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Common Peds Derm:
When you should handle, when you should refer

* Atopic Dermatitis
* Hemangiomas
* Infections/Infestations




This patient has suffered from chronic, itchy rashes since infancy.
His parents bring him today because he is flaring worse than
usual. Appropriate treatment now would include:

A) Topical steroids
B) Oral hydroxyzine
C) Oral antibiotics
D) Oral steroids
E)A, B, C




Atopic Dermatitis

e Common in infancy
* Regresses by school age in most children
* Typical distribution changes with age

Associated with food allergies (30%) but usually
NOT direct cause & effect

DRY SKIN CARE RECOMMENDATIONS:

Gentle skin care
* Daily or every other day lukewarm bath
* Dove soap, Cetaphil cleanser

Emollient/moisturizer BID+
* CREAM or OINTMENT best, not lotion

* Examples: Cerave, Eucerin, Cetaphil, Aveeno,
Vanicream; Vaseline, Aquaphor ointment

* Applied after bathing — BID+




Atopic Dermatitis - Management

Topical steroids (ointments) BID as needed
* Focus on getting results quickly, not time limits
* Gain control then scale down

Topical non-steroidals for face/genitals/problem areas
* Tacrolimus ointment 0.03, 0.1%

Pimecrolimus cream

Crisaborole ointment

Ruxolitinib cream

Roflumilast cream

All can sting...

Oral sedating antihistamine
* Hydroxyzine syrup or pill Img/kg/night as needed
* Rarely doxepin 1mg/kg/dose
* Non-sedating forms not nearly as helpful

Monitor (culture) for infection as cause for flares
EROSION

Usually MSSA

Dilute bleach baths!

Low threshold for po abx




Atopic Dermatitis: Topical Steroids

LOW for Face, Diaper, Skin Folds
* Hydrocortisone 2.5%
* Alclometasone
* Fluocinolone OIL (purified peanut derivative)

MEDIUM for Body
* Triamcinolone 0.1%
* Fluocinolone

HIGH for Extremities, Hands, Feet
* Mometasone
* Fluocinonide

SUPER-HIGH for certain circumstances
* Clobetasol ougeRs
TRIAMCINOLONE ACETONIDE

* Betamethasone diproprionate J SRR US04 5

Give parents enough! 60 gm or more | Mocoimaw
: fougera
OINTMENTS preferred for young children TRIAMCINOLONE ACETONIDE

, INTMENT, USP 0.1%
* Creams for adolescents OINIMENT;DS 2
* Qil or lotions for scalp




Atopic Dermatitis: When to Refer

Not responsive to first line therapy

Moderate to severe, persistent
* May need systemic therapy

. E,E Dupilumab, cyclosporine, methotrexate,
JAK inhibitors, MMF, phototherapy, rarely
prednisone

Frequent bad flares or infections

Failure to thrive/concern for
immunodeficiency

Localized or recalcitrant areas
e ? Allergic contact dermatitis

Atypical lesions
e Other entities!




Keratosis Pilaris

* Benign “skin type”

* Associated w atopy, dry
skin, ichthyosis

Treatments:

* No need for referral...

* Reassurance

Gentle cleansing (no scrubs/loofah)

Laser if erythema but usually cosmetic

Keratolytics as washes/creams/lotions:
e Salicylic acid
* Urea

Lactic acid

Glycolic acid

Topical retinoids




AD Associations: Ichthyosis Vulgaris

* Genetic skin disorder

* Predisposition to dryness
* Hyperlinearity

* Plate-like scaling

#.
neal irmages, Inc

* Underrecognized

© Elsevier. Paller & Mancini: Hurwitz Clinical Pediatric Dermatology 3e - www. hurwitztext.com



AD Variants: Pityriasis Alba

* Low-grade inflammation

* Typically face, but can also occur on
trunk & extremities

* Differential diagnosis is often early
vitiligo — Recognition

* Treatment:
 REASSURANCE
* Moisturizers
* Sunscreen

* Low-potency topical steroid and/or
non-steroidal




This child presents at his 2-month check with these
findings. You tell the parents:

