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Note to Readers

This publication contains the opinions and ideas of its author. It is intended to provide helpful and informative material on the subjects addressed in the publication. It is sold with the understanding that the author and publisher are not engaged in rendering medical, health, or any other kind of personal professional services in the book. The reader should consult his or her medical, health, or other competent professional before adopting any of the suggestions in this book or drawing inferences from it.

The author and publisher specifically disclaim all responsibility for any liability, loss, or risk, personal or otherwise, that is incurred as a consequence, directly or indirectly, of the use and application of any of the contents of this book.
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INTRODUCTION

My mother always wanted me to be a dermatologist.

Good hours and good pay was what she’d say. But I was convinced that I would be anything but. Who wanted to treat acne and warts all day long? Yet, despite my best intentions, I fell in love with dermatology.

A medical school rotation in dermatology at the Santa Clara Valley Medical Center in San Jose opened my eyes to the fact that dermatology had a lot going for it. I could care for children and adults and perform as little or as much surgery as I liked. Plus, I discovered that skin conditions weren’t even remotely limited to those in my own childhood (warts) and adolescence (acne)—they affected everyone.

Upon my arrival back at the Medical College of Ohio that summer, I found myself under the tutelage of Drs. Walter and Dorinda Shelley, naively unaware that these two experts were considered pioneers in dermatology. Their offbeat and unique insights into dermatological therapy widened my understanding of how medicine is often as much an art as a science. Working with them solidified my interest and fanned my enthusiasm.

But while I have to begrudgingly accept the fact that my mother was right about my eventual career choice, even she never predicted the nontraditional use of my degree—a use that has allowed me to help millions of people seeking skin care solutions. Here’s what happened …

Back in 1998, in the midst of the dot-corn boom, I didn’t even know how to turn on a computer. However, my husband, Jeff, whose passions included both business and the Internet, saw an unmet need—and www.DERMAdoctor.com was born. It was a great opportunity to provide skin care items online, as well as thoughtful advice and expertise. But our business start-up wasn’t like that classic IBM commercial where the orders start rolling in. Rather, it was the e-mail that was overwhelming. Perhaps this occurred because it was next to impossible to obtain an HMO referral to see a specialist… or maybe it was the average sixteen-week wait to see a dermatologist … or it could be that so much of rural America was underserved by specialists. Whatever the reason, I got literally thousands of questions. And responded to every one. After answering similar questions over and over again, I started writing articles in order to provide complete descriptions of the conditions I was being asked about. As a result, the skin care information on DERMAdoctor.com grew and grew.

By the end of 1999, a recurrent theme had surfaced. Conditions previously not addressed by the cosmetics and skin care industries, like keratosis pilaris (a.k.a. chicken skin bumps), were continually being queried. Critiques of products in widely recognized categories were also accumulating.

Friends from medical school remember that I had wild dreams about starting a cosmetics company, marrying dermatology with beauty. It was time to dust off my dream and launch my targeted line of skin care solutions: DERMAdoctor Specialist Skin Care. It took four years and countless hours of self-education (and frustration!) before our first product hit the market.

Traditionally, skin care has been quite sterile, clinical, and predominantly masculine. Since I was essentially a mirror image of my own target audience, I knew that clinical skin care could use a feminine approach, even a touch of fun and whimsy. After all, most skin conditions are chronic. I was searching for something I could enjoy using day after day, something I’d enjoy looking at in my medicine cabinet (I prefer my skin therapy to be not only luxe but pretty), and something that was highly effective. I figured everyone else would be seeking the same thing.

Now more than five million people a year in America and around the world turn to DERMAdoctor.com and DERMAdoctor Specialist Skin Care for answers. However, I felt there was another unmet need in the marketplace—the need for a truly practical and comprehensive do-it-yourself skin care book.

It is not my intention to encourage people to diagnose themselves and replace the dermatologist. Rather, I wish to empower them to take the best possible care of their skin. DERMAdoctor.com has consistently positioned itself to be the definitive source of skin care information, educating consumers on up-to-date prescription medications, procedures, and workups. Sometimes seeing a physician needn’t be your first response to a problem. Chicken skin bumps? There is no reason not to begin treatment at home. Poison ivy on Saturday night? Good luck getting into the dermatologist come Monday morning, not to mention dealing with the agonizing itching in the meantime.

Personalized skin care begins at home and can help prevent problems down the road. The DERMAdoctor Skinstruction Manual is one of your best tools and resources for at-home skin care.

Textbooks are boring. Magazines may not offer enough information for you to make an informed medical decision. The DERMAdoctor Skinstruction Manual provides information that’s interesting, sometimes funny, occasionally poignant, and always up to date, with the best that medicine has to offer. It’s about what really works or doesn’t work. It’s what you need to know about a treatment, a condition, an issue. It’s about self-empowerment. And it’s me and you, talking one on one about how I really treat skin issues; it’s how I sit down, girlfriend to girlfriend, and discuss what really matters.

The DERMAdoctor Skinstruction Manual is how I relate to people. I was never good at the “mill” that medicine has become. I would find myself spending twenty or thirty minutes or more with each patient, having an in-depth discussion about their skin condition and treatment options. That’s not going to get me far in a practice in this day and age, but that in-depth approach has allowed me to develop the material you’ll find here.

