
T
he cost of skin cancer treatments con-
tinue to increase in the United States 
where a large proportion of expendi-
tures stem from the cost of systemic 

agents for melanoma, shows a 2013 analysis of 
Medicare patients.

“We also found that the cost of treating actinic 
keratoses (AK) in the offi  ce, which excludes pre-
scription coverage, was roughly equivalent to treat-
ment costs for squamous cell carcinoma (SCC),” 
says Emily Ruiz, M.D., of Brigham and Wom-
en’s Hospital in Boston, who presented fi ndings 
at the Atlantic Dermatology Conference in May.

A total of $2.5 billion was spent on professional 
fees for skin cancer-related diagnoses.

Nearly half (49%) of total spending was for 
basal cell carcinoma (BCC) and SCC com-
bined, translating into $715 million and $525 
million, respectively. “This is not surprising, 
as they account for approximately three-quar-
ters of all skin malignancies,” Dr. Ruiz tells Der-
matology Times. 

Dr. Ruiz says the overall treatment cost for 
AKs is striking. “It actually approaches what we 
are spending to treat BCCs when accounting for 
fi eld therapeutics, which has been estimated in a 
diff erent study by Dr. Mostaghimi from Brigham 

Fewer follow-ups
Self monitoring saves time, cost after localized melanoma excision

ILYA PETROU, M.D. | Staff  Correspondent

 Clinical 22

A wrong diagnosis
Is it Pityrosporum folliculitis or acne? 

 Cosmetic 36

Laser litigation 
Litigation is on the rise in laser 
surgery.

 Oncology 48

Medicine no longer 
apolitical
An affront to sound science is an 
offense against medicine.

 Business 64

The eConsult 
business model
Serving underserved populations.

A
recent study in JAMA Dermatology 
shows that some melanoma patients 
prefer fewer follow-up visits, but only if 
self-skin examinations were utilized at 

home or teledermatology implemented for a quick 
assessment and resolution of suspicious lesions. 
Such an approach could save signifi cant time and 
cost for both patients and their health providers. 

The incidence in melanoma, particularly in 
countries with predominantly European ances-
try (i.e. lighter Fitzpatrick skin types) is on the 
rise. As such, more people previously treated for 
localized melanoma (AJC stage 0-II) are now in 
routinely scheduled follow-up for the detection 
of recurrent or new primary melanoma (clini-
cian-led surveillance), with a trend to increas-
ing visit frequency for such patients. However, 
the increase in routinely scheduled follow-up 
screening visits has a major impact on clinicians’ 
time and healthcare costs.

Skin cancer expenditures 
creep higher
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“Patient-led skin surveillance with the help 
of some form of teledermatology is an alter-
native model for lower-risk patients that 
can potentially save signifi cant time and 
healthcare costs while allowing early 
detection of recurrent or new primary 
melanoma,” said Katy J. L. Bell, Ph.D., 
The University of Sydney School of Med-
icine, Faculty of Medicine and Health, Syd-

ney, Australia, and lead author of 
the study.

Dr. Bell and fellow colleagues 
conducted a study to determine 
the proportion of patients treated 
for localized melanoma in an Aus-

tralian specialist center who prefer the stand-
ard scheduled visit frequency (as per Austral-
ian guideline recommendations) or fewer sched-
uled visits (adapted from the Melanoma Follow-
up [MELFO] study of reduced follow-up). Tele-
phone surveys were performed that included the 

Dr. Bell

TELEDERMATOLOGYCONTINUES ON PAGE 63f
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In this issue, we feature a case study and 
quiz by Kaivon Sobhani, B.S., and, Eve Lowen-
stein, M.D., Ph.D., FAAD, who address Derma-
tofi brosarcoma protuberans (DFSP). The article 
begins on page 60.

(Photo courtesy of Mr. Sobhani and Dr. Lowenstein.)
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by DR. NORMAN LEVINE, M.D.

Dr. Levine is a private practitioner in Tucson, Ariz.

What can be done about high drug prices?
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“Some physicians have ... stopped caring for 
patients who require expensive medication.”

W
e are all well aware of the disas-
trous turn of events over the past 
f ve years with regard to the ris-
ing cost of medications. What was 

once a $4 special at Walmart, now amounts to a 
$50 cost, if not more. Patients with signif cant 
and imminently treatable skin disorders go with-
out therapy for f nancial reasons alone. Limited 
third-party payor formularies, high deductibles 
and co-pays drive many to cheap home reme-
dies or weird nostrums advertised in late night 
infomercials.  

Some physicians have acquiesced to what they 
see as the reality of modern healthcare and have 
stopped caring for patients who require expen-
sive medication. One young dermatologist related 
that some of his former co-residents have decided 
to stop writing prescriptions altogether. I sus-
pect that they are avoiding the hassle of f ghting 
with insurance companies to get prior authori-
zation for necessary medications and answer-
ing phone calls from irate patients complain-
ing about unaf ordable therapies.

This is a sad state of af airs for me. What we 
do well as dermatologists is largely predicated on 
using myriad topical and systemic medications 
to relieve or cure skin diseases. Yes, we are also 
surgeons, dermatopathologists and cosmetic der-
matologists, but we were trained to relieve suf-
fering with medications. If that practice stops, 
dermatology will have little reason to exist.  

In a 2015 Dermatology Times editorial, I 
touched on general principles of reducing costs 
for patients. In the following, I will update this 
discussion about what we can do to provide ef ec-
tive and reasonably af ordable medical care.

Prices of generic drugs have skyrocketed over 
the past three to f ve years, but they remain a bar-
gain compared to name-brand medications. If 
there is a generic equivalent, there is no reason 
to prescribe the branded drug, with very few 
exceptions. There is virtually no published data 
to support the notion that generic drugs do not 

work as well as branded medications.
Discount coupons are sometimes available for 

otherwise overpriced name-brand drugs.  With 
these coupons, patients with commercial insur-
ance may have little or no co-pays.  I have sev-
eral objections to these coupons: 
} Many of my patients who try to use them are 

denied the discount for whatever reason.
} They cannot be used for patients with gov-

ernment insurance, such as Medicare and 
Medicaid.

} They are often time-limited. I still feel guilty 
15 years after continuing some study patients 
on Enbrel who were provided the drug free of 
charge for three months after the study was 
completed...but then what?

} Someone winds up paying for these expensive 
drugs, usually the third-party payor. This is 
not a free ride and is one reason why every-
one’s insurance premiums keep rising.
The costs of medications in the same class 

can vary widely. By choosing the least expensive 
alternative, the savings can be substantial. An 
example is class one corticosteroids, which are 
roughly equivalent in potency. A 60-gram tube 
of clobetasol cream costs approximately $130 
while a 50-gram tube of betamethasone dipro-
prionate augmented cream sells for about $54.  
A 60-gram tube of clindamycin 1% cream costs 
about $60, while a 60-ml bottle of clindamycin 
solution is priced at about $33.  The combina-
tion product containing clindamycin and ben-
zoyl peroxide costs $137-$160.  Using each ingre-
dient separately drops the price to about $40.

PRICE SHOPPING

Price shopping can be an ef ective way of f nding 
the lowest cost for medications. There are several 
ways to do this online. I am familiar with two such 
services, both of which can save a lot of money. 
The most familiar to most of us is GoodRX. Any-
one is eligible to participate, but using GoodRX 
should be limited to patients without an insur-

ance-backed prescription plan or when co-pays 
or deductibles are extremely high. 

After the physician writes the prescription, the 
patient searches GoodRX for the least expensive 
pharmacy price in the community, then prints a 
coupon for the selected drug store and is guar-
anteed a certain price.

For those with a high deductible drug plan, 
with an expensive co-pay or with no health insur-
ance coverage, another excellent alternative is 
Blink Health.  After enrolling online, the patient 
chooses the medication and the service quotes a 
price that is often well below retail. If the price is 
acceptable, the patient pays online and then f lls 
the prescription at any one of  40,000 pharma-
cies nationwide.

We are all annoyed when third-party payors 
dictate the algorithm that must be followed in 
treating some ailments. My most recent frustra-
tion came when an insurance carrier insisted that 
a patient with severe psoriasis who had failed 
Humira, must f rst try and fail Enbrel before she 
could move on to a dif erent class of biologic agent. 
There are good reasons, however, to use a step-
wise approach in many dermatoses.  In many 
cases the f rst step is safer, cheaper and might 
work well. 

Most insurance plans require that a patient 
with psoriasis try and fail a f rst line systemic 
medication such as methotrexate before approv-
ing a biologic agent or Otezla. Many practitioners 
try to game the system by claiming that metho-
trexate is too toxic to use over biologic agents. If 
I were a benef ts manager, I would respond that 
the drug wasn’t too toxic when biologics were 
not yet available. Methotrexate is a pretty ef ec-
tive and fairly safe medication in those with mod-
erate-to-severe psoriasis, and is up to 95% less 
costly than the average biologic agent.  

Our patients are being victimized by the high 
cost of drug therapy. We can help them by pre-
scribing less expensive drugs and by guiding them 
to the least expensive places to purchase them. �
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Dr. Jam is a successful medical and cosmetic dermatologist with 25 years of experience. He has three millennial children who 

convinced him that it’s time to “get with the times” and use social media advertising to let the public know about his practice. 

by DAVID J. GOLDBERG, M.D., J.D. 

Dr. Goldberg is director of Skin Laser and Surgery Specialists of New York and New Jersey, past director of Mohs and Laser 

Research, Icahn School of Medicine at Mt. Sinai; and, adjunct professor of law, Fordham Law School in New York City.
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I use social media and now 
I might lose my license?

Within six months Dr. Jam has learned how to 
optimize various social media sources. As he 
thought about the strengths of his practice, he 
tried to focus on his outgoing personality, his 
love of music and the great work environment 
he has created for his staff . 

He has always enjoyed singing — and sometimes 
even dancing — to calm his patients’ fears and 
anxiety.  His staff  often joins him in singing and 
dancing while he performs surgery. Dr. Jam has 
videotaped a series of these musical/dance surgery 
episodes and uploaded them onto multiple social 
media sites. All patients signed the requisite release 
for such use.

Some of his patients found this cute, other 
weren’t so certain. Unfortunately for Dr. Jam, 
several unhappy patients have come together in 
a chat room and decided to fi le various medical 
malpractice complaints against him for post-
surgical infection and scarring that they claimed 
resulted from his interest in the music rather in 
their own care.

They have also fi led a complaint against him 
with the local state board of medical examiners 
alleging gross negligence. They are providing 
the videos uploaded to his social media sites 
as evidence of Dr. Jam’s poor care. They also 
cite fi ve previous medical malpractice lawsuits 
against him.

Is Dr. Jam in trouble? Does a similar case exist? 
Will he lose his license?  

CNN recently reported on an attorney 
representing three women in a case against an 
Atlanta-area dermatologist known for singing 
and dancing while performing surgery. 

The attorney said that nearly 100 other women 
contacted her offi  ce to claim they, too, had suff ered 
under the doctor’s care. 

In the Atlanta case, on videos posted to 
YouTube, the dermatologist can be seen singing 
as she cuts into a patient or rapping and dancing 
with surgical instruments in hand during surgical 
procedures. At times, assistants in scrubs sashayed 
alongside her.

The attorney representing three of these women 
claimed they suff ered from serious post-surgical 
complications due to infections. The lawsuits 
alleged the dancing doctor was negligent in 
performing treatments in such a manner. In this 
case, many of the women were motivated, they 
said, to come forward due to the dermatologist’s 
apparent lack of care and concern for her patients — 
as evidenced by a staff  member’s focus on fi lming. 
At least two former patients said they identifi ed 
themselves in the doctor’s video.

Since the f iling of the Atlanta case, the 
videos have since been removed from the 
dermatologist’s YouTube channel. However, 

what has been established is that more than 20 
videos were once posted to YouTube, apparently 
for promotional purposes. It should be noted that 
this dermatologist had prior medical malpractice 
claims against her. However, all were settled and 
there were no negative judgments against her.   

The attorney in this Atlanta case suggested 
that one of the most important things a patient 
should do before surgery, second to checking the 
physician’s credentials, is research the facility 
where procedures will be performed. 

A local Georgia plastic surgeon noted that 
such cases should not be tried in the press. 
He suggested that one does not want to rush 
to judgment and end up making an error that 
could be professionally harmful. 

So, is Dr. Jam in trouble? His patients will 
need to prove that his singing and dancing was 
1) a breach in the standard of care and 2) that 
breach directly led to infection and bleeding. 
Although his approach to calming anxiety may 
not be typical, it is in itself not likely to cause 
him to lose a medical malpractice case or, more 
importantly, lose his license to practice medicine.

However, even if he has no liability, Dr. Jam 
has learned the obvious: that social media has 
both strengths and weaknesses. e
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Skincare for sensitive and diseased skin

T
he skincare industry promotes prod-
ucts designed for sensitive skin, yet 
dermatologists are concerned about 
the use of skincare products for skin 

disease. Are sensitive skin products suitable for 
persons with skin disease? The answer is yes. 
Sensitive skin products that are dermatologist 
tested are evaluated in a panel of subjects that 
demonstrate sensitive skin attributes. These attri-
butes include a defective skin barrier, enhanced 
immune reactivity, and increased neurosensory 
awareness. Since skincare products are about 
beauty, individual skin diseases are typically not 
mentioned, but a current trend in the crowded 
product offering arena is to single out prod-
ucts designed for diabetes or eczema or psoria-
sis patients. This is a huge step forward as this 
creates more awareness of these conditions.

A defective skin barrier, enhanced immune 
reactivity, and an increased neurosensory aware-
ness translate into diseases that the dermatologist 
regularly treats. For example, eczema and atopic 
dermatitis are both characterized by a defective 
skin barrier. In addition, atopic dermatitis com-
bines the barrier issues with enhanced immune 
reactivity. Rosacea is the classic disease where 
patients experience increased neurosensory 
awareness manifesting as stinging, burning, and 
itching. Sensitive skin panels are composed of 

persons with these diseases, which is why der-
matologists can feel confi dent when recommend-
ing sensitive skin care products to subjects with 
skin disease.

Q WHAT CLEANSERS ARE GOOD 
FOR ATOPICS?
Since atopics have a defective skin barrier with 
staph aureus colonization, cleansing is particularly 
important. The special cleanser formulations 
most appropriate for these skin needs are the 
nonfoaming cleansers (CeraVe Cleanser, L’Oreal; 
Cetaphil Gentle Cleanser, Galderma). Nonfoam-
ing cleansers as the name implies do not foam and 
do not alkalinize the skin. In atopic dermatitis, 
the acid mantle is felt to be especially important 
in infection prevention and some moisturizers 
for atopics are formulated at a slightly acidic pH. 
Normal skin will regain its acid mantle even after 
exposure to an alkaline cleanser within 15-30 
minutes, but it can take longer in atopic skin.

Nonfoaming cleansers also include mild 
surfactants with reduced ability to disrupt the 
intercellular lipids. This in turn reduces unwanted 
cleanser penetration from stratum corneum 
protein swelling. These cleansers can be used 
without water and simply wiped from the skin 
or water rinsed away. One new trend in cleans-

ers for atopic dermatitis is the introduction of 
acidic low pH cleansers to decrease unwanted 
microbial growth. Another trend is the introduc-
tion of ceramides, triglycerides, cholesterol and 
free fatty acids, which are the constituents of the 
intercellular lipids, into cleanser formulations.  
While this might be beneficial, the cleanser 
contact time with the skin is short and must be 
thoroughly removed to prevent skin irritation.

Q WHAT FACIAL CLEANSERS MINI-
MIZE ROSACEA REDNESS?
Facial cleansers for rosacea are aimed at reducing 
noxious sensory stimuli, such as stinging, burn-
ing, and itching, associated with barrier damage 
and heightened neurosensory awareness.  

Avoiding skin irritation is key to prevent rosacea 
fl ares and minimize facial erythema. 

Nonfoaming cleansers and micellar water 
are appropriate formulations. Micellar water 
cleansers are made of water and a very mild dilute 
surfactant. A micelle is a molecular cluster with 
a hydrophilic and a hydrophobic end with the 
hydrophobic end attaching to oily skin soils and 
the hydrophilic end attaching to water to rinse 
the soils down the drain. e
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This Brief Summary does not include all the information needed to use IMPOYZ safely and correctly. See full Prescribing Information.

IMPOYZ (clobetasol propionate) Cream, 0.025%, for topical use

INDICATIONS AND USAGE

IMPOYZ Cream 0.025% is indicated for the treatment of moderate to severe plaque psoriasis in patients 18 years of age and older.

DOSAGE AND ADMINISTRATION

Apply a thin layer of IMPOYZ Cream to the affected skin areas twice daily and rub in gently and completely. Use IMPOYZ Cream for up to 2 consecutive weeks of treatment. Treatment beyond 2 consecutive weeks is not 

recommended, and the total dosage should not exceed 50 g per week because of the potential for the drug to suppress the hypothalamic-pituitary-adrenal (HPA) axis [see Warnings and Precautions (5.1)]. Discontinue IMPOYZ 

Cream when control is achieved. Do not use if atrophy is present at the treatment site. Do not bandage, cover, or wrap the treated skin area unless directed by a physician. Avoid use on the face, scalp, axilla, groin, or other inter-

triginous areas. IMPOYZ Cream is for topical use only. It is not for oral, ophthalmic, or intravaginal use. Wash hands after each application.

DOSAGE FORMS AND STRENGTHS

Cream, 0.025%: each gram contains 0.25 mg of clobetasol propionate in a white to off-white cream base.

CONTRAINDICATIONS. None

WARNINGS AND PRECAUTIONS

Effects on the Endocrine System: IMPOYZ Cream can cause reversible hypothalamic-pituitary-adrenal (HPA) axis suppression with the potential for glucocorticosteroid insufficiency. This may occur during treatment or after 

withdrawal of treatment. Because of the potential for systemic absorption, use of topical corticosteroids, including IMPOYZ Cream, may require that patients be evaluated periodically for evidence of HPA axis suppression. 

Factors that predispose a patient to HPA axis suppression include the use of high-potency steroids, large treatment surface areas, prolonged use, use of occlusive dressings, altered skin barrier, liver failure, and young age. 

Evaluation for HPA axis suppression may be done by using the adrenocorticotropic hormone (ACTH) stimulation test. In a trial evaluating the effects of IMPOYZ Cream on the HPA axis, subjects with plaque psoriasis applied 

IMPOYZ Cream twice daily to at least 20% of involved Body Surface Area (BSA) for 15 days. Abnormal ACTH stimulation tests suggestive of HPA axis suppression were seen in 3 of 24 (12.5%) subjects on IMPOYZ Cream 

[see Clinical Pharmacology (12.2)]. In another trial to evaluate the effects of IMPOYZ Cream on the HPA axis, subjects with moderate to severe plaque psoriasis applied IMPOYZ Cream twice daily to at least 25% of involved 

BSA for 28 consecutive days. Abnormal ACTH stimulation test suggestive of HPA axis suppression was seen in 8 of 26 (30.8%) of subjects on IMPOYZ Cream. If HPA axis suppression is documented, gradually withdraw the 

drug, reduce the frequency of application, or substitute with a less potent corticosteroid. If signs and symptoms of steroid withdrawal occur, supplemental systemic corticosteroids may be required. Recovery of HPA axis function 

is generally prompt and complete upon discontinuation of topical corticosteroids. Systemic effects of topical corticosteroids may also manifest as Cushing’s syndrome, hyperglycemia, and glucosuria. These complications are rare 

and generally occur after prolonged exposure to larger than recommended doses, particularly with high-potency topical corticosteroids. Use of more than one corticosteroid-containing product at the same time may increase the 

total systemic exposure to topical corticosteroids. Minimize the unwanted risks from endocrine effects by mitigating risk factors favoring increased systemic bioavailability and by using the product as recommended [see Dosage 

and Administration (2)]. Pediatric patients may be more susceptible to systemic toxicity because of their larger skin surface to body mass ratios [see Use in Specific Populations (8.4)].  

Local Adverse Reactions with Topical Corticosteroids 

Local adverse reactions from topical corticosteroids may include atrophy, striae, telangiectasias, burning, itching, irritation, dryness, folliculitis, acneiform eruptions, hypopigmentation, perioral dermatitis, allergic contact derma-

titis, secondary infection, and miliaria. These may be more likely to occur with occlusive use, prolonged use, or use of higher potency corticosteroids, including IMPOYZ Cream. Some local adverse reactions may be irreversible. 

Concomitant Skin Infections: Use an appropriate antimicrobial agent if a skin infection is present or develops. If a favorable response does not occur promptly, discontinue use of IMPOYZ Cream until the infection has been 

adequately treated. Allergic Contact Dermatitis: Allergic contact dermatitis with corticosteroids is usually diagnosed by observing failure to heal rather than noting a clinical exacerbation. Such an observation should be corrob-

orated with appropriate diagnostic patch testing. If irritation develops, discontinue the topical corticosteroid and institute appropriate therapy.

ADVERSE REACTIONS

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. IMPOYZ Cream was evaluated in two randomized, multicenter, prospective, vehicle-controlled clinical trials in subjects with moderate to severe plaque psoriasis. Subjects applied IMPOYZ Cream 

or vehicle cream twice daily for 14 days. A total of 354 subjects applied IMPOYZ Cream and 178 subjects applied vehicle. The adverse reaction that occurred in at least 1% of subjects treated with IMPOYZ Cream and at a 

higher incidence than in subjects treated with vehicle cream was application site discoloration (2% versus 1%). Less common local adverse events occurring in < 1% of subjects treated with IMPOYZ Cream were application site 

atrophy, telangiectasia and rash.

Postmarketing Experience

The following adverse reactions have been identified during post-approval use of clobetasol propionate: striae, irritation, dryness, acneiform eruptions, hypopigmentation, perioral dermatitis, allergic contact dermatitis, secondary 

infection, hypertrichosis, and miliaria. Because these reactions are reported voluntarily from a population of uncertain size, it is not always possible to reliably estimate their frequency or establish a causal relationship to drug 

exposure.