A) No treatment is necessary; the lesion will
regress on its own

B) You will begin treating with topical
steroids

C) You will urgently consult Derm for further
management

D) You will urgently consult Plastic Surgery
for excision under GA




(Infantile) Hemangiomas

* 3-5% healthy infants
* Benign vascular tumor

* Known associations
* Prematurity
* Female gender
* Older moms

* Morphology
e Superficial
* Deep
* Combined

* Typical time course
* Present at few days to wks of age
* Grow rapidly in first 3-6 months
* Slower growth until ~1 year

* Plateau phase followed by regression
by school age

* Can leave permanent change




Hemangiomas: When to Further Evaluate/Refer

Cosmetic/Psychosocial

Large facial or other segmental
* PHACE syndrome

 Cardiac eval, Head/Neck MRI/MRA, Ophtho,
+/- Audiology, TFTs

“Beard” distribution
* Airway — inquire
e Consider ENT for visualization

Ulcerating
* Pain, infection, scarring

Multiple (>5-10)
* Abdominal US (Liver)

Lumbosacral
* Spinal dysraphism
* LUMBAR syndrome

Atypical History or Appearance
* Other vascular/malignant tumors




Hemangiomas: When to Refer

'C .
L 1 * (Risk of) Ulceration

* Lip

* Perineum

* Upper trunk

* Minimally proliferative
e Segmental

* Function-Threatening:
 Periorbital -> Ophtho
* Lips
* Nasal tip
* Ear (if extensive)
* Airway
* Hepatic




|dentifying High Risk Hemangiomas

* ARTICLES| APRIL 01 2020

* The Infantile Hemangioma
Referral Score: A Validated Tool for
Physicians

PEDIATRICS
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Hemangiomas: Treatment

* Appropriate treatment in many:
* “Active nonintervention”

* Emphasize regression, not necessarily
complete resolution

* Laser appropriate for residual/stable
lesions, not actively growing ones

* Oral propranolol (vs atenolol)
* Topical timolol (superficial localized)
* Surgery in special circumstances

Older management:

* Topical steroids

* |L steroids

* Oral steroids

* (Vincristine, IFN-alpha)




Propranolol for Infantile Hemangiomas

* Indications:
* Function-threatening
 Disfigurement
* Risk of complications (ulceration)

* Outpatient if >5 wks old (corrected)

 Screen for risk cardiac dz or asthma
» EKG/Cards consult not required if none
* Baseline + 1%t dose HR/BP (questionable)

* ALWAYS w feeds, hold ifill
* Risk hypoglycemia

* Other possible side effects:
* Bronchospasm
* Sleep disturbance

* Dosing guidelines
* Start at 1 mg/kg div BID-TID
* Increase to 2 mg/kg (if needed) after 3-5 days
 Start lower/slower if risk ulceration




Topical timolol

* Indicated for localized superficial
* Rule of thumb —is this more aesthetic?

* Also bridge to propranolol in youngest
infants

* Should be avoided for DEEP hemangiomas

e Ophthalmic preparation
* Gel-forming solution (GTS) ideal

 1-2 drop topically BID
* Exceedingly potent — keep out of reach!




Hemangiomas — Ulceration Management

* Wound Care
* Occlusive dressing (eg. Duoderm)
* Keep covered

* Manage Infection
* Low threshold for culture
* Odor, excessive drainage
 Topical or oral antibiotic
e Consider location

* Pain Control
* Wound care as above

* Low threshold acetaminophen or other
pain meds

e Other Options
* Low dose propranolol
?Timolol

Pulsed dye laser
Surgical excision




Hemangiomas: When to Refer

e If any concern, refer early!

* Average of referral not until 4 months




This is an 11 yo girl with forehead and T-zone acne,
not responding to OTC benzoyl peroxide. She has no
other areas of involvement. How would you treat?

A) OTC Salicylic acid wash, topical retinoid

B) Topical benzoyl peroxide-clindamycin
combination BID

C) OTC Benzoyl peroxide wash, oral
antibiotic, topical retinoid

D) Refer to Dermatology to consider
isotretinoin




This 16 yo boy has facial and truncal involvement, using
benzoyl peroxide wash and topical erythromycin. He
says this is a “good day” and everything is just making
him dry. What type of acne would you classify this as?

