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Atopic Dermatitis

Elaine Siegfried, based in Missouri, 
USA, shared some pearls on the workup and 
management of patients with atopic dermatitis. 
Based on her own experience, she provided 
a list of investigations that she considers at 
baseline for select patients. These include total 
IgE and eosinophil counts, albumin and protein 
(as markers of malnutrition), immunoglobulin levels 
(to screen for immunodeficiencies), anti-nuclear 

and anti-histone antibodies (as potential markers 
of predilection for anti-drug antibody formation), 
vitamin D levels, and a celiac screen. While not 
every patient requires this full panel, it provides a 
helpful checklist of tests to consider.

Carlston Flohr, from the United Kingdom, 
presented findings from the TREAT trial, which 
compared methotrexate 0.4 mg/kg/week to 
cyclosporine 4 mg/kg/day in 103 patients 
aged 2–16 years old with atopic dermatitis.1 
While cyclosporine demonstrated faster initial 

The World Congress of Pediatric Dermatology, held in Buenos Aires, Argentina from 
April 8–11, 2025, offered a valuable opportunity to hear from experts and gain insights and perspectives 
on the field. Here are some key takeaways.
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PrBIMZELX® (bimekizumab injection) is indicated for the treatment of moderate to severe plaque psoriasis in 
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SUPERIOR SKIN CLEARANCE (PASI 100) DEMONSTRATED VS. SECUKINUMAB AT WEEK 16 
In the BE RADIANT trial, BIMZELX achieved both non-inferiority and superiority for percentage of patients achieving 
complete skin clearance (PASI 100) at Week 16 vs. secukinumab†,2

• 62.0% (230/373) of BIMZELX patients achieved a PASI 100 vs. 49.0% (181/370) of secukinumab patients (adjusted risk  
 difference: 12.7%; 95% CI: 5.8–19.6; p<0.001)

In the BIMZELX arm, patients were treated with Q4W dosing up to Week 16, before being initiated with Q8W  
maintenance dosing.
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PrBIMZELX® (bimekizumab injection) is indicated for the treatment of adult patients with active psoriatic 
arthritis. BIMZELX can be used alone or in combination with a conventional non-biologic disease-modifying 
antirheumatic drug (cDMARD) (e.g. methotrexate).

CI: confidence interval; PASI 100: 100% improvement from baseline in Psoriasis Area and Severity Index; Q1W: every week; Q4W: every four weeks; Q8W: every 
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score at Week 16.
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improvement than methotrexate at week 12, 
methotrexate showed superior efficacy by 
week 36. After stopping treatment, a higher 
proportion of patients who had received 
cyclosporine reported experiencing significant 
flaring compared to those treated with 
methotrexate (48% versus 35% by week 60). 
He reviewed his considerations for tapering off 
systemic treatments after disease control has 
been achieved and maintained. Key considerations 
include possible flaring of comorbidities that 
have been concurrently controlled by eczema 
treatments (e.g., asthma control with dupilumab), 
the importance of reinforcing diligent adherence 
to topical regimens when tapering systemic 
therapies, and the implementation of slow tapering 
either by dose or interval to allow early detection 
of disease worsening. 

Immunodeficiencies

Peter Hoeger, from Germany, discussed 
immunodeficiencies that present in the neonatal 
period. He highlighted key differentiating factors 
in neonates with immunodeficiencies compared 
to those with atopic dermatitis, which includes 
erythroderma, pronounced lymphadenopathy, 
and severe infections. He also shared a helpful 
table outlining differentiating factors in pustular 
eruptions (Table 1).

He also referred to an interesting multicentre 
study demonstrating that certain features of 
eczema in infancy could help discriminate 
between atopic dermatitis and DOCK8 or STAT3 
deficiencies.2 These atypical presentations include 
rash onset in the neonatal period, and eczema 

localized to the retro-auricular, axillary, sacral, 
and genital areas. In the study, these features 
demonstrated high specificity, ranging between 
73.4% and 94.1%, and positive descriptive values 
ranging between 55% and 93.1% in discriminating 
DOCK8 and STAT3 from atopic dermatitis. He 
concluded by encouraging us to use online score 
calculators for hyper-IgE syndromes.  