USE IN SPECIFIC POPULATIONS

Pregnancy: Risk Summary There are no available data on IMPOYZ Cream in pregnant women to inform a drug-associated risk for adverse developmental outcomes. Published data report a significantly increased risk of low 

birthweight with the use of greater than 300 grams of potent or very potent topical corticosteroid during a pregnancy. Advise pregnant women of the potential risk to a fetus and to use IMPOYZ Cream on the smallest area of skin 

and for the shortest duration possible (see Data). In animal reproduction studies, increased malformations, such as cleft palate and skeletal abnormalities, were observed after subcutaneous administration of clobetasol propionate 

to pregnant mice and rabbits. No comparisons of animal exposure with human exposure are provided due to minimal systemic exposure noted after topical administration of IMPOYZ Cream [see Clinical Pharmacology (12.3)]. 

The estimated background risk of major birth defects and miscarriage for the indicated population is unknown. All pregnancies have a background risk of birth defect, loss, or other adverse outcomes. In the U.S. general popula-

tion, the estimated background risk of major birth defects and miscarriage in clinically recognized pregnancies is 2% to 4% and 15% to 20%, respectively.

Data

Human Data

Multiple observational studies found no significant associations between maternal use of topical corticosteroids of any potency and congenital malformations, preterm delivery, or fetal mortality. However, when the dispensed 

amount of potent or very potent topical corticosteroid exceeded 300 g during the entire pregnancy, use was associated with an increase in low birth weight infants [adjusted RR, 7.74 (95% CI, 1.49–40.11)]. In addition, a small  

cohort study, in which 28 sub-Saharan women using potent topical corticosteroids (27/28 used clobetasol propionate 0.05%) for skin lightening during pregnancy, noted a higher incidence of low birth weight infants in the 

exposed group. The majority of exposed subjects treated large areas of the body (a mean quantity of 60 g/month (range, 12–170g) over long periods of time.

Animal Data

In an embryo fetal development study in mice, subcutaneous administration of clobetasol propionate resulted in fetotoxicity at the highest dose tested (1 mg/kg) and malformations at the lowest dose tested (0.03 mg/kg). Malfor-

mations seen included cleft palate and skeletal abnormalities. In an embryofetal development study in rabbits, subcutaneous administration of clobetasol propionate resulted in malformations at doses of 0.003 and 0.01 mg/kg. 

Malformations seen included cleft palate, cranioschisis, and other skeletal abnormalities.

Lactation: Risk Summary There is no information regarding the presence of clobetasol propionate in breast milk or its effects on the breastfed infant or on milk production. 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 clobetasol propionate could result in sufficient  

systemic absorption to produce detectable quantities in human milk. The developmental and health benefits of breastfeeding should be considered along with the mother’s clinical need for IMPOYZ Cream and any potential 

adverse effects on the breastfed infant from IMPOYZ Cream or from the underlying maternal condition. Clinical Considerations: To minimize potential exposure to the breastfed infant via breast milk, use IMPOYZ Cream on  

the smallest area of skin and for the shortest duration possible while breastfeeding. Advise breastfeeding women not to apply IMPOYZ Cream directly to the nipple and areola to avoid direct infant exposure.

Pediatric Use: The safety and effectiveness of IMPOYZ Cream in patients younger than 18 years of age have not been established; therefore, use in children younger than 18 years 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 systemic toxicity, including HPA axis suppression, when treated with topical drugs [see Warnings and Precautions (5.1)]. Rare systemic tox-

icities such as Cushing’s syndrome, linear growth retardation, delayed weight gain, and intracranial hypertension have been reported in pediatric patients, especially those with prolonged exposure to large doses of high potency 

topical corticosteroids. Local adverse reactions including striae and skin atrophy have also been reported with use of topical corticosteroids in pediatric patients. Avoid use of IMPOYZ Cream in the treatment of diaper dermatitis. 

Geriatric Use: Clinical studies of IMPOYZ Cream did not include sufficient numbers of subjects aged 65 and over to determine whether they respond differently from younger subjects. Other reported clinical experience with 

topical corticosteroids has not identified differences in responses between the elderly and younger patients. NONCLINICAL TOXICOLOGY Carcinogenesis, Mutagenesis, Impairment of Fertility: Long-term animal studies 

have not been performed to evaluate the carcinogenic potential of clobetasol propionate cream. In a 13-week repeat dose toxicity study in rats, topical administration of clobetasol propionate cream, 0.001, 0.005 and 0.025 % at 

corresponding doses of 0.004, 0.02 and 0.1 mg/kg/day resulted in corticosteroid class-related systemic effects such as reductions in body weight gain, reductions in total leukocytes and individual white cells, decrease in weight 

of adrenals, thymus, spleen, liver and lung. Histologically, there were decreased hematopoiesis in the bone marrow, thymic atrophy and mast cell infiltration of the mesenteric lymph nodes. All these effects were indicative of 

severe immune suppression consistent with long-term exposure to corticosteroids. A no observable adverse effect level (NOAEL) was determined to be clobetasol propionate cream, 0.001% (0.004 mg/kg/day) in male rats while 

a NOAEL could not be determined in females. The clinical relevance of the findings in animals to humans is not clear, but sustained glucocorticoid-related immune suppression may increase the risk of infection and possibly the 

risk of carcinogenesis. Clobetasol propionate was not mutagenic in three different test systems: the Ames test, the Saccharomyces cerevisiae gene conversion assay, and the E. coli B WP2 fluctuation test. Fertility studies conduct-

ed in the rat following subcutaneous administration of clobetasol propionate at dosage levels up to 0.05 mg/kg/day revealed that females exhibited an increase in the number of resorbed embryos and a decrease in the number of 

living fetuses at the highest dose.
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FDA CLEARS SUBCUTANEOUS 
FORMULATION OF ACTEMRA FOR PJIA
THE SUBCUTANEOUS FORMULATION 

of Actemra (tocilizumab, Genen-

tech) has been approved by the Food 

and Drug Administration (FDA) for the 

treatment of polyarticular juvenile 

idiopathic arthritis (PJIA) in patients ages 2 years 

and older, according to a recent news release.

“With this approval, we are pleased Actemra 

offers an alternative delivery option to physicians 

and parents of children ages 2 or older to treat this 

debilitating disease,” Sandra Horning, M.D., chief 

medical offi cer and head of Global Product Devel-

opment, Genentech, said in the news release.

For patients with PJIA, physicians can prescribe 

the subcutaneous formulation of Actemra alone or 

in conjunction with methotrexate. An intravenous 

formulation of Actemra was approved by the FDA in 2013 for patients with 

PJIA ages 2 years and up.

The FDA approval follows results of the 

JIGSAW-117 study, which was designed 

to assess the appropriate dosing of 

subcutaneous Actemra in a range of 

body weights for juvenile patients. The 

52-week, open-label, multicenter, phase 1B pharmacokinetic (PK) and 

pharmacodynamic (PD) bridging study involved 52 patients with PJIA, 

ages 1 to 17 years. The patients demonstrated previous inadequate 

response or an intolerance to methotrexate treatment and were Actemra 

naïve or had received intravenous Actemra with adequate disease con-

trol.

Patients weighing 30 kg or more received 162 mg of Actemra every two 

weeks for a year. Patients weighing less than 30 kg were given 162 mg of 

Actemra every three weeks.

“The effi cacy of Actemra SC in children 2 to 17 years of age is based 

on PK exposure and extrapolation of established effi cacy of Actemra IV in 

PJIA patients and Actemra SC in patients with RA,” the company stated.
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2 to 17
YEARS OF AGE
AGE OF EFFICACY OF 

ACTEMRA SC based on PK 

exposure and extrapolation 

of established effi cacy of 

Actemra IV in PJIA patients 

and Actemra SC in patients 

with RA.

FDA APPROVES CIMZIA LABEL 

EXTENSION FOR PSORIASIS PATIENTS
BELGIAN PHARMACEUTICAL fi rm UCB has entered the immunodermatology fi eld in the U.S. 

market. The Food and Drug Administration (FDA) recently approved extending the label for 

Cimzia (certolizumab pegol) for the treatment of moderate-to-severe plaque psoriasis in 

adult patients who are candidates for phototherapy or systemic therapy, according to a news 

release.

With this approval, Cimzia is the fi rst Fc-free, PEGylated anti-tumor necrosis factor (anti-TNF) 

therapy for this indication. The FDA’s consent follows a phase 3 clinical development program 

that included more than 1,000 patients in CIMPASI-1, CIMPASI-2 

and CIMPACT. 

In CIMPASI-1 and CIMPASI-2, patients achieved at least 75 

percent or greater disease improvement from baseline within 

16 weeks. In CIMPACT, patients achieved 75 percent or greater 

disease improvement within 12 weeks.

“It’s a great day when new psoriasis treatments come to 

market, as both dermatologists and patients are given hope 

that this could be the treatment that will work for them,” Michael 

Siegel, Ph.D., senior vice president of Research and Clinical 

Affairs, National Psoriasis Foundation, said in the news release.

Additionally, a recent label update for Cimzia by the FDA includes information for use in 

pregnant and breastfeeding patients.

“The approval of Cimiza for psoriasis and the recent Cimzia label update regarding preg-

nancy and breastfeeding in women with chronic infl ammatory diseases are important treat-

ment advances,” said Emmanuel Caeymaex, executive vice president of Immunology 

Patient Value Unit and head of Immunology at UCB. “UCB is committed to improving care for 

psoriasis patients and is also investigating bimekizumab, a therapy with signifi cant potential 

for psoriasis patients.”

INTERLEUKIN-25 FUELS 

SKIN INFLAMMATION

A STUDY OF the role of interleukin-25 (IL-25) in psoriasis demonstrat-

ed the cytokine is involved in propelling skin infl ammation in psori-

asis, according to a recent analysis.

In the Editor’s Choice of the May 4 issue of Science Immunolo-

gy, authors Lokesh Kalekar and Michael Rosenblum, Department 

of Dermatology, University of California, San Francisco, examined 

a recent study by Xu M, Lu H, Lee Y, et al. that was published in 

Immunity. 

Using a topical application of imiquimod in skin lesions of a 

mouse model of psoriasis, IL-25 expression was observed. Addition-

ally, administering recombinant IL-25 intradermally fueled psoria-

sis-like disease in the mice. 

“Expression of this cytokine is regulated by IL-17A, because IL-

17A knockout mice have lower IL-25 expression in the imiquimod 

model,” Kalekar and Rosenblum wrote. “Imiquimod-induced dis-

ease was also substantially diminished in global IL-25 knockout 

mice.”

In mice with keratinocyte-selective deletion of the IL-25 gene, 

the pathology was weakened. A feedback loop of IL-17 receptor 

B with IL-25 resulted in keratinocyte proliferation and infl ammato-

ry gene expression in a STAT3-dependent manner. Further, treat-

ment with anti-IL-25 improved disease expression.

“If these fi ndings are validated in humans, inhibition of IL-25 

may prove to be a novel therapeutic target in the treatment of pso-

riasis and associated diseases,” the authors wrote in the editorial.

The original study was published in the April 17 issue of 

Immunity.

75%

or greater disease 
improvement from 

baseline within 
16 weeks.



http://www.retinamicro.com/hcp/


BRIEF SUMMARY OF PRESCRIBING INFORMATION 
This Brief Summary does not include all the information needed to use RETIN-A MICRO safely 
and effectively. See full prescribing information for RETIN-A MICRO.
RETIN-A MICRO® (tretinoin) gel microsphere, 0.1%, 0.08%, 0.06% and 0.04%, for topical use 
Initial U.S. Approval: 1971

INDICATIONS AND USAGE
Retin-A Micro® is a retinoid indicated for topical application in the treatment of acne vulgaris.

CONTRAINDICATIONS
None.

WARNINGS AND PRECAUTIONS
Local Irritation
The skin of certain individuals may become excessively dry, red, swollen, or blistered.
Tretinoin has been reported to cause severe irritation on eczematous skin and should be used with 
utmost caution in patients with this condition.
If the degree of irritation warrants, patients should be directed to temporarily reduce the amount or 
frequency of application of the medication, discontinue use temporarily, or discontinue use all together. 
Efficacy at reduced frequencies of application has not been established. If a reaction suggesting 
sensitivity occurs, use of the medication should be discontinued.
To help limit skin irritation, patients must

• wash the treated skin gently, using a mild, non-medicated soap, and pat it dry, and
• avoid washing the treated skin too often or scrubbing it hard when washing.

Patients should apply a topical moisturizer if dryness is bothersome.
Exposure to Ultraviolet Light or Weather Extremes
Unprotected exposure to sunlight, including sunlamps (UV light) should be avoided or minimized during 
the use of Retin-A Micro and patients with sunburn should be advised not to use the product until fully 
recovered because of heightened susceptibility to sunlight as a result of the use of tretinoin. Patients 
who may be required to have extended periods of UV exposure (e.g., due to occupation or sports), or 
those with inherent sensitivity to the sun, or those using medications that cause photosensitivity, should 
exercise particular caution. Use of sunscreen products (SPF 15 or higher) and protective clothing over 
treated areas are recommended when exposure cannot be avoided [see Nonclinical Toxicology].
Weather extremes, such as wind or cold, also may be irritating to tretinoin-treated skin.

ADVERSE REACTIONS
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.

Clinical Trials in Subjects with Acne
In separate clinical trials for each concentration, acne subjects treated with Retin-A Micro (tretinoin) Gel 
microsphere, 0.1% or 0.04%, over the twelve-week period showed that cutaneous irritation scores for 
erythema, peeling, dryness, burning/stinging, or itching peaked during the initial two weeks of therapy, 
decreasing thereafter.
Approximately half of the subjects treated with Retin-A Micro, 0.04%, had cutaneous irritation at  
Week 2. Of those subjects who did experience cutaneous side effects, most had signs or symptoms that 
were mild in severity (severity was ranked on a 4-point ordinal scale: 0=none, 1=mild, 2=moderate, 
and 3=severe). Less than 10% of patients experienced moderate cutaneous irritation and there was no 
severe irritation at Week 2.
In trials of Retin-A Micro (tretinoin) Gel microsphere, 0.04%, throughout the treatment period the majority 
of subjects experienced some degree of irritation (mild, moderate, or severe) with 1% (2/225) of subjects 
having scores indicative of a severe irritation; 1.3% (3/225) of subjects treated with Retin-A Micro 
(tretinoin) Gel microsphere, 0.04%, discontinued treatment due to irritation, which included dryness in 
one patient and peeling and urticaria in another.
In trials of Retin-A Micro (tretinoin) Gel microsphere, 0.1%, no more than 3% of subjects had cutaneous 
irritation scores indicative of severe irritation; 6% (14/224) of subjects treated with Retin-A Micro 
(tretinoin) Gel microsphere, 0.1%, discontinued treatment due to irritation. Of these 14 subjects, four had 
severe irritation after 3 to 5 days of treatment, with blistering in one subject.
In a double-blind trial with 156 acne subjects comparing 12 weeks of treatment with Retin-A Micro 
(tretinoin) Gel, 0.04% or 0.1%, (78 subjects each group), the most frequently reported adverse events 
affected the skin and subcutaneous tissue (15.4% in the 0.04% group, and 20.5% in the 0.1% group). 
The most prevalent of the dermatologic adverse events in the 0.04% group was skin irritation (6.4%); 
and in the 0.1% group skin burning (7.7%), erythema (5.1%), skin irritation (3.8%), and dermatitis 
(3.8%). Most adverse events were of mild intensity (63.4%), and 34.4% were moderate. One subject in 
each group had adverse events characterized as severe, neither were dermatologic findings and neither 
was characterized as related to drug by the investigator.

Trials in Subjects without Acne
In a half-face comparison trial conducted for up to 14 days in women with sensitive skin, but without 
acne, Retin-A Micro (tretinoin) Gel microsphere, 0.1%, was statistically less irritating than tretinoin 
cream, 0.1%. In addition, a cumulative 21-day irritation evaluation in subjects with normal skin showed 
that Retin-A Micro (tretinoin) Gel microsphere, 0.1%, had a lower irritation profile than tretinoin cream, 0.1%. 
The clinical significance of these irritation studies for patients with acne is not established. Comparable 
effectiveness of Retin-A Micro (tretinoin) Gel microsphere, 0.1%, and tretinoin cream, 0.1%, has not 
been established. The lower irritancy of Retin-A Micro (tretinoin) Gel microsphere, 0.1%, in subjects 
without acne may be attributable to the properties of its vehicle. The contribution of decreased irritancy 
by the MICROSPONGE System has not been established. No irritation trials have been performed to 
compare Retin-A Micro (tretinoin) Gel microsphere, 0.04%, with either Retin-A Micro (tretinoin) Gel 
microsphere, 0.1%, or tretinoin cream, 0.1%.
Postmarketing Experience
The following adverse reactions have been identified during post-approval use of Retin-A Micro Gel. 
Because these reactions are reported voluntarily from a population of uncertain size, it is not always 
possible to reliably estimate their frequency or establish a causal relationship to drug exposure. 
Temporary hyper- or hypopigmentation has been reported with repeated application of tretinoin.

USE IN SPECIFIC POPULATIONS
Pregnancy
Pregnancy Category C
There are no adequate and well-controlled studies in pregnant women. Retin-A Micro should be used 
during pregnancy only if the potential benefit justifies the potential risk to the fetus.
Thirty human cases of temporally associated congenital malformations have been reported during two 
decades of clinical use of tretinoin products. Although no definite pattern of teratogenicity and no causal 
association has been established from these cases, five of the reports describe the rare birth defect 
category holoprosencephaly (defects associated with incomplete midline development of the forebrain). 

The significance of these spontaneous reports in terms of risk to the fetus is not known. 
For purposes of comparison of the animal exposure to systemic human exposure, the MRHD applied 
topically is defined as 1 gram of Retin-A Micro (tretinoin) Gel microsphere, 0.1%, applied daily to a 60 kg 
person (0.017 mg tretinoin/kg body weight).
Pregnant rats were treated with Retin-A Micro (tretinoin) Gel microsphere, 0.1%, at daily dermal doses 
of 0.5 to 1.0 mg/kg/day tretinoin on gestation days 6-15. Alterations were seen in vertebrae and ribs of 
offspring at 5 to 10 times the MRHD based on the body surface area (BSA) comparison.
Pregnant New Zealand White rabbits were treated with Retin-A Micro (tretinoin) Gel microsphere, 0.1%, 
at daily dermal doses of 0.2, 0.5, and 1.0 mg/kg/day tretinoin on gestation days 7-19. Doses were 
administered topically for 24 hours a day while wearing Elizabethan collars to prevent ingestion of the 
drug. Increased incidences of certain alterations, including domed head and hydrocephaly, typical of 
retinoid-induced fetal malformations in this species, were observed at 0.5 and 1.0 mg/kg/day. Similar 
malformations were not observed at 0.2 mg/kg/day, 4 times the MRHD based on BSA comparison. 
Other pregnant rabbits exposed topically for six hours per day to 0.5 or 1.0 mg/kg/day tretinoin while 
restrained in stocks to prevent ingestion, did not show any malformations at doses up to 19 times 
(1.0 mg/kg/day) the MRHD based on BSA comparison, but fetal resorptions were increased at 0.5 mg/kg 
(10 times the MRHD based on BSA comparison).
Oral tretinoin has been shown to cause malformations in rats, mice, rabbits, hamsters, and nonhuman 
primates.
Tretinoin induced fetal malformations in Wistar rats when given orally at doses greater than 1 mg/kg/day 
(10 times the MRHD based on BSA comparison). In the cynomolgus monkey, fetal malformations were 
reported for doses of 10 mg/kg/day but none were observed at 5 mg/kg/day (95 times the MRHD based 
on BSA comparison), although increased skeletal variations were observed at all doses. Dose-related 
increases in embryolethality and abortion also were reported. Similar results have also been reported in 
pigtail macaques.
In oral peri- and postnatal development studies in rats with tretinoin, decreased survival of neonates and 
growth retardation were observed at doses in excess of 2 mg/kg/day (19 times the MRHD based on BSA 
comparison).

Nonteratogenic effects on fetus
Oral tretinoin has been shown to be fetotoxic in rats when administered at doses 24 times the MRHD 
based on BSA comparison.
Topical tretinoin has been shown to be fetotoxic in rabbits when administered at doses 10 times the 
MRHD based on BSA comparison.
Nursing Mothers
It is not known whether tretinoin and/or its metabolites are excreted in human milk. Because many 
drugs are excreted in human milk, caution should be exercised when Retin-A Micro is administered to a 
nursing woman.
Pediatric Use
Safety and effectiveness in children below the age of 12 have not been established.
Geriatric Use
Safety and effectiveness in a geriatric population have not been established. Clinical trials of Retin-A 
Micro (tretinoin) Gel microsphere, 0.1% and 0.04%, did not include sufficient numbers of subjects aged 
65 and over to determine whether they responded differently from younger subjects.

OVERDOSAGE
Oral ingestion of large amounts of the drug may lead to the same side effects as those associated with 
excessive oral intake of Vitamin A.

NONCLINICAL TOXICOLOGY
Carcinogenesis, Mutagenesis, Impairment of Fertility
Dermal carcinogenicity testing has not been performed with Retin-A Micro (tretinoin) Gel microsphere, 
0.1%, 0.08%, 0.06% or 0.04%.
In a 91-week dermal study in which CD-1 mice were administered 0.017% and 0.035% formulations 
of tretinoin, cutaneous squamous cell carcinomas and papillomas in the treatment area were observed 
in some female mice. These concentrations are near the tretinoin concentration of the 0.04% and 0.1% 
clinical formulations. A dose-related incidence of liver tumors in male mice was observed at those 
same doses. The maximum systemic doses associated with the administered 0.017% and 0.035% 
formulations are 0.5 and 1.0 mg/kg/day tretinoin, respectively. These doses are two and four times the 
MRHD based on BSA comparison.
The biological significance of these findings is not clear because they occurred at doses that exceeded 
the dermal maximally tolerated dose of tretinoin and because they were within the background natural 
occurrence rate for these tumors in this strain of mice.
There was no evidence of carcinogenic potential when 0.025 mg/kg/day of tretinoin was administered 
topically to mice (0.1 times the MRHD based on BSA comparison). Studies in hairless albino mice 
suggest that concurrent exposure to tretinoin may enhance the tumorigenic potential of carcinogenic 
doses of UVB and UVA light from a solar simulator. This effect has been confirmed in a later study in 
pigmented mice, and dark pigmentation did not overcome the enhancement of photocarcinogenesis 
by 0.05% tretinoin. Although the significance of these studies to humans is not clear, patients should 
minimize exposure to sunlight or artificial ultraviolet irradiation sources [see Warnings and Precautions].
The genotoxic potential of tretinoin was evaluated in the Ames assay and in the in vivo mouse 
micronucleus assay, both of which were negative.
The components of the microspheres have shown potential for genetic toxicity and fetal malformation. 
EGDMA, a component of the excipient acrylates copolymer, was positive for induction of structural 
chromosomal aberrations in the in vitro chromosomal aberration assay in mammalian cells in the 
absence of metabolic activation, and negative for genetic toxicity in the Ames assay, and the in vivo 
mouse micronucleus assay.
In oral fertility studies in rats with tretinoin, the no-observable effect level was 2 mg/kg/day (19 times the 
MRHD based on BSA comparison).

