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New sources of pediatric contact dermatitis 
are found in many of the products used by 
children, parents and even dermatologists. 
Recognizing these and other emerging 
allergens could spell fast, effective relief 
for pediatric patients, as well as prevent 
misdiagnoses and long-term unnecessary 
treatments, an expert says.

Nickel and methylisothiazolinone are 
among today’s most important pediatric 
allergens, according to Jonathan Silverberg, 
M.D., Ph.D., M.P.H., assistant professor of 
dermatology, preventive medicine and 

Lisette Hilton | Staff Correspondent

Children are not small adults, even when 
it comes to the way they present with 
melanoma.

Kelly M. Cordoro, M.D., and colleagues 
recently reported on how common it is for 
children to present atypically with mela-
noma. Dr. Cordoro is associate professor of 
dermatology and pediatrics at the University 
of California, San Francisco.

The study, published June 2013 in the 
Journal of the American Academy of Derma-
tology, looks at whether using the conven-
tional ABCDE criteria adequately detects the 
skin cancer in children.

Researchers conducted a retro-
spective study looking at 70 

patients under age 20. Sixty of those were 
diagnosed with melanoma; the other 10 had 
ambiguous melanocytic tumors treated as 
melanoma. They divided patients into two 
groups by age at diagnosis, including an 
ages zero to 10 years group, representing 19 
children, and an 11-to-19 years group.

“The 19 prepubertal patients in this 
study represent one of the largest series 
reporting detailed clinical and histopath-
ological features of melanoma in this age 
group. Large national cancer databases 
and registries provide summary statistics 
such as age of presentation, melanoma 
subtype, site, treatment and outcomes, 
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ClinicalConventional criteria 
falls short with kids

FIGURE A Pyogenic granuloma is a common 
benign vascular growth in children. Note the 
similarities to amelanotic melanoma (Fig. B).
Photos: Kelly Cordoro, M.D.

FIGURE B Amelanotic melanoma on the back of a 
16-year-old male patient with a large congenital 
melanocytic nevus, a risk factor for melanoma 
development. 
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THE TAKEAWAY  |  STEVEN FELDMAN, M.D. talks about incentives to encourage medication adherence.  SEE PAGE 74

CONTACT DERMATITIS see page 32

PEDIATRIC MELANOMA see page 59

A teenager with allergic contact dermatitis of the 
hands from a rubber cell phone case. 
Photo: Jonathan Silverberg, M.D., Ph.D., M.P.H.
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Children are not small adults, even when it 
comes to the way they present with melanoma.

Kelly M. Cordoro, M.D., and colleagues re-
cently reported on how common it is for chil-
dren to present atypically with melanoma. Dr. 
Cordoro is associate professor of dermatol-
ogy and pediatrics at the University of Cali-
fornia, San Francisco.

The study, published June 2013 in the Jour-
nal of the American Academy of Dermatol-
ogy, looks at whether using the conventional 
ABCDE criteria adequately detects the skin 
cancer in children.

Researchers conducted a retrospective study 
looking at 70 patients under age 20. Sixty of those 
were diagnosed with melanoma; the other 10 
had ambiguous melanocytic tumors treated 
as melanoma. They divided patients into two 
groups by age at diagnosis, including an ages 
zero to 10 years group, representing 19 chil-
dren, and an 11-to-19 years group.

“The 19 prepubertal patients in this study 
represent one of the largest series reporting 
detailed clinical and histopathological fea-
tures of melanoma in this age group. Large 
national cancer databases and registries pro-
vide summary statistics such as age of pre-
sentation, melanoma subtype, site, treat-
ment and outcomes, but lack detailed infor-
mation about the presenting features and re-
cent history of the melanoma,” Dr. Cordoro 
says. “This is critically important informa-
tion for clinicians because we need to know 
what we should be looking for in order to not 
miss this diagnosis in children. In fact, 86 per-
cent of children less than 10 years old in this 
study had a greater than six-month delay in 
diagnosis, most likely due to a low index of 
suspicion and atypical clinical presentations 

common to this age group.”
They found 60 percent of the 

younger group and 40 percent of the older chil-
dren did not present with conventional ABCDE 
criteria. Rather, their lesions tended to be char-
acterized by amelanosis, bleeding bumps, uni-
form color, variable diameter and de novo de-
velopment, according to the study.

Not only were the clinical characteristics 
different but histopathological subtypes var-
ied between groups. The histopathologic dif-
ferences from adult melanoma identified in 
these patients seemed to parallel the non-
ABCD morphology observed clinically, ac-
cording to Dr. Cordoro.

Nearly half (44 percent) of the lesions were 
not classifiable by experienced dermatopa-
thologists into conventional adult subtypes 
(e.g., superficial spreading, nodular, acral 
lentiginous, lentigo maligna). Very likely, the 
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New sources of pediatric contact dermatitis 
are found in many of the products used by 
children, parents and even dermatologists. 
Recognizing these and other emerging 
allergens could spell fast, effective relief 
for pediatric patients, as well as prevent 
misdiagnoses and long-term unnecessary 
treatments, an expert says.

Nickel and methylisothiazolinone are 
among today’s most important pediatric 
allergens, according to Jonathan Silverberg, 
M.D., Ph.D., M.P.H., assistant professor of 
dermatology, preventive medicine and 
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A teenager with allergic contact dermatitis of the 
hands from a rubber cell phone case. 
Photo: Jonathan Silverberg, M.D., Ph.D., M.P.H.

Tech fuels 
skin reactions

Ninety percent of pediatric melanoma 
cases occur in patients ages 10 through 19

A statistical 
snapshot

Source: www.skincancer.org/skin-cancer-
information/skin-cancer-facts#pediatrics

Melanoma in children is more likely to occur 
in people of darker skin types than in adults, 
with 6.5 percent of pediatric melanomas 
occurring in non-Caucasians

Melanoma accounts for up to 3 percent of 
all pediatric cancers (6 percent of cancer 
cases in teens 15 to 19 years old)

http://dermatologytimes.modernmedicine.com/
http://dermatologytimes.modernmedicine.com/
https://www.facebook.com/DermatologyTimes
https://twitter.com/dermtimesnow
http://www.skincancer.org/skin-cancer-information/skin-cancer-facts#pediatrics


Brought to you exclusively by Obagi Medical Products

Instant gratification.2,†

Introducing Neotensil™—the only noninvasive solution that  
reduces the appearance of under-eye bags, within an hour.3,‡

*Photos have not been retouched. Results may vary.
† Study results for one application of Neotensil in a 16-hour durability study; 4% of patients saw results within 10 minutes and 70% of patients 
saw results within 1 hour; N=28.

‡Study results for once-daily application of Neotensil in a 2-week pilot study; N=25.

References: 1. Data on fle, Living Proof, Inc. 2. Draelos ZD, Investigator. Strateris 16-hour durability study, DCS-105-13. Data on fle, Living Proof, Inc. 
3. Kauvar A, Kilmer S, Ross EV, et al. A pilot study of a novel non-invasive topical under-eye contouring technology. Poster presented at: 71st Annual 
Meeting of the American Academy of Dermatology; March 1-5, 2013; Miami, FL. 

Neotensil and Living Proof are trademarks of Living Proof, Inc. used under license.

Except as otherwise indicated, all other product names, slogans and other marks are trademarks of the Valeant family of companies. 
Distributed by OMP, Inc.

©2014 Obagi Medical Products, Inc., a division of Valeant Pharmaceuticals North America LLC. DM/NEO/14/0008c 03/14

Baseline1,* Hour 41,*

To order, contact your Obagi sales representative today or call 1.800.636.7546.
For more information, visit www.obagi.com.

ES502135_DT1014_CV2_FP.pgs  09.19.2014  23:19    ADV  blackyellowmagentacyan

http://obagi.com/
http://obagi.com/


OCTOBER 2014  ∕  DERMATOLOGYTIMES.COM

3INTER     CTIVE

Cosmetic 
Considerations: 
Can trauma 
displace fi llers?

EMJDermatology

@EMJDermatology

Resistance to Targeted Therapies in #Melanoma 
New Insights. #Dermatology #EMJreviews ow.ly/
BLCm7

Dermatology News

@Dermatology_bio

News: #dermatology 2014 HOPP Final Rule Expected 
to Have Dramatic Consequences on U.S. Wound 
Management Market ow.ly/2O36SR  

UAMS Dermpath

@DermpathUAMS

Melanin accumulates in melanocytes in Griscelli 
syndrome ghr.nlm.nih.gov/condition/gris… 
#pathologists #dermatology #dermpath pic.twitter.
com/iZY1bBOBkF

Bell Eapen

@beapen

#Darwinian Medicine and #Psoriasis gulfdoctor.net/s/
cm #dermatology

Dermatology Times App
Get access to all the benefi ts Dermatology Times offers 
at your fi ngertips. The Dermatology Times app for iPad 
& iPhone is now free in the iTunes store.

Follow us on Twitter to receive the latest news and participate in the discussion

What’s your diagnosis?
A 65-year-old woman

reported that she had stepped 

on something three years 

earlier, and it just never healed.

CHOOSE ONE:

  SQUAMOUS CELL CARCINOMA

 PYOGENIC GRANULOMA

 MELANOMA

Blog

bit.ly/octoberdiagnosis

®

For more information on specialized 
areas of dermatology, related articles 

and business resources, go to: 
modernmedicine.com/ResourceCenters

Resource Centers

Best practices in the evaluation and 
management of actinic keratoses

DermatologyTimes.com/actinickeratoses

Current and emerging therapies 
for psoriatic arthritis

DermatologyTimes.com/psoriatic-arthritis

Fillers and Toxins:
Cosmetic and Therapeutic Options

DermatologyTimes.com/injectables

Insights into managing 
atopic dermatitis and acne

DermatologyTimes.com/atopicdermatitis

Im
ag

e 
ap

pe
ar

s 
w

ith
 p

er
m

is
si

on
 fr

om
 V

is
ua

lD
x.

 
Lo

gi
ca

l I
m

ag
es

 In
c.

Ph
ot

o:
 Im

ag
e 

ap
pe

ar
s 

w
ith

 p
er

m
is

si
on

 fr
om

 V
is

ua
lD

x.
 

Lo
gi

ca
l I

m
ag

es
 In

c.

Dermatology Times is part of the ModernMedicine Network, a 
Web-based portal for health professionals offering best-in-class 
content and tools in a rewarding and easy-to-use environment for 
knowledge-sharing among members of our community.
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I
am pleased to introduce this 

issue of Dermatology Times, 

focusing on topics related 

to pediatric dermatology.

I became aware of pediatric 

dermatology as a medical student. 

Way back then, I chose an elec-

tive in dermatology because 

I thought it would support my 

goal of becoming a well-rounded 

pediatrician. In 1984 the University 

of Missouri-Columbia Medical 

School offered only a two-month 

rotation, because our chief, Dr. 

Phil Anderson, accepted nothing 

less. Fortunately, that interval gave 

me the opportunity to fall in love 

with dermatology. And it gave Dr. 

Anderson a chance to recognize 

my interest. At the time, he advised 

me against pursuing a residency 

in pediatrics, because he knew 

it could negatively impact my 

chances of winning a residency 

in dermatology. But while I loved 

dermatology, I was also committed 

to caring for children. So, although 

the great majority of Dr. Ander-

son’s advice was sage, I chose to 

complete a residency in pediatrics.

At the end of two years, I recog-

nized my interest in subspecialty, 

rather than general pediatrics. But 

there was no established route 

to becoming a pediatric derma-

tologist, so I had to bushwhack my 

own. Luckily, Dr. John Strauss gave 

me a chance to train in the depart-

ment of dermatology at the Univer-

sity of Iowa. Among the faculty, Dr. 

Mary Stone served as my strongest 

pediatric guide and support to help 

fill a much needed niche for treating 

children with skin disease. In the 

two-plus decades since, I have 

been very busy learning, adapting 

and doing my best to meet the 

clinical demand.

The subspecialty has dramati-

cally evolved since its inaugural 

meeting in 1972.1 We earned 

ACGME recognition in 2000, and 

established board certification 

with the first examination held 

in October 2004. The body of 

knowledge is large and growing, 

in contrast to the workforce. Many 

dermatologists are rewarded by 

the privilege of seeing children, 

but only about 2 percent of us are 

board-certified in pediatric derma-

tology. The group may be small, but 

the collegiality is outsized.

First-time attendees to the 

annual meeting of the Society 

for Pediatric Dermatology often 

comment on the unique ambience. 

For most of the other participants, 

it is our favorite conference. Every 

year that I attend, I am humbled 

by the new insights, and the bril-

liance of my colleagues. We have 

long-recognized that children are 

not simply small adults. While they 

sometimes suffer similar diseases, 

the spectrum of pediatric illness 

and abnormality is often unique, as 

documented by an expanding foun-

dation of abstracts, journal articles 

and textbooks.

Therapeutics is one of the most 

significant challenges in pediatric 

dermatology. Children have been 

identified as “therapeutic orphans,” 

with few options that have pediatric 

indications approved by the Food 

and Drug Administration (FDA). 

Access to new and novel treat-

ments like biologics is especially 

limited. Supportive legislation, 

beginning with the Best Pharma-

ceuticals for Children Act (bpca.

nichd.nih.gov), has marked the 

dawn of a new era.

Recent FDA approval of 

propranolol for infantile heman-

gioma (Hemangeol, Pierre Fabre) 

is a game-changing therapeutic 

advance.

This issue of Dermatology 

Times includes information on 

many other important innovations 

in the field, including approach 

to woundcare for epidermolysis 

bullosa, update on atopic derma-

titis, new sources of pediatric 

allergic contact dermatitis, review 

of the recently published guide-

lines for acne in children, aesthetic 

trends for adolescents and how 

to weigh the risk-benefit ratio for 

anxious patients and their parents, 

the rising incidence of pediatric 

melanoma, and skin findings in kids 

with cancer. Enjoy. DT

1.  Prindaville B, Antaya RJ, Siegfried EC. 
Pediatric Dermatology: Past, Present, 
and Future. Pediatr Dermatol. 2014, 
31(6) [Epub ahead of print]

Childhood skin disease 
has unique challenges

insight & opinion from our advisory board leaders

Elaine C. Siegfried, M.D.,
is professor of pediatrics 

and dermatology, 

Saint Louis University Health 

Sciences Center, St. Louis, Mo.

Elaine C. Siegfried, M.D.

2
PERCENT

of us are 
board-
certified 
in pediatric 
dermatology

Questions? Comments? 
Give Dermatology Times your 
feedback by contacting us at 
editor@dermatologytimes.com
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Can my text pose a legal risk?

David Goldberg, M.D., J.D., 
is director of Skin Laser and

Surgery Specialists of New York 

and New Jersey; director of laser research,

Mount Sinai School of Medicine; 

and adjunct professor of law, 

Fordham Law School.

A
2-year-old patient, Danielle, is 

brought by her distraught mother 

to see Dr. Derm. Apparently she is 

concerned that her infant’s perianal warts 

have some connection to her estranged 

husband. Dr. Derm agrees that this may 

be a possibility and reports his findings 

to the state child welfare bureau. Dan-

ielle’s mother has been family friends 

of Dr. Derm for years — as has her hus-

band. They both have his cell number.

Three weeks later, Dr. Derm receives a 

question about the warts by way of text 

message from a person whom he as-

sumes to be Danielle’s mother. It is re-

ally from the father. Dr. Derm responds by 

text message and states that he has filed 

a concern with the state. The mother, al-

though acknowledging that both parents 

have joint custody of the child, is furious 

that Dr. Derm texted his actions to the fa-

ther. She sues Dr. Derm for a HIPAA viola-

tion. Dr. Derm has never heard of such a 

lawsuit. Should he be worried?

Texting has become so popular be-

cause it is instantaneous, convenient and 

direct. Without appropriate safeguards, 

though, texting can lead to violations of 

the Health Insurance Portability and Ac-

countability Act (HIPAA).

Dermatologists are smartphone “super-

users.” According to Manhattan Research, 

more than 81 percent of physicians now 

use a smartphone to communicate and 

access medical information. The attrac-

tions are clear-cut. Phone applications put 

libraries full of information at our fingertips. 

Texting reduces time waiting for our pa-

tients and our peers to call back and may 

expedite and improve patient care.

CONVENIENCE AT A COST

The very convenience that makes texting 

so inviting may create privacy and security 

violations if messages containing protected 

health information (PHI) are not properly 

safeguarded. Text messages to our peers 

and patients should be encrypted and ex-

changed in a closed, secure network.

However, according to a member sur-

vey conducted by the College of Health-

care Information Management Execu-

tives, more than 95 percent of those sur-

veyed said their physicians texted; more 

than 57 percent did not use any form of 

encryption software. The underlying rea-

sons for poor compliance with encryption 

could be due to lack of technical knowl-

edge or to avoid the inconvenience of 

sending a message to someone who may 

not be able to unencrypt it.

With penalties starting at $50,000 per 

HIPAA violation, safeguarding texts should 

be of utmost priority. In addition to en-

crypting texts, dermatologists may want to 

consider installing auto-lock and remote 

wiping programs. Auto-lock will lock the 

device when it is not in use and requires a 

password for unlocking. Wiping programs 

can erase data, texts and email remotely. 

Both types of safeguards provide addi-

tional protection in the event a device is 

lost or stolen.

A cavalier attitude when compos-

ing a text message can also pose a legal 

risk. The informal nature of text messag-

ing may lead to the use of abbreviations 

which is bound to have potential for mis-

communication. Furthermore, a deleted 

text is never fully deleted, and the meta-

data (data left behind) is almost always 

available in a lawsuit.

In the end, the following steps are rec-

ommended: Enable encryption of your mo-

bile device. Have a texting policy that out-

lines the acceptable types of text commu-

nications and when perhaps a phone call 

is instead warranted. Install auto-lock and 

remote wiping programs to prevent lost de-

vices from becoming data breaches. Know 

your recipient and double check the “send” 

field to prevent sending confidential infor-

mation to the wrong person. Avoid identify-

ing patient details in texts. Lastly, assume 

that your text can be viewed by anyone in 

close proximity to you.

Thankfully, Dr. Derm’s phone was fully 

encrypted and protected. Although one 

might question the wisdom of his dis-

cussion with Danielle’s father, Dr. Derm 

is not guilty of a HIPAA violation. DT

IN RESPONSE to the August 2014 article 

“Teledermatology fraught with liability 

issues,” Dr. Goldberg cites an example case 

of medical negligence for a patient that 

died of a rare melanoma. Regardless of the 

delivery mechanism, this instance being 

teledermatology, I agree this case is fraught 

with liability issues. Teletriage, teleconsulta-

tion and direct-to-patient teledermatology 

services are not fraught with liability issues 

as long as the deliverer of these services 

understands the parameters of delivering 

such care with regard to state licensure, es-

tablishment of a physician-patient relation-

ship, obtaining the proper informed consent, 

enabling continuity of care and referrals for 

emergency services, understands applica-

ble state medical board statutory language 

on e-prescribing, supports exchanging 

information and maintaining patient records 

in a private and secure manner, and having 

medical liability coverage. I enjoy reading Dr. 

Goldberg’s commentary on a regular basis 

and appreciate his willingness to share his 

legal expertise combined with the practice 

of dermatology. I feel compelled, however, 

to point out that the title of this article is 

misleading and the cited patient case is 

a mischaracterization of teledermatology 

in general especially with the tremendous 

body of supporting medical literature 

demonstrating the diagnostic reliability of 

teledermatology. DT

—Mark P. Seraly, M.D.

August 
‘teledermatology’ 

headline 
misleading

STATE YOUR CASE What scenarios keep you guessing? 
Pass them along in confidence to: editor@dermatologytimes.com 
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IT’S NO SECRET that chemicals used 
in sunscreens can cause photoal-

lergic (PA) contact reactions in adults. 
However, there’s sparse research on the 
extent to which sunscreen chemicals 
cause PA reactions in children.

With that in mind, researchers from 
the Dermatology Centre at the University 
of Manchester in England assessed the 
frequency of sunscreen PA and contact 
allergy (CA) in children younger than 
18 who’d been examined for potential 
photosensitivity.

The researchers did a retrospective 
analysis of data on 157 children — 69 male, 
88 female — who from 2000 to 2011 had 
undergone photopatch testing for nine 
ultraviolet (UV) filters and for sunscreen 

products. Duplicate series of UV filters and 
the children’s own sunscreen products 
were applied to their back, with readings 
taken at sample removal and at 24 and 48 
hours after UVA exposure of one series.

A total of 10 children (6.4 percent) 
showed positive photopatch responses to 
UV filters and/or their sunscreen products 
(4.5 percent to the former, 5.7 percent to 
the latter). The responsible UV filters most 
often identified were benzophenone-3 
and octyl methoxycinnamate. Also, the 
researchers identified CA reactions in 
nine children (5.7 percent), with 16 chil-
dren (10.2 percent) showing PA and/or CA 
to UV filters and/or sunscreen products.

“Dermatologists should consider that 
photocontact allergy to sunscreens may 
be causing or contributing to the photo-
sensitive symptoms presenting in chil-
dren,” study author Lesley Rhodes, M.D., 
tells Dermatology Times. DT

British Journal of Dermatology
August 2014

Sunscreen allergies contribute 
to photosensitivity in children

onlinelibrary.wiley.com/doi/10.1111/bjd.13003/abstract

A FRENCH research team has issued an 
encouraging report on a cohort of children 

who underwent propranolol therapy for severe 
infantile hemangioma (IH).

Over the past few years, propranolol has 
emerged as the gold-standard treatment for 
IH, despite the fact that there’s relatively little 
data regarding the safety of beta blockers for 
pediatric use.

I n  a n  e f f o r t  t o  p r o v i d e  m o r e  d a t a ,  
researchers from the University of Bordeaux 
and pharma/cosmetics f irm Laboratoire 
Pierre Fabre analyzed the prospective cohort 
of the French compassionate use program 
(CUP) for a new pediatric formulation of oral 
propranolol from 2010 to 2013. The database 
included patients with proliferating IH who 
required systemic therapy. Safety information 
was collected during intake and for two years 
after treatment began.

The CUP included 922 pediatric patients — 
74.9 percent female — with a median age of 114 
days at inclusion. Forty percent of target IH were 
ulcerated, 72.4 percent led to functional impair-
ment and 16.2 percent were life-threatening. The 
median daily propranolol dosage was 2 mg/kg, 
and median exposure duration was 6.5 months. 
Propranolol was discontinued following good 
efficacy in 83.7 percent of the patients.

The researchers found 104 adverse events 
(AE) in 81 patients, with 24 patients (2.6 percent) 
experiencing serious adverse events (SAE). 
The most frequent AE (slightly more than 38 
percent) were respiratory, mainly bronchiolitis 
and bronchitis. Other AE included sleep disor-
ders (24.7 percent), vascular (11.1 percent) with 
hypotension and acrocyanosis, and digestive 
(11.1 percent), mainly diarrhea. Slightly more 
than 41 percent of all SAE were respiratory, with 
16.7 percent metabolic, 12.5 percent cardiovas-
cular and 8.3 percent peripheral vascular. Most 
AE were transient and allowed maintenance or 
reintroduction of propranolol.

According to the study, this first large cohort 
of children tolerated the propranolol treatment 
well. “However,” the authors wrote, “prescribers 
and caretakers must consider carefully the 
potential severe risk of bronchoreactivity during 
bronchial infection, and the risk of hypoglycemia 
in case of low food intake or fasting.” DT

Journal of Investigative Dermatology
September 2014

Researchers report 
positive findings 
about propranolol

www.nature.com/jid/journal/v134/n2s/full/jid2014340a.html

RESULTS of a recent study suggest 
that while cantharidin is safe for 

treating pediatric molluscum conta-
giosum (MC), more research is needed to 
measure its efficacy.

Researchers from the University of 
Miami, Florida, and the University of 
North Carolina, Chapel Hill, conducted 
a placebo-controlled, randomized 
clinical trial to evaluate the safety and 
efficacy of topical cantharidin for treat-
ment of pediatric MC in an ambulatory 
care center. They enrolled 29 patients 
with MC, ages 5 to 10 years, to receive 
treatment with cantharidin or placebo 
over a two-month period.

The study results demonst rated 
complete clearance of all molluscum 
l e s i o n s .  I n  c o n t r a s t  t o  p r e v i o u s  
retrospective observational studies, 
however, the performance of canthar-
idin treatment over two months was 
about the same as that of placebo. 

The authors suggested that a longer 
follow-up period might have identified 
a greater effect of cantharidin.

The patients experienced minimal 
side effects when treated with canthar-
idin.

“ T he mo s t  s i g n i f ic a nt  f i nd i n g 
from our study was prospective data 
showing cantharidin is a safe treatment 
for molluscum,” study author Jacquelyn 
Coloe Dosal, M.D., of the University of 
Miami’s department of dermatology 
and cutaneous surgery, tells Derma-

tolog y Times. “W hile our ef f icac y 
rates were lower than expected, and 
there may be several reasons for this 
including study design, we were able 
to show the safety and tolerability of 
cantharidin.

“This is significant because we are at a 
time when many institutions are having 
difficulty procuring cantharidin due to 
confusing regulations. Having safety 
data is paramount to protect dermatolo-
gists’ access to cantharidin. I continue 
to use cantharidin in my practice as a 
first line treatment for molluscum.” DT

Pediatric Dermatology
July 2014

Jury out on efficacy of cantharidin 
in treating molluscum contagiosum

http://bit.ly/1yimsbj
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OVER THE past few decades, efforts 
to slow the increase in cases of pedi-

atric atopic dermatitis (AD), combined 
with a focus on the health benefits of 
breast-feeding, have led to the question 
of whether breast-feeding can reduce the 
risk of AD.

Researchers Jenny E Murase, M.D. 
of the Universit y of California, San 
Francisco, and Collin M. Blattner, of 
Des Moines University in Iowa, inves-
t igated t he quest ion and repor ted 
the results in the August issue of the 
Journal of the American Academy of 

Dermatology.
They found evidence that breast-

feeding during the first four months of 
life appears to help reduce incidence and 
severity of atopic disease, but that the 
effect appears to be limited to high-risk 
infants, defined as a those who have a 
first-degree relative with AD.

 In addition, there appears to be 
no difference in atopic risk reduction 
between infants exclusively breast-fed for 
six months, as recommended by the World 
Health Organization, and those in whom 

Report looks at links between 
breast-feeding, pediatric AD

www.eblue.org/article/S0190-9622(14)00980-3/abstract

Journal of the American Academy of Dermatology
August 2014

breast-feeding is supplemented with, for 
example, formula.

“There is strong evidence to support 
that breast-feeding during the first four 
months of life results in an approximately 
33 percent reduction in the incidence 
and severity of atopic disease in high-risk 
infants,” Dr. Murase tells Dermatology 

Times. “Mothers can also be reassured 
that they do not have to exclusively breast-
feed to achieve the desired risk reduction, 
since supplementing with formula will not 
lessen the benefit to the baby.”

The authors addressed another issue 
related to breast-feeding: whether antigen 
avoidance during pregnancy and while 
breast-feeding can minimize the baby’s 
risk for developing AD. Citing the results of 
three recent studies, the authors conclude 
that dietary antigen avoidance during 
pregnancy has no effect on the incidence 
of AD during the first 18 months of life. 
Indeed, two of the studies they cite suggest 
that dietary modification during preg-
nancy should not be recommended as it 
may hinder fetal growth and increase the 
risk of prematurity.

“More data are necessary to determine 
the potential adverse effects of maternal 
antigen avoidance during pregnancy on 
gestational weight gain, fetal growth and 
preterm birth,” the authors wrote. DT

WET-WRAP TREATMENT (WWT)

has long been known as an effective 
therapy for children with severe atopic 
dermatitis (AD). But is it more effective 
when used with diluted corticosteroids 
or with emollients?

Researchers from Erasmus University 
Medical Center Rotterdam, Netherlands, 
evaluated the use of WWT with diluted 
corticosteroids in comparison with 
emollient in children with severe AD over 
a four-week schedule during which the 
frequency of corticosteroid applications 
was tapered.

T h e i r  r a n d o m i z e d ,  p l a c e b o -
controlled study involved pediatric 
patients ages 6 months to 10 years with 

Corticosteroids top emollients 
in wet-wrap study

www.jaad.org/article/S0190-9622(14)01029-9/abstract

Journal of the American Academy of Dermatology
June 2014

CHILDHOOD OBESITY is a major—
and well-documented — public-health 

concern in the United States. What isn’t so 
well-known, however, is whether there’s a 
correlation between childhood obesity and 
cutaneous disorders—and, if there is, how 
to best treat them.

With that in mind, researchers affiliated 
with the Kaiser Permanente Northern Cali-
fornia Managed Healthcare System under-
took a study to determine the prevalence 
of various groups of cutaneous disorders 
in obese children and adolescents, and to 
compare the use of dermatology services for 
obese children with those for nonobese kids.

The researchers did a retrospective, popu-
lation-based study involving a total of 248,775 
subjects. The main outcome measures were: 
relative risk of cutaneous disorders associated 
with insulin resistance; androgen excess; 
bacterial and/or fungal infection; viral infec-
tion; inflammation; mechanical changes and 
other skin conditions such as hidradenitis 
and hyperhidrosis. Also measured were the 
subjects’ weight profile (normal, overweight, 
obese) and the number of dermatology visits.

After analyzing the data, the researchers 
found that a greater proportion of insulin-
resistance disorders, bacterial infection, 
fungal infection, inflammatory disorders, 
mechanical changes and other skin condi-
tions were present in obese subjects as 
compared with those who had a normal body 
mass index (BMI). An excess of androgen 
and viral infections were significantly less 
common in obese subjects.

In addition, obese subjects had signifi-
cantly lower odds of having at least one 
dermatology encounter than subjects with 
a normal BMI. Heightened recognition and 
further analysis of adipose tissue as an endo-
crine organ capable of affecting the skin is 
warranted.

“Obesity is a significant issue among 
our pediatric patients — almost one-fifth 
of the children in this cohort were obese,” 
study author Paradi Mirmirani, M.D., tells 
Dermatology Times. “Dermatologists 
should consider excess adipose tissue as 
a powerful endocrine organ capable of 
impacting the skin.” DT

Pediatric Dermatology
March/April 2014

Study finds 
ties between 
childhood obesity, 
skin disorders

onlinelibrary.wiley.com/doi/10.1111/pde.12271/abstract

severe AD. The researchers compared 
WWT with diluted corticosteroids (1:3 
mometasone furoate 0.1 percent oint-
ment and, for the face, 1:19 mometa-
sone f uroate 0.1 percent oint ment 
under a mask) with emollient (petro-
lat um 20 percent in cetomacrogol 
cream). Their goal was to improve 
SCORAD (SCORing Atopic Dermatitis), 
the Patient Oriented Eczema Measure 
and the quality-of-life index.

“WWT with diluted corticosteroids 
acted faster a nd was more ef f ica-
cious than W W T w ith emollients,” 
the authors wrote. “Best results were 
obtained in age groups 6 to 9 years and 
0 to 3 years. The difference in efficacy 
evaluated by objective SCORAD was 
significant at all measuring points. 
This also applied to the quality-of-life 
index.” DT
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Promiseb® CompleteTM

Promiseb® Topical Cream is a nonsteroidal prescription cream indicated to manage and relieve the signs and symptoms of seborrheic dermatitis such 
as scaling, erythema, pruritus, and pain. Promiseb® Topical Cream is contraindicated in persons with a known hypersensitivity to any component of the 
formulation. Promiseb® Topical Cream does not contain milk, wheat, peanut, or animal derivatives. Promiseb® Topical Cream does contain shea butter 
(Butyrospermum parkii), a derivative of shea nut oil (not peanut oil). Patients with a known allergy to nuts or nut oil should consult their physician before 
using this topical preparation. Please see accompanying important safety information and full prescribing information. 
• The use of Promiseb® PlusTM Scalp Wash is contraindicated for patients with a history of hypersensitivity to any of the ingredients.  

Massage gently upon application to loosen and help wash away flakes.

For more information, please visit www.Promiseb.com.

• Promiseb Complete Trial and Savings Program

 –  Initial prescription of Promiseb Complete  

filled at no cost for eligible patients*

 –  Eligible patients will receive up to 5 refills  

for no more than $20 each

 * For a summary of all eligibility requirements, please see back of rebate card available at www.Promiseb.com.

Promiseb® is a registered trademark of Promius Pharma, LLC.                                                                                          ©2014 Promius Pharma, LLC. All rights reserved. 

He lp !

A complete  
regimen  

for seborrheic  
dermatitis

 You  comp l e t e    me
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Product Description: 

Promiseb® Topical Cream is an off-white, steroid-free, 

fragrance-free, water-based emulsion.

Indications for Use: 

Under the supervision of a healthcare professional, 

Promiseb Topical Cream is indicated to manage and 

relieve the signs and symptoms of seborrhea and 

seborrheic dermatitis such as itching, erythema, scaling 

and pain. Promiseb Topical Cream helps to relieve 

dry waxy skin by maintaining a moist wound & skin 

environment, which is beneficial to the healing process.

Directions for Use: 

Apply Promiseb Topical Cream to the affected skin 

areas 2 to 3 times per day (or as needed), and 

massage gently into the skin. If the skin is broken, cover 

Promiseb Topical Cream with  

a dressing of choice.

Ingredients: 

Promiseb Topical Cream is comprised of Purified 

Water, Isohexadecane, Butyrospermum parkii, 

Pentylene glycol, Ethylhexyl palmitate, Cera alba, PEG-

30 Dipolyhydroxystearate, Bisabolol, Polyglyceryl-6 

polyricinoleate, Tocopheryl acetate, Hydrogenated 

castor oil, Acifructol complex, Butylene glycol, 

Magnesium sulfate, Piroctone olamine, Allantoin, 

Magnesium stearate, Disodium EDTA, Vitis vinifera, 

Ascorbyl tetraisopalmitate, Glycyrrhetinic acid, Propyl 

gallate, and Telmesteine.

Caution: 

The use of Promiseb Topical Cream is contraindicated 

in any patient with a known history of hypersensitivity 

to any of the ingredients. Promiseb Topical Cream does 

not contain milk, wheat, peanut or animal derivatives. 

Promiseb Topical Cream does contain shea butter 

(Butyrospermum parkii), a derivative of shea nut oil 

(not peanut oil). Patients with a known allergy to nuts or 

nut oils should consult their physician before using this 

topical preparation.  

How Supplied: 

30 g tube, 67857-803-30

To Open: Puncture seal with pointed end of cap. 

Important: The opening of this product is covered by a 

metal seal. Do not use if seal has been punctured or is 

not visible.

Store at controlled room temperature 68° to 77°F (20° 

to 25°C), excursions permitted between 59° and 86°F 

(15° and 30°C).

