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International consensus on methotrexate dosing for
patients with atopic dermatitis: An eDelphi study
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Adults and children

« MTX should be administered in a single, weekly dose. (A +C)
o« MTX should be tried for at least 8-12 weeks before the effect can be

assessed. (A+C) Adults
« Dose increases of MTX should be done gradually, for example « No test dose is needed when starting MTX. (A)
2.5-5mg/week with evaluation every 2-3 months. (A +C) « Irrespective of whether a test dose with MTX is given, the initial
« When there is insufficient improvement with oral MTX after dose is usually* 15mg/week. *This means that adjustments are
8-12 weeks, the subcutaneous route of administration could be possible depending on, for example renal function or age. (A)
tried before discontinuing MTX treatment. (A +C) » The maximum dose is 25 mg/week. (A)
« In case of gastrointestinal adverse events, the route Children
of administration could be switched from oral to « No test dose is needed when starting MTX. (C)
subcutaneous. (A +C) « MTX dosing should be based on weight (mg/kg). (C)

« In case of gastrointestinal adverse events, it is possible to change o Irrespective of whether a test dose with MTX is given, the starting

the dosing schedule from once a week to a dose divided over 2days. ~ dose should be 0.2-0.4 mg/kg/week. (C)
(A+C)? » The maximum dose should be 0.7 mg/kg/week and should not

« MTX treatment can be stopped all at once (as opposed to requiring ~ €xceed 25mg/week. (C)

a taper). (A+C)
 There is no maximum treatment duration with MTX, assuming the

treatment is well tolerated and efficacious. (A +C)
» The cumulative dose of MTX does not need to be recorded in o _ o ]

‘ o . Abbreviations: A, adults; AD, atopic dermatitis; C, children; CM, consensus

routine Cllﬂlﬂﬂl practlce. (1‘51 ol C] meeting; MTX, methotrexate; PO, per os; SC, subcutaneous.

« Folic acid should be SllpplEHlEHtEd when prescribing MTX. (A + C) “Having a clear conversation with the patient is essential when considering a
: = : : divided dosi ‘ t sure thei lete understandi d reduce the risk

« The pI’EfEI’I’Ed dose of folic acid is 5-6 mg;’week in one smgle WEEkl}T ivided dosing regimen to ensure their complete understanding and reduce the ris

dose or in multiple daily doses. (A +C)

of dosing errors.
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Table II. Recommendations for the management of HS in special patient populations

Recommendation Evidence
No. Recommendation strength quality
Pregnancy
Pregnancy: Topical therapies
1. In pregnant patients with HS who require topical antibiotics, we suggest using these Conditional Very low
agents with an approach similar to other HS patient populations.
2. In pregnant patients with HS who require topical therapy, we suggest avoiding Conditional Very low
resorcinol as evidence to support its safety is lacking.
3. In pregnant patients with HS who require antiseptic washes, we suggest avoiding Conditional Very low
triclosan as there may be an increased risk of endocrine-disrupting effects.
4, In pregnant patients with HS who require antiseptic washes, we suggest using Conditional Very low
chlorhexidine as it is unlikely to be associated with increased risks in pregnancy
based on its mechanism of action.
5. In pregnant patients with HS who require antiseptic washes, we suggest using Conditional Very low
bleach baths as it is unlikely to be associated with increased risks in pregnancy
based on its mechanism of action.
6. In pregnant patients with HS who require antiseptic washes, we suggest using Conditional Very low
zinc pyrithione as it is unlikely to be associated with increased risks in
pregnancy based on its mechanism of action.
Pregnancy: Supplements
7. In pregnant patients with HS who are seeking natural therapies, we Strong Moderate
recommend using zinc supplements as there is evidence it is safe
for use in pregnancy.
Pregnancy: Intralesional
steroids
8. In pregnant patients with HS, we suggest using intralesional steroids Conditional Very low
for acute, localized flares.
Pregnancy: Systemic
antibiotics
9. In pregnant patients with HS who require systemic antibiotics, we suggest using Conditional Moderate
oral cephalexin as there is evidence it is safe for use in pregnancy.
10. In pregnant patients with HS who require systemic antibiotics, we suggest Conditional Moderate
using oral azithromycin as there is evidence it is safe for use in pregnancy.
11. In pregnant patients with HS who require systemic antibiotics, we suggest that Conditional Very low