PATIENT COUNSELING INFORMATION
Advise the patient to read the FDA-approved patient labeling (Patient Information).
Manufactured for:
Valeant Pharmaceuticals North America LLC  
Bridgewater, NJ 08807 USA
By:
Valeant Pharmaceuticals International, Inc. 
Laval, Quebec H7L 4A8, Canada
Retin-A Micro is a trademark of Valeant Pharmaceuticals International, Inc. or its affiliates.
Microsponge is a registered trademark of AMCOL International Corporation. Any other product/brand 
names are trademarks of the respective owners.
©Valeant Pharmaceuticals North America LLC
Based on 9612500  October 2017    RAM.0025.USA.17

http://www.retinamicro.com/hcp/


GERMAN BIOPHARMACEUTICAL COMPANY 
OPENS MICHIGAN FACILITY
GERMAN-BASED biopharmaceutical fi rm Infl aRx has opened a research 

facility in Ann Arbor, Mich., which will serve to expand its complement-

based therapeutics, according to a company news release.

The Michigan facility will be part of Infl aRx Pharmaceuticals. It devel-

ops innovative treatments for infl ammatory diseases such as hidradenitis 

suppurativa (HS) by targeting the complement system, which is crucial in 

the innate immune system.

“The company’s return to its scientifi c origins in Ann Arbor [where the 

cofounders met and conducted studies on the complement system] 

by opening this research facility is a signifi cant milestone for Infl aRx that 

will afford us signifi cant advantages as we focus on our mission of dis-

covering and developing superior treatments for infl ammatory condi-

tions,” InfraRx’s Chief Scientifi c Offi cer Renfeng Guo, M.D., said in the news 

release.

Infl aRx’s fl agship candidate is IFX-1, a monoclonal anticomplement 

factor C5 antibody that has completed three clinical phase 2 studies of 

more than 150 patients. It demonstrated an ability to block C5a as a key 

amplifi er driving infl ammatory response. IFX-1 is designed to treat HS and 

ANCA-associated vasculitis.
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ESKATA AVAILABLE IN 
U.S. FOR SEBORRHEIC 
KERATOSIS TREATMENT
A TOPICAL TREATMENT for raised seborrheic keratoses (SKs), Eksata (Aclaris Therapeutics), is 

now available in the United States for purchase by dermatologists.

Eskata is a high-concentration stabilized hydrogen peroxide formulation that provides target-

ed treatments; physicians use a pen-like applicator to apply the solution directly onto the raised 

SKs, according to a company news release. Treatments usually require two in-

offi ce sessions, three weeks apart, administered by a healthcare professional.

“Though not life-threatening, raised SKs can make patients feel self-con-

scious, yet the majority of these lesions go untreated. Now, with the introduction 

of Eskata, my colleagues and I fi nally have a topical treatment option,” Marina 

Peredo, M.D., F.A.A.D., associate clinical professor of dermatology, Mount Sinai 

Hospital, New York, said in the news release.

The solution is the fi rst and only topical treatment approved by the Food and 

Drug Administration for this indication. Eskata was approved by the FDA in December 2017 and 

will be offered to physicians as a self-pay treatment for patients.

Dr. Marina Peredo

Correction: “Combination reduces psoriasis symptom severity”

Investigational halobetasol/tazarotene (Duobrii, Ortho Dermatologics) combines a potent steroid and topical retinoid. It is the fi rst fi xed 

combination of halobetasol (.01 percent) and tazarotene (.045 percent). 2.2 percent of patients enrolled in the featured clinical trial 

experienced pruritis. This information was incorrectly reported in the article, which ran on page 32 of the June issue.
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Pityrosporum folliculitis 

is more common 

after antibiotic use.

It presents as fi ne 

monomorphic, pruritic 

papules and pustules 

appearing along the facial 

hairline and upper back.

Topical or oral azole 

antifungal therapy is 

the treatment of choice.

Pityrosporum folliculitis?

P
ityrosporum folliculitis is often mistaken by phy-
sicians as acne vulgaris, which can be a dire mis-
take leading to a worsening condition, shows a 
review published in the Journal of the Ameri-

can Academy of Dermatology. 
“The reason it’s important to distinguish Pityrospo-

rum folliculitis is that antibiotics used 
for acne actually make this worse. And 
azole antifungals make it better. So, the 
treatment is diff erent,” says study author 
Brea Prindaville, M.D., a pediatric der-
matologist and assistant professor, War-

ren Alpert Medical School of Brown University.
Acne and Pityrosporum folliculitis can occur together, 

given that acne patients often have increased sebum produc-
tion and follicular hyperkeratinization resulting in occlu-
sion, and acne is often treated with antibiotics. But while 
Pityrosporum folliculitis, which is caused by naturally-
occurring yeast, appears similar in presentation to acne, 
there are important diff erences.   

“Pityrosporum folliculitis usually presents as mono-
morphic keratosis pilaris-like fi ne papules and pustules. 
And it’s often pruritic. It’s often located on the upper fore-
head, extending into the hairline and the upper back,” Dr. 
Prindaville said.

Acne, on the other hand, isn’t usually pruritic. It typi-
cally presents as polymorphic lesions with open and closed 
comedones, infl ammatory papules and pustules, as well as 
nodules and cysts, the authors write. Acne might appear 
in similar areas as Pityrosporum folliculitis, including on 
the forehead leading up to the hairline and occurring on 
the upper back.

WHAT THE REVIEW REVEALED

Dr. Prindaville and colleagues did a retrospective chart 
review of 110 Pityrosporum folliculitis patients (up to 21 
years of age) who were seen in the dermatology depart-
ment at the University of Massachusetts. More than 75% 
had acne that was treated with antibiotics and of those, 
65% reported pruritus. 

“Pityrosporum folliculitis was almost always described as 
numerous 1- to 2-mm monomorphic  papules and pustules 
and often described as keratosis pilaris-like,” they write.

Fewer than one-fi fth of patients studied had associ-
ated seborrheic dermatitis or tinea versicolor, although 
the authors write that the Malassezia yeasts that cause Pit-
yrosporum folliculitis are also implicated in folliculitis, 
seborrheic dermatitis and tinea versicolor.

The forehead, often extending into the hairline, and 
upper back were the most common areas aff ected by Pit-
yrosporum folliculitis.

While most of the patients in the study were white 
females, the authors note Pityrosporum folliculitis likely 
aff ects males and females, as well as all races similarly. Dr. 
Prindaville says the higher incidence of the skin condition 
among white females in this study could be due to a refer-
ral bias, rather than a true association. 

“Females tend to be more bothered by their acne,” she says.
Pityrosporum folliculitis was more common after anti-

biotic use. More than 75% of the patients indicated they 
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Antibiotic treatment in acne 

may do more harm than good.

This common bacterial infection is often mistaken for acne
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The reason it’s important to distinguish 
Pityrosporum folliculitis is that antibiotics used 
for acne actually make this worse. And azole 
antifungals make it better. So, the treatment 
is different.”
Brea Prindaville, M.D., Warren Alpert Medical School, Brown University

Dr. Brea Prindaville
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Rx Only

OTEZLA® (apremilast) tablets, for oral use
The following is a Brief Summary; refer to Full Prescribing Information for 
complete product information.

INDICATIONS AND USAGE
OTEZLA® (apremilast) is indicated for the treatment of patients with moderate to 
severe plaque psoriasis who are candidates for phototherapy or systemic therapy.

CONTRAINDICATIONS
OTEZLA is contraindicated in patients with a known hypersensitivity to apremilast or 
to any of the excipients in the formulation [see Adverse Reactions (6.1)].

WARNINGS AND PRECAUTIONS
Diarrhea, Nausea, and Vomiting: There have been postmarketing reports of 
severe diarrhea, nausea, and vomiting associated with the use of OTEZLA. Most 
events occurred within the first few weeks of treatment. In some cases patients were 
hospitalized. Patients 65 years of age or older and patients taking medications that 
can lead to volume depletion or hypotension may be at a higher risk of complications 
from severe diarrhea, nausea, or vomiting. Monitor patients who are more 
susceptible to complications of diarrhea or vomiting. Patients who reduced dosage 
or discontinued OTEZLA generally improved quickly. Consider OTEZLA dose 
reduction or suspension if patients develop severe diarrhea, nausea, or vomiting.

Depression: Treatment with OTEZLA is associated with an increase in adverse 
reactions of depression. Before using OTEZLA in patients with a history of 
depression and/or suicidal thoughts or behavior prescribers should carefully weigh 
the risks and benefits of treatment with OTEZLA in such patients. Patients, their 
caregivers, and families should be advised of the need to be alert for the emergence 
or worsening of depression, suicidal thoughts or other mood changes, and if such 
changes occur to contact their healthcare provider. Prescribers should carefully 
evaluate the risks and benefits of continuing treatment with OTEZLA if such events 
occur. During the 0 to 16 week placebo-controlled period of the 3 controlled clinical 
trials, 1.3% (12/920) of patients treated with OTEZLA reported depression compared 
to 0.4% (2/506) treated with placebo. During the clinical trials, 0.1% (1/1308) of 
patients treated with OTEZLA discontinued treatment due to depression compared 
with none in placebo-treated patients (0/506). Depression was reported as serious in 
0.1% (1/1308) of patients exposed to OTEZLA, compared to none in placebo-treated 
patients (0/506). Instances of suicidal behavior have been observed in 0.1% (1/1308) 
of patients while receiving OTEZLA, compared to 0.2% (1/506) in placebo-treated 
patients. In the clinical trials, one patient treated with OTEZLA attempted suicide 
while one who received placebo committed suicide.

Weight Decrease: During the controlled period of the trials in psoriasis, weight 
decrease between 5%-10% of body weight occurred in 12% (96/784) of patients 
treated with OTEZLA compared to 5% (19/382) treated with placebo. Weight 
GHFUHDVH�RI������RI�ERG\�ZHLJKW�RFFXUUHG�LQ�������������RI�SDWLHQWV�WUHDWHG�ZLWK�
OTEZLA 30 mg twice daily compared to 1% (3/382) patients treated with placebo. 
Patients treated with OTEZLA should have their weight monitored regularly. If 
unexplained or clinically significant weight loss occurs, weight loss should be 
evaluated, and discontinuation of OTEZLA should be considered.

Drug Interactions: Co-administration of strong cytochrome P450 enzyme inducer, 
rifampin, resulted in a reduction of systemic exposure of apremilast, which may 
result in a loss of efficacy of OTEZLA. Therefore, the use of cytochrome P450 
enzyme inducers (e.g., rifampin, phenobarbital, carbamazepine, phenytoin) with 
OTEZLA is not recommended [see Drug Interactions (7.1) and Clinical 
Pharmacology (12.3)].

ADVERSE REACTIONS
Clinical Trials Experience in Psoriasis: Because clinical trials are conducted 
under widely varying conditions, adverse reaction rates observed in the clinical trial 
of a drug cannot be directly compared to rates in the clinical trials of another drug 
and may not reflect the rates observed in clinical practice. Diarrhea, nausea, and 
upper respiratory tract infection were the most commonly reported adverse 
reactions. The most common adverse reactions leading to discontinuation for 
patients taking OTEZLA were nausea (1.6%), diarrhea (1.0%), and headache 
(0.8%). The proportion of patients with psoriasis who discontinued treatment due to 
any adverse reaction was 6.1% for patients treated with OTEZLA 30 mg twice daily 
and 4.1% for placebo-treated patients.

7DEOH����$GYHUVH�5HDFWLRQV�5HSRUWHG�LQ�����RI�3DWLHQWV�RQ�27(=/$�DQG�:LWK
Greater Frequency Than in Patients on Placebo; up to Day 112 (Week 16)

Preferred Term
Placebo 
(N=506) 

n (%)

OTEZLA 30 mg BID 
(N=920)

n (%)

Diarrhea 32 (6) 160 (17) 

Nausea 35 (7) 
(7)(7)

155 (17) 
((17)Upper respiratory tract infection 31 (6)

(6)
84 (9)

Tension headache 21 (4) 
(4)

75 (8)

Headache 19 (4) 
((4)

55 (6)

Abdominal pain* 11 (2) 
(2)

39 (4)

Vomiting 8 (2) 35 (4)

Fatigue 9 (2) 29 (3)

Decrease appetite 5 (1) 26 (3)

Insomnia 4 (1) 21 (2)

Back pain 4 (1) 20 (2)

Migraine 5 (1) 19 (2)

Frequent bowel movements 1 (0) 17 (2)

Depression 2 (0) 12 (1)

Bronchitis 2 (0) 12 (1)

Tooth abscess 0 (0) 10 (1)

Folliculitis 0 (0) 9 (1)

Sinus headache 0 (0) 9 (1)

*Two subjects treated with OTEZLA experienced serious adverse reaction of 
abdominal pain.

Severe worsening of psoriasis (rebound) occurred in 0.3% (4/1184) patients 
following discontinuation of treatment with OTEZLA (apremilast).

DRUG INTERACTIONS
Strong CYP 450 Inducers: Apremilast exposure is decreased when OTEZLA is 
co-administered with strong CYP450 inducers (such as rifampin) and may result in 
loss of efficacy [see Warnings and Precautions (5.3) and Clinical Pharmacology 
(12.3)].

USE IN SPECIFIC POPULATIONS
Pregnancy: Pregnancy Category C: OTEZLA should be used during pregnancy only 
if the potential benefit justifies the potential risk to the fetus. Pregnancy Exposure 
Registry: There is a pregnancy exposure registry that monitors pregnancy outcomes 
in women exposed to OTEZLA during pregnancy. Information about the registry can
be obtained by calling 1-877-311-8972. Nursing Mothers: It is not known whether 
OTEZLA or its metabolites are present in human milk. Because many drugs are 
present in human milk, caution should be exercised when OTEZLA is administered to 
a nursing woman. Pediatric use: The safety and effectiveness of OTEZLA in 
pediatric patients less than 18 years of age have not been established. Geriatric 
use: Of the 1257 patients who enrolled in two placebo-controlled psoriasis trials 
(PSOR 1 and PSOR 2), a total of 108 psoriasis patients were 65 years of age and 
older, including 9 patients who were 75 years of age and older. No overall differences 
were observeG�LQ�WKH�HIILFDF\�DQG�VDIHW\�LQ�HOGHUO\�SDWLHQWV�����\HDUV�RI�DJH�DQG�
younger adult patients <65 years of age in the clinical trials. Renal Impairment: 
Apremilast pharmacokinetics were characterized in subjects with mild, moderate, and 
severe renal impairment as defined by a creatinine clearance of 60-89, 30-59, and 
less than 30 mL per minute, respectively, by the Cockcroft–Gault equation. While no 
dose adjustment is needed in patients with mild or moderate renal impairment, the 
dose of OTEZLA should be reduced to 30 mg once daily in patients with severe renal 
impairment [see Dosage and Administration (2.2) and Clinical Pharmacology (12.3)]. 
Hepatic Impairment: Apremilast pharmacokinetics were characterized in patients with 
moderate (Child Pugh B) and severe (Child Pugh C) hepatic impairment. No dose 
adjustment is necessary in these patients.

OVERDOSAGE
In case of overdose, patients should seek immediate medical help. Patients 
should be managed by symptomatic and supportive care should there be an 
overdose.

Manufactured for: Celgene Corporation, Summit, NJ 07901
OTEZLA® is a registered trademark of Celgene Corporation. 
Pat. http://www.celgene.com/therapies
©2014-2017 Celgene Corporation, All Rights Reserved.

Based on APRPI.006 OTZ_PsO_HCP_BSv.006 06_2017

https://www.otezla.com/


27
DermatologyTimes®

JULY 2018 clinical
PITYROSPORUM  FOLLICULITIS          Eosinophilic Fasciitis  28          Chemical Peels  31          Antibiotics  32          Eosinophilic Esophagitis  35

were treated with antibiotics for persistent acne, 
with more than half of those being prescribed 
oral antibiotics. 

Only three of the Pityrosporum folliculitis 
patients studied had never had acne vulgaris, 
according to the authors.

And they found Pityrosporum folliculitis was 
quite common. Almost 5% of the 2,368 acne 
patient charts they reviewed indicated patients 
had Pityrosporum folliculitis at some point dur-
ing their acne course, Dr. Prindaville said.

TREATING PITYROSPORUM FOLLICULITIS

Dr. Prindaville and her colleagues have had a 
good success treating Pityrosporum folliculitis 
with topical ketoconazole shampoo 2%, which 
is applied or 5-10 minutes every other day. 

“Sometimes if it’s severe, you need to com-
bine that with oral [azole antifungal therapy]. But 

most people respond to the topical,” she says. 
Three-quarters of the patients studied were 

treated with topical ketoconazole shampoo, 
which improved or resolved the condition for 
most. Patients with more severe disease bene-
fi ted from either oral fl uconazole and ketocon-
azole. Doctors prescribed from 100 mg daily for 
one week to 200 mg daily for three weeks of fl u-
conazole. Dermatologists instructed patients to 
use ketoconazole 2% wash after oral therapy to 
prevent recurrence. In some cases, they used 
the wash alone at least until the follow up visit 
in two to three months. 

About half of patients were free of Pityrospo-
rum folliculitis within one to two follow-up vis-
its. In fact, 100% of patients treated with each of 
these regimens improved: oral fl uconazole, keto-
conazole 2% shampoo used as a wash, ketocon-
azole 2% cream, ketoconazole 2% shampoo and 

cram or sulfur wash. But nine of the 12 patients 
treated with oral ketoconazole did not improve. 
The authors note oral ketoconazole hasn’t been an 
appropriate option for these patients since 2013, 
when the FDA strongly cautioned against using 
oral ketoconazole for superfi cial fungal infec-
tions because of risk of liver or adrenal injury.  

While studies have suggested patients with Pit-
yrosporum folliculitis need oral therapy, this paper 
shows that’s not necessarily the case, and most 
patients improve or clear with topical options. e
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}Antibiotics best for Pityrosporum folliculitis, not necessarily acne FROM PAGE 22

~Antibiotics used to treat acne can make Pityrosporum folliculitis worse. 
Photo courtesy of Brea Prindaville, M.D.

~Unlike acne, Pityrosporum folliculitis can be pruritic.
Photo courtesy of Brea Prindaville, M.D..

“ Sometimes if it’s severe, you need to combine topical           

ketoconazole with oral azole antifungal therapy. But most people      

respond to the topical.”

Brea Prindaville, M.D., Warren Alpert Medical School, Brown University

ANTIBIOTIC USE IN ACNE: With a better understanding of the pathophysiology of acne comes the recommendation to avoid 
the use of antibiotics in treatment when possible. Read more on page 32 
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Eosinophilic fasci-

itis is diagnosed for 

patients who meet 

key criteria.

Key criteria include 

symmetrical 

plate-like sclerot-

ic lesions on the 

limbs.

Biopsies should 

reach the fascia.

Considerations for diagnosing 
eosinophilic fasciitis

E
osinophilic fasciitis is a rare 
condition for which there are 
no established diagnostic cri-
teria or clinical guidelines for 

its management. 
The condition has an unclear etiol-

ogy and pathophysiology meaning it is 
diffi  cult to diagnose as patients present 
with variable symptoms.

Dermatologists in Japan reviewed the 
latest available evidence to draft a set of 
diagnostic criteria and severity classi-
fi cation for the condition and a clinical 
guideline for its management. They also 
highlight specifi c problems and issues 
dermatologists treating the condition 
should be aware of.i

Whitney High, M.D., director,  Der-
matology Clinic and Dermatopathology, 
University of Colorado, Denver, says that 
around 30 years ago there were a spate of 
cases of eosinophilic fasciitis linked to a 
contaminated batch of tryptophan sup-
plements manufactured in Japan, which 
may have been why the Japanese group 
decided to develop a guideline on the 
rare condition.

The guideline says that a defi nitive 
diagnosis of eosinophilic fasciitis can 
be made if the patient has the major cri-
terion — a symmetrical plate-like scle-
rotic lesions present on the limbs, the 
condition lacks Raynaud’s phenomenon 

and systemic sclerosis can be excluded 
— plus at least one of two minor crite-
ria. The minor criteria are:  histology of 
a skin biopsy that incorporates the fas-
cia shows fi brosis of the subcutaneous 
connective tissue, with thickening of the 
fascia and cellular infi ltration of eosin-
ophils and monocytes; and/or thicken-
ing of the fascia is seen using imaging 
tests such as magnetic resonance imag-
ing (MRI).

It also points out that peripheral 
eosinophilia is present in approximately 
63–86% of cases, serum immunoglobu-
lin G levels are elevated in approximately 
3–72%, accelerated erythrocyte sedi-
mentation rate is seen in approximately 
29–80%, and elevated serum aldolase 
levels in approximately 60% of cases. 
Furthermore the guideline adds that 
on skin biopsy, eosinophil infi ltration 
is seen in 65–80% of cases, epidermal 
atrophy in 16%, increase of thickened 
collagen bundles in 40–70%, thickening 
of fat septum in more than half and fas-
cia thickening in almost all. And it says 
that when the biopsy is taken it should 
include the fascia. 

“It’s very important that the biopsy 
is a big excisional biopsy right down to 
the fascia, which is just above the mus-
cle surface. It can’t be a little tiny punch 
or shave biopsy,” he says.

The guideline also highlights some 
patient characteristics that should raise 
suspicion of eosinophilic fasciitis. 

For example, roughly half of patients 
present with an “orange peel-like appear-
ance” that is caused by swelling and puck-
ering of the aff ected skin, and “groove 
sign,” which is a depression along the 
course of the superfi cial veins, which 
is more pronounced on elevation of the 
aff ected limb. The epidermis and upper 
layer of the dermis may be less aff ected 
by the fi brosis of this disease and more 
mobile than the deep dermis and peri-
vascular area, so the superfi cial layers 
of the vessels are pulled inwards when 
the blood fl ow decreases in the periph-
eral blood vessels, creating the charac-
teristic indentation.