Distributed by Promius Pharma, LLC, Bridgewater, NJ 

08807   

Made in Italy

Federal law restricts this device to sale by or on the 

order of a physician or properly licensed practitioner.

R 0209 

150-210

For Topical Dermatological Use Only

For External Use Only 

Rx only
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Children can suffer from excessive sweating

PEDIATRIC patients can present 
w it h hy perhidrosis, and it can 

greatly impair quality of life, according 
to a recently published manuscript that 
discussed special considerations for 
managing hyperhidrosis in children. 
The authors noted that about 1.6 percent 
of adolescents and 0.6 percent of prepu-
bertal children are affected by primary 
hyperhidrosis, and that children who 
experience the disease often experience 
social distress. 

“The implications for children can be 
evidenced in daily activities,” says Adelaide 
A. Hebert M.D., professor of dermatology 
and pediatrics, University of Texas Medical 
School, Houston. “Their hands may be 
sweating, and they cannot participate 
fully in games with other children. The 

derm.theclinics.com/article/S0733-8635(14)00072-2/abstract

affected children may not be able to hold a 
bat to play baseball or have other children 
agree to hold their hands when playing 
ring around the rosy.” Children who have 
plantar hyperhidrosis may not be able to 
wear footwear such as flip-flops because 
their feet slip out of them, Dr. Hebert says.

One of the most common therapies 
to treat pediatric patients with primary, 
focal hyperhidrosis is oral glycopyrro-
late. Patients must continue the therapy,  
otherwise the excessive sweating will 
return, Dr. Hebert says. There may be 
some undesirable side effects with thera-
pies like glycopyrrolate such as constipa-
tion or dry mouth, she notes.

Another option for children with 
plantar and/or palmar hyperhidrosis is 
iontophoresis, which exposes patients to a 
low-level, well-tolerated electrical current 
that lessens the sweating of the palms and 
soles. If children have severe plantar and/
or palmar hyperhidrosis, glycopyrrolate 

tablets may be dropped in the iontopho-
resis trays to increase the robustness of 
therapy, Dr. Hebert says.

If hyperhidrosis is not well-controlled 
in pediatric patients with therapies like 
oral anticholinergics or with iontopho-
resis, clinician may look to botulinum 
toxin injections to manage the condition, 
says Dr. Hebert. Such therapy is consid-
ered off-label. 

Newer treatments such as miraDry 
(Miramar Labs), which uses noninvasive 
microwave technology, was approved 
by the Food and Drug Administration in 
2011 to treat hyperhidrosis. The device, 
however, has not been studied in the pedi-
atric population, Dr. Hebert says.

The disease remains idiopathic, but 
research may lead to newer treatments 
that target the cause of the condition, Dr. 
Hebert says. DT

Read more of this story at:

bit.ly/kids-sweat

Real estate agents affiliated with The Corcoran Group are independent contractor sales associates and are not employees of The Corcoran Group. Equal Housing Opportunity. The Corcoran Group is a licensed real estate broker located at 
660 Madison Ave, NY, NY 10065. All information furnished regarding property for sale or rent or regarding financing is from sources deemed reliable, but Corcoran makes no warranty or representation as to the accuracy thereof. All property 
information is presented subject to errors, omissions, price changes, changed property conditions, and withdrawal of the property from the market, without notice. All dimensions provided are approximate. To obtain exact dimensions, Corcoran 
advises you to hire a qualified architect or engineer.

PREMIER MEDICAL OFFICE SPACE  
ON THE UPPER EAST SIDE FOR LEASE

PARK AVENUE MEDICAL ARTS CENTER

62 East 88th Street  
(Between Park & Madison Avenues)

• Exclusive new medical lobby with high-end finishes
• Space built-to-suit based upon generous work letter
• Parking garage across the street
• Recently renovated common areas
• Unique large block of medical space off of Park Avenue  
• Units ranging from 4,213 to 10,965 SF+/-

MANHATTAN HOUSE

260 East 66th Street  
(Between Second & Third Avenues)

• Fully-built, beautiful medical office with accredited operating room 
• Private entrance on East 66th Street
• Great sunlight from three exposures 
• Close to major transportation with parking on premises
• Currently set up as a dermatology office and aesthetic center
• 6,500 SF+/- with an additional 215 USF storage space

Paul Wexler, Licensed Associate Real Estate Broker

o: 212.836.1075 | plw@corcoran.com
healthcare-properties.com

  

ES505010_DT1014_015.pgs  09.24.2014  22:49    ADV  blackyellowmagentacyan

http://dermatologytimes.modernmedicine.com/
http://derm.theclinics.com/article/S0733-8635%2814%2900072-2/abstract
http://dermatologytimes.modernmedicine.com/dermatology-times/news/pediatric-patients-can-suffer-excessive-sweating
http://www.corcoran.com/nyc/healthcare
mailto:plw@corcoran.com


Novartis Pharmaceuticals Corporation
East Hanover, New Jersey 07936-1080 ©2014 Novartis 5/14 XDP-1301059 

ES502162_DT1014_016_FP.pgs  09.19.2014  23:21    ADV  blackyellowmagentacyan

http://www.psomuchmore.com/index.jsp


References: 1. Data on fi le. Kantar Health 2013. Novartis Pharmaceuticals Corp; 2014. 2. Gupta MA, Gupta AK, Watteel GN. Perceived deprivation 
of social touch in psoriasis is associated with greater psychologic morbidity: an index of the stigma experience in dermatologic disorders. Cutis. 
1998;61(6):339-342. 3. Schmid-Ott G, Jaeger B, Kuensebeck HW, Ott R, Lamprecht F. Dimensions of stigmatization in patients with psoriasis
in a ‘‘Questionnaire on Experience with Skin Complaints.’’ Dermatology. 1996;193(4):304-310. 4. Armstrong AW, Schupp C, Wu J, Bebo B. Quality 
of life and work productivity impairment among psoriasis patients: fi ndings from the National Psoriasis Foundation survey data 2003-2011. 
PLoS One. 2012;7(12):e52935.

IÕM TIRED OF BEING STARED AT. BUT WORSE, 

I DONÕT EVEN WANT TO SEE MYSELF.

Many patients with moderate to severe psoriasis (PsO) 
have trouble expressing how they’re doing. You
probably have patients in your practice who still suffer 
from embarrassment, poor self-image, and social isolation
but aren’t talking to you about it.1-4 

But with just 1 revealing question, you can uncover the 
dissatisfaction your patients may have trouble expressing 
and help make a real difference in managing their PsO.

Find out how you can help at PsOmuchmore.com

MAKE A CONNECTION. MAKE A DIFFERENCE.
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Researchers from Harvard Medical School, 
Boston, compared the efficacy of antibiotics 
and oral contraceptives (OCPs) in managing 
acne. The review of 226 publications included 
32 randomized, controlled trials. At three and 
six months, both antibiotics and OCPs led to a 
greater percent of reduction in inflammatory, 
noninflammatory and total lesions compared to 
placebo. At three months, antibiotics (48 percent) 
outperformed OCPs (37.3 percent) in percent 
reduction of total lesions. At six months, OCPs 
generated a 55 percent total-lesion reduction rate, 
oral antibiotics, 52.8 percent, placebo 28.6 percent.
READ MORE: BIT.LY/OCPSACNE

25

26
Renewed interest in studying AD 
treatments could lead to improved 
quality of life for patients

Clinicians attempt to reduce total 
bioburden in wounds of patients 
with epidermolysis bullosa

SPOTLIGHT ON DERMATITIS

WOUNDCARE IN EB

The study recruited pediatric patients 
from the outpatient dermatology clinics 
of the University of Texas Health Science 

Center, Houston, and Northwestern 
University Feinberg School of Medicine, 
Chicago. Eligible criteria required 
presence of moderate-to-severe AD 
and culture-confirmed Staphylococcus 

aureus colonization of affected skin 
without active infection. Patients were to 
use the gel body wash daily in the bath 
or shower with instructions to lather it 
on and wait one to two minutes before 
rinsing. Existing treatments for atopic 
dermatitis were continued unchanged 
during the six-week study.

Forty patients were enrolled (mean 
age 8.5 years) in the study. Changes in 
the Investigator’s Global Assessment, 
Eczema Area and Severity Index 
score, pruritus visual analogue scale, 
and body surface area of involvement 
were assessed to determine benefit. 
At a follow-up visit after two weeks, 
all of these standard parameters of 
AD severity as well as measures of 
quality of life (Children’s Dermatology 

Denver — Positive results of an open-
label, multicenter trial support the use 
of a gel body wash containing 0.006 
percent sodium hypochlorite (CLn Body 
Wash, Top MD Skin Care) as an adjunct 
in the management of atopic derma-
titis (AD), according to researchers 
who presented their findings at the 
2014 annual meeting of the American 
Academy of Dermatology.

Study: Bleach-based gel wash 
improves atopic dermatitis severity
Cheryl Guttman Krader | Staff Correspondent

“You can overuse 

corticosteroids, but if 

you don’t use them at 

all, it can be very 

dif  cult to keep the 

disease under control.”

Elaine Siegfried, M.D.
St. Louis

On atopic dermatitis 
therapies

See story, page 26

Quotable DTExtra

Pediatric patients with moderate-
to-severe atopic dermatitis and 
culture-confi rmed S. aureus 
colonization achieved signifi cant 
improvements in AD severity 
after daily use of a sodium 
hypochlorite gel body wash.

QUICK READ

A patient with atopic dermatitis of the dorsal hands is shown at baseline (left) and two weeks after 
treatment with sodium hypochlorite wash. (Photos: TopMD Skin Care, Clinical Trial CLN003.7) GEL WASH see page 21
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See brief summary of Prescribing Information on reverse side.
© 2014 Taro Pharmaceuticals U.S.A., Inc.
TaroPharma® and Topicort® are registered trademarks of Taro Pharmaceuticals U.S.A., Inc. AD100-0036 June 2014

Topicort® Topical Spray is a topical corticosteroid indicated for the treatment of plaque psoriasis in patients 18 years of age or older.

Important Safety Information
t���5PQJDPSU¥�5PQJDBM�4QSBZ�JT�B�UPQJDBM�DPSUJDPTUFSPJE�UIBU�IBT�CFFO�TIPXO�UP�TVQQSFTT�UIF�IZQPUIBMBNJD�QJUVJUBSZ�BESFOBM�	)1"
�BYJT�

t����4ZTUFNJD�BCTPSQUJPO�PG�UPQJDBM�DPSUJDPTUFSPJET�DBO�QSPEVDF�SFWFSTJCMF�)1"�BYJT�TVQQSFTTJPO�XJUI�UIF�QPUFOUJBM�GPS�HMVDPDPSUJDPTUFSPJE�JOTVó��DJFODZ��
5IJT�NBZ�PDDVS�EVSJOH�USFBUNFOU�PS�VQPO�XJUIESBXBM�PG�UIF�UPQJDBM�DPSUJDPTUFSPJE�

t����#FDBVTF�PG�UIF�QPUFOUJBM�GPS�TZTUFNJD�BCTPSQUJPO�VTF�PG�UPQJDBM�DPSUJDPTUFSPJET�NBZ�SFRVJSF�UIBU�QBUJFOUT�CF�QFSJPEJDBMMZ�FWBMVBUFE�GPS�)1"�BYJT�TVQQSFTTJPO�

t����-PDBM�BEWFSTF�SFBDUJPOT�NBZ�CF�NPSF�MJLFMZ�UP�PDDVS�XJUI�PDDMVTJWF�VTF�QSPMPOHFE�VTF�PS�VTF�PG�IJHIFS�QPUFODZ�DPSUJDPTUFSPJET��3FBDUJPOT�NBZ�JODMVEF�
BUSPQIZ�TUSJBF�UFMBOHJFDUBTJBT�CVSOJOH�JUDIJOH�JSSJUBUJPO�ESZOFTT�GPMMJDVMJUJT�BDOFJGPSN�FSVQUJPOT�IZQPQJHNFOUBUJPO�QFSJPSBM�EFSNBUJUJT�BMMFSHJD��
DPOUBDU�EFSNBUJUJT�TFDPOEBSZ�JOGFDUJPO�BOE�NJMJBSJB��4PNF�MPDBM�SFBDUJPOT�NBZ�CF�JSSFWFSTJCMF�

t����4BGFUZ�BOE�Fò�FDUJWFOFTT�PG�5PQJDPSU¥�5PQJDBM�4QSBZ�JO�QBUJFOUT�ZPVOHFS�UIBO����ZFBST�PG�BHF�IBWF�OPU�CFFO�TUVEJFE��UIFSFGPSF�VTF�JO�QFEJBUSJD�QBUJFOUT�
is not recommended.

ONE TOUGH SPRAY
A super-potent spray for moderate to severe plaque psoriasis

BASELINE LEG

Erythematous, scaling plaques on anterior left leg. -FTJPOT�EFDSFBTFE�JO�UIJDLOFTT�BOE�TDBMF��

AFTER 4 WEEKS OF TREATMENT 

1BUJFOU�QJDUVSFE�XBT�OPU�B�QBSUJDJQBOU�JO�UIF�1IBTF���DMJOJDBM�TUVEJFT�GPS�5PQJDPSU¥�5PQJDBM�4QSBZ���*OEJWJEVBM�SFTVMUT�NBZ�WBSZ���1IPUPT�BOE�OPUFT�QSPWJEFE�CZ�+��#JLPXTLJ�.�%�1

1. Data on fi le, Taro Pharmaceuticals U.S.A., Inc.
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TOPICORT® (desoximetasone) Topical Spray, 0.25%
3Y�0OMZ

BRIEF SUMMARY
1  INDICATIONS AND USAGE 
Topicort® Topical Spray is a corticosteroid indicated for the treatment of plaque psoriasis in patients 18 years of age 
or older.

4  CONTRAINDICATIONS
None  

5  WARNINGS AND PRECAUTIONS
5.1 Efect on Endocrine System
Topicort®�5PQJDBM�4QSBZ�JT�B�UPQJDBM�DPSUJDPTUFSPJE�UIBU�IBT�CFFO�TIPXO�UP�TVQQSFTT�UIF�IZQPUIBMBNJD�QJUVJUBSZ�
BESFOBM�	)1"
�BYJT��

4ZTUFNJD�BCTPSQUJPO�PG�UPQJDBM�DPSUJDPTUFSPJET�DBO�QSPEVDF�SFWFSTJCMF�)1"�BYJT�TVQQSFTTJPO�XJUI�UIF�QPUFOUJBM�
GPS�HMVDPDPSUJDPTUFSPJE�JOTVóDJFODZ��5IJT�NBZ�PDDVS�EVSJOH�USFBUNFOU�PS�VQPO�XJUIESBXBM�PG�UIF�UPQJDBM�
corticosteroid.

*O�B�TUVEZ�JODMVEJOH����FWBMVBCMF�TVCKFDUT����ZFBST�PG�BHF�PS�PMEFS�XJUI�NPEFSBUF�UP�TFWFSF�QMBRVF�QTPSJBTJT�
BESFOBM�TVQQSFTTJPO�XBT�JEFOUJöFE�JO���PVU�PG����TVCKFDUT�IBWJOH�JOWPMWFNFOU�PG��������PG�CPEZ�TVSGBDF�BSFB�
	#4"
�BOE���PVU�PG���TVCKFDUT�IBWJOH�JOWPMWFNFOU�PG������PG�#4"�BGUFS�USFBUNFOU�XJUI�5PQJDPSU® Topical Spray 
UXJDF�B�EBZ�GPS����EBZT��<see Clinical Pharmacology (12.2)]

#FDBVTF�PG�UIF�QPUFOUJBM�GPS�TZTUFNJD�BCTPSQUJPO�VTF�PG�UPQJDBM�DPSUJDPTUFSPJET�NBZ�SFRVJSF�UIBU�QBUJFOUT�CF�
QFSJPEJDBMMZ�FWBMVBUFE�GPS�)1"�BYJT�TVQQSFTTJPO��'BDUPST�UIBU�QSFEJTQPTF�B�QBUJFOU�VTJOH�B�UPQJDBM�DPSUJDPTUFSPJE�UP�
)1"�BYJT�TVQQSFTTJPO�JODMVEF�UIF�VTF�PG�IJHI�QPUFODZ�TUFSPJET�MBSHFS�USFBUNFOU�TVSGBDF�BSFBT�QSPMPOHFE�VTF�VTF�
PG�PDDMVTJWF�ESFTTJOHT�BMUFSFE�TLJO�CBSSJFS�MJWFS�GBJMVSF�BOE�ZPVOH�BHF�

"O�"$5)�TUJNVMBUJPO�UFTU�NBZ�CF�IFMQGVM�JO�FWBMVBUJOH�QBUJFOUT�GPS�)1"�BYJT�TVQQSFTTJPO��

*G�)1"�BYJT�TVQQSFTTJPO�JT�EPDVNFOUFE�BO�BUUFNQU�TIPVME�CF�NBEF�UP�HSBEVBMMZ�XJUIESBX�UIF�ESVH�UP�SFEVDF�UIF�
GSFRVFODZ�PG�BQQMJDBUJPO�PS�UP�TVCTUJUVUF�B�MFTT�QPUFOU�TUFSPJE��.BOJGFTUBUJPOT�PG�BESFOBM�JOTVóDJFODZ�NBZ�SFRVJSF�
TVQQMFNFOUBM�TZTUFNJD�DPSUJDPTUFSPJET��3FDPWFSZ�PG�)1"�BYJT�GVODUJPO�JT�HFOFSBMMZ�QSPNQU�BOE�DPNQMFUF�VQPO�
discontinuation of topical corticosteroids. 

$VTIJOH�T�TZOESPNF�IZQFSHMZDFNJB�BOE�VONBTLJOH�PG�MBUFOU�EJBCFUFT�NFMMJUVT�DBO�BMTP�SFTVMU�GSPN�TZTUFNJD�
BCTPSQUJPO�PG�UPQJDBM�DPSUJDPTUFSPJET�
Use of more than one corticosteroid-containing product at the same time may increase the total systemic 
DPSUJDPTUFSPJE�FYQPTVSF�� 
1FEJBUSJD�QBUJFOUT�NBZ�CF�NPSF�TVTDFQUJCMF�UP�TZTUFNJD�UPYJDJUZ�GSPN�VTF�PG�UPQJDBM�DPSUJDPTUFSPJET��<see Use in 
Specifc Populations (8.4)]

5.2 Local Adverse Reactions with Topical Corticosteroids
-PDBM�BEWFSTF�SFBDUJPOT�NBZ�CF�NPSF�MJLFMZ�UP�PDDVS�XJUI�PDDMVTJWF�VTF�QSPMPOHFE�VTF�PS�VTF�PG�IJHIFS�QPUFODZ�
DPSUJDPTUFSPJET���3FBDUJPOT�NBZ�JODMVEF�BUSPQIZ�TUSJBF�UFMBOHJFDUBTJBT�CVSOJOH�JUDIJOH�JSSJUBUJPO�ESZOFTT�
folliculitis, acneiform eruptions, hypopigmentation, perioral dermatitis, allergic contact dermatitis, secondary 
JOGFDUJPO�BOE�NJMJBSJB���4PNF�MPDBM�BEWFSTF�SFBDUJPOT�NBZ�CF�JSSFWFSTJCMF�

5.3 Allergic Contact Dermatitis with Topical Corticosteroids
"MMFSHJD�DPOUBDU�EFSNBUJUJT�UP�BOZ�DPNQPOFOU�PG�UPQJDBM�DPSUJDPTUFSPJET�JT�VTVBMMZ�EJBHOPTFE�CZ�B�GBJMVSF�UP�IFBM�
SBUIFS�UIBO�B�DMJOJDBM�FYBDFSCBUJPO��$MJOJDBM�EJBHOPTJT�PG�BMMFSHJD�DPOUBDU�EFSNBUJUJT�DBO�CF�DPOöSNFE�CZ�QBUDI�
testing.

5.4 Concomitant Skin Infections
$PODPNJUBOU�TLJO�JOGFDUJPOT�TIPVME�CF�USFBUFE�XJUI�BO�BQQSPQSJBUF�BOUJNJDSPCJBM�BHFOU�
If the infection persists, Topicort®�5PQJDBM�4QSBZ�TIPVME�CF�EJTDPOUJOVFE�VOUJM�UIF�JOGFDUJPO�IBT�CFFO� 
adequately treated.

5.5 Flammable Contents
Topicort®�5PQJDBM�4QSBZ�JT�øBNNBCMF��LFFQ�BXBZ�GSPN�IFBU�PS�øBNF��

ADVERSE REACTIONS
6.1 Clinical Trials Experience
#FDBVTF�DMJOJDBM�USJBMT�BSF�DPOEVDUFE�VOEFS�XJEFMZ�WBSZJOH�DPOEJUJPOT�BEWFSTF�SFBDUJPO�SBUFT�PCTFSWFE�JO�UIF�
DMJOJDBM�USJBMT�PG�B�ESVH�DBOOPU�CF�EJSFDUMZ�DPNQBSFE�UP�SBUFT�JO�UIF�DMJOJDBM�USJBMT�PG�BOPUIFS�ESVH�BOE�NBZ�OPU�
SFøFDU�UIF�SBUFT�PCTFSWFE�JO�QSBDUJDF�

*O�SBOEPNJ[FE�NVMUJDFOUFS�QSPTQFDUJWF�WFIJDMF�DPOUSPMMFE�DMJOJDBM�USJBMT�TVCKFDUT�XJUI�NPEFSBUF�UP�TFWFSF�QMBRVF�
QTPSJBTJT�PG�UIF�CPEZ�BQQMJFE�5PQJDPSU®�5PQJDBM�4QSBZ�PS�WFIJDMF�TQSBZ�UXJDF�EBJMZ�GPS���XFFLT��"�UPUBM�PG�����TVCKFDUT�
applied Topicort® Topical Spray.

"EWFSTF�SFBDUJPOT�UIBU�PDDVSSFE�JO�Ż����PG�TVCKFDUT�USFBUFE�XJUI�5PQJDPSU®�5PQJDBM�4QSBZ�XFSF�BQQMJDBUJPO�TJUF�
ESZOFTT�	����
�BQQMJDBUJPO�TJUF�JSSJUBUJPO�	����
�BOE�BQQMJDBUJPO�TJUF�QSVSJUVT�	����
�

"OPUIFS�MFTT�DPNNPO�BEWFSTF�SFBDUJPO�	����CVU������
�XBT�GPMMJDVMJUJT���

Table 1. Number (%) of Subjects with Adverse Reactions Occurring in ≥ 1%

Topicort® Topical Spray,  
������C�J�E��	/������


7FIJDMF�TQSBZ�C�J�E�
�	/������


/VNCFS�PG�4VCKFDUT�XJUI� 
"EWFSTF�3FBDUJPOT

���	����
 ���	�����


Application site dryness ��	����
 ��	����


Application site irritation ��	����
 ��	����


Application site pruritus ��	����
 ��	����


8  USE IN SPECIFIC POPULATIONS
8.1 Pregnancy
5FSBUPHFOJD�&òFDUT��1SFHOBODZ�$BUFHPSZ�$
5IFSF�BSF�OP�BEFRVBUF�BOE�XFMM�DPOUSPMMFE�TUVEJFT�JO�QSFHOBOU�XPNFO��5PQJDPSU®�5PQJDBM�4QSBZ�TIPVME�CF�VTFE�
EVSJOH�QSFHOBODZ�POMZ�JG�UIF�QPUFOUJBM�CFOFöU�KVTUJöFT�UIF�QPUFOUJBM�SJTL�UP�UIF�GFUVT�

$PSUJDPTUFSPJET�IBWF�CFFO�TIPXO�UP�CF�UFSBUPHFOJD�JO�MBCPSBUPSZ�BOJNBMT�XIFO�BENJOJTUFSFE�TZTUFNJDBMMZ�BU�
SFMBUJWFMZ�MPX�EPTBHF�MFWFMT���

%FTPYJNFUBTPOF�IBT�CFFO�TIPXO�UP�CF�UFSBUPHFOJD�BOE�FNCSZPUPYJD�JO�NJDF�SBUT�BOE�SBCCJUT�XIFO�HJWFO�CZ�
TVCDVUBOFPVT�PS�EFSNBM�SPVUFT�PG�BENJOJTUSBUJPO�BU�EPTFT���UP����UJNFT�UIF�IVNBO�EPTF�PG�5PQJDPSU® Topical Spray 
CBTFE�PO�B�CPEZ�TVSGBDF�BSFB�DPNQBSJTPO�

8.3 Nursing Mothers
4ZTUFNJDBMMZ�BENJOJTUFSFE�DPSUJDPTUFSPJET�BQQFBS�JO�IVNBO�NJML�BOE�DPVME�TVQQSFTT�HSPXUI�JOUFSGFSF�XJUI�
FOEPHFOPVT�DPSUJDPTUFSPJE�QSPEVDUJPO�PS�DBVTF�PUIFS�VOUPXBSE�FòFDUT��*U�JT�OPU�LOPXO�XIFUIFS�UPQJDBM�
BENJOJTUSBUJPO�PG�DPSUJDPTUFSPJET�DPVME�SFTVMU�JO�TVóDJFOU�TZTUFNJD�BCTPSQUJPO�UP�QSPEVDF�EFUFDUBCMF�RVBOUJUJFT�JO�
CSFBTU�NJML��#FDBVTF�NBOZ�ESVHT�BSF�FYDSFUFE�JO�IVNBO�NJML�DBVUJPO�TIPVME�CF�FYFSDJTFE�XIFO�5PQJDPSU® Topical 
4QSBZ�JT�BENJOJTUFSFE�UP�B�OVSTJOH�XPNBO�

If used during lactation, Topicort®�5PQJDBM�4QSBZ�TIPVME�OPU�CF�BQQMJFE�PO�UIF�DIFTU�UP�BWPJE�BDDJEFOUBM�JOHFTUJPO�
CZ�UIF�JOGBOU�

8.4 Pediatric Use
4BGFUZ�BOE�FòFDUJWFOFTT�PG�5PQJDPSU®�5PQJDBM�4QSBZ�JO�QBUJFOUT�ZPVOHFS�UIBO����ZFBST�PG�BHF�IBWF�OPU�CFFO�TUVEJFE��
UIFSFGPSF�VTF�JO�QFEJBUSJD�QBUJFOUT�JT�OPU�SFDPNNFOEFE��#FDBVTF�PG�B�IJHIFS�SBUJP�PG�TLJO�TVSGBDF�BSFB�UP�CPEZ�
NBTT�QFEJBUSJD�QBUJFOUT�BSF�BU�B�HSFBUFS�SJTL�UIBO�BEVMUT�PG�)1"�BYJT�TVQQSFTTJPO�BOE�$VTIJOH�T�TZOESPNF�XIFO�
UIFZ�BSF�USFBUFE�XJUI�UPQJDBM�DPSUJDPTUFSPJET��5IFZ�BSF�UIFSFGPSF�BU�HSFBUFS�SJTL�PG�BESFOBM�JOTVóDJFODZ�EVSJOH�BOE�
PS�BGUFS�XJUIESBXBM�PG�USFBUNFOU��"EWFSTF�FòFDUT�JODMVEJOH�TUSJBF�IBWF�CFFO�SFQPSUFE�XJUI�JOBQQSPQSJBUF�VTF�PG�
UPQJDBM�DPSUJDPTUFSPJET�JO�JOGBOUT�BOE�DIJMESFO��<see Warnings and Precautions (5.1)]  
)1"�BYJT�TVQQSFTTJPO�$VTIJOH�T�TZOESPNF�MJOFBS�HSPXUI�SFUBSEBUJPO�EFMBZFE�XFJHIU�HBJO�BOE�JOUSBDSBOJBM�
IZQFSUFOTJPO�IBWF�CFFO�SFQPSUFE�JO�DIJMESFO�SFDFJWJOH�UPQJDBM�DPSUJDPTUFSPJET��.BOJGFTUBUJPOT�PG�BESFOBM�
TVQQSFTTJPO�JO�DIJMESFO�JODMVEF�MPX�QMBTNB�DPSUJTPM�MFWFMT�BOE�BCTFODF�PG�SFTQPOTF�UP�"$5)�TUJNVMBUJPO��
.BOJGFTUBUJPOT�PG�JOUSBDSBOJBM�IZQFSUFOTJPO�JODMVEF�CVMHJOH�GPOUBOFMMFT�IFBEBDIFT�BOE�CJMBUFSBM�QBQJMMFEFNB��
<see Warnings and Precautions (5.1)] 

8.5 Geriatric Use
Clinical studies of Topicort®�5PQJDBM�4QSBZ�EJE�OPU�JODMVEF�TVóDJFOU�OVNCFST�PG�TVCKFDUT�BHFE����ZFBST�BOE�PWFS�
UP�EFUFSNJOF�XIFUIFS�UIFZ�SFTQPOE�EJòFSFOUMZ�GSPN�ZPVOHFS�TVCKFDUT��0UIFS�SFQPSUFE�DMJOJDBM�FYQFSJFODF�IBT�
OPU�JEFOUJöFE�EJòFSFODFT�JO�SFTQPOTFT�CFUXFFO�UIF�FMEFSMZ�BOE�ZPVOHFS�QBUJFOUT��*O�HFOFSBM�EPTF�TFMFDUJPO�GPS�
BO�FMEFSMZ�QBUJFOU�TIPVME�CF�DBVUJPVT�VTVBMMZ�TUBSUJOH�BU�UIF�MPX�FOE�PG�UIF�EPTJOH�SBOHF�SFøFDUJOH�UIF�HSFBUFS�
frequency of decreased hepatic, renal, or cardiac function, and of concomitant disease or other drug therapy.

10  OVERDOSAGE
Topicort®�5PQJDBM�4QSBZ�DBO�CF�BCTPSCFE�JO�TVóDJFOU�BNPVOUT�UP�QSPEVDF�TZTUFNJD�FòFDUT��<see Warnings and 
Precautions (5.1)]

17  PATIENT COUNSELING INFORMATION
4FF�'%"�BQQSPWFE�QBUJFOU�MBCFMJOH�	1BUJFOU�*OGPSNBUJPO�BOE�*OTUSVDUJPOT�GPS�6TF


*OGPSN�QBUJFOUT�PG�UIF�GPMMPXJOH�
t� 6TF�UIJT�NFEJDBUJPO�BT�EJSFDUFE�CZ�UIF�QIZTJDJBO��
t� 5PQJDPSU®�5PQJDBM�4QSBZ�JT�GPS�FYUFSOBM�VTF�POMZ��"WPJE�VTF�PO�UIF�GBDF�BYJMMB�PS�HSPJO�
t� %P�OPU�VTF�UIJT�NFEJDBUJPO�GPS�BOZ�EJTPSEFS�PUIFS�UIBO�UIBU�GPS�XIJDI�JU�XBT�QSFTDSJCFE�
t� %P�OPU�CBOEBHF�PS�PUIFSXJTF�DPWFS�PS�XSBQ�UIF�USFBUFE�TLJO�TP�BT�UP�CF�PDDMVTJWF�
t� 3FQPSU�BOZ�TJHOT�PG�MPDBM�PS�TZTUFNJD�BEWFSTF�SFBDUJPOT�UP�UIF�QIZTJDJBO�
t� �%P�OPU�VTF�PUIFS�DPSUJDPTUFSPJE�DPOUBJOJOH�QSPEVDUT�XJUI�5PQJDPSU®�5PQJDBM�4QSBZ�XJUIPVU�öSTU�DPOTVMUJOH�XJUI�

the physician.
t� �%JTDPOUJOVF�UIFSBQZ�XIFO�DPOUSPM�JT�BDIJFWFE��*G�OP�JNQSPWFNFOU�JT�TFFO�XJUIJO���XFFLT�DPOUBDU� 

the physician.
t� 5IJT�NFEJDBUJPO�JT�øBNNBCMF��BWPJE�IFBU�øBNF�PS�TNPLJOH�XIFO�BQQMZJOH�UIJT�QSPEVDU�
t� %JTDBSE�UIJT�QSPEVDU����EBZT�BGUFS�EJTQFOTFE�CZ�QIBSNBDJTU�

.GE��CZ��5BSP�1IBSNBDFVUJDBMT�*OD��#SBNQUPO�0OUBSJP�$BOBEB�-�5��$�
%JTU��CZ��5BSP1IBSNB®�B�EJWJTJPO�PG�5BSP�1IBSNBDFVUJDBMT�6�4�"��*OD��)BXUIPSOF�/:������
3FWJTFE��"QSJM�����
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Life Quality Index and Family 
Dermatolog y Life Qualit y 
Index) showed statistically 
signif icant improvements 
from baseline.

Further benefit was observed 
at the six-week follow-up. At 
study completion, scores for all 
of the endpoints had improved 
by between 34 and 44 percent 
from baseline. In addition, the 
product was well-received, 
particularly by patients who 
were poorly compliant with 
previous recommendations on using 
bleach baths, researchers noted.

MAINTAINING DISEASE CONTROL

“We established in a prev ious 
randomized, double-blind study (Huang 
JT, et al. Pediatrics. 2009;123(5):e808-
e814) that dilute bleach baths can be 
very helpful in decreasing the severity 
of AD in patients with clinical signs 

of secondary bacterial infec-
tions, and this modality has 
become an important part of 
our recommended strategy for 
maintaining disease control,” 
says Amy S. Paller, M.D., 
principal investigator and Chair 
and Walter J. Hamlin Professor 
of Dermatology, Northwestern 
University Feinberg School of 
Medicine, Chicago. “However, 
not al l households have 
bathtubs, and not everyone likes 
to take baths. In particular, older 

children, teens, and adults generally 
prefer showering over baths.”

The study results reflect findings from 
another, smaller trial, Dr. Paller says.

“The positive results of our study are 
consistent with those from a previous 
smaller open-label trial conducted 
by Fred Ghali, M.D., and colleagues 
(Ryan C, et al. Pediatr Dermatol. 
2013;30(3):308-315), and together they 
indicate the sodium hypochlorite 
body wash offers a convenient alter-
native for extending the benefits of 
bleach baths to a broader population,” 
she says. 

Dr. Paller notes that when the 
body wash is diluted with water 
for lathering, the concentration of 
sodium hypochlorite on exposed 
skin is similar to that achieved in a 
commonly recommended regimen 
for preparing a dilute bleach bath 
(one-fourth cup household bleach per 
half tub of water).

ADJUNCTIVE CARE

F u r t h e r  r e s e a r c h  i s  n e e d e d  
to deter m i ne t he u nderl y i ng 
mechanism(s) for the benefits of topical 
sodium hypochlorite in patients with 
atopic dermatitis.

“In addition to being antimicrobial, 
a recently published paper describing 
results from a series of preclinical studies 
indicates that sodium hypochlorite has 
anti-inflammatory effects mediated by 
modulation of nuclear factor-kappaB 
signaling (Leung TH, et al. J Clin Invest. 
2013(12):5361-5370),” Dr. Paller says.

