can be appreciated at this time. The remainder of the examination is unremarkable.

The parents request treatment. Which of the following would be most appropriate at this time?

Choices:1. Topical erythromycin2. Topical benzoyl peroxide gel3. Curettage4. Obtain DHEA

and testosterone levelsAnswer: 2 - Topical benzoyl peroxide gelExplanations:Infantile acne is

different from neonatal acne and is more common in males.Testing for circulating androgen

levels is not necessary if there are no signs of precocious puberty or virilization on

examination.Topical benzoyl peroxide is an appropriate treatment for uncomplicated infantile

acne that is mild in severity. Topical retinoid preparations, alone or in combination with topical

benzoyl peroxide are options as well.Curettage is not recommended.Go to the next page if you

knew the correct answer, or click the link image(s) below to further research the concepts in

this question (if desired).Research Concepts:Infantile AcneWe update eBooks quarterly and

Apps daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 21: A 72-year-old male presents to the office with a painful right foot. He

reports he has areas of thickened skin on the dorsum of his toe. The patient is diagnosed with



a hyperkeratotic skin lesion that results from repeated mechanical stress. Which of the

following would be most likely seen in this patient?Choices:1. Well-defined area of thickened

skin with a translucent central core2. Ill-defined area of thickened skin that is not painful with

deep palpation3. Flesh-colored papule with the absence of skin lines and pinpoint black dots4.

Erythematous patch with scaleAnswer: 1 - Well-defined area of thickened skin with a

translucent central coreExplanations:Clavi are sharply demarcated well-circumscribed areas of

rough, thickened skin.The central core is a defining characteristic of the lesion.Calluses are

similar to clavi but have an ill-defined border and are asymptomatic.Loss of skin lines or

pinpoint black dots point to the diagnosis of plantar wart rather than clavus.Go to the next page

if you knew the correct answer, or click the link image(s) below to further research the concepts

in this question (if desired).Research Concepts:ClavusWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 22: A 25-year-old male presents with a several-year history of a red

hyperkeratotic papular eruption on the scalp, face, and chest. Examination of the nails reveals

red and white longitudinal streaks and distal nicks in the nail plate. Which of the following would

be an appropriate treatment option for this patient?Choices:1. Ivermectin2. Adapalene3.

Intravenous immunoglobulin4. ApremilastAnswer: 2 - AdapaleneExplanations:This patient has

clinical exam findings consistent with Darier disease, also known as follicular keratosis. This is

a genodermatosis transmitted in an autosomal dominant fashion. Darier disease is associated

with a defect in the ATP2A2 gene.Patients present with red to brown hyperkeratotic papules

with a greasy scale in the seborrheic distribution. This includes the scalp, hairline, forehead,

nasolabial folds, chest, and back. Flexural involvement can occur and can be malodorous.

Verrucae papules on the dorsal hands may be present. Personal nail involvement is red and

white longitudinal streaks with V-shaped distal nicking of the nail plate. White cobblestone

papules of the mucous membranes can occur.Symptoms can be managed by wearing loose

clothing and avoiding sweating. Sun protection must be stressed. Secondary infection by

bacteria, Herpes simplex virus, and candida is common.Treatment options include topical

retinoids, such as adapalene. Topical retinoids are more effective than topical corticosteroids

and topical vitamin D analogs.Go to the next page if you knew the correct answer, or click the

link image(s) below to further research the concepts in this question (if desired).Research

Concepts:Keratosis FollicularisWe update eBooks quarterly and Apps daily based on user

feedback. Please tap flag to report any questions that need improvement.Question 23: A 22-

year-old female presents to the clinic for a microdermabrasion treatment to treat old acne scars

and uneven skin tone. Her past medical history is unremarkable and she does not report any

known allergies. She undergoes microdermabrasion treatment with three passes over each of

the treated areas. She returns to the clinic one week later with a painful and tender rash over

the treated areas. Skin examination reveals erythema, edema, and blistered and peeling skin

over the affected areas. Which of the following could have prevented this outcome?Choices:1.

Limiting the number of passes to 1 or 2 for each treated area2. Use of crystal-free

microdermabrasion system3. Use of prophylactic antibiotics for 5 days after the treatment4.

Use of high potency sunscreen for at least one week after the procedureAnswer: 4 - Use of

high potency sunscreen for at least one week after the

procedureExplanations:Microdermabrasion is a minimally invasive treatment used to treat

uneven skin tone/texture, photoaging, striae, melasma, and scars, including acne scars. During

the procedure, surface debris and the stratum corneum layer of cells are removed.A single

treatment usually requires three passes over the treated area. Patients often require 4-6

weekly treatments to achieve the desired results.The treated skin will have increased



photosensitivity after the procedure. Patients should be advised to use sunscreen when

outdoors for at least one week following the procedure.Common complications of

microdermabrasion include tenderness, swelling, redness, petechiae, and bruising. This patient

has blistering and peeling which suggests sunburn.Go to the next page if you knew the correct

answer, or click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:MicrodermabrasionWe update eBooks quarterly and Apps daily

based on user feedback. Please tap flag to report any questions that need

improvement.Question 24: A 40-year-old male presents with a chief complaint of hair loss for

the past 6 months. He recently had an appendectomy three months ago and lost his job three

weeks ago. A hair pull test from the top of the scalp yielded seven hairs with white bulbs

present. A biopsy of the scalp was performed. Histopathologic examination reveals abundant

sebaceous glands with the miniaturization of follicles. What form of hair loss is the patient

experiencing?Choices:1. Androgenetic alopecia2. Alopecia areata3. Telogen effluvium4. Loose

anagen syndromeAnswer: 1 - Androgenetic alopeciaExplanations:The patient's hair loss was

noticed for the past six months. Androgenetic alopecia is a long term hair loss. Most patients

do not notice the loss until a significant amount of hair has changed. Although the patient had

two stressors in the past three months, the patient reports his hair loss has been present for

six months, indicating a longer-standing issue.Androgenetic alopecia is known as male pattern

baldness and impacts the top scalp area. These are hormone-sensitive areas of the scalp that

are impacted by dihydrotestosterone DHT. Treatment is aimed at blocking DHT with drugs such

as finasteride.Hair loss of 100 hairs a day is considered unremarkable. A hair pull test of

greater than six hairs is a positive test and warrants further evaluation. A biopsy can be

considered in patients where labwork is unremarkable. The biopsy in this patient indicates

androgenetic alopecia by the abundance of sebaceous glands and miniaturization of the

follicles.Androgenetic alopecia is nonscarring alopecia. A hair pull test will show white bulbs

and sometimes small vellus hairs on dermoscopy. This male had a biopsy proving androgenic

alopecia. The pattern of androgenetic alopecia is classified using the Norwood scale.Go to the

next page if you knew the correct answer, or click the link image(s) below to further research

the concepts in this question (if desired).Research Concepts:AlopeciaWe update eBooks

quarterly and Apps daily based on user feedback. Please tap flag to report any questions that

need improvement.Question 25: A 3-year-old is brought in with a rash present for over a year

but worse for the past few days. The mother has tried many over-the-counter treatments with

intermittent success. The child picks and scratches constantly. The exam shows dry and

excoriated skin that is thickened. There are fissures, erosions, and crusty exudates. The worst

areas are at the antecubital and popliteal fossa. Vesicles and lymphadenopathy are noted.

