Vinnitsa National Pirogov Memorial Medical University

Department of dermatovenerology

Guidelines for self-study of students by preparation for practical lesson
Module I . Dermatology and Venereology

Thematic module 1. General Dermatology

LESSON 1

Methods for examination of a patient in skin diseases. Deontology in the practice of dermatologist and venereologist.
Theme urgency 
Dermatology is the study of the skin and its associated structures, including the hair and nails, and of their diseases. It is an immense subject, embracing some 2000 conditions. Diseases of the skin are a common occurrence. There are not many statistics to prove the exact frequency of skin diseases, but general impression is 10-20 percent of patients seeking medical advice suffer from skin diseases.

The method for examination of a patient suffering from a dermatological or venereal disease has specific points and differs from the method used in examining a patient with a disease of some internal organ for example. In the practice of dermatologists and venereologists, precedence in examination is very often given to visual inspection rather than to the collection of a detailed medical history, analysis of the patient's age, occupation, etc.
The diagnosis of skin diseases depends on the accurate usage of the lexicon of dermatology. The challenge lies in being able to discern normal from the abnormal, in the ability to differentiate one lesion from another and to distinguish one pattern of distribution from another. In an era when clinical diagnosis has been relegated to the back seat by the availability of a plethora of lab tests, in dermatology, a good history and a detailed physical examination retain unquestionable importance.

2. Concrete Objectives: 

Students must know:

1. The interrogation scheme for a dermatological patient.
2. Special dermatological methods of examination.
3. The laboratory methods for the examination of a dermatological patient.
4. Principles of medical deontology in the practice of dermatologists and venereologists.

Students should be able to:

1. Collect the medical history of dermatological patient.

2. Describe of the organism's general condition according to organs.
3. Inspect of the healthy skin areas, mucous membranes and the skin appendages.

4. To test for dermographism.
5. The scraping test.
6. To palpate the skin lesions.
7. To test for diascopy (vitropression).
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The interrogation scheme for a dermatological patient.
2. Interrogation of a dermatological patient about the history of his life (anamnesis vitae).

3. Description of the organism's general condition according to organs.

4. Inspection of the healthy skin areas, mucous membranes and the skin appendages.

5. The test for dermographism.

6. Description of lesions of the skin and mucous membranes (status localis).
7. Special dermatological methods of examination.
8. Special laboratory methods of examination.
9. Principles of medical deontology in the practice of dermatologists and venereologists.

Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 1.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p. 76-90.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993.
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997.

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p.29-40.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.23-57.
Module I
Thematic module 1. General Dermatology

LESSON 2

Anatomy, histology and physiology of the normal skin. Histomorphological changes in the skin.
Theme urgency 
The skin – the interface between humans and their environmentais the largest organ in the body. It weighs an average of 4kg and covers an area of 2m. It acts as a barrier, protecting the body from harsh external conditions and preventing the loss of important body constituents, especially water. A death from destruction of skin, as in a burn, or in toxic epidermal necrolysis and the misery of unpleasant acne, remind us of its many important functions, which range from the vital to the cosmetic.

Man's health, the functioning of the nervous, endocrine, cardiovascular and other systems of the body, the character of the activity of separate internal organs, the activity and tendency of metabolism, and many other factors cause a direct or indirect effect on the condition and function of the skin. There is a direct dependence between the skin and the activity of the organism as a whole. Beginning the study of dermatology with the anatomy and physiology of the skin, it should therefore be emphasized that the skin is an integral organ closely related to all functions of the organism.
2. Concrete Objectives: 

Students must know:

1. Skin anatomy.
2. Skin histology.
3. Blood, lymphatic systems and neuro-receptor apparatus of the skin.
4. Structure of the skin appendage.
5. Skin physiology.
6. Histomorphological changes in the skin.
Students should be able to:

1. To show on the table of histological preparations all layers of a skin.

2. To show on the table of histological preparations all layers of the epidermis and dermis.
3. To show on the table of histological preparations the skin appendages.

4. To make out at histological preparations all forms of histomorphological changes in the skin.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Skin anatomy.

2. Skin histology: epidermis, dermis and hypoderm.

3. Layers of epidermis.

4. Blood, lymphatic systems and neuro-receptor apparatus of the skin.

5. Glandular apparatus of the skin (sebaceous and sweat glands).

6. Structure of hair and hair follicles.
7. Structure of nails.
8. Skin physiology.
9. Histomorphological changes in the skin.

Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 2.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p. 27-58.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p.7-28.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.6-22.
Module I

Thematic module 1. General Dermatology

LESSON 3

Morphology of primary and secondary skin lesions.

1. Theme urgency 

To define properly the pathological skin process, which is manifested by morphological lesions composing the skin affection, the dermatologist must appraise the condition of the skin over the whole body of the patient, its color, turgor, moistness. luster, local temperature, etc. The objective findings are judged on the basis of visual impression and touch.

The ability to distinguish the lesions of the skin rash makes it possible to define the pathological process correctly and approach the diagnosis of the dermatosis. In many cases the clinical picture 'drawn on the skin' by the erupted lesions and the character of their arrangement allow the diagnosis to be made and treatment begun; in certain cases additional methods of examination (including laboratory tests) have to be resorted to in making the diagnosis.

A dermatological diagnosis is based both on the distribution of lesions and on their morphology and configuration. For example, an area of seborrhoeic dermatitis may look very like an area of atopic dermatitis; but the key to diagnosis lies in the location. Seborrhoeic dermatitis affects the scalp, forehead, eyebrows, nasolabial folds and central chest; atopic dermatitis typically affects the antecubital and popliteal fossae.

See if the skin disease is localized, universal or symmetrical. Depending on the disease suggested by the morphology, you may want to check special areas, like the feet in a patient with hand eczema, or the gluteal cleft in a patient who might have psoriasis. Examine as much of the skin as possible. Look in the mouth and remember to check the hair and the nails. Note negative as well as positive findings, e.g. the way the shielded areas are spared in have a characteristic morphology, but scratching, ulceration and other events can change this. The rule is to find an early or primary lesion and to inspect it closely. What is its shape? What is its size? What is its colour? What are its margins like? What are the surface characteristics? What does it feel like?

There are many reasons why you should describe skin diseases properly.

Skin disorders are often grouped by their morphology. Once the morphology is clear, a differential diagnosis comes easily to mind.

If you have to describe a condition accurately, you will have to look at it carefully.

You can paint a verbal picture if you have to refer the patient for another opinion.

You will sound like a physician.

You will be able to understand the terminology of the dermatology.

2. Concrete Objectives: 

Students must know:

1. Classification of morphological lesions.

2. Description and character of each of the morphological lesions.
3. The histological picture of each of the morphological lesions.
4. How may terminate each of the morphological lesions.
5. Monomorphic and polymorphic lesions.
Students should be able to:

1. Distinguish an inflammatory and non-inflammatory primary morphological lesions.

2. Distinguish an infiltrative and exudative primary morphological lesions.

3. Define secondary morphological lesions..

4. Distinguish monomorphic and polymorphic lesions.
3. Tasks for self-study during preparation for lesson.

3.1. Theoretical questions for the lesson:
1. Primary morphological lesions.

2. Inflammatory and non-inflammatory primary morphological lesions (how to differentiate them).

3. Infiltrative primary morphological lesions (a macula, papule, tubercle, and a nodule).

4. Exudative primary morphological lesions (a vesicle, bulla, pustule, and wheal).

5. Secondary morphological lesions.

6. A stable and non-stable secondary morphological lesion.
7. Monomorphic and polymorphic lesions.
8. True- and false polymorphism.

Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 3.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.62-75.

The additional:

1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 

2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 30-33.

4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.33-39.

Module I

Thematic module 2. Papulosquamous Dermatoses
LESSON 4

Psoriasis. Lichen ruber planus. Etiology. Pathogenesis. Clinical features. Diagnostics. Treatment. Prevention.

1. Theme urgency 
Psoriasis is among the most widespread chronic frequently recurring diseases of the skin. According to different authors, it accounts for 3-5 to 7-10 per cent of the total number of skin diseases and for 20-25 per cent of in-patient cases with skin diseases. About 3 per cent of the world population suffers from psoriasis. The dermatosis often occurs between the ages of 10 and 25, but may develop for the first time at any age: cases of psoriasis have been described in infants of 4-5 and 7 months of age and in adults of 82 years of age. The disease is encountered at all latitudes of the world, among the population of different nationalities and races. Psoriasis occurs just as frequently among males and females, although among children it is prevalent in girls and among adults in males (60-65 per cent).

The clinical description of a disease similar to psoriasis dates back to ancient times (in the bible, the works of Hippocrates, Celsus, and others). Only in 1841, however, Hebra distinguished psoriasis as an independent disease. The interest in this enigmatic disease does not wan.
The precise cause of lichen ruber planus is unknown, but the disease seems to be mediated immunologically. Lichen planus is also associated with autoimmune disorders, such as alopecia areata, vitiligo and ulcerative colitis, more commonly than would be expected by chance. Drugs too can cause lichen planus.

