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Skin conditions Part 1
1-Cold Sore 
Background  
1-A cold sore is a painful (not normally serious) recurrent virus infection of the area around the lips (1). The virus responsible is the herpes simplex virus (HSV) of which there are two major types: HSV1 and HSV2. HSV1 typically causes infection around or in the mouth, whereas HSV2 is responsible for genital herpes infection (2).

2-Fluid from herpes vesicles contains live virus (3). Infection is spread by viral shedding into saliva and results from direct mucous membrane (e.g. kissing) contact (at sites of abraded skin) between an infected and an uninfected individual (4).  (further reading-1) 
Patient assessment with cold sore: 

A-location:

Cold sore typically occurs around the mouth .They can also occur inside and around the nose, but this is less common (4). Lesions inside the mouth or affecting the eye required referral (2). 
B-Precipitating factors:

Attacks are frequently triggered by the common cold, hence the common name

of the condition (1) , fever (during infections such as colds and flu) (2). (further reading-2) 
C-Appearance and Symptoms:

1-Patients with cold sores typically experience prodromal symptoms (prodromal phase) of itching, burning, or tingling of up to 24 hours before any visible signs appear (1). 
2-Erythema then develops, followed by the formation of painful fluid-filled blisters, which break down into weeping ulcers. The ulcers then dry and form crusts, which are shed, and the area heals (5). 
3-Cold sore is usually resolved within 1–2 weeks (2). Cold sore of more than 2 weeks duration required referral (4).
4-Cold sores are extremely painful . Patient with painless sore required referral (serious lesions ex. Cancer is painless and usually of long duration) (2).   

D-Previous history (help in the diagnosis):

If a cold sore is returning in the same place in a similar way, then it is likely to be cold sore  (2) .
Note: when cold sore occur for the first time it can be confused with impetigo (bacterial infection), however, impetigo usually more spread , has a honey–colored crust, does not necessarily start close to the lips, and more common in children and it required referral [required oral or topical antibiotics] (2).

E-Severity
	When to refer

	-Babies and young children (2).

-Failure of an established sore to resolve (2).

-Severe or worsening sore (2).

-Sore lasting longer than 2 weeks (2).

-Painless sore (2).

-Eye affected (2).

-Uncertain diagnosis (2).

-Patients with atopic eczema (2).

-History of frequent cold sores (2) (> 6 times /years) (6).

-Immunocompromised patient (2).

-Cold sores located within the mouth (4).

-Systemic symptoms (1).
-Lesions that spread away from the lips

and onto the face (4).


Lesions that are severe and widespread (e.g. spread rapidly over the face) required referral (4) .

F-Medication:

1-Medication used in the previous episodes.

2-Immunocompromised patients (e.g. patients taking ctotoxic chemotherapy, corticosteroid,……) are at risk of serious and severe infection and required referral (2).

Management:

A-Practical point: preventing cross–infection:
1-Patient should be aware that HSV1 is contagious and transmitted by direct contact (2).

2-Lesion should be kept clean by gently washing with mild soap solution (4). 

3-For those patients in whom the sun triggers cold sores, a sun block would be the most effective prophylactic measure (4).

4-Patients should be encouraged to use a separate towel and wash their hands after applying products because viral particles are shed from the cold sore and can be transferred to others (4).

5-Risk of transmission is highest during the first 1–4 days of symptoms and people should be advised not to kiss others (4).
B-Aciclovir (5% cream)(zovirax®):

1-The cream is applied five times daily, at 4-hourly intervals, starting, if possible, as soon as prodromal symptoms occur (it may shorten attacks by a day or two if use is begun early enough (1)). 

2-Treatment should be continued for 5 days (4). If healing is not complete, treatment can be continued for up to 5 more days, after which medical advice should be sought if the cold sore has not resolved (2).

3-Aciclovir cream is licensed for use in children and pregnant women (1) and breastfeeding women (4).
C-(further reading-3)  
D-Bland creams

Keeping the cold sore moist will prevent drying and cracking, which might predispose to secondary bacterial infection. For the patient who suffers only an occasional cold sore, a simple cream, perhaps containing an antiseptic agent [e.g. cetrimide (Celavex®)], can help to reduce discomfort (2).
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2-Hair Loss:

Hair loss affects both men and women and is associated with strong emotional and psychological consequences (1). The two major types of hair loss are:

A-Alopecia androgenetica : Alopecia androgenetica (male pattern baldness, sometimes known as common baldness because it can affect women) is the most common cause of diffuse hair loss and can be treated by the OTC Minoxidil (2).