Jennifer Huang, from Boston, discussed 
long-term effects of skin conditions in 
immunocompromised patients. She emphasized 
the dose-dependent risk for skin malignancies 
associated with voriconazole exposure in 
pediatric patients,3 emphasizing that acute 
voriconazole-associated phototoxicity is a risk 
factor for voriconazole-related skin cancers later in 
life. As preventative measures, she recommended 
considering a switch to posaconazole for fungal 
prophylaxis when feasible, using sirolimus instead 
of systemic calcineurin inhibitor regimens, and 
finally incorporating adjunctive photoprotective 
agents such as nicotinamide, acitretin, and 
polypodium leucotomos.

John McGrath, from the United Kingdom, 
delivered a plenary session on genetic disorders. 
He reviewed a case involving an adolescent 
of Taiwanese background who presented with 
progressive hyperpigmentation. Laboratory 
findings revealed very low serum B12 levels and 
elevated levels of plasma homocysteine.4 Genetic 
testing revealed a homozygous pathogenic 
mutation in the ABCD4 gene, resulting in 
skin hyperpigmentation in this patient and, in 
other cases, an increased risk of neurologic 
findings including transient ischemic attacks. 
Treatment with 3 mg of systemic vitamin B12 

Hyper-IgE Syndrome15 Chronic Granulomatous 
Disease16

DIRA  
(Deficiency of 

Interleukin (IL)1-RA)17

DITRA  
(Deficiency of IL36RA)18

Gene STAT3, DOCK8, 
ZNF341, IL6ST, IL6R1

CYBB, NCF1/2/4, CYBA, 
CYBC1 IL1RN IL36RN (PSORS14)

Onset Week 2 Week 4 Infancy Infancy

Pustules Localized Localized Disseminated Disseminated

Symptoms Abscess, Eczema Lymphadenopathy, 
Hepatosplenomegaly Fever, Arthropathy Fever, Serositis

Table 1. Neonatal Pustular Eruptions; courtesy of Cathryn Sibbald, MSc, MD, FRCPC, DABD.

https://bsolomon.us/app/hies-score/
https://bsolomon.us/app/hies-score/
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daily led to reversal of the hyperpigmentation 
and is expected to prevent possible neurologic 
sequelae.4 He highlighted the growing number 
of genetic mutations being associated with 
genodermatoses, using hyper-IgE syndrome 
(HIES) as a key example. In addition to the STAT3 
mutation, other genes associated with autosomal 
dominant HIES include ERBB21P, and CARD11. 
Conversely, mutations associated with autosomal 
recessive HIES now include DOCK8, ZNF341, 
PGM3, IL6R and IL6ST. Treatment options include 
intravenous immunoglobin (IVIG), omalizumab, 
dupilumab, N-acytelgalatosamine, with bone 
marrow transplant demonstrating disease 
altering advantages.5

He also discussed inflammatory linear 
verrucous epidermal nevi (ILVEN), highlighting 
a published case series in which genetic testing 
confirmed mosaic pathogenic mutations, 
allowing successful targeted treatments.6 These 
treatments included ustekinumab for patients with 
CARD14 mutations, topical statin and cholesterol 
formulations for those with PMVK and NSDHL 
mutations, and a Janus kinase (JAK) inhibitor for 
ABCA12-related cases. 

Pierre Vabres, from France, presented on 
disorders of hyperpigmentation that warrant 
careful attention. He pointed out that in patients 
with Café au lait macules, “looking” for nevus 
anemicus can serve as another marker indicative 
of possible neurofibromatosis. He emphasized that 
these lesions are often located on the head and 
neck region and may be overlooked by primary 
care physicians.

Aarti Nanda, from Kuwait, provided an update 
on primary immunodeficiencies–now referred to 
as inborn errors of immunity. She highlighted a 
2024 updated review that includes 555 distinct 
conditions associated with 504 gene defects.7 

Rare Dermatoses in Pediatrics

Elena pope delivered an engaging review of 
some notable tumours in pediatric patients. For 
patients presenting with dermatofibroma sarcoma 
protuberans, she emphasized the importance of 
wide-margin excisions. Citing a large pediatric 
cohort from China, she noted that 14 of 49 patients 
with dermatofibrosarcoma protuberans 
experienced recurrence within a follow up of 
12–161 months (median 60 months), all of whom 
had initially undergone marginal excisions.8 

