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FOREWORD

To endeavour to do justice to a speciality with four hundred
and eighty-three distinct disease entities—Dermatology—within
this compass, 13, to atiempt the impossible. A work like this to
be both informative and useful to the larger crowd, has to be
based mainly on practical lines. Such a basis has been obtained
from the analysis of 17,451 new cases seen during the period
of six months in the skin clinic. The graphic depiclion of this
analysis 1s found within and gives an idea of the Dermatological
problem obtaining here. . No anology is given for the brevity
in the description and interested people can always obtain fuller
mformation in this field from standard works.

The inclusion of a section on smspection of camps would
serve as a guide for a complete survey, i.e., of inmates and site
of any camp. ’

The knowledge of the speciality appears to be ia it's infancy
and the aim of this work 1is to establish a sound foundation for
all those who would intend to specialise further. In Dermato-
logy to borrow a remark “ there <8 always something more than
what actually meetls the eye” and it is felt that this would be
the impression obtained by a perusal of this bulletin.
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IMPORTANT NOTICE

It is imperative that these quarterly Medical Bulletins
- : are published regularly as they are in great demand
. N by the Medical Profession all rouad, even outside this
' i State. For this purpose sufficient number of articles
C of scientific interest are absolutely necessary. You are
requested to kindly co-operate by regularly contributing
any articles of scientific interest. Such articles may be

sent in duplicate.
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OTHLR CASLS

Analysis of 17451 new cases from July-December 1960.

Acne Vulgaris
Abscess .
Alopecia Areata
Allergic Dermatitis
Avitaminoses
Cellulitis
Chicken-pox
Chloasma

Chronie Uleer

10 Contaet Dermatitis
11 Com . .
12 Creeping Eruption
13 Darier's Disease
14 Dermatitis

15 Dermal Ieishmanoid
46 Eczema

N B N A S

~Je 53

17 Exfoliative Dermatitia

18 Fissuring

19 Fixed Drug Eruption ..

20 Fungus
21 Furunculosis

22 Granuloma Pyogenicum

23 Hansen's Disease
24 Herpes Zoster

25 Hyperidrosis

26 Icthyosis ..
27 Idiopathic Atroph
28 Impetigo

29 Insect-Bite

30 Keloids

31 Lipogranuloma

32 Lichen Planus .

PER CENT.
2.5
0.024
0.6
0.28
08
0.1
0.008
0.033
0.05¢4
0.9
0.15
0.006
0.002
2.9
012
3.438
0.0
0.06
.. 0.06
.. 29538
0.518
0.018
3.5
0.8
0.002
0.18
0.03
12.392
0.018
0.066
. 0.006
. 0.75



33 Lichen Amyloid

34 Lupus Erythematousus
35 Lupus Vulgaris

36 Melanoderma

37 Miliara Rubra

38 Mollugecum Contagiosum

39 Naevus ..
40 Neurodermatitis
41 Paronychia

42 Pediculosis

43 Pemphigus

44 Phrynoderma

45 Pityriasis Capttis
46 Pityriasis Rosea
47 Pruritus

48 Psoriasis

49 Seabies

50 Seborrhoeic Dermatitis

51 Small-pox

52 Stasis Dermatitis
53 Syecosis

54 Urticaria

35 Vitiligo

56 Warts

57 Other cages

Total number of new
 to December 1960

PER CENT.

0.003
0.054
0.336
0.09
0.384
0.184
0.09
0.1
0.0002
0.1
0.0006
0.1
0.006
0.0002
0.012
0.5
32.5
0.04
0.02
0.03
0.0002
0.3
2.674
0.1
0.9598

——————

patients from July
" i X 17,451
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Essentiel laboratory facilities in a skin clinie.

1. Blood count and E.S.R.
2. Urine analysis.

3. Serapings for Fungus, Acurus Seabiei.
4. Smears for A.F.B, L. D. bodies, Tzanck cells (cytodiag-

nosis).

5. Culture for Fungus.
6. Skin Biopsy.
7. Patel) testing.

Equipment required for an out-patient examination room

(Dermatological).

Purniture—

D0 NS Uk W

Table.

. Chair.

Screen.

Stool.

Examination couch.

Wash basin with stand.

Table lamp with 100 watts bulb.
Writing pad with stationery.

. Necessary linen.

Equipment—

1.
. Tongue depressor (plastic).

= w10

S O 01, W

Hand toreh.

Hand lens.
Epilating forceps (two).
Comedo extractor (one).

. Sealpel with replacable blade. -
. Forty per cent KoH.

. Slides (microscope).

. Coverslips.

. Microscope with low. high power and oil immersion.
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et | " ' o . Ung Petrolei Co—

Essential Dermatological preparations. 8 flc:houc e

Liquor Carbon Detergens 1 dr.
Ammoniated mercury 20 grs.

Hydrous woold fat 2 drs.

Salieylic aeid 10 grs.
e ot 11 e 1O Paraffin ointment ad 1 oz.
Olive oil 11 fl. drs. mix.

L Cremor Zinei—
Zine Ozide 1 oz

; : ream—
9. Benzyle Benzoas crea '
Benzvle Benzoate and soft soap eack 1% oz

Zine oxide’and calamina each 1 oz
Lime water to 6 oz.

2. Letio Alumini co—
Purified Alum 5 gr.

Strong sol. of lead subcetate 1 1. dr.
Water to J fl. oz

' 10. Antihistamine drugs—
3. Mistura Hydvag Pevehlovidi—

‘ (a) Tablets.
Solution of mercurie chloride 10 m.s. (b) Injections.
Dilute Nitrie acid 5 nws. (¢) Lotions.
Uompound infusion of (iention ad 1 oz
Antibioties—
4. Pasta Acidi salicylica (Lassar’s paste)— (a) Penieillin.
Zine oxide 2 dr. (b) Streptomyein.
Stareh 2 dr. (¢) Tetracylines.
Salieylic acid 10 grs. (d) Nystatin.
Yellow soft paraffin 4 dvs, : (e) Mysteclin.
9. Ung Aecidi Solieylie Co {Whitefield ointment)— (f) Griseofulvin.
IS;,EZ}: aicitlid 11 (;llr 11. Antimalarials Atabrin, Chloroquine, Resochin, ete.
Coconut oil 115 fl. oz 12. Calcium—
Yellow soft parafin 2 oy, (a) Cal-lactus.
6. Unguentum Anti-scabies (Danish ointment scabies)~— (b) Cal-Gluconate injections.

G.H. Pharmacopeia. 13. Cortico-Steriods—
7. Solution of methylene blue— (a) Tablets.

Silver nitrate 5 gr. {b) Ointments.

Methylene blue 5 gr.

{c) Injections.
\Vater ad 1 0z, . )

14. Dapsone tablets.

15. Emetine injections.
]



16. Hormones—

(@) Adrenaline.
(b) Oestrogens.
(¢) Thyroid.

17. lsonicotinie acid Hydrazide tablets P.A.S. tablets,
I8 Tranquillisers.