Dr. Paller reiterates that the role 
of dilute bleach baths or use of the 
sodium hypochlorite body wash in 
AD patient management is as an 
adjunct in maintenance care for 
certain patients.

“The skin of most patients with 
AD is colonized with S. aureus, but 
bleach can be especially helpful for 
those who have a tendency to develop 
infections or crusting in areas prone 
to scratching. The body wash or dilute 
bleach baths are important as mainte-
nance therapy rather than just for 
acute flares,” Dr. Paller says. DT

Disclosures: Top MD Skin Care provided funding for 

the research. Dr. Paller reports no other relevant 

financial interests.

GEL WASH:
Daily use of sodium hypochlorite gel body wash signif cantly improved AD severity from page 18

“Sodium 
hypochlorite 
body wash offers 
a convenient 
alternative for 
extending the 
benefits of bleach 
baths to a broader 
population.”
Amy Paller, M.D.

Chicago

“Bleach can be 
especially helpful 
for those who 
have a tendency to 
develop infections 
or crusting in areas 
prone to scratching.”
Amy Paller, M.D.

Chicago

voice of the dermatologist

“For most kids with atopic dermatitis, nighttime 
is the worst. They have trouble falling asleep, 
and if they fall asleep, they sleep miserably.”

Amy Paller, M.D.
See story, page 26

33-44
P E R C E N T

Improvement 
from baseline 
in scores for 
all endpoints

ES501967_DT1014_021.pgs  09.19.2014  04:31    ADV  blackyellowmagentacyan

http://dermatologytimes.modernmedicine.com/


WHEN IT’S TIME TO MANAGE THE CHALLENGES        

IMPORTANT SAFETY INFORMATION

CONTRAINDICATIONS

VALCHLOR is contraindicated in patients with known severe hypersensitivity to mechlorethamine. Hypersensitivity reactions, 

including anaphylaxis, have occurred with topical formulations of mechlorethamine.

WARNINGS AND PRECAUTIONS

•   Mucosal or eye injury: Exposure of mucous membranes to mechlorethamine such as the oral mucosa or nasal mucosa 

causes pain, redness, and ulceration, which may be severe. Exposure of the eyes causes pain, burns, inf ammation, 

photophobia, and blurred vision. Blindness and severe irreversible anterior eye injury may occur. Should eye exposure or 

mucosal contact occur, immediately irrigate for at least 15 minutes with copious amounts of water, followed by immediate 

medical consultation

•   Secondary exposure: Avoid direct skin contact with VALCHLOR in individuals other than the patients due to risk of 

dermatitis, mucosal injury, and secondary cancers

•   Dermatitis: Dermatitis may be moderately severe or severe. Monitor patients for redness, swelling, inf ammation, 

itchiness, blisters, ulceration, and secondary skin infections. Stop treatment with VALCHLOR or reduce dose frequency

•   Non-melanoma skin cancer: Monitor patients during and after treatment with VALCHLOR

•   Embryo-fetal toxicity: Women should avoid becoming pregnant while using VALCHLOR due to the potential 

hazard to the fetus. For nursing mothers, discontinue use of VALCHLOR or nursing

•   Flammable gel: VALCHLOR is an alcohol-based gel. Avoid f re, f ame, and smoking until the gel has dried

VALCHLOR® (mechlorethamine) gel is an alkylating drug indicated for the topical 

treatment of Stage IA and IB mycosis fungoides–type cutaneous T-cell lymphoma 

(MF-CTCL) in patients who have received prior skin-directed therapy

VALCHLOR  

Please see additional Important Safety Information on adjacent page.
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     OF STAGE IA AND IB MF-CTCL

VALCHLOR® and VALCHLOR Support™ are trademarks of Actelion Pharmaceuticals Ltd.

© 2014 Actelion Pharmaceuticals US, Inc. All rights reserved. VAL-00132 0814

DOSING AND APPLICATION

VALCHLOR is for topical dermatological use only. Apply a thin f lm of gel once daily to affected areas of the skin. VALCHLOR is a 

cytotoxic drug and special handling and disposal procedures should be followed during use. Caregivers must wear disposable 

nitrile gloves when applying VALCHLOR. Patients and caregivers must wash hands thoroughly after handling or applying VALCHLOR.

ADVERSE REACTIONS

The most common adverse reactions (≥5%) were dermatitis (56%), pruritus (20%), bacterial skin infection (11%), skin ulceration 

or blistering (6%), and skin hyperpigmentation (5%). These reactions may be moderately severe or severe. Elderly patients aged 65 

and older may be more susceptible. Depending on severity, treatment reduction, suspension, or discontinuation may be required.

To report SUSPECTED ADVERSE REACTIONS, contact Actelion Pharmaceuticals US, Inc., at 1-855-4-VALCHLOR 

(1-855-482-5245) or FDA at 1-800-FDA-1088 or visit www.fda.gov/medwatch.

Please see Brief Summary of Prescribing Information on adjacent page.

REFERENCE: 1. VALCHLOR [package insert]. South San Francisco, CA: Actelion Pharmaceuticals US, Inc.; 2013. 

The fi rst and only FDA-approved topical formulation
of mechlorethamine (commonly known as nitrogen mustard)
• Proven efB cacy in a 12-month study1

• Once-daily gel (special handling and disposal procedures should be followed)

• Dependable formulation manufactured with consistent quality and potency

• Comprehensive resources provided by VALCHLOR Support™

For more information, including how to prescribe, visit www.valchlor.com 
or call 1-855-4-VALCHLOR (1-855-482-5245).

IS ON IT

A great idea fi nally gels
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VALCHLOR® (mechlorethamine) gel, 0.016%
For Topical Dermatological Use Only 

BRIEF SUMMARY OF FULL PRESCRIBING INFORMATION

This brief summary does not include all the information needed to use VALCHLOR safely and  
effectively. See Full Prescribing Information for VALCHLOR. 

• INDICATIONS AND USAGE

VALCHLOR is an alkylating drug indicated for the topical treatment of Stage IA and IB 
mycosis fungoides-type cutaneous T-cell lymphoma in patients who have received prior 
skin-directed therapy.

• CONTRAINDICATIONS

The use of VALCHLOR is contraindicated in patients with known severe hypersensitivity 
to mechlorethamine. Hypersensitivity reactions, including anaphylaxis, have occurred 
with topical formulations of mechlorethamine. 

• WARNINGS AND PRECAUTIONS

>> Mucosal or Eye Injury

Exposure of the eyes to mechlorethamine causes pain, burns, inflammation, 
photophobia, and blurred vision. Blindness and severe irreversible anterior eye  
injury may occur. Advise patients that if eye exposure occurs, (1) immediately 
irrigate for at least 15 minutes with copious amounts of water, normal saline, or a 
balanced salt ophthalmic irrigating solution and (2) obtain immediate medical care 
(including ophthalmologic consultation).

Exposure of mucous membranes such as the oral mucosa or nasal mucosa causes 
pain, redness, and ulceration, which may be severe. Should mucosal contact  
occur, immediately irrigate for at least 15 minutes with copious amounts of water, 
followed by immediate medical consultation.

>> Secondary Exposure to VALCHLOR

Avoid direct skin contact with VALCHLOR in individuals other than the patient.  
Risks of secondary exposure include dermatitis, mucosal injury, and secondary 
cancers. Follow recommended application instructions to prevent secondary 
exposure.

>> Dermatitis

The most common adverse reaction was dermatitis, which occurred in 56% of the 
patients. Dermatitis was moderately severe or severe in 23% of patients. Monitor 
patients for redness, swelling, inflammation, itchiness, blisters, ulceration, and 
secondary skin infections. The face, genitalia, anus, and intertriginous skin are at 
increased risk of dermatitis. Follow dose modification instructions for dermatitis.

>> Non-Melanoma Skin Cancer

Four percent (4%, 11/255) of patients developed a non-melanoma skin cancer  
during the clinical trial or during one year of post-treatment follow-up: 2%  
(3/128) of patients receiving VALCHLOR and 6% (8/127) of patients receiving  
the mechlorethamine ointment comparator. Some of these non-melanoma skin 
cancers occurred in patients who had received prior therapies known to cause non-
melanoma skin cancer. Monitor patients for non-melanoma skin cancers during  
and after treatment with VALCHLOR. Non-melanoma skin cancer may occur on  
any area of the skin, including untreated areas. 

>> Embryo-fetal Toxicity

Based on its mechanism of action, case reports in humans, and findings in  
animals, VALCHLOR can cause fetal harm when administered to a pregnant  
woman. There are case reports of children born with malformations in pregnant 
women systemically administered mechlorethamine. Mechlorethamine was 
teratogenic and embryo-lethal after a single subcutaneous administration to  
animals. Advise women to avoid becoming pregnant while using VALCHLOR. If  
this drug is used during pregnancy or if the patient becomes pregnant while taking 
this drug, the patient should be apprised of the potential hazard to a fetus.

>> Flammable Gel

Alcohol-based products, including VALCHLOR, are flammable. Follow 
recommended application instructions.  

• ADVERSE REACTIONS

In a randomized, observer-blinded, controlled trial, VALCHLOR 0.016% (equivalent to  
0.02% mechlorethamine HCl) was compared to an Aquaphor®-based mechlorethamine  
HCl 0.02% ointment (Comparator). The maximum duration of treatment was 12 
months. Sixty-three percent (63%) of patients in the VALCHLOR arm and 67% in the 
comparator arm completed 12 months of treatment.

The body system associated with the most frequent adverse reactions was skin and 
subcutaneous tissue disorders. The most common adverse reactions (occurring in at 
least 5% of the patients) are shown in Table 1. 

Table 1. Most Commonly Reported (≥5%) Cutaneous Adverse Reactions

VALCHLOR
N=128

% of patients

Comparator
N=127

% of patients

Any Grade
 Moderately-

Severe or Severe
Any Grade

 Moderately-
Severe or Severe

Dermatitis 56 23 58 17

Pruritus 20 4 16 2

Bacterial skin infection 11 2 9 2

Skin ulceration or blistering 6 3 5 2

Skin hyperpigmentation 5 0 7 0

In the clinical trial, moderately-severe to severe skin-related adverse events were 
managed with treatment reduction, suspension, or discontinuation. Discontinuations 
due to adverse reactions occurred in 22% of patients treated with VALCHLOR and 
18% of patients treated with the comparator. Sixty-seven percent (67%) of the 
discontinuations for adverse reactions occurred within the first 90 days of treatment. 
Temporary treatment suspension occurred in 34% of patients treated with VALCHLOR 
and 20% of patients treated with the comparator. Reductions in dosing frequency 
occurred in 23% of patients treated with VALCHLOR and 12% of patients treated with 
the comparator.

Reductions in hemoglobin, neutrophil count, or platelet count occurred in 13% of 
patients treated with VALCHLOR and 17% treated with Comparator. 

• DRUG INTERACTIONS

No drug interaction studies have been performed with VALCHLOR. Systemic exposure 
has not been observed with topical administration of VALCHLOR; therefore, systemic 
drug interactions are not likely.

• USE IN SPECIFIC POPULATIONS

>> Pregnancy

 Pregnancy Category D 

 Risk Summary

Mechlorethamine can cause fetal harm when administered to a pregnant woman. 
There are case reports of children born with malformations to pregnant women 
systemically administered mechlorethamine. Mechlorethamine was teratogenic 
in animals after a single subcutaneous administration. If this drug is used during 
pregnancy or if the patient becomes pregnant while taking this drug, the patient 
should be apprised of the potential hazard to a fetus. 

 Animal Data

Mechlorethamine caused fetal malformations in the rat and ferret when given  
as single subcutaneous injections of 1 mg/kg. Other findings in animals  
included embryolethality and growth retardation when administered as a single 
subcutaneous injection.

>> Nursing Mothers

It is not known if mechlorethamine is excreted in human milk. Due to the potential  
for topical or systemic exposure to VALCHLOR through exposure to the mother’s 
skin, a decision should be made whether to discontinue nursing or the drug, taking 
into account the importance of the drug to the mother.

>> Pediatric Use 

Safety and effectiveness in pediatric patients have not been established. 

>> Geriatric Use

A total of 79 patients age 65 and older (31% of the clinical trial population) were 
treated with either VALCHLOR or the comparator in the clinical trial. Forty-four 
percent (44%) of patients age 65 or older treated with VALCHLOR achieved a 
Composite Assessment of Index Lesion Severity (CAILS) response compared to  
66% of patients below the age of 65. Seventy percent (70%) of patients age 65 and 
older experienced cutaneous adverse reactions and 38% discontinued treatment  
due to adverse reactions, compared to 58% and 14% in patients below the age  
of 65, respectively. Similar differences in discontinuation rates between age 
subgroups were observed in the comparator group. 

Manufactured for: 
Actelion Pharmaceuticals US, Inc.
South San Francisco, CA 94080, USA

© 2014 Actelion Pharmaceuticals US, Inc. All rights reserved.  
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ES502134_DT1014_024_FP.pgs  09.19.2014  23:19    ADV  black

http://www.actelion.com/en/index.page
http://www.valchlor.com/


CLINICALDERMATOLOGY
25

OCTOBER 2014  ∕  DERMATOLOGYTIMES.COM

Toronto — It’s advisable for clini-
cians to release the fluid in blisters that 
develop in children with epidermolysis 
bullosa (EB), but they should aim to 
keep the roof of the blister intact, an 
expert recommends.

“You want to release the fluid, but the 
roof of the blister serves as a biological 
membrane,” says Elena Pope, M.D., 
M.Sc., F.R.C.P.C., head of the section 
of dermatology, Division of Pediatric 
Medicine, Hospital for Sick Children in 
Toronto. She is also associate professor, 
department of paediatrics, University of 
Toronto. Dr. Pope spoke at a pediatric 
wound symposium organized through 
the Hospital for Sick Children.

Woundcare in EB — a cluster of 
genetic conditions causing the skin 
to be fragile and blister easily — is a 
complex aspect of the management 
of the condition, Dr. Pope notes. As 
with general woundcare, local and 
systemic factors have to be taken into 
account. Age is a factor that needs 
to be considered when developing a 
woundcare plan for a pediatric patient 
with EB, as each age presents its own 
challenges, she says. The severity and 
extent of the wounds depends on the 
type of EB.

TYPES OF EB

EB simplex is characterized by blisters 
on the palms and soles and mild 
thickening of the soles, but there is 
no adverse impact on the life span of 
patients, Dr. Pope says. Another form 
of the condition Herlitz junctional 
EB, however, can shorten the lives 
of patients and carries a high-risk 
of complications. It is characterized 
by periorificial blistering, hyper-
granulation tissue and periungual 
involvement, as well as nail shedding. 
Patients can experience poor growth 
and there can be significant airway 
involvement, she says.

Recessive dystrophic EB is another 
form of the condition, and it presents 
with chronic blisters and wounds; 
scarr ing and cont ract ures can 
develop, and it is associated with an 
increased risk of skin cancer.

“The majorit y of the patients 
die secondary to squamous cell 
carcinoma,” Dr. Pope says.

To minimize trauma in EB, physi-
cians are urged to apply dressings 
that are described as “non-stick,” Dr. 
Pope says.

“We usually use silicone dressings,” 
she says. “You also want to avoid 
adhesives, such as tapes, stick probes 
at any cost.”

Moreover, the choice of a dressing 
is affected by parameters such as 
the presence of exudate, degree 
of exudate, and crit ical coloni-
zation, Dr. Pope explains. There are 
medical adhesive sprays that can be 
employed to remove dressings in an 
atraumatic fashion.

PROMOTING WOUND HEALING

When wounds present in patients 
with severe forms of EB, they can 
become “stuck,” or non-healing. In 
such instances, it may be a wise step to 
administer a therapy such as low-dose 
tetracycline.

“Such a treatment will reduce 
inflammation and promote wound 
healing in wounds that are stuck,” Dr. 
Pope says.

Aiming to decrease the total 
bioburden should be an objective 
in wound care in EB. Bathing is a 
means of achieving that. Another 
consideration in woundcare for EB is 
to alternate therapies such as topical 
antimicrobials, to avoid possible sensi-
tization and the potential for resistance 
to treatment, Dr. Pope says.

“Be mindful of your overall use (of 
therapies),” she says.

EB can be more challenging to treat 
on some sites of the body. The diaper 
area, for example, is complex to treat 
because of the presence of urine and 
feces. As in the management of diaper 
dermatitis, the generous application 
of zinc oxide in the diaper area is an 
effective management practice, partic-
ularly with junctional EB. DT

Disclosures: Dr. Pope reports no relevant financial 

interests.

Epidermolysis bullosa presents 
unique woundcare challenges
Louise Gagnon | Staff Correspondent

When faced with patients 
who have EB, clinicians 
should attempt to reduce 
the total bioburden in wounds 
and consider variables such 
as exudate and critical 
colonization in woundcare 
management.

QUICK READ

Recessive 
dystrophic EB 
presents with 
chronic blisters and 
it is associated with 
an increased risk of 
skin cancer.A consideration 

in woundcare 
for EB is to 
alternate therapies 
such as topical 
antimicrobials, 
to avoid possible 
sensitization.
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versity of California, San Diego, and 
Rady Children’s Hospital San Diego. 
Dr. Eichenfield is an author on atopic 
dermatitis guidelines released this year 
by the American Academy of Derma-
tology (see: bit.ly/ADguidelines).

BIG STRIDES

Among the strides in atopic dermatitis: 
an improved understanding of the epide-
miology and pathogenesis of the disease.

“Over the last several years, identifica-
tion of mutations in the skin responsible 
for skin barrier dysfunction, associated 
with the dry skin of eczema, as well as a 
set up for its inflammation, have been 

emphasized,” Dr. Eichenfield says. “Re-
search has shown there are mutations in 
certain genes expressed in the epider-
mis that fundamentally influence the 
skin barrier function.”

Filaggrin gene mutations have been 
shown to have a strong predictive value 
for higher risk of atopic dermatitis devel-
opment. The gene mutations are also as-
sociated with increased rates of asthma, 
allergic rhinitis, IgE sensitization, as well 
as more severe atopic dermatitis that can 
persist into late childhood and adult-
hood, according to Dr. Eichenfield.

“…In the U.S., David Margolis evalu-
ated DNA from almost 900 children and 
found that about 16 percent of them had 
filaggrin mutations while less than 6 per-
cent of African-Americans had these mu-
tations,” Dr. Eichenfield says (Margolis 
DJ, Gupta J, Apter AJ, et al. J Invest Der-

matol. 2014;134(8):2272-2274).
From a clinical standpoint, the knowl-

edge about skin barrier dysfunction helps 
to reassure dermatologists that an ap-
proach emphasizing good skin care and 
liberal moisturizer use can help to min-
imize the disease’s impact, Dr. Eichen-
field says.

San Diego — Research on new agents 
for atopic dermatitis holds promise for 
children with the skin disease. This is 
while dermatologists continue to face 
challenges in effectively managing ec-
zema in their pediatric patients.

“Atopic dermatitis is the most preva-
lent chronic inflam-
matory skin condi-
tion in children. In 
the United States 
and other indus-
trialized countries, 
the estimated prev-
alence of atopic der-
matitis (AD) is be-
tween 10 and almost 
20 percent in the 

first few years of life,” says Lawrence 
F. Eichenfield, M.D., chief of pediatric 
dermatology and professor of pediatrics 
and medicine (dermatology), at Uni-

Research holds promise 
for atopic dermatitis
Lisette Hilton | Staff Correspondent

Pediatric dermatologists say 
a renewed interest in studying 
atopic dermatitis treatments 
could lead to improved quality 
of life for children suffering from 
the skin disease.

QUICK READ

RESEARCH see page 28

DERMATOLOGISTS have long known atopic 

dermatitis takes a huge psychological toll on 

children and their families. New research shines 

a light on the aspects of life most affected by the 

skin disease. Getting enough and quality sleep 

is a big issue for children with atopic dermatitis, 

according to Amy Paller, M.D., professor and 

chairwoman of dermatology and professor of 

pediatrics at Northwestern University Feinberg 

School of Medicine, Chicago. “It’s diffi cult in 

school because they’re falling asleep and that 

makes them different. They have attention issues 

at school,” Dr. Paller says. Children with atopic 

dermatitis might not engage in playing with oth-

ers because of the disease. 

An issue that researchers are studying, she 

says, is neurocognitive issues with atopic der-

matitis, which come at least in part from sleep 

deprivation. Findings from quality of life studies 

on children with atopic dermatitis speak loud 

and clear about the condition’s impact. “In fact, 

the quality of life reported (by these children) is 

what we see with many of the chronic diseases, 

such as diabetes and seizures,” she says. 

“That’s important for people to know.” What 

isn’t as clear is eczema’s impact on families. Dr. 

Paller says the negative repercussions from the 

disease are signifi cant and far-reaching. “For 

most kids with atopic dermatitis, the nighttime 

is the worst. They have trouble falling asleep, 

and if they fall asleep, they sleep miserably. 

All the sleep studies have shown incredible 

dysfunction in a wide range of areas,” she says.  

“So many parents say, ‘I just stay up all night 

trying to keep him from scratching.’ That, alone, 

risks having a profound effect on the relation-

ship between the parent and the child in ways 

that are not the healthiest,” Dr. Paller says. 

SOURCES FOR QUALITY OF LIFE

Researchers in this study report atopic dermati-

tis greatly affects the quality-of-life of affected 

children and their families. “The burden of 

atopic dermatitis can likely be improved by 

identifying parents and their caregivers with im-

paired quality-of-life and providing appropriate 

education and psychosocial support,” according 

to the abstract (Chamlin SL, Chren MM. Immu-

nol Allergy Clin North Am. 2010;30(3):281-288). 

Epub 2010 Jul 1. Review). Authors of this study 

investigated prevalence of symptoms of depres-

sion, anxiety and stress and, if the symptoms 

are associated with disease severity, quality of 

life and skin biophysiology in childhood atopic 

eczema. They concluded that quality of life 

impairments correlate with disease severity, 

aberrant skin biophysiology, depression, anxiety 

and stress symptoms in adolescents with the 

disease. “Physicians caring for these patients 

must evaluate the different but inter-corre-

lated medical, biophysiological and pertinent 

psychosocial domains. These signifi cant 

correlations imply that a holistic approach 

should encompass psychotherapy, behavioral 

therapy and coping strategies in conjunction 

with dermatologic therapy,” according to the 

abstract (Hon KL, Pong NH, Poon TC, et al. J 

Dermatolog Treat. 2014 Feb 20. [Epub ahead of 

print]). Researchers of this study found health-

related quality of life (HRQL) “ … Impairment 

in children with chronic skin disease is at 

least equal to that experienced by children with 

many other chronic diseases of childhood, with 

AD and psoriasis having the greatest impact 

on HRQL among chronic skin disorders and 

only cerebral palsy scoring higher than AD 

(Beattie PE, Lewis-Jones MS. Br J Dermatol. 

2006;155(1):145-151).” DT

ADÕs psychosocial side

Dr. Eichenfield
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antibody that blocks interleukin-4 and 
interleukin-13, showed promising re-
sults from a trial of adult patients with 
moderate-to-severe atopic dermatitis in 
a July 2014 paper published in the New 

England Journal of Medicine (Beck LA, 
Thaçi D, Hamilton JD, et al. N Engl J Med. 
2014;371(2):130-139).

Beck et al concluded, “Patients treated 
with dupilumab had marked and rapid 
improvement in all the evaluated meas-
ures of atopic dermatitis disease activ-
ity. Side-effect profiles were not dose-
limiting.”

There’s more re-
search on atopic der-
matitis going on in 
the areas of AD bi-
omarkers, triggers 
and better tools for 
judging treatment 
efficacy in research 
trials, according to 
Elaine C. Siegfried, 

M.D., professor of pediatrics and derma-
tology, Saint Louis University, St. Louis.

“A sizable group of dedicated clini-
cians and investigators is working with 
various agencies to try to define the best 
measure of atopic dermatitis improve-
ment,” Dr. Siegfried says. “Implementing 
a uniform measure into new clinical tri-
als protocols is very important in order 
to have a uniform measure to compare 
different drugs.”

PRESCRIBING CAN BE A CHALLENGE

Topical anti-inflammatory therapy is still 
a standard approach for the inflamma-
tion of atopic dermatitis, focused on use 
of topical corticosteroids and topical cal-
cineurin inhibitors, Dr. Eichenfield says.

“As emphasized in the new American 
Academy of Dermatology Atopic Derma-
titis guidelines, both sets of agents may 
be used as proactive therapy, rather than 
reactive therapy. The principle of proac-
tive therapy is that the use of intermit-
tent topical corticosteroid or calcineurin 
inhibitors to clinical normal skin may be 
useful to decrease flares of the disease 
and render the patient relatively pruritus 
or inflammation free,” he says. 

The biggest breakthrough in atopic 
dermatitis treatment has been the de-
velopment of topical corticosteroids, Dr. 
Siegfried says.

“Before (topical corticosteroids), treat-
ment was incredibly difficult. After topi-

SKIN COLONIZATION

Another area of interesting research re-
lates to colonization on the skin and in-
fection of atopic dermatitis.

“It has been well known that Staph 

aureus (Staphylococcus aureus/S. aureus) 
is a bacteria that commonly colonizes 
atopic dermatitis, and can impact atopic 
dermatitis with clinical infection and 
flaring of the disease,” Dr. Eichenfield 
says. “Recent studies using techniques 
to assess genetic material of microbes is 
helping to show the tremendous diver-
sity of microorganisms on normal and 
clinically impacted skin.”

Studies have shown that the diversity 
of microbes decreases during AD flares, 
as S. aureus increases, he says.

“Generally in nonaffected atopic der-
matitis the broad use of antibiotics is not 
recommended. However, infected ec-
zema might benefit from systemic treat-
ments,” Dr. Eichenfield says. “In the fu-
ture, there might be studies that look 
at both skin colonization as well as the 
potential of course of gut colonization 
in the development of atopic dermatitis 
and/or its course.”

An area related to colonization of the 
skin is the use of bleach baths as adju-
vant therapy in atopic dermatitis. Dilute 
sodium hypochlorite soaks can decrease 

Peter Lio, M.D., assistant professor of clinical 

dermatology and pediatrics, Northwestern 

University Feinberg School of Medicine, Chicago, 

and director of the 

Chicago Integrative 

Eczema Center, says 

eczema patients and 

their families often 

come to him looking for 

alternative treatments. 

“Sometimes people 

come in and say, ‘I don’t 

want to use any Western 

medicine,’ and I’ll say if it’s the mildest eczema, 

perhaps we can get by. But for anything more 

severe, we really need to do this as part of a plan 

with the hopes of minimizing the amount of more 

powerful medicines by strengthening the skin 

and doing these other good things,” Dr. Lio says. 

Read more on what advice Dr. Lio gives 

patients, including what’s “thumbs up,” 

“jury’s out” and “thumbs down,” at: bit.ly/

integrativederm

Alternative therapies 
in eczema care

RESEARCH:
Renewed interest in AD therapies could improve quality of life for patients  from page 26

RESEARCH see page 34

skin colonization and have been shown 
to be useful in improving AD.

“Interestingly a set of studies by Tho-
mas Leung at Stanford and published in 
the Journal of Investigative Dermatology

showed that sodium hypochlorite solu-
tion may be anti-inflammatory, influ-
encing N F kappa beta expression. Di-
lute sodium hypochlorite solution also 
decreased radiation dermatitis in a rat 
model,” Dr. Eichenfield says.

NEW MEDS ON THE BLOCK

There are new topical and systemic agents 
in the drug development pipeline, several 
of which are in advanced clinical trials, 
including a boron-based phosphodieste-
rase inhibitor (PDE4, AN2728), studied 
by Anacor, and a biologic agent being 
developed for atopic dermatitis, stud-
ied by Regeneron/Sanofi.

“ We ’v e  s p e n t  
more than a dec-
ade studying the 
underlying patho-
genesis of psoriasis 
and translating that 
information into new 
therapies,” says Amy 
Paller, M.D., profes-
sor and chairwoman 

of dermatology and professor of pediat-
rics, Northwestern University Feinberg 
School of Medicine, Chicago. “Now it’s 
time for atopic dermatitis … and a grow-
ing number of pharmaceutical compa-
nies are taking an interest. It’s going to 
be extremely exciting.”

PDE-4, the boron-based phosphodi-
esterase inhibitor in phase 3 trials in adult 
patients, looks promising for mild-to-
moderate atopic dermatitis and has not 
shown evidence of toxicity, according to 
Dr. Paller. Anacor Pharmaceuticals an-
nounced positive results from a phase 2 
trial in December 2012, following a trial 
on adolescents with mild-to-moderate 
atopic dermatitis using its PDE-4 inhibi-
tor, AN2728.

“One of the most exciting new devel-
opments in atopic dermatitis is the test-
ing of the first biologic designed based 
on our understanding of the mechanism 
underlying atopic dermatitis,” she says. 
“And the clinical results look so promis-
ing. It’s called dupilumab and continues 
in trials in adults right now. Once safety 
is established in adults, dupilumab can 
be tested in pediatric patients as well.”

Dupilumab, a human monoclonal 

Dr. Lio

Dr. Paller

Dr. Siegfried
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Important Safety Information for SOLODYN Tablets

• The most commonly observed 
adverse reactions are headache, 
fatigue, dizziness, and pruritus

• Minocycline like other 
tetracycline-class drugs 
can cause fetal harm when 
administered to a 
pregnant woman

• Tetracycline drugs should not be 
used during tooth development 
(last half of pregnancy and up to 
8 years of age) as they may cause 
permanent discoloration of teeth

•  seudomembranous colitis has 
been reported with nearly all 
antibacterial agents and may 
range from mild to 

life-threatening; therefore, it 
is important to consider this 
diagnosis in patients who 
present with diarrhea subsequent 
to the administration of 
antibacterial agents

• Central nervous system side 
effects, including light-
headedness, dizziness, and 
vertigo, have been reported 
with minocycline therapy

• In rare cases, photosensitivity 
has been reported

• Should not be used during 
pregnancy or by individuals of 
either gender who are attempting 
to conceive a child; concurrent 

use of tetracyclines with oral 
contraceptives may render oral 
contraceptives less effective

• This drug is contraindicated in 
persons who have shown 
hypersensitivity to any of the 
tetracyclines

• Safety beyond 12 weeks of use 
has not been established 

• Cases of anaphylaxis, serious 
skin reactions, erythema 
multiforme, and drug rash with 
eosinophilia and systemic 
symptoms have been reported 
postmarketing with minocycline 
use. Discontinue SOLODYN 
immediately if symptoms occur

Indication and Usage 

SOLODYN is indicated to treat only inI ammatory lesions of non-nodular moderate to severe acne 
vulgaris in patients 12 years of age and older. 

• SigniH cant reduction in inI ammatory lesions at C1 mg	kg	day 
in SOLODYN®-treated patients1,2

 –  In a dose-ranging study, a 56.8% reduction from 
baseline vs placebo (39.4%)*

 –  In 2 phase 3 trials, mean percent improvement from baseline 
was 43% and 46% vs placebo (32% and 31%, respectively)†

• Once-daily dosing,  with or without food1

• No generic equivalent

* hase 2 study; N=233 subjects.
† N=924 subjects.

References: 1. SOLODYN Tablets Package Insert. Scottsdale, AZ: Valeant Dermatology; February 2012. 

2. Data on f le, Valeant Pharmaceuticals.

Please see Brief Summary of full Prescribing Information on the following pages.
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BRIEF SUMMARY  
(see package insert for full 
prescribing information)

SOLODYN® 
(minocycline HCl, USP) Extended Release 
Tablets

Rx Only

KEEP OUT OF REACH OF CHILDREN

INDICATIONS AND USAGE 

Indication
SOLODYN is indicated to treat only 
inflammatory lesions of non-nodular 
moderate to severe acne vulgaris in 
patients 12 years of age and older. 

Limitations of Use
SOLODYN did not demonstrate any effect 
on non-inflammatory acne lesions. Safety 
of SOLODYN has not been established 
beyond 12 weeks of use. This formulation 
of minocycline has not been evaluated in 
the treatment of infections.

To reduce the development of drug-
resistant bacteria as well as to maintain the 
effectiveness of other antibacterial drugs, 
SOLODYN should be used only as indicated 
(see Warnings and Precautions). 

CONTRAINDICATIONS

This drug is contraindicated in persons 
who have shown hypersensitivity to any of 
the tetracyclines.

WARNINGS AND PRECAUTIONS 

Teratogenic Effects

A. MINOCYCLINE, LIKE OTHER 
TETRACYCLINE-CLASS DRUGS, 
CAN CAUSE FETAL HARM WHEN 
ADMINISTERED TO A PREGNANT 
WOMAN. IF ANY TETRACYCLINE IS USED 
DURING PREGNANCY OR IF THE PATIENT 
BECOMES PREGNANT WHILE TAKING 
THESE DRUGS, THE PATIENT SHOULD 
BE APPRISED OF THE POTENTIAL 
HAZARD TO THE FETUS.

 SOLODYN should not be used during 
pregnancy or by individuals of either 
gender who are attempting to conceive 
a child (see Nonclinical Toxicology & Use 
in Specific Populations).

B. THE USE OF DRUGS OF THE 
TETRACYCLINE CLASS DURING TOOTH 
DEVELOPMENT (LAST HALF OF 
PREGNANCY, INFANCY, AND CHILDHOOD 
UP TO THE AGE OF 8 YEARS) MAY 
CAUSE PERMANENT DISCOLORATION 
OF THE TEETH (YELLOW-GRAY-BROWN).

 This adverse reaction is more common 
during long-term use of the drug but 
has been observed following repeated 
short-term courses. Enamel hypoplasia 
has also been reported. TETRACYCLINE 
DRUGS, THEREFORE, SHOULD NOT BE 
USED DURING TOOTH DEVELOPMENT.

C. All tetracyclines form a stable calcium 
complex in any bone-forming tissue. A 
decrease in fibula growth rate has been 
observed in premature human infants 
given oral tetracycline in doses of 25 
mg/kg every 6 hours. This reaction was 
shown to be reversible when the drug 
was discontinued. 

 Results of animal studies indicate that 
tetracyclines cross the placenta, are 
found in fetal tissues, and can cause 
retardation of skeletal development 
on the developing fetus. Evidence 
of embryotoxicity has been noted in 

animals treated early in pregnancy 
(see Use in Specific Populations).

Pseudomembranous Colitis

Pseudomembranous colitis has been 
reported with nearly all antibacterial 
agents and may range from mild 
to life-threatening. Therefore, it is 
important to consider this diagnosis 
in patients who present with diarrhea 
subsequent to the administration of 
antibacterial agents.