A) Mild comedonal
B) Mild inflammatory

C) Moderate to severe mixed
(inflammatory & comedonal)

D) Acne fulminans




This 17 yo boy has struggled with acne for 2 years. The
other PCP in your group has had him on oral minocycline
and combo BP-clindamycin for 6 months without response.
What type of acne, and how would you treat?

A) Mild comedonal; salicylic acid wash,
topical retinoid

B) Mild inflammatory; topical benzoyl
peroxide-clindamycin combination BID

C) Moderate to severe mixed
(inflammatory & comedonal); benzoyl
peroxide wash, topical clindamycin,
oral TMP-SMX, topical retinoid

D) Severe nodulocystic; refer for
isotretinoin



Acne: Epidemiology/Associations

* Most common skin disorder in US
o Affects >80-85% of individuals
e Usually between 11-30 yo

* Concerning long-term effects:
* Permanent scarring
* Psychosocial withdrawal, decreased QoL

* Majority of pts can be treated by PCP with
traditional/first-line therapies

* No “Gold Standard” treatment; must be
individualized based on type of acne




Acne: Epidemiology/Associations

* Familial tendency (AD?)

* Typical “adolescent acne” usually
begins around pubertal onset (or
slightly earlier)

* Girls 12-13 yo
* Boys 14-15yo

* “Pre-adolescent acne” at 8-9 yo (or
earlier)

g >50% affected into 20s +

* Can have earlier or later onset,
usually in setting of androgen
dysfunction or PCOS




Acne: Other Triggers

* Stress
* Hormonal fluctuations/menses

* Mechanical/occlusion
» Sports gear (eg helmets)
* Hair or hair products
* Comedogenic makeup

* Medications
* Anabolic steroids, progestin

* Lithium
* INH
s v oy e St v 4 e s * Pathologic androgen excess/PCOS
fact thot cow's milk is designed to turn a 90-1b. calf Into an 800-1b. cow
In 13 months. And there's another problem with milk: Dairy cows suffer
ol e Bk s s e e 53 e Diet????

* Milk/dairy (?hormones)

 Refined carbs/”high glycemic index” -
inflammation



Acne Pathogenesis

Pilosebaceous unit
obstruction...

Msebum production /
(Hormonal influence)...

Bacterial proliferation

Microcomedone Comedaone Inflammatory papule/ Nodule
( C u t I b a Cte rl um ache S) * hyperkeratotic » accumulation of pustule « rupture of follicular wall
infundibulum shed corneocytes « further expansion + marked perifollicular
= cohesive comeocytes and sebum of follicular unit inflammation
* sebum secretion + dilation of follicular * proliferation of * scarring
ostium Fropionibacterium acnes
. » perifollicular inflammation
I nfl a m m atl O n Source: Waolff K, Goldsmith LA, Katz 51, Gilchrest Ba, Paller A5, Leffell DI
. . Fitzpatrick’s Darmatology in Genaral Medicine, 7th Edition: httpi/fwww, accessme dicine.com
(G e n et I Ca I |y d ete rm I n e d Caopyright @ The McGraw-Hill Companies, Inc All rights rezerved,

hypersensitivity?)



Categorizing Acne

MODERATE SEVERE




Diagnostic Algorithm — Categorizing Acne

ls it: Is it:

e Mild * Comedonal

« Moderate * Inflammatory

. Severe * Nodulocystic
* Hormonal

?