19. Tolbutamide group of drugs.

20, TUrea stibamine.

214 Vitamins A, B, (' and B-12.

22 Neutrapen (Penieillinase injectable),

Practical guide in the management of rases,

_ 1. Unguentum Danish to he repeated for three days only.
Zine Cream to be preseribed from the fourth day.

2. Serapings for fungus it negative 1o be repeated 1hyjee,

3. Staphylococcal vaceine to be given intradermally, Total
of six injections every fourth day. Start with one minim,
increase by one minim, to a total of 6 minims.

4. Auto-heemotheraphy: 2.5 ¢.c. blood 1o he drawn from the
vein and injected deep intramusenlarly in  the

thigh cvery
fourth day.

0. Auto-vaceine to he given every fifth day.

-

- Sulpha tablets to he repeated for one week only,

7. Caleium gluconate injections—
Below 45 years 5 c.c. intravenous.

Above 45 years % c.c. intramusecular.

K
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A scheme for inspection of cumps for incidence of skin
diseases.

In an inspeetion of a eamp. the following should be noted :—

-

() Gencral idea of camp.
1. wite of camp. '
2, Amount of moncy spent on it, total and per hcad.
3. Sleeping accommodation.
. Water-supplv—souree, availability and adequacy.
5. Facilities for personal hygiene—water, soap, combs.
6. Laundry arrangements.
7. Daily ration—its nutritive and calorific value.
8. Available power—Electricity or Gas.
. Presence of Quarantine section.

10. Public Health prophylaxis—for cholera, smallpox and
typhoid.

N

=

thy Tnspection of Dnmdades in camp.

The incidenee of <kin discases with emphasis on the com-
mencement can be studied it the following scheme 48 utilised
for the examination:

v <
2 . =
2 Nane. T T -
a s LY 4 &3 2 34 § ; -',;
— L B n < a =2 3 é ~ 2
2 iS5 F8E 25 258 ¢
= % 22 % & = & 5 3 3 S é
® < RNz 4= /5 b 2 g4

320 Krishnan 24

The detailed columns follow the site of election of scabies
and this involves the examination of the entire body surface.
In addition presence of common skin diseases as fungus,
Impetigo and Hansen arc seen. The remarks column contain
information regarding presencc of other diseases and the
sbbreviations H & O indicate presence of Hansen and Oedema,
This oedema may be due to secondary impetigo in seabies or
nutritional oedema—a point of interest in large ecare eamps,

24
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The individual is then issued an O.P. ticket giving the same
serial number and the name and age along with diagnosis. The
treatment is outlined with the O.P. ticket as follows:—

Ung Danish,

Or Ung Danish with Sulfadiazine tablets (Sulfadiazine).

Or Ung Danish and test urine for Albumen hefor. giving
a course of sulfonamides.

Or Ung Danish followed by the Ung Whitfield, cte.

In cases of impetigo in scabies treat scabies first. In cases
of impetigo in fungus treat impetigo first and then seabies.

The chart and O.P. ticket ensure proper record and
guidance. The O.P. tickets should be filed by the Medicul

fficer in charge of eamp. It is worthwhile to have adequate
stock of the following in camps and bivoues:—

1. Ung Danish (General Hospital Pharmacopeia).
2. Ung Whitfield (General Hospital Pharmacopeia).

3. Zine Cream (General Hospital Pharmacopeia) to which
10 grs of methylene blue is added to éach ounce for treating
cases of impetigo.

4. Sulfadiazine tablets.

5. Aqueons Penicillin,

6. Anti-histamine drugs,

Scabies.—This is a contagious disease caused by a mirte
termed sarcoptes Scabiei Var Hominis. It is a strietly human
parasite and the constant symptom is itching worse at night.
The mite produces a characteristic lesion termed * hurrow
seen often on the hands. The majority of cases do not show

this as they are all secondarily infeeted by seratehing, The
secondary infection causes pustules.

The diagnosis is—

(¢) By demonstrating the mitc—a not so easy task except
when burrows are seen. When seen, a drop of 40 per cent
KoH is put on it and the site seraped and the serapings are
mounted on a glass slide and the coverslip applied. The mite
along with eggs or only eggs are seen, which is diagnostic. The
female mite is the one seen in the burrows and is 1}60th inch
in length, the posterior pair of legs end with bristles,

9 .

(b) Distribution of lesions.—Webs of fingers, front of
wrists, elbows, anterior axillary folds, umbilicus inside of thighs,
penis in male, breast in female, buttocks; in c!uldren palms and
soles and also scalp. The lesions seen are vesicles, pustplcs apd
burrows at these sites. Any case with lesion§ on these sites with
the symptom of itching has scabies. In addition enquiry would
show other members of the household also having it or symptom
of itehing.

(¢) Response to anti-scabetic treatment, (b) and (c) are
the main stay in diagnosis of the majority of cases.

TREATMENT.

In adults.
1. Hot bath with soap.

2. Serub with nail brush or rough towel to open up all
lesions.

3. Dry thoroughly.

4. Smear Ung Danish (G.H. Pharmacopeia) irom neek to
feet for three days.

5. No bath for three days.
6. Bath on fourth day and wear fresh dhobie-washed
clothes.

7. Treat all inmates of the house simultaneously.

I children.

Follow the same regime but use— A
Sulphur precipitate—15 grs.
Zine Cream ad—1 oz. ‘ .

After third 'day-use in both adults and children only, Zine
Cream. Retreatment if needed.shoulgi only be done after two
weeks when definite evidence of scabies is present.

In cases which are secondarily infected with evidence of
pustules and swelling of hands, a course of suifonamides by
mouth for seven days, c.g.. Sulfa diazine tablets 2 tds. for
seven days only in case of adults. and in children iesser dosage
is given,
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Always remember in secondarily infested scabies to treat
scabies first as when once the itching by the mite is abolished
-secondary infeetion will disappear owing to absence of scrateh-
ing. More over sulphur itself is an antiseptie arent.

In cases of scabies with cedema of face and legs test urine
‘for Albumen as secondary nephritis to skin infeetion may oceur.
In these cases sulfanomides are to be avoided and the patient
given Penicillin or other antibioties hut the anti-scabetic treat-
ment will be the same.

As an alternative 20 per cent Benzyl Benzoate emulsion has
been used. In this regime the patient is painted after a bath
from neck to foot with solution which is left overnight with
a bath next morning. .\ weck later this is repeated, ic. it
takes on the whole one weck for completion of therapy while
with Ung-Danish it is over in three days. ’

Infestat_ion with scabies 3u a community is abways due to (1)
over-crowding and (2) Jow personal hygiene.

The transmission of scabies by fomites is not aceepted now.
Personal contact is neecessary.

) _F'ung_us diseases.—In human beings Fungus digeases are
divided into three main groups—

1. Superficial Mycosis (Dermatomyeosis).
2. Deep Mycosis (e.g., Maduramyeosis and actinomyeosis).
3. Systemic Mycosis (e.g., Coccidoides).