2. Concrete Objectives: 

Students must know:

1. The etiology and pathogenesis of psoriasis and lichen ruber planus.

2. Clinical features of psoriasis and lichen ruber planus.
3. Morphology of psoriasis and lichen ruber planus.
4. Investigations of psoriasis and lichen ruber planus.
5. Diagnosis of psoriasis and lichen ruber planus.
6. Tretment of psoriasis and lichen ruber planus.
Students should be able to:

1. To collect the medical history of patient with psoriasis.

2. To determine the psoriatic triad and the isomorphic reaction, or Koebner's phenomenon in patient with psoriasis.

3. To diagnostic and prescription treatment for patient with psoriasis in typical case.
4. To collect the medical history of patient with lichen ruber planus.
5. To differentiate lichen ruber planus from psoriasis.
6. To diagnostic and prescription treatment for patient with lichen ruber planus in typical case.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Etiology and pathogenesis of psoriasis.

2. Clinical picture of psoriasis.

3. The psoriatic triad and the isomorphic reaction, or Koebner's phenomenon.

4. Clinical forms of psoriasis.

5. Atypical forms of psoriasis.
6. Complications of psoriasis.
7. Stages and seasonal types of psoriasis.
8. Treatment of psoriasis (general measures, external treatment and physiotherapy).
9. Etiology and pathogenesis of lichen ruber planus.
10. Clinical picture of lichen ruber planus.
11. Treatment of lichen ruber planus.

Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 4.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.359-375.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 48-62, 64-67.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.253-259, 264-268.
Module I

Thematic module 3. Сontagious  Dermatoses
LESSON 5

Scabies. Pediculosis. Etiology, pathogenesis. Clinical features. Diagnostics. Treatment. Prevention.

1. Theme urgency 
Skin diseases caused by animal parasites are called dermato-zoonoses. The group of animal parasites includes lice, fleas, bedbugs, mosquitoes, and some species of mites (the scab mite, the mites of horses and rats, pigeon and chicken mites, the louse mites, the causative agents of grain itch, etc.). Scabies and pediculosis are most important in the practice of dermatologists. Infestation occurs from direct contact with the sick individual or through objects and articles belonging to him (indirect route of infestation), especially through articles of wear and bed-clothes.

These diseases disseminate particularly in times of war, famine, devastation, and in mass-scale migration of the population. Overcrowding, irregular washing, dirty clothes, etc. facilitate their spread. The last outbreak of scabies in 1970-74, however, spread as a wave of epidemics through many countries of the world in the absence of the traditional favoring factors (except for intensive migration of the population). In view of this, it has been suggested that the mass outbreaks of scabies are influenced by ecological factors of the surroundings and the meteorological factors (in the wide sense), which may possibly affect the biological activity of the causative agent. The last by no means reduces but even raises the importance of anti-epidemic measures aimed at reducing morbidity and eradicating the disease and at the application of the whole complex of dispensary methods the efficacy of which has been proved in the practice of health care.

In virtue of the steady rise in the standard of living, proper sanitary education, and highly skilled medical aid based on the prophylactic and dispensary principle of medical service, all conditions are created in the country for eradicating pediculosis and sharply reducing scabies morbidity.

2. Concrete Objectives: 

Students must know:

1. The etiology and pathogenesis of scabies.
2. Clinical picture of scabies.
3. The diagnosis of scabies.
4. Treatment and prevention of scabies.
5. The etiology, pathogenesis, clinical picture, treatment and prevention of lice that affect humans (the head, body, and pubic louse).
Students should be able to:

1. To collect the medical history of patient with scabies.

2. To diagnosing scabies in patient in typical case.
3. To prescribe treatment for patient with scabies.

4. Diagnosing and  to prescribe treatment for patient with lice.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The etiology and pathogenesis of scabies.

2. Clinical picture of scabies.

3. Clinical forms of scabies.

4. Atypical forms of scabies.

5. The diagnosis of scabies.
6. Treatment and prevention of scabies.
7. The three varieties of lice that affect humans (the head, body, and pubic louse).
8. Treatment of lice.

Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 5.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.229-237.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 225-231.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.177-185.
Module I

Thematic module 3. Сontagious  Dermatoses
LESSON 6

Diseases due to virus infection. Etiology, pathogenesis. Classification. Clinical features. Diagnostics. Treatment. Prevention..

1. Theme urgency
Dermatoses of virus etiology form a rather large and frequently encountered group of skin diseases. It includes herpes, warts, molluscum contagiosum, and condyloma acuminatum. These diseases are quite common among children, particularly from the age of 5 years (virus dermatoses are recorded most in 5- to 8-year-old children). Virus diseases of the skin account for 3 to 4 per cent of adult and 9.5 per cent of child cases with dermatoses. Though the virus flora may be transmitted by the intrauterine route, during delivery or in the first days of the infant's life, the disease does not develop then because antivirus antibodies are transferred in the mother's blood, which causes passive immunity in the fetus and the infant. This immunity weakens by the beginning of the second year of life, owing to which virus dermatoses may develop. The virus enters the body by various routes: through the skin, contaminated articles or mucous membranes (during sexual intercourse with a sick person or virus carrier, through kissing) and with droplets. In the absence of or reduced immunity, the incubation period ranges from a few days to two or three weeks.

2. Concrete Objectives: 

Students must know:

1. The etiology and pathogenesis of viral infection.
2. Clinical forms of viral infection.
3. Treatment and prevention of viral infection.
Students should be able to:

1. To collect the medical history of patient with viral infection.

2. To diagnose viral infection in patient in typical case.

3. To prescribe the treatment for patient with viral infection in typical case.

4. To recommend preventive measures for patient with viral infection.

3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The etiology and pathogenesis of herpes simplex.

2. Clinical forms of herpes simplex.
3. Treatment and prevention of herpes simplex.

4. The etiology, pathogenesis and clinical picture of herpes zoster.

5. Treatment of herpes zoster.

6. The etiology, pathogenesis and clinical forms of warts (verruca vulgaris, verruca palmaris or plantaris, verruca plana, condyloma acuminatum).
7. Treatment and prophylaxis of warts.
8. The etiology, pathogenesis and clinical picture of molluscum contagiosum.
9. Treatment and prevention of molluscum contagiosum.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 6.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.270-280.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 201-210.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.190-200.
Module I

Thematic module 3. Сontagious  Dermatoses
LESSON 7

Pyodermia. Etiology, pathogenesis. Clinical features. Diagnostics. Treatment. Prevention

1. Theme urgency 
Pyodermas (Gk. pyon pus) are skin lesions characterized by the presence of pus. They account for most skin diseases and take first place among all dermatoses. Pyodermas are responsible for about half of all cases of disability caused by skin diseases. They are quite common among all population groups but are registered rather more often among persons engaged in certain branches of industry, namely, construction, metallurgical and mining industries, in transport, etc., where they have become occupational diseases. From this standpoint, pyoderma control is of state importance and is a social problem of medicine.

Pyodermas are also the most prevalent of all dermatoses encountered in pediatric dermatological practice. Diverse manifestations of pyoderma occur primarily (as various independent nosological forms) or as a complication of other dermatoses, especially in patients with pruritic dermatoses (neurodermatoses, scabies, pediculosis).
2. Concrete Objectives: 

Students must know:

1. The etiology and pathogenesis of pyodermas.
2. Classification of pyodermas.

3. Clinical forms of staphylodermas, streptodermas and mixed strepto-staphylococcal pyodermas.
4. Differential diagnosis of pyodermas.
5. Treatment and prevention of pyodermas.

Students should be able to:

1. To collect the medical history of patient with pyodermas.

2. To diagnose pyodermas in patient in typical case. 

3. To prescribe treatment for patient with pyodermas.

4. To recommend preventive measures for patient with pyodermas.

3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The etiology and pathogenesis of pyodermas.

2. Classification of pyodermas.

3. Clinical forms of staphylodermas (ostial folliculitis, sycosis, deep folliculitis, furuncle, carbuncle, hidradenitis).
4. Clinical forms of staphylodermas encountered only among children (vesiculopustulosis, multiple skin abscesses (pseudofurunculosis), pemphigus epidemicus neonatorum, and Ritter's disease).
5. Clinical forms of streptodermas (clinical varieties of streptococcal impetigo, ecthyma vulgaris).
6. Clinical forms of mixed strepto-staphylococcal pyodermas (a superficial form - impetigo vulgaris and atypical varieties of deep pyodermas: chronic ulcero-vegetative pyoderma, pyoderma chancriforme).
7. Investigations of pyodermas.
8. Differential diagnosis of pyodermas.
9. Treatment and prevention of pyodermas.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 7.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.132-170.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 190-193.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.150-159.
Module I

Thematic module 3. Сontagious  Dermatoses
LESSON 8

Keratomycoses. Candidiasis. Clinical features. Diagnostics. Treatment. Prevention. Classification of mycoses. Laboratory diagnostics of mycoses
1. Theme urgency 
Fungi are widely spread in nature. Only a small part of them, however, are pathogenic for animals or humans. Fungi are related to lower plants but are distinguished from them by the lack of chlorophyll and the inability to assimilate carbon dioxide.