B-Alopecia areata is a localized patches of hair loss which may be sudden (required referral) (2).
Patient assessment with alopecia androgenetica:

A-Age:


Patient under 18 years with hair loss required referral (1).(safety and efficacy of minoxidil are not established under this age) (3).  
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B-History and duration of hair loss:

Alopecia Androgenetica is characterized by gradual onset where:

1-In men: the hair loss begin at the front of the head and recedes backward (3). Or it may begin on the top of the scalp (2). 

2-In women: hair loss tends to be diffuse and generalized (1).   

C-Size of the affected area: 

If the diameter of the area is less than 10 cm, then treatment is worth trying (2).  

D-Other symptoms:

1-Coarsening of the hair and hair loss associated with recent weight gain, deepening of the voice, feeling of tiredness may indicate hypothyroidism and required referral (2). 

2-Hair loss associated with itching and redness of the scalp may indicate inflammatory scalp condition (e.g. Tinea capitis) and required referral (2). 

E-Specific events: Hormonal changes during and after pregnancy mean that hair loss is common both during pregnancy and after the baby is born. It is completely normal and she can be reassured that the hair will grow back. Treatment is not appropriate  (2). (further reading-4)
	When to refer

	-Alopecia areata (2).

-Suspected drug-induced hair loss (2).

-Suspected hypothyroidism

-Menstrual disorders (2).

-Suspected anemia (2).
-Patients under 18 years old (1).

-Fungal infection of the scalp (1).


F-Deficiency state:

Iron deficiency is associated with female hair loss (1) (Suspected anaemia required referral) (2). (If iron deficiency is the cause, a 2-month course of iron supplementation should result in a thickening of the hair) (1).

G-Medication:   

1-Cytotoxic drugs are well known for causing hair loss. Anticoagulants (coumarins), and vitamin A (in overdose) have also been associated with hair loss. Such cases should be referred to the doctor. Other medications include allopurinol, beta-blockers, bromocriptine, carbamazepine, colchicine, lithium,sodium valproate (2) and oral contraceptive (seen 2 -3 months after stopping) (1).

2-If medicines other than cytotoxic are suspected of causing hair loss, the prescriber should be contacted to discuss other possible treatment options (1). 

Treatment timescale: 
Treatment with minoxidil may take up to 4 months to show full effect (2).

Management:

A-Minoxidil:

1- It is available in 2% and 5% concentrations (1).  The 2% and 5% products are approved for use in both men and women (3).

2-Either the 2% or 5% formulations can be recommended for use by women; however, men are usually advised to use the 5% concentration (3).

3-The earlier minoxidil is used in balding, the more likely it is to be successful (2).

4-Up to one in three users report hair regrowth of normal hair and stabilization of hair loss. A further one in three are likely to report some growth of vellus (fine, downy) hair. The final third will not see any improvement (2).

5-The patient should be counseled that if hair regrowth is achieved, long-term

continuation of minoxidil will be necessary to maintain the regrowth (3) (new hair growth will fall out 2–3 months after the treatment is stopped) (2). 

6-Manufacturer advice avoid in hypertension, angina, heart disease, pregnancy, and lactation (2).

Further reading 5 , 6 and 7 
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3-Fungal skin infections
Terminology:

	Site 
	Name 

	Scalp
	Tinea capitis

	Feet
	Tinea pedis 

	Groin
	Tinea cruris

	Body
	Tinea corporis

	Nails
	Tinea unguium

(onychomycosis)


 Most often, tinea infections are named based on the area affected (1):

A-Athlete's foot (Tinea pedis):

Athlete's foot is the most prevalent cutaneous fungal infection in human and it is more common in adult (1). The infection is easily transmitted in moist or humid locations, e.g. sports clubs, hence the common name of the condition (2).

Patient assessment with Athlete's foot:

A-Location:

Classically, the toes are involved, the web space between the fourth and

fifth toes being the most commonly affected. 

More severe infections may spread to the sole of the foot and even to the upper surface in some cases . This type are probably best referred to the doctor for

further investigation  (3).  

If the toenails appear to be involved, referral to the doctor may be necessary  (3). 