Also, this book reflects what is going on in my life. Whether it’s my personal experience with my surgically induced menopause or my son’s outbreak of chickenpox, my life and The DERMAdoctor Skinstruction Manual are closely intertwined.

When I was a child, my mother often turned to Dr. Spock’s book on child care, searching for information on tonsillitis and other disorders. I like to think of The DERMAdoctor Skinstruction Manual as that kind of resource—convenient, all-encompassing, accessible, and entertaining.

Everyone has a skin condition. It doesn’t matter if it’s your first case of acne or your first issue with crow’s-feet. The DERMAdoctor Skinstruction Manual allows you to make educated decisions and find appropriate solutions for your skin. It shares all the skin care secrets and tips that I have long recommended to my own patients. When you have this book in your home library, the skin doctor is always in.
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It’s rare to escape the acne experience. Approximately forty-five million young adults between the ages of twelve and twenty-four have acne. And that number doesn’t even include the millions of acne patients in their twenties and thirties who are more likely to develop acne than their teen counterparts.

A strong genetic predisposition is the source of most acne, exacerbated by hormonal changes (most women already know this!); stress associated with school, jobs, and starting families; and, occasionally, poor skin care habits.

HOW DOES ACNE FORM?

Acne is a disorder of keratinization—the development of the cells lining the sebaceous (oil) glands.

Instead of easily exfoliating themselves onto the surface, the cells become sticky, bind together, and plug the glands. But the sebaceous glands continue to secrete sebum, automatically triggered by DHT, the active form of testosterone. The excess sebum and lack of oxygen beneath the plug create a perfect environment for Proprionibacterium acnes (P. acnes), the bacteria that live on the skin. Too many P. acnes bacteria contribute to the inflammation within the gland.

Eventually, a combination of persistent plugging, excessive oil buildup (envision an expanding water balloon), and inflammation produced by bacterial overgrowth causes the gland to rupture. On the surface, this manifests as an inflamed acne papule or cyst.FOOD AND ACNE: WAS MOM RIGHT?

Until recently—and contrary to what your mother may have told you—dermatologists have been taught that diet doesn’t lead to acne (with the possible exception of nuts).

Yet a study done at Colorado State University suggests otherwise. The Kitivan Islanders of Papua New Guinea and the Ache hunter-gathers of Paraguay, both of whom traditionally eat low-carbohydrate diets, are acne-free. In contrast, in North America and western Europe, 79 to 95 percent of teens struggle with acne, and 40 to 54 percent of adults twenty-five and older still break out. Is diet the difference?

The theory behind these findings rests on known physiology. A diet with foods high in the “glycemic index” (those loaded with quick-digesting sugars and starches) sends insulin levels skyrocketing, triggering sebum production and, indirectly, acne.

So perhaps Mom’s warnings about those potato chips, chocolates, and other junk food had some kernel of scientific truth. Not because the foods are oily, but because they’re loaded with refined carbohydrates. Should you shun all the goodies? From a realistic standpoint, it’s unlikely to happen. (I certainly don’t have that level of permanent willpower!) Instead, go for a healthy, well-rounded approach.

NOT ALL ACNE IS CREATED EQUAL

There are different types of acne lesions. These are:

 	Open comedone (the blackhead)
 	Inflamed papule
 	Pustule (the whitehead)
 	Painful nodular cysts
 

Dermatologists also give acne a “grade” for severity based on an estimate of the total number of lesions. Grade 1 is the mildest, with very few lesions. Grade 4 is the most severe. (A grade also allows the dermatologist to track improvement or lack thereof.)

Treatment is based on the types of lesions and the grade.

TREATING ACNE

Every dermatologist has her favorite acne regimens that have proven successful for her patients.

When a patient comes to my office, I evaluate the types of lesions and the grade, then determine the therapy. The goal of all acne treatments is to:

 	Kill the bacteria
 	Reduce unnecessary oils
 	Unplug the pores
 	Reduce inflammation
 

Many acne treatments conveniently provide more than one benefit, helping simplify the process. I allow six to eight weeks for any therapy regimen to show considerable (notice I didn’t say “miraculous”) improvement. If a patient does not improve enough, I will often change her medication. (Anyone who finds herself on the same medication for a year while continuing to break out shouldn’t hesitate to talk to her doctor about a change!)

Prescription Systemic Therapy

Systemic therapy (pills) is best for inflammatory acne and practically mandatory for acne cysts. There are three categories of oral medication:

 	Antibiotics (help kill bacteria and reduce inflammation)
 	Hormonal therapy (reduces DHT)
 	Accutane (considered the closest thing to an acne “cure”)
 

Antibiotics

P. acnes bacteria thrive on excess sebum and in a low-oxygen environment. The result of bacterial growth is the production of highly inflammatory free fatty acids, which cause whiteheads, red bumps, and painful cysts. Antibiotics are used not only to kill P. acnes but also to reduce inflammation.

A stray monthly pimple doesn’t warrant a long-term commitment to antibiotic therapy, but a patient plagued by blemishes—whether numerous or resistant to topical therapy—may qualify.