* With/without scarring

* Impact on QoL

* Truncal involvement

* “Good, bad or average day”




Acne Conglobata & Acne Fulminans

* Severe presentation

e Usually teen males

* Multiple connecting sinuses/tracts

* Scarring

* May have systemic symptoms, bony
pain

* Associated autoinflammatory
syndromes

* Warrants aggressive
treatment/referral




Acne Excoriee (des jeunes filles)

* Skin Picking disorder
* Exogenous manipulation

» Often in the setting of anxiety, OCD,
or body dysmorphic issues

* Treat with topicals

* Recognize the behavior
e Referral to behavioral health




Acne Treatment Algorithms —in Brief

S
* Topical retinoid, SA; (consider BP)

S
Combo topical therapy: BP, antibiotic, retinoid

9

Above topicals + oral antibiotic +/- hormonal

9

Same as moderate, consider hormonal or isotretinoin

9

OCP/spironolactone +/- topicals

9

Referral for isotretinoin or other




Acne Treatment: Benzoyl Peroxide

* Mainstay of most acne therapy
* No lower age limit
* OTCor Rx

* Antimicrobial
* Anti-inflammatory
* Mild comedolytic

* Concentrations range 2.5-10%

* Cleanser (bar, liquid), cream, gel, lotion, shaving
* Bleaches clothing, linens, towels

* Irritant: drying, redness

* Rare true allergic rxn

* Go slow !
* Emphasize SMALL amount, thin layer
* Patients nearly always overdo it
* Shouldn’t “see on your skin”

* Can start every other day and titrate to use more
frequently

 Start gentle — 4 or 5%, CREAM not gel

* |f using as wash, start once a day
* Gentle cleanser other time of day
* Can be useful in shower if truncal acne




Other OTC topical considerations

* Salicylic acid (beta-hydroxy) e Clinical Pearls:
— 0OTC * Available OTC in many “anti-aging”
— Reduces sebum, drying but less so products, maybe a good idea in those
— Comedolytic with very dry or sensitive skin

— @Gel, lotion, wash, cream

* Typically more expensive, brand-name
products, so may limit availability to
general population

* Glycolic acid (alpha-hydroxy)
— OTC, derived from fruit/yogurt
— Reduces sebum, drying but less so
— Comedolytic
— Wash, cream
— Safe in pregnancy

* Help with postinflammatory
hyperpigmentation

W abio
Facial conhtions
aging



Acne Treatment: Topical Retinoids

* Normalize keratinization

* Builds dermal collagen

* Comedolytic

* Anti-comedogenic

* “Unclog pores” and help with scarring

* Apply sparingly (pea-sized amount)
* Applied at night

* Sun inactivates & Increases photosensitivity
* Multiple vehicle choices

* Considered teratogenic

From “weakest” to “strongest”:
* Adapalene (Differin)
* 0.1%, 0.3%
* Cream, gel, lotion
* Tretinoin (Retin-A, Renova, etc)
* (0.01%), 0.025%, 0.05%, 0.1%
* Cream, gel, micro-gel

* Tazarotene (Tazorac)
* 0.05%, 0.1%
* Cream, gel, foam

TR

TAZORAC,
M et F12

p Ty U
'ﬁnhv:-m-

F RETIN-AMIC RO '

R (Ve g mvcnatens 475 ‘

QRIHO I ATEe meave e
o e

Ihrge loms "*'

WS MO

Differin:

[Hapaline solution)




Clinical Pearls: Topical Retinoids

* Cream less irritating/drying than gel

* Gels are slightly “stronger” at same
concentration (0.1 crm # 0.1 gel)

* Start 2-3 x/week then advance slowly

* Start Jow concentration, increase as tolerated
(unless v oily to start)

* Can make worse before better (2-3 weeks),
need to get over the “hump”

* Redness, dryness, peeling
* Worse blackheads/whiteheads

* Warn about photosensitivity, use sunscreen

* May need PA — advocate for patient, check

what is actually dispensed Open Comedone Closed Comedone
(Blackhead) (Whitehead)



Acne Treatment: Topical ABX & Others

* Clindamycin - MAINSTAY

* 1% Gel, lotion, solution
e Resistance without BP

Dapsone (Aczone 5, 7.5%) gel
* Anti-neutrophilic therefore anti-inflammatory
* Newer on market
* Rare risk clinically insignificant hemolysis

Minocycline Foam ($$$)
Clascoterene (like topical spironolactone)

Erythromycin
* Gel, cream, ointment
* Resistance

* Sulfacetamide
* Wash, cream
* Helpful for rosacea, odor

 Azelaic acid (Azelex, Finacea)
e 20% cream, gel
* Antibacterial and anticomedonal, decreases hyperpigmentation
* Irritant side effects
e Safe in pregnancy