Which of the following is the most appropriate management?Choices:1. Oral antibiotics2.

Topical antifungals3. Topical antibiotics4. Oral corticosteroidsAnswer: 1 - Oral

antibioticsExplanations:The child has atopic eczema with a secondary bacterial infection.The

initial treatment should be with oral, not topical, antibiotics.Systemic steroids are rarely

needed.Topical steroids would also be appropriate.Go to the next page if you knew the correct

answer, or click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:EczemaWe update eBooks quarterly and Apps daily based on

user feedback. Please tap flag to report any questions that need improvement.Question 26: A

65-year-old darkly pigmented male noticed a discolored lesion on the sole of his foot. He

denies any pain or history of comorbidity. Upon examination, the patient has an irregular lesion

of 1-cm maximum dimension that is purplish in color and located on his right heel. No other

lesions are on the foot or leg. The distal pulses are normal, and there is no pedal edema.



Inguinal lymph nodes are not palpable. The patient undergoes a punch biopsy from the edge of

the lesion, which is diagnostic of melanoma greater than 1 millimeter in thickness. What is the

best therapeutic option for this patient?Choices:1. Interferon-alfa chemotherapy2. Wide

excision with 2 cm margin and biopsy of the sentinel lymph node3. Above-the-knee

amputation4. Below-the-knee amputation and biopsy of the sentinel lymph nodeAnswer: 2 -

Wide excision with 2 cm margin and biopsy of the sentinel lymph nodeExplanations:Wide

excision with a dissection of the sentinel lymph node is the best option for this patient. The

margin for wide local excision depends on its Breslow thickness.Amputation is too radical an

approach and is not indicated.Elective lymph node dissection is no longer advised unless

biopsy of the sentinel lymph node reveals micrometastases.Interferon-alfa chemotherapy may

be an option for treatment if metastatic nodes are found in the biopsy sample.Go to the next

page if you knew the correct answer, or click the link image(s) below to further research the

concepts in this question (if desired).Research Concepts:Malignant MelanomaWe update

eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 27: A young female patient presents with

hyperpigmentation over the cheeks and bridge of the nose. She has a past history of atopic

dermatitis. Her only medication is birth control pills. What is the best treatment?Choices:1.

Triple combination cream with hydroquinone, tretinoin, and fluocinolone acetonide2. Glycolic

acid peels3. Double combination cream with kojic acid and vitamin C cream4. There is no

effective treatmentAnswer: 1 - Triple combination cream with hydroquinone, tretinoin, and

fluocinolone acetonideExplanations:The only drug that is Food and Drug Administration

approved for melasma is a triple-combination cream.It is a combination of fluocinolone

acetonide 0.01%, hydroquinone 4%, and tretinoin 0.05%.Melasma treatment includes

sunscreen use, sun avoidance, and the triple combination regimen. This is more effective than

monotherapies.Triple-combination therapy was developed to enhance the efficacy of each

individual ingredient, shorten the duration of therapy, and reduce the risk of adverse effects.Go

to the next page if you knew the correct answer, or click the link image(s) below to further

research the concepts in this question (if desired).Research Concepts:MelasmaWe update

eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 28: A 15-year-old male presents to the clinician

with his mother for a follow-up appointment. The patient had initially presented with a rash on

his cheeks and upper arms one year ago. The rash consisted of flesh-colored papules with

follicular involvement, and he was diagnosed with a chronic condition. Since that time, he has

tried several treatments, including emollients, exfoliants, and anti-inflammatory medications

with no improvement. He reports he is distressed about his appearance and would like to know

if there are any other treatment options. Which of the following is another possible treatment

modality?Choices:1. Prednisone2. Laser therapy3. Cryotherapy4. MethotrexateAnswer: 2 -

Laser therapyExplanations:The patient has keratosis pilaris, which is a harmless skin condition

that causes rough, dry patches, and small bumps on the upper arms, cheeks, thighs, or

buttocks. They can be treated with topical keratolytic such as urea cream 20% or salicylic acid

6%.Emollients, topical anti-inflammatories, vitamin D3 derivatives, and retinoids can also be

used for the treatment of keratosis pilaris.Phototherapy and laser treatments are also available

treatment options that can be used after conservative therapy fails.The condition generally

improves over time and may not even require treatment.Go to the next page if you knew the

correct answer, or click the link image(s) below to further research the concepts in this question

(if desired).Research Concepts:Keratosis PilarisWe update eBooks quarterly and Apps daily

based on user feedback. Please tap flag to report any questions that need



improvement.Question 29: A 21-year-old female patient with a history of cystic acne presents

to the provider with a chief complaint of facial scars. On exam, she has narrow, deep, sharply

marginated depressions that taper to a point at the base and extend vertically to the deep

dermis or subcutaneous tissue, as well as round to oval depressions that are wider with

sharply demarcated vertical edges, on bilateral cheeks. She requests a treatment that would

give her the most significant clinical improvement as she would like to see results quickly.

Which laser treatment should be recommended?Choices:1. Nd:YAG2. CO23. Er:YAG4.

PDLAnswer: 2 - CO2Explanations:CO2 (carbon dioxide) laser is the correct choice because

ablative lasers like CO2 are effective for atrophic scars due to their ability to smooth scar

texture and stimulate collagen production within facial atrophic scars.While requiring more

downtime, ablative lasers like CO2 typically produce a greater degree of clinical

improvement.For acne scars, previous head-to-head studies have suggested that CO2 laser

produces superior results while Er: YAG (neodymium-doped yttrium aluminum garnet; Nd:

Y3Al5O12) is better tolerated with less downtime. CO2 laser is the appropriate treatment

recommendation since this patient wants the most significant results.PDL (pulsed dye laser) is

a nonablative laser that is effective for hypertrophic scars and keloids but as not been shown to

be effective for atrophic scars and would not be as effective as the CO2 (carbon dioxide) laser.