B-Appearance:

The skin in the web spaces appears white and (soggy). The area is normally itchy
And the feet tend to smell (4).the skin become macerated and begin to peel off and the underneath skin usually reddened and may be sore  (3). 

C-Severity:

Severe athlete's foot (broken and macerated skin with signs of bacterial involvement (weeping, pus or yellow crusts) required referral (3).  

	When to refer (3).

	-Severe, affecting other parts of the foot

-Signs of bacterial infection

-Unresponsive to appropriate treatment

-Diabetic patients

-Involvement of toenails (see  Tinea unguium below)


D-Previous history:

A- Athlete's foot may be recurrent, so we ask about the previous bouts and action taken about there (3).

B-Any diabetic patient (3) (or any other immunocompromised patients (1)) who present with athlete's foot are best referred (Diabetics may have impaired circulation or innervation of the feet and are more prone to secondary infections in addition to poorer healing of open wounds) (3). 

E-Medication:

To identify the identity and method (especially the duration) of use of any treatment. if an appropriate antifungal product has been used correctly without remission of symptoms, the patient is best referred to the doctor (3). 
Treatment timescale:

If athlete’s foot has not responded to treatment within 2 weeks, patients should see their doctor (3). 

Management:

A-practical advice to prevent reinfection:

1-Clean the skin daily with soap and water (1). Dry the skin thoroughly after bath. Keep a personal towel and don’t share it to prevent the infection spreading from person to person (4).

2-Socks should frequently change (4) and washed regularly. Cotton sock can facilitate the evaporation of moisture, whereas nylon socks will prevent this (3).

3-Avoid wearing occlusive, non-breathable shoes (1) (in summer, open toe sandals can be helpful and shoes should be left off where possible ) (3).

4-Applying antifungal foot powder daily can protect against athlete’s foot infections (5). 

B-Antifungal: (table 4-3)
	Table 4-3: topical Antifungals doses and duration

	Antifungal
	Dose (daily applications)
	Duration

	1-Ketoconazole
	2-3 times daily (6)         
	1 week  (3)(2-3 days after the disappearance of symptoms (4))

	2-Terbinafine
	1–2 times daily (6)        
	1 week  (3)

	3-Miconazole
	Twice daily (6)        
	Treatment should continue for 10 days after all lesions have disappeared (4, 6)

	4-Clotrimazole (fugidin®)
	Twice daily (1)        
	1-2 weeks after the disappearance of lesion to prevent relapse (7)

	5-Tolnaftate (tinaderm®)
	Twice daily (3)        
	1 week after the disappearance of symptoms (4) 


Note: 

1-Benzoic acid  (in combination with salicylic acid) is now rarely used  (4).

2-Other  OTC antifungal for athlete’s foot are : Econazole cream (pevaryl®), Sulconazole cream , Griseofulvin spray, and undecenoates cream, powder and spray  (8).   

3-Antifungal/steroid combination: (Miconazole 2% Et hydrocortisone 1%:
Daktacort Hydrocortisone®) (Clotrimazole 1% Hydrocortisone 1%: Canesten Hydrocortisone ®):      

The license states that the maximum period of treatment is 7 days. Therefore they are probably best used to control initial symptoms of redness and itch before switching to an imidazole only product after the initial 7 days of treatment. They are Suitable for children over 10 years of age (4).
Practical point:

1-Product should be applied after careful cleaning and drying of the foot especially between the toes (3).

2-They can be used during pregnancy (4).

3-Agents used for cutaneous fungal infections are formulated as: creams, ointments, solutions, sprays, and powders. Creams or solutions are the most effective dosage form for the delivery of active ingredient to the epidermis. sprays and powders are less effective because they are often not rubbed into the skin. They are probably more useful as adjunct to creams and solutions or as a prophylactic agents in preventing new recurrent infections (1). 

B-Tinea cruris: 

It is the fungal infection of the groin , inner thigh and may be spread to the buttocks. The lesion is normally intensely itchy, reddish brown, and has a well-defined edge (4). The problem is more common in men than in women (3).  

Treatment: by the same above antifungals (2).

C-Tinea corporis: 

Is a fungal infection of the major skin surface that do not involves hands, face, feet, groin or scalp (4).

It occurs as an itchy circular lesion (ringworm: central clear area with a red advancing edge.) (3) Lesion can occur singly, be numerous, or overlap to produce a large lesion that appear polycyclic (several overlapping circular lesion) (4).

