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onventional criteria
falls short with kids

Researchers find evolution key
to identifying pediatric melanoma

Lisette Hilton | Staff Correspondent

Children are not small adults, even when it
comes to thewaytheypresentwith melanoma.

KellyM. Cordoro, M.D., and colleaguesre-
centlyreported on how commonitis for chil-
drento present atypicallywith 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 atwhether using the conventional
ABCDE criteria adequately detects the skin
cancer in children.

Researchers conducted aretrospective study
lookingat 70 patientsunder 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 aboutthe 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 diagnosisin children. Infact, 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

A statistical
snapshot

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

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)

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

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

Not only were the clinical characteristics
differentbuthistopathological subtypesvar-
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.

Nearlyhalf (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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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.

Lisette Hilton | Staff Correspondent

Newsources 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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For more information, visit www.obagi.com.

*Photos have not been retouched. Results may vary.
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Distributed by OMP, Inc.

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

0BG

VALEANT"

..........

Living proof.


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

Dermatology Times

Resource Centers

For more information on specialized
areas of dermatology, related articles
and business resources, go to:
modernmedicine.com/ResourceCenters
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What’s your diagnoss?

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

bit.ly/octoberdiagnosis

LAST MONTH’S DIAGNOSIS:
Crusted scabies

h permission from VisualDx.
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Learn more at
bit.ly/crustedscabies
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VIEW ON DEMAND

Formula Matters:
Implications for Patient Compliance

Zoe Diana Draelos, M.D.
Clinical Research Dermatologist

dermatologytimes.com/ranbaxywebinar

Blog

Cosmetic
Considerations:
Can trauma 5
displace fillers? oneme o

bit.ly/trauma-fillers

It’s a question asked recently on realself.comby a
patient who explained that after undergoing a filler
injection procedure, an at-home traumatic event in
the same area caused a large bruise that resulted
in a permanent indentation. This patient wants to
know, can trauma displace fillers?

While filler rarely migrates, it has been
reported at distant sites and in different planes
(superficially) from injection.

TWITTER.COM/DERMTIMESNOW

Follow us on Twitter to receive the latest news and participate in the discussion
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Resistance to Targeted Therapies in #Melanoma
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@DermpathUAMS

Melanin accumulates in melanocytes in Griscelli
syndrome ghr.nim.nih.gov/condition/gris. ..

#pathologists #dermatology #dermpath pic.twitter.
com/iZY1bBOBKF

Bell Eapen
@beapen

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

FACEBOOK.COM/DERMATOLOGYTIMES

Like us on Facebook and participate in the discussion

ModernMedicine
NETWORK '

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.

Dermatology Times App

Get access to all the benefits Dermatology Times offers
at your fingertips. The Dermatology Times app for iPad
& iPhone is now free in the iTunes store.
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Childhood skin disease
has unique challenges

am pleased to introduce this

issue of Dermatology Times,

focusing on topics related

to pediatric dermatology.

| became aware of pediatric

dermatology as a medical student.
Way back then, | chose an elec-
tive in dermatology because
| 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

of us are
board-
certified
1In pediatric
PERCENT | dermatology
chances of winning a residency
in dermatology. But while | loved
dermatology, | was also committed
to caring for children. So, although
the great majority of Dr. Ander-
son’s advice was sage, | chose to
complete aresidency in pediatrics.
At the end of two years, | recog-
nized my interest in subspecialty,
rather than general pediatrics. But
there was no established route
to becoming a pediatric derma-
tologist, so | 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 lowa. Among the faculty, Dr.
Mary Stone served as my strongest
pediatric guide and support to help
filla much needed niche for treating
children with skin disease. In the
two-plus decades since, | 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." 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 | attend, | 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]

/il

Elaine C. Siegfried, M.D.

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?

2-year-old patient, Danielle, is
A 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

STATE YOUR CASE \What scenarios keep you guessing?
Pass them along in confidence to: editor@dermatologytimes.com

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

August
‘teledermatology’
headline
misleading

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, | 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. | 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. | 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. or

—NMark P. Seraly, M.D.
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Sunscreen allergies contribute
to photosensitivity in children

British Journal of Dermatology
August 2014

onlinelibrary.wiley.com,/toi/10.1111/hj.13003/abstract

IT’SNO SECRET thatchemicalsused

in sunscreens can cause photoal-
lergic (PA) contact reactions in adults.
However, there’s sparse research on the
extent to which sunscreen chemicals
cause PAreactions 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
analysisofdataon 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 UVfiltersand
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 responsesto
UVfiltersand/or their sunscreen products
(4.5 percent to the former, 5.7 percent to
thelatter). 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

Jury out on efficacy of cantharidin
in treating molluscum contagiosum

Pediatric Dermatology
July 2014

fttp://hit.1y/1yimshj

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 demonstrated
complete clearance of all molluscum
lesions. In contrast to previous
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.

“The most significant finding
from our study was prospective data
showing cantharidinis a safe treatment
for molluscum,” study authorJacquelyn
Coloe Dosal, M.D., of the University of
Miami’s department of dermatology
and cutaneous surgery, tells Derma-
tology Times. “While our efficacy
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.

“Thisissignificantbecauseweareata
time when many institutions are having
difficulty procuring cantharidin due to
confusing regulations. Having safety
datais paramount to protect dermatolo-
gists’ access to cantharidin. I continue
to use cantharidin in my practice as a
first line treatment for molluscum.” DT
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Researchers report
positive findings
about propranolol

Journal of Investigative Dermatology
September 2014

Wurw.nature.com/jit/journal/v134/n2s/full/jii2014340a.html

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.

In an effort to provide more data,
researchers from the University of Bordeaux
and pharma/cosmetics firm 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 atinclusion. Forty percent of target IH were
ulcerated, 72.4 percentled to functional impair-
mentand 16.2 percentwerelife-threatening. The
median daily propranolol dosage was 2 mg/kg,
and median exposure duration was 6.5 months.
Propranolol was discontinued following good
efficacyin 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 severerisk of bronchoreactivity during
bronchialinfection, and theriskofhypoglycemia
in case oflow food intake or fasting.” DT
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Report looks at links between
breast-feeding, pediatric AD

Journal of the American Academy of Dermatology
August 2014

Www.eblue.org/article/$0190-9622(14)00880-3/abstract

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 University of California, San
Francisco, and Collin M. Blattner, of
Des Moines University in lowa, inves-
tigated the question and reported
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
betweeninfants exclusively breast-fed for
sixmonths, asrecommended by the World
Health Organization, and those in whom

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

“There is strong evidence to support
that breast-feeding during the first four
monthsofliferesultsin 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
thattheydonothave to exclusively breast-
feed to achieve the desired riskreduction,
since supplementingwith formulawillnot
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
riskfor developing AD. Citing the results of
threerecentstudies, 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

Corticosteroids top emollients
in wet-wrap study

Journal of the American Academy of Dermatology
June 2014

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

WET-WRAP TREATMENT (WWT)

haslongbeen 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
emollientin children with severe AD over
a four-week schedule during which the
frequency of corticosteroid applications
was tapered.

Their randomized, placebo-
controlled study involved pediatric
patients ages 6 months to 10 years with

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 furoate 0.1 percent ointment
under a mask) with emollient (petro-
latum 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 and was more effica-
cious than WWT with 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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Study finds

ties between
childhood obesity,
skin disorders

Pediatric Dermatology
March/April 2014

onfingfibeary.wiley.com/toi/10.1111/pde.12271/abstract

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
tobest 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 studyinvolving a total 0f 248,775
subjects. The main outcome measures were:
relativerisk of cutaneous disorders associated
with insulin resistance; androgen excess;
bacterial and/or fungal infection; viral infec-
tion; inflammation; mechanical changesand
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 thosewhohad anormalbody
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
furtheranalysis 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
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Children can suffer from excessive sweating

Dermatologic Clinics
July 2014

derm.theclinics.com/article/$0733-8635(14)00072-2/ahstract

PEDIATRIC patients can present

with hyperhidrosis, 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
evidencedindailyactivities,” 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

affected children maynotbe 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 patientsto a
low-level, well-tolerated electrical current
thatlessens 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, hasnotbeen 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.
Hebertsays. DT
Read more of this story at:
bit.ly/kids-sweat
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http://www.psomuchmore.com/index.jsp

I'M TIRED OF BEING STARED AT. BUT WORSE,
| DON'T 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 arent talking to you about it.'*

But with just 1 revealing question, you can uncover the™ .* -

- | ' dissatisfaction your patients may have trouble expressing >
B S T and help make a real difference in managing their PsO. -
o %
m.2ie ® T g2 MAKE A CONNECTION. MAKE A DIFFERENCE. 75,
. i Find out how you can help at PsOmuchmore.com
¥t

@M " peferences: 1. Data on file. Kantar Health 2013. Novartis Pharmaceuticals Corp; 2014. 2. Gupta MA, Gupta AK, Watteel GN. Perceived deprivation

"1 “ofsocial touch-in psoriasis is associated with greater psychologic morbidity: an index of the stigma experience in dermatologic disorders. Cutis.

- ‘”4 1998;61(6):339-342. 3. Schmid-Ott G, Jaeger B, Kuensebeck HW, Ott R, Lamprecht F. Dimensions of stigmatization in patients with psoriasis

oy s in a "Questionnaire on Experiencewith Skin Complaints.”.Dermatology. 1996;193(4):304-310. 4. Armstrong AW, Schupp C, Wu J, Bebo B. Quality
of life and work productivity impairment amoeng psoriasis:patients: findings:from the National Psoriasis Foundation survey data 2003-2011:
PLoS One. 2012;7(12):e52935. '
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25 Clinicians attempt to reduce total
bioburden in wounds of patients
with epidermolysis bullosa

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

Study: Bleach-based gel wash
improves atopic dermatitis severity

Cheryl Guttman Krader | Staff Correspondent

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.

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)

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

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

\ > s
- ,_ﬂ - L

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

GEL WASH see page 21

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,

Elaine Siegfried, M.D.
St. Louis

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.

On atopic dermatitis
therapies
See story, page 26

READ MORE: BIT.LY/OCPSACNE
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A superpotent spray for moderate 10 severe Plaque psoriasis

Erythematous, scaling plaques on anterior left leg.

Topicort® Topical Spray is a topical corticosteroid indicated for the treat of plaque psoriasis in patients 18 years of age or older.
Important Safety Information
- Topicort® Topical Spray is a topical corticosteroid that has been shown to suppress the hypothalamic-pituitary-adrenal (HPA) axis.

« Systemic absorption of topical corticosteroids can produce reversible HPA axis suppression with the potential for glucocorticosteroid insufficiency.
This may occur during treatment or upon withdrawal of the topical corticosteroid.

« Because of the potential for systemic absorption, use of topical corticosteroids may require that patients be periodically evaluated for HPA axis suppression.

« Local adverse reactions may be more likely to occur with occlusive use, prolonged use or use of higher potency corticosteroids. Reactions may include
atrophy, striae, telangiectasias, burning, itching, irritation, dryness, folliculitis, acneiform eruptions, hypopigmentation, perioral dermatitis, allergic
contact dermatitis, secondary infection, and miliaria. Some local reactions may be irreversible.

- Safety and effectiveness of Topicort® Topical Spray in patients younger than 18 years of age have not been studied; therefore use in pediatric patients
is not recommended.

1. Data on file, Taro Pharmaceuticals U.S.A., Inc.

_] Seebrief summary of Prescribing Information on reverse side.
Pharma © 2014 Taro Pharmaceuticals U.S.A., Inc.

TaroPharma® and Topicort® are registered trademarks of Taro Pharmaceuticals U.S.A., Inc. AD100-0036 June 2014

Patient pictured was not a participant in the Phase 3 clinical studies for Topicort® Topical Spray. Individual results may vary. Photos and notes provided by J. Bikowski, M.D."

Lesions decreased in thickness and scale.

Topicort®
(desoximetasone)
Topical Spray

CLASS 1 STRENGTH
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TOPICORT’ (desoximetasone) Topical Spray, 0.25%
Rx Only

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
orolder.

4 CONTRAINDICATIONS
None

5 WARNINGS AND PRECAUTIONS

5.1 Effect on Endocrine System

Topicort  Topical Spray is a topical corticosteroid that has been shown to suppress the hypothalamic-pituitary-
adrenal (HPA) axis.

Systemic absorption of topical corticosteroids can produce reversible HPA axis suppression with the potential
for glucocorticosteroid insufficiency. This may occur during treatment or upon withdrawal of the topical
corticosteroid.

Inastudy including 21 evaluable subjects 18 years of age or older with moderate to severe plaque psoriasis,
adrenal suppression was identified in 1 out of 12 subjects having involvement of 10-15% of body surface area
(BSA) and 2 out of 9 subjects having involvement of >15% of BSA after treatment with Topicort” Topical Spray
twice a day for 28 days. [see Clinical Pharmacology (12.2)]

Because of the potential for systemic absorption, use of topical corticosteroids may require that patients be
periodically evaluated for HPA axis suppression. Factors that predispose a patient using a topical corticosteroid to
HPA axis suppression include the use of high potency steroids, larger treatment surface areas, prolonged use, use
of occlusive dressings, altered skin barrier, liver failure and young age.

An ACTH stimulation test may be helpful in evaluating patients for HPA axis suppression.

If HPA axis suppression is documented, an attempt should be made to gradually withdraw the drug, to reduce the
frequency of application, or to substitute a less potent steroid. Manifestations of adrenal insufficiency may require
supplemental systemic corticosteroids. Recovery of HPA axis function is generally prompt and complete upon
discontinuation of topical corticosteroids.

Cushing’s syndrome, hyperglycemia, and unmasking of latent diabetes mellitus can also result from systemic
absorption of topical corticosteroids.

Use of more than one corticosteroid-containing product at the same time may increase the total systemic
corticosteroid exposure.