Nd:YAG is one of the most commonly used non-ablative lasers for atrophic facial scars.

However, the results are gradual, with the greatest improvement noted between 3 and 6

months after the final laser treatment. This patient requested treatment with the most

significant clinical improvement and wants to see results quickly, so the appropriate treatment

recommendation should be an ablative laser such as CO2 laser.Go to the next page if you

knew the correct answer, or click the link image(s) below to further research the concepts in

this question (if desired).Research Concepts:Laser Revision Of ScarsWe update eBooks

quarterly and Apps daily based on user feedback. Please tap flag to report any questions that

need improvement.Question 30: A 65-year-old male with diabetes and hypertension presents

to his primary care provider with complaints of blisters in his mouth. He later develops blisters

on his skin, that heal as verrucous plaques. What is the mechanism of action of the medication

that is associated with his skin symptoms?Choices:1. Beta-blocker2. Calcium channel blocker3.

Alpha-blocker4. Angiotensin-converting enzyme inhibitorAnswer: 4 - Angiotensin-converting

enzyme inhibitorExplanations:Patients taking acetylcholinesterase inhibitors are at increased

risk of developing pemphigus.Patients taking penicillamine are at increased risk of developing

pemphigus. The prevalence of pemphigus among patients taking penicillamine is reported at

around 7%.Captopril and enalapril are two ACE inhibitors that have been shown to have an

increased risk of developing pemphigus.There is a known association between intranasal

heroin use and pemphigus vegetans.Go to the next page if you knew the correct answer, or

click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:Pemphigus VegetansWe update eBooks quarterly and Apps daily

based on user feedback. Please tap flag to report any questions that need

improvement.Question 31: A 17-year-old female is a frequent hiker and camper. She presents

complaining of fever, chills, headache, and rash for the past few days. On exam, she is febrile

and has a maculopapular rash on her extremities including her palms and soles. What is the

most likely diagnosis?Choices:1. Lyme disease2. Rocky Mountain spotted fever3. Ehrlichiosis4.

Contact dermatitisAnswer: 2 - Rocky Mountain spotted feverExplanations:Rocky Mountain

spotted fever is an infection caused by Rickettsia rickettsii, a gram-negative intracellular

coccobacillus. It is spread by American dog ticks. It is characterized by fever with relative

bradycardia, malaise, headache, and rash within a week following the tick bite.The rash begins



as a maculopapular rash involving the distal extremities and spreads centripetally becoming

more petechial and involves the palms and soles.It is most common in south-central and

southeastern United States, especially North Carolina and East Tennessee. It is treated with

doxycycline.Ehrlichiosis is spread by ticks and causes shaking chills, severe headache, and

myalgias but rarely causes a rash. Lyme disease is spread by ticks and causes a "bull's eye"

rash at the site of the bite that spreads outward. Contact dermatitis is confined to the area of

exposure and is not associated with chills, fever, or headache.Go to the next page if you knew

the correct answer, or click the link image(s) below to further research the concepts in this

question (if desired).Research Concepts:Rickettsia RickettsiaeWe update eBooks quarterly

and Apps daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 32: A 45-year-old female calls the clinic 1 day following a dermabrasion

procedure. She reports that the site is erythematous with minimal clear drainage and is mildly

tender. Which of the following should be advised as a daily application to enhance wound

healing?Choices:1. Ketoconazole cream2. Tretinoin cream3. Silicone gel4. Petroleum

JellyAnswer: 4 - Petroleum JellyExplanations:Moist wound care speeds reepithelialization

following dermabrasion.Faster wound healing decreases the risk of scarring.Pre-treatment with

topical tretinoin may speed postoperative healing, and silicone gel is useful in decreasing

hypertrophic scarring.Erythema, mild discharge and some tenderness are expected following

dermabrasion. Extreme pain, yellow crust, and delayed healing are signs of possible

infection.Go to the next page if you knew the correct answer, or click the link image(s) below to

further research the concepts in this question (if desired).Research Concepts:Skin Resurfacing

DermabrasionWe update eBooks quarterly and Apps daily based on user feedback. Please tap

flag to report any questions that need improvement.Question 33: A 24-year-old pregnant

woman comes to the physician for evaluation of a new rash. She reports that the rash began

suddenly last night. She is 38 weeks pregnant. Vital signs are within normal limits. Physical

examination reveals multiple yellowish pustules on an erythematous base scattered over the

extremities and torso. There is also a silver scale over the extensor surfaces of both elbows.

Which of the following is the most likely diagnosis?Choices:1. Dermatitis herpetiformis2.

Impetigo herpetiformis3. Neonatal pustulosis4. Toxic drug eruptionAnswer: 2 - Impetigo

herpetiformisExplanations:Pustular psoriasis is a rare variant of psoriasis vulgaris

characterized by yellowish pustules on an erythematous base with a variety of clinical

presentations and distribution patterns.The pathogenesis of pustular psoriasis is multifactorial.

Many of the cytokines implicated in chronic plaque psoriasis are also upregulated in pustular

psoriasis. Recent studies show that IL-36 plays a critical role in the pathogenesis of pustular

psoriasis.Impetigo herpetiformis is a subtype of pustular psoriasis that occurs during

pregnancy. Early delivery is recommended to prevent complications.Neutrophilic infiltration of

the epidermis is more prominent in pustular psoriasis than other variants of psoriasis

vulgaris.Go to the next page if you knew the correct answer, or click the link image(s) below to

further research the concepts in this question (if desired).Research Concepts:Pustular

PsoriasisWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag

to report any questions that need improvement.Question 34: A 41-year-old farmer presents

with an eruption of blackheads, cysts, and pustules. He notes that the lesions occur on his

cheeks, armpits, groin, and behind the ears. He has no past medical history and takes no

regular medications and has no allergies. He says that over the past three days, he has been

spraying pesticides on his plant crop. Given the likely diagnosis, what is the expected time

course for the resolution of the condition disease?Choices:1. Some lesions may disappear

within two years but, in others, lesions may be permanent2. Lesions spontaneously resolve



within days to weeks3. Lesions are always permanent4. Lesions spontaneously resolve within

monthsAnswer: 1 - Some lesions may disappear within two years but, in others, lesions may be

permanentExplanations:The eruption of blackheads, cysts, and pustules located on the

cheeks, armpits, groin, and behind the ears that occur after over-exposure to halogenated

aromatic compounds including chlorinated dioxins and dibenzofurans is characteristic of

chloracne. Some lesions may disappear within two years, but in others, lesions may be

permanent.Chloracne is linked to toxic exposure to dioxins, including herbicides such as Agent

