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Abstract:

We present the more relevant aspects of the 10 most frequent dermatologic diagnostics: acne,
fibroepithelial polyps, atopic dermatitis, seborrheic dermatitis, molluscum contagiosum, melanocytic nevi,
psoriasis, actinic keratosis, seborrheic keratosis and viral warts. We describe their pathogenesis, clinical
features, their management and preventive actions to avoid the progression of the conditions.

Keywords: Acne, fibroepithelial polyps, atopic dermatitis, seborrheic dermatitis, molluscum
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Introduction

Dermatology is a challenging medical specialty which requires
expertise in the treatment and the management of children and adults
with skin disease. There are more than 4000 possible diagnoses and
these involve conditions affecting the skin and appendages in every
part of the body: the hair on the scalp and everywhere in the body, the
nails and the mucosal lesions affecting the mouth and genital regions.

There are no consensus of the more frequent conditions diagnosed in a
dermatology consultation, so it depends on the country, the ambiental
factors such as latitude, altitude, population’s sun exposure, if the
analyzed people worked outside or inside, etc...

As previously described in our report [1] of the outpatient activity in
the dermatology department over the 2009 and 2010 years, the more
frequent diagnosis were psoriasis, melanocytic nevi, eczemas (being
atopic and seborrheic ezcemas the most frequent inside this group),
seborrheic keratosis, actinic keratosis and viral warts. The next
diagnoses in frequency were “other benign tumours” and “other cysts”,
acrochordons and molluscum contagiosum. Being our purpose to
choose the 10 more frequent diagnoses in dermatology to write the
article for the Spanish journal of general practitioners [2] we preferred
to include acrochordons and molluscum contagiosum better than
epidermal cyst which may be included in the acne chapter.

Acne

Concept: Acne vulgaris is a chronic inflammatory cutaneous disease of
the pilosebaceous unit and the most common cutaneous disorder
affecting adolescents and young adults. It has a significant impact in
psychological morbidity with even suicidal tendencies [3, 4].The
prevalence of acne vulgaris in adolescents range from 35 to over 90
percent [5, 6].
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Pathogenesis

In the pathogenesis of acne we must consider four pathogenic factors:
follicular hyperkeratinisation (augmented corneocyte cohesiveness and
proliferation), increased sebum production, Propionibacterium acnes
(also known as Cutibacterium acnes) within the follicle and
inflammation.

Clinical manifestations

papules, pustules, open and closed comedos, cysts, nodules and scars
could be present in the same patient (Figl), and description of lesions
may be useful in the classification of the type and severity of acne and

the patient’s management.
. -

Fig 1. Erythematous papules, crusts and pustules with scars over the face of
a young woman prior to begin isotretinoin treatment.
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Differential diagnosis: it should be done with acneiform reactions,
rosacea, drug-induced acne and perioral dermatitis.

Treatment

Predominant lesions and specific clinical features may determine the
best approach. Topical therapies are preferred for mild forms of acne
vulgaris. Topical retinoids may be beneficial in both inflammatory and
comedonal acne. Topical antibiotics may be used in combination in
order to reduce bacterial resistances. Systemic treatment is indicated in
moderate to severe forms of acne. Isotretinoin in monotherapy, oral
antibiotics such as tetracycline, which is widely used, and hormonal
therapies, both combined or not with topical treatments.

Prevention and how to control the progression of acne: Because acne
is a multifactorial condition, there are no significant strategies to
prevent its development. Once the disease is established, using oil free
cosmetics, and non-occlusive make up, is necessary to control acne,
but medical strategies mentioned above are mandatory to treat this
disease.

Acrochordons

Concept

Acrochordons or skin tags are the most frequent mesenchymal
tumours of the skin.

Clinical manifestations: Acrochordons use to be multiple
pedunculated, furrowed or filiform lesions, skin coloured or darker
(Fig2), and typical areas of involvement are skin folds like axilla,
groin (Fig3), beneath the breast and in the neck or eyelids [7].

Fig2. Brown pedunculated papules inthe neck of aman in his fifties.

Dy 2

Fig3. Skin-coloured elastic papule in the groin of a 37 year-old man

AuctoresPublishing—Volume1-10009 www.auctoresonline.org ~ Page - 02

Differential diagnosis includes multiple benign cutaneous lesions:
seborrheic keratosis, intradermal nevus; infectious diseases like viral
warts and malignant tumours. In those cases, non ablational techniques
are preferred to remove the lesions in order to make a histopathological
analysis.Skin tags appears in the perianal area in Crohn’s disease, and
when they coexist with fibrofolliculomas and trichodiscomas, a Birt-
Hogg- Dubé syndrome must be suspected.

Treatment: It is not necessary because they are benign lesions, but
curettage, electrocoagulation and cryotherapy can be performed.
Electrocoagulation is our preferred technique.