Pediatric patients may be more susceptible to systemic toxicity from use of topical corticosteroids. [see Use in
Specific Populations (8.4)]

5.2 Local Adverse Reactions with Topical Corticosteroids

Local adverse reactions may be more likely to occur with occlusive use, prolonged use or use of higher potency
corticosteroids. Reactions may include atrophy, striae, telangiectasias, burning, itching, irritation, dryness,
folliculitis, acneiform eruptions, hypopigmentation, perioral dermatitis, allergic contact dermatitis, secondary
infection, and miliaria. Some local adverse reactions may be irreversible.

5.3 Allergic Contact Dermatitis with Topical Corticosteroids

Allergic contact dermatitis to any component of topical corticosteroids is usually diagnosed by a failure to heal
rather than a clinical exacerbation. Clinical diagnosis of allergic contact dermatitis can be confirmed by patch
testing.

5.4 Concomitant Skin Infections

Concomitant skin infections should be treated with an appropriate antimicrobial agent.

If the infection persists, Topicort” Topical Spray should be discontinued until the infection has been
adequately treated.

5.5 Flammable Contents
Topicort' Topical Spray is flammable; keep away from heat or flame.

ADVERSE REACTIONS

6.1 Clinical Trials Experience

Because clinical trials are conducted under widely varying conditions, adverse reaction rates observed in the
clinical trials of a drug cannot be directly compared to rates in the clinical trials of another drug and may not
reflect the rates observed in practice.

In randomized, multicenter, prospective vehicle-controlled clinical trials, subjects with moderate to severe plaque
psoriasis of the body applied Topicort” Topical Spray or vehicle spray twice daily for 4 weeks. A total of 149 subjects
applied Topicort” Topical Spray.

Adverse reactions that occurred in > 1% of subjects treated with Topicort Topical Spray were application site
dryness (2.7%), application site irritation (2.7%) and application site pruritus (2.0%).

Another less common adverse reaction (<1% but >0.1%) was folliculitis.

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

Topicort® Topical Spray, Vehicle spray b.i.d.

0.25% b.i.d. (N=149) (N=135)
e s s
Application site dryness 4(2.7%) 7(5.2%)
Application site irritation 4(2.7%) 5(3.7%)
Application site pruritus 3(2.0%) 5(3.7%)

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

Teratogenic Effects: Pregnancy Category C

There are no adequate and well-controlled studies in pregnant women. Topicort” Topical Spray should be used
during pregnancy only if the potential benefit justifies the potential risk to the fetus.

Corticosteroids have been shown to be teratogenic in laboratory animals when administered systemically at
relatively low dosage levels.

Desoximetasone has been shown to be teratogenic and embryotoxic in mice, rats, and rabbits when given by
subcutaneous or dermal routes of administration at doses 3 to 30 times the human dose of Topicort” Topical Spray
based on a body surface area comparison.

8.3 Nursing Mothers

Systemically administered corticosteroids appear in human milk and could suppress growth, interfere with
endogenous corticosteroid production, or cause other untoward effects. It is not known whether topical
administration of corticosteroids could result in sufficient systemic absorption to produce detectable quantities in
breast milk. Because many drugs are excreted in human milk, caution should be exercised when Topicort” Topical
Spray is administered to a nursing woman.

If used during lactation, Topicort” Topical Spray should not be applied on the chest to avoid accidental ingestion
by the infant.

8.4 Pediatric Use

Safety and effectiveness of Topicort” Topical Spray in patients younger than 18 years of age have not been studied;
therefore use in pediatric patients is not recommended. Because of a higher ratio of skin surface area to body
mass, pediatric patients are at a greater risk than adults of HPA axis suppression and Cushing’s syndrome when
they are treated with topical corticosteroids. They are therefore at greater risk of adrenal insufficiency during and/
or after withdrawal of treatment. Adverse effects including striae have been reported with inappropriate use of
topical corticosteroids in infants and children. [see Warnings and Precautions (5.1)]

HPA axis suppression, Cushing’s syndrome, linear growth retardation, delayed weight gain, and intracranial
hypertension have been reported in children receiving topical corticosteroids. Manifestations of adrenal
suppression in children include low plasma cortisol levels and absence of response to ACTH stimulation.
Manifestations of intracranial hypertension include bulging fontanelles, headaches, and bilateral papilledema.
[see Warnings and Precautions (5.1)]

8.5 Geriatric Use

(linical studies of Topicort” Topical Spray did not include sufficient numbers of subjects aged 65 years 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 of concomitant disease or other drug therapy.

10 OVERDOSAGE
Topicort” Topical Spray can be absorbed in sufficient amounts to produce systemic effects. [see Warnings and
Precautions (5.1)]

17 PATIENT COUNSELING INFORMATION
See FDA-approved patient labeling (Patient Information and Instructions for Use)

Inform patients of the following:

« Use this medication as directed by the physician.

Topicort” Topical Spray is for external use only. Avoid use on the face, axilla or groin.

« Do not use this medication for any disorder other than that for which it was prescribed.

Do not bandage or otherwise cover or wrap the treated skin so as to be occlusive.

« Report any signs of local or systemic adverse reactions to the physician.

Do not use other corticosteroid-containing products with Topicort” Topical Spray without first consulting with
the physician.

Discontinue therapy when control is achieved. If no improvement is seen within 4 weeks, contact
the physician.

This medication is flammable; avoid heat, flame, or smoking when applying this product.

- Discard this product 30 days after dispensed by pharmacist.

Mfd. by: Taro Pharmaceuticals Inc., Brampton, Ontario, Canada L6T 1C1
Dist. by: TaroPharma’ a division of Taro Pharmaceuticals U.S.A., Inc., Hawthorne, NY 10532
Revised: April 2013

AD100-0030
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“For most kids with atopic dermatitis, nighttime
1s the worst. They have trouble falling asleep,
and if they fall asleep, they sleep miserably.”

GEL WASH:

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

Daily use of sodium hypochlorite gel body wash significantly improved AD severity rompage 18

Life Quality Index and Family
Dermatology Life Quality
Index) showed statistically
significant 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.

“Sodium
hypochlorite
body wash offers
a convenient
alternative for
extending the
benetits of bleach
baths to a broader
population.”

Amy Paller, M.D.
Chicago

“We established in a previous
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

o044

Improvement
from baseline
in scores for
all endpoints

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 all 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

Further research is needed
to determine the underlying
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.

“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

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.


http://dermatologytimes.modernmedicine.com/

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

-
o

WHEN IT’S TIME TO MANAGE THE CHALLENGES

TIONS

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

e 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, inflammation,
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

e Secondary exposure: Avoid direct skin contact with VALCHLOR in individuals other than the patients due to risk of
dermatitis, mucosal injury, and secondary cancers

e Dermatitis: Dermatitis may be moderately severe or severe. Monitor patients for redness, swelling, inflammation,
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

e 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 fire, flame, and smoking until the gel has dried

Please see additional Important Safety Information on adjacent page.


http://www.valchlor.com/

OF STAGE IA AND IB MF-CTCL

1S;,00

The first and only FDA-approved topical formulation
of mechlorethamine (commonly known as nitrogen mustard)

- Proven efficacy in a 12-month study*

- 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).

DOSING AND APPLICATION

VALCHLOR is for topical dermatological use only. Apply a thin film 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.

© VALCHLOR’

(mechlorethamine)gel
"** ACTELION 0.016%

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

© 2014 Actelion Pharmaceuticals US, Inc. All rights reserved. VAL-00132 0814 A great idea ﬁnally geIS
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VALCHLOR’

(mechlorethamine)gel

0.016%
VALCHLOR® (mechlorethamine) gel, 0.016% Table 1. Most Commonly Reported (>5%) Cutaneous Adverse Reactions
For Topical Dermatological Use Only VALCHLOR Comparator
N=128 N=127
BRIEF SUMMARY OF FULL PRESCRIBING INFORMATION - T of patients
o ) ) ) Any Grade oderately- Any Grade Moderately-
This brief summary does not include all the information needed to use VALCHLOR safely and Severe or Severe Severe or Severe
effectively. See Full Prescribing Information for VALCHLOR. Dermatitis 56 23 58 17
« INDICATIONS AND USAGE Pruritus 20 ! 10 2
Bacterial skin infection 11 2 9 2
VALCHLOR is an alkylating drug indicated for the topical treatment of Stage IA and IB Skin ulceration or blistering 6 3 5 2
mycosis fungoides-type cutaneous T-cell lymphoma in patients who have received prior Skin hyperpigmentation 5 0 7 0

skin-directed therapy.

e 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.

e 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.

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.

e 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

>> Dermatitis in animals after a single subcutaneous administration. If this drug is used during

The most common adverse reaction was dermatitis, which occurred in 56% of the

pregnancy or if the patient becomes pregnant while taking this drug, the patient

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 HCI) was compared to an Aquaphor®-based mechlorethamine

HCI 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.

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

Atotal 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
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Epidermolysis bullosa presents
unique woundcare challenges

Louise Gagnon | Staff Correspondent

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., ER.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.

A consideration

in woundcare

for EBisto
alternate therapies
such as topical
antimicrobials,

to avoid possible
sensitization.

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.

QUICK READ

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.

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;
scarring and contractures can
develop, and it is associated with an
increased risk of skin cancer.

“The majority 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 critical 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.

Recessive
dystrophic EB
presents with
chronic blisters and
it is associated with
anincreased risk of
skin cancer.

“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.
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Research holds promise
for atopic dermatitis

Lisette Hilton | Staff Correspondent

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-
lentchronicinflam-
matory skin condi-
tionin children. In
the United States
and other indus-
trialized countries,
the estimated prev-
alence of atopic der-
matitis (AD) is be-
tween 10and almost
20 percent in the
first few years of life,” says Lawrence
F. Eichenfield, M.D., chief of pediatric
dermatologyand professor of pediatrics
and medicine (dermatology), at Uni-

Dr. Eichenfield

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.

versity of California, San Diego, and
Rady Children’s Hospital San Diego.
Dr. Eichenfield is an author on atopic
dermatitis guidelines released thisyear
by the American Academy of Derma-
tology (see: bit.ly/ADguidelines).

BIG STRIDES

Among the strides in atopic dermatitis:
animproved understanding ofthe epide-
miologyand pathogenesis of the disease.

“Overthelastseveralyears, identifica-
tion of mutationsin the skinresponsible
for skin barrier dysfunction, associated
with the dryskin of eczema, aswell as a
set up for its inflammation, have been

AD'’s psychosocial side

Dermatology Times

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

Filaggrin gene mutations have been
shown to have astrong predictive value
for higherrisk of atopic dermatitis devel-
opment. The gene mutations are also as-
sociated with increased rates ofasthma,
allergicrhinitis, IgE sensitization, aswell
asmore severe atopic dermatitisthatcan
persist into late childhood and adult-
hood, according to Dr. Eichenfield.

“..IntheU.S., David Margolis evalu-
ated DNA from almost 900 childrenand
found thatabout 16 percent of them had
filaggrin mutationswhilelessthan 6 per-
centofAfrican-Americanshad these mu-
tations,” Dr. Eichenfield says (Margolis
DJ, Gupta], Apter AJ, et al. ] Invest Der-
matol. 2014;134(8):2272-2274).

Fromaclinical standpoint, the knowl-
edgeaboutskinbarrier 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.
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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 difficult 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 significant 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, ‘l 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 significant
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


http://dermatologytimes.modernmedicine.com/

The 2015 South Beach
Symposium Faculty to include:

Symposium Chair
Mark S. Nestor, MD, PhD

Session Directors

Benjamin Ascher, MD
Brian Berman, MD, PhD
David E. Cohen, MD, MPH
Joel L. Cohen, MD

James Q. Del Rosso, DO
Steven Fagien, MD
Michael H. Gold, MD
David J. Goldberg, MD, JD
Mark G. Lebwohl, MD
Henry W. Lim, MD

Glynis R. Ablon, MD
Benjamin Ascher, MD
Brian Berman, MD, PhD
Diane S. Berson, MD
Roger I. Ceilley, MD

Clay Cockerell, MD

David E. Cohen, MD, MPH
Joel L. Cohen, MD

Doris J. Day, MD

James Q. Del Rosso, DO
Charles N. Ellis, MD
Steven Fagien, MD
Michael H. Gold, MD
David J. Goldberg, MD, JD
Mark D. Kaufmann, MD
Marina Landau, MD
Mark G. Lebwohl, MD
Henry W. Lim, MD
Stephen H. Mandy, MD
Gary D. Monheit, MD

Mark D. Kaufmann, MD
Stephen H. Mandy, MD
Gary Dr. Monheit, MD
Marta I. Rendon, MD
Darrell S. Rigel, MD
Theodore Rosen, MD

Neil . Sadick, MD
Lawrence A. Schachner, MD
Susan H. Weinkle, MD
Robert A. Weiss, MD

Faculty

Mark S. Nestor, MD, PhD
Michael L. Nestor, ISD

Margaret C. Oliviero, ARNP, MSN
David M. Pariser, MD

Harold S. Rabinovitz, MD

Marta I. Rendon, MD

Darrell . Rigel, MD, MS
Theodore Rosen, MD

Neil . Sadick, MD

Lawrence A. Schachner, MD
Hema Sundaram, MD

Arthur Swift, MD

Darlene L. Tomlinson, MBA, MHL
Abel Torres, MD

David L. Wagener, MBA, CPA

S. Randolph Waldman, MD
Susan H. Weinkle, MD

Robert A. Weiss, MD

Allan S. Wirtzer, MD

Preliminary List — more faculty added soon!

{ 3th Annual -

W \—\og \_\ote\
(A

2015° South Beach'

I .
Clinical Dermatology Symposium | Aesthetic Dermatology Symposium m =

Practice Management Sympostum | Masters of Pedlatrlc Dermatolagy Symposium

L - »February 19216, 2015 &

Fontalnebleau Miami Beach | Miami Beach, FIorlda

Clinical Dermatology Symposium
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The Clinical Dermatology Symposium will host the world’s top medical and surgical
dermatology faculty to cover topics ranging from advances in clinical and therapeutic
dermatology, photodynamic therapy, immune response modifiers, biologic therapies
for psoriasis, wound care management, acne, rosacea, psoriasis and much more.