oral rifampin and clindamycin combination can be used in select patients
with severe disease. Oral clindamycin monotherapy may also be considered;
however, the data are less robust to support its use as a monotherapy.
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95. In patients with chronic hepatitis B or C who require systemic
antibiotics for HS, we suggest using oral co-trimoxazole
(trimethoprim/sulfamethoxazole) especially if there is evidence
of cirrhosis, as it appears to be safe, and may be associated with
reduced risk of spontaneous bacterial peritonitis.

96. In patients with chronic hepatitis B or C who require systemic
antibiotics for HS, we suggest using oral doxycycline with an
approach similar to other HS patient populations.

97. In patients with chronic hepatitis B or C who require systemic
antibiotics for HS, we suggest caution when using oral rifampin
due to the potential risk of hepatotoxicity.

Hepatitis B and C: Anti-androgens

98. In patients with chronic hepatitis B or C without cirrhosis who
require anti-androgens for HS, we suggest using these agents
with an approach similar to other HS patient populations
regardless of hepatitis B or C exposure status.

99. In patients with cirrhosis who require anti-androgens for HS,
we suggest exercising caution when using metformin as
there may be an increased risk of metabolic acidosis
and ascites.

Hepatitis B and C: Systemic

immunomodulators and biologics

100. In patients with HS who require immunosuppressants or
biologics, we recommend screening for hepatitis B and C
prior to treatment initiation.

101. In HBsAg-positive patients who require immunosuppressants
or biologics for HS, we recommend coordinating care
with a hepatologist.

102. In HBcAb-positive, HBsAg-negative patients who require
immunosuppressants or biologics for HS, we recommend
monitoring ALT, HBsAg, and HBV DNA every 3-6 mo and
starting anti-HBV therapy if reactivation occurs.

103. In hepatitis C infected patients who require immunosuppressants
or biologics for HS, we recommend referring to hepatology
for consideration of treatment prior to initiating the
immunosuppressant or biologic.

104. In HBsAg-positive patients who require high-dose
prednisone (>20 mg) for HS, we recommend anti-HBV
prophylaxis prior to starting prednisone therapy.

Conditional

Conditional

Conditional

Strong

Conditional

Strong

Strong

Strong

Strong

Strong

Low

Very low

Very low

Very low

Moderate

Very low

Very low

Very low

Very low

Moderate
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Table I. Topical, intralesional, oral, and systemic agents for nail unit verrucae”

Treatment modality

Mechanism

Estimated treatment time

Therapeutic advantages

Therapeutic disadvantages

Topical cantharidin

Topical

diphenylcyclopropenone

Topical nitric zinc

Intralesional BCG vaccine

Intralesional candida
albicans antigen

Intralesional HPV vaccine

Intralesional
MMR vaccine
Intralesional
mycobacterium
w vaccine
Intralesional PPD

Oral acitretin

Oral cimetidine

HPV vaccine

MMR vaccine

Acantholysis,

intraepidermal blistering.

Stimulation of
immune response.
Protein denaturation and
verruca coagulation.™
Stimulation of immune
response.

Stimulation of immune
response.””

Stimulation of immune
response.

Stimulation of immune
response.

Stimulation of immune
response.

Stimulation of immune
response.

Regulation of keratinocyte
differentiation.

Stimulation of immune
response.
Stimulation of immune

response.

Stimulation of immune
response.

3 wk.

1.5-6 mo.”
2-3 mo.”*

1.5 mo (3 5e_s.sions
biweekly).””

1 mo (2 sessions
biweekly)®”

Every 3 wk until

verruca resolution.””

2 mo (4 sessions
biweekly).””
1.5 mo.”!

1.5 mo (2-3 sessions
biweekly/triweekly).

