
Pediatric dermatologists often
need to add humor to their day.
There are many things that can

lead to a laugh. As the saying goes,
“kids say the darndest things,” but in
most cases the “myths” we hear from
patients and physicians are usually the
cause of our chuckles. These “myths”
of pediatric dermatology have been
passed onto me by one of my mentors,
Elaine Siegfried, MD, who has taught
me a number of lessons to live and
work by.

Myth #1: Laundry Detergent is a
Common Cause of Rashes
Very rarely is this true. Laundry deter-
gents are washed from clothing with
very little residual that can incite a rash.
Dryer sheets are more likely the culprits
because they leave fragrance in the fab-
ric that can linger.

Myth #2: A Change to Soy Formula
Will Improve Eczema in an Infant
Eczema induced by food allergies is
very rare. Urticaria is usually the cuta-
neous manifestation of a food allergy.
Also, if parents are trying to remember
what was fed to a child several days ago
to determine a food allergen, it is likely
not an allergen.  If the child’s eczema
consistently flares within minutes to
hours of ingesting a particular food,
they may indeed have sensitivity to that
food. The worst thing is for a child to
be on a highly restrictive diet unneces-
sarily as this often leads to nutritional
deficiencies.

Myth #3: When a Child Has Scabies,
Only Treat Itchy Family Members 
The cutaneous findings of scabies are
due to the patient’s hypersensitivity
reaction to the mite. Not everyone will
be reactive to the mite, and some may
even be completely asymptomatic with
an active infestation. Therefore, it is
very important to treat all family mem-
bers. This treatment must be repeated
after one week to ensure effectiveness.

Myth #4: Topical Steroids More
Potent than Hydrocortisone are
Dangerous for Children
This is completely untrue and can lead
to under-treatment of infants and chil-
dren who then suffer needlessly. Studies

document the safe use of mid-potency
steroids in children. That being said,
these medications should be used for
limited periods of time as they can have
local side effects, and persistent use can
even lead to systemic side effects. Of
note, it has been documented that par-
ents who sparingly use low potency
steroids often use more steroids ineffec-
tively over time as compared to parents
who use liberal amounts of higher
strength steroids with short bursts to
achieve control. A good way to estimate
the amount of steroid to be used with
each application is to consider the BSA
equal to your palm as one gram of top-
ical steroid per application.

Myth #5: Prednisone is a Good
Treatment for Atopic Dermatitis
This can become a dangerous practice.
Treating this very chronic disorder with
a medication that provides only tempo-
rary relief and is often associated with
rebound flares is not the best treatment
strategy. Prednisone can have a multi-
tude of side effects in children, most
notably growth abnormalities. This can
put you on a slippery slope, as parents
will want to repeat this treatment again
and again, and you will have a tough
time defending your position.
However, in rare instances, it is the
necessary treatment for significant
debilitating flare-ups.   

Myth #6: Children With Atopic
Dermatitis Should Bathe Infrequently 
Water helps debride dead skin cells,
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minimize bacterial colonization (espe-
cially if dilute bleach is used: 1/8 cup
to a full tub), and helps hydrate the
skin. Because of these benefits, I rec-
ommend a daily bath for all of my
patients with AD. A soapless cleanser
like Cetaphil liquid cleanser should be
applied to the “dirty” areas only. Also,
avoid use of a washcloth, as it can be
irritating. The most important step in
the bathing process is to pat dry after
the bath and follow with a liberal appli-
cation of a bland emollient like
Vaseline or Aquaphor.

Myth #7: Condyloma are Often a
Sign of Sexual Abuse
If a child is under two-years-old, this is
likely not the case. Vertical transmis-
sion of HPV can manifest anytime dur-
ing the first two years of life.
Transmission can also occur innocently
with inoculation during diapering.
However, directed medical and social
histories are a must in these patients, as
is a full cutaneous exam for other signs
of abuse. It is best to have a high index
of suspicion and err on the side of cau-
tion. Another related myth is that
condyloma require treatment, which is
not true for asymptomatic lesions. It
has been shown that most lesions spon-
taneously resolve within two years with
absolutely no treatment and that
condyloma receiving treatment resolve
no more quickly than those allowed to
resolve on their own.