Aesthetic Dermatology Symposium

February 12, 14 and 15

The Aesthetic Dermatology Symposium will present new innovations in aesthetic
procedures and technologies through multiple live patient demonstration and
certification workshops given by world leaders in cosmetic and aesthetic dermatology.

February 12,13, 14and 16

The Practice Management Symposium will include an interactive session on elements
to improve both clinical and cosmetic practice, EMR and imaging solutions and risk
management strategies. Don’t miss an important session on the Affordable Care Act
and how the changes in health care reform affect dermatology.

Masters of Pediatric Dermatology Symposium

February 12

This popular one—day program aims to educate physicians about advances in pediatric
dermatology and supporting children with dermatological diseases.

South Beach Symposium « 6816 Southpoint Pkwy., Suite 1000 « Jacksonville, FL 32216 « Phone: 904-309-6262 « Fax: 904-998-0855

Sponsored by the Skin Disease Research and Education Foundation
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Dermatology Maintenance of Certification all offered!!

www.southbeachsymposium.org/DERM
Register online at www.southbeachsymposium.org/DERM and
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Renewed interest in AD therapies could improve quality oflife for patients ompage26

Anotherarea ofinterestingresearchre-
latesto 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 canimpact atopic
dermatitis with clinical infection and
flaring of the disease,” Dr. Eichenfield
says. “Recent studies using techniques
toassess genetic material of microbesis
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.

“Generallyin nonaffected atopic der-
matitis the broad use of antibiotics is not
recommended. However, infected ec-
zemamightbenefitfrom 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
inthe development of atopic dermatitis
and/or its course.”

Anarearelated to colonization of the
skin is the use of bleach baths as adju-
vanttherapyin atopic dermatitis. Dilute
sodium hypochlorite soaks can decrease

Alternative therapies

in eczema care

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, ‘l don’t
want to use any Western
medicine,’ and P'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

Dr. Lio

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 thatsodium 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.

There arenewtopicaland systemicagents
inthedrugdevelopment pipeline, several
ofwhich arein advanced clinical trials,
includingaboron-based phosphodieste-
rase inhibitor (PDE4, AN2728), studied
by Anacor, and a biologic agent being
developed for atopic dermatitis, stud-
ied by Regeneron/Sanofi.

“We’ve spent
more than a dec-
ade studying the
underlying patho-
genesis of psoriasis
and translating that
informationintonew
therapies,” says Amy
Paller, M.D., profes-
sorand chairwoman
of dermatology and professor of pediat-
rics, Northwestern University Feinberg
School of Medicine, Chicago. “Now it’s
time for atopic dermatitis ... and agrow-
ing number of pharmaceutical compa-
nies are taking an interest. It's going to
be extremely exciting.”

PDE-4, the boron-based phosphodi-
esteraseinhibitorinphase 3 trialsinadult
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
trialin December 2012, followinga trial
on adolescents with mild-to-moderate
atopic dermatitis usingits PDE-4 inhibi-
tor, AN2728.

“One of the most exciting new devel-
opmentsinatopic dermatitisis the test-
ing of the first biologic designed based
onourunderstanding ofthemechanism
underlying atopic dermatitis,” she says.
“And the clinical resultslook so promis-
ing.It’s called dupilumab and continues
intrialsin adultsrightnow. Once safety
is established in adults, dupilumab can
be tested in pediatric patients as well.”

Dupilumab, a human monoclonal

antibody that blocks interleukin-4 and
interleukin-13, showed promising re-
sults from a trial of adult patients with
moderate-to-severe atopic dermatitisin
a July 2014 paper published in the New
England Journal of Medicine (Beck LA,
ThaciD, Hamilton]D, etal. N Engl] Med.
2014;371(2):130-139).

Becketal concluded, “Patients treated
with dupilumab had marked and rapid
improvementinall the evaluated meas-
ures of atopic dermatitis disease activ-
ity. Side-effect profiles were not dose-
limiting.”

There’s more re-
search onatopicder-
matitis going on in
the areas of AD bi-
omarkers, triggers
and better tools for
judging treatment
efficacyinresearch
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 agenciesto try to define the best
measure of atopic dermatitis improve-
ment,” Dr. Siegfried says. “Implementing
auniform measure intonew clinical tri-
als protocols is very important in order
to have a uniform measure to compare
different drugs.”

Topical anti-inflammatorytherapyisstill
astandard approach for the inflamma-
tion of atopic dermatitis, focused on use
oftopical corticosteroids and topical cal-
cineurininhibitors, Dr. Eichenfield says.

“Asemphasized in the new American
Academy of Dermatology Atopic Derma-
titis guidelines, both sets of agents may
beused as proactive therapy, rather than
reactive therapy. The principle of proac-
tive therapy is that the use of intermit-
tenttopical corticosteroid or calcineurin
inhibitorsto clinical normal skin maybe
useful to decrease flares of the disease
andrender the patientrelatively 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-
mentwasincredibly difficult. After topi-
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Dr. Siegfried
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Indication

SOLODVYN 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,
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has also been reported. TETRACYCLINE
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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 PLACEBO
(1 mg/kg) N=364

N=674 (%) (%)

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) 913
Mood alteration 17 (3) 9(3)
Somnolence 13 (2) 3(1)
Urticaria 10 (2) 10
Tinnitus 10 (2) 5(1)
Arthralgia 9(1) 20
Vertigo 8 (1) 3(1)
Dry mouth 71 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.



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 minocycling 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 /n 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 (minacycline HCI, 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

Storage

Store at 25°C (77°F); excursions are
permitted to 15°-30°C (59°-86°F)

[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
17110264

Bottle of 30
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medicalsocial sciences at Northwestern
University, Chicago.

TECHNOLOGY FUELS NICKEL EXPOSURE

Nickelhasbeen the most common patch
testpositivefor childrenand adultsformany
years. Butrecently, there hasbeen 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
atrisk. Toys have become more sophisti-
cated, with electronic components that
contain metals, includingnickel, 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
triggeredreactionsin people who are at
risk, but it may be that ongoing nickel
exposure in children might predispose
them for nickel allergies down theroad.

IT’S NOT JUST NICKEL

Pediatric skinreactions from cell phones
and other devices are not just from the
nickelin devices, butalso from the many
accessories thatgo alongwith 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.
Headphonesand ear buds — there’srub-
berand plasticinthem. Theleather cas-
ings ... all of these can be sources of al-
lergens that can cause allergic contact
dermatitis,” he says.

The American Contact Dermatitis So-
cietynamed 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 basicallyno skincare
category that doesn’t use it in one form
or another,” Dr. Silverberg says.

Methylisothiazolinone, a preserva-

QUICK READ

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

tive thatincreases shelflife and prevents
bacterial growth, iscommonly 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-
jectedtoroutinepatch testing, thenumber
with positive reactions to Kathon CG 100
ppmincreased from none in 1983 to 0.7
percentin January-August 1985, and to
4.6 percentin September 1985 to March
1986,” accordingto the study (Hannuksela
M. Contact Dermatitis. 1986;15(4):211-214).

InEurope, the documented frequency
of allergy to Kathon CGis about 1.5 per-
cent, accordingtothestudybyCastanedo-
Tardana and Zug.

“The frequency of allergy to this pre-
servativein the United Statesisunknown.
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, hasman-
aged tostayundertheradarin the United
States,” Dr. Silverberg says.

Whileit'suseful 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 babywipes. In youngkids, we're
seeing those reactions particularly in
children known to have inflammatory
bowel syndrome or any other causes of
diarrhea,” Dr. Silverbergsays. “We're see-
ing facial reactions and hand eczema
dueto anumber of moisturizing creams
andlotions and kids being cleaned with
wipesbytheir parents. We're seeing gen-
eralized reactions from shampoos and
conditioners. It’s just everywhere.”

Methylisothiazolinoneisaningredient
thatdermatologistsmightnotthinkabout.
But, the factis, it's evenin some of the pre-
scription topical medications they pre-
scribe, Dr. Silverbergsays. Theseinclude
crotamiton (Eurax, Ranbaxy), halobeta-

Dermatology Times

sol propionate 0.05 percent cream (Ultra-
vate, Ranbaxy) and some triamcinolone
cream preparations, which are mainstays
of treating inflammatory skin disease.
CONTACT DERMATITIS see page 34

Top pediatric

allergen sources

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:

W4 VOISTURIZERS: “There are a lot
of people using moisturizers more and more
on theirown — even withoutarecommenda-
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 | think one can expect
that we’ll start to see a lot more reactions
in the next five to 10 years because of in-
creased use of these products.”

n BOTANICALS: “Everyone loves nat-
ural products. It’s a big fad. And many com-
panies are jumping on the bandwagon and
adding anumber 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 beneficial
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.”

n SUNSCREEN: “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. | 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 | really want to avoid sensitizing
these kids down the road.” DT
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cal corticosteroids were developed, acute
reliefwas possible for the majority of pa-
tients,” she says.

Butlong-term use of topical corticos-
teroid monotherapy carries the risk of
side effects. Potential problemsinclude
cyclicrebound of the skin disease, cuta-
neousatrophyand corticosteroid contact
allergy. Compoundingthereality of side
effectsisa prevailing phobia surround-
ing topical corticosteroid use. “Steroid
phobia,” or “corticosteroid phobia” is
more fear-based than research-based,
according to Dr. Siegfried.

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 athird 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,
ifyou don’t use them at all, it can be very
difficulttokeep the disease under control,”
Dr. Siegfried says. “Inmypractice... corti-
costeroidsarealwaysfirst-line. Theyrethe
mostwell studied and have been around
for the longest period of time. But ... in
peoplewhose disease can’tbe 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’sa concernabout carcinogenicity.”

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

“...It'swonderful to have those options.
Themostwell-studied are the topical cal-
cineurininhibitors, Elidel (pimecrolimus,
Valeant) and Protopic (tacrolimus, Astel-
las),” Dr. Siegfried says. “They don't work
asfastorasdramaticallyas corticosteroids
but they maintain skin health and help
controlinflammationlongterm, without
causing cutaneous atrophy.”
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Methylisothiazolinone is also in
over-the-counter products dermatolo-
gists mightrecommend 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,ifpatientshave anallergytometh-
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.”

Oftenpatientswhoareusingtopical agents
and are allergic or develop an allergy to
methylisothiazolinone will experience
someimprovementinitiallybecause the
steroid suppresses inflammation. But,
almostimmediately after, they getawors-
eningbecause they’'ve been exposed to
an allergen.

“Whenyousee thatkind of rebound,
youreallyneed to thinkaboutsomekind
of allergen,” he says.

Dermatologists can check product

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

“Ifyou’re really suspicious, don’t hesi-
tate. It's better to refer for patch testing
and be certain aboutit. Otherwise, some
of these patients will go on for years or
decades with a chronic disease, where
it'snever well controlled. It mightbe 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.

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

“Itcanshowup commonlyin... those
localized eczemareactions. So, really
toughhand eczema or eczema thatjust
keeps comingbackthat’slocalized to
aparticular body,” Dr. Silverberg says.
“Nummular or coin-shaped eczema —
anumber of studies have shown that

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

The warning states the use of these
medications mayincrease theriskof cer-
tain cancers, specifically skin cancer and
non-Hodgkin'slymphoma. The American
Academy of Dermatology, however, pub-
lished this quote by Dr. Eichenfield: “...
Patients should know that studies have
notdemonstrated anincreased cancerrisk
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
alongtime,” Dr. Siegfried says. “Finally,
people are starting to recognize the epi-
demiologicimportanceand unmetmedi-
cal need of (atopic dermatitis).” DT

Read more on patient education at:

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

Some dermatologistsstillbelieveinthe
conventional dogma thatatopic derma-
titis somehow cancels outanincreased
risk ofallergens. Butrecentresearch tells
a different story.

“This year, at the American Contact
Dermatitis Society meeting, there were
(many)studiesthat presented higherrates
of contact dermatitis in atopic dermati-
tis,” he says. “So, even for those garden
variety eczema cases, ifyou're thinking
about putting them on prednisone, sys-
temic agents or phototherapy, you'rere-
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 thatsuggests people with atopicder-
matitis have similar if not higher rates
of positive patch testresults to common
contactallergens, 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
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4 4 WHAT’S RIGHT AND WRONG
An expert offers thoughts on
judging appropriate aesthetic
procedures in teenage patients

47 psYcHOLOGY 101
Experts discuss when, how
to question teenagers about their
motivations

Aesthetic trends among teens

Lisette Hilton | Staff Correspondent

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-
tuatinghormones,”
says Vivian Diller,
Ph.D., a psycholo-
gist in New York City who works with
adolescents and does research on the
psychologyofbeauty and aging. “I often
will talk to those women (mid-lifers), re-
mindingthem thatthisisaphase of their
life, probably mostsimilar to adolescence
because so much is in transition. Plas-
ticsurgeryis one of the things the aging
woman has turned to, totryto stop time.

“I'd advise any physician
to give the family and
teen an honest answer
and describe their
reservations about

Dr. Diller

proceeding with the
aesthetic intervention.”

QUICK READ

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

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

Adolescentsarestronglyinfluenced by
unsettlinginternal and external change,
includingraging hormones, according
to Dr. Diller.

“Asadermatologistor 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 proceduresis
on anupward trend, in general, but not
among teens.

The American Society for Aesthetic
Plastic Surgery (ASAPS) released its
2013 multispecialty statistics (includ-
ingplastic 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 therecessionin 2008.

Inthesameyear, cosmetic procedures

among patients ages 18 and younger
reached alow, at 1 percent of total sur-
gicaland nonsurgical procedures. The
113,924 procedures in this age group,
accordingto the 2013 ASAPS Cosmetic
Surgery National Data Bank Statistics,
is a far cry from the 220,000 aesthetic
procedures 18-and-undershad in2002.