Keratomycoses is characterized by involvement of only the horny epidermal layer (Gk. kerat horn, mykes fungus), very low contagiosity, and the absence of pronounced inflammatory phenomena. By the established tradition, erythrasma is related to this group, although sufficient data have been gained to the effect that Corynebacterium organisms and not fungi are its causative agents. Trichosporosis nodosa and trichomycosis axillaris are also included in this group.

Candidiasis is a disease of the skin, mucous membranes, nail plates, and viscera, which is caused by yeast-like fungi of the genus Candida. Yeast-like fungi of the genus Candida form a special group. Their distinguishing features are that they do not form spores but multiply by budding, and the threads formed by them have no real branchings and because of that are called pseudomycelium.
Yeast-like fungi are widely spread in nature as saprophytes, which become pathogenic under definite conditions. Most frequently the disease is caused by yeast and yeast-like fungi of the type of Candida albicans or Monilla, which form no spores (anascosporular), possess a pseudomycelium, and reproduce by budding. The yeast-like fungi vegetate on fruit and vegetables (there are especially very many of them in spoiled apples and pears which are beginning to rot). Under normal conditions these fungi are also saprophytes found in the gastrointestinal tract; they may occur on healthy human skin and mucous membranes.
2. Concrete Objectives:
Students must know:

1. Classification of mycoses.
2. The etiology, epidemiology, pathogenesis, clinical picture, laboratory diagnosis, treatment and prevention of pityriasis versicolor.
3. The etiology, epidemiology, pathogenesis, clinical picture, laboratory diagnosis, treatment and prevention of of candidiasis.
4. Laboratory diagnostics of mycoses.
Students should be able to:

1. To determine Baltser's iodine test and Besnier-Meshchersky's sign in patient with pityriasis versicolor.

2. To prescribe the treatment for patient with pityriasis versicolor in typical case.

3. To diagnose candidiasis of the skin, mucous membranes and nail plates in patient in typical case.

4. To prescribe the treatment for patient with candidiasis of the skin, mucous membranes and nail plates in typical case.

5. To recommend preventive measures for patient with pityriasis versicolor.
6. To recommend preventive measures for patient with candidiasis.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Classification of mycoses.
2. The etiology, epidemiology, pathogenesis, clinical picture treatment and prevention of pityriasis versicolor.
3. Classification of candidiasis (candidiasis of the skin and mucous membranes, onychia, paronychia and chronic generalized, granulomatous candidiasis of children).
4. The etiology, epidemiology, pathogenesis, clinical picture of candidiasis.
5. Laboratory diagnosis of candidiasis.
6. Treatment of candidiasis patients.

7. Candidiasis prevention.
8. Laboratory diagnostics of mycoses.
9. Wood's lamp examination.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 8.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.170-175, 212-223.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 214, 218-222.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.163-164, 171-174.
Module I

Thematic module 3. Сontagious  Dermatoses
LESSON 9

Dermatomycoses. Etiology. Pathogenesis. Clinical features. Diagnostics. Treatment. Prevention
1. Theme urgency 
Dermatomycoses take second place after pyodermas in the general structure of dermatological disease incidence, which is just what determines the urgency of their study and the organization of their control.

The main group of pathogenic fungi is formed by lower plant microorganisms forming branching double-contour threads of mycelium (measuring to 40-50 µm and more in length and 1 to 6 µm in thickness) and multiplying by means of spores. They parasitize in the soil, on plants, and in animals and man. These fungi are subdivided into large groups: anthropophilic fungi, which only parasitize on the human skin and its appendages, and zooanthropophilic fungi, which parasitize on human and animal skin and its appendages.

Infection with fungi occurs either directly from a sick human or animal, or through various objects and belongings of sick persons or objects used in the care of animals. Some fungus diseases (superficial trichophytosis, microsporosis, etc.) prevail among children of kindergarten age and schoolchildren, others (epidermophytosis, rubromycosis, deep systemic mycoses, etc.) are prevalent among adults. Some fungus diseases are characterized by mass seasonal infection (e.g. high incidence of infection with M. lanosum in the autumn and high incidence of zoophilic trichophytosis in the summer) and seasonal character of exacerbation of the process (e.g. tinea pedis, or ringworm of the feet, in the spring and summer). The climate and soil conditions of the given locality have an effect on the spread of dermatomycoses. This explains the geographic features of the spread of some of these diseases. All this has to be taken into account in elaborating rational measures for the control of dermatomycoses in different regions.

2. Concrete Objectives: 

Students must know:

1. Classification of dermatomycoses.
2. Etiology, epidemiology, pathogenesis of dermatomycoses.
3. Clinical features of dermatomycoses.
4. Investigations of dermatomycoses.

5. Differential diagnosis of dermatomycoses.
6. Treatment of dermatomycoses.
7. Prophylaxis of dermatomycoses.

Students should be able to:

1. To collect the medical history of patient with dermatomycoses.

2. To diagnostic dermatomycoses in patient in typical case.

3. To prescribe the treatment for patient with dermatomycoses in typical case.

4. To recommend preventive measures for patient with dermatomycoses.

5. To carry out Wood's lamp examination.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The etiology, epidemiology, pathogenesis, clinical picture, investigation, treatment and prevention of tinea inguinalis.

2. The etiology, epidemiology, pathogenesis, clinical picture, investigation, treatment and prevention of tinea pedis.
3. The etiology, epidemiology, pathogenesis, clinical picture, investigation, treatment and prevention of rubromycosis.

4. The etiology, epidemiology, pathogenesis, clinical picture, investigation, treatment and prevention of trichophytoses

5. The etiology, epidemiology, pathogenesis, clinical picture, investigation, treatment and prevention of microsporosis.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 9.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.176-212.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 214-218.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.165-171.
Module I

Thematic module 4. Collagenoses
LESSON 10

Collagenoses. Lupus erythematosus. Sclerodermia. Etiology, pathogenesis. Clinical features. Diagnostics. Treatment. Prevention.
1. Theme urgency
Isolation of the group of collagenoses is merely of relative significance today. The cardinal feature of these conditions is inflammation in the connective tissue which leads to dermal atrophy or sclerosis, to arthritis, and sometimes to abnormalities in other organs. In addition, antibodies form against normal tissues and cellular components; these disorders are therefore classed as autoimmune. The main connective tissue disorders present as a spectrum ranging from the benign cutaneous variants to severe multisystem diseases.
Lupus erythematosus (LE) is a good example of such a spectrum, ranging from the purely cutaneous type (discoid LE), through patterns associated with some internal problems (disseminated discoid LE and subacute cutaneous LE), to a severe multisystem disease (systemic lupus erythematosus, SLE).
Scleroderma is a chronic disease of unknown etiology that affects the microvasculature and loose connective tissue and is characterised by fibrosis and obliteration of vessels in the skin, lungs, gastrointestinal tract, kidneys and heart. It may occur in a localised form or as a systemic disease.

Dermatomyositis is a subset of polymyositis with distinctive skin changes. The cause is unknown but an autoimmune mechanism seems likely. Autoantibodies to striated muscle are found. When starting after the age of 40, dermatomyositis may signal an internal malignancy. Presumably, the epitopes of some tumour antigens are so similar to those of muscle antigens that antibodies directed against the tumour cross-react with muscle cells and initiate the disease in a few adults with internal malignancy.
2. Concrete Objectives: 

Students must know:

1. Etiology and pathogenesis of connective tissue disorders (lupus erythematosus and scleroderma).
2. Classification of connective tissue disorders (lupus erythematosus and scleroderma).
3. Clinical features of connective tissue disorders (lupus erythematosus and scleroderma).
4. Morphology of connective tissue disorders (lupus erythematosus and scleroderma).
5. Investigations of connective tissue disorders (lupus erythematosus and scleroderma).
6. Diagnosis of connective tissue disorders (lupus erythematosus and scleroderma).
7. Treatment of connective tissue disorders (lupus erythematosus and scleroderma).
Students should be able to:

1. To collect the medical history of patient with diseases of the connective tissue.

2. To diagnostic diseases of the connective tissue in patient in typical case.
3. To determine the main signs of discoid lupus erythematosus (“ladies’ heel” sign and Besnier-Meshchersky’s sign).
4. To prescribe the treatment for patient with diseases of the connective tissue in typical case.

5. To recommend preventive measures for patient with diseases of the connective tissue.

3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Etiology and pathogenesis of lupus erythematosus.
2. Classification of lupus erythematosus.
3. Clinical varieties of chronic lupus erythematosus (discoid, disseminated, erythema centrifugum, and lupus erythematosus profundus).
4. Systemic lupus erythematosus.
5. Diagnosis, differential diagnosis of lupus erythematosus.
6. Treatment, prevention and prognosis of lupus erythematosus.
7. Etiology and pathogenesis of scleroderma.