Acne Treatment: Combo Products

* Clindamycin + BP = Benzaclin, Duac, Acanya, generic
* Most widely used amongst dermatologists
* Less issue with resistance
 All forms are not equal (may limit compliance)
e Use only thin layer — should not “see it” on skin
* Can use non-comedogenic moisturizer to improve tolerability

* Erythromycin + BP = Benzamycin
* Theoretical resistance .S
 Needs to be refrigerated (may limit compliance) T

* Adapalene + BP = Epiduo

 Great for early/pre-adolescent acne

* Tretinoin + Clindamycin gel = Ziana, Veltin
* Great to simplify routine, usually done with BP wash




Acne Treatment: Oral Antibiotics

* General Guidelines:
* Topicals alone may suffice
e Usually require 3-4 month trial
Continue no longer than necessary (but do give enough
time)
Reuse same drug if needed/possible
Consider resistance

 Tetracyclines:
e Usually first-line for acne
* Teratogenic, contraindicated < 9 yo
e Can all cause pseudotumor cerebri, vulvovaginal candidiasis
* Other side effects specific to specific drug




Acne Treatment: Oral Antibiotics

* (Tetracycline) * Second-line:
* 250-500 mg BID * Cephalosporins (Cephalexin, Cefadroxil)
* Gl upset usually limits e TMP-SMX
* Amoxicillin/Ampicillin
* Doxycycline * Clindamycin
« 50-100 mg BID * Erythromycin
* Gl upset (take with food)
* Dairy limits absorption * Party Line: None of these should
* Consider teen’s schedule impact OCP effect

Photosensitivity!

* Minocycline

* 50-100 mg BID

* Vertigo, HA
Esophagitis
DRESS (Drug hypersensitivity)
Blue-gray pigmentation
Lupus-like syndrome




Clinical Pearls: Oral Antibiotics

* If “on fence”, | treat
* Unless specific contraindication or
patient/parental concern
* Can get quicker results...
* Gain trust in regimen effectiveness
* Allow time for topicals to work

e 2-3 month course to start, reassess

* Doxycycline first line, accessible, lower

serious risk & \
—_ LoXycyciing
* Important limitations: =
* Gl upset/nausea T Moderatel Soverg g

PIRECT0N8

. . TAKL DNE Pareite o <
 Take with snack/food, but not dairy e ;;fﬂ;;&:v’; h fhe maming,
j g 4 Tl meal and c

* Sun sensitivity (skin type, activities) W & U8 1SS 0 sy



Acne Treatment: Hormonal

* Work to oppose androgen effect

* Use in girls who:
* Report menstrual fluctuations
* Have lower face/jawline predominance
* Are older and still have acne
* Have any other signs of androgen dysfunction/PCQOS

* OCPs (Estrogen + Progestin)

* FDA-approved for acne (most will have effect):
* Ortho TriCyclen (norgestimate + ethinylestradiol)
* Estrostep (norethindrone + ethinylestradiol)
* Yaz (drospirenone + ethinylestradiol)
* If one doesn’t help, try another
* AVOID progesterone only products — worsen acne

 Spironolactone — Androgen receptor antagonist
 Start at 25-50 mg daily, up to 25-200 mg daily
* Teratogenic
* Use with OCP or other contraceptive
 Side effects:
* Menstrual irregularities
* Breast tenderness
* Rare hyperkalemia




Acne Treatment: Oral Isotretinoin

For severe nodulocystic or recalcitrant acne

Not usually a “cure,” but can be a “game changer”
TERATOGEN

Prescriber & pt registered in “Ipledge” system
Requires compliant, committed patient/family

* Contraindications:
* Lack of comprehension
* Desire to become pregnant in near future
* +/- Psychiatric hx

* Typical 4-6+ month course, with monthly UPT
* Baseline and 2 mo LFTs, Lipids

* 1+ mg/kg/day, sometimes “low & slow”
* Goal cumulative dose 125-200 mg/kg

* Numerous side effects
* Dryness, cheilitis, nosebleeds
* Back aches/arthralgias
e ?Behavioral health — S|, depression?