Around 30–46% of patients with eosin-
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Without a clear etiology and pathology, eosinophilic 
fasciitis can be a diffi cult diagnosis as patients present 
with variable symptoms. “It’s very important that the 
biopsy is a big excisional biopsy right down to the fascia, 
which is just above the muscle surface. It can’t be a 
little tiny punch or shave biopsy.”
Whitney High, M.D., director, Dermatology Clinic and Dermatophathology, University of Colorado, Denver

}  Symmetrical plate-like 
sclerotic lesions on the 
limbs.

}  It presents without Rayn-
aud’s phenomenon.

}  Systemic sclerosis can be 
excluded.

}  The diagnosis must 
include at least one of 
two minor criteria:  Histol-
ogy of a skin biopsy that 
incorporates the fascia 
shows fi brosis of the sub-
cutaneous connective tis-
sue with thickening of the 
fascia and cellular infi l-
tration of eosinophils and 
monocytes; and/or thick-
ening of the fascia is seen 
using imaging tests such 
as magnetic resonance 
imaging.



Superfi cial chemical 

peels have a low 

complication rate 

in skin types III to VI.

When complications 

occur, they are most 

often crusting and 

hyperpigmentation.

75% of patients said 

peel had a positive 

effect. 18 treatments 

were associated 

with side effects.

Complications low with 
chemical peels in darker skin

S
uperfi cial chemical peels have 
a relatively low complication 
rate in patients with darker skin 
types when performed appro-

priately, a study published in Journal 
of the American Academy of Dermatol-
ogy has found.

While chemical peels have been shown 
to be eff ective for treating acne, photo-
aging and pigmentary dyschromias, few 
studies have evaluated the occurrence 
of side eff ects, particularly in patients 
with darker skin. Researchers in Bos-
ton undertook a retrospective analysis 
to determine the frequency and range of 
side eff ects following the use of a range of 
chemical peels for diff erent conditions 
in this patient group.

They reviewed consecutive adult 
patients with skin types III to VI who 
received a chemical peel of the face, upper 
extremities, hands, axillae, back, abdo-
men, buttocks or lower extremities for 
melasma, post-inf lammatory hyper-
pigmentation (PIH), acne, acanthosis, 
lentigines or photoaging from August 
2012 through March 2017. The chemi-
cal peels applied included 35-70% gly-
colic acid (GA), 88% lactic acid (LA), 
40% mandelic acid (MA), 10-30% sal-
icylic acid (SA) and 15% tricholorace-
tic acid (TCA). Some patients received 
combination peels which involved lay-
ering of two diff erent acids. 

All peels were undertaken by a single 
dermatologist at Boston Medical Center, 
and before the acid was applied the skin 
was prepared with Neutrogena Ultra Gen-
tle foaming cleanser and 70% isopropyl 
alcohol to remove all debris. Approxi-
mately 2.5mL of acid was applied with 

fi rm pressure to the skin using a cotton 
gauze, and any open lesions were avoided. 
A portable fan was used to help cool the 
skin and reduce any burning sensation. 

For all single agent peels with gly-
colic acid (n=199, 42.1%), lactic acid 
(n=7, n=1.5%) or mandelic acid (n=42, 
8.9%), and all combination peels with 
glycolic acid, lactic acid or mandelic 
acid (n=175, 37.0%), sodium bicarbon-
ate was applied to the aff ected area after 
two to twelve minutes to neutralize the 
acid. The time varied according to the 
patient’s tolerance of the chemical peel; 
if patients developed intolerable burning 
at any point during the procedure, the 
acid was immediately neutralized and/
or removed.

Repeat peels were performed no sooner 
than two weeks later, and the strength of 
the acid used and/or the contact time was 
increased in patients who had tolerated 
the chemical agent with no side eff ects 
during the initial peel and had shown 
some improvement in their condition. 

Iced cotton gauze was used to remove 
all peeling agents, and this was left on 
the treated area for several minutes and 
then triamcinolone .025% cream or oint-
ment was applied to reduce infl amma-
tion; the cream was used for patient who 
had acneiform lesions in the treated area, 
and the ointment for all other patients. 

Patients were provided with Neutro-
gena Ultra Gentle cleanser and instructed 
to use it daily on the treated area. They 
were told to avoid harsh skin treatments 
and avoid sunlight for 48 hours after the 
peel, and after that to apply a sunscreen 
with sun protection factor (SPF) 30+ 
before any sun exposure. 

In total, 473 chemical peel treat-
ments were performed on 132 patients 
with skin types ranging from III to VI; of 
which 198 were given for melasma, 129 
for PIH, 10 for acne, 98 for more than 
one diagnosis, and 37 for other indica-
tions. Most of the treatments were per-
formed on women (82%) and to the face 
(80.1%).  The majority of patients had 
a single agent peel (n=296; 62.6%), and 
the most common was 35% glycolic acid 
(n=89, 18.8%).

Three quarters of patients (75.5%) 
reported that the peel had a positive 
impact on their skin condition, and 
only 18 treatments (3.8%) were associ-
ated with side eff ects and these had a 
median duration of 4.5 weeks. 

Lead author Shalini Vemula, M.D., 
of  the University School of Medicine, 
Boston, said: “Overall, superfi cial chem-
ical peels have a relatively low complica-
tion rate in darker skin types. However, 
people with darker skin (Fitzpatrick skin 
type VI) are more likely to experience 
side eff ects when exposed to chemical 
peels. The most common side eff ects are 
crusting and hyperpigmentation.” 

The study found that the most fre-
quent complications were prolonged 
crust (2.3%), PIH (1.9%) and erythema 
(1.9%). Blistering and post-infl amma-
tory hypopigmentation each occurred 
in one patient (0.2% each), and no treat-
ments resulted in folliculitis or exacer-
bation of the patients’ existing dermato-
logic conditions. Patients with skin type 
VI had signifi cantly higher odds of side 
eff ects (OR, 5.14; 95% confi dence inter-
val [CI], 1.21-21.8; P=0.0118).
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Acne is not a bac-

terial infection 

requiring antibiotic 

treatment.

Majority of derma-

tologists still pre-

scribe antibiotics 

for acne treatment.

Antibiotic use  

should be avoided 

when possible.
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Avoid antibiotics for acne 
treatment when possible

Y
ears ago, antibiotics started to 
be used to treat acne because 
it was thought that the con-
dition was an infectious dis-

ease, Hilary E. Baldwin, M.D., of  Rutgers 
Robert Wood Johnson Medical School, 
Newark, New Jersey. However, it is now 
realized that while Propionibacterium
(P) acnes is implicated in the pathophys-
iology of the condition by producing an 
infl ammatory cascade, acne is not the 
result of a bacterial infection because all 
adults have P. acnes in follicles and the 
severity of acne does not correlate with 
P. acnes counts.

And, it’s not that antibiotics don’t 
work, she concedes. “Sometimes we 
can’t make people better without them. 
The point is, we need to try to avoid them 
whenever possible.”

Rising antimicrobial resistance and 
a dearth of new antibiotics means that 
the  use of antibiotics need to be avoided 
whenever possible throughout health-
care and in veterinary practice, but the 
majority of dermatologists treating acne  
still embrace the antibiotic stewardship 
agenda, said Dr. Baldwin who also serves 
as medical director of  The Acne Treat-
ment and Research Center in Morris-
town, N.J. She addressed the issue of 
antibiotic use for acne treatment at the  
Skin of Color Seminar Series held in May 
in New York.  

Dermatologists make up less than 1% 
of U.S. physicians, but they write 5% of 
all scrips for oral antibiotics. “In my expe-
rience, perhaps less than 50% [of derma-
tologists] have bought into the concept 
that they are part of the problem, so it’s 
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“Dermatologists make up less than 1% of U.S. 
physicians, but they write 5% of all scrips for oral 
antibiotics. “In my experience perhaps less than 
50% [of dermatologists] have bought into the 
concept that they are part of the problem.”

Hilary E. Baldwin, M.D.
Rutgers Robert Wood Johnson Medical School, Newark, New Jersey

ANTIBIOTIC TREATMENT FOR ACNE CONSIDERATIONS

}  Antibiotics may do more harm than good in acne treatment by 
killing good bacteria.

}  P. acnes produces an infl ammatory cascade, but acne is not the 
result of a bacterial infection.

}  Still, some patients may benefi t from antibiotic treatment.

}  Adopt an exit strategy before prescribing antibiotics.

}  Oral and topical antibiotics should always be combined with ben-
zoyl peroxide.

}  Every acne patient should be using a topical retinoid to unclog folli-
cles and reduce pre-pimples.

}  Topical erythromycin should be avoided completely for acne 
treatment.

}  If patients cannot be weaned off of antibiotics, they should be 
switched to delayed release doxycycline.

}  Products in the pipeline that could be used in place of existing anti-
biotics:  topical minocycline gel and sarecycline (an oral antibiotic 
with a more narrow spectrum associated with less risk).



http://ortho-dermatologics.com/
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“All side eff ects occurred in patients that had 
a chemical peel on their face for an underlying 
pigmentary disorder, such as melasma or post-
infl ammatory hyperpigmentation. None of the 
patients who had a chemical peel with 40% man-
delic acid had side eff ects,” Vemula added.

Adverse events were most frequently reported 
with lactic acid (14.3%), followed by glycolic acid 
35% (6.48%), and salicylic acid 20% (5.17%). Side 
eff ects were less likely when peels performed in 
the winter; by season, side eff ects were mot fre-
quent in the spring (n=8, 6.0%), followed by fall 
(n=5, 4.6%), then summer (n=4, 3.8%) and win-
ter (n=1, 0.8%).

Asked how dermatologists can minimize the 
risk of side eff ects when performing chemical 
peels in patients with skin of color, senior author 
Neelam A. Vashi, M.D., of director of the Bos-
ton University Center of Ethnic Skin and the-
Boston University Cosmetic and Laser Center 
said: “It is important to cleanse the skin thor-
oughly prior to application of the chemical peel 
and to apply the same amount of pressure to the 
entire face while applying the peel. In addition, 
iced gauze and low to medium potency topical 
steroids immediately after a chemical peel can 
be helpful in minimizing the risk of potential 
side eff ects. 

“It is also important to provide patients with 
strict aftercare instructions, including cleansing 
with a gentle cleanser, avoiding harsh skin treat-
ments and avoiding sun exposure in the days fol-
lowing a chemical peel.”

Vashi added: “When dermatologists perform 
chemical peels in a standardized manner, super-
fi cial chemical peels have a relatively low compli-
cation rate in skin of color patients.” e
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still an uphill climb to really convince people 
that although antibiotics make people better in 
the long run, they are doing us a harm,” she says.

These dermatologists are not thinking about 
antimicrobial resistance, or they presume there 
is another antibiotic just around the corner, she 
believes, particularly the older generation who 
were used to a new antibiotic every year when 
they fi rst started practice. But the truth is, there 
hasn’t been a new antibiotic for acne since dap-
tomycin was launched in the late 1980s.

USING ANTIBIOTICS

Topical erythromycin should be avoided com-
pletely for the treatment of acne, Dr. Baldwin 
emphasizes, “Topical erythromycins no longer 
works in the United States, because P.  acnes has 
become so resistant to it, and when you use top-
ical erythromycins it does not treat acne. All it 
does is increase the resistance of all the bacteria 
that happened to be sitting on the skin.”

Topical clindamycin loses eff ectiveness after 
about two months unless it is combined with 
benzoyl peroxide, she explains. “Benzoyl perox-
ide reduces the development of resistant organ-
isms when used in conjunction with either top-
ical or oral antibiotics, so if you are going to use 
clindamycin, in my opinion, it ought to be in the 
tube along with the benzoyl peroxide.” 

In fact, every time an oral or topical antibi-
otic is prescribed, it should be combined with 
benzoyl peroxide, she says. “Every single time, 
without fail.”  

But as patients don’t like benzoyl peroxide 

because it bleaches fabric, dermatologists don’t 
recommend it because they don’t want to be faced 
with patients annoyed that their sheets and pil-
lowcases have become stained, she says. 

“You have to take the extra eff ort to educate 
the patients so that they are using this very impor-
tant product,” she says. 

Regardless of what other treatments they are 
receiving, every acne patient should be using a 
retinoid, Dr. Baldwin adds. “A lot of non-derma-
tologists try to treat acne without the topical ret-
inoids and it just doesn’t work. Everybody needs 
to be treated with a topical retinoid to unclog the 
follicles and to reduce the pre-pimples.”

The biggest problem with antibiotics, if they 
work, is that patients are being left on them for 
years she explains. “Patients don’t want to come off  
them, so it is our responsibility to insist on it and 
of course people don’t want to do that because it 
takes a lot of time, it takes a lot of medication and 
the patients are not happy, they want to stay on 
it, because it works so well,” Dr. Baldwin says.

COMING OFF ANTIBIOTICS 

When it is necessary to off er antibiotics, derma-
tologists need to ensure they put an exit strategy 
in place by informing the patient that they will 
be on antibiotics only for the short term. Tell 
them: “You are only going to be on this for two 
months, at the end of two months I am going to 
take you off  this, period, and the topical medi-
cation that I give you is what is going to stop you 
from relapsing,” Dr. Baldwin states. “Never ever 
should a patient just be on an oral antibiotic. At 

the very least they have to have benzoyl perox-
ide and they have to use a retinoid,” she says.

“There are a lot of patients out there who real-
ize that pills are a lot easier than creams. Then 
the day comes that I stop the oral antibiotics 
and it takes a month or two for the topicals to 
work so they fl are. If they’ve been used to topi-
cals all along, they will be able to come off  their 
antibiotics.”

If patients really can’t come off  antibiotics, they 
may be able to be downgraded from an antibi-
otic dose to the anti-infl ammatory dose of dox-
ycycline (40 mg delayed release doxycycline), 
she suggests.

OTHER OPTIONS

Dermatologists should utilize everything they 
can in their medication toolbox to avoid using 
antibiotics, Dr. Baldwin says. 

For women, she suggests trying spironolac-
tone and oral contraceptives. However, spirono-
lactone has antiandrogen eff ects, so she recom-
mends early use of isotretinoin. 

Products in the pipeline that could be used 
instead of existing antibiotics, include topical 
minocycline gel and sarecycline, which is an 
oral antibiotic with a more narrow spectrum 
that does not kill as many organisms in the gut 
so may be less of risk in terms of raising antimi-
crobial resistance. 

Two other drugs which had appeared promis-
ing – a topical sebum inhibitor and a nitric oxide 
gel – did not perform well in phase three trials, 
she says. e

Pityrosporum Folliculitis  22          Eosinophilic Fasciitis  28          CHEMICAL PEELS          ANTIBIOTICS FOR ACNE          Eosinophilic Esophagitis  35

} Chemical peels get a passable grade for skin of color patients  FROM PAGE 31

} Antibiotics: Devise an exit strategy before prescribing for acne treatment FROM PAGE 32



35
DermatologyTimes®

JULY 2018 clinical
Pityrosporum Folliculitis  22          EOSINOPHILC FASCIITIS          Chemical Peels  31          Antibiotics  32          EOSINOPHILIC ESOPHAGITIS  

ophilic fasciitis have engaged in harsh exercise 
and work or have a history of trauma, including 
bruising, immediately before the onset. Dr. High 
says that in adults eosinophilic fasciitis appears 
more common in those aged under 50 than above, 
and that the condition can begin suddenly after 
strenuous exertion, for example after embark-
ing on a new exercise routine or enrolling in the 
military. 

Eosinophilic fasciitis is like dermatomyosi-
tis, Dr. High explains, which is diffi  cult to diag-
nose because there isn’t one reliable thing that is 
always present. “Even heliotrope rash, which is 
the red rash above the eyelids, is only present in 
80% of patients [with dermatomyositis] so you 
have to keep an open mind.”

His Denver clinic, which serves an area of 
around 1.5 million people, sees around two cases 
of eosinophilic fasciitis per year and he says that 
the guideline outlined how they would handle it, 
so it was useful to have in a written form.

However, while the guideline labels many of 
its approaches and criteria as “strongly recom-
mended,” it qualifi es that there is “almost no con-
viction about the estimated eff ect,” highlighting 

the lack of fi rm evidence to support many of the 
diagnostic criteria and treatment approaches in 
use and endorsed.

The proposed treatment algorithm for eosin-
ophilic fasciitis is brief – eff ectively it says try 
systemic corticosteroids if they are ineff ective 
try another treatment. Other treatment options 
include: immunosuppressants such as methotrex-
ate, mycophenolate mofetil, cyclosporin, azathio-
prine and cyclophosphamide; phototherapy; and 
rehabilitation for improving limb contractures. 

Some reports have found that dapsone, keto-
tifen, cimetidine, infl iximab, chloroquine and 
hydroxychloroquine have therapeutic eff ects on 
eosinophilic fasciitis, and these drugs have been 
proposed as adjuvant therapy options for refrac-
tory cases. And in some patients the disease may 
resolve spontaneously, the guideline says. e
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The atopic march strides 
toward eosinophilic esophagitis
WAYNE KUZNAR | Staff  Correspondent

E
czema, food allergy, and asthma inde-
pendently and cumulatively increase 
the risk for eosinophilic esophagitis, 
show fi ndings presented at the 2018 

American Academy of Allergy, Asthma and 
Immunology and World Allergy Organization 
Joint Congress in Orlando.

The fi ndings  suggests that eosinophilic esoph-
agitis falls into the pattern of atopic march, but 
much later in the progression. The atopic march 
describes how patients with early atopic derma-
titis eventually progress to IgE-mediated food 
allergy, asthma, and allergic rhinitis.

Using a case-control design with propensity 
score matching, researchers at Children’s Hos-
pital of Philadelphia examined the relationship 

between eosinophilic esophagitis and the atopic 
march in a cohort of 130,457 children who entered 
the study before age two.

A total of 139 children developed eosinophilic 
esophagitis during the observation period, for 
a prevalence 0.11%. The peak age of develop-
ing eosinophilic esophagitis was 2.7 years, com-
pared with 0.4 years for the development of atopic 
dermatitis, one year for the development of  food 
allergy, and 4.1 years for the development of aller-
gic rhinitis. Risk factors for eosinophilic esoph-
agitis were male gender.

 Independently, atopic dermatitis increased 
the risk of EoE by 2.7-fold, food allergy increased 
this risk by 8.9 times, and allergic rhinitis more 
than doubled it. The presence of eosinophilic 

esophagitis signifi cantly increased the risk of 
subsequent allergic rhinitis by almost four-fold.

“The cumulative risk of eosinophilic esoph-
agitis also went up with each subsequent atopic, 
or allergic, disease,” said study co-author author 
Jonathan M. Spergel, M.D., Ph.D., in a prepared 
statement. With one atopic condition, the risk of 
subsequent eosinophilic esophagitis increased 
by a factor of four; with two conditions, the risk 
of eosinophilic esophagitis increased by 6.5 
times; with three conditions, risk increased by 
nearly 10-fold, and with four conditions, this 
risk increased by 12 times. e
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SYMPTOMS AND INDICATORS

}  Peripheral eosinophilia:  63–86% of 
cases

}  Elevated serum immunoglobulin G 
levels: 3–72% of cases

}  Accelerated erythrocyte sedimen-
tation rate:  29–80% of cases

}  Elevated serum aldolase levels:  
60% of cases

}  Epidermal atrophy:  16% of cases

}  Increase of thickened collagen 
bundles:  40–70% of cases

}  Thickening of fat septum in more 
than half and fascia thickening in 
almost all.

}  Heliotrope rash:  80% of cases

}  Presence of orange peel-like 
appearance:  50% of cases

}  Presence of swelling and pucker-
ing of affected skin

}  Eosinophil infi ltration seen in skin 
biopsy:  65–80% of cases
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Laser surgery litigation trend

T
here is increasing patient injury and legal action 
from cutaneous laser surgery, particularly when 
performed by non-physicians and especially 
when performed outside of traditional med-

ical settings such as medical spas, according to a study.
“In fact, non-physician operators account for the major-

ity of cases of legal action,” says principal study author 
Saami Khalifi an, M.D., dermatology fellow, Massachu-
setts General Hospital. He presented fi ndings earlier this 
year at the annual conference of the American Society for 
Laser Medicine and Surgery (ASLMS) in Dallas.

The study, which culled data from a sin-
gle online legal database, WestlawNext (now 
renamed Thomson Reuters Westlaw), from 
2012 to 2017, is consistent with the results 
of previous research by Dr. Khalifi an and 
his colleagues about trends in litigation for 

cutaneous laser surgery from 1985 to 2012.
“Since about 2008 there has been an increasing trend 

in a higher proportion of cases being performed by physi-
cian extenders and non-physician operators,” Dr. Khali-
fi an tells Dermatology Times. “Despite physicians acting 
as supervisors and not as the actual laser operator, they 
are named as defendants in legal claims.” 

Laser rejuvenation recently edged out laser hair removal 
as the most litigated laser procedure, encompassing frac-
tionated and non-fractionated, ablative and nonablative 
resurfacing, and intense pulsed light (IPL).

“The laser rejuvenation modalities, particularly the abla-
tive resurfacing lasers, are associated with potentially more 
risk and require more skill to perform safely and correctly,” 
he said. “The caveat, though, is that laser rejuvenation is 
an umbrella term that includes several diff erent types of 
laser procedures, whereas laser hair removal is just one 
type of procedure. The current study found 15 litigated 
cases for rejuvenation and 14 cases for hair removal. But if 

you separated rejuvenation into individual procedures, I 
suspect you would fi nd that hair removal is still the num-
ber one 1 litigated procedure.”

For cutaneous laser surgery in general, cases performed 
by non-physicians were most likely to result in legal action, 
regardless of the supervising physician’s subspecialty. In 
the current study, 66 percent of all legal suits occurred 
when non-physician operators performed the surgery. 

 “Cases involving medical spas uniformly had unsuper-
vised non-physician operators in non-medical offi  ce set-
tings and therefore had one of the highest litigation rates 
and number of cases,” Dr. Khalifi an said. “What is inter-
esting about these fi ndings, however, is that medical spas 
that are run by non-physicians are also less likely to have 
medical liability insurance to satisfy a potential malprac-
tice claim and hence, would be less likely to be pursued 
by a plaintiff ’s attorney.”

The number of patient injuries at a medspa is likely 
underrepresented due to the lack of malpractice insurance. 

In 22 percent of identifi ed claims, physicians were alleged 
to have caused patient injury. Dermatologists and plastic 
surgeons each represented about 6 percent of these over-
all claims.

