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Penyakit Kulit & Kelamin



Outline of 
Dermatologic Diagnosis

1. Epidemiology

2. History 

3. Physical examination

4. Laboratory examination

5. Final diagnosis



Epidemiology 

 Age

 Sex

 Race

 Occupation 



History



Physical examination

 Appearance of patient: uncomfortable, 

well, “toxic”

 Vital sign

 Skin : 4 cardinal lesions

 Hair and nail

 Mucous membrane

 General physical examination



Physical examination

4 (Four) cardinal features of skin:

1. Type of lesions: color, consistency & feel of lesion, (anatomic 
component of skin affected)

2. Shape of individual lesion: annular, iris, linear, round, oval, 

umbilicated

3. Arrangement of multiple lesions: scattered, grouped, linear, 

herpetiform, zosteriform

4. Distribution (be sure examine scalp, mouth, palms, soles)

 Extent of involvement: circumscribed, generalized, %

 Pattern : unilateral, symmetry, exposed area, intertriginous





















Clinical test

 Dimple sign: for dermathofibroma.

Pemeriksaan : ibu jari dan dan jari telunjuk
menekan pada bagian lateral lesi, adanya
depresed pada bagian tengah.

 Nikolsky sign: for pemphigus & epidermal 
necrolysis.

 Darier sign: there is urtica after rubbing of lesion 
(for urticaria pigmentosa)

 Auspitz sign: bleeding point on the lesion after 
loosing of scale (for psoriasis)

 Koebner phenomenon





History

History of skin lesions

1. When did it start?

2. Does it itch, burn, or hurt/

3. Where on the body did it star? 

4. How has it spread (pattern of spread?

5. How have individual lesion change?

6. Provocative factors?

7. Previous treatment and response?



History

 General history of present illness (as indicated by 
clinical situation: constitutional and prodromal
symptoms)

 Review of systems (as indicated by clinical 
situation: possible connection between signs and 
disease of other organ systems)

 Past medical history

 Operations

 Illnesses

 Allergies, especially drug allergy

 Medications

 Habits (smoking, alcohol intake, drug abuse)

 Atopic history



History 

 Family medical history (psoriasis, atopy, 

xanthoma, etc)

 Social history (occupation, hobbies, 

exposure, travel)

 Sexual history (history of risk factors of HIV: 

blood transfusion, IV drugs, sexually active, 

sexual partners, STD)



Laboratory Examination

 Dermatopathology

1. Light microscopy: site, process, cell types

2. Special techniques: stain, immunofluorescence

3. Microbiologic examination

a. Direct microscopic examination of skin

 10% Potassium hidroxide (KOH)

 Gram’s stain

 Tzanck smear

 Dark-field examination

 Scabies mite from burrow

b. Culture





Laboratory Examination

 Laboratory examination of bood

 Urinalysis: bacteria

 Stool examination: for occult blood, ova & 
parasites, porphyrins)

 Wood’s lamp examination (320-400 nm)

(erythrasma- coral red, Microsporum sp: green, 
PVC: yellow-orange, hyper/hypomelanosis )

 Dermatoscopy

 Patch testing, prick testing

 Acetowhitening- 5% acetic acid ; for genital 
warts





Hasil 

Pemeriksaan 

Lampu Wood

pada kasus 

Eritrasma



Hasil Pemeriksaan Lampu Wood

pada kasus Tinea Capitis 

(Microsporum sp.)
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