5762

64,65
Imoe T

4+ mo.*”"*

3 vaccinations.

One vaccination.

Painless application, no scarring.

Painless, no scarring. Higher complete
response rate for proximal nail fold.”

Twice-monthly dosing, can use in
children, minimal pain.”*

Widely available, resolution of
verrucae at distant sites.

Low recurrence, no blistering,
resolution of verrucae at
distant sites.””

In a randomized control tria
intralesional HPV vaccine versus
candida had 75% and 40%
complete response rate, respectively.

Low recurrence, no blistering,

&0
l,

resolution of verrucae at distant sites.””

Resolution of verrucae at distant
sites, resolution of nail unit verrucae
after single injection reported.”’

Low recurrence, no blistering, resolution

of verrucae at distant sites, inexpensive.

Inexpensive, well tolerated, can
treat multiple verrucae.

Well tolerated, can treat multiple
verrucae, can use in children.”*®

Resolution of recalcitrant verrucae.”™”"

Well tolerated, can treat multiple
verrucaefuse in children.

Well tolerated, can treat multiple
verrucae/use in children.””

Pain postapplication 2-4 d,
risk of ring wart”' and
eczematous reaction.”

Long treatment time, pruritus,
blistering.”***

Long treatment time.

Injection and postinjection pain,
flu like symptoms, postinjection
ulceration.”

Injection pain, flu like symptoms,”’
risk of fingertip ischemia,”®
hypopigmentation.””

Injection pain, erythema, fever.”
Mot studied in nail unit verrucae.

Injection pain, flu like symptoms.*’

Injection pain, flu like symptoms,
swelling within 1 wk of injection.”’

Lower response rates in older
patients, injection pain, flu like
symptoms, painful purpura.”’“**

Teratogen, lesion recurrence upon
therapy termination, cheilitis,
Xerosis.

Dosing multiple times/d,
gastrointestinal effects.”” No
increased efficacy versus standard
therapy in a study.””

Long treatment time.

Risk of rash, upper respiratory
tract infection, febrile seizure.




Table IL. Physical methods and lasers for nail unit verrucae*

Treatment modality Mechanism Estimated treatment time Therapeutic advantages Therapeutic disadvantages
Physical methods
Local Keratinocyte apoptosis and 1-3 mo.” """ Well tolerated in pediatric patients.”'” Mild intraoperative pain.
hyperthermia stimulation of immune response.”
Photodynamic Vascular damage and 4.7 mo (4.5 Noninvasive, low risk of scar or infection,”” Long duration of single
therapy stimulation of immune response.”” sessions).”” suitable for pediatric patients, patients treatment (photosensitizer
may use hands immediately must be applied a few h
following treatment. before irradiation),”” pain,
risk of hyperpigmentation.
Superficial X-ray DNA damage via generation 1 mo (weekly Painless, noninvasive, may increase Mail dystrophy,
therapy of free radicals.” sessions).”” penetrance of topicals.”” hyperpigmentation,
erythema, pruritus, pain,
swelling.””
Lasers
Carbon dioxide  Thermal destruction. May increase 1-2 sessions.”’ May increase efficacy of bleomycin and Long reepithelization time
laser penetration of other therapeutics photodynamic tht=_rr.':||::t1.r,5':"Ez 73.3% clearance (2 mo),” risk of nail
via formation of vertical columns rate after 2 treatments reported.”’ dystrophy and scarring,™
within verrucae.”” 42.6% recurrence rate
reported for carbon
dioxide laser monotherapy.®’
Erbium:YAG Destruction of verrucous tissue with  Single session Mo anesthesia required, complete destruction Expensive.
laser limited thermal conductance reported.® of HPV DNA, unlike cryotherapy or CO, laser,*”
beyond minimal thermal damage compared
level of ablation.™ to CO, laser.’
Neodymium:YAG Destruction and coagulation 5 mo (6 sessions Well tolerated with minimal intraoperative Blood filled blisters,
laser of blood vessels hypothesized.”’ with 4-wk intervals).”’ discomfort. Minimal destruction of crusting within 1 wk,
surrounding tissue.””’ with resolution at 2 wk.*’
Pulsed dye laser Selective destruction of dilated 2 mo (4-5 sessions Well tolerated in pediatric patients, patients Intracperative pain, long
capillaries in verrucae,” damage every 15-20 d).* may use hands immediately following healing time (2-4 wk),
of virally infected keratinocytes.*® treatment. Minimal postoperative pain. low cure rate (51.1%
clearance rate reported),””
expensive.