Prevention and how to control the progression of acrochordons: No
prevention for these skin tags has been described.

Actinic Keratosis

Concept

Actinic keratosis (AK) also known as solar Kkeratosis is a cutaneous
lesion that results from the proliferation of atypical epidermal
keratinocytes. AKs represent early lesions on a continuum with
squamous cell carcinoma (SCC) and occasionally progress to SCC [2,
8]. AKs are among the most common reasons for visits to
dermatologists and they are increasing its incidence with the population
ageing.

Pathogenesis

The main cause of AK is exposure to ultraviolet radiation (UVR).
However, cutaneous Human Papilomavirus may act as a co-carcinogen
with UVR. Actually, prevalence and viral load is significantly higher in
actinic keratosis than in SCC, suggesting that the virus may play a role
in the early stages of carcinogenesis [9] In an interesting study Padilla
et al. showed the different genes expression profile in normal skin, AKs
and SCC, revealing in AK and SCC a similar up-regulation of genes,
down-regulated in normal skin and a similar down- regulation of genes
upregulated in normal skin, confirming the common origin of both
lesion and in particular AK as a precursor lesion of SCC [10].

Clinical manifestations: AKs often present as solitary or multiple
erythematous and scaly macules or papules (Fig4), most commonly
detected in adults with fair and chronic sun exposure and damaged skin.

Fig4. Erythematous plagues in the nose and cheek of an old man with sun
damaged skin.
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AKs are generally asymptomatic, but some patients experience local
tenderness or a stinging sensation.Diagnosis and differential diagnosis:
AK is frequently diagnosed clinically through a combination of touch
and visual inspection combined with dermoscopy [11]. They use to be
more easily identified through the detection of rough texture.
Differential diagnosis SCC, benign lichenoid keratosis, superficial
basal cell carcinoma, inflamed seborrheic keratosis, porokeratosis and
inflammatory dermatoses such as psoriasis.

Treatment

Treatment options [12] for AK include destructive therapies (eg,
surgery, cryotherapy, dermabrasion, photodynamic therapy [PDT]),
topical medications 5-fluorouracil, imiquimod, ingenol mebutate,
diclofenac, and chemical peels such as trichloroacetic acid. In general,
lesion-directed treatments, such as cryotherapy and surgical
procedures, are the primary approach for isolated lesions. Field-
directed therapies, such as topical 5-FU, imiquimod, ingenol mebutate,
and diclofenac, are particularly useful for treating areas with multiple
AKs [13].

In isolated lesions, we prefer criotherapy, but in field cancerization, we
choose photodynamic therapy with BF-200 ALA or topical 5-
fluorouracil.

Prevention and how to control the progression of AKs: Close
surveillance of elderly people with severe photodamage is extremely
recommended for prompt diagnosis. Because AKs appears over
damaged sun skin areas, photoprotection since childhood is mandatory
to minimize progression and to prevent the condition.

Atopic Dermatitis

Concept: Atopic dermatitis (AD) is a chronic pruritic inflammatory
skin disease most frequently affecting children, but also in adults,
often associated with elevated serum level of immunoglobulin E and a
personal or family history of atopy (eczema, asthma, and allergic
rhinitis). AD is the most frequent eczematous eruption in pediatric age

121.

Clinical manifestations: Dry skin and severe pruritus are the cardinal
signs of AD and this one impacts in the quality of life. Erythematous,
scaly and lichenified plaques over the extensor surfaces of the
extremities are often present (Fig 5).

Fig5. Erythematous and lichenified typical plaques in the popliteal fossae
and crusted lesions on the extensor surface of the legs with dry skin in a
patient with atopic dermatitis.
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However, the clinical presentation is highly variable, depending upon
the patient's age and disease activity (table 1).

Clinical lesions according to age
Lactants Children Adults
Two to sixteen
Age Zero to two years years From puberty
Acute ezcema: Xerosis
Morphology | erythema, fisures | excoriations, _ _
and cracks lichenifie | Lesions localized
plaques and lichenified
Flexor
Location extremities
Scalp, cheeks, surfaces,
face, extremities retroauricular Neck, wrists and
extensor surfaces | area and eyelids dorsum of feet

Table 1. Clinical aspects in atopic dermatitis according to patient’s age.

Differential diagnosis: Allergic or irritant contact dermatitis, seborrheic
dermatitis, psoriasis and scabies.

Treatment

The goals for atopic dermatitis are to reduce symptoms (pruritus and
dermatitis), prevent exacerbations, and minimize therapeutic risks.
Topical corticosteroids or topical calcineurin inhibitors and emollients
are the basis of the treatment in AD. Pruritus can also be treated with
antihistamines. Phototherapy or systemic immunosuppressant treatment
may be necessary to achieve adequate disease control in moderate to
severe cases. Hospitalization is a good treatment option in severe atopic
dermatitis with bad ambulatory control. We use to hospitalize patients
with severe AD when other strategies have failed, we treat them only
with topical care and in a week period, they improve significantly. New
biological therapies are now being studied and we hope that they
achieve better control of the disease, as well as biologics have get it in
psoriasis.

