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 Sensitive skin care
 ALL free and clear detergent, no dryer sheets/fab soft
 Dove sensitive skin or cetaphil soap
 Vanicream/Vaseline/Aquaphor as moisturizers
 Robathol bath oil
 Bleach baths

 Topical steroids- always do OINTMENTS in little kids
 HC 2.5
 Triam 0.1
 Fluocinonide 0.05
 Clobetasol 0.05



 Topical steroid burst for severe eczema/significant 
flares
 Clobetasol bid for 4 days

 Fluocinonide bid for 10 days

 Triamcinolone bid until clear or followup appt



 Scalp options
 DermaSmoothe oil at bedtime

 Peanut oil, shower cap

 Clobetasol foam

 Steroid sparing agents
 Tacrolimus-generic

 Elidel- philidor

 Black Box warning
 Newest studies show no association between malignancy and 

pimecrolimus (JAMA Derm June 2015)

 Pts with atopic dermatitis have a slightly increased risk of 
lymphoma (that correlates with severity of eczema)



 Coconut oil
 Has good antibacterial properties, but doesn’t seem to 

help the eczema itself

 Sunflower seed oil
 Does appear to help with eczema- difficult to find a good 

preparation

 Aroma Workshop in Chicago

 hello@aromaworkshop.com

 Patients can call 773-871-1985

 8 oz spray bottle for $22 plus $5.50 shipping

mailto:hello@aromaworkshop.com


 Probiotics 
 Taken by a child with eczema appear to have no impact

 But if a pregnant woman takes probiotics 2 weeks prior 
to having a baby and for 3 mos after having the baby, it 
reduces the risk of eczema in that baby by 20-30%

 Vitamin D
 Some studies in the past suggested that vitamin D 

supplements could help eczema

 Recent study looked at staph colonization and 
correlation with serum 25(OH)D level

 Patients with low vitamin D had more staph 
colonization  (SPD July/Aug 2015)



 AN2728- Boron based ointment 
 inhibits phosphodiesterase-4 activity (PDE4) and 

decreases production of proinflammatory cytokines

 Applied bid

 65% of patients in preliminary studies were clear/almost 
clear

 Studied in kids >2 yrs old

 Oat Based Sterile Emollient cream 
 Used for maintenance in atopic dermatitis

 BID x 3 mos and kids had fewer flares, less use of topical 
steroids



 Topical Tofacitinib (JAK 1/3 inhibitor)
 In phase 2 study for eczema

 Cyclosporine weekend therapy
 5 patients who were on cyclosporine 5 mg/kg/day but 

couldn’t get weaned off
 Tried just using cyclosporine 5 mg/kg/day on weekends
 Worked well for all but 1 out of the 5

 Dupilumab
 Anti-IL-4 so works to decrease the TH2 inflammatory 

response
 380 patients with severe eczema in initial trial
 80% had improvement
 300 mg subcutaneously once a week







 Due to preservative MCI/MI (Kathon CG)

 There are now 2 brands of wipes that don’t contain the 
allergen
 Honest Brand

 Earth’s Best Hypoallergenic



 There is a small amount of nickel in some foods, 
including chocolate

 Typically not enough to cause a problem unless 
consumption of chocolate increases to extreme levels

 Can cause a widespread whole body dermatitis or 
sometimes presents as localized dermatitis in axilla 
and groin area







 Topical steroids continue to be the mainstay for 
pediatric psoriasis

 Systemic therapy options have been largely limited to 
cyclosporine, acitretin, methotrexate

 Biologic therapy is difficult because of lack of FDA 
approval, lack of data

 Systemic effects of psoriasis are making it more 
advantageous to consider systemic therapy, even in 
children



 Enbrel (etanercept)
 Approved in Europe for psoriasis in kids >6 yrs old
 Approved in US for JIA in kids >2 yrs old
 1 study in US in children- 2008- 211 patients age 4-17

 0.8 mg/kg/wk
 57% achieved PASI 75

 Humira (adalimumab)
 Approved in US for kids with JIA (>2 yrs old) and Crohn’s (>6 

yrs old)

