
Newborn Skin 
Conditions



TIME FOR BABY SKIN…



Derm #1

• Healthy term newborn
• Parents are worried 

about these baby zits.
• What am I?

A. Baby acne
B. Comedones
C. Milia
D. Atopic Dermatitis

https://dermnetnz.org

Presenter
Presentation Notes
Milia  https://dermnetnz.org/topics/milia-images
Affect 40–50% of newborn babies
Few to numerous lesions
Often seen on the nose, but may also arise inside the mouth on the gum margins (Bohn nodules) or palate (Epstein pearls) or more widely on the scalp, face and upper trunk
Heal spontaneously within a few weeks of birth.
DON’T POP THEM!
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Derm #2

https://dermnetnz.org

Healthy term newborn, day 4 of life. Thriving. What am I?

Presenter
Presentation Notes
https://dermnetnz.org/topics/toxic-erythema-of-the-newborn
erythema neonatorum toxicum

Toxic erythema of the newborn
Affects up to 50% of term newborns
It arises in the first few days and presents with scattered pink or red marks often with papules (small bumps) and weals scattered over face and the rest of the body. The lesions are transient.
 Toxic erythema spares the palms and soles. It does not bother the baby. It resolves spontaneously over one to two days
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Derm #3

https://dermnetnz.org

• Healthy newborn, 2 
weeks old. Parents 
concerned about 
bruises. What am I?

A. Dermal melanocytosis
B. Melanoma
C. Nevus simplex
D. Contusion

Presenter
Presentation Notes
dermal melanocytosis
https://dermnetnz.org/topics/lumbosacral-dermal-melanocytosis

Mongolian spot
Dermal melanocytosis is thought to be due to entrapment of melanocytes (pigment cells) in the dermis of the developing embryo, when the cells have failed to reach their proper location in the epidermis.
The patches are present at birth and occur in more than 90% of children of Mongoloid race (e.g. East Asians, Polynesians, Indonesians, Micronesians). They occur less frequently in other races.
Dermal melanocytosis is benign and does not require treatment. Usually the discolouration spontaneously disappears by the time the child reaches 4 years old. Persistent
 dermal melanocytosis tends to be larger and persist for many years or indefinitely.
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Derm #4

Healthy term newborn, 2 week visit. 
Parents note this red patch gets 
brighter with crying. Blanches on exam, 
irregular borders.
What am I?

A. Petechia

B. Atopic Dermatitis

C. Naevus Flammeus

D. Nevus Simplex
https://dermnetnz.org

Presenter
Presentation Notes
Naevus simplex is a common, benign capillary vascular malformation. It presents at birth as a pink or red patch  and is most often observed on the nape of the neck, eyelid, or glabella
Naevus simplex affects infants of all races; it occurs in approximately 40% of Caucasian infants and less often in darker-skinned infants [1,3]. It affects male and female infants equally [4].
Naevus simplex is present at birth as either single or multiple, flat, pink or red patches, typically occurring with an indistinct, irregular border and blanching on compression [1,2]. Naevus simplex becomes more red with crying, fevers, breath holding, straining, vigorous physical activity, and changes in ambient temperature [1,2,5]. They tend to become less prominent as the child gets older.
The skin lesions  usually occur at midline [4] and can be bilateral and symmetrical in presentation [6]. They are most commonly found on the nape of the neck, eyelids, and glabella, but they may also involve the forehead, scalp, nose, lips, and back [1,2]. Naevus simplex is not painful or itchy [7].
The term ‘naevus simplex complex’ has been proposed for widespread lesions occurring beyond the common sites [2].
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Other capillary vascular malformations

Naevus Flammeus Infantile Hemangioma

https://dermnetnz.org

Presenter
Presentation Notes
Naevus flammeus – port wine stain. Less common, only 0.3% of newborns. Large flat patch with well defined borders. Generally appear on one side of the bode with a sharp midline cut off. No treatment needed, but cosmetic/laser therapy can be done.
Infantile hemangioma – 1-2% of newborns.  77% of the time they are focal/solitary, and most of the time, nothing needs to be done about them.  Grow for 3 months, then start to recede at 5 months over 1-4 years. However if on face, especially near lip, eye, or if there are multiple or large/segmental then should be referred for treatment.