C0;, Carbon dioxide; DNA, deoxyribonucleic acid; HPV, human papillomavirus; YAG, yttrium-aluminum-garnet.

*To be complete, we have listed a wide range of therapeutics that have been studied for the treatment of nail unit verrucae in the literature. However, many studies did not include placebo controls
and more rigorous studies are needed.
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Clinical Mimickers Misdiagnosed as
Pyoderma Gangrenosum

TherapyinPractice | Published: 28 March 2025
(2025) Citethisarticle

Sarah L. Becker, Ahmed H. Badawi, Chase Thornton & Alex G. Ortega-Loayza M

Abstract

Pyoderma gangrenosum (PG) is a rare, ulcerative, neutrophilic dermatosis that can be
challenging to diagnose. Diagnosis of PG is clinical due to a lack of specific histopathologic,
immunologic, or imaging findings associated with the disease, although several clinical
frameworks exist to guide diagnosis. However, misdiagnosis of PG is frequent and leads to
increased patient morbidity and mortality. This article highlights common mimickers of
PG and offers clinical pearls to aid in accurate diagnosis with the goal of decreasing

diagnostic delay and misdiagnosis and improving patient outcomes.
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Diagnostic frameworks

Physical exam findings
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PARACELSUS score

Most likely

PG

Less likely PG

HIGH LOW
Located on - RO
Located on head, neck,
lower extremity trunk, upper
extremities or
genitalia

Consider
comorbidities,
medications, and
surgical
procedures

Consider comorbidities,
medications, and surgical
procedures

Consider skin

Is the ulcer
located over
the malleoli,

pressure
points, or
intertriginous
areas? Consider coagulation
studies, ANCA, and skin
biopsy

Is there a history of Is the patient

bi d
hypercoagulability ? immunocompromised? iopsy and/or

further
laboratory
studies

Consider Consider
Consider ABI, Abnormal neoplastic or J iatrogenic or
vascular studies, infectious genetic
fasting glucose level etiologies causes

Consider Repeat
vasculitis, laboratory
vasoocclusive studies,
disorders and consider
inherited alternative
coagulopathies diagnoses

Abnormal

! Consider first-line
Consider

arterial, Consider skin biopsy, laboratory

therapy for PG

neuropathic, studies, and alternative diagnoses
and/or (e.g. HS, cutaneous Crohn's,
venous ulcers panniculitis)
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Hydroxychloroquine is safe and efficacious in oral lichen planus: data
from a large outpatient cohort

Khava Abdusalamova' - Margitta Worm' - Farzan Solimani’
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Fig.2 Spectrum and frequency of systemic therapies in patients with lichen planus (n =50) (HCQ hydroxychloroquine, MTX methotrexate, RT

retinoid, CS corticosteroids, AZA azathioprine, JAK Janus kinase inhibitor, MF mycophenolate mofetil, DA dapsone)
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Fig. 3 Clinical manifestations of patients with lichen planus treated with systemic retinoids or hydroxychloroquine
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Adjuvant use of topical metformin with
standard therapies in recalcitrant central
centrifugal cicatricial alopecia: A case series
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CASE SERIES - Volume 57, P74-77, March 2025 - Open Access
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Fig 1. Improvement of CCCA after application of topical metformin in case 1. A, CCCA in
patient 1 before initiation of topical metformin. B, Improvement in hair density after 6 m of
topical minoxidil 5% compounded with 10% metformin treatment nightly. CCCA, central
centrifugal cicatricial alopecia. A



Fig 2. Improvement of CCCA after application of topical metformin in case 2. A, CCCA in
patient 2 before initiation of topical metformin. B, Improvement in hair density and regrowth
after 10 m of topical metformin 10% cream nightly, minoxidil 6% compounded with
triamcinolone 0.1% daily, and monthly intralesional triamcinolone injections 10 mg/ml.
CCCA, central centrifugal cicatricial alopecia.