 Stelara (ustekinumab)
 Several case reports of effectiveness and safety
 1 clinical trial- patients age 12-18

 80% reached PASI 75 at 12 wks

 Large study outside US is in progress



 Tends to be children with inflammatory bowel disease 
(Crohn’s > Ulcerative Colitis)

 Most common with humira and infliximab



 Has actually been in the 
literature quite a bit this past 
year

 170 kids with molluscum

 50% of patients had their 
molluscum resolve by 1 yr

 70% of patients had their 
molluscum resolve by 18 mos

 No difference between the 
“treated” and “untreated” 
groups



 Does cantharidin work?
 Study in SPD said no

 Letter to the editor in response said yes

 Does imiquimod work?
 Study in JAMA Derm said no

 I think it does

 Does candida work?
 Has become a good option for a lot of pediatric 

dermatologists, but no large studies yet



 Look like pimples/boils
 Due to body’s immune 

system response
 BOTE sign- Beginning Of 

The End
 2 patients with infected 

molluscum requiring 
admission (SPD 
March/April 2015)
 Culture showed staph 

lugdunensis
 Coag negative staph
 Emerging pathogen
 To culture or not to 

culture?





 Happening younger and younger

 Used to be abnormal before age 9, now abnormal 
before age 7

 Most acne medicines are technically approved for age 
12 and up (epiduo approved age 9 and older)

 Helpful to work through the mail order pharmacies in 
these situations
 Philidor- Valeant products

 Irmat- Galderma products



 Acne in kids age 1-7

 Ask about inhaled steroid use- can be the cause

 Good idea to order labs and/or refer to peds
endocrinology
 Total/free testosterone

 DHEA-S

 LH/FSH

 Bone age- plain film of left hand and left wrist



 Diet with a low glycemic index can help (low carb)

 Dairy- still unclear

 Fish oil- might be helpful

 Probiotics- likely helpful
 Probably works by decreasing inflammation







 Very common on the scalp of children

 Frequently biopsied because of somewhat atypical 
coloring, large size, history of changing

 Often read out as atypical on pathology, but these are 
known to be completely benign

 Probably a “special site” that isn’t currently recognized 
as a special site



 Probably underdiagnosed

 Presents as multiple asymptomatic dark brown 
macules on the dorsum of the tongue (often left side)

 Observing these is the right course of action

 Congenital melanoma has never been reported in the 
oral cavity





 Pulse IV Methylprednisolone
 IV pred for 3 days in a row every month for 2-3 mos

 Good regrowth, but quick relapse

 Low Dose IL-2 (Pro-Leukin)
 Used in high dose for metastatic renal cell carcinoma 

and metastatic melanoma

 Study in France using it for alopecia areata

 Fexofenadine (Allegra)
 Apparently used in Japan quite extensively

 Both as adjunctive treatment and monotherapy



 Treated 4 quadrants of 
same alopecia areata
patch with no treatment, 
2.5, 5, 10 mg/cc

 Results from 2.5=5=10



 2014- 2 Yale Researchers published a case report in JID

 Male patient with h/o arthritis and alopecia totalis

 Started on Tofacitinib (Xeljanz- JAK1/3 inhibitor) for arthritis

 All his hair regrew

 2 studies are underway investigating tofacitinib for alopecia 
areata
 Yale (5 mg BID) and Europe

 Ruxolitinib (JAK 1 and 2 inhibitor) is also in trials for 
alopecia areata

 Topical tofacitinib is in studies for psoriasis and eczema 
and potentially could be studied for alopecia areata





 Causes dystrophy of all fingernails and toenails

 Appear “sanded down”, lack of luster, sometimes pits

 82% improved over time (can persist up to a decade)

 Some patients develop alopecia areata and psoriasis 
over time (5-15%)

 No real treatment
 Some try topical steroids under occlusion

 Products like Nu-Vail



 It happens!