8. Classification of scleroderma.
9. Circumscribed scleroderma (linear scleroderma, white spot disease, and superficial scleroderma).
10. Systemic (diffuse) scleroderma.
11. Diagnosis, differential diagnosis of scleroderma.
12. Treatment and prognosis of scleroderma.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 10.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.291-350.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 119-124, 126-129.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.311-318.
Module I

Thematic module 5. Allergic Dermatoses
LESSON 11

Neurodermatoses. Atopic dermatitis. Prurigo. Urticaria. Etiology, pathogenesis. Classification. Clinical features. Diagnostics. Treatment. Prevention.
1. Theme urgency 
The group of neurodermatoses comprises diseases which begin with very severe itching and often with neurotic disorders continuing throughout the disease. They include prurigo, skin pruritus, urticaria, angioneurotic oedema, atopic dermatitis and various forms of neurodermitis.
Atopy is a state in which an exuberant production of IgE occurs as a response to common environmental allergens. Atopic subjects may, or may not, develop one or more of the atopic diseases such as asthma, hay fever, eczema and food allergies, and the prevalence of atopy is steadily rising. 

In Scotland, as many as 8% of children under 2 years have visible atopic dermatitis. At least 1 schoolchild in 10 in Europe now suffers from atopic dermatitis and this figure is still rising. The reasons for this are not yet clear, but are unlikely to be a change in the genetic pool in the population. However, several environmental factors have been shown to reduce the risk of developing atopic disease.

Urticaria is a disease of allergic and toxic genesis characterized by urticarial eruptions on the skin and less frequently on the mucous membranes. Quincke's disease – acute circumscribed oedema. In oedema of the larynx, stenosis and asphyxia may occur. In localization of oedema in the region of the orbits, the eyeballs may be displaced medially and acuity of vision is reduced.
2. Concrete Objectives: 

Students must know:

1. Etiology and pathogenesis of atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
2. Classification of atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
3. Clinical features of atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
4. Morphology of atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
5. Investigations of atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
6. Diagnosis of atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
7. Treatment of atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
Students should be able to:

1. To collect the medical history of patient with atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
2. To diagnostic atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria) in patient in typical case.

3. To prescribe the treatment for patient with atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria) in typical case.

4. To recommend preventive measures for patient with atopic dermatitis (neurodermatoses, prurigo, skin pruritus, urticaria).
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Etiology and pathogenesis, clinical picture, diagnosis, of atopic dermatitis.
2. Treatment (general measures, external treatment, physiotherapy) and prevention of atopic dermatitis.
3. Classification of neurodermatoses.
4. Skin pruritus.
5. Etiology, pathogenesis, clinical picture, diagnosis, differential diagnosis, treatment and prevention of neurodermitis (circumscribed and diffuse).
6. Treatment (general measures, external treatment, physiotherapy) and prevention of neurodermitis (circumscribed and diffuse).

7. Etiology, pathogenesis, clinical picture, diagnosis, treatment of prurigo.
8. Etiology and pathogenesis, clinical picture, diagnosis, treatment and prevention of urticaria.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 11.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.341-357.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 81-86, 91, 94-99.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.118-123, 139-141, 143-144.
Module I
Thematic module 5. Allergic Dermatoses
LESSON 12

Dermatitis. Toxicodermia. Etiology, pathogenesis. Classification. Clinical features. Diagnostics. Treatment. Prevention.
1. Theme urgency
The disorders grouped under this heading are the most common skin conditions seen by family doctors, and make up some 20% of all new patients referred to dermatological clinics.

Dermatitis develops due to contact with chemicals and is of 2 types:
– Simple contact dermatitis - reaction occurs due to direct action of the irritating factor on the skin and does not involve the immunological pathway. Therefore it will occur in all patients who are exposed to sufficient concentration of the chemical and can develop with the first exposure itself.

– Allergic contact dermatitis develops due to involvement of the immunological pathway. 

Allergic dermatitis occurs in patients with heightened sensitivity to a definite substance, the allergen. Increased sensitivity develops in repeated contact with the allergen, which results in monovalent sensitization of the body. The underlying factor of such sensitization is a delayed allergic reaction attended with the formation of an antigen-antibody complex in the epidermal cells. The general condition of the body is of importance in the occurrence of this reaction.
Toxicodermia, or toxico-allergic dermatitis is acute inflammation of the skin and, sometimes, the mucous membranes. Inflammation of the skin occurs if the patient's body possesses individual intolerance of these substances. These are usually cases of drug or food toxicodermia.

Lyelle’s syndrome is a peculiar form of drug toxicodermia. The patient's general condition is grave. Lyelle’s syndrome is an emergency, associated with high mortality due to:

• Infections, including septicemia.

• Fluid and electrolyte imbalance.

• Renal failure (could be a direct effect of the drug or due to hypotension).
2. Concrete Objectives: 

Students must know:

1. Etiology, pathogenesis of simple, allergic and toxico-allergic dermatitis.
2. Clinical features of simple, allergic and toxico-allergic dermatitis.
3. Morphology of simple, allergic and toxico-allergic dermatitis.
4. Investigations of simple, allergic and toxico-allergic dermatitis.
5. Diagnosis of simple, allergic and toxico-allergic dermatitis.
6. Treatment of simple, allergic and toxico-allergic dermatitis
Students should be able to:

1. To collect the medical history of patient with simple, allergic and toxico-allergic dermatitis.

2. To diagnostic simple, allergic and toxico-allergic dermatitis in patient in typical case.

3. To prescribe the treatment for patient with simple, allergic and toxico-allergic dermatitis in typical case.

4. To recommend preventive measures for patient with simple, allergic and toxico-allergic dermatitis.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The etiology, pathogenesis, morphology, classification clinical picture, diagnosis, treatment and prevention of simple dermatitis.
2. The etiology, pathogenesis, morphology, clinical picture, diagnosis, treatment and prevention of allergic dermatitis.
3. The etiology, pathogenesis, morphology, clinical picture, diagnosis, treatment and prevention of toxico-allergic dermatitis.
4. The etiology, morphology, clinical picture, complications, diagnosis, treatment and prevention of Lyele’s syndrome.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 12.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.308-319.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993.

2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997.
3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 80-81, 92-93, 115-116.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.126-135, 144-149, 269-278, 290.
Module I

Thematic module 5. Allergic Dermatoses
LESSON 13

Eczema. Etiology, Pathogenesis. Classification. Clinical features. Diagnostics. Treatment. Prevention.
1. Theme urgency 
Eczema is a universally encountered skin disease, characterized; it occurs at any age.
It should be admitted that the etiology and even the pathogenesis of eczema are extremely complicated, not always identical, and are still unknown in many of their aspects.

It is now accepted that the eczema process develops as the result of the effect of a complex of neuroallergic, endocrine, metabolic and exogenic factors. The exogenic irritants include chemical and biological agents, bacterial allergens, physical factors, drugs, foodstuffs, cosmetics, etc. At the onset of the disease allergic reactivity sometimes is monovalent in character. With the advancement of the dermatosis the sick organism begins reacting differently in both quality and quantity to numerous irritants and allergens, which testifies to the development of polyvalent sensitization characteristic of eczemas. The eczematous reaction is a delayed allergic reaction. In some patients, however, immediate-delayed reactions (anaphylactoid reaction) may develop with the use of drugs (penicillin, procaine hydrochloride, vitamins of the B complex, etc.).
2. Concrete Objectives: 

Students must know:

1. Etiology and pathogenesis of eczema.
2. Classification of eczema.
3. Clinical features of all types of eczema.
4. Morphology of eczema.
5. Investigations of eczema.
6. Diagnosis of eczema.
7. Treatment of eczema.
Students should be able to:

1. To collect the medical history of patient with eczema.

2. To diagnostic eczema in patient in typical case.

3. To prescribe the treatment for patient with eczema in typical case.

4. To recommend preventive measures for patient with eczema.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Definition, etiology, pathogenesis, classification of eczema.
2. Etiology, pathogenesis, clinical picture of idiopathic eczema.
3. Etiology, pathogenesis, clinical picture of microbial eczema.
4. Etiology, pathogenesis, clinical picture of infantile eczema.
5. Etiology, pathogenesis, clinical picture of seborrhoeic eczema.
6. Etiology, pathogenesis, clinical picture of occupational eczema.
7. Diagnosis and differential diagnosis of eczema.
8. Treatment (general measures, external treatment, physiotherapy) and prevention of eczema.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 13.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.319-330.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993.

2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997.
3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 70-80, 87-91.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.136-143.
Module I

Thematic module 6. Bullous Dermatoses
LESSON 14

Bullous dermatoses. Erytema exudativum multiforme. Etiology, pathogenesis. Clinical features. Diagnostics. Treatment
1. Theme urgency 
This group of skin maladies is very heterogeneous in the significance of the diseases comprising it. The bullae forming in these diseases are considered to be a monomorphous sign; in rare cases they are attended with other primary lesions (Duhring's disease).