Fig 3. Improvement of CCCA after application of topical metformin in case 3. A, CCCA in

patient 3 before initiation of topical metformin. B, Improvement in hair density and regrowth

after 10 m of topical metformin 10% compound daily, doxycycline 100 mg daily for 6 weeks, W
and topical minoxidil 7% compounded with triamcinolone daily. /1/
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Efficacy of topical 2% carteolol in the

Archives of

treatment of infantile hemangiomas: a Dermatological

Research

dermoscopic and clinical evaluation

Study Protocol | Published: 10 April 2025

Volume 317, article number 693,(2025) Cite thisarticle

Archives of Dermatological Research

Esranur Unal &9, Muhammed Burak Yiicel, Saadet Nursah Gedikli, Yilmaz Ulas, Fatma Tiirkan Mutlu &

Bengii Nisa Akay

Table 3 Visual analog scale

Visual Analogue Scale Mean Differences p*

0—1. month 0.4 (1.13+0.35-1.53 £0.51) 0.026
0-3. month 0.733 (1.13 £0.35-1.87 £ 0.64) <0.001
1-3. month 0.34(1.53+0.51-1.87 £0.64) 0.058

*Repeated Measures ANOVA Test /VW



Fig. 1 (A) Baseline: Red background with dotted and serpentine ves-
sels (B) 1-month follow-up: Lesion flattened with decreased erythema,
dotted and serpentine vessels (C) 3-month follow-up: Erythema
resolved, increased skin-coloured structureless area and decreased dot-
ted and serpentine vessels. (D) Baseline: Red background with coiled

and dotted vessels (E): 1-month follow-up: Decreased erythema and
coiled vessels, with an increase in serpentine vessels (F): 3-month fol-
low-up: Lesion flattened, erythema resolved, increased skin coloured
structureless area, decreased serpentine and coiled vessels
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A split face study comparing intralesional tranexamic acid
versus 1064 nm long pulsed Nd: YAG laser for acne vulgaris treatment

Heba Hussien Muhammad Eltanany' - Faten Abdel Wadoud Abdel Qawy' - Mervat Hamdino' - Mona S. Ali’

Received: 7 February 2025 / Revised: 28 February 2025 / Accepted: 9 March 2025
© The Author(s), under exclusive licence to Springer-Verlag GmbH Germany, part of Springer Nature 2025

30 BN, ntra mat tiém TXA, nira mat diéu tri bang laser Nd:YAG 1064 xung dai, 2 tuan x 1 1an x 4 |an

TXA: 0,04 ml TXA pha loang trong 1 ml nwéc mudi > 4 mg/ml. Tiém TXA vao trong thwong tdn mun,
khoang cach 1,5 - 2 cm/diém

Laser: Céng suat 30-35 J/cm2 (35 J/cm2 cho vung tén thwong va 30 J/cm2 cho ving quanh tén thwong),
spotsize 10 mm va delay time 20 ms. Thwong tdn mun trirng ca 3 xung chong lién tiép, viing quanh
thwong tén 1 xung. /UW
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Fig. 1 A 24-year-old female
patient with moderate inflam-
matory acne (IGA scale was 3)
received 4 treatment sessions:
A Laser side at baseline (IGA
3. moderate). B Laser side
after the end of treatment (IGA
0, clear). C Laser side after
follow-up (IGA 0, clear). D
TXA side at baseline (IGA 3,
moderate). E TXA side after the
end of treatment (IGA 0, clear).
F TXA side after follow-up
(IGA 0, clear)