Treatment with antibacterial agents 
alters the normal flora of the colon and 
may permit overgrowth of clostridia. 
Studies indicate that a toxin produced by 
Clostridium difficile is a primary cause of 
“antibiotic-associated colitis”.

After the diagnosis of pseudomembranous 
colitis has been established, therapeutic 
measures should be initiated. Mild 
cases of pseudomembranous colitis 
usually respond to discontinuation of 
the drug alone. In moderate to severe 
cases, consideration should be given to 
management with fluids and electrolytes, 
protein supplementation, and treatment 
with an antibacterial drug clinically effective 
against Clostridium difficile colitis.

Hepatotoxicity
Post-marketing cases of serious liver injury, 
including irreversible drug-induced hepatitis 
and fulminant hepatic failure (sometimes 
fatal) have been reported with minocycline 
use in the treatment of acne.

Metabolic Effects
The anti-anabolic action of the tetracyclines 
may cause an increase in BUN. While 
this is not a problem in those with normal 
renal function, in patients with significantly 
impaired function, higher serum levels 
of tetracycline-class drugs may lead to 
azotemia, hyperphosphatemia, and acidosis. 
If renal impairment exists, even usual oral 
or parenteral doses may lead to excessive 
systemic accumulations of the drug 
and possible liver toxicity. Under such 
conditions, lower than usual total doses 
are indicated, and if therapy is prolonged, 
serum level determinations of the drug 
may be advisable.

Central Nervous System Effects
Central nervous system side effects 
including light-headedness, dizziness or 
vertigo have been reported with minocycline 
therapy. Patients who experience these 
symptoms should be cautioned about 
driving vehicles or using hazardous 
machinery while on minocycline therapy. 
These symptoms may disappear during 
therapy and usually rapidly disappear 
when the drug is discontinued.

Benign Intracranial Hypertension
Pseudotumor cerebri (benign intracranial 
hypertension) in adults and adolescents 
has been associated with the use 
of tetracyclines. Minocycline has 
been reported to cause or precipitate 
pseudotumor cerebri, the hallmark 
of which is papilledema. Clinical 
manifestations include headache and 
blurred vision. Bulging fontanels have been 
associated with the use of tetracyclines 
in infants. Although signs and symptoms 
of pseudotumor cerebri resolve after 
discontinuation of treatment, the possibility 
for permanent sequelae such as visual loss 
that may be permanent or severe exists. 
Patients should be questioned for visual 

disturbances prior to initiation of treatment 
with tetracyclines. If visual disturbance 
occurs during treatment, patients should 
be checked for papilledema. Concomitant 
use of isotretinoin and minocycline 
should be avoided because isotretinoin, a 
systemic retinoid, is also known to cause 
pseudotumor cerebri.

Autoimmune Syndromes
Tetracyclines have been associated with the 
development of autoimmune syndromes. 
The long-term use of minocycline in the 
treatment of acne has been associated 
with drug-induced lupus-like syndrome, 
autoimmune hepatitis and vasculitis. 
Sporadic cases of serum sickness have 
presented shortly after minocycline 
use. Symptoms may be manifested by 
fever, rash, arthralgia, and malaise. In 
symptomatic patients, liver function tests, 
ANA, CBC, and other appropriate tests 
should be performed to evaluate the 
patients. Use of all tetracycline-class drugs 
should be discontinued immediately.

Photosensitivity
Photosensitivity manifested by an 
exaggerated sunburn reaction has been 
observed in some individuals taking 
tetracyclines. This has been reported 
rarely with minocycline. Patients should 
minimize or avoid exposure to natural or 
artificial sunlight (tanning beds or UVA/B 
treatment) while using minocycline. If 
patients need to be outdoors while using 
minocycline, they should wear loose-fitting 
clothes that protect skin from sun exposure 
and discuss other sun protection measures 
with their physician.

Serious Skin/Hypersensitivity 
Reaction
Cases of anaphylaxis, serious skin reactions 
(e.g. Stevens Johnson syndrome), erythema 
multiforme, and drug rash with eosinophilia 
and systemic symptoms (DRESS) syndrome 
have been reported postmarketing with 
minocycline use in patients with acne. 
DRESS syndrome consists of cutaneous 
reaction (such as rash or exfoliative 
dermatitis), eosinophilia, and one or more 
of the following visceral complications 
such as: hepatitis, pneumonitis, nephritis, 
myocarditis, and pericarditis. Fever and 
lymphadenopathy may be present. In some 
cases, death has been reported. If this 
syndrome is recognized, the drug should be 
discontinued immediately.

Tissue Hyperpigmentation
Tetracycline-class antibiotics are known 
to cause hyperpigmentation. Tetracycline 
therapy may induce hyperpigmentation in 
many organs, including nails, bone, skin, 
eyes, thyroid, visceral tissue, oral cavity 
(teeth, mucosa, alveolar bone), sclerae and 
heart valves. Skin and oral pigmentation 
has been reported to occur independently 
of time or amount of drug administration, 
whereas other tissue pigmentation has 
been reported to occur upon prolonged 
administration. Skin pigmentation includes 
diffuse pigmentation as well as over sites 
of scars or injury.

Development of Drug Resistant 
Bacteria
Bacterial resistance to the tetracyclines 
may develop in patients using SOLODYN, 
therefore, the susceptibility of bacteria 
associated with infection should be 
considered in selecting antimicrobial 
therapy. Because of the potential for  

drug-resistant bacteria to develop during 
the use of SOLODYN, it should be used only 
as indicated.

Superinfection
As with other antibiotic preparations, 
use of SOLODYN may result in overgrowth 
of nonsusceptible organisms, including 
fungi. If superinfection occurs, SOLODYN 
should be discontinued and appropriate 
therapy instituted.

Laboratory Monitoring
Periodic laboratory evaluations of organ 
systems, including hematopoietic, renal 
and hepatic studies should be performed. 
Appropriate tests for autoimmune syndromes 
should be performed as indicated.

ADVERSE REACTIONS 

Clinical Trial Experience
Because clinical trials are conducted under 
prescribed conditions, adverse reaction 
rates observed in the clinical trial may not 
reflect the rates observed in practice.

The following table summarizes selected 
adverse reactions reported in clinical trials 
at a rate of ≥1% for SOLODYN.

Selected Treatment-Emergent Adverse 
Reactions in at least 1% of Clinical 
Trial Subjects 

Adverse Reactions SOLODYN
(1 mg/kg)  

 N=674 (%)

PLACEBO  
N=364 

(%)

At least one treatment-
emergent event

379 (56) 197 (54)

Headache  152 (23) 83 (23)
Fatigue  62 (9) 24 (7)
Dizziness  59 (9) 17 (5)
Pruritus  31 (5) 16 (4)
Malaise  26 (4) 9 (3)
Mood alteration 17 (3) 9 (3)
Somnolence  13 (2) 3 (1)
Urticaria  10 (2) 1 (0)
Tinnitus  10 (2) 5 (1)
Arthralgia  9 (1) 2 (0)
Vertigo  8 (1) 3 (1)
Dry mouth 7 (1) 5 (1)
Myalgia  7 (1) 4 (1)

Postmarketing Experience
Adverse reactions that have been reported 
with minocycline hydrochloride use in a 
variety of indications include: 

Skin and hypersensitivity reactions: 
fixed drug eruptions, balanitis, erythema 
multiforme, Stevens-Johnson syndrome, 
anaphylactoid purpura, photosensitivity, 
pigmentation of skin and mucous 
membranes, hypersensitivity reactions, 
angioneurotic edema, anaphylaxis, DRESS 
syndrome (see Warnings and Precautions). 

Autoimmune conditions: polyarthralgia, 
pericarditis, exacerbation of systemic lupus, 
pulmonary infiltrates with eosinophilia, 
transient lupus-like syndrome. 

Central nervous system: pseudotumor 
cerebri, bulging fontanels in infants, 
decreased hearing.

Endocrine: brown-black microscopic thyroid 
discoloration, abnormal thyroid function. 

Oncology: thyroid cancer.

Oral: glossitis, dysphagia, tooth 
discoloration.

Gastrointestinal: enterocolitis, pancreatitis, 
hepatitis, liver failure.

Renal: reversible acute renal failure. 

Hematology: hemolytic anemia, 
thrombocytopenia, eosinophilia. 
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Preliminary studies suggest that use 
of minocycline may have deleterious 
effects on human spermatogenesis 
(see Nonclinical Toxicology).

DRUG INTERACTIONS 

Anticoagulants 
Because tetracyclines have been shown 
to depress plasma prothrombin activity, 
patients who are on anticoagulant therapy 
may require downward adjustment of their 
anticoagulant dosage.

Penicillin
Since bacteriostatic drugs may interfere 
with the bactericidal action of penicillin, it is 
advisable to avoid giving tetracycline-class 
drugs in conjunction with penicillin.

Methoxyflurane 
The concurrent use of tetracycline and 
methoxyflurane has been reported to result 
in fatal renal toxicity.

Antacids and Iron Preparations
Absorption of tetracyclines is impaired by 
antacids containing aluminum, calcium 
or magnesium and iron-containing 
preparations.

Low Dose Oral Contraceptives
In a multi-center study to evaluate the 
effect of SOLODYN on low dose oral 
contraceptives, hormone levels over one 
menstrual cycle with and without 
SOLODYN 1 mg/kg once-daily were 
measured. Based on the results of this 
trial, minocycline-related changes in 
estradiol, progestinic hormone, FSH and 
LH plasma levels, of breakthrough 
bleeding, or of contraceptive failure, 
cannot be ruled out. To avoid contraceptive 
failure, female patients are advised to use 
a second form of contraceptive during 
treatment with minocycline.

Drug/Laboratory Test Interactions
False elevations of urinary catecholamine 
levels may occur due to interference with 
the fluorescence test.

USE IN SPECIFIC POPULATIONS 

Pregnancy

Teratogenic Effects: Pregnancy category D 
(see Warnings and Precautions)

SOLODYN should not be used during 
pregnancy. If the patient becomes pregnant 
while taking this drug, the patient should be 
apprised of the potential hazard to the fetus 
and stop treatment immediately.

There are no adequate and well-controlled 
studies on the use of minocycline in 
pregnant women. Minocycline, like other 
tetracycline-class drugs, crosses the 
placenta and may cause fetal harm when 
administered to a pregnant woman. 

Rare spontaneous reports of congenital 
anomalies including limb reduction have 
been reported with minocycline use in 
pregnancy in post-marketing experience. 
Only limited information is available 
regarding these reports; therefore, no 
conclusion on causal association can 
be established.

Minocycline induced skeletal malformations 
(bent limb bones) in fetuses when 
administered to pregnant rats and rabbits in 
doses of 30 mg/kg/day and 100 mg/kg/day, 
respectively, (resulting in approximately 
3 times and 2 times, respectively, the 

systemic exposure to minocycline 
observed in patients as a result of use of 
SOLODYN). Reduced mean fetal body 
weight was observed in studies in which 
minocycline was administered to pregnant 
rats at a dose of 10 mg/kg/day (which 
resulted in approximately the same level of 
systemic exposure to minocycline as that 
observed in patients who use SOLODYN). 

Minocycline was assessed for effects on 
peri- and post-natal development of rats in 
a study that involved oral administration to 
pregnant rats from day 6 of gestation 
through the period of lactation (postpartum 
day 20), at dosages of 5, 10, or 50  
mg/kg/day. In this study, body weight gain 
was significantly reduced in pregnant 
females that received 50 mg/kg/day 
(resulting in approximately 2.5 times the 
systemic exposure to minocycline observed 
in patients as a result of use of SOLODYN). 
No effects of treatment on the duration of 
the gestation period or the number of live 
pups born per litter were observed. Gross 
external anomalies observed in F1 pups 
(offspring of animals that received 
minocycline) included reduced body size, 
improperly rotated forelimbs, and reduced 
size of extremities. No effects were 
observed on the physical development, 
behavior, learning ability, or reproduction 
of F1 pups, and there was no effect on 
gross appearance of F2 pups (offspring 
of F1 animals).

Nursing Mothers
Tetracycline-class antibiotics are excreted 
in human milk. Because of the potential for 
serious adverse effects on bone and tooth 
development in nursing infants from the 
tetracycline-class antibiotics, a decision 
should be made whether to discontinue 
nursing or discontinue the drug, taking into 
account the importance of the drug to the 
mother (see Warnings and Precautions).

Pediatric Use
SOLODYN is indicated to treat only 
inflammatory lesions of non-nodular 
moderate to severe acne vulgaris 
in patients 12 years and older. 
Safety and effectiveness in pediatric 
patients below the age of 12 has not 
been established.  

Use of tetracycline-class antibiotics below 
the age of 8 is not recommended due to 
the potential for tooth discoloration (see 
Warnings and Precautions).

Geriatric Use
Clinical studies of SOLODYN did not 
include sufficient numbers of subjects aged 
65 and over to determine whether they 
respond differently from younger subjects. 
Other reported clinical experience has not 
identified differences in responses between 
the elderly and younger patients. In general, 
dose selection for an elderly patient should 
be cautious, usually starting at the low end 
of the dosing range, reflecting the greater 
frequency of decreased hepatic, renal, or 
cardiac function, and concomitant disease 
or other drug therapy.

OVERDOSAGE

In case of overdosage, discontinue 
medication, treat symptomatically and 
institute supportive measures. Minocycline 
is not removed in significant quantities by 
hemodialysis or peritoneal dialysis.

NONCLINICAL TOXICOLOGY 

Carcinogenesis, Mutagenesis, 
Impairment of Fertility 

Carcinogenesis—Long-term animal 
studies have not been performed to 
evaluate the carcinogenic potential of 
minocycline. A structurally related 
compound, oxytetracycline, was found 
to produce adrenal and pituitary tumors 
in rats.  

Mutagenesis—Minocycline was not 
mutagenic in vitro in a bacterial reverse 
mutation assay (Ames test) or CHO/HGPRT 
mammalian cell assay in the presence 
or absence of metabolic activation. 
Minocycline was not clastogenic in vitro 
using human peripheral blood lymphocytes 
or in vivo in a mouse micronucleus test.   

Impairment of Fertility—Male and 
female reproductive performance in 
rats was unaffected by oral doses of 
minocycline of up to 300 mg/kg/day (which 
resulted in up to approximately 40 times the 
level of systemic exposure to minocycline 
observed in patients as a result of use of 
SOLODYN). However, oral administration of 
100 or 300 mg/kg/day of minocycline to 
male rats (resulting in approximately 15 to 
40 times the level of systemic exposure to 
minocycline observed in patients as a result 
of use of SOLODYN) adversely affected 
spermatogenesis. Effects observed at 300 
mg/kg/day included a reduced number 
of sperm cells per gram of epididymis, 
an apparent reduction in the percentage 
of sperm that were motile, and (at 100 
and 300 mg/kg/day) increased numbers 
of morphologically abnormal sperm cells. 
Morphological abnormalities observed in 
sperm samples included absent heads, 
misshapen heads, and abnormal flagella. 

Limited human studies suggest that 
minocycline may have a deleterious effect 
on spermatogenesis.

SOLODYN should not be used by individuals 
of either gender who are attempting to 
conceive a child.

HOW SUPPLIED/STORAGE AND 
HANDLING

How Supplied
SOLODYN (minocycline HCl, USP) Extended 
Release Tablets are supplied as aqueous 
film coated tablets containing minocycline 
hydrochloride equivalent to 55 mg, 65 mg, 
80 mg, 105 mg or 115 mg minocycline, 
are supplied as follows.

The 55 mg extended release tablets are 
pink, unscored, coated, and debossed 
with “DYN-055” on one side. Each tablet 
contains minocycline hydrochloride 
equivalent to 55 mg minocycline, supplied 
as follows:

NDC 99207-465-30 Bottle of 30 

The 65 mg extended release tablets are 
blue, unscored, coated, and debossed 
with “DYN-065” on one side. Each tablet 
contains minocycline hydrochloride 
equivalent to 65 mg minocycline, supplied 
as follows:

NDC 99207-463-30 Bottle of 30

The 80 mg extended release tablets are 
dark gray, unscored, coated, and debossed 
with “DYN-080” on one side. Each tablet 

contains minocycline hydrochloride 
equivalent to 80 mg minocycline, supplied 
as follows:

NDC 99207-466-30 Bottle of 30 

The 105 mg extended release tablets are 
purple, unscored, coated, and debossed 
with “DYN-105” on one side. Each tablet 
contains minocycline hydrochloride 
equivalent to 105 mg minocycline, supplied 
as follows:

NDC 99207-467-30 Bottle of 30 

The 115 mg extended release tablets are 
green, unscored, coated, and debossed 
with “DYN-115” on one side. Each tablet 
contains minocycline hydrochloride 
equivalent to 115 mg minocycline, 
supplied as follows: 

NDC 99207-464-30 Bottle of 30

Storage
Store at 25ºC (77ºF); excursions are 
permitted to 15º-30ºC (59º-86ºF)   
[See USP Controlled Room Temperature].

Handling
Keep out of reach of children

Protect from light, moisture, and 
excessive heat.

Dispense in tight, light-resistant container 
with child-resistant closure.

U.S. Patents 5,908,838; 7,790,705; 
7,919,483; and Patents Pending*
*90 mg is also covered by U.S. Patents 
7,541,347 and 7,544,373 

Manufactured for:
Medicis, The Dermatology Company
Scottsdale, AZ 85256

02/2012
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medical social sciences at Northwestern 
University, Chicago.

TECHNOLOGY FUELS NICKEL EXPOSURE

Nickel has been the most common patch 
test positive for children and adults for many 
years. But recently, there has been an ex-
plosion of nickel use, Dr. Silverberg says.

“Going back about 10 years, we saw 
a lot of nickel positive patch tests, but 
they weren’t always relevant,” he says. 
“Nowadays, we’re seeing a lot more rel-
evant reactions. The metal exposures 
are coming from technology, including 
telephones, iPads, tablets, laptop cases.”

Even children who might not be old 
enough to use phones or computers are 
at risk. Toys have become more sophisti-
cated, with electronic components that 
contain metals, including nickel, Dr. Sil-
verberg says.

And while nickel allergies tradition-
ally occur more often in girls than boys 
(because girls are more likely to have 
piercings and get exposure from jew-
elry), boys seem to be closing the gap.

Allergic reactions from nickel expo-
sure is significant from a public health 
standpoint because not only has nickel 
triggered reactions in people who are at 
risk, but it may be that ongoing nickel 
exposure in children might predispose 
them for nickel allergies down the road.

IT’S NOT JUST NICKEL

Pediatric skin reactions from cell phones 
and other devices are not just from the 
nickel in devices, but also from the many 
accessories that go along with these tech-
nologies, according to Dr. Silverberg.

“We’re seeing (skin reactions from) 
rubber and dyes that are used on key 
pads for cells phones. The rubber and 
plastic cases are a source of allergens. 
Headphones and ear buds — there’s rub-
ber and plastic in them. The leather cas-
ings … all of these can be sources of al-
lergens that can cause allergic contact 
dermatitis,” he says.

The American Contact Dermatitis So-
ciety named methylisothiazolinone Con-
tact Allergen of the Year for 2013 (Cas-
tanedo-Tardana MP, Zug KA. Dermati-

tis. 2013;24(1):2-6. Review).
“This is something that entered the 

marketplace 10 or 20 years ago and is 
ubiquitous. There’s basically no skincare 
category that doesn’t use it in one form 
or another,” Dr. Silverberg says.

Methylisothiazolinone, a preserva-

tive that increases shelf life and prevents 
bacterial growth, is commonly combined 
in products with methylchloroisothia-
zolinone. The mixture, called Kathon 
CG, is a known to cause allergic con-
tact dermatitis. Researchers reported 
increases in Kathon CG-associated al-
lergies in the 1980s.

“In unselected eczema patients sub-
jected to routine patch testing, the number 
with positive reactions to Kathon CG 100 
ppm increased from none in 1983 to 0.7 
percent in January-August 1985, and to 
4.6 percent in September 1985 to March 
1986,” according to the study (Hannuksela 
M. Contact Dermatitis. 1986;15(4):211-214).

In Europe, the documented frequency 
of allergy to Kathon CG is about 1.5 per-
cent, according to the study by Castanedo-
Tardana and Zug.

“The frequency of allergy to this pre-
servative in the United States is unknown. 
If you are not testing for allergy to this 
preservative, you may be overlooking 
the importance of a very relevant pre-
servative allergen that, to date, has man-
aged to stay under the radar in the United 
States,” Dr. Silverberg says.

SEEING REACTIONS ‘EVERYWHERE’

While it’s useful as a preservative, meth-
ylisothiazolinone alone can be irritat-
ing and allergenic, he says. As a result, 
Dr. Silverberg is seeing cases of aller-
gic contact dermatitis where they don’t 
usually occur.

“We’re seeing a lot of perianal reac-
tions to baby wipes. In young kids, we’re 
seeing those reactions particularly in 
children known to have inflammatory 
bowel syndrome or any other causes of 
diarrhea,” Dr. Silverberg says. “We’re see-
ing facial reactions and hand eczema 
due to a number of moisturizing creams 
and lotions and kids being cleaned with 
wipes by their parents. We’re seeing gen-
eralized reactions from shampoos and 
conditioners. It’s just everywhere.”

Methylisothiazolinone is an ingredient 
that dermatologists might not think about. 
But, the fact is, it’s even in some of the pre-
scription topical medications they pre-
scribe, Dr. Silverberg says. These include 
crotamiton (Eurax, Ranbaxy), halobeta-

sol propionate 0.05 percent cream (Ultra-
vate, Ranbaxy) and some triamcinolone 
cream preparations, which are mainstays 
of treating inflammatory skin disease.

CONTACT DERMATITIS:
Pediatric skin reactions stem from new technology, accessories from page 1

Nickel and methylisothiazolinone 
are among the most prevalent 
causes of pediatric allergic contact 
dermatitis today, an expert says.

QUICK READ

JONATHAN SILVERBERG, M.D., PH.D., M.P.H., as-

sistant professor of dermatology, preven-

tive medicine and medical social sciences 

at Northwestern University, Chicago, says 

the following are novel sources of common 

skin allergies among pediatric patients:

 MOIST UR IZER S:  “There are a lot 

of people using moisturizers more and more 

on their own — even without a recommenda-

tion. There’s evidence that parents might be 

able to prevent eczema in early childhood if 

they lather on moisturizers, early and often,” 

he says. “But many of the new moisturiz-

ing products, particularly the ones that are 

being marketed as being more elegant and 

less greasy, are loaded with different pre-

servatives that can be both irritants and al-

lergens. We’re starting to see some of those 

reactions, now. But I think one can expect 

that we’ll start to see a lot more reactions 

in the next fi ve to 10 years because of in-

creased use of these products.”

 BOTANICALS: “Everyone loves nat-

ural products. It’s a big fad. And many com-

panies are jumping on the bandwagon and 

adding a number of botanical ingredients to 

their products, like aloe, green tea, chamo-

mile — all kinds of plant extracts,” Dr. Silver-

berg says. “Some of these have benefi cial 

properties for the skin, but many are potent 

irritants and allergens. I’ve seen a number 

of cases with severe blistering rashes from 

some of these botanical products. Some-

times, not everything that’s natural is going 

to be good, especially if you’re allergic to it.”

 SUNSCR EEN:  “One of the biggest 

public health discussions in dermatology is 

in … how important it is to use sunscreen 

in early life. But as kids use sunscreens 

more and more, they’re also exposing them-

selves to the potential of developing irrita-

tion of their underlying eczema and sensi-

tive skin or even allergies,” Dr. Silverberg 

says. “I’m really a minimalist. I try to rec-

ommend products that have fewer ingredi-

ents, no fragrances, less of the preserva-

tives — even if it means a shorter shelf life. 

Because I really want to avoid sensitizing 

these kids down the road.” DT

Top pediatric 
allergen sources 

CONTACT DERMATITIS see page 34
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cal corticosteroids were developed, acute 
relief was possible for the majority of pa-
tients,” she says.

But long-term use of topical corticos-
teroid monotherapy carries the risk of 
side effects. Potential problems include 
cyclic rebound of the skin disease, cuta-
neous atrophy and corticosteroid contact 
allergy. Compounding the reality of side 
effects is a prevailing phobia surround-
ing topical corticosteroid use. “Steroid 
phobia,” or “corticosteroid phobia” is 
more fear-based than research-based, 
according to Dr. Siegfried.

ADDRESSING NONCOMPLIANCE

The perceived dangers of topical cor-
ticosteroids often lead to noncompli-
ance. According to research, parents 
and adult atopic patients surveyed re-
ported fearing topical corticosteroids, 
and more than a third admitted nonad-
herence to treatment (Aubert-Wastiaux 
H, Moret L, Le Rhun A, et al. Br J Der-

matol. 2011;165(4):808-814).

“You can overuse corticosteroids, but, 
if you don’t use them at all, it can be very 
difficult to keep the disease under control,” 
Dr. Siegfried says. “In my practice … corti-
costeroids are always first-line. They’re the 
most well studied and have been around 
for the longest period of time. But … in 
people whose disease can’t be controlled 
on a safe amount of corticosteroids, you 
have to add a steroid-sparing agent. Op-
tions include a calcineurin inhibitor or 
phototherapy. Some people still use tar, 
although most patients don’t like it and 
there’s a concern about carcinogenicity.”

Calcineurin inhibitors, she says, are 
safe and well tolerated.

“… It’s wonderful to have those options. 
The most well-studied are the topical cal-
cineurin inhibitors, Elidel (pimecrolimus, 
Valeant) and Protopic (tacrolimus, Astel-
las),” Dr. Siegfried says. “They don’t work 
as fast or as dramatically as corticosteroids 
but they maintain skin health and help 
control inflammation long term, without 
causing cutaneous atrophy.”

But there is the black box warning on 
tacrolimus ointment and pimecrolimus 
cream, which limits access to the options 
for children with atopic dermatitis, Dr. 
Siegfried says.

The warning states the use of these 
medications may increase the risk of cer-
tain cancers, specifically skin cancer and 
non-Hodgkin’s lymphoma. The American 
Academy of Dermatology, however, pub-
lished this quote by Dr. Eichenfield: “… 
Patients should know that studies have 
not demonstrated an increased cancer risk 
from (topical calcineurin inhibitor) use.”

“New drug development for atopic 
dermatitis suffered from the black box 
warning on calcineurin inhibitors, so 
there were no drugs in the pipeline for 
a long time,” Dr. Siegfried says. “Finally, 
people are starting to recognize the epi-
demiologic importance and unmet medi-
cal need of (atopic dermatitis).” DT

Read more on patient education at: 

bit.ly/ADresearch

CONTACT DERMATITIS:
Pediatric skin reactions stem from new technology, accessories  from page 32

Methylisothiazolinone is also in 
over-the-counter products dermatolo-
gists might recommend to pediatric pa-
tients, such as Dove Soap, Dove Body 
Wash and Head & Shoulders shampoo.

These products might not be irritat-
ing, initially. However, one of the major 
risk factors for developing contact der-
matitis is frequency of use.

“Or, if patients have an allergy to meth-
ylisothiazolinone, providers need to 
be aware that they can’t be using these 
creams and topical prescriptions or 
make over-the-counter recommenda-
tions where they might be directly ex-
posing patients to these allergens.”

REBOUND RESPONSE

Often patients who are using topical agents 
and are allergic or develop an allergy to 
methylisothiazolinone will experience 
some improvement initially because the 
steroid suppresses inflammation. But, 
almost immediately after, they get a wors-
ening because they’ve been exposed to 
an allergen.

“When you see that kind of rebound, 
you really need to think about some kind 
of allergen,” he says.  

Dermatologists can check product 

inserts for methylisothiazolinone, and 
should refer patients for patch testing if 
they suspect a skin allergy.

“If you’re really suspicious, don’t hesi-
tate. It’s better to refer for patch testing 
and be certain about it. Otherwise, some 
of these patients will go on for years or 
decades with a chronic disease, where 
it’s never well controlled. It might be as 
simple as changing around some prod-
ucts and avoiding some allergens and 
everything gets better or goes away,” 
Dr. Silverberg says.

He admits finding products without 
the preservative might be a challenge, 
but he says it’s worth it for patients.

AVOIDING ALLERGENS

Dermatologists should at least enter-
tain the possibility of a methylisothia-
zolinone-related or another contact der-
matitis every time they see a child with 
an eczema-like rash.

“It can show up commonly in … those 
localized eczema reactions. So, really 
tough hand eczema or eczema that just 
keeps coming back that’s localized to 
a particular body,” Dr. Silverberg says. 
“Nummular or coin-shaped eczema — 
a number of studies have shown that 

to be highly related to contact aller-
gies. Even just the garden variety of 
atopic dermatitis can be confounded 
by contact dermatitis.”

Some dermatologists still believe in the 
conventional dogma that atopic derma-
titis somehow cancels out an increased 
risk of allergens. But recent research tells 
a different story.

“This year, at the American Contact 
Dermatitis Society meeting, there were 
(many) studies that presented higher rates 
of contact dermatitis in atopic dermati-
tis,” he says. “So, even for those garden 
variety eczema cases, if you’re thinking 
about putting them on prednisone, sys-
temic agents or phototherapy, you’re re-
ally obligated to patch test them first, 
to make sure that it’s not some revers-
ible thing.”

In one of those studies, researchers 
reported evidence from the U.S. and Eu-
rope that suggests people with atopic der-
matitis have similar if not higher rates 
of positive patch test results to common 
contact allergens, including metals and 
fragrance, than people without atopic 
dermatitis (Aquino M, Fonacier L. J Al-

lergy Clin Immunol Pract. 2014;2(4):382-
387). DT

RESEARCH:
Renewed interest in AD therapies could improve quality of life for patients  from page 28
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Because atopic dermatitis is a disease of both chronic infammation and skin barrier dysfunction1...

Adding EpiCeram® to current treatment can help optimize 
results by replenishing lipids, repairing skin barrier function

The only complete Rx formulation containing ceramides, cholesterol, and conjugated 

linoleic acid (CLA), a fatty acid with anti-infammatory properties2

Mimics natural concentrations of lipids in the skin with a unique 3:1:1 ratio3

Controlled release for sustained delivery and enhanced absorption4

Steroid-free, fragrance-free, noncomedogenic,4 paraben-free, and propylene glycol-free

Provides important pH benefts to the skin5 

®

Controlled Release Skin Barrier Emulsion

The ultimate complement to treatment

EpiCeram® is a Prescription Product.        See brief Prescribing Information below.

EpiCeram® is a registered trademark of PuraCap Pharmaceutical LLC 
South Plainfeld, NJ 07080 
© 2014 PuraCap™ Pharmaceutical LLC All Rights Reserved.                                                            Epi-FMM-43-02
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A nonablative fractional laser improves the 
appearance of mature burn scars, according 
to investigators with the University of 
Copenhagen, Denmark. Researchers evaluated 
the clinical and histological long-term 
outcome of the 1,540 nm fractional Er:Glass 
laser on superficial and deep components 
of mature burn scars. Scar appearance 
in scars treated with the laser improved 
(P=0.001 versus untreated) and histology at 
six months supported collagen remodeling.
READ MORE: BIT.LY/NONABLATIVELASERSTUDY
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Experts discuss when, how 
to question teenagers about their 
motivations

An expert offers thoughts on 
judging appropriate aesthetic 
procedures in teenage patients

PSYCHOLOGY 101

WHAT’S RIGHT AND WRONG

For adolescents, it’s actually one of the 
ways they want to control the changes 
they are experiencing.”

Adolescents are strongly influenced by 
unsettling internal and external change, 
including raging hormones, according 
to Dr. Diller.

“As a dermatologist or plastic surgeon, 
you have to consider not just what you 
see, but what’s going on inside the ad-
olescent,” she says. 

Demand for cosmetic procedures is 
on an upward trend, in general, but not 
among teens.

The American Society for Aesthetic 
Plastic Surgery (ASAPS) released its 
2013 multispecialty statistics (includ-
ing plastic surgeons, dermatologists and 
otolaryngologists) in the United States 
and reported a 12 percent overall in-
crease in cosmetic procedures. In 2013, 
Americans spent the most on cosmetic 
procedures since the recession in 2008.

In the same year, cosmetic procedures 

among patients ages 18 and younger 
reached a low, at 1 percent of total sur-
gical and nonsurgical procedures. The 
113,924 procedures in this age group, 
according to the 2013 ASAPS Cosmetic 
Surgery National Data Bank Statistics, 
is a far cry from the 220,000 aesthetic 
procedures 18-and-unders had in 2002.

The most recent 
statistics suggest 
the top nonsurgical 
procedures among 
teens are: hair re-
moval, chemical 
peels and micro-
dermabrasion. The 
most popular surgi-
cal procedures in 

the younger set are ear surgery, nose 
surgery and breast revision (not aug-
mentation, which registered as zero pro-
cedures in 2013 among patients ages 
18 and under).

Michelle Welch, M.D., a dermatolo-
gist practicing in Lexington, S.C., says 
she sees a lot of teenagers.

“I think for the majority of teenag-
ers, they are concerned with their fa-
cial skin (acne, bumps, acne scars). I 

Teens may represent only a small per-
centage of cosmetic patients at derma-
tologists’, cosmetic and plastic surgeons’ 
offices, but they are by no means sim-
ple cosmetic cases. Often driven by hor-
mones, social pressure, short-term de-
sires and the belief they’re invincible, 
teens tend to be challenging patients 
for physicians who are trying to help, 

not harm.
“Adolescents are 

actually most sim-
ilar to perimeno-
pausal women in 
certain ways be-
cause of their fluc-
tuating hormones,” 
says Vivian Diller, 
Ph.D., a  psycholo-

gist in New York City who works with 
adolescents and does research on the 
psychology of beauty and aging. “I often 
will talk to those women (mid-lifers), re-
minding them that this is a phase of their 
life, probably most similar to adolescence 
because so much is in transition. Plas-
tic surgery is one of the things the aging 
woman has turned to, to try to stop time. 

Aesthetic trends among teens

“I’d advise any physician 

to give the family and 

teen an honest answer 

and describe their 

reservations about 

proceeding with the 

aesthetic intervention.”

Gia Washington, Ph.D.
Houston

On how to say no
See story, page 44

Quotable DTExtra

Thorough consultations are 
critical when assessing teenage 
patients seeking aesthetic 
procedures, experts say.

QUICK READLisette Hilton | Staff Correspondent

TRENDS see page 43

Dr. Diller

Dr. Welch
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would say (I see) a majority of female 
versus male patients. But we’re having 
an increase in the amount of male pa-
tients,” Dr. Welch says.

Very rarely will Dr. Welch get a teen 
who is requesting something she thinks 
of as an “adult” procedure, 
such as Botox (onabotu-
linumtoxinA, Allergan) 
injections for wrinkles.