No. 2 is of interest to surgeons mainly, No. 3 is of interest

to physicians mainly. We are concerned with Dermatomycosis.
There are three groups of dermatomycosis—

(a) Microsporum group—affects hair, body.
(b) ',T'i,‘ichophyton grbup—;ﬁfects ‘hair, hody, nails:
s (c) Epidermophyton group—affects body.

The trichophyton group is the commonest and most resistant

one to treatment. )

The groups (a), (b) and (c¢) are differentiated by culture
and study of the maeroconidia.
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The nuseful classification of Fungus diseases (dermato-

raveosis) is by the arca that is affected—

1. Fungus of secalp.

9 Fungus of body.

3. Fungus of beard area.

4. Fungus of groin,

5. Fungus of feet.

6. I'ungus of nails,

I. Fungus of scalp.—This is mainly a disease of childhood.
One clinically suspects fungus of scalp when there is (a) patech
or patches or alopecia with scaling and the hairs in the patech
are lustreless and broken up, (b) patch or patches of baldness
with no scaling but block dots due to the hair broken up at the
surface of the scalp-black dot ringworm, (c) circumseribed areas
of suppuration in scalp with alopecia this is_a pustular reaetion
to the fungus and goes by the name of kerion. Such a kerion
may occur in the beard area of a man and be over looked as
coeeal eveosis,

Disgnosis—(1) The affected area examined under Wood's
light would show a grecnish fluorescence in cases of micros-
porum infections. 1f no fluorescence is seen it may still be
fungus and probably of Trichophyton strain.

(2) Remove hair from affected site and mount in 40 per
cent Koh on a slide; apply the coverslip and examine after an
hour or soon after gently warming.the slide, without boiling
the KoH. The affected hair would show spores of fungi within
and round it. The appearance has been likened to a hair
dipped in gum and rolled in sand.

(3) To identify the spgcies (microsporum or Tricho-
phyton) culture in sabouraud’s agar is n\dlcated.' ‘The colexg:v'
characterist cs and morphology of the macroconidia helps in
identification. . oo

T'reatment —The present treatment is by the o¥al Fungicide.
Griseofulvin. This is marked as Grisovin (glaxo) or Fulein

- (LC.L). The tablets are 250 m.g. in strength. The average aduit

dose is 1 tablet four times a day for four to six weeks and in
case of children 15 tablet b.d. or 15 tablet three times a day
for 4-6 weeks. The scalp hair must be clipped short—so that
there is a quicker shedding off of the affected hair by the new
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giu: which is growing up. In pustular cases simple warm

ric acid fomentations are given in addition and, those with

secondary adenitis are given sulfonamides by mouth. When

?}?;n%v gilseotillllvm for a loqg t_ime it.is wiser to keep an eye on

e e cell count. Periodic white cell count—total and
erential are required to avoid agranulo-cytois.

In the event such a thing happens. the Griscofulvin is with-

drawn, when the white :
» eell ecount rapidlv  comes :
normal. rapidly eomes back to

(a) X-ray cpilation—risk of ' i

1y ation—ris ermancit  alopeeia

X-ray dermatitis. ) ! vﬂop‘(” and
with b) Qral thallium acctate 8 mg. per k.g. body wi. (nuked)
;arsa maximum dose of 200 mg. is given. Children above nine

b are not treated. Hair loosens in a week and epilation is

complete i reeks .
resull)ts.e in three weeks. If the dosage is exeeeded death

2. Fungus of body.—In thi iti
) — s condition you have round or
oval patches with scale and with vesicles in the border. These

. . ¥ « e > ati
Ilas ll(fllﬂlg. iremn ll']. [‘h(, l)(ltle”l

' !hagnosw.———(}) Clinical appeavance of vinged lesions with
vesicles at margin. ;

(2) Seraping taken from the i

. » edge of the lesions and
?ﬁounitild in 40 per cent KoH show the fungus hyphae cutting
hrough the outlines of the cells of the stratum corneum.

(8) Culture.—Culture characteristic
Culture — and nature of the
macro conidia identifies the species.

Treatment.—Use of Whitfield ointment (G.H. Pharmo-
copoeia). In secopdary infected cases secondary infeetion must
be- treated first with oral sulfonamides and loeal use of 2 per
cent, M_ethylene Bluc. in Zine Cream. It is hetter to avoid
Penieillin as the fungi flourish under this therapy. If sensitive
to sulfonamides, then a broad spectrum antibiotic is used for
a period of four to five days. Once the secondarv infection
1s controlled Whitfield ointment is used. )

- In cases Wltl_x extensive areas of involvement Griseofulvin in
the dosage mentioned is useful. The therapy period is shortened
with simultaneous use of the Ungunentum Whitfield. The
clothes next to the skin must be changed daily and washed with
soap and water, dried in sun and then used. The use of anti-
septics for sterilising clothes is not advised.
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8. Fungus of beard area.—Clinically this is seen as (1) Red
scaly areas. (2} Areas of Pustular reaction (Kerion).

Demonstration of funous in scales as in hair conflrms the
diagnosis. The use of Whitfield ointment is satisfactory in
1 and in 2 Griscofulvin by mouth. If Griscofulvin is not
available, epilation of the hair in the suppurating area with

- forceps and painting with tincture jiodine is all that i3 nceded.

When acute stage is past the Ung Whitfield is all that is
needed.

4. & 5. The funqus of groin and feet.—This is quite common
and is picked up from the same clothes or bathing in the same
place. Excessive sweating and alkalinity of sweat inakes one
susceptible to the infection.

The symptom is itching in the groin or feet and on
examination one sees in the groin a marginated circinate lesion
with vesicles at the periphery. Serapings show the fungus with
scales obtained from periphery of the lesion.

Treatment—TIn secondarily infected cases use of 2 per cent
Meth. Blue in Zine Cream with oral sulfonamide is first given
for seven days and later Ung Whitfield is used.

Fungus of feet may manifest as soddening of skin hetween
toes or as vesicles or as localised thickeninz of the soles of the
feet. Diagnosis in case of veseicular tvpe is by cnipning up
the vesicles and mounting them in KoIl and looking for the
hyvphae. Treatment: acute eases are given a loecal paint with
1 per cent AgNo, 1 per cent Methyiene Blue in water along
with sulfonamides. When acute stage has subsided Whitfield
ointment is used. Griscofulvin too may be used in these cases.

6. Faungus of nails.—The affected nail looses its lustre,
becomes brittle and in some cases pigmented. The diagnosis is
by clipping out a chunk of nail, soak overnight in 40 per cent
KoH and look for the hyphae of the funtus. Culture identifies
the species; barring the appearance there are no symptoms.

Treatment.—Griseafulvin by mouth is the only answer. The
affected segment . of the nail is excised fully and aral Griseo-
fulvin started. A new nail replaces the old one which is
pushed out. As it takes nearly six months for a nail to grow
from its bed to frec edge the treatment has to be for about this
time. Prior to this the treatment was total excision of nail with
destruction of nail bed so that no new nail grew.
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Miscelianeous Jungus infecrions—
1. Tinea versicolar.
2. Erythrasma.
3. Moniliasis.