Prevention and how to control the progression of AD: emollients,
syndet products and not using hot water that produces dry skin are
habitual recommendations in patients with atopic dermatitis, but in
severe cases, those actions use to be ineffective.

Melanocytic Nevi

Concept

Melanocytic nevi are abnormal benign proliferations of melanocytes in
the skin that histopathologically demonstrate the formation of nests of
cells. They may be present at birth or may appear at any time
(congenital vs acquired melanocytic nevi).

Pathogenesis: The presence of multiple nevi comes from the result of a
genetic predisposition (presence of isolated polimorfisms in nucleotids,
germ line mutations in NRAS o BRAF...) and climatic conditions such
as extensive solar exposure (which has been associated with larger and
atypical nevi), chronic sun exposure in mediterranean countries (which
has been associated with multiple small nevi without clinical atypia)
and latitudes close to the equator. All these are the reasons why primary
prevention is so important. We must inform the patient about the nocive
effects of intense and chronic sun exposure, focusing on the early
childhood [14,18].

Es por esto por lo que la prevencion primaria es fundamental,
informando al paciente de los efectos nocivos de la exposicidn solar
tanto cronica como intensa insistiendo principalmente en las edades
tempranas de la vida [14].Congenital nevi are present in the first 6
months of life and 1 percent of the newborns present them. Clinical
manifestations: congenital nevi (Fig6)
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Fig6. Awell demarcated 5cm-in size hyper pigmented and congenital
plaque in the calf area of a 2 year old child.

use to be asymptomatic and larger than acquired nevi (Fig7), but there
is tremendous variability in the size of the individual lesions. Nevi can
appear in the skin and mucous membranes. A patient with multiple
nevi needs to be carefully inspected in order to find suspicious lesions
and to biopsy them if necessary.

Fig7. Acquired melanocytic nevi in the back of a 30 year old man.

Diagnosis and differential diagnosis: to differentiate acquired nevi
from melanoma, clinical examination, anamnesis and dermoscopic
features are required. The ABCDE rule [19,20] encompasses several
clinical features of melanoma including Asymmetry, Border
irregularity, Colour more than 3 in the same lesion or variation,
Diameter greater than 5 mm and Evolving (a new or changing) lesion.

Treatment: Melanocytic nevi are benign lesions and most of them
require no treatment. Surgical excision for biopsy is recommended in
doubtful lesions and changing nevi. Other excision indications could
be traumatic lesions located in skin folds or in rubbing with clothes.
Tangential excision is not recommended.

Prevention and how to control the progression of melanocytic nevi:
Photoprotection from the early childhood avoiding sun exposure, and
sunburn, observation and autoexploring melanocytic nevi are best
strategies to reduce the risk of developing malignant melanoma from a
melanocytic nevi or the novo.
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Molluscum Contagiosum
Concept and clinical manifestations

Molluscum contagiosum are caused by a Poxvirus. They can occur as
solitary or multiple dome-shaped, umbilicated papules, 2-8 mm in
diameter, whitish or yellowish, with predilection for flexural areas, the
head and neck and genitalia in children and adolescents (Fig8). Sexual
and fomite transmission may occur. Extensive lesions can occur in
immunocomprised patients and atopic children [21].

Fig8. Cupuliform whitish papules with linear distribution in a 5 year old
boy.

Differential diagnosis: adnexal tumours and basal cell carcinomas
especially in solitary and big lesions.

Treatment

Spontaneous regression often occurs, so treatment should be
conservative and always agreed upon parents which need to know
treatment options and that no treatment is one of them. Multiple
therapies can be used if needed but curettage is the preferred one [2,22].

Prevention and how to control the progression of molluscum
contagiosum: in atopic patients, treating eczema may improve the
control of the disease and the spreading of molluscum. Avoiding direct
contact between infected and theoretical non-infected children might be
a good choice. However, this measure will mostly fail due to the lack of
knowledge about the incubation period and about how long needs the
skin to eliminate the virus once clinical lesions are removed.

Seborrheic Dermatitis

Concept

Seborrheic dermatitis (SD) is a chronic, relapsing, and usually mild
form of dermatitis that occurs in infants and adults with predilection for
the scalp and face. Etiology is not established but of fungi of the genus
Malassezia may play a role [22]. The mildest and most common form
of scalp SD is dandruff.