The most recent
statistics suggest
thetop 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, whichregistered 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

TRENDS see page 43

Dr. Welch

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 teenage patient requests for aesthetic procedures ionpag.36

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
whoisrequestingsomething she thinks

ing out of high school — mostly, in sen-
iors going offto college who wantto have
their noses redone before going offto a
new environment,” Dr. Hilinski says.
Andwhilecosmeticearsurgeriescome
in a close second, it’s not only ear pin-

ning that Dr. Hilinski says is popular
among people in the younger set.
“Inthelastcouple ofyears, 've been
doing a lot of gauge repairs,” he says.
Gaugerepairs are an emerging need
among teens who want or need to re-

ofasan “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’tneed something
like that,” Dr. Welch says.
JohnM. Hilinski, M.D.,
a facial plastic surgeon
in San Diego, says his
cosmetic teen patients
typically request nose
reshaping or cosmetic
ear surgery.
“Rhinoplastyishands-
downoneofthemostpop-
ular that we're seeing in
thelateteen patients com-

3 tips for evaluating teens

for aesthetic treatment

ASSESS PHYSICAL MATURITY Operating on a feature that has not

yet fully developed could interfere with its growth, and continued growth
could negate the benefits of surgery in later years, according to the American
Society of Aesthetic Plastic Surgery (ASAPS).

EXPLORE EMOTIONAL MATURITY AND EXPECTATIONS As with any
patient, the young person should appreciate the benefits and limitations
of the proposed surgery, and have realistic expectations, according to ASAPS.

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.

pair earlobes damaged
by the bigholes, accord-
ing to Dr. Hilinski. He
says teens do their re-
search tofind physicians
like him, who have de-
veloped areputation 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. Ifyoureallywant
to doitright, and you fi-
nesseit,and youdoalot
of them, you learn how
to make a natural look-
ing earlobe,” Dr. Hilin-
ski says. DT
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What's right, wron
among aesthetics for teens?

Lisette Hilton | Staff Correspondent

WHAT’S RIGHT and wrongin 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
thephysician consultingwith the patient.

“Mostwould agree that any aesthetic
procedure with a
negative or unex-
pected outcome
could potentially
be damaging to an
adolescent’s self-es-
teemorbodyimage,”
says Gia Washing-
ton, Ph.D., a clini-
cal psychologist at
Texas Children’s Hospital and assistant
professor at Baylor College of Medicine,
Houston. “Certainlyareconstructive sur-
gery (breast, facial, removal of excess skin
after excessive weightloss) would be con-
sidered acceptable and safe for an adoles-
cent’s emotional development.”

While Michelle Welch, M.D., aderma-
tologist practicingin Lexington, S.C., says
itisher personal opinion that Botox (ona-
botulinumtoxinA, Allergan), facial fillers
andlip augmentation are amongthe cos-
metic proceduresthatareinappropriate
for teens, itmaybe important to address
physical scars from amajor trauma. And
some skin conditions need to be cosmet-
icallyaddressed. For example, Dr. Welch
says, shesstrivestohelp patientswith acne
feel better about themselves.

“You canimagine, if people make fun
of (kidswith acne), or theyfeellike people
aregoingtomakefunofthem.I'vehadkids
comeinandsayso-and-sodidn'twantto
betheirboyfriend because theyhad 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-
facelayersandhelp opentheirpores. 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
theyalreadyhavescarringand you're try-
ing toimprove their skin, there are some

Dr. Washington

(light chemical peels) that would be ben-
eficial for teenagers, butnot 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 itselfisn’t always a good in-

Teens & cosmetic

procedures:
How to say ‘no’

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
atTexas Children’s Hospital and assistant pro-
fessor at Baylor College of Medicine, Houston.

“Pd 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.
“Mostadolescents and families would be re-
ceptive toa physician saying something like,
‘’mnot 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 iliness, a firm “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
ateenbutisn’tsure, a “Let’s think about this
alittle longer” approach could be the answer.
Vivian Diller, Ph.D., a psychologistin 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, ‘l want you to be happy. | don’t want
you to do something that will make you un-
happy. That’s why I’'m sending you home. |
know that if | send you home and you come
back in a month or two, there’s a greater
likelihood that you will be satisfied with the
results.” DT

OCTOBER 2014 / DERMATOLOGYTIMES.com

Dermatology Times

dicatorwhether a cosmetic procedureis
appropriate for a teen, according to Viv-
ian Diller, Ph.D., a psychologistbased in
New York City.

“Youhavetolookatthe 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-
encedbysomeone other than themselves
(itcould be amate, a parent, amovie star).
Really, Itell physiciansto thinkless about
chronological age and more about ma-
turity.”

The trick for physicians and surgeons
consultingwith these patientsis tobe ob-
jective; not judgmental, Dr. Diller says.

“When an adolescentapproachesyou
aboutwantingsurgery, they’re suffering
a great deal. I've had the experience of
talking to an adolescent who has been
bullied or who hasrequired 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
thinkisunfairtothem,” Dr. Dillersays. “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 wrinklesisn’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
theteenyearsisaclearred flag. Breast
surgeryto correct uneven breasts, how-
ever, might be a different story.

“Toprovide thatkind of normalization
can sometimes truly help a child going
intoadulthood feelmuch 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
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Psychology tips when consulting with teens

Lisette Hilton | Staff Correspondent

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
beaware 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 howthe particular procedure af-
fects most people.

“However, many adolescents may still
be in the concrete operational stage and
beso concretein 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 arealisticexpec-
tation about the out-
come,” Dr. Washing-
ton says.

Issues that might
seem minor to adults
aremagnifiedtoanad-
olescent based upon
the perception that
everyone notices
their aesthetic issue,
Dr. Washington says.

“Adolescentsmaybelieve thatthe guide-
linesforrecoveryortreatmentdon’tapplyto
them.... They often perceive themselves as
beingimpervious,invulnerable andinvinci-
ble,” Dr. Washington says. “For thisreason,
physicians may often see adolescents not
adheringto theirrec-
ommendationsforfol-
low-up careandmain-
tenance.”

When it comes
to assessing teen
patients, Michelle
Welch,M.D.,aderma-
tologist practicingin
Lexington, S.C., says
sheison alertfor patients ofall ages who
show signs ofbody dysmorphic disorder.
John M. Hilinski, M.D., afacial plastic sur-

Dr. Washington

Dr. Diller

Dr. Weich

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

secure, I think we run the risk of mak-
ingthoseyoungpeopleinsecurein other
aspects of their life or in their beauty.”
Dr. Welch says.

It’s important that teens know that
thenear-perfection they see online and
inmagazinesisaltered to look that way,
Diller says. DT

a physician determine
whether a teen patient
should have a cosmetic
procedure, waitorwould
bebetteroffseeinga psy-
chologist or other men-
tal health expert.

“Not every patient
needs to be referred to
apsychologist,” says Viv-
ian Diller, Ph.D., a psy-
chologist based in New
YorkCity. “(But) thereare
key things thatyouwant
to look for that you say
toyourselfasadoctor, ‘1
thinkyoushould talkto
acounselor.” For exam-
ple, when you thinkyou
haveapatientwhomight
have body dysmorphic
disorder, bipolar, depres-
sion, addiction or an eat-
ing disorder.

Thisisespeciallyim-
portant during adoles-
cence. All adolescents
tend tobe emotionallyla-
bile. “It'sreallyimportant
to distinguish between
the adolescent who has
low self-esteem versus
theadolescentwhoissu-
icidal,” she says.

Itcould helptoaskpa-
tients to write out their
reasons for requesting
theaestheticintervention

Yo/
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Acne guidelines aim
to improve patient care

Cheryl Guttman Krader | Staff Correspondent

Maurt, HAwArl — Guidelines for the di-
agnosis and treatment of pediatric acne
developed by the American Acne Rosa-
ceaSociety (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.

Releasedin May 2013, the guidelines
present an age-based categorization of
acneand asetofseverity-based treatment
algorithms, says Lawrence F. Eichenfield,
M.D. He is president of the AARS and
co-chaired thepanel
that developed the
guidelines. Hespoke
totheimpetusforthe
project and high-
lighted some of the
key recommenda-
tions at the Maui-
Derm 2014 meeting.

“Theonsetofacne
isoccurringearliernowthanin the past,
and one goal of the guidelines was to get
physicianstorecognize 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
teenswithacne,” says Dr. Eichenfield, pro-
fessor of pediatrics and dermatology, Uni-
versity of California, San Diego, and Rady
Children’s Hospital.

The age-based categorization divides
acne typeinto neonatal, infantile, mid-
childhood, preadolescentand adolescent
acne. Dr. Eichenfield points out thatneo-
natal acne usuallyrepresents some non-
acne pustular eruption whereasacnein
infantstendstobeatrue 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
itappears mild, is worrisome because it
may be a sign of hyperandrogenism as-
sociated with Cushing syndrome, prema-

Dr. Eichenfield

QUICK READ

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

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

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

Preadolescentacne, with onsetbetween
ages7and 12 or prior tomenarcheingirls,
isnowverycommon, and unlessthereare
other findings to suggest an endocrine-
related or other systemic problem, there
isnoneed for these children to undergo
work-up beyond history and physical.

“Acne canprecede othersignsofpuber-
talmaturization, and we knowthatthe av-
erage age of pubertyisnowaboutoneyear
younger thanitwas adecade ago for both
males and females,” Dr. Eichenfield says.

Severity-based treatmentalgorithmsrep-
resentthe cruxofthe 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 patientsontopical treatmentwith
aretinoid 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
incombination forall severities ofacnein
pediatric patients ofall ages, even though
per the prescribinginformation for indi-
vidual products, usein childrenyounger
than ages 9 or 12 years s off-label. In ad-
dition, theymake benzoyl peroxide a pri-
ority in regimens of care.

“Benzoylperoxideshouldbeprescribed
whenever using a topical or oral antibi-
oticto decrease the development of bac-
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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 forinitial treatment include a top-
ical retinoid alone or topical combina-
tionsincludingbenzoyl peroxide with an
antibiotic and/or retinoid. Topical dap-
soneis alsoidentified as amonotherapy
option or to be used in place of a topical
antibiotic, although topical antibiotics
arenotrecommended as monotherapy.

MODERATE ACNE THERAPIES

Treatmentfor moderate acneisinitiated
with acombinationregimen thatshould
alwaysincludeatopicalretinoid 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 thatsecond generation tetracyclines
aresometimes preferred based on absorp-
tion and dosing frequency. However, tet-
racyclinesshould notbeusedin children
younger than 8years ofage,” Dr. Eichen-
field says.

The treatmentregimen can be modi-
fied forinadequaterespondersbyaltering
thetopical componentsor substitutingan
oral antibioticfor atopical agent. Ifthere
isstillinsufficient control, the guidelines
recommend consideringhormonal ther-
apyforfemales ororalisotretinoin along
with dermatologyreferral. Consideration
ofreferral toadermatologistisalsorecom-
mended for any patientwith severe acne.

Dr. Eichenfield notes there is contro-
versy on the appropriate age forinitiating
hormonaltherapy. Thegroup’sconsensus
recommendation was that a combined
oral contraceptive (OC) can be used as
second-line therapyfor pubertal females
with moderate-to-severe acne and note
the need to assess tobacco use and fam-
ilyhistory of thrombotic events. Itis also
noted that due to concerns about poten-
tial effects on bone, some expertsrecom-
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.
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Experts clarify verrucous
hemangioma confusion

Louise Gagnon | Staff Correspondent

QuEeBEC C1TY, QUEBEC — The diagnosis
ofangiokeratoma circumscriptumshould
be supplanted with verrucous heman-
gioma, and thelesion should be treated
with surgery in most cases, according
to aretrospective case series presented
at the annual meeting of the Canadian
Dermatology Association.

“Thereasonwe 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-
tertreated with surgery,” says Catherine
McCuaig, M.D., E.R.C.P.C,, a pediatric
dermatologistat CHU Sainte-Justinein
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-
rieswere biopsied, and the mean age of
the patients was 4.1 years old. The le-

QUICK READ

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.

the mostpart, is quiet and often overlies
another vascular formation, primarilya
lymphatic malformation,” says Dr. Mc-
Cuaig, adding that a histopathological
examination should be performed to con-
firmthe diagnosis of verrucoushemangi-
oma. “We thinkthe term angiokeratoma
circumscriptum should be let go.”
There areno guidelines outlining the
mostefficacious treatment for verrucous
hemangiomas, Dr. McCuaig says.
Another difference between the two
types of lesions is their depth: angiok-
eratomas onlyinvolve the papillary der-
miswhilewithverrucoushemangiomas,
theblood vessels extend into the dermis
and subcutaneous fat. This difference
between the two entitiesunderlines the

need for a biopsy of suf-
] ) ficientdepth, forabiopsy
All of the lesions in the that consists of a super-
series were biopsied ficial tissue sample can
! resultinanincorrectdi-
and the mean age of the agnosis.
[ASES | patients was4.1yearsold

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

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

Surgery effectivelytreats
the verrucous hemangiomawith nore-
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-
agementchoice. Notalllasers 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.

“Ifyou are trying to palliate a verru-
coushemangioma, andyouuseapulsed
dyelaser, itdoesn’tgo particularly deep,
and the treatment might notbe defini-
tive,” she says. “Some patients (in this
series), were satisfied enough with the
pulsed dyelaser because it stopped the

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

The CO,laser, while effective in treat-
ing an angiokeratoma, did not effec-
tively treat verrucous hemangiomas,
Dr. McCuaig says. With one of the pa-
tientsin the series, there was clearance
of the lesion followed by recurrence of
thehemangioma one month after treat-
ment with the CO, laser. Although itis
nottheir own clinical practice, Dr. Mc-
Cuaig points to experience in the pub-
lished literature that demonstrates ef-
ficacy with the Nd:YAGlaser to manage
larger verrucous hemangiomas.?