“I’ve had a few ask for 
that and, to be honest, I 
was floored. A beautiful 
young person, no. (She) 
doesn’t need something 
like that,” Dr. Welch says.

John M. Hilinski, M.D., 
a facial plastic surgeon 
in San Diego, says his 
cosmetic teen patients 
typically request nose 
reshaping or cosmetic 
ear surgery.

“Rhinoplasty is hands-
down one of the most pop-
ular that we’re seeing in 
the late teen patients com-

ing out of high school — mostly, in sen-
iors going off to college who want to have 
their noses redone before going off to a 
new environment,” Dr. Hilinski says.

And while cosmetic ear surgeries come 
in a close second, it’s not only ear pin-

ning that Dr. Hilinski says is popular 
among people in the younger set.

“In the last couple of years, I’ve been 
doing a lot of gauge repairs,” he says.

Gauge repairs are an emerging need 
among teens who want or need to re-

pair earlobes damaged 
by the big holes, accord-
ing to Dr. Hilinski. He 
says teens do their re-
search to find physicians 
like him, who have de-
veloped a reputation for 
restoring natural-look-
ing lobes.

“You can do gauge re-
pairs and, if you’re not 
very good at it, you can 
make the lobes … look 
like an earlobe, but not 
really. If you really want 
to do it right, and you fi-
nesse it, and you do a lot 
of them, you learn how 
to make a natural look-
ing earlobe,” Dr. Hilin-
ski says. DT

TRENDS:
Experts discuss teenage patient requests for aesthetic procedures from page 36

3 tips for evaluating teens 
for aesthetic treatment

1 ASSESS PHYSICAL MATURITY Operating on a feature that has not 
yet fully developed could interfere with its growth, and continued growth 

could negate the benefi ts of surgery in later years, according to the American 
Society of Aesthetic Plastic Surgery (ASAPS).

2 EXPLORE EMOTIONAL MATURITY AND EXPECTATIONS As with any 
patient, the young person should appreciate the benefi ts and limitations 

of the proposed surgery, and have realistic expectations, according to ASAPS.

3 EDUCATE, EDUCATE, EDUCATE Teens and their parents should 
understand the risks of surgery, postoperative restrictions on activity, 

and typical recovery times, according to ASAPS. Adolescents should fully 
understand how invasive a procedure is (by use of visual models, graphics, etc.) 
and have a good understanding of what type of procedure may be reversible, 
according to Gia Washington, Ph.D., a clinical psychologist at Texas Children’s 
Hospital and assistant professor at Baylor College of Medicine, Houston. 
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is a wide opposition by many people, 
including elected officials, to the imple-
mentation of the ACA for reasons that I 
will not repeat here. However, I believe 
the provisions of this law must be suffi-
ciently inclusive so that technologic 
medical innovations can, and will, 
continue. Otherwise, we risk becoming 
a third-rate country as far as providing 
high-quality healthcare for its citizens.

Striking a balance
Simply put, the primary goal of this 
law is to provide more people with 
affordable healthcare coverage. This 
also implies, however, that a certain 
level of quality of care must also be 
provided, or else we are in danger 
of being a two-tiered system with 
the poor receiving a different level 
of care than those who can afford 
to pay more for their healthcare.

It would be most imprudent for this 
law to allow drug and medical tech-
nological innovations to slow due to 
reduced financial support provided by 
the government. For this reason, the 
whole process of how healthcare is 
funded and how providers are paid must 
be totally reevaluated. Only in that way 
can we ensure that funding provides 

appropriate reimbursement to hospitals, 
clinics, pharmacies and physicians who 
use these new technologies, allowing 
them to continue to stimulate medical 
advances that improve both the quality 
and quantity of life.

One way to try and solve the problem 
of balancing healthcare costs while 
also stimulating medical innovations 
to continue might be to take another 
look at other leading industrialized 
countries that have already imple-
mented national health insurance. 
How are these countries funding their 
drug and medical technologies?

Until that question is answered, I 
believe we risk losing our significant 
edge in being able to provide the highest 
quality of care to our patients. DT

MEDICAL FUNDING:
Will technological advances decline as reimbursements decrease? from page 10

Ronald G. Wheeland, M.D.

The whole process 
of how healthcare 
is funded and how 
providers are paid 
must be totally 
reevaluated.

Have you heard?
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What’s right and wrong in terms of cos-
metic procedures for teens is not black 
and white, experts say. There are no for-
mal guidelines to determine whether a 
teen should have a cosmetic procedure. 
So, often, it’s left up to the discretion of 
the physician consulting with the patient.

“Most would agree that any aesthetic 
procedure with a 
negative or unex-
pected outcome 
could potentially 
be damaging to an 
adolescent’s self-es-
teem or body image,” 
says Gia Washing-
ton, Ph.D., a clini-
cal psychologist at 

Texas Children’s Hospital and assistant 
professor at Baylor College of Medicine, 
Houston. “Certainly a reconstructive sur-
gery (breast, facial, removal of excess skin 
after excessive weight loss) would be con-
sidered acceptable and safe for an adoles-
cent’s emotional development.”

While Michelle Welch, M.D., a derma-
tologist practicing in Lexington, S.C., says 
it is her personal opinion that Botox (ona-
botulinumtoxinA, Allergan), facial fillers 
and lip augmentation are among the cos-
metic procedures that are inappropriate 
for teens, it may be important to address 
physical scars from a major trauma. And 
some skin conditions need to be cosmet-
ically addressed. For example, Dr. Welch 
says, she strives to help patients with acne 
feel better about themselves.

“You can imagine, if people make fun 
of (kids with acne), or they feel like people 
are going to make fun of them. I’ve had kids 
come in and say so-and-so didn’t want to 
be their boyfriend because they had pim-
ples all over their face,” Dr. Welch says.

Among the procedures she uses to 
smooth skin damaged from acne: micro-
dermabrasion and light chemical peels.

“Microdermabrasion is a wonderful 
treatment to help slough off those sur-
face layers and help open their pores. Prod-
ucts can get in the skin better,” she says. 
“There are some chemical peels that are 
very light and very mild that may help 
them if they have a lot of redness. And if 
they already have scarring and you’re try-
ing to improve their skin, there are some 

(light chemical peels) that would be ben-
eficial for teenagers, but not the deep, in-
vasive chemical peels that older people 
might get.”

Some procedures seem perfectly rea-
sonable for some kids, but not for others.

Even age itself isn’t always a good in-

dicator whether a cosmetic procedure is 
appropriate for a teen, according to Viv-
ian Diller, Ph.D., a psychologist based in 
New York City.

“You have to look at the maturity of the 
patient that you’re talking to,” Dr. Diller 
says. “You can find a 16-year-old who is 
extremely mature, who has been think-
ing about a particular feature they want 
to change; has done their research; is 
thinking for themselves. Then, you find 
a 50-year-old who is being highly influ-
enced by someone other than themselves 
(it could be a mate, a parent, a movie star). 
Really, I tell physicians to think less about 
chronological age and more about ma-
turity.”

The trick for physicians and surgeons 
consulting with these patients is to be ob-
jective; not judgmental, Dr. Diller says.

“When an adolescent approaches you 
about wanting surgery, they’re suffering 
a great deal. I’ve had the experience of 
talking to an adolescent who has been 
bullied or who has required reconstruc-
tive surgery as a result of an accident or 
injury. And to judge that young person 
that they’re too young for that surgery, I 
think is unfair to them,” Dr. Diller says. “I’d 
rather talk to them in great depth about 
how they’re thinking about it.”

For example, Dr. Diller says, a teen-
ager who wants Botox for wrinkles isn’t 
appropriate in most cases — unless 
that teen is under the spotlight, in the 
media, or whose income may depend 
upon maintaining a certain look, per-
haps. Breast surgery is another exam-
ple. Adolescents’ bodies are changing 
and they’re still evolving mentally and 
socially. Breast augmentation during 
the teen years is a clear red flag. Breast 
surgery to correct uneven breasts, how-
ever, might be a different story.

“To provide that kind of normalization 
can sometimes truly help a child going 
into adulthood feel much more confident 
about themselves,” Dr. Diller says. DT

For more on when cosmetic treatments may 

be appropriate in the adolescent population, 

read our online tips: “Reasons to say ‘yes’ to 

cosmetic surgery”: 

bit.ly/teencosmeticsurgery

“Rhinoplasty for teens”: 

bit.ly/teenrhinoplasty

What’s right, wrong 
among aesthetics for teens?
Lisette Hilton | Staff Correspondent

HONESTY IS THE BEST policy when 

consulting with a teen about whether you will 

perform a cosmetic procedure, according to 

Gia Washington, Ph.D., a clinical psychologist 

at Texas Children’s Hospital and assistant pro-

fessor at Baylor College of Medicine, Houston.

“I’d advise any physician to give the fam-

ily and teen an honest answer and describe 

their reservations about proceeding with the 

aesthetic intervention,” Dr. Washington says. 

“Most adolescents and families would be re-

ceptive to a physician saying something like, 

‘I’m not advising this procedure now because 

of the risks, your age, expected changes in 

your body, etc. Consider revisiting this in a few 

years in your 20s. If it’s still really important 

to you then, we can meet again.’’’

When patients have what doctors think 

might be a mental illness, a fi rm “no,” an 

explanation about why and a referral to a 

mental health professional can be what’s most 

appropriate. However, if a physician thinks a 

cosmetic procedure might be appropriate for 

a teen but isn’t sure, a “Let’s think about this 

a little longer” approach could be the answer. 

Vivian Diller, Ph.D., a psychologist in New York 

City who works with adolescents and does 

research on the psychology of beauty and 

aging, suggests saying the patient should 

come back in a month, maybe two.

“Giving an adolescent time to think 

about it, will give the doctor a clear idea 

how important it is to this patient. It will 

give them an idea about whether this patient 

has done research. It will give the doctor a 

greater clarity whether this is just a passing 

fantasy,” Dr. Diller says. “The doctor needs 

to say, ‘I want you to be happy. I don’t want 

you to do something that will make you un-

happy. That’s why I’m sending you home. I 

know that if I send you home and you come 

back in a month or two, there’s a greater 

likelihood that you will be satisfi ed with the 

results.’” DT

Teens & cosmetic 
procedures: 
How to say ‘no’

Dr. Washington
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The teen years are a time of mental and 
physical development according to Gia 
Washington, Ph.D., a clinical psycholo-
gist at Texas Children’s Hospital and as-
sistant professor at Baylor College of Med-

icine, Houston.
“Dermatologists 

and surgeons should 
be aware of the stages 
of adolescent cogni-
tive development,” 
Dr. Washington says. 
Most adolescents be-
tween the ages of 15 
and 19 can think ab-

stractly and consider hypothetical situa-
tions, therefore they are likely able to un-
derstand how the particular procedure af-
fects most people. 

“However, many adolescents may still 
be in the concrete operational stage and 
be so concrete in their thinking about the 
outcome of the aesthetic intervention, 
they would be unable to adequately un-
derstand the risks and benefits of the in-
tervention and identify a realistic expec-

tation about the out-
come,” Dr. Washing-
ton says.

Issues that might 
seem minor to adults 
are magnified to an ad-
olescent based upon 
the perception that 
ever yone not ices 
their aesthetic issue, 

Dr. Washington says.
“Adolescents may believe that the guide-

lines for recovery or treatment don’t apply to 
them. … They often perceive themselves as 
being impervious, invulnerable and invinci-
ble,” Dr. Washington says. “For this reason, 
physicians may often see adolescents not 

adhering to their rec-
ommendations for fol-
low-up care and main-
tenance.”

W hen it comes 
to assessing teen 
patients, Michelle 
Welch, M.D., a derma-
tologist practicing in 
Lexington, S.C., says 

she is on alert for patients of all ages who 
show signs of body dysmorphic disorder. 
John M. Hilinski, M.D., a facial plastic sur-
geon in San Diego, says he asks adults and 

teens similar questions during consulta-
tions. One of the most important ques-
tions, he says, is what motivates them to 
have surgery.

“If something comes up that hints at 
a body dysmorphic disorder, then I will 
not (go forward),” Dr. Hilinski says.

Asking the right questions can help 
a physician determine 
whether a teen patient 
should have a cosmetic 
procedure, wait or would 
be better off seeing a psy-
chologist or other men-
tal health expert.

“Not every patient 
needs to be referred to 
a psychologist,” says Viv-
ian Diller, Ph.D., a psy-
chologist based in New 
York City. “(But) there are 
key things that you want 
to look for that you say 
to yourself as a doctor, ‘I 
think you should talk to 
a counselor.’” For exam-
ple, when you think you 
have a patient who might 
have body dysmorphic 
disorder, bipolar, depres-
sion, addiction or an eat-
ing disorder.

This is especially im-
portant during adoles-
cence. All adolescents 
tend to be emotionally la-
bile. “It’s really important 
to distinguish between 
the adolescent who has 
low self-esteem versus 
the adolescent who is su-
icidal,” she says. 

It could help to ask pa-
tients to write out their 
reasons for requesting 
the aesthetic intervention 
and explain their expec-
tations for the results, Dr. 
Washington says.

Dr. Welch says she 
uses the consultation to 
not only assess patients 
and educate, but also to 
emphasize what’s posi-
tive about patients’ fea-
tures and overall beauty.

“If we push cosmetic 
(procedures) on young 
people who may be in-

secure, I think we run the risk of mak-
ing those young people insecure in other 
aspects of their life or in their beauty.” 
Dr. Welch says.

It’s important that teens know that 
the near-perfection they see online and 
in magazines is altered to look that way, 
Diller says. DT

Lisette Hilton | Staff Correspondent

Psychology tips when consulting with teens

Dr. Washington

Dr. Diller

Dr. Welch
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terial resistance,” he says.
Highlighting some of the key points 

within the individual algorithms, Dr. 
Eichenfield notes that as a departure 
from prior acne guidelines, the AARS 
guideline recommends that benzoyl 
peroxide may be considered as initial 
monotherapy for mild acne. Other op-
tions for initial treatment include a top-
ical retinoid alone or topical combina-
tions including benzoyl peroxide with an 
antibiotic and/or retinoid. Topical dap-
sone is also identified as a monotherapy 
option or to be used in place of a topical 
antibiotic, although topical antibiotics 
are not recommended as monotherapy.

MODERATE ACNE THERAPIES

Treatment for moderate acne is initiated 
with a combination regimen that should 
always include a topical retinoid and ben-
zoyl peroxide with an oral or topical an-
tibiotic. Again, topical dapsone can be 
substituted for a topical antibiotic.

“Oral antibiotics are reasonable for 
treating moderate or worse inflamma-
tory acne at any age, and the guidelines 
note that second generation tetracyclines 
are sometimes preferred based on absorp-
tion and dosing frequency. However, tet-
racyclines should not be used in children 
younger than 8 years of age,” Dr. Eichen-
field says.

The treatment regimen can be modi-
fied for inadequate responders by altering 
the topical components or substituting an 
oral antibiotic for a topical agent. If there 
is still insufficient control, the guidelines 
recommend considering hormonal ther-
apy for females or oral isotretinoin along 
with dermatology referral. Consideration 
of referral to a dermatologist is also recom-
mended for any patient with severe acne.

Dr. Eichenfield notes there is contro-
versy on the appropriate age for initiating 
hormonal therapy. The group’s consensus 
recommendation was that a combined 
oral contraceptive (OC) can be used as 
second-line therapy for pubertal females 
with moderate-to-severe acne and note 
the need to assess tobacco use and fam-
ily history of thrombotic events. It is also 
noted that due to concerns about poten-
tial effects on bone, some experts recom-
mend withholding OCs to treat acne in 
girls until they are at least one year past 
onset of menstruation. DT

Disclosures: Dr. Eichenfield is a clinical investigator 

for and past consultant to companies that market 

products for treatment of acne.

Maui, Hawaii — Guidelines for the di-
agnosis and treatment of pediatric acne 
developed by the American Acne Rosa-
cea Society (AARS) and endorsed by the 
American Academy of Pediatrics (AAP) 
provide the AAP with its first-ever evi-
dence-based guidelines for the man-
agement of this very common pediatric 
condition.

Released in May 2013, the guidelines 
present an age-based categorization of 
acne and a set of severity-based treatment 
algorithms, says Lawrence F. Eichenfield, 
M.D. He is president of the AARS and 

co-chaired the panel 
that developed the 
guidelines. He spoke 
to the impetus for the 
project and high-
lighted some of the 
key recommenda-
tions at the Maui-
Derm 2014 meeting.

“The onset of acne 
is occurring earlier now than in the past, 
and one goal of the guidelines was to get 
physicians to recognize that early signif-
icant acne is a predictor of worse acne 
over time. In addition, numerous articles 
have identified a huge gap, essentially a 
chasm, between the way dermatologists 
and pediatricians manage children and 
teens with acne,” says Dr. Eichenfield, pro-
fessor of pediatrics and dermatology, Uni-
versity of California, San Diego, and Rady 
Children’s Hospital.

DIAGNOSTIC ISSUES

The age-based categorization divides 
acne type into neonatal, infantile, mid-
childhood, preadolescent and adolescent 
acne. Dr. Eichenfield points out that neo-
natal acne usually represents some non-
acne pustular eruption whereas acne in 
infants tends to be a true acneiform con-
dition. Acne during the mid-childhood 
years, ages 1 to <7 years, is a condition 
that should raise concern about an un-
derlying endocrinologic cause.

“Acne in a child this age, even when 
it appears mild, is worrisome because it 
may be a sign of hyperandrogenism as-
sociated with Cushing syndrome, prema-

ture adrenarche, congenital adrenal hy-
perplasia, or adrenal tumors,” Dr. Eichen-
field says.

“The guidelines recommend that 
children with mid-childhood acne be 
referred for evaluation by a pediatric 
endocrinologist.”

Preadolescent acne, with onset between 
ages 7 and 12 or prior to menarche in girls, 
is now very common, and unless there are 
other findings to suggest an endocrine-
related or other systemic problem, there 
is no need for these children to undergo 
work-up beyond history and physical.

“Acne can precede other signs of puber-
tal maturization, and we know that the av-
erage age of puberty is now about one year 
younger than it was a decade ago for both 
males and females,” Dr. Eichenfield says.

OPTIMIZED REGIMENS OF CARE

Severity-based treatment algorithms rep-
resent the crux of the guidelines. Adher-
ence to the recommendations should 
eliminate important practice gaps that 
include low retinoid prescribing rates 
with over-reliance on antibiotics as mon-
otherapy.

“One goal is to be able to successfully 
maintain patients on topical treatment with 
a retinoid alone or in combination with a 
topical antimicrobial, even in moderate 
patients who may use oral antibiotic for 
a few months. Therefore, one should not 
be treating acne using an oral antibiotic 
alone,” Dr. Eichenfield says.

He notes the guidelines also empha-
size the use of a topical retinoid alone or 
in combination for all severities of acne in 
pediatric patients of all ages, even though 
per the prescribing information for indi-
vidual products, use in children younger 
than ages 9 or 12 years is off-label. In ad-
dition, they make benzoyl peroxide a pri-
ority in regimens of care.

“Benzoyl peroxide should be prescribed 
whenever using a topical or oral antibi-
otic to decrease the development of bac-

Acne guidelines aim 
to improve patient care
Cheryl Guttman Krader | Staff Correspondent

New guidelines on diagnosis 
and treatment of pediatric 
acne feature severity-based 
treatment algorithms and aim 
to improve acne patient care. 

QUICK READ

Dr. Eichenfield
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bleeding. These were hemangiomas that 
were too big to excise.”

The CO2 laser, while effective in treat-
ing an angiokeratoma, did not effec-
tively treat verrucous hemangiomas, 
Dr. McCuaig says. With one of the pa-
tients in the series, there was clearance 
of the lesion followed by recurrence of 
the hemangioma one month after treat-
ment with the CO2 laser. Although it is 
not their own clinical practice, Dr. Mc-
Cuaig points to experience in the pub-
lished literature that demonstrates ef-
ficacy with the Nd:YAG laser to manage 
larger verrucous hemangiomas.2

“In some ways, we are reporting 
negative results for us (clinicians) all 
to better learn,” she says. “The surgi-
cal approach would have been better 
from the beginning (in the case where 
there was recurrence). Choosing the 
laser route, the Nd:YAG laser is pre-
ferred. You need to know full well that 
there can be significant scarring (after 
laser treatment).”

Complications such as bleeding, pain 
and infection arise with either surgical 
or laser treatment.

“Complications are inherent to any 
surgery or the use of a laser,” Dr. Mc-
Cuaig says. DT

References:
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Quebec City, Quebec — The diagnosis 
of angiokeratoma circumscriptum should 
be supplanted with verrucous heman-
gioma, and the lesion should be treated 
with surgery in most cases, according 
to a retrospective case series presented 
at the annual meeting of the Canadian 
Dermatology Association.

“The reason we undertook this study 
is that there was confusion about what 
was an angiokeratoma, which could be 
better treated with laser, and the verru-
cous hemangioma, which could be bet-
ter treated with surgery,” says Catherine 
McCuaig, M.D., F.R.C.P.C., a pediatric 
dermatologist at CHU Sainte-Justine in 
Montreal, and an associate professor of 
dermatology and pediatrics at the Uni-
versity of Montreal.

The series included 20 cases, which 
had been referred to the tertiary care 
institution. All of the lesions in the se-
ries were biopsied, and the mean age of 
the patients was 4.1 years old. The le-

sions were located mainly on the lower 
extremities, in some cases on the fore-
arms, and on the abdomen.

DEFINING DISTINCTIONS

The two lesions have very similar clini-
cal presentation, but Dr. McCuaig drew 
several distinctions between angioker-
matomas and verrucous hemangiomas. 
Verrucous hemangiomas are always con-
genital, well-circumscribed, and thicken 
with time. There is often oozing and/or 
bleeding present. Their incidence is very 
rare.

By contrast, angiokeratomas are ac-
quired dermatoses that are smaller, su-
perficial and occasionally bleed. They 
can feature superficial, crusted papules.

“Verrucous hemangioma is always 
congenital while the angiokeratoma, for 

the most part, is quiet and often overlies 
another vascular formation, primarily a 
lymphatic malformation,” says Dr. Mc-
Cuaig, adding that a histopathological 
examination should be performed to con-
firm the diagnosis of verrucous hemangi-
oma. “We think the term angiokeratoma 
circumscriptum should be let go.”

There are no guidelines outlining the 
most efficacious treatment for verrucous 
hemangiomas, Dr. McCuaig says.

Another difference between the two 
types of lesions is their depth: angiok-
eratomas only involve the papillary der-
mis while with verrucous hemangiomas, 
the blood vessels extend into the dermis 
and subcutaneous fat. This difference 
between the two entities underlines the 

need for a biopsy of suf-
ficient depth, for a biopsy 
that consists of a super-
ficial tissue sample can 
result in an incorrect di-
agnosis.1

TREATMENT OPTIONS

Surgery effectively treats 
the verrucous hemangioma with no re-
currence and patients satisfaction. When 
the surface area of a verrucous heman-
gioma is extensive and it is too large to 
resect, laser therapy should be the man-
agement choice. Not all lasers are effec-
tive in managing these hemangiomas, 
Dr. McCuaig says.

A pulsed dye laser eliminates kera-
totic papules, but the overall improve-
ment in treating verrucous hemangi-
omas is somewhat limited, according 
to Dr. McCuaig.

“If you are trying to palliate a verru-
cous hemangioma, and you use a pulsed 
dye laser, it doesn’t go particularly deep, 
and the treatment might not be defini-
tive,” she says. “Some patients (in this 
series), were satisfied enough with the 
pulsed dye laser because it stopped the 

Experts clarify verrucous 
hemangioma confusion
Louise Gagnon | Staff Correspondent

The diagnosis of angiokeratoma 
circumscriptum should be 
supplanted with verrucous 
hemangioma, and the lesion should 
be treated with surgery in many 
cases, according to an expert.

QUICK READ

A pulsed dye 
laser eliminates 
keratotic papules, 
but the overall 
improvement in 
treating verrucous 
hemangiomas is 
somewhat limited.20

CASES

All of the lesions in the 
series were biopsied, 
and the mean age of the 
patients was 4.1 years old
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The Food and Drug Administration has granted 

accelerated approval to pembrolizumab 

(Keytruda, Merck) for treatment of advanced or 

unresectable melanoma in patients who have 

stopped responding to other drugs. Keytruda 

is the sixth new melanoma treatment approved 

since 2011 and the first that blocks a cellular 

pathway known as PD-1, which restricts the 

immune system from attacking melanoma cells. 

For patients whose tumors express the BRAF V600 

gene mutation, Keytruda is intended for use after 

treatment with ipilimumab and a BRAF inhibitor.
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Study reveals that sunscreen 
use among young people has 
declined significantly

Cancer treatment in pediatric 
patients can have results that 
impact long-term health

TEEN SUNSCREEN USE

ONCOLOGY THERAPIES

PEDIATRIC MELANOMA see page 55

and clinicians such as Dr. Sondak be-
lieve the use of tanning beds is impli-
cated in this rising incidence. “The rise 
(in melanoma) is greater in places that 
do not have high ultraviolet (exposure) 
versus areas of the U.S. where there is 
higher UV,” Dr. Sondak says.

RISING RATES OF MELANOMA

A study published last year found that, in-
deed, melanoma is occurring more often 
in children. The rate rose about 2 percent 
in newborns to age 19 from 1973 to 2009. 
The largest increase was amongst adoles-
cents, ages 15 to 19, particularly girls. In-
vestigators found living in northern lati-
tudes, being female, and being age 15 to 

19 were all linked to the greatest spikes 
in incidence (Wong JR, Harris JK, Rod-
riguez-Galindo C, Johnson KJ. Pediat-
rics. 2013;131(5):846-854).

The finding about living in more 
northern latitudes being associated 
with the largest increase was of spe-
cial interest since it points a finger at 
artificial sources of UV radiation such 
as tanning beds rather than natural 
sources. While very rare, neonates 
can develop melanoma through pla-
cental transmission from a mother 
w it h w idespread mela noma, Dr. 
Sondak says.

“It is extremely rare, but it can hap-
pen,” he says. “Additionally, neonates 
who are born with a very large congen-
ital ‘bathing trunk nevus’ can develop 
melanoma in the first year or two of life. 
Pediatricians now recognize that pa-
tients with a bathing trunk nevus are 
at high risk (of developing melanoma). 
These infants are watched more care-
fully, and the nevus removed surgically 
when appropriate.”

Another observation by Dr. Sondak 
is that children ages 13 and under who 
have Fitzpatrick skin types IV, V and VI 
are being diagnosed with melanoma, 

Banff, Alberta — Clinicians have to 
consider actions to avoid the potential for 
mortality if melanoma is suspected in pe-
diatric cases, and they should be cogni-
zant that pediatric melanoma cases rep-
resent a very heterogeneous group of pa-
tients, according to the chairman of the 
department of cutaneous oncology at the 
Moffitt Cancer Center, Tampa, Florida.

“There are a growing number of chil-
dren, some as young as 4, who have mel-
anomas that seem to behave and seem 
to be identifiably different than what we 
are used to with adults,” says Vernon 
Sondak, M.D., a surgical oncologist, dis-
cussing pediatric melanoma here at the 
8th Canadian Melanoma Conference.

But melanoma that occurs in indi-
viduals in late adolescence appears 
more similar to melanoma that occurs 
in adults, Dr. Sondak says.

The incidence of melanoma is going 
up in children, especially teenagers, 

Incidence of pediatric 
melanoma on the rise
Louise Gagnon | Staff Correspondent

“T is is a generation 
that doesn’t trust 
marketing due to the 
fact that it has let 
them down in the past. 
T ey trust themselves 
and the ‘crowd’ 
opinion.”

Joel Schlessinger, M.D.
Omaha, Neb.

On reaching young people
See story, page 56

Quotable DTExtra

If melanoma is in the differential 
diagnosis of a skin lesion in 
a pediatric patient, clinicians 
should remove the lesion and 
might also consider checking 
the sentinel lymph node.

QUICK READ
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A dermatologist’s first instinct 
to relieve a pediatric patient’s rash 
might be to try topical or oral treat-
ments or address the skin manifesta-
tion’s potential cause. But in a child 
undergoing cancer treatment, even a 
seemingly straightforward treatment 
or modification could have long-term 
health implications.

Melinda Chu, M.D., resident and 
clinical trials fellow in the depart-
ment of dermatology at Saint Louis 
University, St. Louis, says dermatolo-
gists should be aware not only of the 
common cancers among children and 
how pediatric cancer treatment might 
result in skin conditions, but also of 
how treating the skin condition might 
impact cancer treatment and the child’s 
long-term health.

CHILDREN AND CANCER

According to the American Cancer 
Society, the most common cancers 
among children are leukemias (which 
account for 31 percent of all cancers 
in children), brain (and other central 
nervous system tumors), neuroblas-
toma, Wilms tumor, Hodgkin or non-
Hodgkin lymphoma, rhabdomyosar-
coma, retinoblastoma and bone can-
cers (source: http://www.cancer.org/
cancer/cancerinchildren/detailed-
guide/cancer-in-children-types-of-
childhood-cancers).

“Because leukemia is the most com-
mon cancer in pediatric patients, stem 
cell transplants are performed in chil-
dren more commonly than what might 
expect,” Dr. Chu says.

In children, as well as adults, it’s 
important for dermatologists to recog-
nize that their input can alter cancer 
treatment regimens, she says.

“Some rashes can be impressive 
on presentation, but may not be life-
threatening. So, I think it’s important to 
distinguish that before dermatologists 
recommend altering treatments, espe-
cially in terms of affecting the chemo 

regimen as disrupting the chemo reg-
imen has the potential to impact re-
sponse and survival,” Dr. Chu says.

Rashes might result from chemo-
therapy drugs.

“It is important to know the exact 
drugs that are part of a patients’ cancer 
regimen to recognize common der-
matologic side effects,” she says.

For example, carboplatin (Paraplatin, 
Bristol-Myers Squibb) used in pediat-
ric patients to treat low-grade glioma 
is known to cause skin reactions.

“Though we may be quick to ascribe 
any new rash to a chemotherapy or can-
cer treatment. Drug rashes are more 
likely caused by the common culprits 
of drug rashes — antibiotics — used 
to prevent opportunistic infections in 
these children’s weakened immune 
systems,” Dr. Chu says. “Even if there 
is a rash associated with medication, 
I would caution dermatologists from 
putting medications on pediatric pa-
tients’ allergy lists, pending a full in-
vestigation.”

Pediatric cancer patients might make 
several trips to the hospital. Before 
adding a medication, such as peni-
cillin, to a patient’s allergy list, der-
matologists should think about the 
long-term therapeutic consequences. 
In particular, adding antibiotics, such 
as penicillin, to an allergy list may 
greatly limit antibiotic options as phy-
sicians may be hesitate to prescribe 
any penicillin or cephalosporin in the 
future, she says.

“There are definitely a few rashes 
that can be life-threatening, like Ste-
vens-Johnson syndrome, toxic epider-
mal necrolysis (TEN) or drug rash with 
eosinophilia and systemic symptoms 
(DRESS). In general, the most com-
mon, which is the morbilliform drug 
eruption, is not life-threatening. But 
it can be really uncomfortable for the 
patient,” Dr. Chu says.

It is important to recognize that a 
past history of rashes that are common 
in all children, like pityriasis rosea due to 
HHV-6 or “slapped cheeks” due to parvo-
virus, may have important future impli-
cations for pediatric patients with cancer.

RASH see page 56

Rash treatment can have 
long-term implications
Lisette Hilton | Staff Correspondent

Treating a rash in a pediatric 
patient undergoing cancer 
therapy can have long-
term health implications.

QUICK READ

MELINDA CHU, M.D., St. Louis, points 

to an example of how looks can de-

ceive when deciding whether to treat 

skin rashes in pediatric patients un-

dergoing cancer treatment.

She saw a patient who presented 

with yellowish hyperkeratotic plaques 

— evidence of graft versus host dis-

ease (GVHD). The f aky rash covered 

the patient’s face. GVHD often is con-

sidered life-threatening.

“However, there are different 

grades of GVHD. While it def nitely 

can kill people with leukemia, oncol-

ogists can actually see a low-grade 

GVHD as a good thing,” Dr. Chu says. 

“Low-grade GVHD means that the pa-

tient’s immune system is active. And 

when there’s graft versus host there’s 

also graft versus leukemia going on.”

Dr. Chu and colleagues considered 

aggressive treatment to get rid of the 

skin manifestation, but the rash wasn’t 

bothering the patient. Medications to 

treat it would increase immunosup-

pression, which would have affected 

all of the patient’s other defense sys-

tems and increase risk of infection.

Without therapy to treat the rash, 

the patient has improved but is not 

completely clear, according to Dr. 

Chu. DT

Skin rash 
in pediatric 

cancer patient: 
A case in point
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If the sentinel lymph node is posi-
tive, management is generally iden-
tical to that for an adult with stage 3 
melanoma. Management could include 
doing a complete lymph node dissection 
and/or giving the patient interferon, ac-
cording to Dr. Sondak.

“Children tolerate interferon bet-

ter than adults tolerate it,” he says. 
“No one wants to over-treat, but the 
uncertainty (of a diagnosis) should 
be ack nowledged and addressed 
head-on.” DT

Disclosures: Dr. Sondak reports no relevant 

financial interests.

and clinicians don’t have an expla-
nation for the phenomenon. It is also 
clear that melanoma in younger chil-
dren often fails to demonstrate the clas-
sic “ABCDs” that are associated with 
melanoma in adults. Pediatric melano-
mas seem to be more often amelanotic, 
nodular and even verrucous in appear-
ance, Dr. Sondak says.

One possible explanation for the over-
all increase in cases is increased aware-
ness. There has been a rise in pediatric 
patients having unusual moles biopsied, 
owing to this increased awareness.

“More of these moles are being biop-
sied, and more questionable lesions are 
being put in front of pathologists,” he says.

‘DIAGNOSTIC UNCERTAINTY’

Pediatric melanoma represents a chal-
lenge to pathologists, and pathologists 
often label suspected melanoma in 
children as atypical melanocytic neo-
plasms, he says.

“Pathologists often have difficulty in 
definitively diagnosing melanoma in a 
child such as ‘atypical melanocytic ne-
oplasms’ or ‘melanocytic tumor of un-
certain biologic potential,’” Dr. Sondak 
says. “We have to understand it is a 
complex situation. There is a degree of 
diagnostic uncertainty about what the 
lesion is and how it will behave.”

Given the potential for uncer-
tainty about the prognosis of pediatric 
melanoma and atypical melanocytic 
neoplasms, clinicians need to consider 
making treatment decisions based on 
what are the worst-case scenarios, Dr. 
Sondak says.