Clinical manifestations: there are two different forms [2] one in adults
with predilection for the scalp, face, and intretriginous areas with well-
demarcated, erythematous plaques with greasy-looking, yellowish
scales distributed on areas rich in sebaceous glands (Fig9); and the
lactant form with scaly and greasy lesions over an erythematous base in
the diaper area, skin folds, centrofacial zone and the scalp where it can
produce the craddle cap (Figl0).
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Fig9. A man with relapsing facial dermatitis. Erythematous and greasy
scaly plaques in the face.

X
sk al \)d\ M

Fig10. Crusted yellow lesions in the scalp of a neonate: Craddle cap.

Differential diagnosis: In children with atopic dermatitis and in adults
with other erythematosquamous diseases as psoriasis.

Treatment

antifungal shampoos and creams containing mild corticosteroids or a
combination of both are the main therapies [23-25]. Maintenance
treatment in frequent relapsing cases should be considered. Prevention
and how to control the progression of SD: there are no prevention
strategies for this disease.

Seborrheic Keratosis

Concept: Seborrheic keratoses (SK) are common often multiple,
epithelial tumours which usually appear in middle life consisting of a
benign proliferation of immature keratinocytes.

Clinical manifestations: sharply demarcated gray-brown to black
papules or plaques which are slightly raised and may be covered by
greasy scales [2] (Figll).
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Y o !
Figl1. Well demarcated flat and brown papules 1 cm in diameter in the
lateral aspect of this woman’s chest.

Differential diagnosis: Diagnosis usually based on the clinical
appearance, but in pigmented lesions, or when the diagnosis would be
uncertain or melanoma is suspected, a biopsy must be performed?.
Examination with a dermatoscope may help (Fig 12).

Figl2. Dermoscopy of a seborrheic keratosis: fissures and ridges with
hyperkeratosis

Treatment

Is not necessary because they are benign lesions. Curettage with biopsy
is recommended in doubtful lesions and electrodessication or
cryotherapy are the more adequate techniques to eliminate SK.
Cryotherapy is our preferred one.

Psoriasis

Concept

Psoriasis is a multisystemic inflammatory disease associated with a
variety of comorbidities. It has a chronic course; unpredictable
evolution and familiar aggregation and can begin at any age. The
prevalence of psoriasis in adults ranged from 0.91 to 8.5 percent [27].
Psoriasis is a complex immune-mediated disease with genetic factors
playing an important role.
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Clinical manifestations: The major clinical categories include: chronic
plaque psoriasis, guttate psoriasis, pustular psoriasis, erythrodermic
psoriasis, inverse psoriasis, nail psoriasis. Chronic plaque psoriasis is
the most common one, presenting with symmetrically distributed
cutaneous erythematous scaly and well-demarcated plaques (Figl3),
usually asymptomatic but sometimes pruriginous. The scalp, extensor
elbows, knees, and gluteal cleft are the most common sites for
involvement. Cardiovascular diseases, hypertension, metabolic
syndrome, diabetes, neoplasms, inflammatory bowel disease and
autoimmune disorders are more frequent in psoriatic patients than in
general population [28-31].

=

Fig13. Hyperkeratotic and erythematous well demarcated plaques in the
knees and legs of a patient with chronic plaque type psoriasis.

Diagnosis and differential diagnosis

A diagnosis of psoriasis can be made by history and physical
examination in the majority of cases, but in some cases a biopsy must
be performed to rule out other skin diseases.

Treatment

Topical treatment with corticosteroids alone or in association with
Vitamine D analogues may be useful in mild cases of psoriasis and the
corticosteroid potency must be decided according to the anatomical
site of involvement. Systemic therapies [33,34] are preferred for
psoriasis affecting more than 10% of the body surface or more tan 5%
in special sites as the scalp, palms and soles (Table 2).

GROUP TREATMENT CONSIDERATIONS
Systemic Metotrexate Hepatotoxicity
therapies Ciclosporin A Hypertension, renal
toxicity
Acitretin Hypertriglyceridemia,
hepatotoxicity,
teratogenicity
(recommendation: No
pregnancy in next 3 years)
Apremilast Diarrhea
Phototherapy | Broad band-UVB (for all)
(290-320nm) Risk of cutaneous cancer
Narrow band-UVB
(311nm)
PUVA (topical or
oral psoralens +
UVA(320-400nm))
Biologics Etanercept (for all)
Infliximab Infections surveillance
Adalimumab
Ustekinumab
Secukinumab
Ixekizumab

Table 2. Systemic and biological treatments in psoriasis.
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Prevention and how to control the progression of psoriasis: some studies
reveal that controlling metabolic syndrome psoriasis can improve.

Viral Warts

Concept

they are benign epithelial proliferations of the skin and mucous
membranes caused by infection with one of many varieties of the
human papillomavirus (HPV). Warts may be found in any location of
the skin in persons of all ages.