Orange. The presence of chloracne is considered to be a clinical sign of dioxin exposure. The

severity follows a typical asymptotic dose-response relationship curve. It is believed that the

toxin activates a series of receptors promoting macrophage proliferation resulting in

neutrophilia and a generalized inflammatory response in the skin. This may be augmented by

the induction of excess tumor necrosis factor in the blood serum.Facial skin lesions appear on

the cheeks and behind the ears, extending into the armpits and groin. They may also involve

the shoulders and chest, the back, and the abdomen. In advanced cases, the lesions may

extend to the arms, thighs, legs, hands, and feet.Other skin problems seen with chloracne

include sweaty palms and soles (hyperhidrosis) and porphyria cutanea tarda with

pigmentation, increased hair growth, and blisters on exposed skin.Go to the next page if you

knew the correct answer, or click the link image(s) below to further research the concepts in

this question (if desired).Research Concepts:ChloracneWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 35: A 37-year-old woman presents to the office complaining of diffuse

hair loss, weight gain, and a deep voice. She has a history of bipolar disorder, breast cancer,

hypertension, and seasonal allergies. The patient denies new medications in the past two

years, trauma, surgery, new shampoo, hair dye, and new cosmetics. Upon examination, diffuse

hair loss in no particular pattern is visualized. A hair pull test is performed with 10 hairs

collected. Inspection of the hairs reveals white bulbs present. Which of the following

medications is most likely to be responsible for this form of alopecia?Choices:1. Lithium2.

Spironolactone3. Doxorubicin4. Valproic acidAnswer: 1 - LithiumExplanations:Lithium is used to

treat bipolar disorders and is useful in acute manic episodes.A side effect of lithium is potential

hypothyroidism.This patient's hair pull test is positive; the bulbs have white bulbs indicating a

non-anagen loss. The patient has weight gain, hair loss, and a deep voice to cue one into signs

of hypothyroidism.Spironolactone is a diuretic agent that is used in congestive heart failure,

hypertension, hormonal acne, and female hair loss. It is less likely to cause hair loss as it is

used to treat hair loss. The patient has a history of breast cancer, but the hair pull test does not

show anagen loss. Anagen loss is found in chemotherapy-treated patients. This patient is

losing in a telogen phase. Valproic acid is used as an antiseizure medication and in the

treatment of bipolar disorder. It can cause weight gain and hair loss. Hair loss is found when

initiating the drug leading to telogen effluvium that improves overtime. However, valproic acid

can lead to subclinical thyroid function issues as well. In the vignette, the patient has weight

gain, hair loss, and a deep voice which are clues for hypothyroidism. However, the patient

denies new medications in the past two years. This would make lithium the more likely cause

as longterm use can cause hypothyroidism and is the best answer out of the four medications

listed.Go to the next page if you knew the correct answer, or click the link image(s) below to

further research the concepts in this question (if desired).Research Concepts:AlopeciaWe

update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 36: A 14-year-old male with obesity presents to the

clinic for evaluation of a rash. He was seen in urgent care for the rash one week ago and was



diagnosed with folliculitis. He has been using mupirocin for the past week with no improvement.

He denies pruritus and pain from the lesions. His vitals are within normal limits. On physical

exam, papules with follicular involvement and surrounding erythema on the extensor surface of

his proximal lower legs are noticed. The lesion is evaluated with a dermatoscope, and coiled

hair shafts within the papule with surrounding scale and erythema are noticed. Which of the

following is the next step in the management of the patient?Choices:1. Prescribe cephalexin2.

Prescribe fluconazole3. Prescribe prednisone4. Prescribe salicylic acid lotion 6%Answer: 4 -

Prescribe salicylic acid lotion 6%Explanations:Keratosis pilaris can be treated with topical

keratolytic such as urea cream 20% or salicylic acid 6%.Emollients, topical anti-inflammatories,

vitamin D3 derivatives, retinoids, phototherapy, and laser treatments are also available

treatment options.The treatment for keratosis pilaris is done for cosmetic purposes.Antibiotics,

antifungals, and systemic corticosteroids are not indicated to treat keratosis pilaris.Go to the

next page if you knew the correct answer, or click the link image(s) below to further research

the concepts in this question (if desired).Research Concepts:Keratosis PilarisWe update

eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 37: A 65-year-old male presents with a complaint

of a bump on his right eyelid. He has no significant past medical history. He states it has been

there for years and has not changed in size, color, or appearance. It is 5 mm in diameter,

smooth, flesh-colored, and on his lower eyelid skin adjacent and below the lash line. You notice

one eyelash is growing out of the lesion. No ulceration is appreciated. The patient is not

bothered by the lesion but just wants to "make sure it's not anything dangerous." What is the

next best step in management?Choices:1. Incisional biopsy2. Observation3. Shave excision4.

CryotherapyAnswer: 2 - ObservationExplanations:Characteristics that make eyelid lesions

concerning for malignancy include distortion of normal anatomy, poliosis (eyelash whitening),

madarosis (eyelash loss), change in the size of the lesion, change in shape of the lesion, and

ulceration. Normal appearing eyelashes growing out of the lesion are a reassuring sign that the

lesion is not destroying surrounding tissue.Papillomas are benign lesions and excision is not

indicated unless the lesion is causing discomfort or is cosmetically unacceptable to the

patient.An incisional biopsy would be indicated if the eyelid lesion displayed any characteristics

that are suggestive of malignancy.Cryotherapy can be used to treat verruca vulgaris but is not

routinely used to treat other types of papillomas.Go to the next page if you knew the correct

answer, or click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:Eyelid PapillomaWe update eBooks quarterly and Apps daily

based on user feedback. Please tap flag to report any questions that need

improvement.Question 38: A 17-year old female presents to the emergency department

complaining of bilateral foot pain. She had just spent 4 days at an outdoor music festival where

the temperatures were hovering around 50 degrees. She describes a lot of mud as there were

some rain showers throughout the festival. She has not changed her socks or shoes since her

bag was stolen on the first day of the festival. Her feet are swollen, with patches of erythema