 Often there is family history

 Evaluate for tinea pedis

 Treat with terbinafine for 3 mos
 <20 kg- 62.5 mg daily (1/4 pill)

 20-40 kg- 125 mg daily (1/2 pill)

 >40 kg- 250 mg daily

 Itraconazole can be used in a pinch (comes in syrup)

 Liver function tests- to test or not to test

 Griseofulvin doesn’t work





 GNAQ gene mutation (same mutation for PWS and 
Sturge-Weber)

 Pulsed Dye Laser Treatment issues
 Irreversible alopecia can develop after PDL treatment of 

hair bearing areas

 Imiquimod + Pulsed Dye Laser

 Topical rapamycin + Pulsed Dye Laser
 Seems the most promising combination, but cost of topical 

preparation is still an issue



 What port wine stains are 
most indicative of Sturge
Weber?

 Hemifacial V1/V2 (#5)

 Median forehead (#6)

 Regardless, any child 
with a port wine stain 
that affects the upper 
eyelid should see 
ophthalmology



 Newly described but probably not completely rare 
condition

 RASA1 gene mutation, Auto Dom

 Children will have multiple (>3) small capillary 
malformations on skin

 They are at risk for AVMs that can be cutaneous, 
subcutaneous, intramuscular, intraosseous, 
intracerebral or intraspinal

 Ultrasound any large, atypical, or growing capillary 
malformation

 Patients should see neurology, cardiology, orthopedic 
surgery for eval





 Propranolol is still great!
 2 mg/kg/day divided TID

 Always give with food

 Don’t be afraid- if the hemangioma needs it, use it!

 Typically used during growth period (1st 8-12 mos of life), 
but can work even beyond the proliferative phase

 Topical timolol 0.5% gel forming solution can work for 
superficial hemangiomas- applied BID



 Initial study in March/April 2014 SPD journal using 
timolol 0.5% gel forming solution BID

 Great results with clearance after 2-3 mos

 Bleeding stopped relatively instantly

 Likely working by vasoconstriction

 Important to followup these patients to ensure 
improvement (spitz nevi, even melanoma in ddx)







 GNAQ- port wine stains/sturge-weber

 HRAS/KRAS- epidermal nevi, nevus sebaceus

 NRAS- giant congenital nevi



 Nevus anemicus is a newly discovered feature of NF-1

 Tends to be on the chest, often multiple

 Often not visible at first- rub the chest and then you 
should see it as the surrounding skin becomes pinker

 As high as 50% of patients with NF-1 have a nevus 
anemicus



 Rapamycin (sirolimus) is an mTOR inhibitor

 It has immunosuppressant, antiproliferative, and 
antiangiogenic properties

 Lots of potential to treat cutaneous lesions of 
Tuberous Sclerosis, Birt-Hogg-Dube, PTEN Syndromes 
(Cowden’s, etc) 

 Seems to really augment treatment response using it in 
combination with Pulsed Dye Laser for port wine 
stains

 Cost is still the biggest issue





 Rapidly progressive vitiligo
 Either presents as regular vitiligo spreading rapidly or 

can take on a “confetti like” depigmentation pattern

 Can treat with 3 wks of oral prednisone to stop the flare

 Start topical treatment for the affected areas 

 Segmental vitiligo
 Good news, bad news

 Excimer laser + protopic + short term oral steroids 
yielded best results (JAAD July 2015)

 Pts over 19 yrs old- 20 mg pred for 3 wks

 Pts under 19 yrs old- 0.3 mg/kg/day pred for 3 wks





 Works really well, doesn’t 
hurt

 Can see better results if 
patients take Heliocare
(Polypodium
Leucotomos) on the day 
of the treatment





 Probably doesn’t go away for most prepubertal girls

 Maintenance treatment is better than as needed 
treatment (SPD July/Aug 2015)

 My regimen:
 Clobetasol ointment bid for 2 wks, then once daily for 2 

wks, then followup

 Repeat that course if needed until clear

 Then clobetasol MWF once daily or elidel once daily for 
maintenance

 I see the girls every month until they are clear and then 
at minimum every 6 mos on maintenance