“We have seen some of the atypical 
tumors, where the pathologist can-
not make a definitive diagnosis, lead 
to widespread metastatic disease or 
even death,” he says. “If we have an 
atypical skin lesion where melanoma 
that could potentially kill the child is 
in the differential diagnosis, then we 
will take precautions to deal with it 
that are basically the same as when a 
formal diagnosis of melanoma is ren-
dered. That will mean removing the le-
sion with a margin of about 1 cm, and 
when appropriate, checking the sen-
tinel lymph node.”

In some cases where a sentinel 
lymph node biopsy is not performed, 
regional nodal ultrasound would be 
performed, and the child would con-
tinue to be followed, Dr. Sondak says.

PEDIATRIC MELANOMA:
Childhood melanoma represents a challenge to pathologists from page 52
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“Usually when pityriasis rosea oc-
curs in a healthy kid, we don’t think 
of it as a problem or as having any fu-
ture consequence,” she says. “For pa-
tients with cancer, it is important to 
know about past rashes and viral ex-
anthem. In these immunosuppressed 
patients, their new eruptions may be 
caused by viral reactivation.”

In addition, there is increasing evi-
dence that demonstrates that systemic 
symptoms of severe drug rashes such 
as DRESS may in some cases be re-
lated to reactivation of HHV-6 and 
EBV, Dr. Chu says.

WEIGHING TREATMENT OPTIONS

Treating rashes in pediatric cancer 
patients is complex. One example: 
traditional treatments for rashes in 
adults, such as prednisone or even an-
tihistamines to help with itch, can re-

sult in side effects that mimic cancer 
progression.

“Prednisone can alter mood and make 
you irritable. But when that’s a kid that 
it’s happening to, it can be challenging 
for the kids and the parents and doc-
tors to tell if the child is getting sicker 
or if it’s a side effect of the medication. 
Antihistamines can make children re-
ally sleepy, which can be interpreted as 
a mental status change and could lead 
doctors to believe the disease is getting 
worse,” Dr. Chu says.

Dermatologists can minimize compli-
cations, drug interactions or long-term 
consequences from skin treatments by 
knowing a child’s cancer treatment reg-
imen, including specific medications 
and time lines for treatment, accord-
ing to Dr. Chu.

“Dermatologists should talk with other 
physicians on the team, including pedi-

atric oncologists, about how the derma-
tologist’s role would affect the manage-
ment versus the patient’s overall health,” 
Dr. Chu says.

AFTER CANCER TREATMENT

The good news is children with cancer are 
living longer thanks to medical advances. 
The bad news is many of the medicines 
used to treat cancer have long-term side 
effects, including an increased risk for 
skin cancer.

The antifungal medication, voricona-
zole, for example, is known to increase 
risk of squamous cell carcinoma in adults. 
Recent research suggests it also increases 
skin cancer risk in children.

Dermatologists should keep this in 
mind when treating children who have 
been on voriconazole, and realize they 
might see a precancer or even skin cancer 
in a pediatric patient, Dr. Chu says. DT

RASH:
Consider long-term implications when treating rash in pediatric cancer patients from page 54

A new study reveals an alarming sta-
tistic about sunscreen : its use by young 
people has declined significantly.

According to research conducted by 
Corey H. Basch, Ed.D., an associate pro-
fessor of public health at William Pater-
son University, Wayne, N.J., the number of 
young people who reported wearing sun-
screen declined from 67.7 to 56.1 percent 
from 2001 to 2011. The study also found 
that there was little decline in the use of 
tanning devices among adolescents, and 
that the use of such devices was high-
est among white females (29.3 percent).

According to a news release, Dr. Basch’s 
research focuses on health communica-
tion, cancer education and cancer screen-
ing. The release quotes her as saying, “This 
research suggests that adolescents con-
tinue to put themselves at risk for skin 
cancer. Future prevention efforts defi-
nitely need to be focused at young people.”

“I totally am in agreement as to the 
study findings,” Helen M. Torok, M.D., a 
dermatologist in Medina, Ohio, tells Der-

matology Times. “I discuss sunscreen 
in patients over 30 about 80 percent of 
the time but fail to really educate the 

younger population. Thus, the fault lies 
with us, the dermatologists, for failing to 
stress the importance of photoprotection 
to our teenage acne patients. We have a 
captive audience when we are treating 
the younger population for acne, so we 
should take advantage of this opportu-
nity and educate them.”

Some dermatologists believe such ef-
forts will be most effective if delivered via 
social media.

“This is a generation that doesn’t trust 
marketing due to the fact that it has let 
them down in the past,” says dermatol-

ogist Joel Schlessinger, M.D., Omaha, 
Nebraska. “They trust themselves and 
the ‘crowd’ opinion more than an ad or 
campaign. This works better than all the 
shouting, exhorting and pleading we can 
do as dermatologists.”

An example is a video that went viral on 
YouTube. Created by photographer/artist 
Thomas Leveritt, the video is titled “How 
the Sun Sees You” and is hailed by science-
news website redorbit.com as “the best 
argument ever in support of sunscreen.”

“The video is a wonderful tool, and I 
would use it in my exam rooms as I am 
now installing TVs in all my exam rooms 
and will place leading stories for my pa-
tients,” Dr. Torok says.

Dr. Schlessinger agrees. “This video 
is a great example of ways that we have 
to interact with teenagers and millen-
nials,” he says. “We won’t get to them 
unless we do this, but as in the case 
of this video and the ALS Ice Bucket 
Challenge, it is possible to reach them, 
just not via normal — read old-style — 
marketing methods.”

Dr. Basch’s study appears in the Au-
gust issue of the Centers for Disease Con-
trol and Prevention journal Preventing 
Chronic Disease. DT

Study reveals teens’ indif erence to 
sunscreen, video may help educate
Bill Gillette | Staff Correspondent

This video, created by photographer/artist 
Thomas Leveritt, went viral on YouTube. The 
video is titled “How the Sun Sees You” and 
is hailed by science-news website redorbit.
com as “the best argument ever in support 
of sunscreen.”

VIDEO
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PEDIATRIC MELANOMA:
It is common for children to present atypically from page 1

histopathological complexity of these 
lesions contributed to the diagnostic 
delay, she says.

More than 90 percent of the younger 
patients had stage 2a disease or higher, 
compared to 46 percent of the older chil-
dren.

INADEQUATE CRITERIA?

The conventional ABCD criteria (asym-
metry, border irregularity, color varia-
tion and diameter >6 mm) were largely 
inadequate for detecting melanoma in 
especially younger children. The “E” for 
evolution proved to be the more sensi-

tive indicator, according to Dr. Cordoro.
“The criterion of evolution was uni-

versally valuable, capturing nearly 100 
percent of the entire cohort of pediat-

ric melanomas. We must remain mind-
ful of this as we interview and exam-
ine our patients. Though growth is a 
form of evolution, nevi in children are 

often changing with age and derma-
tologists are very good at recognizing 
these banal transitions,” Dr. Cordoro 
says. “More important are new, persis-

Researchers have found that 
many children do not present 
with conventional ABCDE 
criteria. Their lesions tend to be 
characterized by amelanosis, 
bleeding bumps, uniform color, 
variable diameter, and de novo 
development. Dermatologists 
should be aware of the alternate 
presentations.

QUICK READ

voice of the dermatologist

“Though we may be quick to ascribe any 
new rash to a chemotherapy or cancer treatment. 
Drug rashes are more likely caused by the 
common culprits of drug rashes — antibiotics — 
used to prevent opportunistic infections in these 
children’s weakened immune systems.”

On the long-term implications of rash treatment 
in children undergoing cancer treatment. See PG 54

Melinda Chu, M.D.
Saint Louis University, St. Louis 

tent pink or red papules or nodules or 
pigmented nevi that have developed 
new symptoms such as itching, crust-
ing or bleeding. The latter are warning 
signs, and warrant biopsy.”

The presentation of melanoma in 
children can mimic a benign pyogenic 
granuloma, according to Melinda Chu, 
M.D., resident and clinical trials fellow in 
the department of dermatology at Saint 
Louis University, St. Louis.

“In adults we generally think of mel-
anoma as being a brown spot or coming 
from a mole, but in children it can be 
a skin-colored lesion that bleeds a lot 
that looks like a pyogenic granuloma,” 
Dr. Chu says.

Still, the modified criteria are not 
meant to replace the conventional ABCDs 
because many children will still pres-
ent with typical melanomas, accord-
ing to Dr. Cordoro. Rather, A for amela-
notic; B for bleeding, bump; C for color 
uniformity; and D for de novo, any di-
ameter are meant to raise awareness 
and serve as a reminder of the alternate 
presentations of melanoma in children, 
she says. DT

Reference:
Cordoro KM, Gupta D, Frieden IJ, et al. J Am Acad Dermatol. 
2013;68

“In adults we generally think of melanoma 
as being a brown spot or coming from 
a mole, but in children it can be a skin-
colored lesion that bleeds a lot…”
Melinda Chu, M.D.
St. Louis
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able at rates never before seen. The 
Centers for Medicare and Medicaid 
Services (CMS) recently released an-
other batch of claims data that enable 
comparisons of spending across the 
country. States are passing laws that 
require providers to post price informa-
tion. Large employers, as well as orga-
nizations such as the Health Care Cost 
Institute, are partnering with insurers 
to develop tools that allow patients to 
tap into price and quality information.

MARKET DYNAMICS ENCOURAGING 

PRICE TRANSPARENCY

Because Americans traditionally have 
obtained health insurance through 
their employers, which picked up a 
large portion of their health insur-
ance costs, patients have long been 
shielded from the true cost of their 
care. This has allowed a system of 
secrecy around healthcare prices to 
grow up. Even today, it’s very diffi-

The Affordable Care Act (ACA) imposes new taxes on 
higher earners. It adds a new Medicare tax on earned 
income as well as a new net investment income tax 
on unearned income. These may have an impact on 
your bottom line. If you have modified adjusted gross 
income (line 37 of Form 1040) exceeding $250,000 
if married or $200,000 if single, you are now subject 
to two additional taxes. Prior to year end, it would 
make sense to confer with your tax counsel to review 
whether there are opportunities to minimize or 
eliminate these new taxes or other options to enable 
you to pay the least tax permitted under the law.

READ MORE: BIT.LY/PAYINGFORACA
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Can patients easily access 
information about your practice 
from their mobile devices?

See your clinic through the five 
senses: Sight, sound, smell, 
touch, taste

MOBILE TECHNOLOGY
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PRICE TRANSPARENCY see page 68

The push for greater price trans-
parency in healthcare has become a 
movement. There is widespread belief 
that with access to information about 
the cost and quality of healthcare ser-
vices, patients will be more cautious 
about their use of medical services 
and competition among healthcare 
providers will increase. But concerns 
remain about whether transparency 
can achieve its goals.

Transparency proponents say giv-
ing patients more information about 
cost will lead to lower costs and higher 
quality healthcare throughout the sys-
tem. In fact, a recent analysis from the 
West Health Policy Center estimates 
that increasing price transparency in 
health care could save more than $100 
billion over 10 years.

Historically, price information has 
been difficult for patients to come 
by, but now such information is in-

The challenges of healthcare 
price transparency 
Lisa Zamosky | Staff Correspondent

“A good way to 
measure the loyalty 
of your readers is to 
check your repeat 
visits. T is tells you 
how ‘sticky’ your 
blog is.”
Patricia Redsicker

Baltimore

On blogging metrics
See story, page 64

Quotable DTExtra

QUICK READ

creasingly available. Insurers and 
independent vendors offer tools that 
show patients average prices in their 
area. Groups such as Castlight Health 
provide employers with sophisticated 
technology allowing employees to view 
a range of price and quality informa-
tion about  local providers and to learn 
how much their care will cost based on 
personalized insurance information.

“What the users really want to know 
is how much they’re going to pay out 
of pocket,” says Jennifer Schneider, 
M.D., vice president of strategic ana-
lytics with Castlight Health.

While most price transparency tools 
available to patients today lack this level 
of sophistication, the raw data required 
to power them are being made avail-

A growing demand for improved 
access to cost information 
presents opportunities for 
practicing physicians
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The key to maintaining healthy skin is maintaining a healthy skin barrier. Colloidal oatmeal’s enriched 

chemical composition helps protect and maintain a healthy skin moisture barrier by providing a number 

of skin care benefits. (Table 1)

COLLOIDAL OAT
The great viscosity of colloidal oatmeal when mixed with water derives from the high concentration of 

highly hydrophilic polysaccharides.2 The occlusive and water-binding colloidal film holds moisture in the 

stratum corneum, thus helping to replenish the barrier.3 Colloidal oatmeal also acts as a buffer system 

to both acids and bases, helping to normalize the skin’s pH.4 (Figure 1) The moisturizing and protective 

properties of colloidal oatmeal help promote a healthy skin barrier, prevent water loss, and relieve itch. 

AVENANTHRAMIDES 

Avenanthramides are the main polyphenolic antioxidants in oat grains, demonstrating greater 

antioxidant activity (10-fold to 30-fold greater) than that of the other oat phenolic compounds such 

as vanillin or caffeic acid and five-fold greater than that of oat flavonoids.5,6

This antioxidant activity has been linked to structural factors such as the presence of amine bonds 

and number and position of hydroxyl groups. Vollhardt et al6 compared the functional properties of 

seven oat fractions (avenanthramides, flavonoids, saponins, sugar and amino acids, ash, proteins and 

lipids) in reducing UV-induced skin erythema, as measured by change in skin color, 24 hours after 

application and found avenanthramides to have the greatest activity against erythema. (Figure 2)

Avenanthramides also demonstrate potent anti-irritant properties. Published data suggests this anti-

irritant effect may result in decreased contact hypersensitivity. It may also reduce the scratching-

induced secondary irritation that can occur in extra dry, itchy skin, preventing disruption of the skin 

barrier function.11

OAT OIL 

When fractionated, whole oat oil is composed of a mixture of lipids, falling into four main lipid classes: 

triglycerides, diacylglycerol, phospholipids, and free fatty acids, with smaller amounts of sterols, 

phosphatidylethanolamine, and other compounds. Oat lipids contain about 80% unsaturated fatty 

acids, which in turn are about 42% to 52% linoleic acid. Linoleic acid has been shown effective in 

reducing transepidermal water loss and restoring the skin permeability barrier.7,8  (Figure 3) 

Oat oil treatment in primary human keratinocytes has also been shown to significantly increase total 

ceramide levels by 3-fold compared to untreated control, which may lead to improved epidermal 

barrier functions.9

SAFETY 

There is a long-standing history of safety for colloidal oatmeal as a topical treatment to relieve itch 

and irritation associated with various xerotic dermatoses. In a recent series of studies, the safety 

of personal care products containing oatmeal (creams, cleansers, lotions) was tested by assessing 

their irritant/allergenic potential on repeat insult patch testing, in safety-in-use and ocular studies 

using subjects with nonsensitive and sensitive skin. The studies showed that the irritation and 

allergenic potential of a diverse range of oatmeal-containing personal care products was very low 

demonstrating that colloidal oatmeal is a safe and effective ingredient in personal care products. No 

allergies were reported by consumers of 445,820 products sold during a 3-year period. 10

Avenanthramides
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Saponins

Sugar & Amino Acids
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Figure 2. Comparison of seven oat fractions in reducing erythema6

COMPONENT BENEFIT

Proteins Moisturizing, water-binding

Polysaccharides Soothing, form protective barrier

Lipids Barrier replenishment

Saponins Cleansing

Vitamin E & Enzymes Antioxidants

Table 1: Composition and beneficial properties of colloidal oatmeal1

Figure 3. Oat oil reduces TEWL compared to controls10

60

40

20

0
Petrolatum 100% Oat Oil 100% Canola Oil 100%

M
e

an
 %

 R
e

d
u

ct
io

n
 in

 T
E

W
L

1. Colloidal oatmeal, in The United States Pharmacopeia: The National Formulary, pp. 469–470, United States Pharmacopeial Convention, Rockville, Md, USA, 2000.  2. Paton D. Oat 
starch. I. Extraction, purification and pasting properties. Staerke. 1977;29:149-153.  3. Nebus JA, Smith G, Kurtz ES, Wallo W. Alleviating dry, ashen skin in patients with skin of color. 
J AmAcad Dermatol.2004;50:77.  4. Grais ML> role of colloidal oatmeal in dermatologic treatment of the aged. AMA Arch Derm Syphilol. 1953:68:402-407.  5. Meydani M. Potential 
health benefits of avenanthramides of oats. Nutr Rev 2009;67(12):731-735.  6. Vollhardt J, Fielder DA, Redmont MJ. Identification and cosmetic application of powerful anti-irritant 
constituents of oat grain. XXI IFSCC International Congress 2000, Berlin. Proceedings; 395-402.  7. Molteberg EL, Vogt G, Nilsson A, et al. Effects of storage and heat processing on 
the content and composition of free fatty acids in oats. Cereal Chem. 1995; 72(1):88-93.  8. Potter RC, Castro JM, Moffatt LC, inventors; Nuture, Inc, assignee. Oat oil compositions with 
useful cosmetic and dermatological properties.  9. S Chon, R Earland, KA Reynertson, MD Southall, A Pappas; PPARÐ and PPARÐ/Ð Activation by Oat (Avena sativa) Oil Stimulates 
Keratinocyte Differentiation and Ceramide Synthesis. Planta Med 2013; 79 - PE11 DOI: 10.1055/s-0033-1348579  10. Criquet M, Roure R, Dayan L, Nollent V, Bertin C. Safety and 
efficacy of personal care products containing colloidal oatmeal. Clin Cosmet Investig Dermatol. 2012;5:183-193.

Figure 1.  Normalizing pH

p
H

 L
ev

el
 B

ef
o

re
 T

re
at

m
en

t

8

7

6

5

4

3
0 30 60

Time in Minutes

Normal pH Range

pH Level Immediately After Treatment 

with Colloidal Oatmeal

90 180

Eczema

Winter Itch

Senile Pruritis

Senile Skin

OAT: Maintaining A Healthy Skin Moisture Barrier

©Johnson & Johnson  Consumer Companies, Inc. 2014

ES503068_DT1014_061_FP.pgs  09.22.2014  23:42    ADV  blackyellowmagentacyan

http://www.aveeno.com/


®

OCTOBER 2014  ∕  DERMATOLOGYTIMES.COM

62 BUSINESSOF DERMATOLOGY

With autumn upon us, perhaps it’s 
time to “fall” into some good habits and 
brush up a bit on what is happening in 
your reception area. When is the last 
time you took a good look at what your 
waiting area is signaling to the outside 
world? It is, after all, the first physical im-
pression of your clinic. Perhaps it is time 
to make some changes, or improve on 
some already excellent practices. Read 
on to hear how the experts weigh in on 
flare for the front desk.

A valuable tip I gained from a practice 
management series was to see your clinic 
periodically through the five senses — 
sight, sound, smell, touch and taste. Try 
to look at your office space through new 
eyes, and critically identify any unwanted 
appearances, noises, clutter or odor. Is 
there furniture that appears tattered and 

needs refurbishing? Old marketing mate-
rials or dust on display cases? A squeaky 
fan or vent in the back office? Aroma of 
a microwave meal emanating from the 
staff room?

If you don’t find yourself to be objective 
enough to find the cracks in your clin-
ic’s glossy veneer, perform the task with 
a trusted “outsider” to the clinic or with 
your staff. For example, once a year I ac-
tually make this a part of our staff meet-
ing — identifying needs for our handy-
man to address in our clinic while I am 
away at meetings.

ELIMINATE CLUTTER

What physically makes for a good clinic 
entrance area? According to Catherine 
Maley, practice consultant and author 
of Your Aesthetic Practice, it is an open 
space with no clutter.

“Less is more, visiting patients will be 
more comfortable with less chairs.” She 
also suggests readily accessible product 
displays with testers. Risa Goldman Luksa, 
founder and president of Goldman Mar-
keting Group, recommends channeling 
beauty counters such as those at Nord-
strom for retail displays.

“This allows patients to touch, feel, 
and smell products as they shop,” Ms. 
Luksa says. 

Other quick changes for a pleasant re-
ception area can be implemented even 
if you are not planning a space renova-
tion. Remove clocks from the area, offer 
wireless Internet access, add live plants 
or flowers, or consider offering refresh-
ments to patients. Remember that per-
sonal touches are everything in creating 
a great patient experience. Keep conver-
sations private, and if possible, greet pa-
tients by name as they enter the prem-
ises. This is a simple but effective tool 
that is used frequently in the hotel and 
restaurant industry and easily translat-
able to a patient visit.

MARKETING PLACEMENT

So now with repair work and the physical 
assessment of the reception area com-
plete, how does one determine if the re-
ception area is best enhancing the prac-
tice offerings? This is a more challenging 
task and one wants to strike a balance 
between educating the patient yet not 
inundating the patient with marketing 
materials.

Thoughtful placement of marketing 
education is key. 

“Remove magazines from the wait-
ing area and replace them with branded 
materials such as hardback or iPad be-
fore-and-after picture books,” Ms. Luksa 
says. Ms. Maley recommends using si-
lent PowerPoint presentations to display 

before-and-after success stories. 
“Visitors can see themselves if you 

use photos of different ages, ethnici-
ties, etc., and patients will ask you for 
more information during their consul-
tation,” she says. Ms. Maley cautions, 
however, the “need for a balance be-
tween educating the public about serv-
ices and pummeling them with vendor 
brochures and promotional materials.” 

Ms. Luksa echoes the importance of 
tailored electronic interactions, favoring 
“something custom on TVs as opposed 
to TV shows that have commercials or 
potentially inappropriate subject matter.”

AVOID THESE ‘NO-NO’S’ 

There are also some absolute “no-no’s” 
when it comes to front office etiquette. 
According to our experts, many of these 
mistakes boil down to creating patient 
discomfort. Importantly for privacy mat-
ters, patient conversations should be con-
ducted confidentially and out of earshot 
from others in the office, according to Ms. 
Luksa. If possible, do not use the same 
area for patient check-in and check-out.

Patients should not wait long in the re-
ception area, but if there is a delay, “touch 
base with patients on a regular basis to re-
mind them you have not forgotten about 
them,” Ms. Luksa says. 

Ms. Maley recommends doctor’s of-
fices avoid deluging patients with over-
stimulation. 

“A clipboard full of redundant forms 
with today’s technology is not neces-
sary,” she says. “Use technology to pre-
populate forms (name, address, phone, 
etc.) so patients fill out only what is 
necessary.” Beyond the paperwork, Ms. 
Maley also cautions avoiding overuse 
of promotional materials including re-
petitive videos. This is likely to annoy 
both patients and staff.

So consider a little “spring cleaning” 
of your reception area, even if it is a lit-
tle out of season. Creating a clean, invit-
ing, engaging, and respectful sanctuary 
for patients may be just what the doctor 
ordered. DT

Front off ce signals f rst impressions

Melanie D. Palm, M.D.,

is director of Art of Skin MD 

in Solana Beach, California

“Try to look 
at your office 
space through 
new eyes, and 
critically identify 
any unwanted 
appearances, noises, 
clutter or odor.”
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Are you dermatologist who blogs? Won-
dering how to measure your blog’s per-
formance or success?

Many physicians have discovered that 
blogging is a great way to build a com-
munity, target a specific audience, share 
professional opinions about health and 
healthcare and establish thought leader-
ship in a specific area within healthcare.

Those who blog have probably re-
alized, however, that it’s difficult to 
quantify and measure the success of 
a business blog. With so many differ-
ent blog metrics out there, how do you 
figure out which ones to focus on?

Here are five key metrics that every 

blogging physician should pay atten-

tion to:

➊
Repeat visits A good way to meas-
ure the loyalty of your readers is to 

check your repeat visits. This tells you 
how “sticky” your blog is (i.e., prospects 
find your content interesting and they 
keep coming back for more).

If you see that your repeat visit rate 
(on Google Analytics) is in the single-
digits, your blog might not be offering 
enough content to keep readers com-
ing back.

If your repeat visit rate is above 30 per-
cent it could be that you’re not growing 
your audience base enough to gener-
ate new readership. According to Hub-
spot, the sweet spot for repeat visits is 
about 15 percent.

➋
Average length of stay How 
long do readers stay on your blog 

before leaving? The answer is almost 
the same for everyone — not very long. 
On average, page visits last just a lit-
tle less than a minute according to re-
search by Nielsen Group.

But don’t feel bad — while it depends 
to some extent on the quality of your 
content, it’s also influenced by indus-
try type. Some industries just aren’t 

“sexy” and there’s nothing you can do 
about that.

Here’s what you can do: As readers 
rush through a massive amount of con-
tent on the Web, it’ll take some pretty 
compelling articles to keep their eye-
balls glued on yours. Try these tips to 
help your readers linger on your blog:

➧  Include lots of images or visual 
content on your blog;

➧  Make sure your writing is clear, 
concise and very informative;

➧  Make sure your website does not 
take too long (i.e., more than three 
seconds) to load;

➧  Add video content every now and 
then;

➧  Enable comments on your blog so 
that readers can have a reason to 
linger and converse.

➌ 
RSS or email subscribers
First of all, you should give read-

ers an opportunity to subscribe to your 
blog via RSS (Really Simple Syndica-
tion) or email subscription. That’s be-
cause it takes multiple encounters with 
your content for readers to develop a 
connection with your ideas, expertise 
and credibility.

So take a look at how many people 
are subscribing to your blog on a weekly 
or monthly basis, as this is a direct in-
dicator of the quality of your content. 
Remember too that existing subscrib-
ers can share your content with their 
friends and thus help to boost your sub-
scriber base and your community.

➍ 
Comments When you see a suc-
cessful blog, one of the first things 

you’ll notice is the number of comments 
it receives. The more comments you get, 
the more popular your blog is.

A large number of comments show 
that your content is compelling and that 

readers are engaged. A blog post with 
50 comments “looks better” than a blog 
with two comments.

Since most dermatologists are trying 
to build a community around their blog, 
more comments indicate that more pros-
pects are reading your content and that 
interesting conversations are taking place.

➎
Referrals from social media 
outposts such as Facebook or 

Twitter Monitoring the sources of your 
blog traffic can give you valuable insights 
about your community. For example, 
if you notice Facebook sends you more 
traffic than other social media sites, you 
can focus on boosting your Facebook 
posts rather wasting too much time on 
less valuable platforms.

Google Analytics has a built-in feature 
that allows you to see where your traffic is 
coming from (including the volume com-
ing from desktop versus mobile devices).

For a step-by-step walk-through on 
how to do this, check out this post (www.
socialmediaexaminer.com/measure-
social-media-traffic-using-google-
analytics) by Liz Lockard of Social Media 
Examiner.

If you’re a dermatologist who has just 
started blogging, remember that blog-
ging is a slow march to success. As long 
as you’re constantly updating your blog 
with fresh, interesting content for your 
readers, your blog will eventually do well.

In the meantime, the best way to stay 
on course is to keep an eye on these suc-
cess metrics to ensure that you finally 
meet your goals. DT

5 key metrics to measure 
physician blog success

Patricia Redsicker 

is a healthcare content 

marketing consultant 

and principal at Wordview 

Editing in Baltimore

What do you think?
Which of these metrics have you 
been focusing on? Please share 
what your experience has been 
like so far, contact us at 
editor@dermatologytimes.com
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The modern patient’s acceptance and 
use of mobile technology is growing faster 
than ever before. But we all know that, 
right? For the purpose of this article, let’s 
define mobile as any device other than a 
laptop or desktop computer (i.e. tablets 
and smartphones).

Consider these statistics:

❯  Forty-six percent of online searchers 
now use mobile exclusively to research 
(start their search) on the Internet;

❯  According to Google’s new Multi-Screen 
Study, 65 percent of all online searches 
began on a mobile device;

❯  In the first 10 quarters after Apple in-
troduced the iPad, it shipped nearly 
100 million units, nearly four times 
more than the first 10 quarters after 
the introduction of the iPhone.

This is crystal clear proof that adop-
tion of mobile technology is the future of 
your practice’s ability to stay connected 
with your patients. But as I said, every-
body knows that, right?

KNOWING AND DOING AREN’T THE SAME

In speaking with physicians across 
the country, it is obvious to me that as 
a group they understand the impact of 
mobile search trends on their ability to 
find, serve and keep new and existing pa-
tients. Physicians by nature appreciate in-
novation and possess an above-average 
understanding of technology.

If we can all agree that the math and 
science support the hypothesis that the 
majority of future, present and past pa-
tients utilize a mobile device to search 
for a local practice, and we agree that 
inexpensive technology exists to build 
highly effective mobile responsive web 
platforms, then there is a strong research 
based case for widespread adoption (Let’s 
define mobile responsive as any website, 
email or other online marketing message 
that automatically formats to the screen 
size of the user’s device, i.e., iPhone, iPad, 
Android, etc.).

It would therefore be a reasonable as-
sumption that every medical practice 
either is now or has in the recent past 
taken the time to integrate mobile re-
sponsive technology into their online 
marketing efforts.

You either believe it, or you 
don’t. There is no in-between.

IN THE PATIENT’S SHOES

Clinicians must put themselves 
in the shoes of the patient. What 
are reasonable expectations/in-
tentions of someone launching 
a search from a mobile device? 
Consider these statistics:
❯  Fifty-seven percent go di-

rectly to an app or the web-
site being searched;

❯  Sixty percent expect to be 
within walking distance or local 
driving distance;

❯  Thirty-three percent search specifi-
cally for contact information (i.e. maps, 
directions, phone numbers);

❯  From a conversion perspective, 
80 percent (4/5) of local searches 
launched on a website result in a con-
version (purchase of the searched 
product/procedure).

These are not “tire-kickers.” Most know 
exactly what they want and when they 
want it. This represents highly qualified 
traffic for your practice.

THE RISK, THE REWARD

Mobile searchers will be quickly turned 
off by a website that it is not easy to find 
or navigate, or does not quickly provide 
the information they are looking for in the 
exact format of their screen. There is noth-
ing more disappointing to mobile search-
ers than to find the site they’re looking for 
only to discover they have to tap, expand, 
pull, pinch, squint and scroll to find what 
they want. We have all been in that situa-
tion, and it is not pleasant. Lack of an ef-
fective mobile responsive platform will 

absolutely negatively impact your ability 
to convert searchers to paying patients. 
This is a risk not worth taking.

A well thought-out mobile respon-
sive platform combined with a solid 
local search strategy can dramatically 

increase your ability to attract 
and convert mobile searchers. 
Hint: the No. 1 influencing factor 
on a patient’s decision to choose 
a provider is the amount of ex-
perience of the physician.

So, in addition to all relevant 
contact information, what would 
be something to consider in the 
navigation of your mobile site? 
Exactly!

By the way, your mobile site 
alone has a 9.2 percent influ-
ence on the searcher’s decision 

to contact the practice. This translates 
to big rewards given the volume of mo-
bile searches conducted daily. They are 
rewards worth pursuing.

THE BOTTOM LINE

Acceptance and wide spread adoption 
of mobile search technology is here to 
stay. And no, it’s not just kids playing on 
Twitter and Instagram. In the 30-49 age 
bracket, 74 percent own a smartphone. 
From ages 50-64, the number is just under 
50 percent. And they use them for eve-
rything. The demographics line up well 
— for people with incomes over $75,000, 
the number is 81 percent.

The reality is mobile searchers pose 
an incredible opportunity for physicians 
to increase market share. Consider the 
success of the iPod. Nearly 13 years after 
being introduced in 2001, the good, old 
iPod still controls 90 percent of the mar-
ket for hard drive-based players. The 
lesson there is that those who are first 
to market usually win.

The million-dollar question is: Now 
that you know it, what are you going to 
do about it? DT

Mobile searches offer risk, 
reward for your practice

74
PERCENT

of people ages 
30-49 own 

a smartphone

Adam DeGraide is CEO 
and founder of Crystal 
Clear Digital Marketing
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cult, and in some cases impossible, 
for patients to get a straight answer 
when they pose the question to their 
doctor, “How much will this cost?”

“Today, bills are completely inscru-
table, says James Caillouette, M.D., 
surgeon in chief for Hoag Orthopedic 
Institute in Newport Beach, Califor-
nia. “Patients can’t tell what they’re 
paying for and there is no other in-
dustry where that is the case,” he says.

The tide is quickly turning, however, 
and patients are increasingly becom-
ing consumers of healthcare rather 
than passive recipients. For physi-
cians this means a growing impera-
tive to begin thinking about how to 
make price and quality information 
readily available to their patients — 
not only for the services they provide 
but also for those to which they fre-
quently refer patients.

“Everyone recognizes that it’s a chal-
lenge for many physicians to provide 
that kind of information to patients at 
the point of service,” says Bill Kramer, 
M.B.A., executive director for national 
health policy at the Pacific Business 
Group on Health. “But from the pa-
tient perspective they ought to know 
about that before they go for services, 
for lab tests, radiology, follow up or 
specialty visits.”

The expectation is that patients 
will continue to demand informa-
tion about how much their care costs 
and what they’re getting for the price. 
That’s largely because they are being 
forced to take on more responsibil-
ity for the cost of their medical care 
through higher deductibles, copay-
ments and coinsurance.

High-deductible health plans that 
require patients to pay thousands of 
dollars before receiving help from in-
surance are  the fastest-growing type 
of benefit design. According to a re-
port from America’s Health Insurance 
Plans, the insurance industry associ-
ation, as of January 2013, nearly 15.5 
million Americans were covered by a 
high-deductible health plan, an increase 
of 2 million from the previous year.

That number is expected to grow 
in the coming years. That’s because 
employers increasingly are shifting 

costs to workers to keep their own 
costs down, and many health plans 
sold through the public insurance ex-
changes set up under the Affordable 
Care Act are high-deductible policies. 

It’s not only fair that physicians have 
price information readily available for 
their patients, it’s also good business, 
Dr. Caillouette says. “Our job is to de-
liver a great experience at the lowest 
cost possible. We have to be willing 
to compete on outcomes where the 
doctors that provide the best experi-
ence and best outcomes for patients 
… and do it in the most cost effective 
way will attract patients.”

A RAPIDLY-CHANGING LANDSCAPE

“The incentives to continue to perform 
services and be paid based on volume 
are still there and it can still be barrier to” 
price transparency, says Andrea Cabal-
lero, program director with Catalyst for 
Payment Reform in San Francisco. “That’s 
why Catalyst for Payment Reform is chal-
lenging payers to contract with physicians 
on value,” she says.

Payers are increasingly doing just that. 
Tiered and narrow provider networks are 
already showing up on insurance ex-
changes, and although some insurers have 
said recently that they are increasing the 
number of providers in their networks, 
narrow networks are likely to become a 
fixture of insurance policies as a way of 
managing cost. “We’ll see more of that 
and price is an element,” Mr. Kramer says.