and pallor and she describes a decrease in sensation in both feet. She is afebrile. What is the

likely diagnosis?Choices:1. A fungal infection2. Trench foot3. Cellulitis4. An allergic reaction to

the dye in her bootsAnswer: 2 - Trench footExplanations:Trench foot is caused by prolonged

exposure to cold but above freezing temperatures, wet and sometimes unsanitary conditions.A

thorough history and physical is essential in delineating between trench foot and the other

diagnoses. It usually presents with a history of numbness and swelling. Non-freezing

temperatures, constant moisture, and unsanitary conditions are all hallmark presentations of

trench foot.Although trench foot is rare in today's society, anyone that is unable to keep their



feet dry and may not have accessibility to clean socks and dry shoes may be at risk of

developing the condition.Trench foot usually presents with erythematous areas mixed with

some pallor as well as some swelling and a decrease in sensation. Advance stages of trench

foot can present with ischemic changes to the tissues.Go to the next page if you knew the

correct answer, or click the link image(s) below to further research the concepts in this question

(if desired).Research Concepts:Trench FootWe update eBooks quarterly and Apps daily based

on user feedback. Please tap flag to report any questions that need improvement.Question 39:

A 50-year-old male presents with complaints of multiple ulcers in the mouth and penis for the

past three months. They last for a week or two and then resolve. He also reports recurring

painful nodules on his lower legs. His ophthalmological examination reveals posterior uveitis.

Laboratory findings reveal an erythrocyte sedimentation rate of 90 mm/hour. It is decided to

inject 0.3 ml of sterile saline under the skin. What reaction would be expected?Choices:1.

Necrotic ulcer in 48 hours2. Urticaria in 10 minutes3. 15 mm of induration with erythema4. 2 to

3 mm papules in 2 to 3 daysAnswer: 4 - 2 to 3 mm papules in 2 to 3 daysExplanations:Behcet

disease often presents in patients from the Middle East, the Far East, and the

Mediterranean.Patients have recurrent oral ulcers and at least two of the following symptoms:

genital ulcers, eye lesions, skin lesions such as erythema nodosum, or a positive pathergy

test.The pathergy test is a reaction of nonspecific skin inflammation occurring two to three days

after a scratch or injection of sterile saline.While patients are at increased risk for arterial and

venous complications such as deep venous thrombosis; however, most have a normal

lifespan.Go to the next page if you knew the correct answer, or click the link image(s) below to

further research the concepts in this question (if desired).Research Concepts:Behcet

DiseaseWe update eBooks quarterly and Apps daily based on user feedback. Please tap flag

to report any questions that need improvement.Question 40: A 6-year-old male has a 10-day

history of a rash and sore throat. The patient has had a fever but no upper respiratory

symptoms. The patient has erythema of the posterior pharynx and 1- to 10-millimeter

erythematous plaques over the trunk in a random pattern. What test is most important?

Choices:1. CBC with differential2. Rapid strep screen3. Monospot4. Skin biopsyAnswer: 2 -

Rapid strep screenExplanations:The small lesions with random distribution are most

characteristic of guttate psoriasis.This condition can flare in response to streptococcal

pharyngitis. Physical examination should also be performed as a perianal streptococcal

infection is another important trigger.If the rapid step is negative, a formal throat culture should

be done.If the diagnosis is unclear, a skin biopsy may be needed.Go to the next page if you

knew the correct answer, or click the link image(s) below to further research the concepts in

this question (if desired).Research Concepts:Guttate PsoriasisWe update eBooks quarterly

and Apps daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 41: A patient presents to the clinic 7 weeks after a flu shot. She claims

that 3 weeks after the shot, she felt itching in her upper arm and then developed a rash. She

denies any recent infection, travel, or use of medications. Examination reveals a well-defined

rash covered with violaceous, shiny papules in a linear distribution approximately 3 cm in

length. The provider feels that this is an isomorphic response. Which of the following skin

disorders can manifest with such a reaction?Choices:1. Lichen planus2. Herpes simplex3.

Atopic dermatitis4. Pityriasis roseaAnswer: 1 - Lichen planusExplanations:Lichen planus is an

inflammatory condition. It may arise de novo or may occur after traumatic insult to the skin

such as with any injection. Lichen planus is associated with the Koebner phenomenon

(isomorphic response).The Koebner phenomenon is the appearance of a new skin lesion

following some type of injury.The lesion can be reproduced by different methods of injury and



has the same clinical features as the patient's original skin disorder. When caused by

scratching, a linear pattern often develops.The Koebner phenomenon may occur 3 days to 2

years after the initial injury. Besides psoriasis, one also can see the isomorphic response in

patients with vitiligo and lichen planus. Almost any type of skin injury can elicit this reaction.Go

to the next page if you knew the correct answer, or click the link image(s) below to further

research the concepts in this question (if desired).Research Concepts:Lichen PlanusWe

update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 42: A 2-month-old infant developed a yellowish,

greasy-looking firm mass over the scalp vertex with some extension on to the front of the scalp.

There was also some fine, white scaling on the center of the forehead, behind the ears and

down the side of the nose to the upper third of the nasolabial folds. The infant seems happy

and unaware of this problem. Topical 1% hydrocortisone cream twice daily was prescribed, but

the parents were not keen to use a corticosteroid, and compliance has been poor, with little

improvement. Which of the following is the next step in the management of this patient?

Choices:1. Griseofulvin 20 mg/kg, once daily2. Ketoconazole 2% cream, once daily3.

Mometasone furoate 0.1% cream once every 2nd day4. Itraconazole, 5mg/kg, once

dailyAnswer: 2 - Ketoconazole 2% cream, once dailyExplanations:The combination of

desquamating epidermal scalp cells, skin surface crust & secretions creates a firm "cradle cap"

that is a non-inflammatory condition and the most typical presentation of seborrheic dermatitis

in infants. It tends to appear after the first week of life with a peak prevalence of around three

months.The first-line treatment for cradle cap is to counsel the parents and then soften the cap

at night, with a moisturizer such as sorbolene cream or a keratolytic such as salicylic acid, and

remove the debris with a soft-bristled toothbrush in the morning.Topical 2% ketoconazole is

safe and effective in the treatment of infant seborrheic dermatitis. It reduces the impact of