Myth #8: “Benign Neglect” is a Good
Treatment for Hemangiomas
This may be true for some heman-
giomas, but certainly not all. The old
dogma of 50 percent being resolved by
five years of age has to some extent
gone by the wayside. The newer
approach is more proactive with early
treatment for certain lesions, along
with treatment of lesions prior to pre-
school to limit the psychosocial impact
they can have on children. This is
based on the fact that hemangiomas

can have immediate disfigurement,
functional impairment, local complica-
tions, permanent disfigurement, and
unsightly residua that often require
some type of treatment anyway. It is
also important to remember that
hemangiomas in the beard distribution
can have airway involvement, lum-
bosacral lesions can have associated
spinal dysraphism and genitourinary
abnormalities, hemifacial distribution
can indicate PHACE(S) syndrome, and
multifocal distribution with more than
five lesions can indicate internal
involvement, especially of the liver.

Myth #9: Melanoma Does Not Occur
In Children
Unfortunately this is not a myth.
Luckily it is still quite rare, but
melanoma, independent of congenital
nevi, is increasing in incidence in the
pediatric population. An atypical pig-
mented lesion or a new onset (rapidly-
enlarging, pink or red papule) should
raise a red flag, even in a child.
Melanomas in children are reportedly
more common on the trunk, followed
by the extremities and the head/neck
region.  The most commonly reported
symptom of childhood melanoma is
enlargement during the last year, bleed-
ing, and subcutaneous nodules. Have
an increased level of suspicion for these
ugly ducklings and biopsy early if there
is any question, as delayed diagnosis
and treatment lead to poorer prognosis.
Review the ABCDs of concerning pig-
mented lesions with young patients and
their parents. And don’t forget to dis-
cuss the need for and limitations of
sunscreen for the little ones, too!

Myth #10: Minimal Therapy is Best
for Most Things in Pediatric Patients
If this is your belief, then your pediatric
patients are under-treated and suffering
needlessly. This is not to say that you
should be overly aggressive either.
Weight the risks and benefits of all
therapies when considering the overall

health, safety, and comfort of your
patient, regardless of age.
Unfortunately, infants and children are
truly therapeutic orphans. They deserve
appropriate therapy. More medications
need to be studied in this population to
ensure safety for everyone. Be your
patient’s advocate. Do your part to
make sure that our pediatric patients
are kept happy and healthy.

Myth #11: All Things Annular are
Tinea; All Things Targetoid are
Erythema Multiforme
Other things to consider for annular
eruptions in infants and children
include urticaria, annular erythema,
psoriasis, granuloma annulare, and
neonatal lupus. Some other thoughts
for targetoid lesions include urticaria,
polymorphous light eruption, drug
eruptions, and serum sickness-like
reactions. If you don’t know, don’t be
afraid to biopsy a lesion in a child.
Sometimes it is necessary to make the
diagnosis and appropriately treat the
patient.  

Myth #12: Pediatric Dermatology is
Difficult
With an age-appropriate approach to
children, this could not be more false.
As in adults, common things are com-
mon; do not forget this. Not every skin
disorder in a child is an unusual geno-
dermatoses requiring an in-depth litera-
ture search for the diagnostic criteria
and appropriate work-up. Most things
are easy to diagnosis and treat, leading
to children and adolescents with
improved self-esteem and quality of
life. Not all children cry, and many of
them share jokes, belly laughs, and
hugs. Not all parents are crazy, but
there are certainly some out there. The
best thing for children is someone will-
ing to listen and give a few minutes of
his or her time. Armed with stickers
and lollipops, I feel lucky to care for
these patients each and every day.
Hopefully you do, too. 
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