A pulsed dye

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

“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. Youneed to know full well that
there can be significant scarring (after
laser treatment).”

Complicationssuch asbleeding, 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
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Incidence of pediatric
melanoma on the rise

Louise Gagnon | Staff Correspondent

BANFF, ALBERTA — Clinicians have to
consider actions to avoid the potential for
mortalityifmelanomaissuspectedinpe-
diatric cases, and they should be cogni-
zantthat pediatric melanoma casesrep-
resentavery heterogeneous group of pa-
tients, according to the chairman of the
department of cutaneous oncology atthe
Moffitt Cancer Center, Tampa, Florida.

“There are agrowing number of chil-
dren, some as youngas 4, who have mel-
anomas that seem to behave and seem
tobeidentifiably differentthan whatwe
are used to with adults,” says Vernon
Sondak, M.D., asurgical oncologist, dis-
cussing pediatricmelanoma here atthe
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,

QUICK READ

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.

and clinicians such as Dr. Sondak be-
lieve the use of tanning beds is impli-
cated in thisrisingincidence. “Therise
(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

Astudypublishedlastyearfound that, in-
deed, melanomais occurringmore often
in children. Theraterose about 2 percent
in newborns to age 19 from 1973 to 2009.
Thelargestincrease wasamongstadoles-
cents, ages 15 to 19, particularly gitls. In-
vestigators found living in northern lati-
tudes, being female, and being age 15 to
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5 4 ONCOLOGY THERAPIES
Cancer treatment in pediatric
patients can have results that
impact long-term health

B TEEN SUNSCREEN USE
Study reveals that sunscreen
use among young people has
declined significantly

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-
cialinterestsince it points a finger at
artificial sources ofUVradiation such
as tanning beds rather than natural
sources. While very rare, neonates
can develop melanoma through pla-
cental transmission from a mother
with widespread melanoma, 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 typesIV,Vand VI
are being diagnosed with melanoma,

PEDIATRIC MELANOMA see page 55

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.

“This is a generation
that doesn’t trust
marketing due to the
Jact that it has let
them down in the past.
They trust themselves

and the ‘crowd’
opinion.”

READ MORE: BIT.LY/KEYTRUDAAPPROVED
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Rash treatment can have
long-term implications

Lisette Hilton | Staff Correspondent

A DERMATOLOGIST’S firstinstinct
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 havelong-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
impactcancertreatmentand 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-
Hodgkinlymphoma, rhabdomyosar-
coma, retinoblastoma and bone can-
cers (source: http://www.cancer.org/
cancer/cancerinchildren/detailed-
guide/cancer-in-children-types-of-
childhood-cancers).

“Because leukemiais 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
importantfor dermatologists torecog-
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, Ithinkit'simportantto
distinguish thatbefore dermatologists
recommend altering treatments, espe-
ciallyin terms of affecting the chemo

Skin rash
in pediatric
cancer patient:
A casein point

MeLinba 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 flaky rash covered
the patient’s face. GVHD oftenis con-
sidered life-threatening.

“However, there are different
grades of GVHD. While it definitely
can kill people with leukemia, oncol-
ogists can actually see a low-grade
GVHD as agood thing,” Dr. Chu says.
“Low-grade GVHD means that the pa-
tient’simmune system is active. And
when there’s graft versus host there’s
also graft versus leukemia going on.”

Dr. Chuand 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

regimen as disrupting the chemoreg-
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
drugsthatare partofapatients’ cancer
regimen to recognize common der-
matologic side effects,” she says.

QUICK READ

Treating a rash in a pediatric
patient undergoing cancer
therapy can have long-

term health implications.

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 maybe quickto ascribe
anynewrash toachemotherapy or can-
cer treatment. Drug rashes are more
likely caused by the common culprits
of drug rashes — antibiotics — used
to prevent opportunisticinfectionsin
these children’s weakened immune
systems,” Dr. Chu says. “Even if there
isarash associated with medication,
Iwould caution dermatologists from
putting medications on pediatric pa-
tients’ allergylists, pending a fullin-
vestigation.”

Pediatric cancer patientsmightmake
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
greatlylimit 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
thatcanbelife-threatening, like Ste-
vens-Johnson syndrome, toxic epider-
malnecrolysis (TEN) or drugrash 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 bereally uncomfortable for the
patient,” Dr. Chu says.

It is important to recognize that a
past history of rashes that are common
inall children, like pityriasisrosea due to
HHV-6or “slapped cheeks” due to parvo-
virus, may haveimportant future impli-
cations for pediatric patientswith cancer.

RASH see page 36
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PEDIATRIC MELANOMA:

Childhood melanoma represents a challenge to pathologists rompage 52

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
melanomain adults. Pediatric melano-
mas seem to be more often amelanotic,
nodular and even verrucousin appear-
ance, Dr. Sondak says.

One possible explanation for the over-
allincreasein casesisincreased aware-
ness. There has been arise in pediatric
patients havingunusual moles biopsied,
owing to this increased awareness.

“More of these moles are being biop-
sied, and more questionable lesions are
beingputin frontofpathologists,” he says.

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

“Pathologists often have difficultyin
definitively diagnosingmelanomaina
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. Thatwill meanremovingthele-
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.

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
doinga completelymphnode dissection
and/or giving the patientinterferon, ac-
cording to Dr. Sondak.

“Children tolerate interferon bet-

ONCOLOGY

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

Disclosures: Dr. Sondak reports no relevant
financial interests.
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Study reveals teens’ indifference to
sunscreen, video may help educate

Bill Gillette | Staff Correspondent

A NEWSTUDY revealsan alarmingsta-
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-
sonUniversity, Wayne, N.J., thenumber of
youngpeoplewhoreported wearingsun-
screendeclined from 67.7to 56.1 percent
from 2001 to 2011. The study also found
that there was little decline in the use of
tanningdevicesamongadolescents, and
that the use of such devices was high-
est among white females (29.3 percent).
Accordingtoanewsrelease, Dr.Basch’s
research focuses on health communica-
tion, cancer education and cancer screen-
ing. Therelease quotesherassaying, “This
research suggests that adolescents con-
tinue to put themselves at risk for skin
cancer. Future prevention efforts defi-
nitelyneed tobefocused atyoungpeople.”
“I totally am in agreement as to the
study findings,” Helen M. Torok, M.D., a
dermatologistin 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

RASH:

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.”

younger population. Thus, the fault lies
with us, the dermatologists, for failing to
stresstheimportance 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-
fortswillbe most effective if delivered via
social media.

“Thisisagenerationthatdoesn'ttrust
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. Thisworks better than all the
shouting, exhortingand pleadingwe can
do as dermatologists.”

Anexampleisavideothatwentviralon
YouTube. Created by photographer/artist
Thomas Leveritt, the videois titled “How
theSunSeesYou” andishailed byscience-
news website redorbit.com as “the best
argumentever in supportofsunscreen.”

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

Dr. Schlessinger agrees. “Thisvideo
isagreat example of ways that we have
tointeractwith 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, itis possible toreach them,
justnotvianormal — read old-style —
marketing methods.”

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

Consider long-term implications when treating rash in pediatric cancer patients ionpage 54

“Usually when pityriasis rosea oc-
curs in a healthy kid, we don’t think
ofitasaproblem or as having any fu-
ture consequence,” she says. “For pa-
tients with cancer, it is important to
know about pastrashes and viral ex-
anthem. In these immunosuppressed
patients, their new eruptions may be
caused by viral reactivation.”

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

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, canre-

sultin side effects that mimic cancer
progression.

“Prednisone can altermood and make
youirritable. 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, druginteractions or long-term
consequences from skin treatments by
knowinga child’s cancer treatmentreg-
imen, including specific medications
and time lines for treatment, accord-
ing to Dr. Chu.

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

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

AFTER CANCER TREATMENT

Thegoodnewsis childrenwith cancerare
livinglonger 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
riskofsquamouscell carcinomainadults.
Recentresearchsuggestsitalsoincreases
skin cancer risk in children.

Dermatologists should keep this in
mind when treating children who have
been on voriconazole, and realize they
mightsee a precancer or evenskin cancer
in a pediatric patient, Dr. Chu says. DT
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“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.”

Melinda Chu, M.D.

Saint Louis University, St. Louis

On the long-term implications of rash treatment
in children undergoing cancer treatment. See PG 54 <4+

PEDIATRIC MELANOMA:

Itis common for children to present atypically o page1

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 ofthe older chil-
dren.

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

QUICK READ

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.

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

“In adults we generally think of melanoma
as being a brown spot or coming from
amole, but in children it can be a skin-
colored lesion that bleeds a lot..."

Melinda Chu, M.D.
St. Louis

tiveindicator, accordingto Dr. Cordoro.

“The criterion of evolution was uni-
versally valuable, capturing nearly 100
percent of the entire cohort of pediat-

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

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

The presentation of melanoma in
children can mimicabenign pyogenic
granuloma, according to Melinda Chu,
M.D,, residentand clinical trials fellowin
the department of dermatology at Saint
Louis University, St. Louis.

“In adults we generally think of mel-
anomaasbeingabrown spotor coming
from a mole, but in children it can be
a skin-colored lesion that bleeds a lot
thatlookslike a pyogenic granuloma,”
Dr. Chu says.

Still, the modified criteria are not
meanttoreplacetheconventional ABCDs
because many children will still pres-
ent with typical melanomas, accord-
ingto 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 asareminder of the alternate
presentations of melanomain children,
she says. DT

Reference:

Cordoro KM, Gupta D, Frieden IJ, et al. J Am Acad Dermatol.
201368
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62 See your clinic through the five
senses: Sight, sound, smell,
touch, taste

Can patients easily access
information about your practice
from their mobile devices?

The challenges of healthcare
price transparency

Lisa Zamosky | Staff Correspondent

THE PUSH for greater price trans-
parency in healthcare has become a
movement. There iswidespread belief
thatwith access to information about
the costand quality of healthcare ser-
vices, patients will be more cautious
about their use of medical services
and competition among healthcare
providerswillincrease. But concerns
remain about whether transparency
can achieve its goals.

Transparency proponents say giv-
ing patients more information about
costwilllead to lower costs and higher
quality healthcare throughout the sys-
tem. In fact, arecent analysis from the
West Health Policy Center estimates
thatincreasing price transparencyin
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-

A growing demand for improved
access to cost information
presents opportunities for
practicing physicians

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
technologyallowing employees to view
arange of price and quality informa-
tion about local providersandtolearn
howmuch their care will costbased on
personalized insurance information.

“What the usersreally 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 todaylack thislevel
of sophistication, the raw datarequired
to power them are being made avail-

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.

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-

PRICE TRANSPARENCY see page 68

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.

Patricia Redsicker
Baltimore

On blogging metrics
See story, page 64

READ MORE: BIT.LY/PAYINGFORACA
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OAT: Maintaining A Healthy Skin Moisture Barrier

The key to maintaining healthy skin is maintaining a healthy skin barrier. Colloidal oatmeal’s enriched Table 1: Composition and beneficial properties of colloidal oatmeal’
chemical composition helps protect and maintain a healthy skin moisture barrier by providing a number
of skin care benefits. (Table 1) COMPONENT | BENEFIT

Proteins Moisturizing, water-binding

Polysaccharides Soothing, form protective barrier

COLLOIDAL OAT Liids Barrier replnishmen

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

Sapon\nS C‘eanS\ng
highly hydrophilic polysaccharides.? The occlusive and water-binding colloidal film holds moisture in the
Vitamin £ & Enzymes Antioxidants
stratum corneum, thus helping to replenish the barrier.? Colloidal oatmeal also acts as a buffer system
to both acids and bases, helping to normalize the skin's pH.# (Figure 1) The moisturizing and protective
properties of colloidal oatmeal help promote a healthy skin barrier, prevent water loss, and relieve itch.
Figure 1. Normalizing pH ———— Eczema
— — =— — Winterltch
89  emmeeaa- Senile Pruritis

AVENANTHRAMIDES . Senie Skin
Avenanthramides are the main polyphenolic antioxidants in oat grains, demonstrating greater g r pHLevel I:geﬁia:lrgﬂer TrTa‘"‘e”‘

= it i t
antioxidant activity (10-fold to 30-fold greater) than that of the other oat phenolic compounds such Lo N

illin or caffeic acid and five-fold greater than that of oat flavonoids.>® 5 ——— =

as vani g . 3. Sadinliat

R TT --1
This antioxidant activity has been linked to structural factors such as the presence of amine bonds K y Normal pH Range

I -
and number and position of hydroxyl groups. Vollhardt et al® compared the functional properties of s 4
seven oat fractions (avenanthramides, flavonoids, saponins, sugar and amino acids, ash, proteins and 3 N 0 i I | \ \ \ I I
lipids) in reducing UV-induced skin erythema, as measured by change in skin color, 24 hours after 0 30 60 90 180

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

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-
Figure 2. Comparison of seven oat fractions in reducing erythema®

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

barrier function."
Avenanthramides

Flavonoids
OAT OIL S
When fractionated, whole oat oil is composed of a mixture of lipids, falling into four main lipid classes: L
SUgar&Aman ACldS
triglycerides, diacylglycerol, phospholipids, and free fatty acids, with smaller amounts of sterols,
Ash
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 Proteins
reducing transepidermal water loss and restoring the skin permeability barrier.”® (Figure 3) Lipids
L T T T T 1
Oat oil treatment in primary human keratinocytes has also been shown to significantly increase total g 2 L% (20 208 2=y
ceramide levels by 3-fold compared to untreated control, which may lead to improved epidermal Erythema % change per gram
barrier functions.’
SA F E TY Figure 3. Oat oil reduces TEWL compared to controls'
There is a long-standing history of safety for colloidal oatmeal as a topical treatment to relieve itch 60

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

20
demonstrating that colloidal oatmeal is a safe and effective ingredient in personal care products. No

Mean % Reduction in TEWL

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

Petrolatum100%  Oat Oil100%  Canola Oil100%

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. . 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.
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Front office signals first impressions

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?Itis, after all, the first physicalim-
pression of your clinic. Perhapsitistime
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.
AvaluabletipIgained fromapractice
managementserieswasto seeyour clinic
periodically through the five senses —
sight, sound, smell, touch and taste. Try
tolook atyour office space through new
eyes, and criticallyidentifyanyunwanted
appearances, noises, clutter or odor. Is
therefurniture thatappearstattered and

“Try to look

atyour office

space through

new eyes, and
critically identify
any unwanted
appearances, noises,
clutter or odor.”

needsrefurbishing? 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?