Pemphigus is severe and potentially life-threatening. All types of pemphigus are autoimmune diseases in which pathogenic IgG antibodies bind to antigens within the epidermis. The course of all forms of pemphigus is prolonged, even with treatment, and the mortality rate of pemphigus vulgaris is still at least 15%. With modern treatments, most patients with pemphigus can live relatively normal lives, with occasional exacerbations. Complications are inevitable with the high doses of steroids and immunosuppressive drugs that are needed to control the condition. Indeed, side-effects of treatment are now the leading cause of death. Infections of all types are common. The large areas of eroded surfaces may become infected and smelly, and severe oral erosions make eating painful.
Dermatitis herpetiformis is a very itchy chronic subepidermal vesicular disease, in which the vesicles erupt in groups as in herpes simplexahence the name herpetiformis. It may be associated pathologically with endocrine disorders, lymphogranulomatosis, leucosis, blastoma, hormonal shifts (pregnancy, menopause), toxemia, vaccination, nervous and physical overstrain. Bearing in mind the hypersensitivity of patients with Duhring's disease to iodine, an opinion has been voiced to the effect that the disease occurs as an allergic reaction to various endogenic irritants; a viral etiology is also presumed.
Gluten-sensitive enteropathy, demonstrable by small bowel biopsy, is always present, but most patients do not suffer from diarrhoea, constipation or malnutrition as the enteropathy is mild, patchy and involves only the proximal small intestine.

Most dermatologists regard erythema exudativa as a polyetiological dermatosis, though the viral origin of the disease is more probable (adenovirus is presumed to be the causative agent). Among the suggested causative factors are streptococcal infection of the body, drug allergy, gastro-intestinal and other visceral and endocrine diseases, and Coxsackie A enterovirus. Many patients have a history of frequent tonsillitis, rheumatism, chronic maxillary sinusitis, chronic rhinitis, gastro-intestinal disorders, the administration of drugs such as sulphanilamides, antibiotics, barbiturates, arsenic, amidopyrine, vaccines, sera, etc.

Stevens-Johnson syndrome is a variant of a severe acute toxico-allergic form of erythema exudativum. The dermatosis is attended with visceral affections (pleuropneumonia, endomyocarditis), arthritis, serous meningitis, and sometimes by endocrine disorders.

2. Concrete Objectives: 

Students must know:

1. Etiology and pathogenesis of bullous dermatoses.
2. Classification of true pemphigus.
3. Clinical features of bullous dermatoses.
4. Morphology and histopathology of bullous dermatoses.
5. Investigations of bullous dermatoses.
6. Diagnosis of bullous dermatoses.

7. Treatment and prognosis of of bullous dermatoses.
Students should be able to:

1. To collect the medical history of patient with bullous dermatoses.

2. To diagnostic bullous dermatoses in patient in typical case.
3. To determine the main signs of pemphigus (Nikolsky's sign and Asboe-Hansen's sign).
4. To detect acantholytic cells (cytodiagnosis after Tzanck).
5. To prescribe the treatment for patient with bullous dermatoses in typical case.

6. To recommend preventive measures for patient with bullous dermatoses.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Etiology, pathogenesis, classification of true pemphigus (pemphigus vulgaris, pemphigus vegetans, pemphigus foliaceus, pemphigus seborrhoicus).
2. Clinical picture of true pemphigus.
3. Histopathology of true pemphigus.
4. Diagnosis, differential diagnosis of true pemphigus.
5. Treatment (general measures and external treatment).of true pemphigus.
6. Etiology, pathogenesis, clinical picture, diagnosis, differential diagnosis and treatment of Duhring's disease.
7. Etiology, pathogenesis, clinical picture, diagnosis, differential diagnosis and treatment of erythema exudative multiforme.
8. Etiology, pathogenesis, clinical picture, diagnosis, differential diagnosis and treatment of the Stevens-Johnson syndrome.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 14.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.375-391.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p. 99-101, 107-110, 113-114.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.116- 118, 279-287, 291-293.
Module I
Thematic module 7. Writing an Educational Case History of a Dermatological Patient
LESSON 15, 16, 17
Practical skills of writing an educational case history of a dermatological patient. Curacy 1, 2.

The defence of the educational case history of a dermatological patient.
1. Theme urgency 
The first step of any contact with a physician is the medical history. In order to classify a cutaneous eruption, the dermatologist will ask detailed questions on the duration and temporal pattern of skin problems, itching or pain, relation to food intake, sunlight, over-the-counter creams and clothing. When an underlying disease is suspected, an additional detailed history of related symptoms will be elicited.
When examining patients without overt dermatologic problems, the examiner should always note skin, hair, and nail abnormalities, as well as lesions such as scars, pigmentation, or moles (nevi) that may be peripheral to the chief complaint but important to the patient's medical evaluation.

2. Concrete Objectives: 

Students must know:

1. Conditions of examination of dermatological patient.
2. General methods of examination of patient.
3. Special dermatological methods of examination.
4. The interrogation scheme for a dermatological patient.
5. The laboratory methods for the examination of a dermatological patient.
6. Main principles of the treatment of skin diseases.
7. Principles of medical deontology in case of examination of dermatological patient.

Students should be able to:

1. To fill the proper medical documents.
2. In accordance with scheme to describe in educational case history complaints, anamnesis of morbi, anamnesis of vitae, information of the patient's general condition and the condition of the separate organs and body systems, data of laboratory research, to conduct differential diagnostics, to determine final diagnosis, to prescribe the treatment and prophylaxis of disease.
3. In the part of objective examination in detail to describe general properties of the skin and its appendages.
4. Especially carefully and in detail to describe the status localis.
5. To describe the primary and second elements of rash.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The interrogation scheme for a dermatological patient.
2. Interrogation of a dermatological patient about the general medical history and history of his life (anamnesis morbi and vitae).

3. Description of the organism's general condition according to organs.

4. Inspection of the healthy skin areas, mucous membranes and the skin appendages.

5. Description of lesions of the skin and mucous membranes (status localis).
6. Special dermatological methods of examination.
7. Special laboratory methods of examination.
The subject-matter:
The passport data

Surname and first name, age, gender, home address, occupation, admitting date, admitting diagnosis, clinical diagnosis.

Present complaints

First of all those complaints are described that concern the diseases and have caused the patient’s hospitalization. These main complaints are in detail informed. Except for the main complaints the other ones are described, too.

The disease anamnesis (Anamnesis morbi)

The disease beginning; description of the process in chronological order with indication of change dynamics in the focus of affections; any treatment in the past, and the reasons (causes) that are connected with the exacerbation, as to the patient’s point of view; the hospitalization causes.

Most patients with skin disease are seen, and treatment prescribed, in the family doctor's surgery or in a hospital out-patient department. Only a small proportion require admission. It is therefore even more important than in other specialties to ask the patient all the possibly important questions in an orderly and logical work. Questions forgotten cannot easily be answered until the next general outline of useful points to remember in dermatological history-taking include:

1. How long have any skin lesions been present? Patients will often only tell you how long they have had the lesions which are currently worrying them and will not begin at the beginning of their problem.

2. Where did the problem first appear? As above, patients will often ask you for help only with the patch of psoriasis on their scalp, and will not, unless prompted, tell you about the large plaque on their back.
3. Are there any symptoms? These are usually itch and/or pain.
History taking should include; where and when the problem started, symptoms (severe itch, mild itch, pain), medicaments, general medical history, occupation and recreation, travel, family and household contacts, and the patient's own views in the likely cause.
The patient's thoughts on the cause of the problem. Ask the patient what he or she thinks is wrong and what has caused it. The answer to this question may give you a clue to the diagnosis, and perhaps even more important, may also reveal unexpected theories and worries. Patients may tell you that they believe diet is the cause, and may have tried out unusual and sometimes dangerous dietary changes for themselves or their children. Give the patient time to tell you about this towards the end of the history-taking when he/she is relatively relaxed and you have gained his/her confidence.
These questions should be asked personally in a quiet and unhurried atmosphere where the conversation cannot be overheard by other patients.
Remember that almost all patients are embarrassed by skin disease, and many are ashamed of their appearance. Treat them with understanding and sympathy, and they will remember their visits to you with gratitude, even if you cannot yet provide a cure.
Travel. Ask about holidays, professional travel, and, in the case of those not of UK origin, about visits to or from relatives in their native country. Ask about visits of a relative from overseas, and ask about details of air travel, including refuelling stops. Nowadays many people, including medical students, travel long distances on holiday or to do elective periods of study.
Family and household contact history. Many patients with skin disease are confused over infection and genetic transmission. Ask about first-degree relatives as this can be a clue in conditions such as ichthyoses, and also ask about household contacts as these are not always family members. Infections such as scabies may infect both relatives and others with whom the patient is in close contact.
Topical and oral medicament history. Ask the patient carefully about these. To many elderly patients 'medicines' are not drugs, and the question 'What drugs are you on?' does not always result in an accurate response. Begin by asking about any medicine taken on prescription, then move on to preparations bought over the counter in the chemist or health food shop. An increasing number of patients are using alternative therapy in the form of herbal and homeopathic preparations, and may be reluctant to reveal this in a 'conventional medicine' setting without some coaxing: Ask specifically about sleeping pills, tablets for headaches or other aches and pains, and laxatives.

In general hospitals, the commonest reason for a request for a dermatologist to see a patient in another ward is because of a suspected adverse drug reaction. Be very sure you have access to a full list of everything given in the past 2-3 weeks, not just the treatment being used on the day you see the patient.