Acne Treatment in Pregnancy

* Conservative approach often taken — but
consider more aggressive if scarring/QolL
impact

* Topicals safer than orals
* Alpha-hydroxy acid washes
* Can also consider laser (PDL, Blue light)

Category B:

* Topical Erythomycin, Clindamycin,
Metronidazole

* Azelaic acid
* Sodium sulfacetamide
* PO Erythromycin, Keflex

Category C:

Benzoyl peroxide

Salicylic acid

Topical Dapsone, Adapalene, Tretinoin
PO Bactrim, fluoroquinolones,
spironolactone

Category D:

* Tetracyclines

Category X:
* Topical tazarotene (Tazorac)
* |sotretinoin
* OCPs
* Cyproterene (hormonal)

Unknown:
e Zinc



Acne Treatment in Pregnancy

Acne Yulgaris in Pregnant or Lactating Women

Y
Milct Moderate Severe
/ \ Keen for Oral Agents?
Comeadanal Papular/pustular
L
¥ Mo Yes »
_ Improvement Mo
Comedalytics: %;i‘;;ﬂ.ﬂluy:!lﬁn:ics' M
. 1# line ' Keen for Oral Antibiotics?

. 1% ling
o Clindamycin
o Erythromycin

o  Benzoyl Peroxide
& Arelaic acid

. Yes
o Erythromycin?

. 2™ line . o Azithromycin
e . . 2 line .
o Salicylic Acid T —— . o  Cephalexin
o Dapsone MO

o] Zing Salts

L J

Light-based therapy
* Blue-violet light
. Red light

a avoid in first few weeks of lactation Kong YL, Tey HL. Treatment of acne vulgaris during pregnancy and lactation.
Drugs. 2013 Jun;73(8):779-87.



http://www.ncbi.nlm.nih.gov/pubmed?term=Kong%20YL%5bAuthor%5d&cauthor=true&cauthor_uid=23657872
http://www.ncbi.nlm.nih.gov/pubmed?term=Tey%20HL%5bAuthor%5d&cauthor=true&cauthor_uid=23657872
https://journals.sagepub.com/doi/10.1177/120347541201600622?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%20%200pubmed

Acne Sequelae:

Post-inflammatory Dyspigmentation

* More common with darker skin types
. Sun exposure can make worse- Non-comedogenic sunscreen!

* Sometimes more alarming to patient than active lesions
* Reassurance — not scar

May take 6-12 months to improve/resolve

* Topicals can help:
* SAgel/cleanser
* Retinoids
e Azelaic acid

Acne Scarring:
* Atrophic, ice pick/box car
* Hypertrophic or keloidal

* Results from inflammation or traumatizing skin

* Reason to avoid manipulation!

* Reassurance...

* Evaluate response to active therapy after 6-12 months first
* Topicals —retinoids

* |L steroid injxns for hypertrophic

* Cosmetic procedures:
* Dermabrasion
* Surgical recision
* Fractionated and/or ablative laser




Caveat...
Make the regimen as easy/efficient as possible

* Teenagers want fast response

* Have “already tried everything”
* Need to gain trust

* Involve the patient

* Assess comprehension, whether ptis “up for it”

» Written handouts/specific instructions
* Link to other patterned behaviors (brushing teeth)
* Use analogies (prevention not spot treatment)

* Takes 2-3 months to show effect — keep doing!

* Use strong enough regimen that is likely to work!

* Give enough medication and refills
* Follow through with PAs etc if needed

» Re-evaluate every few months (or refer if necessary)



A teenage boy comes in for these asymptomatic findings
on his face for the last 6 months though he is very
concerned about their appearance. You should:

A) Aggressively treat with cryotherapy

B) Inquire about potential causes of
immunosuppression

C) Prescribe benzoyl peroxide-clindamycin and
topical retinoid

D) Prescribe topical steroid (hydrocortisone)




Verruca (warts)

e Verruca Plana = Flat Warts

 Verruca Vulgaris = Common
Warts

* Verruca Palmaris/Plantaris =
Hand/Foot Warts, Plantar
Warts

* Condyloma Accuminata =
Genital Warts

 Human Papillomavirus (HPV)