Treatment: by the same above antifungals (2).

D-Pityriasis (tinea) versicolor 

Pityriasis versicolor, a yeast infection (90% of cases are caused by to Malassezia spp.) (4). The organism is more common in hot, sunny areas (2).

Signs and symptoms  

1-Macular (flat) patches of altered pigmentation occurring mainly on the trunk and upper legs and arms. In white-skinned people patches are brownish and look as if suntanned, whereas on darker-skinned or heavily tanned people patches are pale or white (2).

2-The affected area has an overall dappled appearance (2).

3-There is a superficial scale that can be removed by scraping with a fingernail (2).

4-Pruritus, if any, is mild (2).
Differential diagnosis and circumstances for referral

The condition is most likely to be confused with vitiligo, but vitiligo is much more widespread over the body and usually includes the face (2).

Treatment

1-An imidazole (clotrimazole, miconazole, ketoconazole) cream applied daily for 3 weeks (2).

2-Or ketoconazole 2% shampoo. Apply (undiluted) (2) once daily for maximum 5 days, leave preparation on for 3–5 minutes before rinsing (6).

Additional advice

To prevent reinfection, ketoconazole shampoo should be used as above once a fortnight (2).

E-Tinea unguium and  Tinea capitis

1-Individuals with tinea unguium or tinea capitis should be referred to a primary care provider for treatment (1).  (further reading 8, 9, 10)
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Further reading
1-The infection is usually contracted in childhood; it may not manifest clinically for several years or at all, but the virus is never eliminated from the body (1)(Once the virus has infected a host, it can go through a period of dormancy and reactivation but that person is infected for life) (3).

2-Outbreaks also often follow exposure to the sun. Other trigger factors include: fatigue; stress; exposure to cold weather and wind; trauma around the mouth; hormonal changes associated with the menstrual cycle (1).
3-Penciclovir 
For people over 12 years of age it should be applied every 2 hours during waking hours (approximately eight times a day) and treatment continued for 4 days (2).
4-During pregnancy, circulating levels of oestrogen increase, with a resulting thickens of the hair. However, after delivery the hair follicles return to the resting phase and the hair is shed. Women might believe that they are experiencing hair loss when in reality the hair is returning to the normal pre-pregnancy state. Reassurance should be given that this is a temporary and self-limiting problem) (1).
5-After 30 months the effect is still greater than baseline but, on the whole, will not achieve cosmetically acceptable hair growth. In other words, the use of minoxidil is useful for specific patients who want to ‘buy’ themselves time from the inevitable balding process (1).

6-Some patients have experienced changes in hair color and/or texture with minoxidil use. The patient should be warned of this possible problem before using the product (1).

7-Application: .
	 Administration Guidelines for Nonprescription Minoxidil (3).

	Minoxidil Solution

	Apply minoxidil to clean, dry scalp and hair.

• Rub about 1 mL of the product into the affected area of the scalp twice daily (morning and night). Some products have a measuring cap with a 1 mL fill line. 

• Wash and dry hands after applying the medication. If it gets into the eyes, mouth, or nose, rinse these areas thoroughly.

• Do not participate in any activity that might wash away or dilute the drug (e.g., bathing or swimming without a cap) for 2-4 hours after application.

• At night, apply the drug 2-4 hours before bedtime; if minoxidil is not fully dry, it can stain clothing and bed linen.

• Do not dry the scalp with a hair dryer after applying the drug. This action will reduce the drug’s effectiveness.

• If applicable, apply hair grooming and styling products (e.g., sprays, mousses, or gels) or coloring agents, permanents, or relaxing agents after the minoxidil has dried. These products usually do not affect the efficacy of topical minoxidil.


8-However, The deregulation of amorolfine in the UK and other Western countries (e.g., Australia) now makes it possible for community pharmacists to treat infection affecting the toenails (4).

9-Amorolfine is available as a 5% nail lacquer. It is used weekly and treatment lasts until the affected nail(s) have regrown and are clear of infection. This takes approximately 6 months for fingernails and 9 to 12 months for toenails (4).

10-The product license restricts use to no more than two nails in people over 18 years of age and who have no underlying medical conditions that predispose

them to fungal infection (e.g., immunocompromised and diabetics). The manufacturer states it should not be used in pregnant or breastfeeding women (4).
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