Malassezia spp on the skin surface, which is pivotal to the development of seborrheic

dermatitis, and it has a non-steroidal anti-inflammatory effect that is equivalent to 1%

hydrocortisone.The prescription of steroid-sparing treatment in seborrheic dermatitis is

desirable, particularly in young infants.Go to the next page if you knew the correct answer, or

click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:Seborrheic DermatitisWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 43: A 46-year-old homeless man presents complaining of bilateral foot

pain. There have been rainstorms for the past week, and he has been unable to keep his feet

dry. Luckily, the temperature has been hovering around 55 degrees. His feet are somewhat

numb and slightly swollen and have patches of erythema and pallor. What is the most likely

diagnosis?Choices:1. Frostbite2. Trench foot3. Cellulitis4. ChilblainsAnswer: 2 - Trench

footExplanations:Trench foot is caused by prolonged exposure to damp, unsanitary, and cold

but usually not freezing temperatures.In today's society, the homeless population is at a higher

risk of developing trench foot since they are unable to keep their feet dry and may not have

accessibility to clean socks and dry shoes.Chilblains can be confused with trench foot in that it

occurs with exposure to colder temperature and humidity but are usually associated with

redness, inflammation, itching, and sometimes blisters.A thorough history and physical is

essential in delineating between trench foot and the other diagnoses. Non-freezing

temperatures, constant moisture, and unsanitary conditions are all hallmark presentations with

trench foot. Trench foot will also usually present with a history of numbness and swelling.Go to

the next page if you knew the correct answer, or click the link image(s) below to further

research the concepts in this question (if desired).Research Concepts:Trench FootWe update



eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 44: A 6-month-old female infant is brought to the

clinic with her father. He complains of new onset "whiteheads" and "blackheads" on his

daughter's cheeks. Examination confirms the presence of comedones, along with a few

inflammatory papules and pustules. The lesions are distributed on her cheeks and chin as well.

There are no signs of hyperandrogenism. The caregiver is to be educated on his daughter's

condition. Which is the most appropriate in terms of the specific diagnosis?Choices:1. In

general, many cases have a mild to moderate course, resolving by 1 to 2 years of age without

treatment2. It does not result in scarring3. Most commonly affects children at 4 to 6 weeks of

age4. Equally common in both sexes, however, it tends to be more severe in males

infantsAnswer: 1 - In general, many cases have a mild to moderate course, resolving by 1 to 2

years of age without treatmentExplanations:True infantile acne affects the cheeks, forehead,

and chin and presents in children approximately six weeks to 1 year of age. Infantile acne

affects both sexes, but, unlike acne vulgaris of adolescent patients, it is more common in

males. Sex does not affect severity. In most cases, the course is mild to moderate and tends to

resolve spontaneously without intervention.The lesions found in infantile acne include

comedones, often associated with inflammatory papules, pustules, nodules, and cysts. It may

sometimes result in scarring.Acne vulgaris initially presenting in prepubertal children aged 1 to

7 is very rare. It is a possible indication of higher levels of androgens than is expected for the

age of the child (i.e., a hyperandrogenic state), resulting in additional signs of precocious

puberty and/or virilization. If present, further diagnostic workup and referral and consultation

with a pediatric endocrinologist are warranted.Infantile acne is more common in males.

Hormone abnormalities in children with acne are associated with congenital adrenal

hyperplasia, Cushing syndrome, 21-hydroxylase deficiency, precocious puberty, androgen-

secreting tumors, medications, and premature adrenarche.Go to the next page if you knew the

correct answer, or click the link image(s) below to further research the concepts in this question

(if desired).Research Concepts:Infantile AcneWe update eBooks quarterly and Apps daily

based on user feedback. Please tap flag to report any questions that need

improvement.Question 45: A 37-year-old patient who lives at home develops methicillin-

resistant Staphylococcus aureus, nonpurulent cellulitis. Which of the following is the

appropriate treatment?Choices:1. Trimethoprim/sulfamethoxazole2. Topical antibiotic3.

Rifampin4. CefotetanAnswer: 1 - Trimethoprim/sulfamethoxazoleExplanations:According to the

Infectious Disease Society of America (IDSA), empirical treatment for community-acquired

methicillin-resistant Staphylococcus aureus (CA-MRSA), nonpurulent cellulitis is

recommended.Oral antibiotic options include clindamycin, trimethoprim/sulfamethoxazole,

doxycycline, minocycline, or linezolid. Linezolid has a narrow therapeutic index compared to

the others.Ninety-five percent to 100% of CA-MRSA strains are susceptible to trimethoprim/

sulfamethoxazole in vitro. Thus, it has become an important option for the outpatient treatment

of skin and soft tissue infections (SSTI).The IDSA specifically states that the use of rifampin as

a single agent or as adjunctive therapy for the treatment of CA-MRSA SSTIs is not

recommended.Go to the next page if you knew the correct answer, or click the link image(s)

below to further research the concepts in this question (if desired).Research

Concepts:Methicillin Resistant Staphylococcus AureusWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 46: A 42-year-old man presents with a 3-day history of rash, which he

describes as extremely itchy. He states that he recently came back from a 2-week camping trip,

which involved traversing dense foilage. His past medical history includes hypertension, for



which he takes lisinopril. He denies alcohol, tobacco, or illicit drug use. On physical exam, there

is a linear, erythematous rash with vesicles and bullae located on both of his arms. Given the

likely diagnosis, what is the most appropriate treatment for this patient?Choices:1. Low potency

corticosteroid cream2. Low potency corticosteroid ointment3. High potency corticosteroid

cream4. Medium potency corticosteroid creamAnswer: 3 - High potency corticosteroid

creamExplanations:This patient has poison ivy rash, a type IV hypersensitivity reaction known

as contact allergic dermatitis. The treatment of choice is a high potency corticosteroid

cream.The United States classification of corticosteroids consists of seven classes, with class I

superpotent and class VII least potent. High potency corticosteroids are considered grade I

and II.The gold standard for determining topical corticosteroid potency is the vasoconstriction

assay.High potency corticosteroids should not be administered for more than two weeks

duration without close follow up in the clinic. After this period, the medication should be tapered

to avoid adverse effects.Go to the next page if you knew the correct answer, or click the link

image(s) below to further research the concepts in this question (if desired).Research

Concepts:Topical CorticosteroidsWe update eBooks quarterly and Apps daily based on user

feedback. Please tap flag to report any questions that need improvement.Question 47: A 45-

year-old female patient with a past medical history of hypothyroidism, breast cancer, and iron

deficiency anemia presents to the office complaining of hair loss. The patient states the hair

loss started two weeks ago. The hair loss is described as diffuse. A hair pull test is performed

from different parts of the scalp, a total of 7 hairs are pulled free. A closer look at the hairs

shows a dark bulb at the bottom. What is the most likely type of alopecia in this patient?