 Previously coxsackie A16 and enterovirus 71 were the 
most common causes

 Coxsackie A6 has emerged over the past 2-3 yrs as 
primary causative agent

 Produces more severe rash with prominent diaper area 
involvement

 Adults have been getting it







 Early morphea
(especially en coup de 
sabre morphea) can 
mimic an acquired port 
wine stain

 Acquired port wine stains 
are very rare, suspicion 
should be high for early 
morphea



 Erythema Multiforme consists of targetoid rash with 
some oral involvement and is due to a virus

 SJS consists of a blistering, eroded rash with extensive 
mucosal involvement and is due to medications

 Erythema Multiforme Major described a rash that had 
some features of EM with some features of SJS

 Typically associated with Mycoplasma

 New name proposed- Mycoplasma Associated SJS

 Treatment: oral steroids better than IVIG (SPD 
Nov/Dec 2014)







 5 types of pigmented purpuric dermatoses

 Most common type in kids in studies appears to be 
Schamberg’s Purpura

 In my clinic, most common type is definitely Lichen 
Aureus

 Idiopathic

 Treatment is difficult, but it resolves on its own 
eventually

 Topical steroids and UV light might help (SPD 
May/June 2015)







 Since the chicken pox vaccine has been more regularly 
administered to children, cases of herpes zoster in 
children have been on the rise

 We don’t know why immunity seems different with the 
vaccine vs having the chicken pox

 Patient is contagious to people who have not had the 
chicken pox (can’t catch shingles from shingles)
 Need to avoid unimmunized kids and pregnant women

 Treatment with Acyclovir 30-50 mg/kg/day divided 
TID (valtrex if old enough to take pills)







 Impressive rash, but not 
serious

 Likely virus triggered

 Children often feel sick, 
febrile, not themselves

 Characteristic distribution 
of juicy red papules and 
plaques on face, extremities

 On biopsy- vasculitis

 Treatment: observation or 
prednisone 1-1.5 mg/kg/day









 Very common in kids age 4-12, boys > girls

 Misdiagnosed as flat warts, molluscum, KP

 Probably a variant of KP

 Kids outgrow it

 Could treat with AmLactin, Cerave SA, etc





 Very common calcifying 
cysts

 Present as plate like firm 
subcutaneous growth

 Sometimes skin colored, 
sometimes bluish hue

 Positive teeter-totter sign

 Due to gene mutation in 
CTNNB1 which encodes 
beta-catenin



 Some kids have multiple pilomatricomas

 Can be associated with myotonic dystrophy and 
familial adenomatous polyposis

 But more often associated with no underlying disease 
or syndrome



 Any subcutaneous growth on the head of an infant can 
raise concerns for cranial dysraphism

 3 main issues to evaluate for:
 Cephaloceles- enlarge with crying, valsalva

 Ectopic nests of meningeal tissue

 Dermoid cysts/sinuses- entrapment of cutaneous tissues 
along embryonal fusion lines
 Lateral eyebrow most common location- no imaging needed

 If in midline (esp nasal root)- get MRI

 CT is best to look for bony defects of the skull

 MRI is more sensitive to detect intracranial connections
 No ionizing radiation but does require general anesthesia



 Lesions overlying lumbosacral spinal cord can indicate 
a problem underneath- tethered cord, meningocele, 
tumor

 >2 cutaneous stigmata

 Lipoma

 Acrochordon/pseudotail/tail

 Aplasia cutis

 Dermoid cyst or dermal sinus

 Infantile hemangioma > 2.5 cm in size

 Must do an MRI



 Intermediate
 Atypical dimple (> 5 mm)

 Hemangioma less than 2.5 cm in size

 Hypertrichosis

 Can do ultrasound if child < 3mos old, MRI if older than 
3 mos old

 Low
 Simple dimple

 Hyperpigmentation/hypopigmentation

 Congenital nevus

 Port wine stain

 No imaging needed



 Feel free to contact me with any questions

 lisaswansonmd@gmail.com