Ifyoudon’tfindyourselfto 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 ayearIac-
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.

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.

“Lessis more, visiting patients will be
more comfortable with less chairs.” She
also suggests readily accessible product
displayswithtesters. RisaGoldman 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 quickchanges for a pleasantre-
ception area can be implemented even
ifyou are not planning a space renova-
tion. Remove clocks from the area, offer
wireless Internetaccess, add live plants
or flowers, or consider offering refresh-
ments to patients. Remember that per-
sonaltouchesare everythingin creating
agreatpatient 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
restaurantindustry and easily translat-
able to a patient visit.

Sonowwithrepair workand the physical
assessment of the reception area com-
plete, how does one determineifthere-
ceptionareaisbestenhancing the prac-
tice offerings? Thisis amore 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-
ingareaandreplace themwith branded
materials such as hardback or iPad be-
fore-and-after picturebooks,” 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 aboutserv-
icesand pummeling them with vendor
brochures and promotional materials.”
Ms. Luksa echoes the importance of
tailored electronicinteractions, favoring
“something custom on TVs as opposed
to TV shows that have commercials or
potentiallyinappropriate subjectmatter.”

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. Importantlyfor privacy mat-
ters, patientconversations should be con-
ducted confidentially and out of earshot
from othersinthe office, accordingto Ms.
Luksa. If possible, do not use the same
area for patient check-in and check-out.

Patients should notwaitlonginthere-
ceptionarea, butifthereisadelay, “touch
basewith patientsonaregularbasistore-
mind them youhave notforgotten 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 technologyto 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 includingre-
petitive videos. This islikely 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
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5 key metrics to measure
physician blog success

AREYOU dermatologistwho blogs? Won-
dering how to measure your blog’s per-
formance or success?

Many physicianshave discovered that
bloggingis a great way to build a com-
munity, targetaspecificaudience, share
professional opinions abouthealth and
healthcare and establish thoughtleader-
shipinaspecificareawithin 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 arefive key metrics thatevery
blogging physician should pay atten-
tion to:

REPEAT VISITS Agood way tomeas-

ure theloyalty of yourreadersisto
check your repeat visits. This tells you
how “sticky” your blogis (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.

Ifyourrepeatvisitrateis above 30 per-
centitcould be thatyou're notgrowing
your audience base enough to gener-
atenewreadership. According to Hub-
spot, the sweet spot for repeat visits is
about 15 percent.

AVERAGE LENGTH OF STAY How
long do readers stay on your blog
before leaving? The answer is almost
the same for everyone — notverylong.
On average, page visits last just a lit-
tle less than a minute according to re-
search by Nielsen Group.
Butdon’tfeel 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:

P 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;

P Add video content every now and
then;

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

RSS OR EMAIL SUBSCRIBERS

First of all, you should give read-
ersan opportunity to subscribe to your
blog via RSS (Really Simple Syndica-
tion) or email subscription. That’s be-
cause ittakes 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 aweekly
or monthly basis, as this is a directin-
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.

CoMMENTS When you see a suc-
cessful blog, one of the first things
you'llnotice is the number of comments
itreceives. The more commentsyou get,
the more popular your blog is.
A large number of comments show
thatyour contentis 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
tobuild acommunity around their blog,
more commentsindicate thatmore pros-
pects are reading your content and that
interesting conversationsaretakingplace.

REFERRALS FROM SOCIAL MEDIA

OUTPOSTS SUCH AS FACEBOOK OR
TWITTER Monitoring the sources ofyour
blogtraffic can give youvaluableinsights
about your community. For example,
ifyounotice Facebook sends youmore
trafficthan other social mediasites, you
can focus on boosting your Facebook
postsrather wasting too much time on
less valuable platforms.

Google Analyticshasabuilt-in feature
thatallowsyouto seewhereyour trafficis
comingfrom (including thevolume com-
ingfrom desktop versus mobile devices).

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

Ifyou're adermatologistwho hasjust
started blogging, remember that blog-
gingisaslowmarch tosuccess. Aslong
asyou're constantly updatingyour blog
with fresh, interesting content for your
readers, your blogwill eventually dowell.

Inthe meantime, the bestwayto stay
on courseistokeep an eye onthese suc-
cess metrics to ensure that you finally
meet your goals. DT

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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Mobile searches offer risk,
reward for your practice

THE MODERN patient’s acceptance and
useofmobile technologyis growingfaster
than ever before. But we all know that,
right? For the purpose of thisarticle, let’s
definemobileasanydevice otherthana
laptop or desktop computer (i.e. tablets
and smartphones).
Consider these statistics:
> Forty-sixpercentofonline searchers
nowusemobile exclusivelytoresearch
(start their search) on the Internet;

> AccordingtoGoogle'snewMulti-Screen
Study, 65 percentofall onlinesearches
began on a mobile device;

> Inthefirst10 quarters after Applein-
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 technologyis the future of
your practice’s ability to stay connected
with your patients. But as I said, every-
body knows that, right?

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 bynature appreciatein-
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 thereisastrongresearch
based case forwidespread adoption (Let’s
define mobileresponsive as anywebsite,
email or other online marketingmessage
that automatically formats to the screen
size ofthe user’sdevice, i.e., iPhone, iPad,
Android, etc.).

Itwould therefore be areasonable 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.

Clinicians must putthemselves

intheshoes ofthe patient. What

arereasonable 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;

> Sixtypercentexpecttobe
within walking distance or local
driving distance;

> Thirty-three percent search specifi-
callyfor contactinformation (i.e. maps,
directions, phone numbers);

> From a conversion perspective,
80 percent (4/5) of local searches
launched on awebsiteresultinacon-
version (purchase of the searched
product/procedure).

Thesearenot “tire-kickers.” Mostknow
exactly what they want and when they
wantit. Thisrepresents 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
theinformation theyarelookingforinthe
exactformatoftheirscreen. Thereisnoth-
ingmore disappointingtomobile search-
ersthantofind thesite theyrelooking for
onlytodiscover theyhavetotap, expand,
pull, pinch, squintand scroll to find what
theywant. Wehave allbeeninthatsitua-
tion, and itis not pleasant. Lack of an ef-
fective mobile responsive platform will

PERGENT
of people ages

30-49 own
a smartphone

absolutelynegativelyimpact 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. linfluencingfactor
onapatient’sdecision to choose
a provider is the amount of ex-
perience of the physician.

So, in addition to all relevant
contactinformation, whatwould
besomethingto considerinthe
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.
Fromages 50-64, thenumberisjustunder
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.

Thereality is mobile searchers pose
anincredible opportunityfor physicians
toincrease market share. Consider the
success of theiPod. Nearly 13 years after
beingintroduced 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 aboutit? DT
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softer, smoother skin after
just one shower

Introducing our mildest formula ever, using only
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* Glycinate for its mildness and excellent lathering ability
with a clean rinse

e DEFI* to preserve and replenish skin lipids, and

* NutriumMoisture® a unique blend of 100% skin-natural
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For the mildness and moisturization you want
and the results your patients will love

e Only Dove is proven to replenish
stearic acid, a fatty acid that is easily removed
during cleansing, at a 1-to-1 ratio ;
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PRICE TRANSPARENCY:

Improved access to cost information presents Opportunities iompage60

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 completelyinscru-
table, says James Caillouette, M.D.,
surgeon in chieffor Hoag Orthopedic
Institute in Newport Beach, Califor-
nia. “Patients can'’t tell what they're
paying for and there is no other in-
dustrywhere thatis the case,” he says.

The tide is quickly turning, however,
and patients areincreasingly 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.

“Everyonerecognizesthatit’s a chal-
lenge for many physicians to provide
thatkind ofinformation 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 thatbefore 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’slargely 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-
portfrom America’s Health Insurance
Plans, the insurance industry associ-
ation, as of January 2013, nearly 15.5
million Americans were covered by a
high-deductiblehealthplan,anincrease
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 publicinsurance ex-
changes set up under the Affordable
Care Actare 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. “Ourjob s 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 itin 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
arestill thereanditcanstillbe barrier to”
price transparency, says Andrea Cabal-
lero, program director with Catalyst for
PaymentReformin San Francisco. “That’s
why Catalystfor Payment Reformis chal-
lenging payers to contractwith physicians
onvalue,” she says.
Payersareincreasinglydoingjustthat.
Tiered and narrowprovider networksare
already showing up on insurance ex-
changes,and althoughsomeinsurershave
saidrecentlythattheyareincreasingthe
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
andpriceisan element,” Mr.Kramer says.
In addition, large employers, such as
the supermarket chain Safeway and the
CaliforniaPublicEmployees’ Retirement
System have instituted reference pricing.
Under thismodel, employers establish a
base price for certain services. Employ-
eeswho choose providers chargingabove
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 comingyears. That
will place additional pressure on provid-
ers not only to know what their services
costbutto compete on price and quality.

THE CHALLENGE AND OPPORTUNITY
The growing demand for price transpar-
encyin healthcare presents challenges
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and opportunities for practicing physi-
cians, experts say. For example, incor-
porating priceinto 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
notto, 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 thatit’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 becauseit’s far more
complicated to do,” he says.

Inreality, however, the push for price
transparency will only grow, and phy-
sicians must figure outhowbest to pro-
vide thatinformation to their patients.

Ms. Cabellero says there are advan-
tages to doing so, nottheleastof which
ishigh-quality customer service. “The
more reviews people do onindividual
physicians and word of mouth spreads
thatthey provide good service and in-
formationisagood thing,” for doctors,
she says.

Dr. Schneider says that “exposing
prices is hugely advantageous for pro-
viders because they can help their pa-
tients payless money, and they canmake
more money if they’'re bearing more of
theirriskin suchan 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 expectit, 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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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.
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www.remindacap.com

CREAM ENHANCES SKIN RENEWAL, REPAIR

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.

Nourishes,
restores and
rejuvenates
your skin

DERMWORX™

MeW O RX

0.6 fl. oz, (18 mL) / é0ct
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www.dermworx.com
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EXFOLIATING SCALP
MASK PROMOTES
SCALP HEALTH

PHILIP KINGSLEY
hasintroduced an
Exfoliating Scalp

10| M 288
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to restore skin and sifolcle ==
Hiz|3|GOC
promote scalp health. H g N U
The productis ‘; 26 e
formulated to effec- [ Im
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.
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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- CLINIQUE

lated with a soothing dinique smar

ingredient to calm skin, custom-repair

enabling target repair. o
The serum includes sur mesure

acetyl hexapeptide-8

and palmitoyl oligopep-

tide; ultra photosomes
and roxisomes; and
sodium RNA.
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Formula Matters:
Implications for Patient Compliance

Featuring Zoe Diana Draelos, M.D.

Clinical Research Dermatologist
Dermatology Times Editorial Advisory Board Member

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:

e 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

e 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

Now viewable on demand!

Sign up and watch at your convenience—
dermatologytimes.com/ranbaxywehinar
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Midmark 641.

—ssential patient access.
deal 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.

MIDMARK®

Because we care.

Midmark Corporation, Versailles, OH 1-800-MIDMARK
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ELAINE SIEGFRIED, M.D.

Adherence to medication is a critical
factor in treatment success. This is
the final part of the discussion from
Dr. Siegfried’s interview with Dr.
Feldman regarding the factors he sees
as influencing whether a patient will
use medication, incentives he uses to
encourage patients to use medications,
and projects he’s been involved with
Jor measuring factors that influence
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 find the first two parts at:
bit.ly/patientadherence

DR. SIEGFRIED: Can you talk about your
curpent work with Causa Research, what
itis and how it came to he?

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.

OCTOBER 2014 / DERMATOLOGYTIMES.com

INGENTIVES TO ENGOURAGE
PATIENT ADHERENGE

In the third and final 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.

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.

Iliken 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.”

“Patients
are going
to take
their

\ b 4 medicines
much better
knowing that ...

they’re going to be
reporting the results.”

Steven Feldman, M.D.
Winston-Salem, N.C.

Dermatology Times

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 backin
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.!

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?

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.

INCENTIVES sce page 86



http://dermatologytimes.modernmedicine.com/

Dermatology Times
WEBINAR
New Approaches in Enhancing Patient Access:

A Focus on Steroid Responsive Dermatoses
and Severe Recalcitrant Nodular Acne

Featuring Mark D. Kaufmann, MD

Associate Clinical Professor, Department of Dermatology
Icahn School of Medicine at Mount Sinai

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.