Choices:1. Anagen effluvium2. Telogen effluvium3. Female pattern hair loss4. Alopecia

areataAnswer: 1 - Anagen effluviumExplanations:Hair pull test of 6 or more hairs is considered

a positive test. Anagen effluvium is loss of hair during the anagen phase. This is seen with

medication-induced loss, in particular, chemotherapy-induced loss. Class inspection of the bulb

will appear dark, indicating the anagen phase.Telogen effluvium is diffuse lose in the telogen

phase. Inspection of the bulb will reveal a white bulb indicating telogen loss. This occurs

following stressful events, pregnancy, surgery, trauma, stress, thyroid disorders, and anemia. A

brown or dark bulb indicates the anagen phase.Female pattern hair loss is classified using the

Ludwig scale. This pattern is frontal sparing loss with most loss in the mid-scalp. It is

nonscarring alopecia. Anagen effluvium does not follow a particular pattern and would be more

diffuse.Alopecia areata is autoimmune nonscarring alopecia. It generally appears as a circular

loss of hair. However, a rare form known as alopecia areata incognita can appear diffuse and

be confused with telogen effluvium. Anagen effluvium does not present as circular alopecia

with a white bulb. Anagen effluvium is diffuse loss with a dark bulb present on a hair pull

test.Go to the next page if you knew the correct answer, or click the link image(s) below to

further research the concepts in this question (if desired).Research Concepts:AlopeciaWe

update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 48: A 16-year-old female with a past medical

history of atopic dermatitis presents to the office with her parents for a rash. She says she has

had red bumps on her arms and legs for a few years, but they seem to be worsening. She

denies pain and pruritus but is extremely distressed about her appearance. Vital signs are

within normal limits. On physical exam, the patient has papules with follicular involvement and

surrounding erythema on the extensor surfaces of her proximal upper and lower extremities.

Which of the following is a possible treatment for this patient?Choices:1. Bleach bath2.

Methotrexate3. 20% urea cream4. CryotherapyAnswer: 3 - 20% urea

creamExplanations:Keratosis pilaris can be treated with a topical keratolytic such as 20% urea



cream or 6% salicylic acid cream.Emollients, topical anti-inflammatories, vitamin D3

derivatives, retinoids, phototherapy, and laser treatments are also available treatment

options.Treatments are usually for cosmetic purposes only as the condition itself is known to be

harmless.The condition generally improves over time.Go to the next page if you knew the

correct answer, or click the link image(s) below to further research the concepts in this question

(if desired).Research Concepts:Keratosis PilarisWe update eBooks quarterly and Apps daily

based on user feedback. Please tap flag to report any questions that need

improvement.Question 49: A 33-year-old patient complains of a red papule on his face for 6

months that has now progressed to a lesion with raised borders, scars, and occluded hair

follicles. Topical corticosteroids prescribed by another provider have not helped. What is the

appropriate next step in management?Choices:1. Systemic corticosteroids2. Antimalarials3.

Wide surgical excision with sentinel lymph node biopsy4. AzathioprineAnswer: 2 -

AntimalarialsExplanations:The diagnosis is discoid lupus erythematosus (DLE), also known as

chronic cutaneous lupus erythematosus. Systemic corticosteroids are not the first-line

treatment for DLE, as this is a chronic condition. Systemic corticosteroids should be avoided

when possible in chronic conditions.If topical or intralesional corticosteroids fail in DLE,

aminoquinoline antimalarials are used. This is safer for chronic

conditions.Immunosuppressants are used in severe, refractory cases of discoid lupus. The

adverse effects limit their use.Discoid lupus is not a neoplastic process. There is no need for

excision or lymph node biopsy. Skin biopsy can be useful in establishing a diagnosis.Go to the

next page if you knew the correct answer, or click the link image(s) below to further research

the concepts in this question (if desired).Research Concepts:Discoid Lupus ErythematosusWe

update eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 50: A 45-year-old male patient with Fitzpatrick type

IV skin presents to the office requesting laser treatment of his surgical scar. On exam, he has a

5 cm pink, firm, raised linear scar on his abdomen. The different laser modalities are reviewed,

and the patient wants to proceed with treatment. What should the patient be told about before

initiating treatment?Choices:1. He is at increased risk for postinflammatory hyperpigmentation

only if he chooses an ablative laser-like CO2 due to his skin type2. He is at increased risk for

blistering, crusting, scarring, and post-inflammatory hyperpigmentation with any laser

treatment due to his skin type3. He has the same risk for adverse effects as patients with

Fitzpatrick type I skin4. He is not a candidate for ablative laser therapy due to his skin

typeAnswer: 2 - He is at increased risk for blistering, crusting, scarring, and post-inflammatory

hyperpigmentation with any laser treatment due to his skin typeExplanations:This Fitzpatrick

type IV patient is at an increased risk for post-inflammatory hyperpigmentation with any type of

laser treatment, not only ablative CO2 (carbon dioxide) laser. Patients should be counseled on

their risk for hyperpigmentation regardless of the type of laser selected.Patients with darker

skin phototypes (i.e., Fitzpatrick type III-V) are at increased risk for various adverse effects of

laser treatment, including blistering, crusting, scarring, and post-inflammatory

hyperpigmentation due to increased melanin in the skin.Patients with lighter skin phototypes

(i.e., Fitzpatrick type I-II) have a lower risk for post-inflammatory pigmentary alteration from

laser treatment compared to patients with darker skin phototypes due to having lower levels of

melanin in their skin.Although this Fitzpatrick type IV patient is at a higher risk for developing

adverse effects with laser treatment, he remains a candidate for ablative laser therapy. Several

studies have demonstrated the safety and efficacy of ablative CO2 and Er: YAG laser treatment

in darker skin phototypes. The patient should be counseled on his increased risk for adverse

events prior to initiating laser treatment.Go to the next page if you knew the correct answer, or



click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:Laser Revision Of ScarsWe update eBooks quarterly and Apps

daily based on user feedback. Please tap flag to report any questions that need

improvement.Question 51: A 28-year-old female who is obese presents with extreme itching on

her elbows. The itching started 2 weeks ago and has worsened. She denies trauma, recent

infection, or prior illness. She smokes one pack of cigarettes and drinks three to four alcoholic

beverages daily. She has no allergies. Examination reveals a bilateral, scaly maculopapular

rash with raised silvery plaques and excoriation marks around the edges. Her blood work is

normal. What lifestyle recommendation would not improve her skin condition?Choices:1.