Derm #5

Healthy term newborn, 3 
weeks old What am I?

A. Infantile seborrheic 
dermatitis

B. Neonatal cephalic 
pustulosis

C. Atopic dermatitis
D. Milia

https://dermnetnz.org

Presenter
Presentation Notes
neonatal cephalic pustulosis
https://dermnetnz.org/topics/neonatal-cephalic-pustulosis
Variant of neonatal acne; It is a pustular eruption arising on the face and/or scalp of newborn babies, often during the third week. Unlike true neonatal acne, there are no comedones (blackheads, whiteheads)
Neonatal cephalic pustulosis generally resolves without treatment. However, if the appearance is unsightly, a topical antifungal such as ketoconazole cream can be used safely and may be helpful.
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Derm #6

Healthy 4 month old What am I?
A. Milia
B. Neonatal cephalic 

pustulosis
C. Atopic dermatitis
D. Infantile seborrheic 

dermatitis
https://dermnetnz.org

Presenter
Presentation Notes
https://dermnetnz.org/topics/cradle-cap
Cradle cap is extremely common with an estimated prevalence of 9.5–10%. It is seen most commonly in infants aged between 3 weeks and 12 months with peak prevalence at 3 months of age [1]. There is no sex  or racial predilection.
The cause of cradle cap is not known. It may be related to hyperactivity of sebaceous glands  responsive to residual circulating maternal androgens.  Malassezia has also been implicated although its exact role is not clear.[2,3] Classically, there is a non-inflammatory  eruption of greasy yellow scales on the scalp. The vertex  and frontal areas are most commonly affected. Cradle cap is usually not pruritic and infants are otherwise generally well.
The initial approach, especially in mild and localised disease, should be conservative, involving either application of gentle emollient or repeated shampooing, followed by careful removal of scales using a soft toothbrush or comb.
More extensive or resistant disease may be treated with a low-potency topical steroid (eg, hydrocortisone 1%) or azole (eg ketoconazole 2%) for 1–2 weeks. Topical
 steroid may be preferred if there is a significant inflammatory component.[4,5]
Cradle cap is benign and self-limiting. It usually resolves without intervention over the course of weeks to several months. If disease persists beyond 12 months, the diagnosis should be reconsidered.
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Derm #6

Parents are asking for 
treatment suggestions?
A. Zinc barrier cream
B. Frequent diaper 

changes
C. Diaper free time
D. Clotrimazole 1% 

ointment
E. All of the abovehttps://dermnetnz.org

Presenter
Presentation Notes

Diaper Dermatitis
Napkin dermatitis and nappy rash  are used to describe various skin conditions that affect the skin under a napkin or incontinence pad. The US term is diaper rash. Napkin dermatitis is most often a form of contact dermatitis.
Napkin dermatitis most often affects babies aged 3 to 15 months of age, especially those wearing traditional cloth nappies (50%). It is much less prevalent in babies wearing modern breathable and multilayered disposable nappies.
Napkin dermatitis follows damage to the normal skin barrier and is primarily a form of irritant contact dermatitis.  Skin becomes colonized by candida.

Treatment: frequent diaper changes, diaper free time. ++liberal use of zinc barrier creams, topical antifungal if yeast/candida suspected, hydrocortisone if skin inflamed
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Derm #7

This infant is more likely 
to have:
A. Hay fever
B. Food allergies
C. Asthma
D. All of the above

https://dermnetnz.org

Presenter
Presentation Notes
https://dermnetnz.org/topics/atopic-dermatitis
Atopy triad – hay fever/food allergies, asthma, atopic dermatitis
Atopic dermatitis usually starts in infancy, affecting up to 20% of children 
At or shortly after birth, atopic dermatitis may initially present as infantile seborrhoeic dermatitis involving the scalp, and the armpit and groin creases. The skin often feels dry and rough. With time the face, especially the cheeks, and flexures become involved. Young infants cannot scratch and will often rub affected areas, for example the back of the head, causing temporary hair loss. The backs of the hands can be affected due to sucking. The dermatitis is not necessarily confined to these sites and can be more extensive. The napkin area is typically spared due to the moisture retention of nappies, although irritant contact napkin dermatitis can still develop.

Treatment – emollients, moisturizers, topical steroids
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Atopic dermatitis – treatment?
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