Clinical presentation

the wart is the clinical expression of the HPV infection. They could be
hyperkeratotic and exofitic papules or nodules, grey, yellowish or skin
coloured (Fig14). Palms and soles are typical locations for viral warts,
and in these 2 locations they use to have black dots corresponding to
thrombosed capillaries.

Fig14. Yellowih hyperkeratotic plaques in the dorsum of a child’s feet

Diagnosis and differential diagnosis: In typical lesions the clinician
must not have diagnostic problems just with clinical examination, but
sometimes a biopsy is required to differentiate them from seborrheic
keratosis, lichenoid keratosis, amelanotic melanoma and others.

Treatment: Most of viral warts resolve spontaneously, so treatment
must to be simple, little harmful and low cost with individual decision
based on each patient. Available therapies are shown on table 3 [35-38].

Prevention and how to control the progression of warts: there are no
prevention strategies to avoid viral warts and human papillomavirus
contact.
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First line Salicylic Acid*

Topical tretinoin

Curetagge and silver nitrate

Duct tape occlusion therapy
Second line Cryotherapy with liquid nitrogen *
Third line Intralesional bleomycin*

Podophyllin

Cantharidin al 0,7%

Di and trichloroacetic acid

Zinc oxide

Curettage and electrodessication
CO2 laser. Pulse dye lasers

Other treatments

Zinc sulfate *
Cimetidine oral

Topical 5-fluorouracile *
Photodynamic therapy*
Acitretine

Imunotherapy
acid)

Imiquimod

(diphenciprone,  squaric

Topical cidofovir 1%
Intralesional interferon

Homeopathy and hypnosis

Table 3. Treatment for non-genital viral warts.

*Level of evidence A double blind studies.

References
1. Martinez-Moran C, Cérdoba S, Naval6n R, Borbujo J. (2014)

10.

2.

AuctoresPublishing—Volume1-10009 www.auctoresonline.org

Results of a 2-year study of outpatient activity in the dermatology
department of a university hospital. Actas Dermosifiliogr.
2014;105:426-427.

Martinez-Moran C, Echeverria-Garcia B, Borbujo J.(2016) Los 10
diagnosticos mas frecuentes en dermatologia. FMC 2016;23:119-
141
Cotterill JA, Cunliffe WJ. (1997) Suicide in dermatological
patients. Br J Dermatol ; 137:246.

Dalgard F, Gieler U, Holm J@.(2008). Self-esteem and body
satisfaction among late adolescents with acne: results from a
population survey. J Am Acad Dermatol ; 59:746.

Stathakis V, Kilkenny M, Marks R.(1997) Descriptive
epidemiology of acne vulgaris in the community. Australas J
Dermatol 1997; 38:115.

Collier CN, Harper JC, Cafardi JA, Cantrell WC, Elewski BE et al.
(2008) The prevalence of acne in adults 20 years and older. J Am
Acad Dermatol 2008; 58:56-59.

15. Ko CJ. (2012) Hipertrofias dérmicas y tumors
fibroblasticos/miofibrobléasticos benignos. En, Goldsmith LA,
Katz Sl, Gilchrest BA, Paller AS, Leffell DJ, Wolff K editors.
Fitzpatrick, Dermatologia en medicina general 82 edicién. Buenos
Aires: Editorial médica panamericana; p 712

Feldman SR, Fleischer AB Jr. (2011) Progression of actinic
keratosis to squamous cell carcinoma revisited: clinical and
treatment implications. Cutis ; 87:201-207.

Accardi R, Gheit T. (2014) Cutaneous HPV and skin cancer.
Presse Med ; 31; 43:435-443

Page - 07

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Padilla RS, Sebastian S, Jiang Z, Nindl I, Larson R. (2010) Gene
expression patterns of normal human skin, actinic keratosis, and
squamous cell carcinoma: A spectrum of disease progression.
Arch Dermatol ; 146: 288-293.

Huerta-Brogeras M, Olmos O, Borbujo J, Hernandez-Nufiez A,
Castafio E, et al.(2012) Validation of dermoscopy as a real-time
noninvasive disgnostic imaging technique for aktinic keratosis.
Arch Dermatol ;148(10):1159-1164

Dréno B, Amici JM, Basset-Seguin N, Cribier B, Claudel JP,(2014).
Management of actinic keratosis: a practical report and treatment
algorithm from AKTeamTM expert clinicians. J Eur Acad
Dermatol Venereol Sep; 28(9):1141-1149.

Vanharanta S, Massagué J. (2012) Field cancerization: something
new under the sun. Cell 2; 149:1179-1181
Kelly JW, Rivers JK, MacLennan R, Harrison S, Lewis AE,(1994).
Sunlight: a major factor associated with the development of
melanocytic nevi in Australian schoolchildren. J Am Acad
Dermatol; 30:40-8.