Life anamnesis (Anamnesis vitae)

Diseases that were in the past are described here. Family anamnesis (family social status, sanitary-hygienic conditions of living and etc.). for women: gynecological anamnesis. Occupational anamnesis. Bad habits (or harmful habits). Dermal and venereal diseases of other members of the family. All rules of deontology must be kept strictly while (during) making life anamnesis.
General medical history. Remember that there are many skin signs which may be the first marker of internal disease and carry out a brief but comprehensive systems enquiry. Diabetes, Crohn's disease, and sarcoidosis can all be first recognized by their dermatological signs provided you know what to look for.

Occupational and recreational history. Ask about the patient's environment. This may be particularly important in conditions such as contact dermatitis. If the patient is working, an occupational history with brief details of materials handled in a normal working day are useful, but for all patients information about hobbies, recreation, sporting activities, and contact with animals may give a clue to the problem. Ask also about reaction to sunlight exposure. A number of skin disorders such as lupus erythematosus are initiated or aggravated by sunlight.

Objective examination (Status praesens objectivus)
The examination follows the common rules accepted in all clinics. The size, hardness, mobility and tenderness of all palpable lymph nodes are determined. The osteo-muscular system is inspected and the tone of the muscles determined. The condition of the respiratory organs is determined by asking the patient whether he has any complaints on the part of these organs, by examination of the nose and nasopharynx, and by percussion and auscultation. The patient is asked whether he complains of any circulatory disorders; the heart borders are determined, the heart sounds auscultated, the blood pressure is measured, and the character of the pulse determined. The same procedure is applied with respect to the alimentary organs: collection of complaints, inspection (oral cavity and abdomen) and palpation (abdomen, liver, spleen). In examination of the genitourinary system, attention is focused on the frequency of nicturition, the appearance of the urine, Pasternatskii's sign, the development of the genitals, and the character and periodicity of menstruation. The condition of the endocrine system and the neuro-psychic sphere is determined (emotional mobility, working capacity, sleep, function of the cerebrospinal nerves, the character of skin and tendon reflexes).

Dermatological status. Inspection of the healthy skin areas, mucous membranes and the skin appendages helps in studying the skin lesion for which purpose as well as for the inspection of eruption it should be conducted in adequately diffused daylight or good electric illumination, with a 'daylight' lamp among others. It is necessary to determine the colour of the skin and visible mucous membranes, the elasticity and tensility of the healthy skin, the turgor of the muscles and subcutaneous fat, the condition of the sebaceous and sweat glands, nails and hair, the character of pigmentation, the presence of scars, naevi, etc. A change in the colour of the skin may be linked with various disturbances in the function of some organs and systems (e. g. the skin is dark-coloured in Addison's disease, yellow in infectious hepatitis). The tensility and elasticity of the skin are tested by palpating it and gathering in a fold; the presence or absence of adhesion with the underlying tissues is determined by displacing the skin.
Of no small importance is the test for dermographism, i.e. the response of the neurovascular apparatus of the skin to mechanical stimulation, which demonstrates the properties of the vasomotor innervation of the patient's skin. The appearance of a red line in response to stroking of the skin with a blunt object (the edge of a wood spatula, the edge of the handle of a neurological hammer) and its disappearance in two or three minutes without leaving a trace are evidence of normal dermatographia. Red diffuse dermographism is encountered in eczema and psoriasis, white dermographism in patients with prurigo and exfoliative dermatitis; stable white or mixed, rapidly changing to white dermographism occurs in patients with neurodermitis, and urticarial dermatographia (wide, oedematous, conspicuously elevated red lines appearing in response to even weak mechanical stimulation of the skin and sometimes disappearing in 40 to 60 minutes) is encountered in patients with urticaria and prurigo.

It is advisable to describe the lesions of the skin and mucous membranes (status localis) in succession, according to a definite scheme, which makes this rather difficult problem simpler. It is expedient to note first whether the eruption is inflammatory or not. The most manifestations of skin diseases are of an inflammatory character. Next it should be recorded to which group of inflammation the lesions can be related: acute inflammatory (with predominance of the exudative component of the inflammation) or non-acute inflammatory (with predominance of the proliferative component). After that, the localization of the eruption is described and the prevalent distribution of the elements noted. Many dermatoses are marked by a favoured localization, which, however, is only of auxiliary significance in establishing the diagnosis. Attention is next focused on the spread of the affection, which may be localized, disseminated, generalized, universal of the type of erythroderma, symmetrical or asymmetrical.

The primary and secondary morphological lesions are then recorded and their properties described: colour, borders, shape, configuration, surface, consistency, and interrelationship. An experienced dermatologist notices not only the colour of the lesions, but the hues of the colouring, which is often valuable in establishing the diagnosis. The borders of the morphological lesions may be clear-cut or poorly defined, sharp or smooth. In the description of the shape of the lesions, the physician gives their volumetric characteristics, e.g. he notes whether papules are flat, conical or semispherical, etc. In configuration the lesions may be round, oval, polygonal or polycyclic, micro- or macroscalloped, etc. In consistency they may be ligneous, firm-elastic, soft, dough-like. The surface of the lesions may be smooth, rough, knotty, etc. According to their interrelationship, the lesions may be isolated from each other or confluent; in the first case it is said that the eruption is focal in arrangement. If the eruption is arranged in circles, semi-circles, ovals, arcs it is said that it is of a regular grouping. Irregular grouping is that in which the lesions occur in a definite area but do not form a geometrical pattern. A systematized eruption is that in which the lesions are arranged along the distribution of nerves (herpes zoster), blood vessels, dermatomeres, etc. When the morphological lesions are arranged at random, no regular pattern is formed.

The primary and secondary morphological lesions and their clinical characteristics form the basis for the dermatological diagnosis.
Special dermatological methods of examination are scraping, palpation, diascopy, tests for the isomorphic reaction, dermatographia, pilomotor reflex, and skin tests.

The preliminary diagnosis and its substantiation

Taking into consideration the data of morphological and clinical states of diagnostics you substantiate the previous diagnosis.

Data of laboratory and special dermatological methods of examination
You carry out a complex of routine clinical analysis (tests) and determinations as to the previous diagnosis, a complex of necessary clinical, mycological, microbiological, functional, biochemical, immunologic, histological methods of researches. If needed (necessary) you consult with the specialists. The laboratory methods for the examination of a dermatological patient include the commonly applied procedures (blood test, urinalysis, examination of the gastric juice, tests for the ova of helminths in the faeces, chest X-ray, etc.) and special procedures (serological, microscopical, histological, and histochemical examination of skin removed from the focus of affection).
The differential diagnosis

It is conducted with diseases that have similar dermatological symptoms, taking into account all essential indications on every stage of diagnosis.

The final diagnosis (basic, concomitant, complication of the main disease)
The finak diagnosis is brought to light on the base of data from morphological, clinical stages of diagnostics and taking into account laboratory, special dermatological methods and methods of examination of etiopathogenesis stage. While making up the final diagnosis the following data are indicated:

a. Nosological form;

b. Spreading and localization;

c. Clinical form;

d. Acuity of the course;

e. Stage of development.

Further you indicate: complication and concomitant pathology.

The plan of treatment (general and external)

Prescriptions have to be written in Latin.

The plan of treatment is drawn up and corrected on the basis of the numerous data obtained by the physician after taking the medical history and studying the results of clinical and laboratory examination of the given patient. The physician's clinical thinking, experience, skill and intuition acquired from practice are very important here. Regular study of special periodical literature and knowledge of advances made by specialists in other fields of medicine, especially internists and neurologists, acquire high significance.

The success of topical (external) therapy is determined by the physician's proper consideration for many factors: the character of the dermatosis (acute, subacute, chronic), the stage of the process (progressive, stationary, regressive), depth and localization of the disease, the pharmacological properties of the drug prescribed, the indications and contraindications for its application, the concentration of the drug, the set of measures applied, the drug form of the topical agent, and other factors. Topical therapy must be strictly individualized and the patient must be kept under constant surveillance because the drugs often have to be replaced (in intolerance or habituation to them) or the prescribed dose to be changed (increased or reduced).
Routine examination

You have to write general condition and prescription of your patient for 2 days of curacy.

The patient’s disease prognosis concerning life, recovery, ability to work, the course of disease

Prophylaxis of the disease (take from literature)

The epicrisis

The main data from all previous sections of the patient’s history are summarized.

Literature.

The basic:

1. Guideline for self-study of students by preparation for practical lesson 15, 16, 17.

2. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p. 76-84.
The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993.

2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997.

3. J.A.A. Hunter, J.A. Savin and M.V. Dahl. Clinical Dermatology, 3rd Edition, 2002, p.29-34.
4. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.32-46.
Module I

Thematic module 8. Venereal Diseases
LESSON 18

Methods for examination of a patient in venereal diseases. The causative agent of syphilis. Conditions and routes of infection with syphilis. Pathogenesis. Experimental syphilis. Classification.

1. Theme urgency
The method for examination of a patient suffering from a venereal disease has specific points and not differs from the method used in examining a patient with a dermatological disease. A properly and carefully collected medical history is often very important in making the diagnosis of a venereal disease. Problems of medical deontology in the practice of venereologists have specific moments knowledge of which is necessary for a physician working in this field.