The two leading causes of legal action among the 32 
cases with public decisions were negligence and lack of 
informed consent, representing 50 percent and 34.4 per-
cent of cases, respectively. 

Other causes were breach of contract (6.3 percent), bat-
tery (6.3 percent), personal injury (6.3 percent), fraud (3.1 
percent), negligent misrepresentation (3.1 percent), improper 
service (3.1 percent) and other malpractice (18.8 percent).

Burns, pigmentary alterations and scarring were the 
three most frequent injuries sustained (with some cases 
involving more than one type of injury) for a total of 56 
injuries, representing 75 percent, 46.9 percent and 37.5 

BOB KRONEMYER | Staff  Correspondent
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percent of injuries overall, respectively. Other 
injuries included pain and suff ering (9.4 per-
cent), ocular injury (3.1. percent) and missed 
neoplasm (3.1 percent).

“Letting a patient know in advance through 
informed consent that a burn or dyschromia is 
possible might have reduced the number of lit-
igated cases,” Dr. Khalifi an said.

Of the 32 cases with a public decision, 53 per-
cent had judgments in favor of the plaintiff , with 
indemnity payments ranging from $2,245 to $1.5 
million. The mean and median payments were 
$318,000 and $142,000, respectively. 

“The total data compiled since 1985 repre-
sents a relatively large sample size, spanning three 
decades in almost every U.S. state, and high-
lights the current legal framework, precedent 
and jurisprudence surrounding energy-based 

device litigation,” he said. “The data on allega-
tions and causes of legal action should serve as a 
guide to help improve patient safety and decrease 
professional liability.”

Because injuries will likely continue to occur, 
physicians seeking to undertake laser surgery in 
their practice should ensure they have proper 
training in the physics, safety and techniques 
of each procedure. 

“Legal precedent has demonstrated that non-
physicians performing laser surgery are expected 
to have appropriate training to use energy based 
devices safely and provide the same standard 
of care that one would reasonably expect from 
a physician performing the same procedure,” 
Dr. Khalifi an said. “Therefore, physicians who 
delegate laser operations to their non-physician 
agents must understand that they are ultimately 

responsible for the actions of their agents and 
should determine what their local and state reg-
ulations are regarding the type of supervision 
required for such delegation to occur.”

It is critical that physicians take steps to miti-
gate risk to patients by ensuring robust and ade-
quate training for their agents and by directly 
supervising procedures. 

“Our data clearly shows that these treatments 
are performed safest by physicians directly who 
have had dedicated training in laser and light 
sources,” he said.  

In terms of study limitations, this study was 
limited to one legal database with cases restricted 
to those where legal action actually commenced.  
It does not include cases settled through arbi-
tration. e
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Study: Novel 670 nm wavelength 
works for benign pigmented lesions
INGRID TORJESEN | Staff  Correspondent

A 
novel picosecond/nanosecond 670 
nm wavelength is safe and eff ective 
for the treatment of benign pigmented 
lesions, suggests the results of pilot 

study presented at the American Society for Laser 
Medicine and Surgery annual conference this 
spring in Dallas.

Patients commonly seek treatment for benign 
pigmented lesions, but selective photothermoly-
sis can be accompanied by side eff ects, including 
hyper- and hypo-pigmentation, so researchers 
decided to assess the clinical effi  cacy of a novel 
670 nm wavelength.

While the 532 laser has relatively high absorp-
tion, absorption of the 1064 is very low level, 
explained Omar A. Ibrahimi, M.D., Ph.D., of 
the Connecticut Skin Institute in Stamford. The 

670 nm was considered to be in the “Goldilocks 
range,” off ering relatively good absorption and 
relatively good penetration depth.

The 10 patients in the study received up to ten 
treatments at six to eight week intervals using a 
picosecond/nanosecond laser platform consist-
ing of a novel 670 nm wavelength. Ninety days 
after the last laser treatment they attended a fol-
low up visit where digital pictures of the lesions 
were taken.

Three blinded dermatologists assessed the 
digital pictures taken at follow up with those taken 
at baseline, and scored improvement on a fi ve-
point scale, where zero represented no improve-
ment, and four very signifi cant improvement (75-
100 percent clearance). Eight patients fi nished 
the study, and the average clearance of the pig-

mented lesions was between signifi cant and very 
signifi cant.

A novel picosecond/nanosecond 670 nm 
wavelength is safe and effective for the treat-
ment of benign pigmented lesions, the research-
ers concluded.

“Well defi ned discrete lesions respond to as 
little of a single treatment,” Ibrahimi pointed out. 
“Side-eff ects are minimal and resolved within 
three months follow-up.” e
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Radiofrequency appears safe 
for non-surgical brow lift
LISETTE HILTON | Staff  Correspondent

C
osmetic dermatologist Paul 
M. Graham, D.O., noticed 
a side eff ect after using the 
radiofrequency Pelleve device 

(Hologic) to treat periorbital lines. It 
appeared patients were emerging from 
the noninvasive treatment with higher 
eyebrows.

So, Dr. Graham and David H. McDan-
iel, M.D., investigated whether it made 
sense, clinically, to use Pelleve as a brow 
lifting option. The study of 30 male and 
female patients looking at safety and eff ec-
tiveness of radiofrequency for brow lift-
ing, was presented in April at the Amer-
ican Society for Laser Medicine & Sur-
gery (ASLMS) annual meeting in Dallas.

“Radiofrequency has been used for a 
long time — usually for facial wrinkles 
and skin rejuvenation,” Dr. Graham said. 
“…but our study demonstrated an inno-
vative new nonsurgical, no-downtime, 
radiofrequency procedure for nonsur-
gical brow lifts.”

Study subjects had brow laxity and 
were between ages 35 and 65, with Fitz-
patrick skin types ranging from II to VI. 
They received fi ve treatments with the 4 
MHz monopolar radiofrequency device 
at four-week intervals, on the forehead 
and in the periorbital area.

Researchers used Pelleve’s existing 
attachments — FDA cleared for other 
indications — for off -label brow lifting. 
They used both the 10 & 15 mm hand 
piece to treat the forehead and eye area, 
targeting an epidermal temperature of 40 
to 44 degrees centigrade. Average treat-
ment time was 20 minutes, according to 
the abstract.

“We treated the forehead, which con-

tains the orbital retaining ligament…. 
Then we treated the upper and lower 
eyelids,” he said. “What sets that device 
apart is the small hand piece and the artic-
ulating arm. The hand pieces move and 
are able to conform to the treatment area. 
It’s not just one rigid rod that we’re put-
ting on the skin. It has an articulating 
end to it, where we’re able to put it in an 
area of concavity or convexity, and it’s 
able to conform.”

The study found that 81% of study 
participants responded to treatment.  
And, 82% were satisfied at 120 days 
post treatment.

In some cases, the brow lift radiofre-
quency treatment resulted in a notice-
able skin contraction right after the fi rst 
treatment.

“The immediate changes were tem-
porary. When we brought the patients 
back, though, after a cumulative amount 
of treatment, that’s when we were able to 
see that eyebrow lift,” Dr. Graham said.

Side eff ects included erythema and 
edema for up to 24 hours post treatment.

“Twenty-four hours is an overstate-
ment. Most patients are not even red when 
they leave the offi  ce,” he said.

Radiofrequency brow lifts are among 
the more conservative treatments that 
cosmetic physicians perform.

“It’s for patients looking for skin tight-
ening and subtle brow lifting, but don’t 
want to undergo the downtime associ-
ated with more invasive lasers or proce-
dures, such as surgery,” Dr. Graham said.

The radiofrequency device to lift 
brows is a viable alternative to ultrasound 
for the same indication, he said. And while 
patients say that radiofrequency brow lift-

ing feels like a hot stone massage, ultra-
sound treatment can be painful.

Radiofrequency might also off er a dif-
ferent alternative than using neuromod-
ulator injections to relax the forehead 
and lift the brows.

“… people looking more for a brow 
lift with [neuromodulators may get an 
unpredictable brow lift, meaning we don’t 
know how far that [neuromodulator] is 
going to diff use. There’s no exact loca-
tion to inject that’s going to give a defi ned 
amount of lift. It’s all based on how active 
the patient’s lateral frontalis muscles are 
and how much depressor movement or 
pull-down there is from the orbicularis 
oculi muscles,” he said.

This radiofrequency device tested in 
the study creates heat in the skin and has 
been shown to cause collagen to contract 
and stimulate wound healing and new 
collagen, thus it lifts the brows.

Since conducting the study, Dr. Gra-
ham says the Virginia Beach, Va., prac-
tice where he is completing his fellow-
ship has been promoting the use of Pel-
leve for brow lifting.

“If we’re using this device on some-
one with a lot of photodamage and skin 
laxity, you’re not going to see that eff ect, 
because we have to harness that colla-
gen percentage in the skin and that skin 
elasticity to get that lift.

“This is a good treatment for patients 
in their 30s and 40s with minimal to early 
photodamage.” e

Disclosures: Dr. McDaniel was paid for 
the study and consulting. The equipment was 
loaned by Hologic .
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Study: laser safely removes 
submental fat, tightens skin
LISETTE HILTON | Staff  Correspondent

T
he 1060 nm diode laser Sculp-
Sure (Cynosure) is safe and 
eff ective, confi rms a study 
presented at the American 

Society for Laser Medicine & Surgery 
annual meeting in April.

“This is really the fi rst laser that has 
been shown to work for removing fat in 
the submental area,” says Bruce E. Katz, 
M.D., director of Juva Skin & Laser Cen-
ter in New York City. “It’s a quick treat-
ment of about 25 minutes. We found that, 
in addition to removing fat, it actually 
tightens the skin.”

The SculpSure device, which is FDA 
cleared to treat the abdomen, fl anks, back, 
inner and outer thighs and the submen-
tal area, which requires changes to the 
device’s software so the heat from the 
laser is more superfi cial under the chin 
than  it may be for other treatment areas.

David H. McDaniel, M.D., a derma-
tologist in Virginia Beach, Va., presented 
clinical study fi ndings on the safety and 
effi  cacy of the 1060 nm diode laser for 
treating the submental area. The study 
included men and women between 20 
and 65 years old with signifi cant sub-
mental fat and body mass indexes of 45 
or less. Each received two 25-minute 
treatments.

Improvements were measured on 
a fi ve point scale and by week 12, the 
average physician-rated score was four. 
But patients settled on a score of 2.5 on 
average. In the subset analysis, research-
ers reported an average improvement of 
-21.5% in lift; -3.0% in skin tightening; 
-5.3% minor strain median measure-
ments; and an average reduction of 5.6 
cc in volume.

SCULPSURE, COOLSCULPTING AND 

KYBELLA

SculpSure uses heat to disrupt fat cells. 
Other options for nonsurgical sub-

mental fat reduction include CoolS-
culpting’s CoolMini (Zeltiq). Its appli-
cator is held in place with mild suction. 
Kybella (deoxycholic acid, Allergan) is 
chemical lipolysis injected into the fat. 
One benefi t for Kybella is that it doesn’t 
require investment in a device or addi-
tional space, said Dr. McDaniel who cre-
ated a special room for the device in his 
practice with spa beds and a television.

He uses all three options in his prac-
tice because each has a unique role. Cool-
Mini’s applicator is an oval which may 
be better suited for specifi c areas of the 
body, while SculpSure’s is a rectangle.

In people who have double chins that 
run east, west  or ear to ear, there may 
be a diff erence in which applicator is the 
best fi t for the anatomy, he said.

“Right now, both devices are one-
size-fi ts-all. In some patients, CoolS-
culpting or SculpSure will fi t and the 
other may not. It depends on anatomy 
and on which direction your fat runs,” 
Dr. McDaniel said.

Kybella can be used on almost any 
shape or geometric pattern of submen-
tal fat, and it doesn’t depend on contact 
with suction or straps. Some doctors hes-
itate to use Kybella because it has been 
associated with posttreatment edema.

“Patients can get anything from a very 
tiny bit of swelling to an extreme case, 
termed ‘bullfrog neck,’ which can last 
for a long time. There’s research now on 
how to minimize or avoid that,” he said.

Dr. Katz, who did the FDA trials for 

Kybella, says the swelling associated with 
Kybella use is a big problem when one 
considers that Kybella requires three or 
four treatments.

The treatment is typically done at one-
month intervals, so it may be months 
before results show. “Whereas, with the 
laser it’s usually one or two treatments 
and you don’t get any swelling or dis-
comfort after.”

TREATMENT INSIGHTS

Addressing double chins could result 
in patients wanting more.

“Once people aren’t fi xated on their 
double chin, they notice other things,” 
Dr. McDaniel says.

For example, platysmal muscle bands 
might become more visible after submen-
tal fat treatment; or, patients might want 
more skin tightening after the noninva-
sive treatment

“Sometimes, we’ll use the CoolMini 
or SculpSure on the submental area and, 
if there’s a little residual fat left, touch up 
the area with Kybella,” he said.

Physicians off ering any of these treat-
ments should be careful treating around 
the marginal mandibular nerve, Dr. 
McDaniel said.

“The nerve can be fairly variable 
and you don’t want to treat that nerve. 
The insulation of the nerve is a lipid. If 
you damage it, you can have sensory or 
motor changes which typically resolve 
with time,” he said. e

Disclosures: Dr. McDaniel has been a con-
sultant, advisor and researcher for Cynosure, 
which sponsored both studies.
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Where full-fi eld erbium 
outshines fractional
JOHN JESITUS | Staff  Correspondent

D
espite the popularity of frac-
tional ablative resurfacing, 
full-f ield erbium (2,940 
nm) resurfacing still plays 

an important role, says Joel L. Cohen, 
M.D., a dermatologist in Greenwood Vil-
lage, Colorado.

Dr. Cohen spoke with 
Dermatology Times about 
fractional resurfacing vs 
full-fi eld resurfacing.

“Our excitement for 
fractional resurfacing has 

led us to use so much fractional that there 
are times where the results for specifi c 
areas, such as perioral and periocular 
etched lines, may be suboptimal after a 
couple of treatments. So, I revert back 
to full-fi eld resurfacing in the areas that 
really need it,” he said.

“In my practice, I like to use a com-
bination of lasers on the face – diff er-
ent lasers for diff erent areas. I might use 
full-fi eld 2,940 nm erbium often around 
the mouth or eyes, then either fractional 
CO2 or fractional erbium on the rest of 
the face.”

With full-fi eld erbium, “The reality 
is, it’s worth the downtime. The mouth 
and eyes typically have more etching than 
other areas of the face. But when other 
areas have extensive photodamage, we 
can use full-fi eld erbium in those areas 
as well.”

#1FULL-FIELD ERBIUM

Many patients have more photo-
damage around the mouth or eyes, and 
sometimes the forehead or cheeks, he 
said. With full-fi eld erbium, “I believe it’s 
picking the right tool for the right job. It 
provides more signifi cant results,” often 
achieving marked improvement with just 
one treatment. 

But the healing time is longer with 7-10 
days for re-epithelialization. And, per-
sistent erythema is an issue for patients. 
“We cannot yet predict who’s going to 
have more persistent erythema. But usu-
ally in my practice, it’s in the range of 3-7 
weeks. I typically do not treat that with 
topical steroids or other topical prod-
ucts — we just try to color-match patients 
(with concealer makeup) and make sure 
that they use photoprotection very dili-
gently to prevent hyperpigmentation as 
they heal.” 

#2PATIENT COUNSELING

Considering the very real inci-
dence of post-infl ammatory erythema 
after full-fi eld erbium resurfacing, Dr. 
Cohen counsels patients to plan accord-
ingly and avoid scheduling the treatment 
immediately prior to a planned event, like 
a wedding. Wait three to four months after 
the procedure for the full eff ect of treat-
ment to manifest. If that doesn’t work for 
a patient, “I’ll be inclined to do fractional 
erbium or fractional CO2, which don’t 

cause this type of delayed redness, but 
also won’t have nearly as much improve-
ment for perioral and periocular etching 
with just one treatment session.”

#3PREPARATION FOR 

TREATMENT

In preparation for full-fi eld erbium resur-
facing, “I give everybody antivirals two 
days before the treatment until about 10 
days after. I don’t use prophylactic anti-
biotics.” Additionally, patients may use 
a growth factor product such as Tensage 
(Biopelle), Bio-Cream (NeoCutis) or TNS 
Essential (SkinMedica) for several weeks, 
along with a topical retinoid, pre-proce-
dure. “I no longer have them stop topi-
cal retinoids a week prior, and just have 
them use topical retinoids right up to 
the treatment.”

#4TREATING THE MOUTH AREA

For treatment around the mouth, 
“I typically give patients an infraorbital 
and a mental block, and supplement those 
with a perioral sulcus block. Then I’ll 
perform full-fi eld erbium with no coag-
ulation. I do 100 μ passes.” Depending 
on the depth and severity of the etch-
ing (facilitated by incorporating a scale 
he co-authored), total treatment depth 
ranges from a typical 400 μ up to even 
700 μ for very severe etched-in lines. “I 
perform passes until reaching an end-
point of pinpoint bleeding, also going 

Combination laser 

treatment may

 be best in 

some cases.

Full-fi eld erbium 

may provide more 

signifi cant results.

Counsel patients 

to plan accordingly 

post treatment.
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Dr. Cohen

A B} A 67-year-old woman 
underwent full-fi eld erbium 
perioral resurfacing shown 
before (A) and 3.5 months 

after treatment (B).
(Photos courtesy of Joel L. Cohen, MD. 

Denver, Colorado).
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Medicine no longer apolitical
Physicians should counter science deniers, physicians say in JAAD
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Lead by example.

Adopt information 

sharing with patients.

Dermatologists are 

positioned to lead the 

fi ght against climate 

change for medicine.

P
hysicians writing in the Journal of the Ameri-
can Academy of Dermatology say that physicians 
should counter the proliferation of fake news on 
climate change.

“There is a trend to delegitimize facts which is most 
evident today with climate change,” said Saami Khali-
fi an, M.D., a clinical fellow in dermatology at Massachu-
setts General Hospital who wrote the article with Misha 
Rosenbach, M.D., associate professor of dermatology at 
The Hospital of The University of Pennsylvania.

Publishing original research as a resident “is almost a 
prerequisite,” Dr. Khalifi an said in an interview with Der-
matology Times. “So, as physician scientists, the credi-
bility of scientifi c discovery and discourse is paramount. 

However, once we lose agreement on what constitutes facts 
or real scientifi c discoveries or breakthroughs, that dis-
course breaks down.”   

More than 95% of climate scientists agree that climate 
change is due to anthropomorphic causes, he said. “Yet 
there is still a signifi cant subset of the population that is 
unsure that climate change really exists. I believe this cre-
ates a disconnect,” he said.

Fake news is threatening the concept and credibility 
of any kind of expertise and the credibility of any type of 
scientifi c research. “Therefore, it is important that der-
matologists stand up for the integrity of science and sci-
entifi c research,” Dr. Khalifi an said.

In the past, scientists and physicians strived to remain 
apolitical, but being apolitical today may be a disservice to 
the profession, to the institution of science and to patients, 
he said.

“While the issue of climate change is poignant and con-
temporaneous, it is also one of the most polarizing issues, 
which is surprising because it should not be. This is not 
a Democrat or a Republication issue. This is a humani-
tarian issue that should not be fought along party lines,” 
Dr. Khalifi an said.

A 2017 article in the Journal of the American Academy 
of Dermatology elucidates the aff ect of climate change on 
skin disease in North America. “As the earth becomes 
warmer it creates an environment in which infectious vec-
tors are able to travel further and longer in diff erent sea-
sons. These infectious vectors are also entering into places 
where they do not normally occur,” Dr. Khalifi an said.

In addition to supporting science, dermatologists can 
demonstrate their concern for the environment in clinic 
by using energy-effi  cient lightbulbs, eliminating the use 
of styrofoam and single-use products, recycle, conserve 
water and turn lights off  when not in use. And, contract 

SCIENCE CONTINUES ON PAGE 59f

“ If we don’t fi ght the fi ght, who 
will? The notion that we are stewards 
of the public trust is something we 
should and do take very seriously 
- not only in how we practice 
medicine, but how we shape 
perception, how we counsel and 
how we encourage people to 
live healthier lifestyles.”

Saami Khalifi an, M.D.,
Clinical fellow, Massachusetts General Hospital
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T
he  c om bi n at ion  o f 
encorafenib plus bin-
imetinib signif icantly 
improved overall survival 

versus vemurafenib in patients with 
BRAF-mutant melanoma, updated 
results of the randomized, phase three 
COLUMBUS trial show.

Median overall survival was 33.6 
months for the BRAF/MEK inhibi-
tor regimen, versus 16.9 months for 
vemurafenib with an “impressive” 
hazard ratio of 0.61, said investiga-
tor Rinehard Dummer, M.D., of the 
Department of Dermatology, Univer-
sity of Zurich Hospital, Switzerland.

“We can conclude — based on the 
favorable tolerability profi le  — that 
this combination provides a new effi  -
cacy benchmark for targeted therapy 
and is a promising treatment option 
for patients with BRAF-mutant met-
astatic melanoma,” Dr. Dummer said 
in a presentation of the results at the 
2018 annual meeting of the American 
Society of Clinical Oncology (ASCO).

The BRAF/MEK inhibitor com-
binations that are already established 
as a standard of care for this patient 

population have demonstrated median 
overall survival of approximately 24 
months in clinical trials, he said..

Those combinations have some 
unique toxicities that may impact 
the ability to deliver optimal treat-
ment, he added. Toxicities include the 
pyrexia associated with dabrafenib 
plus trametinib, and the photosen-
sitivity associated with vemurafenib/
cobimetinib.

Douglas B. Johnson, M.D., director 
of the Melanoma Program at Vander-
bilt Ingram Cancer Center, Nashville, 
Tenn., said these results help estab-
lish encorafenib plus binimetinib as 
another option for BRAF V600 mutant 
melanoma.

“It has at least equivalent effi  cacy 
(versus other BRAF/MEK combina-
tions) and there’s certainly suggestions 
that it might have superior effi  cacy,” 
Dr. Johnson said in a podium dis-
cussion of the study results. “It has a 
distinct toxicity profi le, and at least 
much of this is driven by the fact that 
encorafenib is a more active BRAF 
inhibitor therapy.”