She also presented a case of a patient with 
xeroderma pigmentosa (XP) and discussed the 
use of cemipilimab, a PD-1 inhibitor, as a treatment 
strategy to improve survival in this population.9 
In addition, Jennifer Huang highlighted a study 
in which 18 patients with XP (aged 17±5 years) 
received daily supplementation with 960 mg of 
polypodium leucotomos and 10 mg of vitamin D, 
and were advised to apply sunscreen with a 
minimum SPF of 50 each day.10 After 12 months, 
61.1% of patients had not developed new lesions, 
suggesting potential benefit from this regimen 
without reported adverse effects.

Marc Koh provided an update on pediatric 
mycosis fungoides (MF) and introduced the new 
consensus recommendations for its diagnosis, 
staging, and treatment soon to be published in the 
British Journal of Dermatology. He reviewed key 
points, emphasizing that progression to advanced 
MF is rare in pediatric cases. For staging, he 
recommended ultrasound of peripheral lymph 
nodes, abdomen, and chest X-ray in early-stage 
MF, instead of CT/PET-CT. Lymphadenopathy 
should be observed for 3–4 weeks, with use 
of antibiotics if infection is suspected. If the 
lymphadenopathy has not resolved, a biopsy 
should be considered. Finally, flow cytometry 
should be included in the initial workup.
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Shared Decision‑Making

Kelly Cordoro, from San Francisco, outlined 
an approach to shared decision-making in 
pediatrics, noting its complexity because of the 
limited autonomy of the patient (being a minor), 
and the involvement of multiple stakeholders 
beyond the dyad between patient and clinician. 
She broke the process down into simple steps:

1. Share relevant information about the 
condition and treatment options in 
a clear and understandable manner 
(organize information, avoid jargon, 
assess understanding)

2. Solicit and understand the patient’s and 
family’s perspectives, preferences, and 
priorities (understand beliefs, concerns, and 
assumptions that may influence decisions)

3. Invite the patient and family in the shared 
decision-making conversation

4. Follow up frequently

She highlighted that there is no universal 
agreement on the age at which minors should be 
deemed competent to make health care decisions, 
as maturity is variable among patients of the 
same age. A helpful review article outlines that 
age, context, and development all play roles in 
decision-making competence.11 Key capacities 
that should be demonstrated for decision-making 
include the ability to communicate a choice, 
demonstrate understanding, reason through 
options and appreciate the implications. In 
general, many adolescents achieve this capacity 
at the age of 12 years. It is also important to start 
encouraging autonomy in our adolescent patients 
at their appointments, such as addressing them 
directly throughout the visit, while involving 
accompanying caregivers as needed. 

Genetic Syndromes

Jemima Mellerio, from the United 
Kingdom, delivered a plenary session on recent 
developments in genetics. She discussed a recent 
retrospective international multicentre study, 
published in the British Journal of Dermatology, 

that examined the use of biologics in patients 
with congenital ichthyoses, supplemented with 
reports from the literature.12 The study included 
98 patients receiving biologics targeting interleukin 
(IL)-17, IL-12/23, IL4 and, in a few cases, tumor 
necrosis factor (TNF)-alpha inhibitors. Among 
the findings, patients with Netherton’s syndrome 
responded best to IL-12/23 blockade, followed by 
IL-4R blockade, whereas those with congenital 
ichthyosiform erythroderma responded best to 
IL-4R blockade, followed by IL-12/23 blockade. 

She also reviewed earlier mouse data on 
the proposed mechanism of losartan in targeting 
fibrosis for epidermolysis bullosa, before 
presenting the results from a new study on its use 
in pediatric epidermolysis bullosa.13,14 The study 
enrolled 27 children aged 2–16 years who received 
losartan starting at 0.4 mg/kg/day titrated over 
16 weeks to a target dose of 1.4 mg/kg/day. This 
dose was continued for 24 weeks, followed by 
a 3-month follow-up after discontinuation. After 
9 months, most patients showed improvements 
in disease activity, function, and patient reported 
outcomes, with no adverse cardiac or blood 
pressure indices.14

Conclusion

The conference was a resounding success, 
and the next congress, set to take place in Austria 
in four years, promises another exciting round of 
outstanding sessions!
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