In addition, large employers, such as 
the supermarket chain Safeway and the 
California Public Employees’ Retirement 
System have instituted reference pricing. 
Under this model, employers establish a 
base price for certain services. Employ-
ees who choose providers charging above 
the reference price will have to pay the 
additional cost of those services.

Experts say reference pricing is not 
yet widespread, but is likely to become 
much more so in the coming years. That 
will place additional pressure on provid-
ers not only to know what their services 
cost but to compete on price and quality.

THE CHALLENGE AND OPPORTUNITY

The growing demand for price transpar-
ency in healthcare presents challenges 

PRICE TRANSPARENCY:
Improved access to cost information presents opportunities  from page 60

and opportunities for practicing physi-
cians, experts say. For example, incor-
porating price into  discussions with pa-
tients about their medical care repre-
sents a major shift for many physicians 
in how they practice. “There’s nothing 
in medical education that talks about 
cost,” Dr. Schneider says. 

Many physicians feel uncomfortable 
talking about price and would prefer 
not to, Mr. Kramer says. In addition, he 
notes, with primary care physicians so 
pressed for time, “it’s hard to imagine 
spending even another five minutes 
discussing cost.”

Dr. Caillouette, whose organization 
made a decision to publish its rates for 
orthopedic procedures on its website, 
acknowledges that it’s easier to provide 
a flat, global rate for knee and hip re-
placements than for office-based ser-
vices. “We have not done this yet on 
the physician side because it’s far more 
complicated to do,” he says.

In reality, however, the push for price 
transparency will only grow, and phy-
sicians must figure out how best to pro-
vide that information to their patients.

Ms. Cabellero says there are advan-
tages to doing so, not the least of which 
is high-quality customer service. “The 
more reviews people do on individual 
physicians and word of mouth spreads 
that they provide good service and in-
formation is a good thing,” for doctors, 
she says.

Dr. Schneider says that “exposing 
prices is hugely advantageous for pro-
viders because they can help their pa-
tients pay less money, and they can make 
more money if they’re bearing more of 
their risk in such an ACO model.” In ad-
dition, she says, physicians can use the 
growing availability  of pricing infor-
mation in their market to help negoti-
ate their own fees with insurers. 

The bottom line, Mr. Kramer says is 
that “transparency is a tide that can’t 
be turned back. Patients expect it, and 
they’ll be frustrated by physicians who 
say they don’t know the price.”

The best doctors, he says, will em-
brace price transparency. “They’ll be 
proud to provide the information and 
patients will choose those physicians 
for their care.” DT
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In cooperation with the dermatologist, eBx® is administered under the supervision of a radiation oncologist.
1Bhatnagar A. Electronic Brachytherapy for the Treatment of Nonmelanoma Skin Cancer: Results at 3 Years. Int J Radiat Oncol Biol Phys 2013;87:S65

©2014 Xoft, a subsidiary of iCAD, Inc. All rights reserved. Axxent, Xoft and Electronic Brachytherapy System (eBx) are registered trademarks of iCAD, Inc.
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Bottle cap helps 
to curb non-adherence
REMIND-A-CAP, a patented pill bottle cap, helps patients to remember 

to take prescription medication. The device allows individuals to set 

the next date of intake by turning a knob. The founder hopes the cap 

will promote better health outcomes by simplifying and regulating the 

patient’s scheduled medication intake.

REMIND-A-CAP 

www . r e m i n d a c a p . c o m

DERMWORX Professional Skincare has 

introduced a single-dose topical anti-

oxidant. CerumWorX Stable 10 percent 

Vitamin C + Biopeptides is formulated 

with three forms of vitamins C, E and a 

dual-biopeptide blend to help reduce the 

appearance of fine lines and wrinkles, the 

company states. The blend comes in indi-

vidual capsules delivered in a silky powder-

based cream, according to the company.

DERMWORX 

www . d e r m w o r x . c o m

CREAM ENHANCES SKIN RENEWAL, REPAIR

SERUM CALMS SKIN, 
TARGETS DARK SPOTS

CLINIQUE Smart 

Custom-Repair Serum 

uses 37 patents to repair 

damaged skin and is 

suitable for all skin 

types. After a 12-week 

study, results showed 

visible improvement 

in treating uneven 

skin tone, dark spots, 

dullness, lines and 

wrinkles, and skin firm-

ness, according to the 

company. 

The product is formu-

lated with a soothing 

ingredient to calm skin, 

enabling target repair.

The serum includes 

acetyl hexapeptide-8 

and palmitoyl oligopep-

tide; ultra photosomes 

and roxisomes; and 

sodium RNA.

CLINIQUE

www . c l i n i q u e . c o m

EXFOLIATING SCALP 
MASK PROMOTES 
SCALP HEALTH

PHILIP KINGSLEY

has introduced an 

Exfoliating Scalp 

Mask that is designed 

to restore skin and 

promote scalp health. 

The product is 

formulated to effec-

tively remove dead 

skin cells and excess 

oil, according to the 

company. The mask 

clears and soothes 

irritated skin, forti-

fies hair follicles and 

promotes healthy 

hair growth. 

PHILIP KINGSLEY

www . p h i l i p k i n g s l e y . c o m
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ZO
®

 Non-HQ Skin Brightening Solutions

Innovative Dyspigmentation Treatments for Everyone
Dr. Zein Obagi, the renowned expert in HQ therapy, has developed a selection of skin brightening products and protocols to treat 

uneven pigmentation and complexion, when HQ treatments are complete or contraindicated. Utilizing advanced, bioengineered, 

multi-vectored complexes, ZO® Non-HQ Skin Brightening Solutions can effectively manage, inhibit and reverse pigmentation 

disorders and stimulate epidermal renewal.

Treatments as Unique as Each Patient
Depending on the specifi c skin condition and tolerance,

ZO
®

 Skin Brightening Solutions provide a choice of

products that can stabilize melanocytes to restore

even color and smooth texture.

The Right Treatment for Anyone
Dr. Zein Obagi’s ZO

®

 Skin Brightening products

and protocols balance the type of treatment

with the degree of dyspigmentation

and the patient’s tolerance.

Developed by Zein Obagi, MD

C-BRIGHT
™

Ultra-Stable 10% Dual-Vitamin C

BRIGHTALIVE
™

Multi-Brightening Complex with Tyrosinase Inhibitors

BRIGHTENEX
™

 0.5% Retinol

Moderate Pigment Control with Melanin Inhibitors

BRIGHTENEX
™ 

 1.0% Retinol

Aggressive Pigment Control with Melanin Inhibitors

BRIGHTAMAX
™

 0.25% Retinol

Non-Facial Mild Pigment Control with Melanin Inhibitors

www.zoskinhealth.com

949.988.7524

ZO Skin Health, Inc. and Dr. Obagi have no business relationship with Obagi Medical Products, and Obagi Medical Products does not 

sell or endorse using any ZO product. “ZO” is a registered trademark of ZO Skin Health, Inc. 
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TREATMENT

Non-HQ Brightening Solutions.

Balanced Treatments for Everyone.
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Dr. Draelos will show you new phase IV clinical trial data 

on Kenalog® Spray (Triamcinolone Acetonide Topical 

Aerosol, USP) 0.147 mg/g and Halog® (Halcinonide, USP) 

0.1% Cream. You’ll learn:

•  Why certain topical formulations lead to poor medication adherence 

and low treatment efficacy

•  How the biphasic delivery system in Halog Cream provides sustained 

release that supports prolonged corticosteroid efficacy

•  How the “no-rub” aspect of Kenalog spray achieved a highly 

statistically significant improvement in endpoints—equal to rubbing, 

with no adverse effects on the skin barrier

Featuring Zoe Diana Draelos, M.D.

Sponsored by

WEB INAR

Formula Matters:
Implications for Patient Compliance

Now viewable on demand!

Sign up and watch at your convenience— 

dermatologytimes.com/ranbaxywebinar 

Clinical Research Dermatologist

Dermatology Times Editorial Advisory Board Member
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Midmark Corporation, Versailles, OH 1-800-MIDMARK

Midmark 641. 
Essential patient access. 
Ideal ergonomics.

With a narrow patient support surface, slim back section,  

your choice of interchangeable headrests and multiple 

positioning options, the Midmark 641 is designed to give  

you premium access to the patient and optimal ergonomics  

for close-up, precision work. 

For more information about the Midmark 641,  

call 877-557-1955 or visit midmark.com/dermtimes.
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Then, I found if I gave just them my 
cell phone number and had them 
call me in three days, they did well. 
So, I thought we might be able to 
have them fill out an online sur-
vey shortly after starting treatment 
as a way to get them to feel like they 
were reporting, being watched over, 
and well-cared for.

I liken this project to piano les-
sons. Weekly piano visits force 
the kids to practice. In the clini-
cal studies on which drugs are ap-
proved, they bring the patients back 
at weeks one, two, four, six, eight 
and 12 and those return visits force 
patients to use the medicine. But 
doctors say, “OK, here’s the medi-
cine, see you in eight to 12 weeks.” 

Adherence to medication is a critical 

factor in treatment success. This is 

the final part of the discussion from 

Dr. Sieg f r ied’s interview with Dr. 

Feldman regarding the factors he sees 

as inf luencing whether a patient will 

use medication, incentives he uses to 

encourage patients to use medications, 

and projects he’s been involved with 

for measuring factors that inf luence 

patient adherence. This discussion 

concludes with a look into a project 

that seeks to better understand incen-

tives for encouraging adherence, as 

well as Dr. Feldman’s thoughts on the 

importance of patient adherence to the 

health system as a whole. To read or 

listen to this discussion in its entirety, 

you can f ind the f irst two parts at:  

bit.ly/patientadherence

DR. SIEGFRIED: Can you talk about your 

current work with Causa Research, what 

it is and how it came to be?

A 
Dr. Feldman: Causa 
comes out of what I’ve 

learned from treating pa-
tients with scalp psoriasis. 
This condition has taught me 
so much about adherence, be-
cause scalp psoriasis is the mother

of all compliance problems. In 
treating patients with this condi-
tion, I found that getting patients 
to use the medicine was possible if 
I only asked them to do it for a few 
days. First, I found that if I brought 
people back in three days after 
starting treatment, they’d get well. 

There’s nothing that assures ac-
countability. This is an online at-
tempt at creating accountability.

We studied this by randomizing 
kids with acne into two groups: one 
group was given the medicine and 
told to come back in six to 12 weeks; 
the second group was given the 
medicine and told to come back in 
six to 12 weeks, but they were also 
given a weekly survey to fill out on 
how well the medicine was working. 
The group that received the weekly 
Internet surveys used the medicine 
about three times as often. The com-
pliance rate went from 30 percent 
with standard of care to around 85 
percent to 90 percent with the sur-
veys.1

In theory, I think it should work 
not just in dermatology.

DR. SIEGFRIED: Are there any other types of data 

that you’re collecting that look at interventions 

and how they’re impacting adherence?

A 
Dr. Feldman: With Causa Re-
search and our Internet surveys, 

we’re at our local university enroll-
ing teenagers with ADHD (attention 
deficit hyperactivity disorder) and 
depression to see if we can improve 
their use of medication. We’re also 
in our pharmacy here at the medi-
cal center looking to see if we can 
improve adherence to medicines for 
depression, hypertension and dia-
betes.

“Patients 
are going 
to take 
their 

medicines 
much better 

knowing that ... 
they’re going to be 
reporting the results.”
Steven Feldman, M.D.
Winston-Salem, N.C.

INCENTIVES TO ENCOURAGE 
PATIENT ADHERENCE

In the third and fi nal part of our discussion on patient adherence, 

Dermatology Times editorial adviser Elaine Siegfried, M.D., continues 

the discussion with Steven Feldman, M.D., on assessing adherence 

and intervening to encourage the best possible treatment outcomes. 

They discuss a method for developing patient accountability, clinical trial 

results versus real life, and whole health system incentives for focusing 

more research in this area. Dr. Feldman is a professor of dermatology 

at Wake Forest University School of Medicine, Winston-Salem, N.C.
ELAINE SIEGFRIED, M.D.

INCENTIVES see page86
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Promius Pharma is exploring new ways to enhance 

patient access, including the implementation of a 

specialized distribution platform and an authorized 

generic version of one of their products. 

In this free, 60-minute webinar, Dr. Kaufmann will 

discuss with you the potential benefits of these 

developments.

Featuring Mark D. Kaufmann, MD

Sponsored by

WEB INAR

New Approaches in Enhancing Patient Access:
A Focus on Steroid Responsive Dermatoses 
and Severe Recalcitrant Nodular Acne

Wednesday, November 5, 2014   6:00 PM - 7:00 PM EST        

Register for free at 
dermatologytimes.com/promiuswebinar 

Associate Clinical Professor, Department of Dermatology

Icahn School of Medicine at Mount Sinai
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Patient compliance is fundamental to treatment 

success, yet many dermatologists lack key 

management methods to ensure that patients 

follow treatments.

In this webinar, Dr. Feldman will show you how to:

• Consistently develop doctor-patient trust

• Turn improved adherence into cost savings

• Reduce post-checkup information loss 

• Address specific challenges of psoriasis & eczema

Featuring 

Steven Feldman, M.D., Ph.D

Sponsored by

WEB INAR

Improving Patient Adherence and Cost-Efficiency 
of Treatment for Inflammatory Skin Diseases

Register for free at 
dermatologytimes.com/m2webinar2 

Professor of Dermatology

Wake Forest University School of Medicine

Tues., Nov. 18, 2014  6:00 PM EST         Wed., Nov. 19, 2014  8:30 PM EST
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EDUCATION

EDUCATION

These courses provide an unequaled opportunity to learn experts’ techniques 

and best practices for optimal results. Limited class sizes allow personalized 

instruction for all skill levels.

Learn more and register at asds.net/courses or call 847-956-0900.

The Art and Science of Soft-tissue Fillers 

and Neuromodulators

October 25-26, 2014  •  Dallas, TX

Directors: Suneel Chilukuri, MD and Kristel Polder, MD

Faculty: Sue Ellen Cox, MD; Vic A. Narurkar, MD and 

 Lori Stetler, MD

ASDS experts review new FDA-approved 

fillers and the latest treatment options, 

share instantly actionable pearls and 

provide best practices to enhance 

outcomes. Learn how to refine and 

vary injection techniques, optimize 

products, safely customize and combine 

treatments and avoid complications. Live 

patient demonstrations and personalized 

hands-on training demonstrate how to 

put learned concepts into action.

ASDS Hands-on Training Intensives

State-of-the-Art Cosmetic and Reconstructive 

Anatomy Course and Cadaver Lab

December 6-7, 2014  •  Miami, FL

Directors: Stephen H. Mandy, MD and Gary Monheit, MD

Faculty: Adam M. Rotunda, MD; Julie E. Spielman, PhD; 

 Daniel I. Wasserman, MD and Susan Weinkle, MD

Understanding anatomy and how 

it affects procedures is critical to 

optimizing primary and post-

reconstructive cosmetic outcomes. 

This review of advanced techniques 

includes a small-group open cadaver 

lab for personalized instruction in 

prosection, advanced excision and 

reconstruction, and innovative injection 

and cosmetic procedures.

 

DoubleTree Hotel San Diego, Mission Valley – San Diego, California

November 5, 2014 – Basal and Squamous Cell Cancer Pathology
This one-day course will be a practical “pure pathology” experience for 
physicians who are interested in understanding all the subtle characteristics of 
basal cell and squamous cell carcinoma, the most common tumors treated 
with Mohs surgery.  Course will prepare attendees to accurately read and 
interpret BCC and SCC in all its variations as well as differentiate these tumors 
from background findings and reactive changes commonly seen at the site 
of recent biopsies. 

November 6-9, 2014 – Fundamentals of Mohs Surgery
Course provides basic surgical, histopathology, and laboratory skills required to 
perform the Mohs procedure.  It is designed to prepare a solid foundation upon 
which both physicians and technicians may build to become more proficient 
Mohs surgery practitioners.  Microscope lab sessions will feature several hundred 
Mohs cases to be read as “unknowns,” as well as small group discussions of 
important Mohs pathology-related topics.  Separate cryostat lab instruction is 
available for Mohs technicians at all levels of training and experience, and very 
much emphasizes the team approach integral to successful Mohs surgery.

Basal and Squamous Cell Cancer Pathology for Mohs 
Surgeons and Fundamentals of Mohs Surgery
 

Hyatt Regency Grand Cypress – Orlando, Florida

May 20-21, 2015 – Closure Course
This intense learning experience provides didactic instruction and practical 
demonstrations of multiple closure techniques, anatomic site-specific discussions 
and valuable pearls, designed to take dermatologists to the next level of derm 
surgery practice. An elective lab featuring realistic visco elastic models will allow 
participants to practice new and complex closures, proctored by highly experienced 
Mohs surgeons. The material presented in the Closure Course is unique and will 
perfectly complement the topics and activities included in Dermatologic Surgery: 
Focus on Skin Cancer, immediately following.

May 21-24, 2015 – Dermatologic Surgery: Focus on Skin Cancer
Top experts in cutaneous oncology, dermatologic surgery and dermatopathology 
will provide updates on a wide range of surgical and Mohs topics. Interactive forum 
and panel members will discuss appropriate repair strategies for different types 
of surgical wounds, as well as innovative approaches to melanoma treatment and 
medico legal controversies in dermatologic surgery.  A separate session is offered 
for “veteran” Mohs lab personnel, covering more advanced topics than those 
included in the Fundamentals of Mohs Surgery technician training. 

Closure Course and Dermatologic Surgery: 
Focus on Skin Cancer 

For additional information, please contact:
Novella M. Rodgers, ASMS Executive Director

Tel. 800.616.2767 or Email execdir@mohssurgery.org

UPCOMING CME ACTIVITIES
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MEDICAL BILLINGELECTRONIC HEALTH RECORDS

Good beside manner goes beyond the exam room. By choosing All Island Medical Billing Solutions as your  

billing provider, you will save time, money and maintain the loyalty and satisfaction of your patients.

All Island Medical Billing Solutions, Inc. is a medical billing company 

founded by an established medical billing company owner and 

dermatology practice manager. With our combined knowledge and 

experience of over 40 years, a new and exciting company was founded. 

Our clientele includes some of the most exclusive dermatologists, 

MOHs surgeons and plastic surgeons New York City and Long Island 

have to offer. 

Our staff has over 25 years combined billing experience. Each account is assigned 2 certified billers; 

one for charge entry and another for insurance follow-up. They are dedicated, knowledgeable and 

they are there to answer any billing questions your staff and patients may have. We understand 

the rules and regulations of billing are constantly changing and for that reason, preparation and 

awareness is our goal - especially with the ICD-10 conversion. We work closely with our clients and 

our service is highly personalized - it’s like having an in-house biller.

We are YOUR billing specialists!

What We Do For You:

  Claim entry and submission

  Resolve billing errors

  Provide coding advice and guidance

  Posting of payments

  Credentialing available

  Every single claim & EOB worked

  Utilization of our collection agency

  And most importantly - we will 

eliminate the added expenses of 

in-house billing

Call today for a free consultation and let us get you  

on the path to higher revenue and less stress with  

our competitive rates and first rate service!

(516) 887-7090

www.allislandmbs.com

>VUKLY�^OH[�
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marketers, f nd out more at: 

advanstar.info/searchbar

Go to products.modernmedicine.com 

and enter names of companies with 

products and services you need.

C O M P A N Y  N A M E 
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SERVICES

SearchLEAVITT
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STERILIZATION PRODUCTS

MEMBERSHIP

• More than 85 expert-led  

scientific sessions (25% New!)

• Hands-on workshops and  

live patient demonstrations

• Cutting-edge perspectives  

and best practices

• Fun networking opportunities 

• More than 100 exhibitors

• Residents and young  

dermatologic surgeons programs

• Up to 50 free ABD-MOC 

self-assessment credits

Register at asds.net/AnnualMeeting or call 847-956-0900.  

KEYNOTE SPEAKER

Kathy Ireland

LEADERSHIP IN  

INNOVATION LECTURE

Drs. Jean and Alastair 
Carruthers

LAWRENCE M. FIELD, MD, 
HONORARY LECTURE

Mihaela  
Leventer, MD, 

Romania

The ASDS Annual Meeting 
allows attendees to learn from 
the masters and to both share 
and absorb surgical expertise. 
It covers the depth and scope 
of dermatologic surgery – all in 
a collegial setting. The Annual 
Meeting is highly interactive, 
with creative, energetic ideas 

everywhere. 

— Kimberly J. Butterwick, MD 
2014 Annual Meeting Chair

San Diego
2014 ASDS 

ANNUAL MEETING
November 6-9 

The premier educational experience  
for dermatologists committed to excellence in  
cosmetic, Mohs, reconstructive and general  

dermatologic surgery procedures.

Tuttnauer USA Co. Ltd., 
25 Power Drive, Hauppauge, NY 11788, Tel: (800) 624 5836, (631) 737 4850
Email: info@tuttnauerUSA.com,  www.tuttnauerUSA.com

Buy any EZ Autoclave...

Closed Door System Fully Automatic Autoclaves
• Hepa Filtered Air Drying • Cassette Capacity 3 large + 3 half

EZ Models come with a 2 Year Parts and Labor Warranty

Buy an EZ9, EZ10 or EZ10k autoclave from October 1 thru December 31, 2014 and get 
your choice of a FREE 1 gallon Ultrasonic or a $400.00 manufacturer’s rebate. To redeem 
this offer the end user must send to Tuttnauer a copy of the dealer invoice, the serial 
number of the autoclave, and indicate either the free Ultrasonic or Rebate on the cover 
letter or fax. Redemptions can be faxed to (631) 780-7727, Attention: EZ Promotion, 
or mailed to Tuttnauer USA, Attention: EZ Promotion, 25 Power Drive, Hauppauge, NY 
11788. Redemption deadline is January 30, 2015. Please allow 4 weeks for receipt of 
rebate or shipment of free goods.

TM

... And the choice is yours!

or
$400
Manufacturer’s Rebate Free Ultrasonic 

(with ss basket)

A 

$754 

Retail 

Value
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PRODUCTS

PRACTICE FOR SALE

PRODUCTS & SERVICES

FLORIDA

CONNECTICUT

CALIFORNIA

ILLINOIS

RECRUITMENT

PORTERVILLE, CA
Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or 

www.MyDermGroup.com

Greater New HaveN, CoNNeCtiCut
Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or 

www.MyDermGroup.com

OCALA, FLORIDA
Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or 

www.MyDermGroup.com

Tampa, FLORIDa
Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or 

www.MyDermGroup.com

Seeking Dermatologist for well established 

general and cosmetic practice with two offices.

Full time with partnership track available.

Would also consider part time candidate.

Competitive salary and benefits.

Central ConneCtiCut  
Dermatology opportunity

For more information please email 
centralctderm@gmail.com

KENTUCKY VIRGINIA

Well established 36 years med derm  

3 office practice in MD and VA. Currently 

$700k at only 23 hours per week - 

HUGE potential for growth. Well insured 

dedicated patient base, diverse in ages, 

ethnicities, needs. Tons of surgery. Small 

excellent staff will make transition easy. 

Priced well. Wife forcing doctor to retire. 

DC Metro AreA

Annchadab@gmail.com

ChiCago, orland Park & new lenox

Call Lori 708-460-7890
Fax CV 708-460-1207

Email: swderm@yahoo.com

dermatologist BC/Be 

to join 4 full time 

Certified dermatologists

OTC PRODUCTS

FLORIDA

PRACTICE FOR SALE

NATIONAL

We Buy Practices

• Retiring
• Monetization of your practice
• Locking in your value now
• Succession planning
• Sell all or part of your practice

Please call Jeff Queen at
(866) 488-4100 or 

email WeBuy@MyDermGroup.com
www.MyDermGroup.com

PRACTICE FOR SALE
FLORIDA

  Broward County. Long-established 
medical and surgical practice.

  Annual collections over $850,000
offce being open only 4 days/week.

  Growth potential by expanding the 
scope of the practice and accepting 
new patients.

(800) 416-2055 
www.TransitionConsultants.com

MARKETPLACE  

ADVERTISING

Call Karen Gerome  

to place your  

Marketplace ad at  

800.225.4569 ext. 2670  

kgerome@advanstar.com

ES505511_dt1014_083_CL.pgs  09.25.2014  01:52    ADV  blackyellowmagentacyan

http://dermatologytimes.modernmedicine.com/
http://products.modernmedicine.com/community/DisplayAd.asp?id=54
http://products.modernmedicine.com/community/DisplayAd.asp?id=54
mailto:derma@windstream.net
mailto:jmgalex@epbfi.com
mailto:annchadab@gmail.com
mailto:WeBuy@MyDermGroup.com
http://mydermgroup.com/
http://mydermgroup.com/
https://www.visionusasupplies.com/
https://www.visionusasupplies.com/
http://transitionconsultants.com/
http://mydermgroup.com/
http://mydermgroup.com/
http://mydermgroup.com/
mailto:kgerome@advanstar.com
mailto:centralctderm@gmail.com
http://mydermgroup.com/
mailto:swderm@yahoo.com


Marketplace84 Dermatology Times   |   October 2014

RECRUITMENT

PENNSYLVANIA

NEW YORK

NEW JERSEY

OREGON

MICHIGAN

NEVADA

NORTH CAROLINA

NEW YORK

BC/BE Dermatologist 

PENNSYLVANIA

Highly-regarded, thriving practice  

with 8 dermatologists seeks  

BC/BE Dermatologist. 

State of the art 12,000 sq. ft. facility with  

in-house Mohs, dermatopathology, phototherapy, 

lasers, aesthetic services, adult and pediatric 

medical dermatology. Excellent benefits, 

malpractice, health insurance, vacation/CME. 

Partner buy-in after 2 years. Located in an affluent, 

highly picturesque, family-oriented community 

within 1 hour of Philadelphia and Baltimore.

Call Bonnie Oberholtzer at  

(717) 509-5698  

or e-mail to: blo@dermlanc.com

GRAND RAPIDS, MICHIGAN

Dermatology at MidTowne, located 

on the Grand Rapids Medical Mile

�  ;ell estaFlished patient Fase

�  7tate oJ the art Jacilit]

�  7YccessJYl )MR �)M%

�  'oQpetitiZe salar] plYs prodYction�Fased 
incentiZe� partnership tracO aZailaFle

�  *le\iFle Zacation�'M) tiQe�Great &ene½ts 

BC Dermatologists,  

please contact:

Email: janeb@midtownederm.com

www.midtownederm.com

HICKORY, NORTH CAROLINA
Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or 

www.MyDermGroup.com

RENO, NEVADA
Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or 

www.MyDermGroup.com

SANFORD, NORTH CAROLINA
Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or 

www.MyDermGroup.com

� Retired?
 � Looking to go Part Time?
   � Looking to spend more time with the family?

EMAIL CV: DERMNY1@gmail.com

BRONX, MANHATTAN, NYC
SEEKING SUPERVISING DERMATOLOGIST

Well established, thriving, multi-center Dermatology 
practice seeking a Supervising Dermatologist 

with limited patient care responsibilities. 
Highly competitive compensation.

EUGENE, OREGON
Part Time/Full Time Position
General/Cosmetic/Surgical

Dermatology
Spectacular Scenic Beauty

Excellent Benefts
Fax CV & Cover Letter to

541-683-5206 Or Call 541-681-5090

DERMATOLOGIST
General/Cosmetic/Surgical Dermatology 

Medford, NJ (near Philadelphia, PA and  
Cherry Hill, NJ). Brand new state of the art 
offce, fabulous opportunity, benefts offered. 

FT/PT position available.
Email inquiry or CV to: 

suzanne@accentderma.com

Seeking Board Certified 
Dermatologist to join 6 

physician dermatology practice
General Derm, Cosmetics, Lasers, Mohs Surgery

Located 20 minutes North of NYC 

in a suburban community

Fax CV to 845-359-0017 or 
email:dermcr18@gmail.com

Frank DeMento, MD and Associates, PC are currently seeking a 

BC/BE DERMATOLOGIST to join our practice immediately.

We are seeking a personable, patient focused, energetic, and well trained dermatologist 

with an interest in performing a full spectrum of dermatologic and cosmetic procedures.

Our practice consists of eight &oard Certi½ed Dermatologists, one physician assistant, 

aesthetician and a well trained support staff. The state of the art facility is designed to  

easily accommodate another dermatologist. It is a well-respected general dermatology practice.

We are offering an outstanding percentage-based contract with ¾e\ible hours. Time 

allowance is made for vacation, continuing education credits, and academic af½liation 

with one of the e\cellent dermatologic teaching programs in the 2ew =ork City area.

0ocated on 0ong Island, +arden City is appro\imately one half hour from 2ew =ork City. 

There are numerous cultural and recreational activities available for you and your family. 

Many of 0ong Island ś school districts have been honored for e\cellence.

If you are interested and would like more detailed information  

about our practice, please contact the Office Manager, Rose Coyle at  

516-746-1227x101 • fdemento@optonline.net

RECRUITMENT ADVERTISING

Can Work For You! Reach highly-targeted,

market-specifc business professionals,  

industry experts and prospects by placing your ad here!
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WISCONSIN

RECRUITMENT

Gundersen Lutheran Medical Center, Inc. | Gundersen Clinic, Ltd.
La Crosse, Wisconsin

DERMATOLOGIST

EOE/AA/LEP

Gundersen Health System in La Crosse, 
Wisconsin, is seeking a BC/BE dermatologist
to work in our new state-of-the-art facility.
Your practice will consist of general 
medical dermatology with opportunities 
for dermatologic surgery (regular and 
cosmetic), medical education and clinical 
research within one of the nation’s largest
multi-specialty group practices. Services 
currently offered include MOHS Surgery,
Photodynamic Therapy, PUVA, Broad and
Narrow Band UVB, Vascular Laser 
Treatment and multiple IPLs.

Contact: Kalah Haug, Medical Staff 

Recruitment, (608) 775-1005 or email

kjhaug@gundersenhealth.org. 

Visit: gundersenhealth.org/MedCareers

Content Licensing  

for Every  

Marketing Strategy

Marketing solutions fit for:

Outdoor | Direct Mail 

Print Advertising 

Tradeshow/POP Displays 

Social Media | Radio & TV

For information, call  

Wright’s Media at 877.652.5295  

or visit our website at  

www.wrightsmedia.com

Leverage branded content from  

Dermatology Times to create a more powerful 

and sophisticated statement about your 

product, service, or company in your next 

marketing campaign. Contact Wright’s Media 

to fnd out more about how we can customize 

your acknowledgements and recognitions to 

enhance your marketing strategies.

Clinical Analysis for Today’s Skincare Specialists

Call Joanna Shippoli 

to place your  

Recruitment ad  

at 800.225.4569 

ext. 2615 

jshippoli@advanstar.com
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Listen to the three-part discussion, here. 

Send your comments to us: editor@dermatologytimes.com

DR. SIEGFRIED: Do you have any ideas about models 

to incentivize the healthcare industry to support 

or turn more focus to adherence?

A 
Dr. Feldman: I look at this a little dif-
ferently. The No. 1 factor that drives 

me in medicine is the joy that I get out 
of getting patients well. I can’t believe 
that isn’t the No. 1 factor that drives 
every other dermatologist. I feel fabu-
lous when I take a kid with atopic der-
matitis who’s scratching and itching and 
has already seen other doctors but hasn’t 
gotten well, and with a few adherence 
tricks, I get them clear. That affects me 
far more than my bank account. I don’t 
think money is what drives physicians to 
enjoy work the way they do. There was 
a study published that said that 90 per-
cent of physicians would not recom-
mend medicine as a career.2 We asked 
the same question to dermatologists and 
90 percent of them said they would rec-
ommend dermatology.3

It is a joy and a pleasure.
Just the way we spend time on 

CME to understand the diseases 
we’re seeing and to stay up-to-date 
on treatments, I think dermatolo-
gists will find themselves highly in-
centivized to incorporate strategies 
for adherence.

That said, hospitals get dinged 
for their readmission rates, and so 
they are actively interested in see-
ing patients use their medicine bet-
ter after discharge. Insurance plans 
get scored on their covered lives’ ad-
herence to treatment as measured 
by pharmacy records and so they’re 
incentivized. You don’t have to in-
centivize drug companies and phar-
macies, because they only get paid 
when patients buy the drugs, and so 
they’re interested in adherence. Ad-
herence is the one thing that I think 
all the players in the healthcare sys-
tem can get behind trying to im-
prove.

DR. SIEGFRIED: Are you aware of any Food and Drug 

Administration requirements that incorporate 

adherence or take adherence into account in any 

way during the drug development process?

A 
Dr. Feldman: There are good ways 
of assessing patients’ adherence to 

treatments. One of my research colleagues 
here at Wake Forest mentioned a company 
that sold medicine bottle caps containing 
computer chips that record the day and 
time the patients take the medicine. How-
ever, in clinical trials, they include patient 
diaries, they count pills — which is totally 
unreliable because patients chuck the stuff 
in the toilet — but to some extent the clin-
ical trial is giving you somewhat of a real-
life sensor. If the clinical trial controlled 
adherence too much then you wouldn’t 
find out what things are like in real life. 
So if you do put those caps on contain-
ers for FDA studies and you show the FDA 
the data on the drug with the additional 
data that patients weren’t really using it, I 
don’t think they would know how to inter-
pret that. So my sense is that neither the 
companies nor the FDA, at this point, re-
ally want detailed adherence data in those 
clinical trials.

DR. SIEGFRIED: It’s difficult to interpret, but as you 

mentioned, clinical trials are a best-case scenario, 

because of more frequent visits and medication 

use monitoring. Although as your classic microchip 

study showed that even in a best possible case 

scenario, adherence is not great and probably 

worse for topicals than for pills, so that’s an area 

that definitely needs more understanding.

A 
Dr. Feldman: When I was a first-
year dermatology resident, I remem-

ber that the chair of our department 
at the time, Dr. Wheeler at the Univer-
sity of North Carolina, Chapel Hill, told 
us — and I’ve heard other dermatolo-
gists say they were taught the same thing 
— that “when new drugs are approved, 
use them fast before they stop working.” 
In the clinical trials, these drugs work 
great and then in the real life they don’t 
work so well, and I think it’s because of 
all those factors in the trials that lead to 
better adherence. DT

1  Yentzer BA, Wood AA, Sagransky MJ, et al. 
Arch Dermatol. 2011 Oct;147(10):1223-1224

2  http://www.thedoctors.com/ecm/groups/
public/@tdc/@web/documents/web_content/
con_id_004676.pdf

3  http://www.the-dermatologist.com/content/
would-you-recommend-dermatology-career-
family-member

ADDITIONAL TAKEAWAYS

DermatologyTimes.com/changinglandscape

DermatologyTimes.com/psoriasisadvances

DermatologyTimes.com/legulcers

®

A CHANGING LANDSCAPE

ADVANCEMENTS IN 
PSORIASIS TREATMENT

STRATEGIES FOR 
MANAGING LEG ULCERS

The landscape of dermatology 

is rapidly changing and every 

practicing dermatologist will 

almost certainly be affected. 