Harrison SL, MacLennan R, Buettner PG. (2008) Sun exposure and
the incidence of melanocytic nevi in young Australian children.
Cancer Epidemiol Biomarkers Prev. 2008;17:2318-2324.

Dulon M, Weichenthal M, Blettner M, Breithart M, Hetzer M,et
al.(2002) Sun exposure and number of nevi in 5- to 6-year-old
European children. J ClinEpidemiol.;55:1075-1081.

Aalborg J, Morelli JG, Byers TE, Mokrohisky ST, Crane LA.(2010)
Effect of hair color and sun sensitivity on nevus counts in white
children in Colorado. J Am AcadDermatol; 63:430-439.
Newton-Bishop JA, Chang YM, lles MM, Taylor JC, Bakker B, et
al (2010). Melanocytic nevi, nevus genes, and melanoma risk in a
large case-control study in the United Kingdom. Cancer Epidemiol
Biomarkers Prev. ;19:2043-2054.

Abbasi NR, Shaw HM, Rigel DS, (2004). Early diagnosis of
cutaneous melanoma: revisiting the ABCD
criteria. JAMA. 2004;292:2771-2776

American Academy of Dermatology Ad Hoc Task Force for the
ABCDEs of Melanoma, Tsao H, Olazagasti JM, Cordoro KM,
Brewer JD, Taylor SC, Bordeaux JS, Chren MM, Sober Al,
Tegeler C, Bhushan R, Begolka WS. Early detection of melanoma:
reviewing the ABCDEs. J Am Acad Dermatol. 2015; 72:717-23.

Piggott C, Friedlander SF, Tom W (2012). Infecciones por

poxvirus. En, Goldsmith LA, Katz SI, Gilchrest BA, Paller AS,
Leffell DJ, Wolff K editors. Fitzpatrick, Dermatologia en medicina
general 82 edicion. Buenos Aires: Editorial médica panamericana;
p. 2418-2420.

Fritsch PO, Reider N. Otras erupciones eccematosas. En. Bolognia
JL, Jorizzo JL y Rapini RP Editores. Dermatologia. Madrid:
Elsevier; 2004. p. 215-218

Okokon EO, Verbeek JH, Ruotsalainen JH, (2015). Topical
antifungals for seborrhoeic dermatitis. Cochrane Database Syst
Rev 2015:CD008138.

Apasrawirote W, Udompataikul M, Rattanamongkolgul S.(2011)
Topical antifungal agents for seborrheic dermatitis: systematic
review and meta-analysis. J Med Assoc Thai ; 94:756.

Kastarinen H, Oksanen T, Okokon EO, Kiviniemi VV, Airola K et
al.(2014) Topical anti-inflammatory agents for seborrhoeic
dermatitis of the face or scalp. Cochrane Database Syst Rev
:CD009446.

Longo C, Moscarella E, Piana S, (2014). Not all lesions with a
verrucous surface are seborrheic keratoses. J Am Acad Dermatol ;
70:e121.

Parisi R, Symmons DP, Griffiths CE, (2013). Global epidemiology
of psoriasis: a systematic review of incidence and prevalence. J
Invest Dermatol 2013; 133:377.

Armstrong AW, Harskamp CT, Dhillon JS, Armstrong EJ.(2014)
Psoriasis and smoking: a systematic review and meta-analysis. Br J
Dermatol ; 170:304.


