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Objectives

1. Demonstrate basic knowledge of infantile hemangiomas and treatment options.

2. Identify high risk locations of infantile hemangiomas and potential systemic 
comorbidities.

3. Correctly identify various dermatologic conditions and basics of treatment.



Infantile hemangiomas

■ Older terminologies include:

� Strawberry, cavernous, or capillary 
hemangiomas

■ 2-12% of infants are affected

■ Increased incidence in female infants and 
premature neonates

■ Potential risk factors

� Multiple gestation pregnancies

� Advanced maternal age

� Placenta previa

� Preeclampsia

■ Lesions vary widely in clinical appearance and 
significance 

■ Most commonly occur on the head and neck 
regions



Clinical appearance of IHs

■ May occur as superficial, deep, or combined lesions

■ Superficial IHs

� Bright red to scarlet dome shaped to plaque-like papules, 
plaques, or nodules

� May partially blanch with compression

■ Deep IHs

� Subcutaneous, partially compressible nodules and tumors with 
an overlying blue hue, prominent venous network, or overlying 
telangiectasias

■ Combined lesions

� Superficial bright red component and a deeper, blue nodular 
component



Pattern of involvement

Focal 

■ Arising from a single localized nidus

Segmental 

■ Covering a broad area of developmental 

unit, typically in a plaque-like manner

■ Typically begin as broad patches of 

confluent or reticulated erythema and/or 

telangiectasias



Lifecycle of infantile hemangiomas

■ Majority of IHs become first evident at 2-3 weeks of life and can have a potential continued 

growth period until 9-12 months of age

■ Proliferative phase

■ Plateau phase

■ Involutional phase

■ Traditionally suggested that involution of IH occurs at a rate of 10%/year

� 30% have involuted by 3 years, 50% by 5 years, 70% by 7 years, and more than 90% by 9 

or 10 years of age

■ Now it is believed that regression phase is completed by 90% of patients by age 4

■ Involution does NOT mean normal appearing skin



Natural history of hemangiomas





Potential complications

■ Ulceration

� Occurs in 10% of all IHs (most common complication)

� Can occur in any location but more typical in the anogenital region or skin folds

� More common in large, mixed, or segmental 

■ Disfigurement and interference with function

� Can even arise in small IHs if they present in vulnerable locations 

� Periocular hemangiomas can be associated with ophthalmologic complications (astigmatism, 
obstruction of the visual axis, invasion of the orbital musculature, proptosis)

� Nasal tip hemangiomas can distort the underlying nasal cartilage and typically leave 
fibrofatty residua

� Lip hemangiomas can often result in feeding difficulties from painful ulceration 

� Breast hemangiomas in females may interfere with the breast bud and residual masses can 
result in permanent asymmetry 

� Anogenital hemangiomas are often complicated by ulceration

■ Extracutaneous involvement



Extracutaneous involvement



Extracutaneous involvement 

■ Multifocal lesions (5 or greater)

� Found in 10-25% of patients with IHs

� May be associated with visceral 

hemangiomatosis

� Evaluate for hepatic involvement with 

a liver ultrasound 

■ Multifocal and diffuse hepatic 

hemangiomas are associated with a 

higher risk of high output cardiac 

failure, hypothyroidism, and 

abdominal compartment syndrome 





Treatment

■ Given the wide array of clinical severity, management is typically individualized

■ Active intervention is recommended for IHs with a greater risk of local or systemic 

complications

■ Major goals of treatment include:

� Treating ulcerations

� Preventing permanent disfigurement

� Preventing or reversing life or function-threatening complications

� Minimizing psychosocial distress



Treatment modalities

■ Active non-intervention

� Typically reserved for small hemangiomas with a great prognosis for spontaneous 
resolution with a good cosmetic outcome

■ Local medical therapies

� Topical β-blockers (timolol maleate)

■ Appropriate for small, superficial lesions <1mm in initial thickness

■ Timolol 0.5% solution or 0.5% gel-forming solution 

■ One drop bid 

■ Application to mucosal surfaces or ulcerated lesions may increase potential for systemic 
absorption

� Intralesional and topical corticosteroids

■ More of a historical treatment; very infrequently used due to the efficacy and low side effect 
profile of β-blockers

■ Systemic therapies

� Systemic β-blockers (propranolol)

■ Revolutionized the management of IHs

■ First line treatment for IHs



Propranolol

■ MOA is thought to be multifactorial 

� First few days= Color change of red to purple and softening thought to be 

secondary to immediate vasconstrictive effects via β2-adrenergic receptors on 

endotheial cells

� Subsequent reduction of lesions may be due to interference of VEGF signaling that 

drives vasculogenesis and/or endothelial cell apoptosis

■ Superior (or at least similar) efficacy compared to systemic corticosteroids 

■ More favorable side effect profile compared to corticosteroids

■ Potential serious side effects include: 