Wednesday, November 5, 2014 6:00 PM - 7:00 PM EST

Register for free at
dermatologytimes.com/promiuswebinar

Sponsored by

PROMIUS®
PHARMA

UNLIMITED POSSIBILITIES™
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DermatologyTimes:
WEBINAR

Improving Patient Adherence and Cost-Efficiency
of Treatment for Inflammatory Skin Diseases

Featuring

Steven Feldman, M.D., Ph.D

Professor of Dermatology
Wake Forest University School of Medicine

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:

e Consistently develop doctor-patient trust

e Turn improved adherence into cost savings

e Reduce post-checkup information loss

e Address specific challenges of psoriasis & eczema

Tues., Nov. 18,2014 6:00 PM EST Wed., Nov. 19,2014 8:30 PM EST

Register for free at
dermatologytimes.com/m2wehinar2

Sponsored by

MODERNIZING
l ‘ MEDICINE
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A Z A C |_ E A R " (Azelaic Acid+Niacinamide) Cream

PHYSICIAN 1|
DISPENSED

AzaCleal

Day Therapy

1.76 Al oz (56m

SAFE FOR ALL SKIN TYPES

" Epikinetics

FOR ORDERING INFORMATION PLEASE VISIT WWW.AZACLEAR.COM OR CALL 888.261.2956

* Indicated to improve the appearance of common skin * SynergyE™ Emollient Base reduces irritation*
conditions such as Rosacea, Hyperpigmentation, * Propylene Glycol, Fragrance and Colorant free
Fine Lines & Wrinkles and Acne. * Epidermal Barrier Support with Niacinamide

*On file, n=71, Fitzpatrick skin types Il-Vl, Repeat open application test, no incidence of irritant contact dermatitis
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AMERICAN SOCIETY
FOR MOHS SURGERY

ASMS

UPCOMING CME ACTIVITIES

Basal and Squamous Cell Cancer Pathology for Mohs Closure Course and Dermatologic Surgery:
Surgeons and Fundamentals of Mohs Surgery Focus on Skin Cancer

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.

products.modernmedicine.com

‘connect
discover
advance

N

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.

For additional information, please contact:
Novella M. Rodgers, ASMS Executive Director
Tel. 800.616.2767 or Email execdir@mohssurgery.org

EDUCATION

ASDS Hands-on Training Intensives

These courses provide an unequaled opportunity to learn experts’ techniques

AS|DS

American Society for
Dermatologic Surgery

EXPERTISE FOR THE [ife OF YOUR SKIN*

and best practices for optimal results. Limited class sizes allow personalized

instruction for all skill levels.

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.

Learn more and register at asds.net/courses or call 8

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.

-956-0900.

FREE INFORMATION!
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Go to:

products.modernmedicine.com

ELECTRONIC HEALTH RECORDS

Complete,
Integrated,
Certified

as low as

$295 a month

EHR that
Works for You

Fast & Seamless

- Medical Charting

» Practice Management
- Revenue Cycle Management

&) Server-Based Options
* For Tablets & Workstations
® Prebuilt, Customizable Workflows
 Prescription Writer/Lab Interface
* (laims Management
= Online Insurance Verification
Patient Portal
e Advanced Reporting

PracticeStudio’=—

derm.practicestudio.net

FREE Unlimited Support
FREE Software Updates

FREE Online Training Videos MicroFour

FREE Webinars
FREE DEMONSTRATION 1.800.235.1856

MEDICAL BILLING

ALL ISLAND MEDICAL
BILLING SOLUTIONS INC

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:
8% = Claim entry and submission
=% = Resolve billing errors = Utilization of our collection agency
= Provide coding advice and guidance = And most importantly - we will
= Posting of payments eliminate the added expenses of
= Credentialing available in-house billing

= Every single claim & EOB worked

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 | ———

Wonder what
these are?

COMPANY NAME

Go to products.modernmedicine.com
and enter names of companies with
products and services you need.

marketers, find out more at:
advanstar.info/searchbar
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AMERIDERM coding. Billing.

a division of Advanced Dermatology & Cosmetic Surgery C l I t .
olecuaons.

Grow More. Practice More.*

Ameriderm is a premier practice
management service, created
by a dermatologist specifically
for dermatology practices.

¢ Best collection rates in the
business and the lowest fees

¢ Collections received and paid
in < 20 days

¢ Collect > 97% of contractually
allowed service charge

¢ All hardware, software,
training and support included

Let us help
you overcome
paperwork hurdles

Additional benefits

of Ameriderm: so you can focus more
time on your patients.

Access to our heavily
discounted rates for:

¢ Medical and office supplies Contact David Morell for a
(McKesson and Office Depot) FREE customized review

and proposal.

NOW OFFERING: _ _
Medical Malpractice Insurance 407-875-2080 Ext. 1244
(A++ Ratings) dmorell@leavittmgt.com

wWW.AMERIDERMMANAGEMENT.com
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2014 ASDS

MEMBERSHIP

The premier educational experience

for dermatologists committed to excellence in
cosmetic, Mohs, reconstructive and general

dermatologic surgery procedures.

More than 85 expert-led
scientific sessions (25% New!) KEYNOTE SPEAKER

Hands-on workshops and Kathy Ireland

EXPERTISE FOR THE life OF YOUR SKIN* ° Up tO 50 free ABD_MOC
self-assessment credits

live patient demonstrations LEADERSHIE IN
ANNUAL MEETING Cutting-edge perspectives INNOVATION LECTURE
November, 6-9 and best practices Drs. Jgan a;‘: Alastair

Fun networking opportunities SIEEEIEES The ASDS Annual Meeting
I T allows attendees to learn from
. ibi . , , the masters and to both share
HONORARY LECTURE and absorb surgical expertise.

S D S More than 100 exhibitors R

A B * Residents and young WILEEE] Itft;‘joverstthle c{epth Elle] scolf'e
: ; . Of germatologic surgery — all in
Dermatotoge Surgery dermatologic surgeons programs Leventer, MD, e S

Romania Meeting is highly interactive,

with creative, energetic ideas
everywhere.

Register at asds.net/AnnualMeeting or call 847-956-0900.

— Kimberly J. Butterwick, MD
2014 Annual Meeting Chair

STERILIZATION PRODUCTS

Buy any EZ Autoclave... [ELULRG NG TCRERIGIT

$400

Free Ultrasonic
(with ss basket)

i

‘ 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
f this offer the end user must send to Tuttnauer a copy of the dealer invoice, the serial
e number of the autoclave, and indicate either the free Ultrasonic or Rebate on the cover

Tuttnauer USA Co. Ltd.,

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

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.

™
25 Power Drive, Hauppauge, NY 11788, Tel: (800) 624 5836, (631) 737 4850 Tuttnauer

Email: info@tuttnauerUSA.com, www.tuttnauerUSA.com Your Sterilization & Infection Control Partners

FREE INFORMATION!


http://products.modernmedicine.com/
http://asds.net/AnnualMeeting/
http://asds.net/AnnualMeeting/
http://www.youtube.com/watch?v=idk0gIqvrhk
http://www.tuttnauerusa.com/
http://www.tuttnauerusa.com/
mailto:info@tuttnauerusa.com
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PRODUCTS & SERVICES

[PROVEN IN CLINICAL
STUDIES: {
© RAPID ONSET |
© BETTER PAIN CONTROL |
| © LONG DURATION OF
ANESTHESIA

~ 7 Dermatol. Surg. 2001;27:1019
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PRACTICE FOR SALE
NATIONAL

D INTEGRATED

ERMATOLOGY (GROUP

We Buy Practices

* Retiring

* Monetization of your practice

e Locking in your value now

e Succession planning

e Sell all or part of your practice
Please call Jeff Queen at

(866) 488-4100 or
email WeBuy@MyDermGroup.com

www.MyDermGroup.com

KENTUCKY
PRAGTIGE FOR SALE OR LEASE

N, KENTU

36 YEAR ESTABLISHED FUNCTIONING
PRACTICE
Critical need for a Dermatologist in growing area
near Ft. Knox. Tremendous potential. Office
is a 2-story converted home on 2/3 acres of
commercial land on main traffic route, across
from Hospital with a Human Resource center
located 10 miles from office containing a large
Federally Employed population. Turn-key
operation with experienced staff. Located 40
miles south of Louisville, Kentucky on |-85. Call
or email to discuss generous terms.

Available at (877) 769

ELIZABETHT

tream.net

OTC PRODUCTS PRACTICE FOR SALE

_____VIRGINIA______|
DC METRO AREA

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.

Annchadab@gmail.com

PRODUCTS

[ ] L]
e e Lars | | '
L [} “
\ 239
- USA [T s110 | *
Exam Lamps| | LED Megaview |, WarerProof
(800) 257-5782 3X $99.95 includes g e:;::re Fit Over Loupe
(856) 795-6199 2x, 2.5%, 3x, 4x 2.5x & 3.5x | 2:5% 3.5x - $299
$19.95 _ ""ﬁ \ % I $149.95
ke ! Fszx.es ﬁ*“‘”
> Reada ' Laser Safety
+1,41.5+2,+2.5| cipons |Safety Bifocall "o ccas . i
+3,43.5,44, |+1,41.5,4+2,42.5] +1+1.5,+2, Py -5X Focusable
+5,+6 or RX +3,+4,+5 +2.5,+3,+4 10"- 17

www.visionusasupplies.com

RECRUITMENT

PRACTICE FOR SALE

FLORIDA

v Broward County.Long-established
medical and surgical practice.

¥ Annual collections over $850,000
office 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

FLORIDA

PORTERVILLE, CA
Partnership available. Established practice.
Contact Karey, (866) 488-4100 or
www.MyDermGroup.com

Df NTEGRATED

ERMATOLOGY GROUP

OCALA, FLORIDA
Partnership available. Established practice.
Contact Karey, (866) 488-4100 or
www.MyDermGroup.com

DINTEGRATED

ERMATOLOGY GROUP

CONNECTICUT

CENTRAL CONNECTICUT

DERMATOLOGY OPPORTUNITY

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.

For more information please email
centralctderm@gmail.com

|
GREATER NEW HAVEN, CONNECTICUT
Partnership available. Established practice.
Contact Karey, (866) 488-4100 or
www.MyDermGroup.com

D INTEGRATED

ERMATOLOGY GROUP

TAMPA, FLORIDA
Partnership available. Established practice.
Contact Karey, (866) 488-4100 or
www.MyDermGroup.com

D, INTEGRATED

ERMATOLOGY GROUP

ILLINOIS

DERMATOLOGIST BC/BE
TOJOIN 4 FULL TIME
CERTIFIED DERMATOLOGISTS

CHICAGO, ORLAND PARK & NEW LENOX

Call Lori 708-460-7890
Fax CV708-460-1207
Email: swderm@yahoo.com



http://dermatologytimes.modernmedicine.com/
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RECRUITMENT
| MICHIGAN |

\ DERMATOLOGY

\ AT MIDTOWNE

GRAND RAPIDS, MICHIGAN

Dermatology at MidTowne, located
on the Grand Rapids Medical Mile

* Well established patient base

* State of the art facility

* Successful EMR (EMA)

» Competitive salary plus production-based
incentive, partnership track available

* Flexible vacation/CME time/Great Benefits

BC Dermatologists,
please contact:
Email: janeb@midtownederm.com
www.midtownederm.com

RENO, NEVADA
Partnership available. Established practice.
Contact Karey, (866) 488-4100 or
www.MyDermGroup.com

D, INTEGRATED

ERMATOLOGY GROUP

NEW JERSEY

DERMATOLOGIST

Generall/Cosmetic/Surgical Dermatology
Medford, NJ (near Philadelphia, PA and
Cherry Hill, NJ). Brand new state of the art
office, fabulous opportunity, benefits offered.
FT/PT position available.

Email inquiry or CV to:
suzanne@accentderma.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 Board Certified 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 flexible hours. Time
allowance is made for vacation, continuing education credits, and academic affiliation
with one of the excellent dermatologic teaching programs in the New York City area.

Located on Long Island, Garden City is approximately one half hour from New York City.
There are numerous cultural and recreational activities available for you and your family.
Many of Long Island’s school districts have been honored for excellence.

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

NORTH CAROLINA PENNSYLVANIA

SANFORD, NORTH CAROLINA
Partnership available. Established practice.
Contact Karey, (866) 488-4100 or
www.MyDermGroup.com

DINTEGRATED

ERMATOLOGY GROUP

BC/BE Dermatologist
PENNSYLVANIA

Highly-regarded, thriving practice
with 8 dermatologists seeks

BCIBE Dermatologist.
State of the art 12,000 sq. ft. facility with

HICKORY, NORTH CAROLINA in-house Mohs, dermatopathology, phototherapy,

Partnership available. Established practice.
Contact Karey, (866) 488-4100 or
www.MyDermGroup.com

D, INTEGRATED

ERMATOLOGY GROUP

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,

NEW YORK " oReaon

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

BRONX, MANHATTAN, NYC
SEEKING SUPERVISING DERMATOLOGIST

* Retired?
* Looking to go Part Time?
* Looking to spend more time with the family?
_ L ~ —

Well established, thriving, multi-center Dermatology
practice seeking a Supervising Dermatologist
with limited patient care responsibilities.
Highly competitive compensation.

EMAIL CV: DERMNY1@gmail.com

highly picturesque, family-oriented community
within 1 hour of Philadelphia and Baltimore.

Call Bonnie Oberholtzer at

EUGENE, OREGON

Part Time/Full Time Position
General/Cosmetic/Surgical

(717) 509-5698
or e-mail to: blo@dermlanc.com

Dermatology
Spectacular Scenic Beauty
Excellent Benefits DERMATOLOGY
Fax CV & Cover Letter to AS SQ|CI AT |ES
541-683-5206 Or Call 541-681-5090 ' o
( 1

RECRUITMENT ADVERTISING

Can Work For You! Reach highly-targeted,
market-specific business professionals,
industry experts and prospects by placing your ad here!
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Clinical Analysis for Today’s Skincare Specialists
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Content Licensing
for Every
Marketing Strategy

/AA/LEP

Marketing solutions fit for: R
ERMATOLOGIST
Outdoor | Direct Mail D 0LOGIS

Gundersen Health System in La Crosse,
Wisconsin, is seeking a BC/BE dermatologist

Print Adve‘rtising to work in our new state-of-the-art facility.
Your practice will consist of general
. medical dermatology with opportunities
TTadeShOW/POP Dlsplays for dermatologic surgery (regular and
cosmetic), medical education and clinical
Social Media I Radio & TV 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

Leverage branded content from Treatment and multiple [PLs.
- Contact: Kalah Haug, Medical Staff
Dermatology Times to create a more powerful Recruitment, (608) 775-1005 or email
kjhaug@gundersenhealth.org.
and SOphlStlcated Statement abOUt your Visit: gundersenhealth.org/MedCareers
product, service, or company in your next GUNDERSEN
marketing campaign. Contact Wright's Media HEALTH SYSTEM.
@ || cundemsenLutheranmecial Conter inc | Gundersen Clnic, Lud La CrOSSe, WiSCOnSin
to find out more about how we can customize e

your acknowledgements and recognitions to

enhance your marketlng strategies. Call Joanna Shippoli

3 : to place your
For information, call

Wright's Media at 877.652.5295 Recruitment ad
or visit our website at at 800.225.4569
ext. 2615

www.wrightsmedia.com
jshippoli@advanstar.com
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Listen to the three-part discussion, here.
Send your comments to us: editor@dermatologytimes.com

Interventionideas to encourage patient adherence iompag. 74

DR. SIEGFRIED: Do you have any ideas ahout models
toincentivize the healthcare industry to support
or turn more focus to adherence?