The venereologist's approach to keeping the physician's secret is an important part of his work.

Syphilis is specific, highly contagious disease, caused by the spirochaete, Treponema pallida, found all over the world; confined only to the human race of all ages and both sexes; with a high morbidity but low direct mortality rate; acquired usually by sexual intercourse, and sometimes accidentally, and also capable of involving almost all structures in the body; distinguished by florid manifestations and years of complete latency; capable of simulating many diseases; transmissible to offsprings; curable by penicillin

Transmission of Treponema pallidum generally occurs by sexual contact with an acquisition rate of about 30% after exposure to an infected person. Syphilis can be transmitted through oral sex. Other means of transmission include passage through the placenta (vertical transmission), kissing, transfusion of fresh blood, and direct inoculation such as by needlestick.

Patients are most infectious early on (during the stages of primary and secondary syphilis when lesions or rash are present), and much less so in subsequent stages. It may be possible to transmit the infection up to 4 years after initial acquisition.

Stages: Primary, secondary, latent and tertiary.

Attempts to inoculate different animals with syphilis for producing an experimental model of infection (for studying its etiology, pathogenesis, treatment, etc.) had been made as early as the last century. Although they are very helpful in interpreting the problems of pathogenesis and treatment of syphilis, the results of animals experiments should be applied with caution in relation to humans.

2. Concrete Objectives: 

Students must know:

1. Methods for examination of a patient in venereal diseases.

2. Principles of medical deontology in the practice of venereologists..
3. Etiology of syphilis.
4. Diagnostic value of darkfield microscopy. Procedure and interpretation for the test.

5. Conditions and routes of infection with syphilis.
6. Pathogenesis of syphilis.
7. Classification of syphilis.
Students should be able to:

1. To collect the medical history of patient with venereal diseases.

2. To inspect the patient with venereal diseases.

3. To examine T. pallidum in dark field illumination. 
3. Tasks for Self-study during preparation for lesson.

3.1. Theoretical questions for the lesson:

1. Methods for examination of a patient in venereal diseases and principles of medical deontology in the practice of venereologists.
2. Etiology of syphilis.
3. Laboratory identification of Treponema pallidum.

4. Conditions and routes of infection with syphilis.
5. Experimental syphilis.
6. General course of syphilis.
7. Immunity in syphilis.
8. Classification of syphilis.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 18.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.433-447.

The additional:

1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993.

2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997.

3. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p.230-231.

Module I

Thematic module 8. Venereal Diseases
LESSON 19

Primary period of syphilis
1. Theme urgency
The body's response to the entry and multiplication of T. pallidum is characterized, as a rule, by the change of active clinically manifested periods of the disease to periods in which there are no manifestations on the skin and visible mucous membranes (latent periods). The spirochaetes usually enter the body through minute abrasions in the body, either on the skin or mucous membrane. They invade the perivascular lymphatics and reach the regional lymph glands within a few hours after infection. The spirochaetes then enter the circulation, multiply and lodge themselves in different tissuesю While the spirochaetes invade the body, local reaction occurs at the site from which the spirochaetes made their entrance. This is called the primary lesion or chancre.
The incubation period is the length of time between infection and formation of the primary syphiloma (hard chancre) and lasts 4 to 5 weeks on the average. Primary syphilis (syphilis primaria) lasts 6 to 8 weeks, from the moment that the primary syphiloma develops until the appearance of skin and mucosal eruptions typical of the secondary period of syphilis. The discharge from the early lesions of syphilis is found teeming with spirochaetes; hence the lesions are infectious. So they must be handled with care.
The typical lesion of primary syphilis is called chancre which is:

• Single, painless, regular, indurated lesion which frequently ulcerates.
• Heals spontaneously (4-6 weeks) or on treatment. On healing an ulcerous hard chancre leaves a scar while an erosive chancre heals without a trace.
The course of the primary syphiloma is characterized by mild tenderness or total absence of subjective disturbances..

Location of ulcers:
•  Males: Coronal sulcus, glans, prepuce, shaft of penis. In homosexual males, in the perianal region.

•  Females: Often asymptomatic and not visible, because it is located on the cervix; in a few patients on labia minora, labia majora and mons pubis.

•  Extragenitai lesions occur. In such cases as well as in localization on the neck of the uterus the primary syphiloma remains unnoticed.
Lymphadenopathy: multiple, snotty, small, firm lymph nodes.

2. Concrete Objectives: 

Students must know:

1. Classification of primary period of syphilis.
2. Clinical features of primary period of syphilis.
3. Investigations of primary period of syphilis.
4. Diagnosis of primary period of syphilis.

5. Differential diagnosis of primary period of syphilis.
Students should be able to:

1. To collect the medical history of patient with primary period of syphilis.

2. To define primary stage of syphilis and describe its respective clinical manifestations.
3. To inspect the patient with primary period of syphilis.

4. To differentiate primary period of syphilis from herpes simplex, scabies, chancriform pyoderma, cancerous ulcers.
3. Tasks for Self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Course of primary period of syphilis.
2. Incubation period of syphilis.
3. Clinical picture of hard chancre.

4. Atypical chancres.
5. Complications of hard chancre.
6. Regional scleradenitis and syphilitic lymphangitis.
7. Differential diagnosis of hard chancre.
8. Exacerbation reaction (the Lukashevich-Jarisch-Herxheimer reaction).
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 19.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.447-455.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002 p.231-232.
Module I

Thematic module 8. Venereal Diseases
LESSON 20

Secondary period of syphilis
1. Theme urgency
The secondary period of syphilis is characterized by a wide variety of morphological lesions localized on the skin and visible mucous membranes, as well as by (to a less extent) changes in the internal organs, nervous system and motor apparatus. The primary sore may or may not be present. But serologic tests are always positive. The motor changes have no specific features, as a rule, and should rather be referred to the body's reaction to the generalized infectious process. This period is divided into secondary early syphilis (syphilis II recens), when the eruptions appear for the first time, and secondary recurrent syphilis (syphilis II recidiva) when the eruptions reappear after an interval. The secondary period of syphilis develops—2.5-3, less frequently 4 months after infection. In non-treated cases recurrences may be suffered several times within 2-4 years and more. The diagnosis of secondary latent syphilis (syphilis II latens) is made in the interval between the eruptions. The appearance and disappearance of the eruptions in the secondary period, as well as their number and morphological character are linked with the periods of the activity of the treponemas and their immunological interrelationship with the patient's organism.
In a retrospective study of 34 patients with secondary syphilis who had been seen previously by community phisicians, only 40% of physicians listed secondary syphilis as the primary diagnosis. Another 14% included secondary syphilis in their differential diagnosis. In sum, almost one-half of physicians did not consider the diagnosis.
2. Concrete Objectives: 

Students must know:

1. Classification of secondary period of syphilis..
2. Clinical features of secondary period of syphilis.
3. Investigations of secondary period of syphilis.
4. Diagnosis of secondary period of syphilis.

5. Differential diagnosis of secondary period of syphilis.
Students should be able to:

8. To collect the medical history of patient with secondary period of syphilis.

9. To inspect the patient with secondary period of syphilis.
10. To define secondary stage of syphilis and describe its respective clinical manifestations.
11. To differentiate eruptions of secondary period of syphilis from those similar of others dermatoses.
3. Tasks for Self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The course of secondary period of syphilis.
2. The difference between secondary fresh syphilis and secondary recurrent syphilis.
3. Macular syphilids.

4. Papular syphilids.
5. Pustular syphilids.
6. Secondary syphilids of the mucous membranes.
7. Syphilitic alopecia.
8. Syphilitic leucoderma.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 20.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.455-467.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002 p.232-236.
Module I

Thematic module 8. Venereal Diseases
LESSON 21

Tertiary period of syphilis. Congenital syphilis.
1. Theme urgency
The tertiary period of syphilis develops in a small number of patients who were neglectful of treatment for syphilis or were not treated at all. Old and very young age, traumas (physical, psychic, medicamentous), chronic diseases and toxicosis, and alcoholism are conducive to the development of tertiary syphilis. This period of syphilis usually begins three or four years after infection; in the last decades, however, it has shown a tendency to develop in eight to ten years, and may even become manifest only in tens of years. Patients with tertiary syphilis are a rare occurrence in Ukraine. In tsarist Russia they were often registered, particularly in rural areas.
Syphilis acquired by the foetus in uterus from the mother is called congenital or prenatal syphilis.
The foetus is infected via the transplacental route by Treponema pallida, usually after the fourth month. The chances of infection are greatest in early syphilis, diminishing with time.
The clinical features of syphilis tend to become less severe during pregnancy. Repeated miscarriages, stillbirths, premature deliveries and neonatal deaths are good indications of syphilitic infection.
The only means of diagnosing syphilis in a pregnant woman, in the absence of clinical signs, is by a routine blood serological examination during the early and late stages of pregnancy. An early diagnosis followed by adequate treatment is the only effective way of preventing congenital syphilis.
2. Concrete Objectives: 

Students must know:

1. Classification of tertiary period of syphilis.
2. Clinical features of tertiary period of syphilis.
3. Investigations of tertiary period of syphilis.
4. Diagnosis of tertiary period of syphilis.