� Hypotension, bradycardia, hypoglycemia, and bronchospasm

■ More common side effects:

� Sleep disturbances (nightmares), cold extremities, diarrhea, and somnolence









Other dermatology pearls



Verruca 

■ Benign skin proliferation caused by 
infection of the epidermis with HPV 
(1, 2, 4)

■ Encourage patient to leave alone to 
prevent autoinoculation 

■ Typically a clinical diagnosis, 
however biopsy may be preformed 
to differentiate between SCC and 
SK 

■ Treatment is not required as this is 
a benign and self-limited condition



Verruca treatment



Comparative efficacy of intralesional Candida antigen, 
intralesional bivalent human papilloma virus vaccine, and 
cryotherapy in the treatment of common warts



Real-life treatment of cutaneous warts with 
cantharidin podophyllin salicylic acid solution

■ 135 patient were treated with topical application of CPS1 (cantharidin 1% 

podophyllin 2% salicylic acid 30%) solution for cutaneous warts 

� 52 children; 83 adults

■ Topical application of CPS1 solution to warts with a 1mm surrounding rim of normal 

skin, then covered with occlusive tape

� Patients were advised to rinse the solution off in 4-8 hours (once a 

tingling/burning sensation or blister appeared)

■ Application of CPS1 solution performed every 3-4 weeks until complete clearance of 

all treated warts 



Real-life treatment of cutaneous warts with 
cantharidin podophyllin salicylic acid solution

■ Complete clearance

� 86.5% of children; 62.7% of adults (p<.01)

■ Partial resolution 

� 3.9% of children; 24.1% of adults

■ Absent resolution 

� 9.6% of children; 13.2% of adults

■ Side effects included

� Blistering, pain, and a burning sensation

� No serious adverse events occurred

■ Median patient satisfaction was 9.0/10 for children and 8.0/10 for adults



Other verruca treatments

■ Facial lesion treatment can include tretinoin 0.025% cream qhs and sometimes 

cryotherapy (filiform warts) 

■ At home salicylic acid application daily until occlusion

� Salicylic acid 40% preparations are what I recommend (WartStick or Mediplast)

■ Flat warts do tend to respond well to liquid nitrogen

� Encourage patients to not shave over or disturb flat warts to prevent 

autoinoculation (typically seen on legs in women)



Diagnosis?



Stasis dermatitis
(Venous stasis dermatitis, stasis eczema)

■ Common condition that affects the lower extremities of individuals with 

compromised vein function 

■ Can have features of subacute eczema, acute eczema, and chronic eczema

■ Medial malleolus= most common location 

� But often spreads to include the entire distal lower extremity

■ Most prevalent in older individuals

■ Often associated with pruritus, aching, or throbbing

■ Can be complicated by ulceration, infection, and increased risk of allergic contact 

dermatitis



Stasis dermatitis clinical features

■ Erythematous, scaly papules and 

plaques with erosion and crusting 

■ Red and yellow mottling and 

hemosiderin deposition is often seen in 

those with chronically compromised 

vein function

■ Other skin changes suggestive of 

venous insufficiency

� Edema, varicosities, atrophic 

plaques 

■ Often bilateral, but can be unilateral





ALT-70 criteria



Molluscum contagiosum

■ Common viral skin infection of childhood caused by a 

DNA poxvirus

■ Usually transmitted through direct skin-to-skin 

contact, fomites, or autoinoculation

■ Increased incidence

� Children with underlying atopic dermatitis

� Swimmers

� Children that bathe together or share towels

� Immunosuppressed 

■ Inoculation period thought to be between 2-6 weeks

■ Self-limited but can last from a few months to 4 years



Molluscum

■ Clinical appearance includes

� Smooth, dome shaped, firm, white, 

pink, or skin colored papules

� Central umbilication

■ Can appear anywhere on cutaneous or 

mucosal surfaces

■ May become inflamed with a surrounding 

eczematous eruption (molluscum dermatitis, 

BOTE sign)

■ Diagnosis is typically clinical, but biopsy can 

be performed for confirmation



Molluscum treatment

■ Typically heals spontaneously without scarring, so treatment is not necessary 
(immunocompetent) 

� Aggressive treatment can be potentially traumatic and lead to scarring

■ At home application of apple cider vinegar bid until resolution

■ Tretinoin 0.025% cream daily for facial lesions (or OTC adapalene 0.1% if not approved)

■ Cantharidin

� FDA approved for use in adult and pediatric patients 2 and older

� Apply to 1-10 non-facial lesions, do NOT cover

� Rinse in 4 hours

� Warn about eventual blister formation 

� Repeat every 3-4 weeks

■ Cryotherapy and curette extraction

� Tends to respond to these methods, but they are painful and not well tolerated by children

■ Topical corticosteroids for surrounding molluscum dermatitis (if bothersome to patient)