1. Tinea versicolor~—This is a common infection and the
patients have multiple scaly macules on the trunk and arms
which iteh periodically. The diagnosis is by testing for the
fungus in the scales obtained by scraping. A profusion of
hyphae and spores are seen in every scraping: The organism is
microsporumn for fur. Treatment is with Ung Whitfields or
12 per cent Sodium Thiosulphate solution, i.e., 1 drachm of
sodium thiosulphate in one ounce of water.

2. Erythrasma.—This infection with the fungus called
microsporum or Nocardia minutissimum produces reddish scaly
patches usually in the flexures. The scales are collected on a
glass slide fixed and stained with lacto-pheno blue. The

organism is seen only under the oil immersion lens as it 8
bacterial in dimension.

3. Moniliasis—Tts exact pathogenic role is not settled. Only
one type, i.e., Candida albicans is of importance. Tt inanifests
as thrush (Mouth) soddened patches in skin folds as under
breasts and groins, vaginits and paronychia. Its diagnosis is
by smear and culture and its elimination is by using 1 per cent
Aqueous Genetion Violet locally and nystatin antibiotic by
mouth. The long term use of broad spectum antibiotic leads to
over growth of monilia and this is now controlled by using

a combination of tetracyline with an antimonilial antibiotio
like mysteelin. '

All cases with extensive monoliasis must be sercened for
disbetics mellitus, tuberculosis and parathyroid deficiency.

Coccal affection of skin.

A. Impetigo—~This is a coccal infection of skin and the
types commonly seen are—

1. Impetigo of sealp (with and without Pediculi).
2. Impetigo contagiosa.
3. Bockhart’s Impetigo (follieular impetigo).

18

1. 1mpetigo of scalp.—This is a childhood ailnent. Mainly
the child has many pustules on scalp and some have regional
adenitis of the eervical lymphatic glands. In all eases an under-
lying pediculosis must be ruled out. Pediculosis is often the
cause of Impetigo resulting from scratching of the sealp due
to the bite of the lice.

The management of these cases is—
(1) Clip the hair short. !
(2) Wash scalp with soap and water.
(3) Apply the following cream:—
- Methylene Blue—10 grains.
Zine Cream ad—1 oz at night.
'(4)'Sulfouamidcs hy mouth for the septic adenitis.
" 1f pediculosis is present it should be tackled first. For this
10 per cent Benzyl Benzoate emulsion is applied to scalp and

washed off next day. After 14 days repeat the same to tackle
any of the lice that have hatched out of nits (eggs of lIouge).

2. Impetigo Contagiesa.—This affects mainly infants and
children. The face is affected chiefly. There are a number of
vesicles which rapidly become pustular and dry wap giving
vellowish ernsts. The general health is unaffected.

Coccal affection of skin.

Treatment—
(1) Wash with soap and water to remove crusts.

(2) Apply the cream—
Methylene Blue—10 grs.
Zine Cream ad—1 oz. for external use.

(3) In the few cases with fever and cedema sulfonamides
hy mouth.

(4) Child must be isolated from other children and its
linen especially towels kept separate,
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3. Impetigo of Bockhart’s—This is chiefly an affection of
the hair follicle mouths, i.e, it is an ostial follieullitis. The
lesion is a pustule at the mouth of the hair follicle and from the
centre of the pustule a hair protrudes. This condition chiefly
affects the hairy legs of men.” Its natural cure is when all the
hair follicles are destroyed.  This disease recurs ag lon:g as there

are hairs in that avea. Henee irear with <implest and cheapest
of remedies—

(1) Lotio Alumini C'o (an astringent antiseptic Jotion)
for external wse cvery night after washing with soap &nd
water—

Purified alum—5 grs.
Strong solution of lead subacetate—1 dr.
Aqua ad—1 oz.

(2) Internallv sulfanomides.

(3) Onece the attack is under control daily swabbing at

night with 1 per cent Aqueous Cetavion diminishes the number
of recurrences.

B. Sycosis Barbae.—Sveosis barbae is a  further slave in
Backharts Impetigo. In this the lesion instead of just heing in
the mouth of hair follicle goes down into the hair follice and

forms a small nodule. This type of affection is scen in the
beard area.

Treatment~—Treatment is as in Boekhart's impetigo. But
in the old cases it is worth while examining the hair from the
area for funcus as Sycosis may be variety of ringworm. Also
in_cases in upper lip it might he manifestation of syphilis when
a blood test for syphilis too must be done.

The eczema.~The word eczema means to boil out. This is
a common discase wherein one finds ervthema (fair skin) vesi-
cles, nozing and crusting. To these clinieal findingy one could

often trace an element of allergy to exogenous or endogenous
agents.

The following types of eczema are of interest:—-

(a) infantile eczema, () atopie cczema, (¢) nummular
¢ezZema,

(@) Infantile eczema—Infantile eczema is a discase of
infants born into families with an allergic history of cezema,
asthma, hay fever, vasomotor rhinitis and migraine. These
infants break out into a skin rash of redness, vesiculation and
crusting with itching over the cheeks, forehcads and arms and
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legs. The scrous exudate gets readily secondarily infeeted. A
careful history on the diets and clothmg would reveal some agent,
which is precipitating the trouble. This fype of eczema is often
preeipitated by vaccination and in these families <uch a proee-
dure must be cautiously done. A good number of these cases
often are seen in artificially fed babies. Proprietary tinned
foods are also causative agents.

Management.—(1) In acute and infeeted cases an anti-septic
lotion like 14 per cent Argyrol in calamine lotion is used.

(2) The child can be bathed glai]y af@er softening.' the
erusts with liquid paraffin and washing off with a super fatted
s04P.

(31 When dry external application of ) per cent Hydio-
cortisone ointment is used. . .

(4) Internally an elixir of an antihistamine drug is
used.

(5) The proprietory food nmst be ehanged {0 a more
digestible one like Eledon. .

(6) Extcrnal irritants like wool and exeess elothing must
he avoided.

(7) Fruit juices like tomatoes and eitrus 1vuits aggravate
this condition and henee must be stopped.

Vaccination.—This is deffered in cases with extensive or aeute
¢czema.  When the skin has quietened down eompletely give an
clixir antihistaminie for about ten days before vaceination argd
alter vaceination continue for another ten dayve. Vaccination in
the acute stage must not he done.

B. Tropic Eczema.—These cases are a group wherein there
is: (1) Hilgzcc)ry of allergy in the family. (2) History of allergy
in themselves. (3) Evidence-of reacting in a peculiar manner
{ Atopy—Strange) to substances to which normal persons do
not react. The average case has patches of cezema chiefly on
the bends of elbows and backs of the knees and about the neck
and eyelids. . The individual complains ¢f paroxym of itching
and is often miserable.