* Many different subtypes,
usually NOT premalignant

« Common, any location

* Problematic in
immunosuppressed




Warts... First line/not as aggressive...

e 1% Line Treatment:
* OTC or Rx salicylic acid daily

* Paring (15 blade, at home disposable or
sterilizable pumice)

* Liquid nitrogen cryotherapy
* “Freeze-thaw cycle” x 3

* Risk pigmentary alteration,
blistering, infection, potential
scarring

* Q4-6 weeks
‘ * Topicals —require adherence
* SA nightly
* 5% 5-FU, TIW-nightly
* Imiquimod, TIW-nightly
* Cidofovir 1-3% ghs-bid (S)
* Podofilox 0.5% gel
* BID x 3 days cycles weekly

* ?0ral cimetidine
* 30-50 mg/kg/day div bid x 6 wks
* Max 2400 mg/day



Warts... Beyond first line/more aggressive...

* Injections:
* Candida

* Contraindicated if allergies/asthma
(anaphylaxis)

e ?Uveitis
* 1:100 Dilution recommended
* 0.1-0.4 ML per session
e ? Other immuno: MMR, Tuberculin, etc
* Bleomycin
* 1 mg/ML, 0.2-1 ML per wart
* Max 2 ML per session, q2-4 weeks
* ?Microneedling
* Cidofovir ()
1:3 or 1:4 75 mg/ML to NS
1-3 ML monthly
Limited by age/pain tolerance
2-7 sessions
Hydration

Gnd Intralesional Cidofovir in the Treatment of Therapeutic pearl
Cutaneous Warts in a Renal Transplant Patient BEEE |ntralesional cidofovir for the treatment of a plantar wart
Marie-Michéle Blouin, Richard Cloutier, Réal Noél m‘ Elizabeth Moore, Carrie Kovarik
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Warts... Beyond first line/more aggressive...

Shave/Excision/Ablation

* Consider if longstanding/need to rule
out other entities

DNCB/Squaric Acid

? HPV vaccine (S)
* IM (64%) vs IL (82%) clearance
* Intramuscular
* Kids age 11 yo+
* Intralesional
* 0.1-0.3 mLinto largest wart q 2wks

* Laser
* PDL (high settings and DCD)
* ?Nd-Yag
* CO2
* Other ablative?

Intralesional versus intramuscular bivalent human papillomavirus

vaccine in the treatment of recalcitrant common warts

m AhmadNofal, AymanMarei, Al-shimaa M.lbrahim, EmanNofal,
ManalNabil




Verruca plana/Flat warts

* REASSURANCE/RECOGNITION

* Topicals:

* Imiquimod

* 5-FU

e ?Tretinoin 0.1%
Sun protection!(?)

Don’t be aggressive!

NBUVB/Excimer?
?PDT/5-ALA
?0ral cimetidine




Condyloma Acuminata

* Perinatal transmission
:  Latency period (up to 5 yo?)
HPV6,11 common
Variable rates (3-70% reported)
Moms often unaware
Refer moms to their GYN/primary care

» Autoinoculation/hetero-inoculation
* Hand-genital possible

* R/O Sexual abuse
e Obligation to report if any concern
» Refer to abuse specialist for eval, testing
e Avoid traumatic treatment

Genital warts in children: what do they mean?
Y Jayasinghe, SM Garland  [FEE




Condyloma Acuminata

TREATMENT

Screen for other STls in teens/adults

Topicals:

* Imiquimod
* Podofilox
e ?5-FU

In-Office:
e TCA-Podophyllin
* Cryotherapy

* CO2 laser/surgical ablation
* ?Gl/ano-colonoscopy



This boy with h/o eczema has been flaring w a
different rash, worsening over weeks to months.
You advise:

A)
B)

C)

D)

Cryotherapy of all lesions

Reassurance and consider
topical steroid, +/-
cephalexin

Shave biopsy to aid in
diagnosis

Urgent consultation with
Dermatology



Molluscum Contagiosum

DNA Poxvirus

Common in preschool

? Spread in water

Any location including genitals (in kids)

15t Line Treatment:
* WATCHFUL WAITING
* (Cantharidin application)
* Cryotherapy (if older child, low # lesions)
* (Low strength topical steroid)
* Berdazimer (Zelsuvmi) 10.3% topical gel

When to Refer:
* Extensive, large or atypical lesions
* Facial or genital
* Severe associated dermatitis
* Immunosuppression

24 Line Treatment:
* Curettage
* Topical retinoid (tretinoin)
* Topical imiquimod (?coverage)




Molluscum

* Reassurance!