OVERALL SURVIVAL ADVANTAGE

The COLUMBUS trial included 577 
patients randomized to one of three 
arms: encorafenib plus binimetinib, 
encorafenib monotherapy, or vemu-
rafenib. The fi rst analysis of the trial, 
published recently in Lancet Oncology, 
showed that progression-free survival 
was 14.9 months for encorafenib/bin-
imetinib, versus 7.3 months for vemu-
rafenib (hazard ratio, 0.54; 95% CI, 
0.41–0.71; P < 0·0001) at a median 
follow-up of 16.6 months.

The study showed a median overall 
survival of 33.6 versus 16.9 months for 
the combination versus vemurafenib 
(hazard ratio, 0.61; 95% CI, 0.47-0.79; 
P < 0.0001) based on a median dura-
tion of the follow-up of 36.8 months. A 
landmark analysis additionally showed 
that at three years, 47% of patients 
randomized to encorafenib plus bin-
imetinib were living, versus 32% in 
the vemurafenib arm.

The encorafenib monotherapy arm 
had an overall survival that was not 
statistically diff erent from that in the 
encorafenib plus binimetinib arm. 
However, there was a clear trend favor-
ing the combination. Median over-
all survival for encorafenib alone was 
23.5 months, versus the 33.6 months 
seen for encorafenib in combination 
with binimetinib.

Encorafenib had a statistical advan-
tage over vemurafenib monotherapy, 
with its 23.5 months median overall 
survival comparing favorably with the 
16.9 months for vemurafenib.

In terms of safety, the encorafenib 

Combination therapy
Encorafenib plus binimetinib promising treatment option for melanoma

ANDREW D. BOWSER | Staff  Correspondent
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This study applies 

to patients with 

BRAF-mutant melanoma.

Encorafenib with 

binimetinib “signifi cantly” 

improved overall survival.

Patients on vemurafenib 

alone did not experience 

the same improvement 

in survival.

COMBINATION CONTINUES ON PAGE 59f

This combination provides a new 
effi cacy benchmark for targeted therapy 
and is a promising treatment option 
for patients with BRAF-mutant 
metastatic melanoma.”
Rinehard Dummer, M.D., University of Zurich Hospital, Switzerland
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R
esearchers reporting at the 
American Society of Clini-
cal Oncology annual meet-
ing on June 4 presented a 

study in which they compared the sev-
enth and eighth editions of the Ameri-
can Joint Committee on Cancer (AJCC) 
melanoma staging systems. The eighth 
edition diff erentiates melanoma sur-
vival slightly worse than the previous 
edition, they said.

Max Fullah Madu, M.D., a phy-
sician with the Netherlands Cancer 
Institute in Amsterdam who led the 
study, sought to determine if the 8th 
edition offered an improvement in 
prognostic accuracy.

The study is based on the treat-
ment outcomes of 640 melanoma cases 
from a Netherlands Cancer Institute 
database. The patients were treated 
between 2000 and 2016 and followed 
for 59 months.

In terms of survival discrimination, 
which is a measure of prognostic accu-
racy, both staging systems performed 
similarly with no statistical diff erence 
between systems.

Researchers analyzed prognostic 
factors for melanoma-specifi c survival 
and distant metastasis-free survival 
fi nding a median melanoma-specifi c 
survival rate of 138 months and 96 
months for patients with distant metas-
tases-free survival.

The fi ndings were mixed for stage 
IIIA melanoma for both the 7th and 
8th editions. In estimating survival, 
both the 7th and 8th editions were com-
parable, but the 8th edition failed to 
diff erentiate melanoma-specifi c sur-
vival between stage IIIA and IIIB. For 
patients with sentinel node metasta-
sis of less than one, researchers found 
excellent melanoma-specifi c survival 
and distant metastasis-free survival 
rates.

In looking at survival diff erentia-
tion between the stage III subgroups 
using the eighth edition, they saw an 
overlap in the three A and three B sur-
vival curves over the fi rst four years 
of follow-up, resulting in a diff eren-
tiation that reached only borderline 
statistical signifi cance (P = 0.047). By 
contrast, the 7th edition criteria pro-

duced a clean separation in IIIA and 
IIIB survival curves, resulting in a sig-
nifi cant diff erence (0.002).

Given the lower proportion of 
patients in the 8th edition IIIA group, 
Dr. Madu said the results should be 
viewed with some caution. By 8th edi-
tion classifi cation, 12% of the Nether-
lands patients were considered IIIA, 
compared to 25% of patients using 7th 
edition classifi cation.

CAN SENTINEL NODE TUMOR 

BURDEN REFINE IIIA 

STRATIFICATION?

Survival within the 8th edition IIIA 
subgrouping might be stratifi ed fur-
ther using European Organization for 
Research and Treatment of Cancer 
(EORTC) criteria for sentinel node 
tumor burden, Dr. Madu said.

In a large EORTC study, patients 
with a maximum diameter of the larg-
est metastatic deposit in the sentinel 
node of 1 mm or less had much better 
survival compared with those with a 
maximum diameter more than 1 mm.

Melanoma staging
ASCO presentation questions survival differentiation between IIIA and IIIB

ANDREW D. BOWSER | Staff  Correspondent
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Stage III melanoma 

differentiation is 

comparable for 7th and 

8th editions of the AJCC 

melanoma staging system.

8th edition of the staging 

system shows differentiation 

between IIIA and IIIB.

8th edition redefi nes 

AJCC prognostic stage 

IIIA groupings.
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I hope for a future in which AJCC 
criteria, combined with sentinel node 
tumor burden without the need for 
completion lymph node dissection, 
will allow precise and minimally invasive 
tumor staging in melanoma patients.”
Max Fullah Madu, M.D., Netherlands Cancer Institute, Amsterdam

AJCC MELANOMA 
STAGING 8TH EDITION

1.  It’s more complex in 
clinical use.

2.  It does not add any 
new prognostic 
factors.

3.  Adjuvant therapy 
trials have all been 
performed with 7th 
edition staging criteria.
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P
embrolizumab has antitumor 
activity that is durable long 
after treatment is stopped 
in patients with advanced 

melanoma, researchers reported at the 
American Society of Clinical Oncol-
ogy (ASCO) annual meeting on June 4.

This study, called the KEY-
NOTE-006 trial, showed that about 
86% of patients remained progression-
free 20 months after they had com-
pleted two years of treatment with anti-
PD-1, an immunotherapy for patients 
with advanced melanoma, investiga-
tor Georgina V. Long, M.D., Ph.D., 
reported in her presentation.

Dr. Long, who is of the Melanoma 
Institute Australia and Royal North 
Shore Hospital of the University of 
Sydney, said that eight patients who 
progressed were treated with pem-
brolizumab. Half of those patients 
reported ongoing responses. 

  “Re-treatment with pembroli-
zumab upon progression can pro-
vide additional antitumor activity 
and acceptable safety,” she said.

In a podium discussion of the study, 
Douglas B. Johnson, M.D., director of 
the Melanoma Program at Vanderbilt 
Ingram Cancer Center in Nashville, 
said the results suggest stopping anti-
PD-1 therapy after two years — which 
is a reasonable approach in treating 
advanced melanoma, he said. “The 
progression-free survival after stop-
ping therapy is quite good,” he said.

However, more research is needed 

to determine whether retreatment with 
pembrolizumab is going to be a use-
ful strategy for patients who progress 
after stopping an immune checkpoint 
inhibitor: “At this point, we have no 
idea whether anti-PD-1 rechallenge 
is eff ective in this population,” Dr. 
Johnson said.

UPDATED SURVIVAL

Dr. Long’s presentation also included 
recently updated survival results for 
both the pembrolizumab and ipilim-
umab arms of the KEYNOTE-006 
trial.

The phase three KEYNOTE-006 
trial included 834 patients with 
advanced melanoma randomized 
evenly to three arms: pembrolizumab 
every two weeks, pembrolizumab 
every three weeks, or ipilimumab, 
the anti-CTLA-4 antibody. Investi-
gators enrolled both treatment-naïve 
patients and patients who had received 
one prior treatment, excluding anti-
PD-1, anti-PD-L1, or anti-CTLA-4 
agents. 

With a median follow-up of 22.9 
months, median overall survival had 
not been reached in either pembroli-
zumab arm, compared to 16.0 months 
for ipilimumab, according to final 
results published in October 2017 
in The Lancet. 

Those results established the supe-
riority of pembrolizumab over ipil-
imumab for treatment of advanced 
melanoma.

With a median follow-up of 45.9 
months, the updated data now show 
a median overall survival of 32.7 
months, versus 15.9 months for ipil-
imumab. The four-year overall survival 
was 41.7% and 34.1% for pembroli-
zumab and ipilimumab, respectively. 

Specifi cally, in the treatment naïve 
subset of patients, overall survival was 
38.7 versus 17.1 months for pembroli-
zumab and ipilimumab, respectively, 
with four-year overall survival of 44.3% 
and 36.4%.

POST TREATMENT OUTCOMES

Pembrolizumab yielded durable treat-
ment responses in patients who com-
pleted two years of planned treatment. 
Out of 556 patients who received pem-
brolizumab, 103 (18.5%) completed 
the full two years, and of those, 86% 
were progression-free at 20 months 
after the end of therapy.

Patients who had a complete 
response after those two years of treat-
ment had an 18-month progression-
free survival of 95.8%, compared 
with 91.3% for those who had par-
tial response, and 66.7% for those 
with stable disease.

PEMBROLIZUMAB RECHALLENGE

In the KEYNOTE-006 study, patients 
who stopped pembrolizumab or com-
pleted the full two years of planned treat-
ment could receive a second course of 
the immune checkpoint inhibitor for 
up to a year of additional therapy.

Immunotherapy works 
post treatment in melanoma

Pembrolizumab keeps 

working long after 

treatment is stopped.

86% of patients remained 

progression-free 20 

months post treatment.

Results suggest stopping 

anti-PD-1 therapay 

after two years.
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Melanoma diagnosis by partner

Dosing schedules that 
optimize melanoma outcomes

M
arried patients present earlier with 
localized melanoma than their 
unmarried counterparts. In a ret-
rospective population-based study 

that used the Surveillance, Epidemiology, and 
End Results (SEER) database, among 52,063 
adult patients identifi ed with cutaneous mela-
noma, 45.7% of the married patients presented 
with T1a disease compared with 43.0% of never 
married patients, 39.0% of divorced patients, and 
32.2% of widowed patients (P<0.001).

Led by Cimarron E. Sharon, from the Hospi-
tal of the University of Pennsylvania, investiga-
tors queried the SEER database for adults with 
a pathologically confi rmed diagnosis of mela-
noma with marital status recorded and known 
sentinel lymph node status. Patients had no evi-
dence of regional or distant metastases. Their 
median age was 64 years, 59% were men, and 

69.7% were married.
As published in JAMA Dermatology, patients 

who were never married (OR, 1.32; 95%CI, 1.26-
1.39), divorced (OR, 1.38; 95% CI, 1.30-1.47), 
or widowed (OR, 1.70; 95% CI, 1.60-1.81) were 
more likely to present with a later T stage com-
pared with married patients (P< 0.001 for all) 
in multivariable analysis.

Widowed patients were more likely to present 
with T4 disease (T4a, 5.6%; T4b, 9.4%) com-
pared with married (T4a, 2.6%; T4b, 3.3%), never 
married (T4a, 2.9%;T4b, 4.8%), and divorced 
(T4a, 3.1%; T4b, 5.1%) patients (P< 0.001).

Further, never married, divorced, and wid-
owed patients are less likely to undergo senti-
nel lymph node biopsy for appropriate lesions.

The fi ndings support increased consideration 
of spousal training for partner skin examina-
tion and perhaps more frequent screening for 

unmarried patients, according to the authors.
“This study has important implications for 

counseling patients and recommending frequency 
of follow-up surveillance,” they wrote. “Clini-
cians may, for instance, recommend that unmar-
ried patients initiate regular skin examinations 
at an earlier age and continue them more fre-
quently to detect lesions at an earlier stage. For 
married patients, encouragement of partners to 
be present at clinic appointments and undergo 
basic training for performing a skin examination 
could perhaps further increase early detection 
of primary lesions.” e
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C
hanging the schedule of targeted ther-
apies has been shown to improve the 
response rate in a mouse model of mel-
anoma, according to a report in Can-

cer Discovery. Continuous MEK inhibition with 
intermittent CDK4/6 inhibition led to a higher 
rate of complete responses compared with other 
combination schedules.

“We are looking to optimize the combinations 
of targeted therapies and the scheduling of those 
therapies, so we can improve tumor shrinkage 
and minimize potential toxicities for a patient,” 
said Andrew Aplin, Ph.D., co-investigator and 
program leader for Cancer Cell Biology and Sig-
naling in the Sidney Kimmel Cancer Center at 
Jeff erson Health, Philadelphia.

Dosing schedules of combination therapy 
two using targeted agents on human melano-

mas grafted onto mice were studied. 
Both agents given intermittently (3 weeks on/1 

week off ) was the least eff ective schedule, with 
tumor regrowth during drug treatment and par-
tial response to retreatment following the drug 
holidays. By the third cycle, most tumors no lon-
ger responded to therapy.

More eff ective inhibition of tumor growth 
was observed with continuous dosing of either 
the CDK4/6 inhibitor or MEK inhibitor with 
intermittent dosing of the other drug. Explor-
ing that result further, continuous MEK inhibi-
tion with intermittent CDK 4/6 inhibition was 
found to inhibit tumor growth the most, with 
some shrinking to undetectable levels. There 
was no signifi cant anemia or neutropenia with 
any of the various dosing schedules.

Several mechanisms leading to tumor resis-

tance were discovered, providing the research-
ers insight into which drugs could combat resis-
tant cancer. “The surprising part was that the 
mechanisms of resistance all funneled through 
one signaling pathway, ultimately, but the way 
that they start is frequently diff erent,” said Dr. 
Aplin. When that common pathway was blocked 
with an mTOR inhibitor, in addition to continu-
ing the optimized Mek inhibitor and CDK 4/6 
inhibitor therapies, resistance was eff ectively 
turned off , and the tumors resumed shrinking. e
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plus binimetinib combination had a favorable 
tolerability profi le and no new concerns emerged 
with longer follow-up, according to Dr. Dum-
mer. In the earlier Lancet Oncology report, inves-
tigators said the most common grade 3/4 adverse 
events in the combination group were increases 
in γ-glutamyltransferase, increases in creatine 
phosphokinase, and hypertension.

HOW DOES THE COMBO FIT IN?

The biggest question facing the encorafenib 
plus binimetinib is where the combination fi ts 
in with the other available BRAF/MEK inhibi-
tor combinations: namely, dabrafenib plus tra-
metinib and vemurafenib plum cobimetinib, said 
Vanderbilt University’s Dr. Johnson in his com-
mentary on the trial.

“I’ll now engage in a very time-honored and 
historic tradition of discussions everywhere, by 
saying that I should not compare cross-trials, but 
then I will proceed to do so,” Dr. Johnson said, 
eliciting a laugh from attendees.

Response rate data are similar for the three 
combinations in their respective and separate 
clinical trials, including complete response and 
progressive disease rates, Dr. Johnson said.

“The overall survival and progression-free sur-
vival is where you start to see maybe a bit of a dif-
ference here,” he added. “Really the numeric over-

all survival (with encorafenib plus binimetinib), 
and progression-free survival, is quite impres-
sive, and does compare very favorably with the 
other available options.”

On the other hand, the rate of grade 3/4 toxic-
ity does seem to be higher with encorafenib plus 
binimetinib; however, as noted in the ASCO pre-
sentation, that does not translate into an increased 
rate of drug discontinuation or an increased rate 
of dose decrease and dose holding.

Even if effi  cacy is superior and toxicities are 
objectively similar, there is perhaps one other 
important question that would need to be 
answered regarding the encorafenib plus bin-
imetinib combination.

Given the non-signifi cant diff erence in overall 
survival between encorafenib alone and in com-
bination with a MEK inhibitor, it’s legitimate to 
ask whether the single agent approach would be 
preferable, Dr. Johnson said.

Several points argue in favor of the combi-
nation, however.

Complete response rates, at least numerically, 
favor encorafenib in combination, at 11% versus 
7%. Moreover, updated progression-free sur-
vival data from ASCO show a signifi cant diff er-
ence in favor of combination over encorafenib 
monotherapy. Finally, the rate of grade 3/4 tox-
icities was very similar for the combination ver-

sus monotherapy, and notably the rate of dose 
decreases and dose holding was lower in the com-
bination arm.

“I think that we can say that the combination 
is the preferred option based on moderately bet-
ter effi  cacy, as well as moderately better tolera-
bility,” Dr. Johnson said. “However, for patients 
that can’t tolerate MEK inhibitor-based therapy, 
either for cardiac comorbidities or ocular toxic-
ity, I think the single agent encorafenib is a pretty 
good treatment option as well.” e

Disclosures:Rinehard Dummer, MD, provided dis-
closure information related to 4SC, Almirall Hermal 
GmbH, Amgen, AstraZeneca, Boehringer Ingelheim, 
Bristol-Myers Squibb, GlaxoSmithKline/Novartis, 
Incyte, Johnson & Johnson, LEO Pharma, Merck 
Serono, Merck Sharp & Dohme, Novartis, Pfi zer, 
Pierre Fabre, and Roche/Genentech.
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energy companies that utilize renewable-energy 
sources. 

In treating patients, they can adopt informa-
tion sharing practices with patients. For exam-
ple, in treating patients with tick bites, they can 
explain why it may be unusual to encounter lyme 
disease in hemispheres not previously associated 

with a proliferation of disease carrying deer ticks.
Dr. Khalifi an’s hope is that dermatology will 

lead the way for all other medical specialties to 
become involved in improving the environment 
and supporting the Paris climate accord.

Dr. Rosenbach and colleagues have started 
a focus group within the American Academy of 

Dermatology to implement environmentally-
friendly changes within their specialty.

“If we don’t fi ght the fi ght, who will?” Dr. 
Khalifi an says. “The notion that we are stew-
ards of the public trust is something we should 
and do take very seriously — not only in how we 
practice medicine, but how we shape perception, 
how we counsel and how we encourage people 
to live healthier lifestyles.” e
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} Combination therapy has a favorable profi le with no new safety concerns FROM PAGE 51
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}  Physicians for Social Responsibility (www.psr.org)

}  American Academy of Environmental Medicine (www.aaemonline.org)

}  Children’s Environmental Health Institute (www.cehi.org/for-profesionals)

}  World Medical Association’s statement on the role of physicians in environmental 
issues. (bit.ly/2yfcz4P)

}  U.S. Environmental Protection Agency lists online resources for healthcare provid-
ers on pediatric environmental health. (bit.ly/2lezILE)

}  Greening the Physician’s Offi ce by the American College of Physicians (bit.
ly/2laLh6j)
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DISSCUSION
Dermatofibrosarcoma protuberans (DFSP) is an 
uncommon, cutaneous tumor characterized by 
aggressive local growth and a tendency to recur 
after surgical excision. DFSP typically presents 
as an asymptomatic, indurated plaque or firm 
cutaneous nodule in early adulthood. 

The plaque can be red-brown, flesh-colored, 
or blue-red and often is described with a previous 
history of trauma to the site. On palpation, the 
lesion is firm and is most commonly located on the 
trunk (60%), followed by the proximal extremi-
ties (30%) and head and neck (10%).1 Clinically, 
DFSP lesions may be mistaken for keloids, der-
matofibroma and dermatomyofibroma. 

The fact that the tumor is usually slow grow-
ing and asymptomatic often results in it being 
ignored by patient and physician and therefore 
treatment is frequently delayed. As DFSP slowly 
enlarges it may develop protuberant nodules. Once 
these nodules appear, growth can rapidly accel-
erate and the tumor can ulcerate and bleed, as in 
the case of the first patient.2 Even when DFSP 
become large, it is still uncommon for them to 

become fixed to underlying structures.3 How-
ever recurrent DFSP may invade fascia, striated 
muscle, and bone.4

DFSP is a tumor that arises in the dermis and 
shows the characteristic appearance of large spin-
dle-shaped cells in a storiform pattern, which is a 
proliferation of fibroblastic tumor cells arranged 
around a central “hub” that resembles the spokes 
of a cartwheel.5,6 This finding has been shown 
to be histologically unique to DFSP.2 The con-
dition can occasionally be confused histologi-
cally with other neoplasms such as fibrosarcoma, 
malignant fibrous histiocytoma, atypical fibro-
xanthoma, and dermatofibroma. Fibrosarco-
mas are composed of highly pleomorphic cells 
arranged in a herringbone pattern, which aides 
in differentiating them from DFSP. Dermatofi-
bromas show overlying epidermal hyperplasia, 
small size, and occasional presence of many mul-
tinucleated giant cells.1 Immunoperoxidase stain-
ing has also proven to be a very useful tool in dif-
ferentiating between these tumors. Dermatofi-
bromas usually stain negative for CD34 but pos-
itive for factor XIIIa, while DFSP stain positive 

for CD34 and negative for factor XIIIa.7 Nearly 
all cases of DFSP have a gene mutation leading 
to the fusion of the collagen type 1a1 gene with 
the platelet-derived growth factor B-chain – a 
17;22 translocation.8

DFSP accounts for less than 0.1% of all malig-
nancies.3 The local spread of the tumor and its 
high likelihood to cause local recurrence after 
resection are due to the tentacle-like projections 
of tumor cells that invade between normal colla-
gen bundles.1 Although DFSP is a very aggres-
sive local tumor, it rarely metastasizes or leads to 
death. A high mitotic rate may indicate a greater 
potential for metastasis than tumors with a low 
mitotic rate.1,4

Complete surgical excision, especially Moh’s 
micrographic surgery (MMS), is the standard 
treatment for DFSP.9  High local recurrence rates 
are attributed to the tentacle like tumor growth 
pattern.  The advantage of MMS is that it allows 
the surgeon to examine the deep and lateral mar-
gins of all the tissue that has been removed and 
therefore permit the detection of the tentacle-like 

Rare tumors and fibrotic skin lesions

DERMATOFIBROMAS CONTINUES ON PAGE 62�

By KAIVON SOBHANI, B.S., AND,
EVE LOWENSTEIN, M.D., PH.D., FAAD

case PRESENTATION #1 1.