Treatment—
(1) Loeal application of 1 per cent Hydrocortisone oint-
rent.
{2y Internal antihistamine drugs.
{3) Toilet of skin with lignid paraffin. and super fatted
s08p.
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s thel} secondarily infected the use of an antibacterial cream
ot pI(}l cent Mgt!\ })1130 in Zine Cream with sulfonamides is
st. Use of Penicillin in these cases is not sate. The condition

is likely to recur and it ‘“is w !
b ell to treat nel att:
oceurs. each  attack as it

C. Nummular Eczema.—In this eondition vou get ei
patches of eezema on hands and feet. The entire il-teauggut]ﬁz
Qatch_ls stugided w1th‘ vesicles. There is also crusting. Occupa-
tiens involving han.dhng of fat solvents scem to prec'i,pitate this.
In others it I8 associated with a'dry and scaly skin which appears
to havp lost its resistance to the skin bacterial flora. The treat-
leent JIs like other eczema. In acute stage a lotinn like Lotio
w;lxmml Co (G.H, Pl3annacopeia) and internal antihistamines.

en drjy use Lassar’s paste for external use and in this stage
worthwhile giving a course of Auto-hamotherapy, 2 cc. intra-
musealar every 4th day six injections in ell. ’ .

th Ina few cases painting with crude coal tar sometimes resolves
e condition quxckly.. Locgtl Cortico-Steroid preparations have
uot been very usceful in this condition.

Contact Dermatitis.—In this dermatitis (infl i i
- amation of skin
results from contact with an external substance. The substancel

::erﬁs of two groups: (1) Primary irritants, and (2) Sensiti-

Primary irritants.—~Primary irritants i

' - are substances which
Egﬁgzc %n za_ctgtgtmﬁr?‘rﬁlauon of the skin soon after one comes into
: with 1t. e i i
emise, e person  is usually able to give the

Sensitisers.-—In this an usuady innoco i .

; 1! ~—In ) us agent in course of
time sensitises the skin an.d this type of sensitisatginn is now being
increasingly detected with the increase of industrialization.
Ba.kers,. carpenters, machinists, dentists, chemists. dve-makers
cosmetic-users, etc., all undergo a risk of semsitisation to the
article they handle. An enquiry into the occupation of the indi-
vrdu‘ixll thteriforet;s lgalpful. Contact dermatitis of the hands
usunally start on the dorsum of the fingers and webs :
cf the. forearms. ¢ vebs and on back

These sensitising (contact) dermatitis are of i

) s  often picked out
by patch testing. The suspected agent is appiied to :I:n arca on
the back on a piece of gauze, covered with cellophanc and plaster
applied, on another area control is done with only gauze and
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cellophane paper. The patient is instrucied to report after forty-
eight hours and earlier if there is any irritation in the tested
area. Pa‘ch testing must be deferred till the acute dermatitis
bas subsided. A positive patch test is known by the erythema
and vesiculation produced at the site of the patch test.

Treaiment.—As in eczemas acute stages are treated with
Iotions and when dry a 1 per cent Hydroeortisnrie ointment is
used which helps resolution. Internal antinistamines too are
given. The causative agent must be eliminzted and an effort to
drgensitise made which unfortunately is not citen successful.

Stasis Deimatitis.—This condition is seen in the lower 1|3rd
of leg and proximal 15 of the foot in people with varicose veins.
The skin is pigmented and itching and periodically oozes and
crusts. 'There is often oedema of the lower 1{3rd of the leg.

Treatmeni.—I1 infected an antibacterial cream as 2 per cent
Methylene blue along with internal sulfonamides. When dry
Lassar’s paste for external use. The foot of bed must be raised
hy blocks for about eight inches. Oedema of feet must be got
rid off with drugs like Esidrex or Chlorotride, Maclex, 14 bd.,

for three or four days. It is important these cases are treated

carefully or scnsitisation dermatitis might set in by injudicious
applications like sulfonamide powder or acriflavine. "When the
acute stage has subsided use of an elastie erepe bandage is recom-
mended. A surgical opinion on the varicose veins is of value,

In cases with stasis uleers use of an clastic adhesive bandage
from base of the toes up to the knee with a felt pad round the
ulcers is of value. The uleers must be distinguished from
arterio-selerotic uleers which are small painful and not to be
treated by elevation of foot which may lead to gangrene.

Urticaria—This is a malady characterised by weals. It is
a pruritic disorder and may be acute or chronie, localised or

generalised. 'he lesion consists of linear or oval white swellings
on skin (weal) with an ervthema round themn.

Causes— .
(1) Foodstuffs belonging tu the shell fish class, various
types of meat and some vegetables.

(2) Drugs-like aspirin, bowel laxatives and sedatives,
(3) External agents like inseet bites and ecaterpillars.
(4) Foci of sepsis.
(3) Bowel infestations. particularly ascariasis.
(6) Microfilarial infestation.
(7) Psychie.

[N
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Treatment is (a) to eliminate any operating factor, (b) anti-
histamine drugs by mouth; local use is of no value; (¢) Adrena-
line 2-8 minims intramuseularly for quick relief, provided there

is no cardio-vascular disease; and (d) in selected cases eortico-
steroids,

=,

. Dermographism is tendeney to produce weals on light strok-
ing of skin; these weals do not iteh as in urtiearia. The cause
18 not known and antihistamine sedation is the one employed.

Angio-Neurotic Oedema.—1In this, localised areas swell np
considerably and if about the larynx would cause serious pro-
blems. The exact cause has often not been easy to detect. The

treatment however is as inacute urticaria with advenaline, wnti-
~ histamine and steriods.

Papular wrticarie is a disease of children -and they show
itching papules chicfly on exposed areas. The eause is often due
to fleas and the treatment is by dusting with D.D.T. powder
and elimination of pets like cats from the house.

Common virus diseases of skin,

1. Herpes Zoster,
2. Herpes Simplex.
3. Warts.

4. Molluscum contagiosun.

1. Herpes Zoster—The lesions are grouped vesicles on an
inflamed surface and in segmental distribution. At times one
sees lesions of zoster in contralateral areas at distant sites. These
cases are termed Herpes Zoster Varicelloses and present the pro-

blem of being chicken-pox. Fuller details, of zoster may be
obtained from any boo

. Treatment.—Local painting with lotion of 1 per cent Silver-
nitrate with 1 per éent Methylene Blue in water, Emetine
% to 1 gr. instramuscularly every night for three nights. In
case of zoster of fifth nerve the use of cortico-stercids with
broad spectrum anti-bioties is advised and in case of generalised

Herpes Zoster one should exclude luekemia and internal mali-
gnaney when treating the zoster.
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2. Herpes simplex.—This is a recurrent affection and com-
sists of grouped vesicles either on lip or genitals or any ather
site. The lesions recur at the same site. It is wiser to treat
cach attack with a local paint of 1 per cent Ag. No ;, one per
cent Methylene Blue in water rather than employ other means
which are of doubtful value in preventing recurrences.

3. Warts.—These ave of wide distribution in the publie and
occur on hands. face and feet. Their treatment, if few, is by
eleetro dessication or under loeal to curette or exeise them. Paint-
ing with 10 per cent Formalin or 33 per cent Trichlor ncetie
acid too is suggested. Tf solitary on sole clastoplast strapping
kept on for six weeks softens the wart which hy then has dis-
appeared or is soddened and falls off.