5. Differential diagnosis of tertiary period of syphilis.
6. Classification of congenital syphilis.
7. Clinical features of congenital syphilis.
8. Investigations of congenital syphilis.
9. Diagnosis of congenital syphilis.

10. Differential diagnosis of congenital syphilis.
Students should be able to:

1. To collect the medical history of patient with tertiary period of syphilis.

2. To inspect the patient with tertiary period of syphilis.
3. To define tertiary period of syphilis and describe its respective clinical manifestations.
4. To differentiate eruptions of tertiary period of syphilis from those similar of others dermatoses.
5. To define congenital syphilis and describe its respective clinical manifestations.
6. To differentiate sings of congenital syphilis from those similar of acquire syphilis and others dermatoses.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. The course of tertiary period of syphilis.
2. Tubercles syphilid.

3. Gumma syphilid.
4. Pathogenesis and classification of congenital syphilis.
5. Syphilitic affection of the placenta and the foetus in congenital syphilis.
6. Congenital infantile syphilis.
7. Congenital syphilis of early childhood.
8. Late congenital syphilis.

Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 21.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.467-472, 480-495.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997. 

3. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002 p.237-242.

Module I

Thematic module 8. Venereal Diseases
LESSON 22

Laboratory diagnostics of venereal diseases. Treatment of syphilis
1. Theme urgency
Diagnosis cannot be based on clinical presentation alone, and unfortunately, T. pallidum cannot be cultured.
Serological tests for syphilis detect antibodies that develop during the course of syphilis and other treponematoses. Two types of tests are available: non-treponemal tests (reaginic tests) and treponemal tests.

Non-treponemal tests are good screening tests because they are sensitive but since there is a chance of false positives these tests are not very specific.
Treponemal tests are more specific than nontreponemal tests but once these tests become positive, they remain so for a lifetime. Treponemal tests detect antibody IgM and IgG directed against T. pallidum. Standard tests include the immunofluorescence test (IFT), the T. pallidum immobilization test (TPI). They are considered specific for T. pallidum, although dependent on serum dilution and adsorption. Biological false positives occur, although rarely. Treponemal tests generally remain reactive for life after adequate therapy, and should not be used to assess response to treatment.

Agents used in treating syphilitic patients are called specific, antisyphilitic. They are prescribed after the diagnosis has been made or as a measure for preventing the development of the disease. They are also used in ex juvantibus therapy as an aid in the diagnosis of doubtful cases (it is most frequently applied when syphilis of the internal organs or nervous system is suspected). Once the diagnosis of syphilis has been made, treatment should be started as soon as possible (within the first 24 hours in active forms). The earlier the treatment is begun, the better the prognosis and the more effective the treatment. According to order issued by Ukraine Ministry of Health and endorsed on June 06, 2004, besides antisyphilitic agents producing a direct effect on T. pallidum (mainly in the period of active reproduction), non-specific agents are widely used to produce a general invigorating effect and help the body to overcome the infection. Non-specific therapy is applied at the same time as the specific antisyphilitic agents. The later the treatment begins, the longer the causative agent remains in the patient's body, the more non-specific therapy is substantiated.

2. Concrete Objectives: 

Students must know:

1. Difference between nontreponemal and treponemal tests, as well as their value for diagnosis in the different stages of syphilis and their use for follow-up.
2. Choose the appropriate treatment for each stage of syphilis and describe proper post treatment follow-up.
3. Evaluation of treatment and follow-up of syphilis in pregnant women.
4. Management of sexual partners of persons infected with syphilis
Students should be able to:

1. To prescribe the laboratory tests for confirming syphilitic infection.

2. To estimate the laboratory tests of syphilis.

3. To prescribe the syphilis therapy.

4. To estimate the criteria of complete cure from syphilis.
3. Tasks for Self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Classical serological reactions.
2. T. pallidum immobilization test (TPI).

3. Immunofluorescence test (IFT).
4. Serological reactions in various forms of syphilis.
5. Principles and methods of syphilis therapy.
6. The criteria of cure and indications for taking off the record completely cured patients.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 21.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.496-508.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997.
3. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002, p. 50-51, 242-243.
Module I
Thematic module 8. Venereal Diseases
LESSON 23

Gonorrhoeal and non-gonorrhoeal urethritis in males. Treatment and prevention.
1. Theme urgency 
Gonorrhoea today is one of the most prevalent bacterial infections. According to WHO experts, no less than 150 million people on Earth contract gonorrhoea every year. The number of gonorrhoea patients is nevertheless still considerable. The social significance of gonorrhoea as a venereal disease, is determined not only by its high incidence and associated economical expenditure and difficulties, but by some consequences of complicated gonorrhoea, sterility in the first place. After introduction of sulphanilamides, and especially antibiotics, into gonorrhoea treatment, the frequency and severity of complications diminished noticeably, while the clinical picture of gonorrhoea itself underwent marked changes (pathomorphosis). These changes consist in a certain increase in the average duration of the incubation period, a mitigation of the inflammatory reaction and other signs. Nevertheless, there are still fairly frequent cases of gonorrhoea with acute and severe complications, with treatment-resisting consequences which not only venereologists, urologists and gynecologists came up against, but other medical specialists too (internists, surgeons, ophthalmologists and neurologists).

Inflammation of the male urethra caused by neither gonococci nor trichomonads but by other causes is called non-gonococcal urethritis. Among the causes of these diverse conditions may be various factors of non-infectious nature (mechanical and chemical injury of the urethral mucosa, allergy, new growths, etc.). Most frequently, however, such urethritis is caused by micro-organisms entering the urethra during intimate contact (urethritis of venereal origin) or results from descending urogenic infection, causative agents brought from a prostate infected by the hematogenous or lymphogenous route, etc. (non-venereal urethritis).

No doubts are harboured any longer that most cases of non-gonococcal urethritis are of venereal origin. Among the causative agents of urethritis transmitted by the venereal route chlamydias are most prominent; 30 to 40 per cent of cases with non-gonococcal urethritis are attributed to them. Hemophilic corynebacteria, II serotype-herpes simplex virus, and fungi of Candida genus are isolated much less frequently. It has been suggested that definite varieties of mycoplasmas contribute to the origin of some forms of urethritis.

The clinical picture of all types of non-gonococcal urethritis is characterized by the predominance of a torpid course and very few symptoms as well as a tendency for a protracted course. Non-gonococcal urethritis often produces complications like prostatitis, vesiculitis and epididymitis, which differ from those of gonorrhoeal origin in a milder course. The diagnosis of non-gonococcal urethritis is made when repeated bacterioscopy and bacterial tests for gonococci and trichomonads are stably negative and no gonorrhoea or trichomoniasis is found in the sex partner.
2. Concrete Objectives: 

Students must know:

1. Etiology and pathogenesis of gonorrhoea.
2. Classification of gonorrhoea.
3. Clinical features of gonorrhoea.
4. Investigations of gonorrhoea.
5. Diagnosis of gonorrhoea.

6. Differential diagnosis of gonorrhoea.
7. Principles and methods of gonorrhoea therapy.
8. The criteria of cure and indications for taking off the record completely cured patients.
9. Etiology, pathogenesis, course and treatment of non-gonococcal urethritis.
Students should be able to:

1. To collect the medical history of patient with gonorrhoeal and non-gonorrhoeal urethritis in males.

2. To inspect the patient with gonorrhoeal and non-gonorrhoeal urethritis.

3. To prescribe the laboratory tests for confirming gonorrhoeal and non-gonorrhoeal urethritis.

4. To estimate the laboratory tests of gonorrhoeal and non-gonorrhoeal urethritis in males.

5. To prescribe the treatment for patients with gonorrhoeal and non-gonorrhoeal urethritis.
3. Tasks for self-study during preparation for lesson.
3.1. Theoretical questions for the lesson:
1. Etiology and pathogenesis of gonorrhoea.

2. Classification of gonorrhoea.

3. Clinical picture of gonorrhoea in mails.

4. Complications of gonorrhoeal urethritis in males.
5. Diagnosis of gonorrhoea.
6. Principles and methods of gonorrhoea therapy.

7. Criteria of cure and indications for taking off the record completely cured patients.
8. Etiology, pathogenesis, course and treatment of trichomoniasis.

9. Etiology, pathogenesis, course and treatment of chlamydial urethritis in males.
Literature.

The basic:

1. Lecture on the theme.

2. Guideline for self-study of students by preparation for practical lesson 23.

3. Yu. K.Skripkin and M.V. Milich. Skin and Venereal Diseases, English translation, Mir Publishers, 1981, p.509-529.

The additional:
1. Fitzpatrick et al. Dermatology in General Medicine, 4th ed. New York, McGraw-Hill, 1993. 
2. Fitzpatrick. Color Atlas and Synopsis of Clinical Dermatology, 3rd Edition, 1997.
3. P.N Behl, A. Aggarwal, Govind Srivastava. Practice of Dermatology, 9th Edition, 2002 p.249-251.