Dr. Feldman: Ilook 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
thatisn’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.? We asked
the same question to dermatologists and
90 percent of them said they would rec-
ommend dermatology.?

Itis ajoy 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?
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 thatrecord 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.

Dr. Feldman: When [ 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
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ADDITIONAL TAKEAWAYS

A CHANGING LANDSCAPE

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.

O DermatologyTimes.com/changinglandscape

VALUE OF COSMECEUTICALS

m Among the difficulties faced
L \

by consumers is the blitz of

<2 advertising of new and presumably

e revolutionary products that can

rejuvenate and preserve the youthful appearance
of the skin. Many products make what sound
like medical claims about efficacy. Zoe Draelos,
M.D. — the foremost authority on this subject —
discusses these issues with Dermatology Times.

,O DermatologyTimes.com/cosmeceuticals

DOES GLUTEN
KIN 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.

,O DermatologyTimes.com/gluten-sensitivity

ADVANCEMENTS IN
PSORIASIS TREATMENT
who treat psoriasis and for

9
“®  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.

The past few years have been
an exciting time for those

O DermatologyTimes.com/psoriasisadvances

STRATEGIES FOR
MANAGING LEG ULCERS

Leg ulcers are a common and
= difficult management problem
o 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.
O DermatologyTimes.com/legulcers

Hear more at: dermatologytimes.com/takeaway-podcasts
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EAU THERMALL

Avene
- XeraCalma.p

\‘\’ The first lipid-replenishing
/1 freatment directly fargefing
the cause and source of
itching sensations

EAU THERMALE

Avene

Lipid-Replenishing Balm

Maourishing - Anti-iitating e :
Formulated with F-Modulia™, a patented biotechnological complex e R IRVALE
Infants, children, aduls oYy afa
with powerful and direct actions to provide soothing relief to skin A\’ CIC
prone to afopic dermatitis and eczema. These groundbreaking |
formulas calm itching sensations and restore the epidermal barrier, ). z(e;r‘?(h:_a (TAD 3
while supporting the skin's defense system. Exclusive to Physicians. e e
Soothes itching sensations *
physiclegical pH

PROVEN EFFICACY WITH SIGNIFICANT RESULTS '
150, B /\

Skin prone to iiching *

liching sensatfions? I ok covimocon
h PARIS
Very dry skin
Skin prone o alopic-dermatils

STERILE 5~L! p'm' T! .a'..*T.w‘g". -
COSMETICS B irrit i bk COMEDOGRNE

%PARABEN

PRESERVATIVE

PHYSIOLOGICAL PH e HYPOALLERGENIC
NON-COMEDOGENIC

o**°,
23% WORLD CONGRESS § &
of

GveneUSG.Com/Xeracalm , o o L ) )
. "Results from 32 subjecis (ages 7 months fo 9 years). Application of XeraCalm A.D LipidReplenishing Cream twice daily for 4 weeks.
#StopthelfCh 2Resuls from 55 subjects (ages 1 fo 4 years). Application of XeraCalm A.D Lipid-Replenishing Balm twice daily for 28 days. Pierre Fabre


http://www.eau-thermale-avene.com/
http://www.aveneusa.com/
http://www.aveneusa.com/

LAROCHE-POSAY

LABORATOIRE DERMATOLOGIQUE

EFFACLAR DUO

DUAL ACTION ACNE TREATMENT

Clinically tested to be as effective as
the leading acne prescription cream.

LAROCHE-PO

LABORATOIRE DERMATOLOGIQU

Baseline Week 2 Week 12

- 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.

5.5% benzoyl peroxide
acne medication

0.4% micru-exinl.ialiﬁﬁ

Significant iImprovement in
reduction of acne lesions

INFLAMMATORY LESION COUNTS? NON-INFLAMMATORY LESION COUNTS?
0% 0%

-25% -25%

~50%]-46.9% -55.2% -50%

-65.7% _-63.3%

-59.7%
= -75% -65.8%

-63.1%

' s
~75% -63.8%

CHANGE FROM THE BASELINE
% CHANGE FROM THE BASELINE

%

-100% -100%
Baselne *Week 2 *Week 4 *Week 8 *Week 12 Baseline *Week 2 *Week 4  *Week 8 *Week 12

Leading acne Rx + topical retinoid [0.025%] *P<0.001
M EFFACLAR DUO + topical retinoid [0.025%]

(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.
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INSIGHTS ON
ATOPIC DERMATITIS

An expert discussion of pharmacologic
management and emollient skin care

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.'
There are a host of moisturizer options for patients to choose from, and they encompass both
over-the-counter products, which are formulated with different emollient, occlusive, and/or
humectant ingredients, and prescription medical device creams.’

In January, 2014, Eau Thermale Avéne 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 after more than
a decade of research and development, offering 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 findings
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.
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ISSUES IN AD MANAGEMENT

Dr. Eichenfield: Atopic dermatifis (AD) is a common pruritic
inflammatory skin disease that has increased in prevalence in much of the
industrialized world.? 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.?

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: | 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 | 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. | 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: | totally agree with that. Something that | like to emphasize is the
fruitlessness of trying to identify a single trigger for AD flares. Patients with AD

Table 1. XeraCalm A.D Product Line

“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

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. | primarily treat adults

in my practice, and | 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

Product Key Ingredients Main Characteristics
XeraCalm A.D Avéne Thermal Spring Water 66% Formulated for moderate dryness
Lipic-Replenishing -Modulia 0.4% Fragrance-free
(ream Cer-Omega 2.3% Preservative-ree
Lipid phase 20% Sterile formulation
DEFI packaging system maintains sterility and
prevents refrocontamination during use
XeraCalm AD Avéne Thermal Spring Water 56% Formulated for severe dryness
Lipid-Replenishing -Modulia 0.4% Fragrancedree
Balm CerOmega 2.3% Preservativefree
Lipid phase 30% Sterile formulation
DEFI packaging system maintains sterility and
prevents refrocontamination during use
XeraCalm A.D Avéne Thermal Spring Water 78.6% For use in the shower or bath
Lipid-Replenishing Gentle deansing base 14% Physiological pH
(leansing Ol -Modulia 0.4% Soap-free
Lipid phase 7% Fragrance-free
(er-Omega
Preservatives: caprylyl glycol, cifric acid

DEFI = Device for Exclusive Formula Integrity

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 | think
is not completely appreciated by some physicians,
particularly primary care physicians. There is a subset
of patients with AD who have acive 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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AD PATHOPHYSIOLOGY

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, | don’t think about AD s 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 | am increasingly coming to terms
with because | think it may explain why patients with refractory disease are not
responding fo 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 leam more
about the role of filaggrin gene mutations in skin barrier dysfunction. There is
also a proinflammatory, immunologic component, but | 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: | agree with those concepts. It is interesfing 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 fundomental
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 sume 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 | 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.

“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

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. Lios Management of AD requires o 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 corficosteroids 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,* 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
us dilute bleach baths, may be more appropriate and carry less risks for some.
Information is also emerging about probiofics for rebalancing the bacterial flora,®
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 sefting is that | 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. | think we
need to highlight their role, recognizing that foday 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: Itisimportant to redlize that systemic therapy
may sometimes be needed for the management of AD. | think that experts in AD
management understand that patients will do much better in the long run if they
receive freatment that is appropriately aggressive to control their inflammation.
The analogy | 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. | 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. | 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, | believe you have said that
dermatology has seen a decade of drug development for psoriasis and that now
we can anficipate a decade of new therapies for AD. | think it is important for
physicians and patients to understand that there are new treatments coming
around the corner.

Dr. Eichenfield: Itis certainly helpful for patients o know that there
is a lot happening, and a lot of promise, in the area of new treatments for AD.
Dr. Lio and | 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 o help control the disease.

XeraCalm A.D —RESEARCH & DEVELOPMENT

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." 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 Avéne Thermal Spring Water
plus I-Modulia and Cer-Omega. -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.®

For hundreds of years, and to this day, patients with dermatological diseases
have gone to the Avéne Hydrotherapy Center for freatments with thermal spring
water, and there are clinical and in vitro study data showing its benefits.”®

Pierre Fabre has been incorporating Avéne 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 -Modulia. Subsequently, results

“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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XeraCalm A.D Clinical Trials > : :
o o So, overall I think we can say there exists a broad
The effets of XeraCalm A.D products when used by patients with AD were investigated

in a series of dinical studies. ¢'21* Patients entered in all protocols had to have discontinued set of data from a number of studies that establish
corticosteroid use for at least 8 days and used the XeraCalm A.D product twice daily. | "
A controlled study enrolled 54 children ages 1 1o 4 years old with mild AD (SCORAD 5 to tolerance and ufil ity for the XeraCalm A.D pI’OCIUCfS.
20) who were randomized fo use of a hygiene product alone or combined with XeraCalm A.D —Lawrence F. Eichenfield , MD
Balm. 63 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 a series of in vitro studies conducted using a variety of models showed that
from their baseline SCORAD and pruritus scores (~36% and —49%, respectively). Further ) . o e
improvements were recorded after 28 days of treatment, and there were statistically -Modulia may have antinflammatory and anfipruritic properties.

significant differences favoring the group using XeraCalm A.D Balm compared with the Acknowledging that data were limited to in vitro studies, the information did
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 provide an evidence base for Pierre Fabre to pursue developing a set of products
improvement in transepidermal water loss at both 14 and 28 days (~35.2%; P<.0001), containing l-Modulia that could be useful for patients with AD.

indicating improvement in skin barrier function. Mean xerosis severity grade was In addii hei

also significantly improved at both follow-up visits in pafients using XeraCalm n addiion fo fhe in

A.D Balm (P<.0001), and at study conclusion, xerosis severity was rated as PRURITUS FIGURE 2. vitro tests with I-Modulia,
improved from baseline in 97% of patients using XeraCalm A.D Balm. - o5 DAY Pierre Fabre conducted
oo~ s Wl o clinical studies with the
SCORAD FIGURE 1. EZ,: XeraCalm A.D products.
15 DAYS 28 DAYS 205 A The clinical research
o Conirol Kok A Control 30% - program included a series

of studies using standard
profocols 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.8123 [SEE SIDEBAR]
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XeraCalm A.D Balm was also investigated in a study including 33 children and 12 adulis
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 Dr. Lio: In fist learing about the XeraCalm A.D products, I was very

by 75% in the adults. Mean pruritus and xerosis scores were reduced by 81% to 99% from impressed by the work undertaken by Pierre Fabre to isolate, identify, and char-
baseline, and the freaiment effects were maintained or further improved at the end of the . AT . R .
B acterize the active biologic component in the Avéne thermal spring water and by
XeraCalm A.D Cream was evaluated in a study enrolling 44 patients ages 7 months to the extent of the clinical research performed. The development program was much
60 years. Patients eligible for this trial had a xerosis grade =1 (scale 0 to 3) and SCORAD hensive th iaht " ; ] o duct
ranging from 15 to 25. After 4 weeks of treatment in the pediatric subgroup, mean SCORAD More comprenensive than we might expect fo see for a hon-prescription product,
was reduced by 55% from baseline, mean pruritus score was reduced 97%, and mean xerosis but | believe Pierre Fabre decided not to pursue medical device approval in order
grade was reduced 69%. Among children younger than 2 years of age, mean SCORAD was to make the products more affordable and more easily accessible for patients
reduced 65% from haseline, and xerosis and pruritus were completely resolved. p Y p :
In all of the above studies and for patients of all ages, invesfigator rafings showed The fact that the cream and balm products are sterile and contain no
very good skin tolerance with use of the XeraCalm A.D producis. Images from dinical trial preservatives is something | think s particularly exciting, and Pierre Fabre should

participants treated with XeraCalm A.D produdis are seen in Figures 3 and 4.

be congratulated for its innovative manufacturing and packaging methods that
make it possible for these products to be preservative-free.

Dr. Eichenfield: The dinical research program involved almost

1300 subjects, of whom more than 650 were patients with AD. The tolerance
studies established gynecologic and eye tolerance in addifion 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 | think we can sy 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— USER EXPERIENCE

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 | do, | also want to mention how
impressed | 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
inferesting.

In terms of my personal experience, | 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 | 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.

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 antibioics. Two weeks after starting twice daily
XeraCalm A.D Cream and XeraCalm A.D Cleansing Oil,
he achieved almost total clearing.

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 | 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. | also had a few patients who were on intermittent

“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

topical corficosteroid 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 | 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 parficular 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, | 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 | believe that
they can be a valuable addition to
our management plan.

FIGURE 6. Elbow area of 12-yearold 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.

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 infermittently used topical corticosteroid or calcineurin inhibitor.

|

FIGURE 7. Left prefibial 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 o XeraCalm A.D Balm.
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“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: | agree that it would be especially nice fo see
head-to-head comparisons between the XeraCalm A.D products and available 0TC
bland emollient products, which may be less expensive. Price is not a major stick-
ing point for a sizeable segment of the patients | 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 fo patients and perhaps more affordable.

Dr. Eichenfield: Itis 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 bused on their being preservative-free, the wealth of tolerance data, and
the science behind the natural ingredients. As we see how the products fit info
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for our patients, L y
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, | 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
mainfenance 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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