4. Molluscum Contagiosum.—The lesiqns are skin colo_ured
dome shaped papules with central depression. They are highly
auto-inoenlable and frequently seen in children. When pune-
tured they let out a whitish mass the molluscum bodies. 'L'reat-
ment is to puneture them with a sharp pointed wooden appli-
eator which has been dipped in Tincturegfdedipe. If extensive
on face in children a general anwsipgftg MRy
best.

1. Vitiligo.
2. Pigmentation.

1. Vitiligo (acquired achromia) Depigmented patches occur
on any part of the body surface. There is no alternation in the
texture of the skin and the hair in the pateh is also depigmented.
The routine investigation of a case is by blood serologx, Ear,
Nose, Throat and also Dental opinion on foeus of sepsis apd
eradication of the same; local painting with Luederm Oil with
or without Ultraviolet rays; plain U.V. Ray therapy are lines of
treatment generally used. Use of Meladinine tablets by mouth
and Meladinine lotion loeally is advocategl by some but. the use
of oral tablets must be carefully supervised as there is a ten-
dency for the normal skin to pigment more. On the whole
vitiligo is a cosmetic problem and the use of cover marks is of
value in all .cases where the lesion is in an exposed area.
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2. Pigmentation.—These cuses usnally sve of increased Mela-
nin pigmentation (other cases of increased pigmentation are
blood pigment, carotenoid and cxogenons tatton pigmentation)
Melanin pigmentation may be universal or oceurring ‘only in
light exposed areas. If universal a thorough systematic exami-
nation of the patient is necessary. 1In case of pigmentation in
light exposed areas the pigment is due to the skin becoming
sensitive to sunlight. The sensitivity is either due to external
agents or due to internat factors. Of the externsl agents the
commonest are scented preparations like scents, creams and oils.
All scented preparations contain an esgential oil and these egsen-
tial oils are potent causes for inercascd pigmentation. A history
on the habits of the individual would reveal this and it is cssen-
tial that these preparations are given up.

Internal factors like drugs produce pigmentation, for eg.,
sulfonamides, and laxatives containing phenolpthalien. Tn these
pigmentation are of the nature of a fixed drug eruption. Dis-
turbances of porphyrin metabolism, e.g., porphyria also gives
rise to pigmentation especially, to light exposed areas. It is
thus seen that pigmentation especially i3 not an easily resclvable

problem. The following method of investigation is sug-
gested :—

(1) Pigmentation universal or light exposed areas,
(2) If universal—a thorough systematic examination.
(3) If light exposed areas only involved ‘onquiry ahout--
(@) Intake of drugs (Ilabitual).
(b) Use of scented preparations.
(¢) Evidence of porphyria.
Management.—This depends entirely on
etiological factor must be eliminated and then the pigment
already formed is tackled by internal Vit. C. 50 Mg. tid for

six months and external use of light sercening preparations tu
be used as paraminol cream or stearic acid pas

the eause. Any

to avoid diveet exposure to sunlight as far as is pgssible,

Tuberculosis of the shin.
Two distinet groups are seen:—
1. True tuberculosis—
Lupus Vulgaris.
~Lupus verrucosa cutis.
Scrofuloderma.

te and an advice‘
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In these there is a possibility of demonstrating the bacilfus
and obtaining a positive guineapig inoculation. The lesions of

" lupus vulgaris usually scen on face or buttocks and consists of

ish red patches which do not cause any discomfort. In

fact they look like patches of Tuberculoid Hansen but with the

cut-aneous sensations intact. In verrucosa cutis the warty sur-
face of the lesion is the characteristic feature and the long his-
tory and scrofuloderma is a skin maniiestation ¢f underlying
bone or gland tuberculosis. The diagnosis is by the history, .
clinical appearance, biopsy and smear examination for _the
bacillus. .

11. The Tuberculids—
Papulonecrotic Tubereulid.
Lichen serofulosorum.

Bazins disease.

These ‘ ids’ are due to scnsitisation of the skin to the T.B.
bacillus. Practically all cases have an internal focus of T.B.
and their Montoux test is.positive. In papulo necrotic type the
lesions are symmetrically distributed papules with a ¢entral area
of necrogis: The lesions are indolent unlike the appearance of
pyococcal pustule.

In lichen scrofulsorum.—Usually seen in children there is
papular rash chiefly on trunk with no itching; the histology
and Montoux test aid with diagnosis.

In Bazins discase — It is seen as indolent nodule in the calfs

" of women; they may or may not uleerate. Tts relation to tuber-

culosis is at present heing questioned.

Treatment —At present the line of treatment of T.B. skin ig
by chemotherapy—

(a) INAH alone 100 mg. tid.
(b) INAH plus PAS 10 grams daily.

(c) INAH plus PAS .plus Streptomyein 1 gm. twice a
(100 mg. tid) (10 grms. daily) week.
Tnah Pas

The treatment is continued till 2--3 months after a complete
clicinal cure. In case of ‘ids’ the internal focus of tubereulosis
too is treated along the conventional lines. In selected. eages
where the lesion is small surgical excision i also employed.
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Collagen Diseases.

. Lupus Erythematosus—Diseoid and systemie.
. Scleroderma and Dermato-inyositis.

. Peri arteritis. Nodosa.

. Drug reactions.

—t

> W o

1. Lupus erythematosus.—The discoid type consists of ery-
themaosus patches on face chiefly in malarregion with plugging
of follices with keratin. The lesion resolves by searring.

The systemic type may not have any skin lesions and is
often suspected in cases with (1) Pyrexia of unknown origin,
(2) Raised ES.R, (3) Reversal of Alb: Globulin ratio, (4)
Presence of L.E. cells in blood and marrow, (5) Albuniminuria

and/or Hematuria and (6) Heart murmurs (Libman-Sachs
disease).

.. The treatment of Discoid L.E. is by use of anti-malarials
like chlorogumg 250 mg. bd. for six weeks to two months and
then tapering it off. The entire duration is decided on the
response of individual cases. The systematic type is treated
with bed rest, corticosteroids and Broad spectrum anti-bioties.

However the Renal changes are irreversible and this ¢ventually
does the damage to the patient.

2. Scleroc}eru:n.——Araro Disorder. In case of scleroderma
one meets with (a) solitary pateh of Avory coloured hardened
skin termed morphoea, (b) marked * Hidehound ’ state of fingers
and forearms and also of the face termed acrosclerosis; (¢) case
of (b) with evidence of visceral involmement like asophageal,
steriods. Prognosis, of course is not good.