Fig.2 A 19-year-old male

S ' 0% patient with moderate inflam-
[ .f-.A =z matory acne (IGA scale was 3)
k received 4 treatment sessions:
\ §* A Laser side at baseline (IGA

o 3, moderate). B Laser side

after the end of treatment (IGA
0, clear). C Laser side after
follow-up (IGA 1, almost clear).
D TXA side at baseline (IGA 3,
moderate). E TXA side after the
end of treatment (IGA 0, clear).
F TXA side after follow-up
(IGA 0, clear)
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Triple combination of fractional carbon dioxide laser,
308-nm excimer lamp, and platelet-rich plasma in
refractory vitiligo: A randomized split-body comparative
study
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Table 2: Comparison of treatment response based on the lesion site and size, sex, and mean duratinn in tha DRD trastmant araon

Female, n (%)
Mean duration, months
- PRP: Platelet-rich plasma

Variables Degree of improveme;
Poor Moderate Marked
Site of the lesions
| Extremities, 1 (%) 0 (0) 2 (50) 0 (0)
Acral, n (%) 5(13.5) 11 (29.8) 12 (32.4)
Size of the lesions
| <5 cm, n (%) 4(13.3) 11 (36.7) 8 (26.7)
S5 cm, 1 (%) 1(9.1) 2 (18.1) 4(36.4)
Sex
| Male, n (%) 0 (0) 6 (42.9) 5 (35.7)

Table 4: Comparison of side effects in both treatment groups.

Side Excimer Excimer laser+FCQO, P-value
effects laser+FCO: laser+tacrolimus
laser+PRP (n=41) (n=41)
n (%) n (%)
Pruritus 3 (50) 3 (50) 0.51
' Erythema 4(57.1) 3(42.9)
{ Peeling 2 (25) 6 (75)

FCO,: Fractional carbon dioxide, PRP: Platelet-rich plasma

3(21.4) 0.26

o mom mmh

Table 3: Comparison of treatment response based on the lesion's site and size, sex, and mean duration in the tacrolimus treatment group.

Variables

Degree of improvement

Poor Moderate

Marked Excellent P-value

Site of the lesions

Extremities, n (%)

Acral, n (%)

_ Size of the lesions

<5cm, n (%)
>5¢cm, n (%)

Sex

Male, n (%)
Female, n (%)

Mearn duration. monthe

0(0)
13 (35.1)

12 (37.5)
1(11.1)

6 (42.9)
7 (25.9)
11 3845 7€

1(25)
16 (43.2)

14 (43.8)
3 (33.3)

5(35.7)
12 (44.4)
QEI44 15

3(75)
8 (21.7)

6 (18.7)
5 (55.6)

3(21.4)
8(29.7)
19 63410 5

0 (0)
0 (0)

0 (0)
0 (0)

0 (0)
0 (0)
0 (0

0.03

0.07

0.54

N 25




Figure 2: (a) Clinical photographs of a 51-year-old female with
refractory vitiligo lesions on both hands before treatment and (b)
six months after the final treatment session. The patient’s right hand
treated with a combination of fractional carbon dioxide (FCQO,) laser,
excimer lamp therapy, and platelet-rich plasma demonstrates >75%
repigmentation. The patient’s left hand was treated with a
combination of FCO, laser, excimer lamp therapy, and topical
tacrolimus 0.1% shows between 50% and 75% repigmentation.

Figure 3: (a) Clinical photographs of a 56-year-old
male with refractory vitiligo lesions on both hands
before treatment and (b) six months after the final
treatment session. The patient’s right hand treated with
a combination of fractional carbon dioxide (FCQO-)
laser, excimer lamp therapy, and platelet-rich plasma
demonstrates >75% repigmentation. The patient’s left
hand was treated with a combination of FCO. laser,
excimer lamp therapy, and topical tacrolimus 0.1%
shows between 50% and 75% repigmentation.