http://www.auctoresonline.org/
http://www.actasdermo.org/en/results-2-year-study-outpatient-activity/articulo/S1578219014000900/
http://www.actasdermo.org/en/results-2-year-study-outpatient-activity/articulo/S1578219014000900/
http://www.actasdermo.org/en/results-2-year-study-outpatient-activity/articulo/S1578219014000900/
https://jamanetwork.com/journals/jamadermatology/fullarticle/209730
https://jamanetwork.com/journals/jamadermatology/fullarticle/209730
https://jamanetwork.com/journals/jamadermatology/fullarticle/209730
https://jamanetwork.com/journals/jamadermatology/fullarticle/209730
https://jamanetwork.com/journals/jamadermatology/fullarticle/209730
https://jamanetwork.com/journals/jamadermatology/fullarticle/209730
https://jamanetwork.com/journals/jamadermatology/fullarticle/209730
https://jamanetwork.com/journals/jamadermatology/fullarticle/209730
https://jamanetwork.com/journals/jamadermatology/fullarticle/1379295
https://jamanetwork.com/journals/jamadermatology/fullarticle/1379295
https://jamanetwork.com/journals/jamadermatology/fullarticle/1379295
https://jamanetwork.com/journals/jamadermatology/fullarticle/1379295
https://jamanetwork.com/journals/jamadermatology/fullarticle/1379295
https://jamanetwork.com/journals/jamadermatology/fullarticle/1379295
https://jamanetwork.com/journals/jamadermatology/fullarticle/1379295
https://doi.org/10.1111/jdv.12434
https://doi.org/10.1111/jdv.12434
https://doi.org/10.1111/jdv.12434
https://doi.org/10.1111/jdv.12434
https://doi.org/10.1111/jdv.12434
https://doi.org/10.1111/jdv.12434
https://doi.org/10.1111/jdv.12434
https://doi.org/10.1016/j.cell.2012.05.013
https://doi.org/10.1016/j.cell.2012.05.013
https://doi.org/10.1016/j.cell.2012.05.013
https://doi.org/10.1016/S0190-9622(94)70005-2
https://doi.org/10.1016/S0190-9622(94)70005-2
https://doi.org/10.1016/S0190-9622(94)70005-2
https://doi.org/10.1016/S0190-9622(94)70005-2
https://doi.org/10.1016/S0190-9622(94)70005-2
https://doi.org/10.1016/S0190-9622(94)70005-2
https://doi.org/10.1016/S0190-9622(94)70005-2
http://cebp.aacrjournals.org/content/early/2010/07/19/1055-9965.EPI-10-0233
http://cebp.aacrjournals.org/content/early/2010/07/19/1055-9965.EPI-10-0233
http://cebp.aacrjournals.org/content/early/2010/07/19/1055-9965.EPI-10-0233
http://cebp.aacrjournals.org/content/early/2010/07/19/1055-9965.EPI-10-0233
http://cebp.aacrjournals.org/content/early/2010/07/19/1055-9965.EPI-10-0233
http://cebp.aacrjournals.org/content/early/2010/07/19/1055-9965.EPI-10-0233
http://cebp.aacrjournals.org/content/early/2010/07/19/1055-9965.EPI-10-0233
https://jamanetwork.com/journals/jama/fullarticle/199929
https://jamanetwork.com/journals/jama/fullarticle/199929
https://jamanetwork.com/journals/jama/fullarticle/199929
https://jamanetwork.com/journals/jama/fullarticle/199929
https://jamanetwork.com/journals/jama/fullarticle/199929
http://www.actasdermo.org/en/results-2-year-study-outpatient-activity/articulo/S1578219014000900/
http://www.actasdermo.org/en/results-2-year-study-outpatient-activity/articulo/S1578219014000900/
https://dialnet.unirioja.es/servlet/articulo?codigo=5432435
https://dialnet.unirioja.es/servlet/articulo?codigo=5432435
https://dialnet.unirioja.es/servlet/articulo?codigo=5432435
https://dialnet.unirioja.es/servlet/articulo?codigo=5432435
https://dialnet.unirioja.es/servlet/articulo?codigo=5432435
https://doi.org/10.1046/j.1365-2133.1997.18131897.x
https://doi.org/10.1046/j.1365-2133.1997.18131897.x
https://doi.org/10.1046/j.1365-2133.1997.18131897.x
https://doi.org/10.1111/j.1440-0960.1997.tb01126.x
https://doi.org/10.1111/j.1440-0960.1997.tb01126.x
https://doi.org/10.1111/j.1440-0960.1997.tb01126.x
https://doi.org/10.1111/j.1440-0960.1997.tb01126.x
https://doi.org/10.1111/j.1440-0960.1997.tb01126.x
http://europepmc.org/abstract/med/21644496
http://europepmc.org/abstract/med/21644496
http://europepmc.org/abstract/med/21644496
http://europepmc.org/abstract/med/21644496
http://europepmc.org/abstract/med/21644496
https://doi.org/10.1016/j.lpm.2014.08.008
https://doi.org/10.1016/j.lpm.2014.08.008
https://doi.org/10.1016/j.lpm.2014.08.008
https://www.ncbi.nlm.nih.gov/pubmed/21696088
https://www.ncbi.nlm.nih.gov/pubmed/21696088
https://www.ncbi.nlm.nih.gov/pubmed/21696088
https://www.ncbi.nlm.nih.gov/pubmed/21696088
https://www.ncbi.nlm.nih.gov/pubmed/21696088
https://www.ncbi.nlm.nih.gov/pubmed/24838779
https://www.ncbi.nlm.nih.gov/pubmed/24838779
https://www.ncbi.nlm.nih.gov/pubmed/24838779
https://www.ncbi.nlm.nih.gov/pubmed/24838779
https://www.ncbi.nlm.nih.gov/pubmed/24838779
https://www.ncbi.nlm.nih.gov/pubmed/24838779
https://www.jaad.org/article/S0190-9622(13)01159-6/fulltext
https://www.jaad.org/article/S0190-9622(13)01159-6/fulltext
https://www.jaad.org/article/S0190-9622(13)01159-6/fulltext
https://www.jaad.org/article/S0190-9622(13)01159-6/fulltext
https://www.jaad.org/article/S0190-9622(13)01159-6/fulltext
https://www.ncbi.nlm.nih.gov/pubmed/24117435
https://www.ncbi.nlm.nih.gov/pubmed/24117435
https://www.ncbi.nlm.nih.gov/pubmed/24117435
https://www.ncbi.nlm.nih.gov/pubmed/24117435
https://www.ncbi.nlm.nih.gov/pubmed/24117435

29.