The treatment therein too is with steriods b i
eventually fatal particularly in group ( b) asndméct)l.le conrse ®

Dermatomyositis—This is sometimes s
derma or independent of it and the patient ¢ften reports with
ge.:neralx.sec_l weakness, with fever and puffiness of face. The
diagnosis is mainly by a careful examination with a biopsy of
skin to include the muscle. Treatment again is with cortico-
steriods. Prognosis, of course is not good.

cen along with seler-

Drug eruptions and reactions,

Tl_ng group must always be kept in the for front when
examining a case of skin rash. The variety of cruptions
produced by different drugs are all well ligted in standard
works of Dermatology. '
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Erythema. Pustules,
Papules, ’ Bullae.
Urticaria, Purpurs,
Vesicle, Acne,

are all the types that could be met with.
In an enquiry a methodical approach is:

1. Headache drugs  Aspirin and other analgesies.

2. Bowel laxatives Speeially chocolate laxatives con-
taining phenolpthalien.

3. Blood Tonics Those which econtain  Todides,
Arsenie. ]

4. Nerve Tonies Those which contain  Arsenies,
Barbiturates.

5. Cough mixtures Those with Todides, opium.

Lists 1 to 5 usually elicit evidence of an habitual intake of
drugs and referenees to a standard book would help in the final
conclusion. The withdrawal of the drug usually leads to a rapid
amelioration of the symptoms.

Sulfonamides.—A morbilli-form rash with fever is seen after
intake of sulfa drugs in some people. In addition crythema and
swelling of light exposed areas—photo sensitisation-—is very
common sight in the tropies. These people ghould never again
take sulfonamides: nor should sulfonamides ever be used locally
on the skin. '

Penicillin.——Various types of rashes are produced with this
of which urticaria is common. The use of Penicillin should be
prohibited in those who have had once a reaction with penieillin.
Exfoliative Dermatitis and Anaphylaectic shock may cnsure, It
is reported that reactions with penicillin are met inore often
with those having Fungus infections.

Antimalarials.—Chloroquine. This is used fairly extensively.
and its prolonged use may lead to certain reactions which must
be remembered.

Blood Dyscrasia

Double Vision

Blurred Vision Eye lesions.
Halos

Deposit in cornea o
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Depression, Indigestion, Diarhoes.
Depigmentation of hair particularly the forelock.

Treatment of drug reaction in general—A. Prophylatic;
Proper supervision of cases so that as intake of drugs is avoided
and also earliest detection is ensured.

B. Curative—

1. Withdrawal of drug.
2. Use of antihistamines and cortico steriods.
3. Intravenous caleium gluconate.
- 4. Use of speeiﬁ:: agents like B.A.L. for arsenic reae-
ti_o_ns: chloroquine for light sereening in photo-dermatoses.

Fized drug eruptions—These are eruptions like erythema
or weals which recur at the same site on exhibition of the drug.
The eruption may itch. Drugs like phenolpthalien and phena-

cetin cause this also barbiturates and sulfonamides.
Drug Dont’s in Dermatology.

1. Never ever use sulfonamides locally as powder, paste or
eream.

2. Never ever use Penicillin locally or

e parenternally in
cases of secondarily infected Fungus; Atopic dermatitis and
Eczema.

3. Never ever use laxatives with phenolthalien.
~ 4. Never ever use Antihistamine ointments locally.

5. Never ever use Iodides and Bromides due to risk of
form eruptions (Halogen Acne) and Halogen granuloma

6. Never ever use streptomyein locally.

As a point of interest a large group of photo-sensitive derma-
titis is now being met with owing to an extensixe use of a local
sulfonamide preparation for treatment of wounds, bruises and
minor disorders. -

Acne

Bullous dermatoges.

In infancy and childhood

Impetigo |
Erythema Multiforme f Are commonest causes,
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Conjential syphilis
Epidermolysis Bullosa
Congenital porphyria
Urticaria Pgmentoss
Block-Sulzberger syndrome
Drug eruptions

o

|

J
InIadults b . 9,.
nsect bites
Erythema Multiforme Common causes™
Drug eruptions
Pemphigoid

Dermatitis from plants

Pemphigus group .

Dermatitis Herpetiformis Rarer causes.
Porphyria .

Subeorneal Pustular eruptions J|

Herpes Gestationis

he main groups of importance is the Pgmphigus and
Degnatitis Heipet":formis g;)oup. The differentiation between
the two is now easily done by Cytodiagnosis of the serapings
from floor of a bulla when the Tzanck cells of Pemphigus are
noted in pemphigus but mainly Eosinophils seen in Dermatitis
Herptiformis and no Tzanck cells.

The histology too is diagnosistic. In pemphigus it is an
intra epidermal bullae and in D.H. it is a sub-epidermal bullae.

Erythema Multiforme.—This condition is a vaseular reaction
pattern wherein one sees erythematqus papules, macules and
sometimes bullous lesions on the extensor aspects. In some
lesions there is a central darkening with peripheral erythema
and these lesions are termed target ervthema or elythemp. Iris.
When bullae predominate it is called Erythema Multiforme
Bullosum.

Since it is a vascular reaction pattern the causes are
many :
. Post herpes simplex; this is the commonest cause.
. Drug reactions. :
. Post Radiation.
. Pre-exanthematous.

. As a manifestation of occult tuberculosis or internal
malignancy.

6. Idiopathiec. R

o e W D =
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The average attack lasts about 3-6 weeks and resolves
without residual damage to skin. The treatment is by (1)
elimination of any casuative factor; (2) Antihistamine seda-
tion; and (3) in selected cases Cortico Steriods.

Special types of Erythema Multiforme.
Stevens Johnson’s Svndrome.

Reiters Syndrome.

- Bechects syndrome.—Avre all now grouped us special types of
Erythema Multiforme with lesions grouped at special sites.
These syndromes are treated now tith steroids and hroad
specrum antibioties.

Dermatitis Herpeliformis—This is a disorder chiefly of
adults. In this vou get grouped lesions ol papules vesicles and
pustules over the scalpulae, sacrum and limbs associated with
itching. Very often the lesions are bullous and the patient
complains of a burning sensation. The mueous membranes are
free of lesions. The bullous type is distinguished from Pem-
phigus by the erythematous halo round ile bullae, the absence
of Tzanck cells in the bullae and the subepidermal location of

the bullae. The fluid from the bullae show quite a number of
cosinophils.

Treatment.—Dapsone 100-200 mg. daily usually precipitates
a remission but the disease is prone to reeur.

Herpes Gestationis is dermatitis Herpetiformis in pregnancy.
Lesions of vesicles pustnles and bullae oceur about the 38rd
month and last till about the six-month of pregnancy. Abortion
or misearriage may oceur,

Pemphigus.

ot

. Pemphigus vulgaris (common).
2. Pemphigus vegetans.
3. Pemphigus foliaccous.