A 34-year-old African American 
male presents with a history of a 
painful lump on his left shoulder 
(photo 1). He reports no trauma to 
the area. He noticed that the lump 
bled 3 days before. In addition, he 
noticed occasional paresthesias 
to his left hand, but denies fevers, 
chills, sweats, and weight loss. 
Physical examination of the left 
shoulder revealed an 8 x 4 x 3 cm 
ulcerative, nodular mass which was 
firm and mobile. The mass was non-
tender on palpation and showed 
no pus or active bleeding. The 
lesion was focally red and warm.  
In addition, the patient showed 
full strength and sensation in both 
upper extremities.
Photo courtesy of Mr. Sobhani and Dr. Lowenstein.



Q Which of these is best 
managed with injection of 
Triamcinolone acetonide 
(Kenalog)? 
1.  Dermatofi brosarcoma 

protuberans (DFSP)
2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: Keloid and hypertrophic scar

 Q Which is best 
managed by Mohs 
micrographic surgery 
(MMS)? 
1.  Dermatofi brosarcoma 

protuberans (DFSP)
2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: Dermatofi brosarcoma 
protuberans (DFSP). Of the following 
choices, only DFSP has malignant potential 
and should be managed with MMS. 
Although DFSP has low malignant potential, 
it has a tendency to recur due to tentaclelike 
growth pattern of tumor cells. Thus, MMS 
provides the best chance of excising the 
tumor with clear margins.

Q Which of these has 
thickened hyalinized 
collagen bundles arranged 
haphazardly with an 
increased number of 
fibroblasts? 
1.  Dermatofi brosarcoma 

protuberans (DFSP)
2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: Keloid

Q Which of these 
exhibits pleomorphic cells 
arranged in a herringbone 
pattern?
1.  Dermatofi brosarcoma 

protuberans (DFSP)
2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: None of the above. The correct 
answer is fi brosarcoma.

Q Which of these exhibits 
cells in a storiform pattern?
1.  Dermatofi brosarcoma 

protuberans (DFSP)
2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: Dermatofi brosarcoma 
protuberans (DFSP). The storiform pattern 
observed in DFSP can be contrasted to 
the herringbone pattern observed in 
fi brosarcoma and the haphazardly arranged 
bundles of collagen seen in keloids. 

Q Which of these has a 
pigmented variant known 
as a Bednar tumor? 
1.  Dermatofi brosarcoma 

protuberans (DFSP)
2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: Dermatofi brosarcoma 
protuberans (DFSP). A Bednar tumor (also 
called pigmented DFSP) is a rare variant of 
DFSP that has cells with melanin pigment. 
The majority are located on the trunk and 
proximal extremities.

Q Which of these can 
metastasize?
1.  Dermatofi brosarcoma 

protuberans (DFSP)
2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: Dermatofi brosarcoma 
protuberans (DFSP)

Q Which of these is more 
common in black and 
Hispanic populations?
1.  Dermatofi brosarcoma 

protuberans (DFSP)
2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: Keloid

Q Which of these is CD34 
positive and factor VIIIa 
negative? 
1.  Dermatofi brosarcoma 

protuberans (DFSP)

2. Keloid 
3. Hypertrophic scar
4. Dermatofi broma

ANSWER: Dermatofi brosarcoma 
protuberans (DFSP)

Q True or false: Genetics 
play heavily into the 
propensity to make keloids?
ANSWER: True. Keloids are seen much 
more commonly in darker skin individuals. 
Furthermore, certain syndromes have 
a propensity to make keloid including 
Rubinstein-Taybi syndrome 1, Geominne 
syndrome, Ehler-Danlos and possibly 
Turner’s Syndrome.14-16 Furthermore, in 
Caucasians of northern European ancestry, 
the HLA-DRB1*15 allele has recently 
been shown to be associated with keloid 
formation.

Q True or false: Genetics 
play heavily into the 
propensity to make keloids?
ANSWER: True. Keloids are seen much 
more commonly in darker skin individuals. 
Furthermore, certain syndromes have 
a propensity to make keloid including 
Rubinstein-Taybi syndrome 1, Geominne 
syndrome, Ehler-Danlos and possibly 
Turner’s Syndrome.14-16 Furthermore, in 
Caucasians of northern European ancestry, 
the HLA-DRB1*15 allele has recently 
been shown to be associated with keloid 
formation.
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Test yourself on fi brotic skin lesions
KAIVON SOBHANI, B.S., AND, EVE LOWENSTEIN, M.D., PH.D., FAAD

Q Which of the following images requires a biopsy?
Dermatofi brosarcoma protuberans (DFSP), dermatofi bromas, keloids and hypertrophic scars are four separate conditions requiring assessment, but only one requires 
a biopsy.

DFSP (photo 1) is an uncommon, cutaneous tumor characterized by aggressive local growth and a tendency to recur after surgical excision. Clinically, DFSP lesions may be 
mistaken for keloids (photo 2), however keloids are benign growths with no metastatic potential and are the consequence to aberrant scar formation. Keloids extend beyond the 
site of injury, unlike hypertrophic scars (photo 3), which are confi ned to the site of injury. Dermatofi bromas (photo 4) are benign dermal proliferation of fi broblasts. ANSWER: Photo 1

1 3 42

Photos courtesy of Mr. Sobhani and Dr. Lowenstein.



projections of tumor while conserving the great-
est amount of normal skin tissue.  MMS offers 
highest cure rates for surgical excision of DFSP.1  
Because the translocation (17;22) places the plate-
let-derived growth factor (PDGF) β-chain gene 
under the control of the collagen 1A1 promoter, 
imatinib mesylate, which targets the PDGF recep-
tor, has been tried in patients with DFSP.  Cur-
rently, it is FDA-approved for adults with unre-
sectable, recurrent, or metastatic DFSP.

DFSP may be mistaken clinically with a keloid 
(figure 2), however keloids are benign growths 
with no metastatic potential and are the conse-
quence to aberrant scar formation. Normal scars 
are flat and are preceded by injury. Hypertrophic 
scars are raised and confined to the site of injury. 
Unlike hypertrophic scars, keloids extend beyond 
the site of injury. They most commonly occur on 
the upper chest and arms, head and neck, and 
ear.10,11 Keloids have a smooth surface and are 
firm to hard to palpation. They may be pruritic 
or painful and can even inhibit normal motion 
of adjacent tissues.  The keloids of this patient 
were so extensive that he had difficulty breathing.  
Often times, patients report a history of trauma 
at the site of keloid formation, for example an ear 
piercing, tattoo or vaccine injection. However, 
no reported trauma does not exclude a diagno-
sis of keloids. The above patient reported a his-
tory of a severe burn to his chest.  Patients often 
also report a positive family history.  Further-
more, black and Hispanic populations are more 
susceptible to keloids, with an incidence of 16% 
in black Africans.13 A number of genetic disor-
ders, including Rubinstein-Taybi syndrome 1, 
Goeminne syndrome, Ehlers Danlos, and Turner 
syndrome, may predispose patients to developing 
keloids.14-16 Recently, keloids have been shown 
to have a higher incidence in Caucasian patients 
with the HLA-DRB1*1501 allele.17

Skin tension has been implicated as a factor 
in the formation of keloids, including post-surgi-

cal wound closure sites.18   Collagen synthesis is 
about 20 times greater in keloids than in normal, 
non-injured tissue.  On histopathology, keloids 
exhibit thick hyalinized collagen bundles in a 
haphazard array with an increased number of 
fibroblasts.  This is distinct from DFSP, which 
exhibits its characteristic storiform appearance.  
Generally, the overlying epidermis and papil-
lary dermis are spared. In early keloids, there 
are abundant deposits of fibrillary collagen in 
the reticular dermis, however mature keloids 
often have thick, homogeneous, haphazardly 
arranged collagen bundles.

Immunohistochemical stains may also be per-
formed to distinguish keloids and hypertrophic 
scars from DFSP.   In contrast to DFSP, immu-
nostaining for CD34 and Factor XIIIa is nega-
tive in keloids and hypertrophic scars.19,20

There is no universally accepted treatment 
protocol for keloids, although prevention contin-
ues to be the best strategy. Predisposed patients 
should avoid non-essential surgery. Treatment 
options typically include silicone elastomer sheet-
ing, surgery with postoperative radiation ther-
apy, and intradermal injections of intralesional 
steroids or chemotherapy. �

Disclosures: Kaivon Sobhani, B.S., is a medical stu-
dent at SUNY Downstate Medical Center. Eve Lowen-
stein, M.D., Ph.D., FAAD, is a dermatologist with the 
Health Science Center in Brooklyn and a dermatolo-
gist with South Nassau Dermatology PC in Oceanside 
and Long Beach, N.Y.
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POST TEST 
QUESTIONS:
DFSP/DF/Keloids/Hypertrophic scars

QUESTION 1 
True/False? Both keloids and 
hypertrophic scars have genetic 
predisposition?
ANSWER: False: Keloids do but hypertrophic scars do not

QUESTION 2 
What gene translocation is present in 
nearly all cases of Dermatofibroma-
sarcoma protuberans? 
A. Chromosome 9; 22
B. Chromosome 17; 22
C. Chromosome 11; 14
D. Chromosome 8; 14

ANSWER: Chromosome 17; 22 REFERENCES ON PAGE 63�

A 74-year-old African American male presents with 
several dark brown skin colored, firm, raised lesions 
extending across his chest to his axilla and extending 
below his breast (photo 2). They first appeared thirty years 
ago after he was severely burned in an accident. The 
lesions are occasionally itchy, but not painful. Recently, 
he experienced chest tightness with difficulty breathing 
deeply. He has no history of cancer or heart disease.
Photo courtesy of Mr. Sobhani and Dr. Lowenstein.

By KAIVON SOBHANI, B.S., AND, EVE LOWENSTEIN, M.D., PH.D., FAAD

case PRESENTATION #2

2.

What is the diagnosis? 
A. DFSP
B. DF
C. Keloid
D. Hypertrophic scar

ANSWER: C. Keloid
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data of 262 randomized patients who 
agreed to interview and had under-
gone localized melanoma treatment. 
Patients’ Skin self-examination (SSE) 
practices were also assessed.

Results showed that among the 230 
patients who did not have a recurrent or 
new primary melanoma, 149 patients 
preferred the standard follow-up sched-
uling compared to 81 patients who pre-
ferred the fewer clinic-based follow-up 
visit option (70% vs 30% after adjust-
ing for sampling frame). Factors inde-
pendently associated with fewer visit 
preference included a higher disease 
stage, melanoma on a limb, living with 
others, not having private health insur-
ance, and seeing a specialist for another 
chronic condition. It was also found that 40% of 
patients did not perform SSE or did so at greater 
than three-month intervals.

“Patients seem to accept the visit frequency rec-
ommended by clinicians, and clinicians may rec-
ommend fewer visits provided they are reassured 

of the safety of doing this—with 
participant ability in skin self-
examination a key determinant. 
Using online videos and smart-
phone apps to instruct, prompt, 
and record skin self-examina-
tion, and to facilitate teleder-
matology may increase patient 
detection of recurrent and new 
melanoma and allow scheduled 
visit frequency to be reduced,” 
Dr. Bell said. 

Melanoma patients might 
generally prefer routinely 
scheduled visits because of 
the face-to-face encounter with 
the physician and because they 
might not be 100% comfortable 

or confi dent in using resources to support SSE.
According to Dr. Bell, patient-performed tele-

dermatology, with or without the use of dermos-
copy devices, is an acceptable and useful tool to 
triage individuals with new skin lesions for diag-
nosis however diagnostic accuracy remains an 

important unknown factor. Before telederma-
tology becomes mainstream, Dr. Bell said that 
more research is needed to investigate safety and 
eff ectiveness on clinically relevant outcomes, and 
eff ects on resource use. 

The adoption of a model for the post-treat-
ment follow-up of localized melanoma consist-
ing of SSE with access to rapid clinical review 
(within two weeks) could decrease worry and 
cost of scheduling regular visits while retaining 
the benefi ts of early detection. However, before a 
change in current practice is implemented, Dr. 
Bell believes that strong evidence from random-
ized controlled trials is required to ascertain that 
patient-led surveillance is benefi cial and works well 
for the patient, doesn’t increase resource utiliza-
tion through too many false alarms and unneces-
sary clinic visits, and is accepted by patients and 
clinicians and doesn’t increase patient anxiety. e

Reference

Lim WY, Morton RL, Turner RM, et al. Patient preferences for 

follow-up after recent excision of a localized melanoma. 

JAMA Dermatol. 2018 Apr 1;154(4):420-427. DOI: 10.1001/

jamadermatol.2018.0021.

Quick TAKES

Patient-performed 

teledermatology, with 

or without the use of 

dermoscopy devices, 

is an acceptable and useful 

tool to triage individuals. 

Melanoma patients must 

follow a strict follow-up 

schedule following 

melanoma resection.

Self-skin examinations 

and teledermatology 

may aid in fewer offi ce-

based follow-ups.

} Teledermatology may lead to fewer offi ce visits FROM PAGE 1

“ Patient-led skin surveillance with the help of some form of tele-

dermatology is an alternative model for lower-risk patients that can 

potentially save signifi cant time and healthcare costs while allowing 

early detection of recurrent or new primary melanoma.”

Katy J. L. Bell, Ph.D., University of Sydney School of Medicine, Australia
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E
lectronic consultations with dermoscopy increased 
access, reduced wait times and identifi ed several 
skin cancers that might have otherwise gone undi-
agnosed among underserved patients at commu-

nity health centers, shows a study published earlier this year 
in the Journal of the American Academy of Dermatology. 

Electronic consultations, also known as eConsults, 
have been shown to improve patient access to dermatol-
ogy and other specialty care. This study looked specifi -
cally at the impact of teledermatology with use of dermos-
copy for Medicaid and uninsured patients in Connecticut 
who sought primary care at community health centers. 

The study provides a model for how primary care and 
dermatology practices can collaborate to off er telederma-
tology services — with dermoscopy — to these underserved 
populations. 

ACCESS HURDLES

Less than half of patients referred to dermatologists from 
primary care providers receive appointments. Medically 
underserved patients, such as those on Medicaid, are even 
less likely to get appointments with specialty providers. 
For example, less than 40% of dermatologists in Connect-
icut where the study was conducted accept new Medicaid 
patients. Nationally, Medicaid patients have been shown 
to wait 38% longer than Medicare or private insurance 
patients for appointments.  

Researchers looked retrospectively at 2,385 derma-
tology referrals from a large, multisite federally qual-
ifi ed health center in Connecticut. More than 60% of 
the more than 140,000 patients who receive compre-
hensive primary care services from the center are minor-
ities and more than nine out of 10 are at or below 200% of 
the federal poverty level. Most have state-funded Med-
icaid insurance. 

E-CONSULT ELEMENTS, OUTCOMES

For the teledermatology intervention, each primary care 
practice received a camera and dermatoscope. Two derma-
tologists from the UConn Health Center reviewed eCon-
sults for the study. The Connecticut Department of Social 
Services reimbursed providers for the eConsults provided 
to Medicaid patients.   

Primary care providers could send eConsults to derma-
tologists for review or bypass the teledermatology option 
and request a traditional in-person referral. Dermatologists 
reviewing the eConsults weren’t necessarily the same der-
matologists who saw patients for face-to-face appointments. 

“Dermatologists act as consulting physicians who pro-
vide consultation in terms of diagnosis and management 
plan. It’s the primary care physician’s responsibility to 
implement the plans,” said study author Jun Lu, M.D.,  
dermatologist, UConn Health, Farmington, Conn. “If the 
patients need to come in for face-to-face visits, the consult-
ing dermatologists help to provide easy and quick access 
although patients could choose to go to other providers.”

Dr. Lu explains that to guarantee the quality of refer-
rals, she and colleagues provided referring providers and 

eConsults support 

underserved patients

“Teledermatology should be part
of comprehensive coordinated care,
rather than a curbside consult.”

LISETTE HILTON | Staff  Correspondent

A model for collaborating 

on teledermatology with 

dermoscopy. 

Medically underserved 

communities may benefi t 

from eConsults.

Dermatologists must 

collaborate with primary 

care physicians to 

implement eConsults.
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their staff s with video and real-time tutorials and training on how to submit a dermatology-
focused history and relevant information, how to take high-quality photos and how to use 
dermoscopy to take photos. 

Researchers compared results six months before implementing the teledermatology 
eConsults to six months after implementation. 

Before eConsult implementation 11% of 1,258 referrals to dermatologists resulted in con-
fi rmed appointments, with an average wait time of 77 days. After implementation, 44% of 
1,127 consults were electronically sent and all received dermatology consultations within 
less than 24 hours on average. Of those, 16% required a face-to-face visit with a dermatol-
ogist, with an average wait time of 28 days. Meanwhile, only 16.3% of the patients who 
chose traditional face-to face appointments received care, with an average waiting time of 
104 days. Dermatologists diagnosed a spectrum of cutaneous conditions with the eCon-
sults, from dermatitis, to acne, benign neoplasms, psoriasis, pigmentation disorders, alo-
pecia and suspicious neoplasms. 

All 29 patients who had suspicious neoplasms on eConsults received dermatology appoint-
ments. Ten of those were no-shows. Of the 15 patients who had face-to-face appointments, 
all were biopsied and 10 had malignancies, including either basal cell or squamous cell 
carcinomas. 

Of the 60 primary care providers who participated in the study, 39 responded to ques-
tions about their satisfaction with the intervention. Eighty-fi ve percent were satisfi ed or very 
satisfi ed with eConsults, while, 2.9%, or one of the providers, reported being dissatisfi ed. 

IMPLICATIONS

The study suggests dermatology eConsults can be done on a large scale within a network 
of primary care providers who are free to decide whether or not to use eConsults. And they 
can be done where dermatologists who review the eConsults are not necessarily the derma-
tologists who see patients face-to-face. 

The author writes that previous research has shown these eConsult elements help reduce 
face-to-face appointments: patient selection; high-quality image production; dermoscopy 
use; and an eff ective infrastructure. This intervention resulted in a substantial reduction 
of in-person visits by including not only these elements but also protocols for which con-
sults to electronically submit and image acquisition training. 

“We made it clear that patients with history of skin cancers or dysplastic nevi that need 
full-body skin examination are not good candidates for teledermatology. These patients 
need face-to-face visits,” Dr. Lu writes.

An important benefi t to providers is eConsults might reduce no-shows in the medically-
underserved population, which has been shown to have especially high no-show rates. 

Still, these fi ndings might not be generalizable to all patients in all settings. Non-Med-
icaid populations may see e-Consults as undesirable, as they don’t experience the same 
access issues, according to the authors.  And reimbursement for teledermatology isn’t uni-
versal, but that’s improving. The success of this program led Connecticut to pass legisla-
ture allocating Medicaid funding to cover teledermatology service, according to Dr. Lu. 
She and her colleagues also have been contacted by private insurers interested in similar 
collaborations, she writes. 

There are diff erent models and platforms available for teledermatology, Dr. Lu said. 
“The ultimate goal is to provide high-quality care to patients in need. Therefore, it’s very 

important to have full access to complete medical histories, including medication and allergy 
[information]. It’s also very important to have a system set up in a way to guarantee patients 
easy access to face-to-face evaluation or treatment if needed,” she writes. “… teledermatol-
ogy should be part of comprehensive coordinated care, rather than a curbside consult.” e
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How eff ectively 
do you follow up?

No matter how good your marketing efforts are, 
your bottom line will suffer if you don’t have the time 
or staffi ng available to respond in a timely fash-
ion. That’s according to eRelevance cofounder 
and CEO Bob Fabbio and what inspired the com-
pany to launch their Response Follow-up Service.

“Our patient engagement service generates 
signifi cantly more responses than our aesthet-
ic practice customers have received through 
other prior email blasting efforts,” Fabbio says. 
As a result, practices have had a hard time keep-
ing up with the response and thus, the service 
was born.

“Our new follow-up service does the work for 
businesses — chasing people down according 
to best practice to ultimately increase conver-
sion and revenue,” Fabbio explains.

eRelevance data shows that up to 60% of mar-
keting-generated patient requests never convert 
to revenue, due in large part to businesses with 
a small-sized staff that lack the time and resourc-
es to keep up with the number of responses that 
their marketing campaigns generate.

By successfully overcoming this critical mar-
keting need, clients are ensured they do not miss 
out the fi nite window of opportunity when a pro-
spective patient may be ready to schedule an 
appointment, according to Fabbio.

THE SERVICE OFFERS PROACTIVE RESPONSE 
MANAGEMENT THAT:

u  Offl oads the work required to connect with pa-
tients and prospects to get them scheduled.

u  Uses best practices for effective follow-up that 
combines phone, email and text.

u  Helps reduce revenue leakage from unsched-
uled patient and prospect requests.

Fabbio notes that while industry best prac-
tice is six follow-up attempts within three days 
of a customer reply, eRelevance data reveals 
that the average number of follow-up attempts 
across the company’s entire client base is less 
than one attempt per patient or prospect 
response.

An eRelevance suite of tech-powered follow-
up services starts as low as $400 dollars a month.

“Our goal is to help small businesses grow 
in a more cost-effective way,” Fabbio states.e
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› 84.41% would complete online patient 
registrations 

› 76.56% prefer electronically-placed 
prescriptions

› 76.34% would use digital healthcare ser-
vices for medical consults

› 65.37% of patients would personally 
cover the cost of an online consult

› 42.03% would view online learning 
videos

› 40.89% would send photos of skin 
changes by email to their doctor

› 40.61% would send photos of skin 
changes by mobile apps to their doctor

› 34.53% would agree to an online consultation
“I think physicians are rightfully concerned 

about the use of digital medicine and whether 
it’s actually going to deliver more effi  cient and 
better care, or if it’s just going to add to the frus-
tration,” Dr. Hodgkins said.

IN A MORE PERFECT DIGITAL WORLD

Imperfections aside, the march toward increas-
ing use of digital health tools is going forward, 
he said.

“Let’s say you have a patient with a chronic 
skin condition, like psoriasis, do you have to see 
them in the clinic as frequently? Possibly not. If 
you could get needed information in an immedi-
ate way from a patient without the patient having 
to come to the clinic, and if it wasn’t going to neg-
atively impact your clinic revenue, why wouldn’t 
you use one of these tools?” Dr. Hodgkins asked.

Triaging patients with skin lesions is another 
promising area for digital health apps in der-
matology. Patients could send dermatologists 

high-defi nition images of lesions they’re con-
cerned about. The dermatologist could take a 
look, fi rst, to decide whether the patient needs 
to come in for a visit and then whether fi ndings 
could be discussed via a virtual tool, such as 
video conferencing.