Dermatology Times asked Dirk Elston, 

M.D., president of the American Academy 

of Dermatology, to address some of these 

issues so that we may all have a better 

idea of what lies ahead for the specialty.

The past few years have been 

an exciting time for those 

who treat psoriasis and for 

many patients with severe 

disease because of excellent new therapies 

for this often intractable problem. Alan 

Menter, M.D., Baylor University Medical 

Center, Dallas, shares insight into recent 

developments in the treatment of psoriasis.

Leg ulcers are a common and 

diff cult management problem 

for all dermatologists. Robert S. 

Kirsner, M.D., professor and vice 

chairman of dermatology, University of Miami 

Miller School of Medicine, and director of the 

University of Miami Hospital Wound Center, 

elucidates the diagnosis and management 

of these challenging skin problems.

Hear more at: dermatologytimes.com/takeaway-podcasts

DermatologyTimes.com/cosmeceuticals

VALUE OF COSMECEUTICALS
Among the diff culties faced 

by consumers is the blitz of 

advertising of new and presumably 

revolutionary products that can 

rejuvenate and preserve the youthful appearance 

of the skin. Many products make what sound 

like medical claims about eff cacy. Zoe Draelos, 

M.D. — the foremost authority on this subject — 

discusses these issues with Dermatology Times.

DermatologyTimes.com/gluten-sensitivity

DOES GLUTEN 
DRIVE SKIN DISEASE?

Gluten and gluten-sensitive 

enteropathy have become hot 

topics among the lay public and in 

medical practices. Dermatologists 

have historically concerned themselves 

with gluten only as it relates to dermatitis 

herpetiformis. This may be changing. John Zone, 

M.D., from the University of Utah, Salt Lake City, 

discusses how gluten sensitive enteropathy 

may impact many areas of dermatology.

INCENTIVES:
Intervention ideas to encourage patient adherence from page 74
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1Results from 32 subjects (ages 7 months to 9 years). Application of XeraCalm A.D Lipid-Replenishing Cream twice daily for 4 weeks.
2Results from 55 subjects (ages 1 to 4 years). Application of XeraCalm A.D Lipid-Replenishing Balm twice daily for 28 days.

aveneusa.com/xeracalm
#stoptheitch

Formulated with I-Modulia™, a patented biotechnological complex 
with powerful and direct actions to provide soothing relief to skin 
prone to atopic dermatitis and eczema. These groundbreaking 
formulas calm itching sensations and restore the epidermal barrier, 
while supporting the skin’s defense system. Exclusive to Physicians.

PROVEN EFFICACY WITH SIGNIFICANT RESULTS

D0 D101

The first lipid-replenishing 
treatment directly targeting 
the cause and source of 

itching sensations

PHYSIOLOGICAL PH • HYPOALLERGENIC

NON-COMEDOGENIC

Itching sensations2

-75%
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EFFACLAR DUO 

DUAL ACTION ACNE TREATMENT1

ACNE INNOVATION

Baseline Week 2 Week 12

Clinically tested to be as effective as 
the leading acne prescription cream.

2

Significant improvement in 
reduction of acne lesions

 · 5.5% Micronized Benzoyl Peroxide 
  reduces inflammation while minimizing irritation

   
 · 0.4% Micro-exfoliating LHA (derivative of Salicylic Acid) 
  for precise cell-by-cell exfoliation

   
 ·  Minimum Irritation. Non-comedogenic. Fragrance-free.  
  Tested on sensitive skin.

(1) Dual action acne treatment stems from Benzoyl peroxide.
(2) Protocol: A 12 week dermatologist controlled, multi-center study: double blind clinical trial to evaluate safety and efficacy of two acne creams in subjects with mild to moderate acne vulgaris. 61 patients, ages 18–50, multi- 
 ethnic skin, all skin types. 2 cell study: Cell 1, 27 patients, [EFFACLAR DUO]+ 0.025% Topical Retinoid vs. Cell 2, 34 patients, [a leading topical Benzoyl peroxide prescription] + 0.025% Topical Retinoid. Results measured at  
 mean % change from baseline at 12 weeks of use. Application of topical retinoid applied once a day in PM and application of Effaclar DUO or a leading topical prescription Benzoyl peroxide twice a day. Inclusion criteria: ≥  15  
 inflammatory lesions and ≥  20 non-inflammatory lesions.

■ Leading acne Rx + topical retinoid [0.025%]

■ EFFACLAR DUO + topical retinoid [0.025%]

*Week 2 *Week 4 *Week 8 *Week 12Baseline *Week 2 *Week 4 *Week 8 *Week 12Baseline

-100%

-75%

-50%

-25%

0%

-31.9%

-63.3%
-55.2%

-65.7%

-46.9%

-59.7%
-65.8%

NON-INFLAMMATORY LESION COUNTS2INFLAMMATORY LESION COUNTS2

-68.4%
-63.1%

-65.2%

-31.1%

-44.7%

-57.5%

-37.4%

-57.9%
-63.8%

*P ≤ 0.001

%
 C

H
A

N
G

E
 F

R
O

M
 T

H
E

 B
A

S
E

L
IN

E

-100%

-75%

-50%

-25%

0%

%
 C

H
A

N
G

E
 F

R
O

M
 T

H
E

 B
A

S
E

L
IN

E

ES502164_DT1014_CV4_FP.pgs  09.19.2014  23:22    ADV  blackyellowmagentacyan

http://www.laroche-posay.com/default_int.aspx
http://www.laroche-posay.com/default_int.aspx


OCTOBER 2014

PUBLISHED AS A PROMOTIONAL SUPPLEMENT TO

FUNDING AND CONTENT ASSISTANCE 
PROVIDED BY: PIERRE FABRE

An expert discussion
of pharmacologic
management and
emollient skin care

INSIGHTS ON

ATOPIC 
DERMATITIS

ES503261_DT1014_PIERRE1_FP.pgs  09.23.2014  01:15    ADV  blackyellowmagentacyan

http://dermatologytimes.modernmedicine.com/
http://www.eau-thermale-avene.com/


This is a promotional supplement 
supported by Pierre Fabre. Copyright 
2014 and published by Advanstar 
Communications Inc.  No portion of 
this publication may be reproduced or 
transmitted in any form, by any means, 
without the prior written permission 
of Advanstar Communications Inc. The 
views and opinions expressed in this 
supplement do not necessarily reflect 
the views and opinions of Advanstar 
Communications Inc. or Dermatology 
Times.

OCTOBER 2014

FUNDING AND CONTENT  
ASSISTANCE PROVIDED BY: 

PIERRE FABRE

Dr. Eichenfield has been an advisory 
board member and received honoraria 
from Pierre Fabre.

Dr. Goldenberg has no financial conflicts 
of interest to disclose.

Dr. Lio has been a speaker and advisory 
board member and received honoraria 
and travel support from Pierre Fabre. 
He has also served as an investigator 
for studies that have had funding and 
materials provided by Pierre Fabre.

      

PUBLISHED AS A  
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SUPPLEMENT TO

INSIGHTS ON

ATOPIC DERMATITIS
An expert discussion of pharmacologic
management and emollient skin care

X
erosis is a hallmark feature of atopic dermatitis (AD) and is the result of skin 

barrier dysfunction that is now considered a factor in the pathogenesis of 

the disease. Recently released guidelines of care for the management of AD 

strongly recommend the use of moisturizers to treat xerosis based on Level I 

evidence showing that they can reduce disease severity and the need for pharmacologic therapy.1 

Tere are a host of moisturizer options for patients to choose from, and they encompass both 

over-the-counter products, which are formulated with diferent emollient, occlusive, and/or 

humectant ingredients, and prescription medical device creams.2 

In January, 2014, Eau Termale Avène introduced three new products intended for the 

hygiene and care of dry skin prone to AD or itching: XeraCalm A.D Lipid-Replenishing 

Cream, XeraCalm A.D Lipid-Replenishing Balm, and XeraCalm A.D Lipid-Replenishing 

Cleansing Oil. Appropriate for use by individuals of all ages, both on the face as well as on 

the body, the XeraCalm A.D products came to the over-the-counter market afer more than 

a decade of research and development, ofering unique ingredients and other formulation 

characteristics desirable in topical agents for patients with AD [Table 1].

Recently, a group of leading dermatologists convened to discuss these new products in the 

context of understanding AD pathophysiology, principles of AD management, the fndings 

of in vitro and clinical studies pertaining to the XeraCalm A.D product line, and early patient 

experience. Following are the highlights of their conversation.

Lawrence F. Eichenfield, MD (Moderator)
Professor, Pediatrics and Medicine (Dermatology)
University of California, San Diego School of Medicine
Chief, Pediatric and Adolescent Dermatology
Rady Children’s Hospital, San Diego
San Diego, California

Gary Goldenberg, MD
Assistant Professor, Dermatology and Pathology
Mount Sinai School of Medicine
Medical Director 
Dermatology Faculty Practice 
Mount Sinai Medical Center
New York, New York

Peter A. Lio, MD
Assistant Professor, Clinical Dermatology and Pediatrics
Northwestern University Feinberg School of Medicine
Co-founder and co-director
Chicago Integrative Eczema Center
Chicago, Illinois

FACULTY
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Dr. Eichenfield: Atopic dermatitis (AD) is a common pruritic 

inflammatory skin disease that has increased in prevalence in much of the 

industrialized world.3 It usually begins in infancy and often resolves or goes 

into sustained remission by adulthood. Recent data from the United States and 

other industrialized countries indicate that AD affects between 15% and 30% of 

children and 2% to 10% of adults.3

AD is well known to have a profound negative impact on quality of life, 

both for patients and the families of affected children, related to the signs and 

symptoms of the disease, particularly the itching and rashes, and its association 

with sleep disruption and secondary infections. 

Dr. Goldenberg, do you want to emphasize other features of AD that are 

important issues for our patients?

Dr. Goldenberg: I think the cyclical nature of the disease is 

something that a lot of patients struggle with and that many physicians fail to 

clearly explain. Due to the nature of my university practice setting, many of the 

patients I see with AD are coming in for a second or third opinion, and in my 

conversations with them, it is clear that they don’t understand the relapsing and 

remitting nature of their disease. I think it is very important to bring that point 

home to patients so that they will expect to have periods of good control and 

periods of worsening.  

Dr. Lio: I totally agree with that. Something that I like to emphasize is the 

fruitlessness of trying to identify a single trigger for AD flares. Patients with AD 

may be sensitive to a variety of triggers, which might include emotional stressors, 

weather changes, and environmental irritants. That knowledge establishes a  

foundation for understanding the importance of a maintenance care regimen that 

will optimize the skin barrier and keep it fortified, so to speak, even between 

flares. That is where the use of moisturizers to improve skin hydration has an 

essential role in the care of AD.

Dr. Goldenberg: Those are great points. I primarily treat adults 

in my practice, and I often see patients in my population with AD who have been 

trying to achieve disease control by focusing on a 

specific trigger. Some patients have been identified 

as allergic to various substances through patch testing 

and swear that they have been avoiding exposure 

to those agents. Therefore, they are puzzled and 

frustrated that they are still experiencing AD flares. 

So, it is extremely important that patients realize that 

there are numerous triggering factors for AD.

Dr. Eichenfield: The potential for AD to 

be a persistent disease is another feature that I think 

is not completely appreciated by some physicians, 

particularly primary care physicians. There is a subset 

of patients with AD who have active disease for 

months, and occasionally years, at a time. Although 

their disease may be fairly well controlled with a 

variety of therapies, these patients still have some 

burden of disease that mandates a level of care 

different than what would be used in patients who 

are able to achieve sustained clearing.
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“ Patients with AD may be sensitive to a variety 
of triggers, which might include emotional 
stressors, weather changes, and environmental 
irritants. That knowledge establishes a foun-
dation for understanding the importance of a 
maintenance care regimen that will optimize 
the skin barrier and keep it fortified, so to 
speak, even between flares. That is where the 
use of moisturizers to improve skin hydration 
has an essential role in the care of AD.”

—Peter A. Lio, MD

DEFI = Device for Exclusive Formula Integrity

Product Key Ingredients Main Characteristics

XeraCalm A.D  Avène Thermal Spring Water 66% Formulated for moderate dryness
Lipid-Replenishing I-Modulia 0.4%  Fragrance-free
Cream  Cer-Omega 2.3%  Preservative-free
  Lipid phase 20%  Sterile formulation
      DEFI packaging system maintains sterility and 

prevents retrocontamination during use

XeraCalm A.D  Avène Thermal Spring Water 56% Formulated for severe dryness
Lipid-Replenishing I-Modulia 0.4%  Fragrance-free
Balm  Cer-Omega 2.3%  Preservative-free
  Lipid phase 30%  Sterile formulation
      DEFI packaging system maintains sterility and 

prevents retrocontamination during use

XeraCalm A.D  Avène Thermal Spring Water 78.6% For use in the shower or bath
Lipid-Replenishing Gentle cleansing base 14%  Physiological pH
Cleansing Oil  I-Modulia 0.4%  Soap--free
  Lipid phase 7%  Fragrance-free
  Cer-Omega
  Preservatives: caprylyl glycol, citric acid 

Table 1. XeraCalm A.D Product Line
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“ Management of AD requires a multipronged approach involving four major areas that may all need 
to be addressed for optimal disease control. Skin hydration is the first aspect, and it is an integral 
part of the management regimen for all patients, whether or not they have active disease.”            

 —Peter A. Lio, MD

4    INSIGHTS ON ATOPIC DERMATITIS: An Expert Discussion of Pharmacologic Management and Emollient Skin Care

Dr. Eichenfield: Now, let’s discuss the pathophysiology of AD 

because understanding it guides our treatment.

Dr. Lio: The pathophysiology of AD is complex and multifactorial, and that is 

why it can be a therapeutic challenge. In my mind, I don’t think about AD as being 

a single disease, but rather as a heterogeneous disorder with multiple underlying 

causes that can result in a similar clinical manifestation. The concept that there are 

likely different subtypes of AD is something that I am increasingly coming to terms 

with because I think it may explain why patients with refractory disease are not 

responding to our standard therapies. 

We know that impaired skin barrier function is a major factor in the patho-

physiology of AD, and in that regard, it has been very exciting to learn more 

about the role of filaggrin gene mutations in skin barrier dysfunction. There is 

also a proinflammatory, immunologic component, but I think any discussion about 

whether the impaired skin barrier or an immunologic abnormality is the primary 

factor in AD pathophysiology is like talking about which came first, the chicken 

or the egg. We know that both are involved and need to be addressed from a 

therapeutic standpoint

Dr. Eichenfield: I agree with those concepts. It is interesting that our 

insights on the pathogenesis of AD change based on emerging research and that 

there may be a focus on a particular area for perhaps years at a time, but then 

the emphasis may shift when new findings are reported. However, we can say 

there is evidence that a significant subset of patients with AD have a fundamental 

genetic defect in their skin barrier that explains the dry skin and, to some 

degree, their susceptibility to develop a proinflammatory response to exogenous 

agents. There is still a lot of conversation about the genetic aspect of the 

pathogenic pathway. At the same time, with the advent of advanced laboratory 

tools, including genomic profiling, researchers are taking a more extensive look 

at the immunologic characteristics of lesional and non-lesional skin in patients 

with AD and skin of normal controls.  

Another area of active research is evaluating microbial colonization. Findings 

from some recent studies have suggested new ideas about how colonization with 

Staphylococcus aureus drives inflammation in AD, and I believe we are entering 

into a period that will, at least initially, be very confusing as researchers try to 

figure out if and how microbial colonization of both the skin and the gut influence 

each other and impact the immune system. There is also interest in sorting out 

whether or not mediating exposure to microbes early in life, or in patients with 

established AD, affects the onset and course of disease. 

The bottom line in terms of translating current scientific understanding about 

the pathophysiology of AD into clinical practice is that management must account 

for the fact that AD is a multifactorial disease. Meanwhile, we will stay tuned for 

new research advances that elucidate the contributions and interactions between 

genetics, immunology, and environmental factors.  

AD PATHOPHYSIOLOGY

AD MANAGEMENT PRINCIPLES
Dr. Eichenfield: Let us shift now to the management of AD.  

Dr. Lio, could you please talk about the standard goals?

Dr. Lio: Management of AD requires a multipronged approach involving four 

major areas that may all need to be addressed for optimal disease control.

Skin hydration is the first aspect, and it is an integral part of the management 

regimen for all patients, whether or not they have active disease. Secondly, there 

is anti-inflammatory treatment. Topical corticosteroids are the mainstay, but there 

is a need to balance their benefit and potential risks, and so there is also a role 

for use of nonsteroidal medications, such as topical calcineurin inhibitors.  

The third area relates to antimicrobial management, and that is important not 

only with respect to treating secondary infections, but also because of evidence 

that bacterial colonization may be promoting disease activity through a variety of 

mechanisms. For example, a recent paper described delta-toxin released by  

S. aureus as a potent inducer of mast-cell degranulation,4 and it is already known 

that various staphylococcal exotoxins can act as superantigens stimulating T cells 

to cause inflammation. Because abnormal microbial colonization appears to be 

fueling the disease more generally, the strategies have been forced to change from 

those used for simply treating an infection. While topical and oral antibiotics may 

still be helpful, decreasing colonization through the use of broad antiseptics, such 

as dilute bleach baths, may be more appropriate and carry less risks for some. 

Information is also emerging about probiotics for rebalancing the bacterial flora,5 

and while exciting, their use is something that we currently have limited data on. 

Finally, we need to think about management of pruritus. Sometimes AD is referred 
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to as “the itch that rashes.” Itch is not only a bothersome symptom affecting quality 

of life, but the scratching it induces promotes inflammation that exacerbates both 

the rash and the itch. Unfortunately, finding effective antipruritic agents to break 

the itch-scratch cycle remains the Holy Grail for effective management of AD. Part 

of the challenge has to do with the fact that the itch is mediated by multiple 

mechanisms involving neural pathways and immunologic factors.

Dr. Goldenberg: It is important that we also mention the potential 

need for more aggressive treatment with phototherapy or systemic immunomodu-

lating agents. The nature of my practice in an academic setting is that I tend to 

see mostly patients who have very severe or refractory disease, and for that group 

of patients, there is an important role for more aggressive therapies. I think we 

need to highlight their role, recognizing that today in the United States, a lot of 

medical dermatology patients are being seen by physician assistants and nurse 

practitioners who, while working under the supervision of a dermatologist, may 

not be familiar themselves with the role of systemic medications.

Dr. Eichenfield: It is important to realize that systemic therapy 

may sometimes be needed for the management of AD. I think that experts in AD 

management understand that patients will do much better in the long run if they 

receive treatment that is appropriately aggressive to control their inflammation. 

The analogy I like to use is that effective anti-inflammatory treatment reboots the 

system. When there is significant persistent inflammation, even focally, the burden 

of the disease ends up being much higher.

Dr. Goldenberg: I totally agree with you. I think it is easier and 

better to use whatever treatment we need to achieve disease control and then 

maintain the improvement with topical agents than to be relying only on topical 

medications and having the disease wax and wane for years, never really getting 

the patient to a state of good control. I think we should also mention that there 

are several investigational agents for AD in the pipeline, including new biologics 

and small-molecule therapeutics. Dr. Eichenfield, I believe you have said that 

dermatology has seen a decade of drug development for psoriasis and that now 

we can anticipate a decade of new therapies for AD. I think it is important for 

physicians and patients to understand that there are new treatments coming 

around the corner.

Dr. Eichenfield: It is certainly helpful for patients to know that there 

is a lot happening, and a lot of promise, in the area of new treatments for AD. 

Dr. Lio and I have discussed the idea that the lack of advances in pharmacother-

apy for AD is one of the reasons why patients are often seeking out alternative or 

complementary medicine options. The situation is changing, and we are now in a 

time of rapid development, with emerging systemic agents and other modalities 

that will give us new tools to help control the disease.

Dr. Eichenfield: While we have just emphasized the importance of 

anti-inflammatory agents in treating AD, as Dr. Lio stated previously, manage-

ment of xerosis is a mainstay of care for all patients with AD, regardless of their 

disease severity. Increasing skin hydration will help improve the skin barrier and 

help control pruritus and inflammation.1 To address this need, Pierre Fabre has 

introduced its new line of XeraCalm A.D Lipid-Replenishing products consisting 

of a cream preparation, a balm, and a cleansing oil. These products have an 

interesting development history, and based on their ingredients and other 

features, they seem very well suited for patients with AD. 

All three products contain a high concentration of Avène Thermal Spring Water 

plus I-Modulia and Cer-Omega. I-Modulia is a patented complex of lipopolysac-

charides, amino acids, and sugars derived from a natural microflora species found 

in the thermal spring water. Cer-Omega is a proprietary complex of ceramide-like 

molecules and omega-6 fatty acids that has been shown to restore the skin 

barrier and reduce xerosis.6

For hundreds of years, and to this day, patients with dermatological diseases 

have gone to the Avène Hydrotherapy Center for treatments with thermal spring 

water, and there are clinical and in vitro study data showing its benefits.7,8

Pierre Fabre has been incorporating Avène thermal spring water into their 

skin care products for years, but about a decade ago, scientists at the company’s 

research center began undertaking studies to better understand what active  

ingredients in the water, in addition to its mineral content, might explain its 

benefits. Their work led to the identification of a bacteria, Aquaphilus dolomiae, 

which is part of the water’s microflora, and the determination that compounds 

produced by A. dolomiae were biologically active. 

Pierre Fabre was able to scale up production of the extraction of the active 

substances to produce the complex they named I-Modulia. Subsequently, results 

XeraCalm A.D — RESEARCH & DEVELOPMENT

“ Management of xerosis is a mainstay of care 
for all patients with AD, regardless of their 
disease severity. Increasing skin hydration will 
help improve the skin barrier and help control 
pruritus and inflammation.”                                                          

—Lawrence F. Eichenfield, MD
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“ So, overall I think we can say there exists a broad  
set of data from a number of studies that establish  
tolerance and utility for the XeraCalm A.D products. ”                                                          

—Lawrence F. Eichenfield, MD

from a series of in vitro studies conducted using a variety of models showed that 

I-Modulia may have anti-inflammatory and antipruritic properties.9-11  

Acknowledging that data were limited to in vitro studies, the information did 

provide an evidence base for Pierre Fabre to pursue developing a set of products 

containing I-Modulia that could be useful for patients with AD. 

In addition to the in 

vitro tests with I-Modulia, 

Pierre Fabre conducted 

clinical studies with the 

XeraCalm A.D products. 

The clinical research 

program included a series 

of studies using standard 

protocols to document 

tolerance in both healthy 

individuals and patients 

with AD. Additionally,  

there were clinical tolerance and efficacy studies in both adults and children  

with AD.6,12,13 [SEE SIDEBAR] 

Dr. Lio: In first learning about the XeraCalm A.D products, I was very 

impressed by the work undertaken by Pierre Fabre to isolate, identify, and char-

acterize the active biologic component in the Avène thermal spring water and by 

the extent of the clinical research performed. The development program was much 

more comprehensive than we might expect to see for a non-prescription product, 

but I believe Pierre Fabre decided not to pursue medical device approval in order 

to make the products more affordable and more easily accessible for patients.  

The fact that the cream and balm products are sterile and contain no 

preservatives is something I think is particularly exciting, and Pierre Fabre should 

be congratulated for its innovative manufacturing and packaging methods that 

make it possible for these products to be preservative-free.

Dr. Eichenfield: The clinical research program involved almost 

1300 subjects, of whom more than 650 were patients with AD. The tolerance 

studies established gynecologic and eye tolerance in addition to skin tolerance, and 

benefits in patients with active AD were demonstrated using a number of standard 

assessments. The clinical studies showed patients using the XeraCalm A.D  products 

had decreased transepidermal water loss and improvements in the SCORing Atopic 

Dermatitis (SCORAD) index, as well other ratings specific to xerosis, pruritus, and 

quality of life. So, overall I think we can say there exists a broad set of data from a 

number of studies that establish tolerance and utility for the XeraCalm A.D products. 

XeraCalm A.D Clinical Trials
The effects of XeraCalm A.D products when used by patients with AD were investigated 

in a series of clinical studies. 6,12,13  Patients entered in all protocols  had to have discontinued 
corticosteroid use for at least 8 days and used the XeraCalm A.D product twice daily. 

A controlled study enrolled 54 children ages 1 to 4 years old with mild AD (SCORAD 5 to 
20) who were randomized to use of a hygiene product alone or combined with XeraCalm A.D 
Balm. 6,13 The children had a mean age of 2.5 ± 1.0 years, and a  mean baseline SCORAD of  
10.98+/–3.26.

Changes in the SCORAD and pruritus severity scores are depicted in Figures 1 and 2. 
After 2 weeks of treatment using XeraCalm A.D Balm, patients had significant improvements 
from their baseline SCORAD and pruritus scores (–36% and –49%, respectively).  Further 
improvements were recorded after 28 days of treatment, and there were statistically 
significant differences favoring the group using XeraCalm A.D Balm compared with the 
controls for change in SCORAD (–48% vs. –20%; P = .0009) and pruritus (–75% vs. –36%; 
P = .0599) scores. In addition, use of the XeraCalm A.D Balm was associated with significant 
improvement in transepidermal water loss at both 14 and 28 days (–35.2%; P<.0001), 
indicating improvement in skin barrier function. Mean xerosis severity grade was  
also significantly improved at both follow-up visits in patients using XeraCalm  
A.D Balm (P≤.0001), and at study conclusion, xerosis severity was rated as  
improved from baseline in 97% of patients using XeraCalm A.D Balm.

XeraCalm A.D Balm was also investigated in a study including 33 children and 12 adults 
with AD who had a xerosis grade ≥2 (scale 0 to 3) and SCORAD of 15 to 25. After 3 weeks, 
mean SCORAD scores were reduced by 80% from baseline in the pediatric subgroup and 
by 75% in the adults. Mean pruritus and xerosis scores were reduced by 81% to 99% from 
baseline, and the treatment effects were maintained or further improved at the end of the 
3-month study. 

XeraCalm A.D Cream was evaluated in a study enrolling 44 patients ages 7 months to 
60 years. Patients eligible for this trial had a xerosis grade ≥1 (scale 0 to 3) and SCORAD 
ranging from 15 to 25.  After 4 weeks of treatment in the pediatric subgroup, mean SCORAD 
was reduced by 55% from baseline, mean pruritus score was reduced 97%, and mean xerosis 
grade was reduced 69%. Among children younger than 2 years of age, mean SCORAD was 
reduced 65% from baseline, and xerosis and pruritus were completely resolved.

In all of the above studies and for patients of all ages, investigator ratings showed 
very good skin tolerance with use of the XeraCalm A.D products. Images from clinical trial 
participants treated with XeraCalm A.D products are seen in Figures 3 and 4.

FIGURE 3. Images of a child’s 
hand before (A) and after 10 days of 
application of XeraCalm A.D Cream 
twice daily (B). This child was a 
participant in a study that enrolled 32 
children, ages 7 months to 9 years, 
with mild to moderate AD.

A B

FIGURE 4. Images of an adult’s 
foot before (A) and after 21 days 
of application of XeraCalm A.D Balm 
twice daily (B). This patient was a 
participant in a study that enrolled 
50 adults, ages 19 to 50 years, with 
mild to moderate AD.

A B

FIGURE 1. 

FIGURE 2. 

ES503253_DT1014_PIERRE6_FP.pgs  09.23.2014  01:14    ADV  blackyellowmagentacyan



Published as a promotional supplement to Dermatology Times®   7

Dr. Eichenfield: We have all had the opportunity to use these 

products on our patients. Let’s talk about that experience. Dr. Goldenberg,  

please begin.

Dr. Goldenberg: Before I do, I also want to mention how 

impressed I was with the research commitment Pierre Fabre made to develop 

these skin care products and by the amount of data that is available. The in 

vitro data on the effects of I-Modulia on inflammation and itch are particularly 

interesting.

In terms of my personal experience, I have a handful of patients who have 

used the XeraCalm A.D products so far. A few of those patients had more severe 

AD and did not achieve much improvement after just a couple of weeks of use. 

In contrast, patients whose 

disease was more moderately 

severe achieved greater 

benefit. One patient with a 

particularly good response had 

moderate disease that was 

being treated with a topical 

corticosteroid, and he achieved 

complete clearing at 2 weeks 

after starting use of XeraCalm 

A.D [Figure 5].  

However, regardless of the 

extent of their improvement, 

most patients preferred Xera-

Calm A.D over the moisturizer 

they were previously using.

And, the patient I discussed 

who had such a great response continues to call my office periodically to see if 

any samples are available. 

Notably, some of my patients seemed to particularly like the balm, which is a 

thicker product and seems more protective than some other moisturizers that are 

available.

Dr. Eichenfield: My experience with the XeraCalm A.D products 

includes several patients with moderate to severe AD who showed improvement 

when they returned for follow-up after 2 weeks. They still had some persistent 

disease, but I would say that their AD was more in the mild category and gener-

ally under excellent control with minimal use of mild topical corticosteroids.  

Other patients who used the products already had controlled severe disease 

and were being maintained on a moisturizer. These patients continued to have 

good disease control without any need for topical corticosteroids after switching 

to the XeraCalm A.D products. I also had a few patients who were on intermittent 

topical corticosteroid treatment, using them once or twice a week on hot spot 

areas, and had a very good experience with the XeraCalm A.D products when 

they were substituted for their usual moisturizer and cleansing products.  

The products seemed very well tolerated, and I got excellent feedback about 

them from patients and their families. Variation in patient preference for a particular 

product due to differences in the vehicle or other product characteristics is something 

we see with all topical modalities, and we also see variability among patients in 

terms of how they respond to a particular preparation. As we gain more experience 

using the XeraCalm A.D products, it will be interesting to see if we can identify any 

subsets of patients who may do particularly well on a given product.  

In addition to needing information on the use of the XeraCalm A.D products in 

more patients and for a longer term, ideally we’d like to see them evaluated in 

controlled studies with an active comparator. 

For now, we have to think about how the XeraCalm A.D products fit into our 

management regimens for patients with AD, taking into account the features of 

these products, their scientific background, and our early clinical experience.

Dr. Lio: Based on my 

experience, I think these products 

are great for addressing xerosis 

(Figures 6 and 7), which is a 

cardinal clinical feature of AD. 

They are not a replacement for 

our standard anti-inflammatory 

medications, but I believe that 

they can be a valuable addition to 

our management plan.

Dr. Goldenberg: 
I also think the cream and balm 

products can be considered an 

excellent moisturizer option, 

and in patients with mild or 

moderate disease who need 

anti-inflammatory treatment, 

perhaps they may be combined  

with an intermittently used topical corticosteroid or calcineurin inhibitor.

XeraCalm A.D — USER EXPERIENCE
“ Some of my patients seemed to particularly like 
the balm, which is a thicker product and seems 
more protective than some other moisturizers 
that are available. ”                                                          

—Gary Goldenberg, MD

FIGURE 5. A 58-year-old male with a lifelong history 
of AD who presented with a flare-up on his arms and 
legs (Arm Images: A and B: before, C and D: after). 
Prior treatments included multiple topical steroids 
and antibiotics. Two weeks after starting twice daily 
XeraCalm A.D Cream and XeraCalm A.D Cleansing Oil, 
he achieved almost total clearing. 

A B

C D

FIGURE 6. Elbow area of 12-year-old girl with mild 
atopic dermatitis and severe xerosis before (A) and 3 
weeks after (B) switching from her previous moisturizer 
to XeraCalm A.D Balm.

FIGURE 7. Left pretibial area of 9-year-old girl with 
mild atopic dermatitis and moderate xerosis before 
(A) and 4 weeks after (B) switching from her previous 
moisturizer to XeraCalm A.D Balm. 

A B

A B

ES503258_DT1014_PIERRE7_FP.pgs  09.23.2014  01:15    ADV  blackyellowmagentacyan



© 2014    October/2014    

Sterile Cosmetics is a unique process developed by Pierre Fabre Research 
teams to provide ultimate efficacy and safety by providing 100% sterile 
formulas containing only essential ingredients

“ The fact that the XeraCalm A.D Balm and Cream 
contain no preservatives really distinguishes them 
from other moisturizers. Some products may be 
paraben-free, but still contain other preservatives, 
such as BHT. ”          —Gary Goldenberg, MD

The fact that the XeraCalm A.D Balm and Cream contain no preservatives 

really distinguishes them from other moisturizers. Some products may be 

paraben-free, but still contain other preservatives, such as BHT. 

Dr. Goldenberg: I agree that it would be especially nice to see 

head-to-head comparisons between the XeraCalm A.D products and available OTC 

bland emollient products, which may be less expensive. Price is not a major stick-

ing point for a sizeable segment of the patients I see in my Manhattan practice. 

However, it may become a bigger issue in the future as insurers are increasingly 

pushing the costs of AD care onto the patients. In that regard, the prescription 

emollient devices that can be used for AD management are almost never covered 

by insurance. Compared to agents in that category, the XeraCalm A.D products 

are more accessible to patients and perhaps more affordable.

Dr. Eichenfield: It is nice to have products that patients can  

directly purchase so that we can avoid issues with formulary restrictions.  

Cost is something that physicians should always be conscious about whether  

we are prescribing medications or recommending OTC products to our patients.  

We also need to consider whether or not a more expensive product has benefits 

that justify or outweigh a higher cost for a particular patient. Pricing of the 

XeraCalm A.D products compared to some other OTC moisturizers likely reflects 

the investment spent on research and development, and the costs of the sterile 

manufacturing process and novel packaging. 

While we don’t have any information from comparative studies with the 

XeraCalm A.D, these products do appear to stand out from some of the OTC com-

petitors based on their being preservative-free, the wealth of tolerance data, and 

the science behind the natural ingredients. As we see how the products fit into 

the maintenance 

regimens that 

are so important 

for our patients, 

perhaps we will 

find that they 

enhance control 

of the disease and lessen the development of flares requiring treatment with 

prescription medications, which could be a cost-saving advantage. 

To conclude, I think our discussion highlights the features of the XeraCalm 

A.D line and puts that information into perspective in terms of our understand-

ing of AD pathophysiology and our needs for management options to control 

inflammation by optimizing the skin barrier. This review should be helpful to 

dermatologists to familiarize them with these new products as they explore how 

the products may fit into their clinical practice.

“ As we see how the products fit into the  
maintenance regimens that are so important 
for our patients, perhaps we will find that they 
enhance control of the disease and lessen the 
development of flares requiring treatment with 
prescription medications, which could be a 
cost-saving advantage.”                                                          

—Lawrence F. Eichenfield, MD
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