4. Pemphigus erythematodes,
are the four main groups.
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No. 1 is the commonest and the lesions  are bullae ofi
uninflamed-skin and m.m. and séen usually in adults. Bullous
dermatitis must be subjected to a Tzanck test. In this test the
bulla is opened and fluid is drained. Serapings with blunt sx.de
of the sealpel is done on the floor of the bulla and material_ .
transferred to a slide. The smear is dried in air and then stained
with leishman stain. In the case of pemphigus ;he epldempal
cells which normally are polygonal and with prickles keeping
them in the groups are diserete from one another and without
prickles. The cells further are rounded with nueleus eondensed.
These are the Tzanck cells of pemphigus. Cases of pemphigus
must he admitted. Their treatment is with cortico steriods a
sufficient amount so that no fresh bliste}'s form. They have
to be for a considerable time on a maintenance 'do§age_ of
steriod Hormone. During high dosage an antibiotic is given
to prevent secondary infeetion and daily recording made of
the bload pressure; lung bases and pretibial areas must be
examined to detect the onset of any oedema and if so thg use of
oral diurcties is indieated. The ultimate cause of death in these
cases is due to suprarenal failure.

Niwceat retention syndrome (miliaria rubira).

This is a disease seen in Tropies wherein there is a high .
temperature associated with humidity. The basic mechanism
is sweating and the sweat heing unable to come out on the
surface of skin due to blockage of the sweat pore, ie., poral
closure. The sweat pore is closed by a dise of keratin and the
reason for the disc to form is not settled. Some attribute it to
activity of staphylococei in the skin.

The patient complains of itc!xing and a m:qh; on examina-
tion one sces pin head papules with a small vesiele surmounting
them. These papules arve chiefly formed in covered arveas and
are often grouped. The affected areas are erythemat ous. The
sweat rash as explained above is worse when conditions favour-
ing sweating are present.

Treatment.—People prone to this are advised to stay in cooler
environment and to avoid spiey foods, and hot drinks which
increase the sweating. During the attack it has been found
useful to use an astringent lotion like Lotio A]um}n} Co_. In
addition a course of staphylocococal vaccine 2 minims intra-
dermally every 4th day six injections. _However it is wiser to
avoid all factors contributing to sweating; further, obesity if
present must be reduced.
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Alopecia Areata.

This is a non-scarring Alopecia. The cause is unknown.
The hair falls off in small patches on scalp beard eyebrows and
in r::]\{ere cases from the entire hody surface—Alopecia uni-
versalis.

. The patches are non-searring and the activity of the process
18 indicated by “ exclamation mark ” hair stumps in the patch
and the tendency for the hair to loosen off when entle trac-
tion 18 put on it. The hair in these patehes woul grow any
time from the fall up to five years beyond which time there is
no possibility of it growing.

In the management attention to focus of speeis in EN.T.
and Dental must be done and locally painting the patches with
10 per cent lactic acid in rectified spivit is all that is needed.
Massage or vigorous local treatment is best avoided as the
temlierdhairs which sprout would be neeedlessly brushed off or
avulsed.

Aene Vulgars.

This is a problem of adolescene. The face has black heads
as well as pustules. The diagnosis is a simple matter. 1In the
management emphasise:

(a) frequent washing of face with warin water £nd goap;
(b) express all black heads (oemedones);

(¢) in diet avoid butter, chocolate, hacon, cheese, ghee,
avaltine, cocco, horlicks;

_ (d) encourage outdoor exercises and plenty of intake of
fruits and vegetables.

_ Drugs.—Locally a peeling solution of 3-3 per cent sulphur
in calamine lotion; internally a long term wuse of a broad
spectrum antibiotic 250 mg bd for six weeks to three months:
in pustular cases synthetic oestrogens like ethinyl oesradiol
0.05 mg tablets daily for ten days after the period and three
such courses; in other cases use of Tolbutamide groups of drugs
e.g., Rastinon by molth is of value. '

Acne is prone to remissions; and it is well that_the general
measures (a) to (d) are followed till about the 25th year. In
acne form eruptions without black heads enquiry must be made
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about intake of drugs with Halogens (Iodine and Bromine)
and also occupation involving contaet with oil which gives in
some an acne eruption. '

Papule and Maculo Squamous eruplions of unknown Aetiology.

1. Pityriasis rosea (Maeula-squamous).

2. Psoriasis

3 Tichen planus } Papulo squamous.

1. Pityriasis rosea.—This disease is echaracterised by a
solitary patch which is cirenlar and with sealy edge. This patech
is often mistaken for a patch of tinea whieh of course would
show a vesicular edge. The solitary patch is termed an herald
pateh. Ten days later there is a shower of patches on the trunk
and limbs. On the trunk the patched are along the cleavage
lines of the trunk, oval in shape and with their long axes parallel
to the lines of cleavage. Each patch has a peripheral colla-
rette of scales. The distribution is over the area of the body
covered by long necked, short sleeved vest. The disease is non-
puritic and lasts usunally about six weeks, and resolves without
leaving a trace.

The management is (1) by a routine check on the blood
serology; (2) external application of lotio Alumini Co; (3) a
course of staphyvloccoeal vaceine injections (total six).

2. Psoriasis—In this the early lesion is a scaly papule. On
seraping the lesion silvery white seales are seen and when these
are removed a shiny membrane, the membrane of Buckley is
seen. This membrane on removal shows pin point bleeding
points.

Psoriasis affects scalp but causes no alopecia; affects palms
and soles and gives thickened patches over {hem—affects
extensor surface of limbs and resolves without scarring; affeets
the small joints of the fingers giving Psoriatic arthropathy.
There is often a family history.

Treatment.—Use of 2 per cent sulphur salieylic acid oint-
ment three nights a week clears up the lesions well or Lig
Picis carb dri in one ounce of acetone painted to the lesion is
very good. For the body lesions use of the tar-acetonc lotion
is very helpful; of late Tolbutamide groups of drugs, eg,
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Rastinon is found usefull in precipitating a remission. It iy
given either as one tablet daily or one tablet twice a day daily
for about four to six weeks. The aim is to cut short the course
of the attack of Psoriasis. Extensive cases of Psoriasis do well
with rest in bed and oral salievlates. Use of ecorticosteriods is
not advocated.

Psoriasis being a disease prone to remission it is wiser to
treat each attack in the quickest possible way and encourage,
the patient. In late occurring Psoriasis with no family history
a blood test is needed to exelude, Psoriasi-form secondaries.

3. Lichen Planus.—In this one sees flat tapped violaceous -

papules with waxy appearance on the front of the wrists and
ankles and in the general body surface in extensive cases. In
a definite group whitish or purplish spots in a pattern arrange-
Inent-are seen in gastric mucosac and rectalmucosae; unlike the
former two diseases it is a purirtic disorder.

Management.—Control the pritus with sedation employing
an antihistamine drug by mouth. After testing the urine for
albumen the person may bhe preseribed Mist Hydrarg Perchlor
one ounce twice a day after meals. Test the urine every week
and if there is no albumen continue the mixture for six weeks
only and stop the drug if there is any side reactions. Cortieo
steriod is indicated in lichen planus in (1) extensive cases of
an aeute nature specially those precipitated with drugs like
atabrine and gold; (2) extensive cases where in_the scalp is
involved since if the lesion is not rapidlv resolved alopecia
would result.

There are various types of lichen planus of which the
Hyperkeratotic one is commonly met with. . This type resolves
with local use of Ung Petrolei Co and also local infiltration with
Hydrocortisone.
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