Weight loss2. Smoking cessation3. Alcohol abstinence4. Ultraviolet light avoidanceAnswer: 4 -

Ultraviolet light avoidanceExplanations:Plaque psoriasis is a chronic inflammatory skin

condition. Obesity has been associated with both the development and severity of psoriasis.

Weight reduction decreases the amount of adipose tissue causing inflammation.Excessive

alcohol consumption and smoking also have been associated with increasing the severity of

psoriasis.Alcohol abstinence decreases levels of tumor necrosis factor-alpha, and smoking

cessation decreases the production of free radicals.Exercise improves body composition,

reduces stress, and decreases chronic inflammation and the levels of pro-inflammatory

cytokines. In addition to lifestyle modifications, treatment options for plaque psoriasis include

topical agents, phototherapy with ultraviolet A and B irradiation, and systemic agents.Go to the

next page if you knew the correct answer, or click the link image(s) below to further research

the concepts in this question (if desired).Research Concepts:PsoriasisWe update eBooks

quarterly and Apps daily based on user feedback. Please tap flag to report any questions that

need improvement.Section 2Question 52: A 45-year-old female comes to your office currently

using halobetasol cream given to her by her previous clinician for a rash which consists of

small patches with minimal fine scaling. She has been using it twice daily for two weeks per

month and states her condition has been well controlled with this regimen. Which of the

following indications for halobetasol cream might this patient have?Choices:1. Irritant contact

dermatitis on the face2. A rash in the axillae3. Plaque psoriasis on the trunk and legs4. Tinea

crurisAnswer: 3 - Plaque psoriasis on the trunk and legsExplanations:Halobetasol cream is in

the class of ultra-high potency topical steroids.Halobetasol cream's primary indication is for the

topical treatment of plaque psoriasis.Ultra-high potency topical steroids have a greater risk of

causing systemic side effects compared to lower potency steroids.Ultra-high potency topical

steroids should not be used on the face, groin, axilla, or under occlusion, as these areas of

thinner skin and intertriginous areas are more likely to develop adverse effects.Go to the next

page if you knew the correct answer, or click the link image(s) below to further research the

concepts in this question (if desired).Research Concepts:Halobetasol CreamWe update

eBooks quarterly and Apps daily based on user feedback. Please tap flag to report any

questions that need improvement.Question 53: A 25-year-old male presents to the emergency

department with a rash over his bilateral lower extremities for the last 3 days. On physical

exam, his lower extremities are hairy and have a large number of red pustules with peri-

follicular inflammation. He complains of severe pruritis but denies fever or other systemic

symptoms. Further history reveals that he recently went on vacation, where he performed

many outdoor activities such as bicycling, hiking, and swimming. Which of the following is the

best initial therapy for this patient?Choices:1. Topical calamine lotion2. Topical mupirocin3. Oral

cephalexin4. Oral ciprofloxacinAnswer: 4 - Oral ciprofloxacinExplanations:Given the patient's

history and physical exam findings, the most likely diagnosis is folliculitis. When diagnosing a

patient with folliculitis, look for pustules predominantly in hair-laden areas of the body with



surrounding peri-follicular inflammation. The patient's history is also a key part of this particular

patient's diagnosis. His history of swimming combined with his physical exam findings leaves

the most likely diagnosis to be gram-negative folliculitis, also known as "hot tub" folliculitis."Hot

tub" folliculitis is caused by the bacteria pseudomonas aeruginosa. Any history of exposure to

swimming pools and or hot tubs should lead to suspicion of this particular bacteria as the

causative agent of a patient's folliculitis.Most cases of gram-negative folliculitis will resolve on

their own after 7-10 days. However, in more extensive cases, antibiotic therapy may be

necessary.In this patient's case, he has extensive folliculitis on both lower extremities as well

as severe pruritus. In this patient's case, oral antibiotic therapy would be a proper course of

treatment. When deciding on antibiotics, practitioners must consider which antibiotics would

provide proper coverage for the causative agent. In this instance, the causative agent is

pseudomonas aeruginosa, and as such antibiotic therapy should be tailored around this

bacteria. Oral ciprofloxacin provides good Pseudomonas coverage, whereas topical mupirocin

and oral cephalexin provide excellent coverage for Staphylococcus aureus, which is the most

common cause of bacterial folliculitis. However, they do not cover pseudomonas and, as such,

would be inappropriate to prescribe for this patient. Topical calamine lotion is typically used for

the treatment of poison ivy. The patient does have a risk of exposure to this plant. However,

poison ivy typically presents as papules or plaques and not pustules. Given this patient's

exposure to swimming pools or hot tubs, as well as his physical exam findings, gram-negative

folliculitis is a much more likely diagnosis.Go to the next page if you knew the correct answer,

or click the link image(s) below to further research the concepts in this question (if

desired).Research Concepts:FolliculitisWe update eBooks quarterly and Apps daily based on

user feedback. Please tap flag to report any questions that need improvement.Question 54: A

58-year-old male with a history of attention deficit disorder and diabetes mellitus presents to

the urgent care clinic with a 3-week history of itchy "bumps" on his abdomen and legs as well

as a burning sensation in his mouth when he eats. Over-the-counter steroid creams have been

minimally helpful. He states that he was incarcerated for a year and was just released about 2

months ago. Vital signs include a temperature of 98.8 degrees F (37.1 degrees C) and a heart

rate of 72 beats per minute. Physical exam reveals the presence of multiple small, shiny,

violaceous papules on his abdomen and ankles as well as patches with overlying white striae

on his buccal mucosa. What is the most important lab test to order given his history and clinical

presentation?Choices:1. Complete blood count with differential2. Hepatitis panel3. Blood

aerobic and anaerobic bacterial cultures4. Fingerstick blood glucosePhoto:Contributed by

DermNetNZAnswer: 2 - Hepatitis panelExplanations:Among the many skin disorders

associated with hepatitis C, lichen planus is the most common.Lichen planus presents as a

pruritic papulosquamous rash that typically involves the mucous membranes, flexor surfaces of

the skin, and nails.Lichen planus can have pruritus and erythematous scaly plaques.Other

disorders with scaling and pruritus include various forms of dermatitis and psoriasis.Go to the

next page if you knew the correct answer, or click the link image(s) below to further research

the concepts in this question (if desired).Research Concepts:Lichen Planus
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