PHYSICIAN-DRIVEN INNOVATION

Dr. Hodgkins serves as chair of Xcertia, an inde-
pendent nonprofi t collaboration with the Con-
sumer Technology Association that is focused 
on strengthening guidelines and standards for 
digital health tools. The group published its fi rst 
set of guidelines in 2017, and they are due to be 
updated this year.

But one set of guidelines will not suffi  ce. Pro-
vider specialty organizations, such as the Ameri-
can Academy of Dermatology, should also include 
the use of digital health tools in clinical guide-
lines they publish, he said.

“The Xcertia guidelines would be a good start-
ing point for specialty societies as they evaluate 
which of these digital medicine tools they might 
want to recommend as part of clinical guidelines 

they may develop,” Dr. Hodg-
kins said.

Digital health tools are better 
when physicians contribute to 
the development process.

The “Physician Innovation 
Network,” a website of the AMA, is designed 
to connect physicians and technology develop-
ers. This is where developers with a new idea 
can get physician input on new healthcare tech-
nologies and physicians can approach technol-
ogy experts with ideas of their own.

A dermatologist who has done precisely that 
is Dhaval Bhanusali, M.D., who practices der-
matology in New York, N.Y., and Miami, Fla. 

“When I was young in my career, I saw a lot of 
ineffi  ciencies in healthcare that tech could solve. 
Now, my dream is to inspire physician-driven 
innovation,” he said. 

When Dr. Bhanusali was a resident, he cre-
ated a teledermatology platform that addressed 
access issues for nursing home patients by tri-
aging patients.

Today, he is founder and CEO of the health-
care technology company Health Digital. The 
company is currently developing a digital plat-
form for prescribing medications. And, they are 
currently designing technologies designed to 
make clinical trials more accessible to patients.

“Times are changing. My belief is that as we 
evolve as a fi eld, there will be a lot of new technolo-
gies. As dermatologists, the best thing we can do is 
to stay in front of it — as opposed to being reactive. 
When you’re reactive, you have to adapt to some-
one else’s terms. But if you’re creating technology 
and implementing it, you’re creating a niche that 
can support your practice,” Dr. Bhanusali said.

“We’re seeing disruption in a lot of diff erent 
industries. I think dermatology is going to be tar-
geted for specifi c conditions, such as acne. So, I 
hope my colleagues will be proactive,” he said. e
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“My belief is that as we evolve as a fi eld, there will be a lot of 

new technologies. As dermatologists, the best thing we can do 

is to stay in front of it — as opposed to being reactive. ... if you’re 

creating technology and implementing it, 

you’re creating a niche that can support your practice.”

Dhaval Bhanusali, M.D., a practicing dermatologist in New York, N.Y., and Miami, Fla.

} Digital health technology requires physician input FROM PAGE 68

Dr. Bhanusali

DIGITAL HEALTH TOOLS ARE BETTER WHEN PHYSICIANS CONTRIBUTE TO THE DEVELOPMENT PROCESS. 
Visit the AMA’s “Physician Innovation Network” website at: https://innovationmatch.ama-assn.org
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https://innovationmatch.ama-assn.org/
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Maximize ROI using 
advanced practice providers
LISA A. ERAMO, MA | Staf  Correspondent

W
hen leveraged correctly, 
advanced practice pro-
viders (nurse practitio-
ners, physician assis-

tants, clinical nurse specialists, and 
clinical social workers) can generate 
a sizeable return on investment, said 
Suzan Hauptman, CPC, senior prin-
cipal at ACE Med Group, a coding 
and compliance consulting company 
in Pittsburgh, Penn., who spoke during 
AAPC’s HEALTHCON, April 8-11 in 
Orlando, Fla.

HEALTHCON of ers educational 
sessions and networking opportunities 
for medical coders, billers, payer rep-
resentatives, practice managers, attor-
neys, physicians, and other healthcare 
business professionals.

However, some physicians don’t fully 
understand how to maximize these pro-
viders and are thus unable to af ord to 
employ them long-term, said Hauptman. 
Answering phones, rooming patients, 
and submitting ref ll requests shouldn’t 
be a  primary responsibility of advanced 
practice providers. “If you want some-
one to actually share the practice, that’s 
when you need an APP,” she said. “This 
is a human resource that you’re paying 
a lot of money for.”

Here are three tips to help practices 
get the most out of advanced practice 
providers.

#1
PUT APPS TO WORK 

SEEING PATIENTS.

Advanced practice providers  can pro-
vide a variety of E/M services, Haupt-
man said. The question is whether pay-
ors will require practices to bill directly 
under the advanced practice provider 
number or whether they’ll allow prac-
tices to bill the service provider  under 

the supervision of the physician, she 
said. When billing directly, practices 
receive a portion of the physician’s fee 
schedule amount for that service. When 
billing under a physician’s supervision, 
the practice receives the entire fee sched-
ule amount.

Regardless of the billing specif-
ics, one point remains clear: When 
advanced practice providers  are busy 
seeing patients, practices benef t f nan-
cially, said Hauptman. For example, 
some practices allow advanced practice 
providers  to see post-op patients because 
these services are bundled into the pay-
ment for the procedure, said Hauptman. 
This allows physicians to focus on ser-
vices that generate separate revenue.

Other practices allow advanced prac-
tice providers to see all new patients 
and bill directly for them, thus freeing 
up physician accessibility for hospital 
visits, procedures, or higher-level E/M 
services. Some payers may even allow 
advanced practice providers  to bill new 
patients under a physician’s supervision 
if documentation indicates that the phy-
sician developed the actual treatment 
plan, said Hauptman. However, prac-
tices should check with their specif c 
Medicare Administrative Contractor 
for more information, she added.

Specif c schedules are a must, said 
Hauptman. “If the physician sees 
patients on Tuesdays and Fridays, what 
is the PA doing on Monday, Wednes-
day, and Friday? Is he or she acting as 
an MA and answering phone calls?” 
she said.

Practices can also staf  emergency or 
weekend clinics with advanced practice 
providers. “The space is yours, so why 
not see patients more often?” she said. 

#2 

DO YOUR HOMEWORK 

BEFORE HIRING.

Ask your practice manager to research 
licensure requirements in your state. 
What services are included within 
each advanced practice providers 
scope of practice, and will your pay-
ers allow direct billing for each of these 
services? When billing under a physi-
cian’s supervision, what type of super-
vision is required for each service? For 
example, payers may require that a phy-
sician is immediately available or even 
in the same room for certain services. 
For other services, they may only need 
to be accessible by phone. Documenta-
tion should clearly support the super-
vision requirements, Hauptman said.

#3 
INVOLVE 

YOUR CODERS.

They understand billing requirements, 
opportunities and limitations. They may 
be able to deteremine how much revenue 
you can generate by hiring an advanced 
practice providers.

She cited a hypothetical example 
in which a practice hired a physician 
assistant to see most new and estab-
lished patients. The physician assis-
tant also saw some post-op patients 
and performed some consultations. 
Hiring the physician assistant helped 
the practice increase its patient volume 
and allowed the physician to add hospi-
tal visits and an additional cases to the 
operating room schedule weekly, yield-
ing more than than $200,000 annually.

“The revenue is absolutely there if 
you use the APP correctly,” Haupt-
man said. �

Practices 
benefi t when APNs 

see patients.

Know what services 
are within your APN's 

scope of practice.

Consult the experts 
on coding.
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and Women’s Hospital,” she notes.
Just over three-quarters of AK resources are 

spent on cryotherapy.
Malignant melanoma was the costliest diagno-

sis per person per year at $1,241. “I was very sur-
prised by the cost of ipilimumab for melanoma,” 
Dr. Ruiz says. “This accounted for 40% of mela-
noma spending; however, less than 1% of patients 

with melanoma were treated with this therapy.”
As newer systemic agents are employed, Dr. 

Ruiz expects the cost of cancer care to increase 
signifi cantly. “For example, PD-1 therapy is now 
frequently used in combination with other forms 
of systemic therapy for melanoma,” she relates.

Dr. Ruiz says that the current study underes-
timates total costs because it is limited to Medi-
care patients. “Skin cancer occurs in younger 
patients as well,” she says. Similarly, out-patient 
prescription coverage is not calculated.

But the study, which appears in the Journal 
of the American Academy of Dermatology, took 
into account hospital-based chemotherapy and 
professional fees, but not facility fees. “Facility 
fees contribute signifi cantly to overall medical 
costs,” Dr. Ruiz says. “We are currently work-
ing on an analysis that includes the cost to the 
hospital.”

Medications like topical fl uorouracil (Efudex) 
and other relevant prescriptions were also not 
incorporated into the cost analysis, nor were indi-
rect costs included such as the patient traveling 
to appointments and lost work time.

Two limitations of the study are that claims 
data relies on the accuracy of coding by physi-
cians and that additional studies are needed that 
include all ages.

Dr. Ruiz singles out two other published studies 
that illuminate skin cancer costs. A 2015 study in 
the American Journal of Preventive Medicine used 
multiple claim database and survey sources to try 
to estimate total cancer costs, not just from Medi-
care. The authors found that between the years 
2002-2006 and 2007-2011, the average annual 
total cost for skin cancer increased from $3.6 
billion to $8.1 billion, representing an increase 
of 126%, while the average annual total cost for 
all other types of cancer increased by only 25%.

A more recent 2017 article in the Journal of 

the American Academy of Dermatology is the fi rst 
in a series of articles that looks at the incidence 
and cost of a host of dermatologic conditions. 
Claims data from 2013 indicate an estimated 
direct health care cost of $75 billion annually 
and an indirect cost of $11 billion. 

“Before care delivery can be improved, we need 
to understand how resources are allocated,” says 
Dr. Ruiz, who believes that the medical commu-
nity can reallocate and reduce overall costs for 
treating skin cancer. “For instance, cryotherapy for 
AK is not a great treatment, whereas fi eld therapy 
is eff ective because it treats the whole fi eld. You 
are not just treating one AK,” she says. “A major 
limitation, however, is that cryotherapy is usu-
ally covered by insurance, but patients are spend-
ing a lot out-of-pocket on their prescriptions.” 

Aside from the fi nancial impact of therapy for 
skin cancer, outcomes are hard to gauge for skin 
cancers other than melanoma since they are not 
captured in national registries. “People less often 
die from non-melanoma skin cancer, so we need 
to fi nd other measurable outcomes that can eas-
ily be tracked,” Dr. Ruiz says.

Dr. Ruiz and her colleagues are completing 
an economic analysis of all cancers. “Lung can-
cer is the most costly cancer overall, followed by 
breast and prostate,” she says. BCC is ranked 
No. 7, SCC is No. 11 and melanoma at No. 17. e
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} Malignant melanoma may be the costliest diagnosis per person FROM PAGE 1

49% 
OF TOTAL SPENDING WAS FOR 
BCC AND SCC TREATMENTS, 
$715 MILLION FOR BCC, 
$525 MILLION FOR SCC

$2.5billion
THE COST OF PROFESSIONAL 
FEES IN 2013 FOR SKIN 
CANCER-RELATED DIAGNOSES 
OF MEDICARE PATIENTS

ATLANTIC DERMATOLOGY CONFERENCE

May 11-13, 2018
Providence, Rhode Island

meeting COVERAGE

“ The medical community can reallocate and reduce 

overall costs for treating skin cancer. “Before care 

delivery can be improved, we need to understand 

how resources are allocated.”

Emily Ruiz, M.D., Brigham and Women’s Hospital, Boston
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$1,241
PER PERSON, PER YEAR 
MALIGNANT MELANOMA COST 
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CASTLE ROCK, COLORADO
General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

COLORADO
Mohs Surgeon Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com
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Expert Services for:
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Practice Appraisal
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Call for a Free Consultation
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www.TransitionConsultants.com
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PRACTICE FOR SALE

NATIONAL
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CAREERS
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CLINTON, CONNECTICUT

Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com
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Partnership available. Established practice. 
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Partnership Available 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

WATERBURY, CONNECTICUT

Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

ENFIELD, CONNECTICUT
Associate Opportunity 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com
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PUNTA GORDA/PORT CHARLOTTE, FLORIDA

General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

CAPE CORAL, FLORIDA

General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

ST. PETE, FLORIDA

General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

OCALA, FLORIDA
General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

KALAMAZOO, MICHIGAN
General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

ALBANY, GEORGIA
General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

LANSING, MICHIGAN
General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com
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FLORIDA

ILLINOIS

MARYLAND

GEORGIA

MASSACHUSETTS

MICHIGAN

NEVADA

CAREERS

NORTH CAROLINA

NEW JERSEY

WHITE PLAINS, MARYLAND

Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

ROCKVILLE, MARYLAND

Associate Opportunity 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

BOSTON, MASSACHUSETTS
Excellent opportunity for a FT dermatologist 

to join an established practice. Contact Karey, 

(866) 488-8100 or www.MyDermGroup.com

GAINESVILLE, FLORIDA
Excellent opportunity for a FT dermatologist 

to join an established practice. Contact Karey, 

(866) 488-8100 or www.MyDermGroup.com

CHARLOTTE, NORTH CAROLINA

Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

CALUMET CITY/DYER, IN

Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

CENTRAL, NEW JERSEY
Excellent opportunity for a FT dermatologist 

to join an established practice. Contact Karey, 

(866) 488-8100 or www.MyDermGroup.com

WORCESTER, MASSACHUSETTS
Partnership Opportunity 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

BALTIMORE, MARYLAND
Associate Opportunity 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

RENO, NEVADA
Associate Opportunity 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

CORAL GABLES, FLORIDA
Partnership Opportunity 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

®

Place a recruitment ad in 

Dermatology Times — 

in print or online.

Joanna Shippoli
Account Manager

440-891-2615

joanna.shippoli@ubm.com

Narrow your candidate 

search to the best.
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JACKSON, WYOMING
General Dermatologist/Mohs Surgeon

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

RHODE ISLAND

General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com

PHILADELPHIA, PENNSYLVANIA
General Dermatologist Opportunities

Contact Christie Knowles, (904) 509-8537 or

crystal.knowles@leavittmgt.com
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PENNSYLVANIA RHODE ISLAND

TENNESSEE

VIRGINIA

WYOMING

PITTSBURGH, PENNSYLVANIA
Partnership Available 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

NORFOLK, VIRGINIA
Associate Opportunity 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

KNOXVILLE, TENNESSEE

Partnership available. Established practice. 

Contact Karey, (866) 488-4100 or

www.MyDermGroup.com

CAREERS

PENNSYLVANIA

St. Luke’s University Health Network is seeking candidates to be Dermatology Residency Program Director to start a new Dermatology Residency Program 

at St. Luke’s Anderson Campus.  As Founding Program Director, they will be responsible for leading, administering, and supervising all aspects of the 

Dermatology Residency Program in accordance with the ACGME Program Requirements and Institutional Goals and Objectives. 

The Program Director will have dedicated time for administrative, educational, strategic, and research initiatives and provide oversight and develop-

ment of the Dermatology Residency program and participate in our academic mission through our Temple/St. Luke’s School of Medicine partnership.  In 

addition, the Program Director will be expected to develop a clinical practice with allocated time to develop and lead the residency program.

In joining St. Luke’s University Health Network, you will enjoy:

• Team-based care with well-educated, dedicated support staff

• Teaching, research, quality improvement and strategic development opportunities

• A culture in which innovation is highly valued

• Exceptional compensation package

• Rich benefi ts package, including malpractice, health and dental insurance, CME allowance

Qualifi cations:

Candidates must be Board-Certifi ed in Dermatology and have demonstrated clinical, administrative and/or educational leadership accomplishments as 

well as an aptitude for mentoring and staff development. Excellent leadership, management, and communication skills are necessary.  In addition, candi-

dates must have:

• A minimum of four years of clinical experience in family medicine

• Three years as a teacher in an ACGME-accredited dermatology residency program. 

• Must be willing to combine administrative and teaching responsibilities with clinical practice (25/75)

• PA and NJ State medical licenses (at the time of employment)

About St. Luke’s Anderson Campus:

Opened in 2011 in Bethlehem PA, Anderson Campus consists of a four-story, 108 bed acute care hospital soon to be 210 beds, state-of-the-art cancer 

center, a 75,000 square foot ambulatory surgical center, and medical offi ce building. Private inpatient rooms are state-of-the-art with the latest technology 

and amenities. Consisting of over 500 acres, Anderson Campus also includes auxiliary gardens, a two-mile walking path, and a pond with a fountain and 

sitting area to promote wellness.  

About St. Luke’s University Health Network:

We are the region’s largest, most established health system with 10 hospitals spanning 9 counties. In partnership with Temple University, St. Luke’s cre-

ated the region’s fi rst Medical School. Repeatedly, including 2017, St. Luke’s has earned Truven’s 100 Top Major Teaching Hospital. St. Luke’s is a member 

of the AAMC Council of Teaching Hospitals and a Regional Branch Campus and major affi liate of Temple University School of Medicine. To learn more about 

St. Luke’s, please visit us at www.SLUHN.org

About the Lehigh Valley!   

Number 9 on America’s 50 Best Cities to Live!

http://www.discoverlehighvalley.com/

http://247wallst.com/special-report/2015/11/05/americas-50-best-cities-to-live-2-2/10/ 

The Lehigh Valley is a place to live, work, and play! Rich with history, fantastic recreational activities, eclectic restaurants and midway between Philadel-

phia and New York City, the Lehigh Valley offers excellent school systems and affordable housing that can be found with easy access to the hospital.

If you are interested in learning more about the position, please contact:

Drea Rosko, Physician Recruiter, St. Luke’s University Health Network, physicianrecruitment@sluhn.org, 484-526-4132

RESIDENCY PROGRAM DIRECTOR

Department of Dermatology

http://www.dermatologytimes.com/
https://www.slhn.org/
https://www.discoverlehighvalley.com/
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A  Vivascope 1500 captures 
cellular-level images of skin
DERMATOLOGISTS HAVE a new noninvasive option 

for examining cellular structures within the 

skin. Caliber Imaging & Diagnostics unveiled 

its Vivascope 1500 System, a refl ectance con-

focal microscopy product that uses real-time 

digital imaging of the epidermis down to the 

stroma.

After digital images are captured in the sys-

tem, they are available for immediate review 

by medical professionals. The device has 

510(k) clearance by the Food and Drug 

Administration and is designed for exam 

rooms of various confi gurations. It has an 

extendible arm and its imaging head has 

greater fl exibility, to allow for ideal positioning 

during use.

Additionally, images taken with Vivascope 

1500 can be stored and referenced using the 

company’s Vivanet communication system.

FOR MORE INFORMATION: www.caliberid.com 

B  Probiotic-infused serum 
soothes, hydrates skin
THE PROBIOTICS SKINCARE COMPANY, TULA, has 

released Aqua Infusion Power Liquid, a pro-

biotic-infused hydrating serum designed to 

hydrate and soothe skin.

This serum was designed with a microfl uidics 

system that creates the microbubbles by sus-

pending them in a hyaluronic acid gel. The 

bubbles are activated with a release of probi-

otics and active ingredients when applied to 

the skin.

The microbubbles soothe and hydrate the 

skin, while the probiotics strengthen the skin’s 

barrier and improve its ability to retain mois-

ture. The prickly pear extract helps bind water 

to the skin while blocking the release of stress 

markers from the skin’s sensory nerve cells, 

thereby reducing the skin’s reaction to stress.

The Aqua Infusion Power Liquid can be used 

before applying makeup or the Aqua Infusion 

Oil Free Gel Cream. 

FOR MORE INFORMATION: www.tula.com 

C  Cleanser, moisturizer 
address acne and sun 
protection
NESTLE SKIN HEALTH and Galderma’s two newest 

Differin products aim to clear acne and pro-

tect from damaging UV rays. The Differin Daily 

Deep Cleanser contains benzoyl peroxide to 

address acne, but with reduced redness and 

irritation. It is a sensitive skin formulation, meant 

to leave the skin thoroughly cleansed without 

stripping it of moisture.

The Differin Oil Control Moisturizer with SPF 30 

is a lightweight, oil-free product that can be 

used with Differin Gel as part of a regular skin-

care routine. 

Both products are available online and at 

major retailers.

FOR MORE INFORMATION: www.differin.com

D  MTI’s 830 PROCEDURE 
CHAIR
MTI HAS LAUNCHED the 830 Procedure Chair, a 

chair that complies with Title 36 of the Code of 

Federal Regulations 1195 Standards for Acces-

sible Medical Diagnostic Equipment.

MTI’s goal was to design the perfect procedure 

chair. The journey began on the Medical Diag-

nostic Equipment Accessibility Standard Advi-

sory Committee. Committee member and MTI 

president Jeff Baker played a role in improving 

ADA regulations for patients and caregivers 

with disabilities. 

In January 2017, the Access Board added Part 

1195 Standards for Accessible Medical Diag-

nostic Equipment to Title 36 of the Code of Fed-

eral Regulations as a published document in 

the Federal Register. This regulation requires 

that the medical diagnostic equipment com-

plies with certain requirements to provide 

accessibility for patients with disabilities.

The end result is an ADA compliant standard, 

swivel and mobile chair with SmartTech, which 

is a combination of MTI’s Smart Controller 

and Smart Safety technology using a central-

ized computer controller that enhances safe-

ty, reduces energy consumption, and pro-

vides smoother movement, additional memo-

ry options, and more user preferences.

The MTI 830 Chair also has a power footrest 

extension, which independently and auto-

matically power extends to seven inches and 

retracts when the chair is returned to the home 

position.

FOR MORE INFORMATION: www.mti.net

E  Targeted treatment for 
non-melanoma skin cancer, 
keloids
SENSUS HEALTHCARE’S SRT-100 Vision is a com-

pact, portable device that pairs a laser posi-

tioning system with ultrasound technology to 

allow physicians to view areas being treated 

in real time while they are being treated, the 

company says. This allows for adjusting the 

amount of radiation being delivered as need-

ed. The device uses a high frequency ultra-

sound system to deliver a precise and painless 

calibrated dose of superfi cial radiation thera-

py. Additionally, the device uses a LesionCam 

to record each treatment session for patient 

medical records.

In clinical studies, the SRT-100 Vision has dem-

onstrated a 94% cure rate for keloid scarring, 

the company says. Surgical keloid removal 

alone has a recurrence rate of nearly 90%. Sur-

gical removal followed by treatment with the 

SRT-100 Vision, however, has a recurrence rate 

of 0-10%, according to the company.

FOR MORE INFORMATION: www.sensushealthcare.com/superfi cial-radia-

tion-therapy/srt-100-vision/
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