30.

31

32.

33.

34.

AuctoresPublishing—\Volume1-10009 www.auctoresonline.org

JDermatology and Dermatitis 8

Bremmer S, Van Voorhees AS, Hsu S, Korman NJ, Lebwohl MG
et al.(2010) Obesity and psoriasis: from the Medical Board of the
National Psoriasis Foundation. J Am Acad Dermatol ; 63:1058.
Armstrong AW, Harskamp CT, Armstrong EJ. (2012) The
association between psoriasis and obesity: a systematic review
and meta-analysis of observational studies. Nutr Diabetes ; 2:¢54.
Cullen G, Kroshinsky D, Cheifetz AS, Korzenik JR.(2011)
Psoriasis associated with anti-tumour necrosis factor therapy in
inflammatory bowel disease: a new series and a review of 120
cases from the literature. Aliment Pharmacol Ther ; 34:1318.
Higgins E. Alcohol, smoking and psoriasis. Clin Exp Dermatol
2000; 25:107.

Hsu S, Papp KA, Lebwohl MG,(2012) Consensus guidelines for
the management of plaque psoriasis. Arch Dermatol ; 148:195.

Page - 08

35.

Schmitt J, Rosumeck S, Thomaschewski G, Sporbeck B, Haufe E
et al.(2014) Efficacy and safety of systemic treatments for
moderate- to-severe psoriasis: meta-analysis of randomized
controlled trials. Br J Dermatol ; 170:274.

Kwok CS, Gibbs S, Bennett C, (2012). Topical treatments for
cutaneous warts. Cochrane Database Syst Rev ; 9:CD001781.

36. de Haen M, Spigt MG, van Uden CJ, (2006). Efficacy of duct tape

vs placebo in the treatment of verruca vulgaris (warts) in primary
school children. Arch Pediatr Adolesc Med ; 160:1121.

37. Moed L, Shwayder TA, Chang MW.(2001) Cantharidin revisited: a

blistering defense of an ancient medicine. Arch Dermatol 2001;
137:1357.

38. Lin MY, Xiang LH. Topical 5-aminolevulinic acid photodynamic

therapy for recalcitrant facial flat wart in Chinese subjects. J
Dermatol 2008; 35:658.


https://doi.org/10.1111/j.1365-2036.2011.04866.x
https://doi.org/10.1111/j.1365-2036.2011.04866.x
https://doi.org/10.1111/j.1365-2036.2011.04866.x
https://doi.org/10.1111/j.1365-2036.2011.04866.x
https://doi.org/10.1111/j.1365-2036.2011.04866.x
https://doi.org/10.1111/j.1365-2036.2011.04866.x
https://doi.org/10.1111/j.1365-2036.2011.04866.x
https://www.ncbi.nlm.nih.gov/pubmed/10733631
https://www.ncbi.nlm.nih.gov/pubmed/10733631
https://www.ncbi.nlm.nih.gov/pubmed/10733631
https://jamanetwork.com/journals/jamadermatology/article-abstract/1105195
https://jamanetwork.com/journals/jamadermatology/article-abstract/1105195
https://jamanetwork.com/journals/jamadermatology/article-abstract/1105195
https://www.ncbi.nlm.nih.gov/pubmed/24131260
https://www.ncbi.nlm.nih.gov/pubmed/24131260
https://www.ncbi.nlm.nih.gov/pubmed/24131260
https://www.ncbi.nlm.nih.gov/pubmed/24131260
https://www.ncbi.nlm.nih.gov/pubmed/24131260
https://www.ncbi.nlm.nih.gov/pubmed/24131260
https://www.ncbi.nlm.nih.gov/pubmed/24131260
https://www.ncbi.nlm.nih.gov/pubmed/24131260
https://www.ncbi.nlm.nih.gov/pubmed/22972052
https://www.ncbi.nlm.nih.gov/pubmed/22972052
https://www.ncbi.nlm.nih.gov/pubmed/22972052
https://www.ncbi.nlm.nih.gov/pubmed/11594862
https://www.ncbi.nlm.nih.gov/pubmed/11594862
https://www.ncbi.nlm.nih.gov/pubmed/11594862
https://www.ncbi.nlm.nih.gov/pubmed/11594862
https://www.ncbi.nlm.nih.gov/pubmed/11594862
http://www.auctoresonline.org/