* Emphasis on self-resolution,
benign

* Normalization/school notes

* “It's so common you shouldn't

be surprised if you or your
family catch it” - CDC

* Average 1-2 yr duration

* Low to mid potency steroids for
inflammation/associated
itch/scratch

* Swimming pool/bathing
transmission largely debunked

e Children should not miss
school/activities!




Molluscum (ugh) ' M.ecc?f;';‘tiﬁﬁl;py

* Curettage
e ? Pulsed dye laser

* Chemical

* Cantharidin (Ycanth)

* Apply thin layer to individual lesions
* Wash off after 6-8 hours
* ?Face/genitals

* Ber

Potassium hydroxide
Podophyllotoxin
Benzoyl peroxide
Tretinoin

TCA, LA, GA, SA

* Immune-modulating
* Imiquimod
e ? Oral cimetidine

* Interferon-alpha (context
immunosuppression)

* Anti-viral (e.g. cidofovir)




A 6 mo boy has had an exceedingly itchy rash with vesicles and papules
on the feet and hands; Mom thinks she might be developing similar. You
suspect:

A. Chicken pox — Varicella
(VZV)

B. Disseminated Herpes
Simplex Virus (HSV)

C. Hand-foot-mouth disease
(Coxsackie virus A)

D. Scabies infestation

X\




Scabies

 Skin infestation by human itch mite
 Sarcoptes scabiei

* Adult female burrows into epidermis
& lays eggs

* Transmitted by close skin-skin
contact

e Usually exceedingly pruritic
* Moth-eaten papules, burrows
 HANDS/FEET, waistline/genitals

 Infants may have atypical
presentation — AXILLAE, SCALP

* NODULES/CRUSTING




Scabies

* Mineral oil prep can be valuable

* Permethrin cream topically

* Apply neck down (include head in
infants)

* Include genitals

* Sleep in overnight 8-10 hrs
* Repeat after 7 days

* Treat family members too!

 Other measures
* High heat wash/dry

 Seal off x 7 days anything non-
washable

* Oral ivermectin




Peds Derm Pro Tips:

* Atopic Dermatitis

* Don’t fear the appropriate use of steroids
* Treat to improve flare, then maintenance/prevention
» Consider infection/staph as common trigger

* Hemangiomas

e Refer EARLY
* Central face, lip, diaper, segmental — more risk overall
 Topical timolol (off-label) can be a bridge

* Infections/Infestations
* Combination treatments for warts
* Molluscum is the bane of a peds derm’s existence
* Don’t forget to treat the whole family for scabies




Thank you!

asmidt@salud.unm.edu

sz GHO) Annual Dermatology for

New Mexico .
Dermatology ECHO Primary Care Conference

Save the Date:
May 229 2027
B8 T R N UNM HSC Domenici Center

12 p.m.-1 p.m. MT

TOPICS COVERED About Us

Interventional solutions
+ Skin cancer diagnosis and Join us for this virtual learning
treatment opportunity to connect health care
; \Sl'a"s"cs;?d;:g?;ma"ons professionals to discuss the latest in
dermatology, share insights, and
TARGET AUDIENCE collaborate on real-world cases. It's a
+ Advanced practice providers great chance to expand your
Pharmacists knowledge, ask questions, and
Physicians improve patient care in the field of

Physician assistants dermatology. Don't miss out—let's
Other health care professionals learn together'

Get in Touch!

. Email Reister

dermatologyEcho@salud.unm.edu

SCHOOL OF
MEDICINE

DERMATOLOGY
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