W
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Technology pearl: Utilizing dermatoscope adapter to
obtain high-resolution histopathologic photographs
with modern multilens smartphone cameras

Elizabeth P Long ', Brooke A Burgess 2, Joshua L Owen 3

CLINICAL CHALLENGE

Obtaining high-quality photographs of histological findings is beneficial for documentation and for
education or publication purposes. While some microscopes are equipped with a camera for capturing
histologic photographs, this technology is not always readily available and can be expensive to install.’
Cellphone cameras have been used to take histologic photographs through the microscope eyepiece; this has
become challenging with advancing technology that includes multiple camera lenses. Our aim is to describe a
relatively inexpensive and effective method of capturing high-quality photographs through the microscope
eyepiece utilizing a cellphone camera with multiple lenses.



Fig 1. iPhone 13 Pro Max with DermLite MagnetiConnect Clamp Adapter attached.



Del‘.IIIat.OlOgy 10 Dermatology in Pediatrics
Pedlatrlcs Donald W. Shenenberger, M.D.,

FAAD, FAAFP
Peninsula Dermatology and Skin Cancer Surgery
Center

Newport News, Virginia

Assistant Professor of Dermatology

Eastern Virginia Medical School

Norfolk, Virginia

Joel L. Spitz, M.D., FAAD

Department of Dermatology

Columbia University Vagelos College of Physicians
and Surgeons

New York Presbyterian Hospital

New York, New York

Donald W. Shenenberger Bernard A. Cohen, M.D., FAAD,

. FAAP
Joel L. Spitz o

. Professor of Pediatrics and Dermatology
Bernard A. Cohen Johns Hopkins Children’s Center

Johns Hopkins University School of Medicine

Jonathan S. Glass .
Baltimore, Maryland

Jonathan S. Glass, M.D., FAAD

e [ m Assistant Professor of Dermatology
Dartmouth Geisel School of Medicine

lllustrations by Vaune J. Hatch




Contributors
Foreword

Preface
Acknowledgments

SECTION 1: NEONATAL DERMATOLOGY

Pustules, Vesicles, Bullae, and Erosions
Erythema Toxicum Neonatorum (ETN)
Transient Neonatal Pustular Melanosis (TNPM)
Miliaria
Neonatal Acne
Acropustulosis of Infancy (Al)
Neonatal Candidiasis
Epidermolysis Bullosa Simplex
Dystrophic Epidermolysis Bullosa
Junctional Epidermolysis Bullosa

CHAPTER 2

Red Lesions (Patc
TORCH
Congenital Syphilis
Neonatal Herpes Sir

APTER 3

Hair and Nails
Onychomycosis
Paronychia
Tinea Capitis

A - i %00 1I5ARA

Transient Vascular £
Cutis Marmorata Tel
Sturge-Weber Syndr
Klippel-Trenaunay S
Kasabach-Merritt Sy
PHACE Syndrome
Port-Wine Stain
Congenital Hemangi
Infantile Hemangiom
Ataxia-Telangiectasi
Beckwith-Wiedeman
Wiskott-Aldrich Sync

Alopecia Areata (AA)
Trichotillomania
Telogen Effluvium (TV)

Immobile or Hypermobile Skin
Ehlers-Danlos Syndrome
Morphea
Lichen Sclerosus (LS)
Scleroderma
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11.
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International consensus on methotrexate dosing for patients with atopic dermatitis: An eDelphi study

North American clinical practice guidelines for the medical management of hidradenitis suppurativa in special
patient populations

Diagnosis and management of subungual and periungual verruca: A clinical review
Clinical Mimickers Misdiagnosed as Pyoderma Gangrenosum
Hydroxychloroquine is safe and efficacious in oral lichen planus: data from a large outpatient cohort

Adjuvant use of topical metformin with standard therapies in recalcitrant central centrifugal cicatricial alopecia: A
case series

Efficacy of topical 2% carteolol in the treatment of infantile hemangiomas: a dermoscopic and clinical evaluation

A split face study comparing intralesional tranexamic acid versus 1064 nm long pulsed Nd: YAG laser for acnhe
vulgaris treatment

Triple combination of fractional carbon dioxide laser, 308-nm excimer lamp, and platelet-rich plasma in
refractory vitiligo: A randomized split-body comparative study

Technology pearl: Utilizing dermatoscope adapter to obtain highresolution histopathologic photographs with
modern multilens smartphone cameras
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