Several types of antibiotics are commonly used. They include:

 	Tetracycline
 	Minocycline
 	Doxycycline
 	Erythromycin
 	Bactrim (sulfa)
 

The tetracycline family (tetracycline, minocycline, doxycycline) is considered the most effective group of antibiotics for acne therapy.

Tetracycline is most commonly prescribed in doses of 500 milligrams (mg), taken twice daily.

Minocycline (Minocin) is a more aggressive member of this antibiotic family and is given in a dosage of 50 milligrams, once or twice a day. It also is much more expensive. I reserve minocycline for patients who don’t respond to tetracycline and patients with primarily cystic acne.

Doxycycline is similar to minocycline. However, I have not personally had nearly the response rate to this medication as I have to Minocin, so I tend to favor the latter.

The tetracycline family may cause increased sensitivity to the sun. These drugs are not to be used if pregnant or nursing, nor are they appropriate for patients younger than thirteen years of age, as they can cause permanent discoloration of dental enamel.

Erythromycin is not as effective for treating acne and tends to cause significant stomach upset. (To reduce nausea, take it on a full stomach.) I save this for patients unable to take tetracycline or its family members and for preteens.

Sulfa is highly effective, but allergies to this antibiotic are very common, so it is infrequently prescribed for acne therapy.

Hormonal Therapy

All women produce androgens (male hormones), including testosterone; a balance of androgens and estrogen (female hormones) create harmony for the skin, like a biochemical yin and yang. But when androgens outweigh estrogens, it’s blemishes galore.

A woman can make too much testosterone, as in polycystic ovary syndrome (PCOS). She can make too little estrogen to “mask” the testosterone. Or—by far the most common cause of what’s called androgenic acne—the cells in her skin and hair follicles can have a genetically predetermined sensitivity to “normal” levels of androgen. However, it’s not the testosterone itself that’s causing the problems—its DHT, a metabolite of the hormone. As explained earlier, DHT triggers an increase in sebum production. It also enlarges the sebaceous glands. Control the DHT and you control the acne. Hormonal medications can do that job.

Birth Control Pills. In order to treat acne hormonally, the medication must:

 	Prevent the formation of androgens;
 	Reduce the level of androgens circulating in the bloodstream; or
 	Block the androgens from reaching their cellular receptors.
 

Birth control pills do all three of these things. They help prevent the formation of active androgens. They increase sex hormone binding globulin (SHBG), which binds to androgens and prevents them from going anywhere. They decrease the levels of circulating testosterone. And the progestin (the synthetic form of progesterone) in an oral contraceptive competes for binding sites on androgen receptors.

The only oral contraceptive the FDA has approved for the treatment of acne is Ortho Tri-Cyclen. This medication went through the rigorous testing and studies required by the FDA to prove that it was indeed beneficial for acne.

Spironolactone. Many women are turning to noncontraceptive antiandrogen options in the treatment of their acne, like the diuretic spironolactone (Aldactone). This drug—used to reduce water retention and control high blood pressure—has a molecular structure that mimics androgens. This allows it to bind to androgen receptors, blocking true androgen and helping to control acne. There are downsides to spironolactone use, however, including symptomatic low blood pressure, irregular menstrual cycles, spotting, and higher levels of potassium in the bloodstream. (If you take the drug, it’s important to avoid binging on foods high in potassium, like bananas.)

Yasmin. For women who want the benefits of an antiandrogen but don’t want to be on a diuretic, or for those who want to be on birth control pills but hate those extra few pounds of water retention that tend to go hand in hand with birth control pills, a new-generation oral contraceptive, Yasmin, may be a solution.

Yasmin contains drospirenone, a progestin that is structurally very similar to spironolactone. Because of this resemblance, Yasmin may be a beneficial “off-label” drug for addressing androgenic acne and can help you avoid those extra few pounds.

Injectable Steroids

The stray acne cyst can be rapidly resolved with a small shot of steroid solution known as triamcinolone (Kenalog). The upside: a quick fix for those “little emergency” situations like weddings and proms. The downside: this is simply not the way to treat widespread, recurrent acne. Nor is it pleasant to experience the infrequent side effect of a “sink” spot because of fat atrophy at the injection site. (Fortunately, it fills in over several months.)

TOPICAL THERAPY

A hot topic in acne therapy is how to best handle breakouts with topicals. Some consumers don’t want to take pills; others, for various reasons, can’t take pills. Most simply want to get clear skin fast and are willing to incorporate any agent into their routine that maximizes treatment.

Topicals are as varied in their actions as systemic therapies. They are invaluable for treating minor outbreaks and supplementing systemic therapy.

Synthetic Retinoids

These derivatives of vitamin A are indispensable in acne therapy. Similar in action to Accutane, they work to normalize the keratinization process. (For more information on Accutane, see the sidebar on page 9.) They can help eliminate blackheads, dry up excess oils, and squelch papular and pustular acne. But, unlike with Accutane, these benefits are only temporary.

Prescription retinoids are the most potent. But if for some reason they can’t be used, a nonprescription retinol (like Afirm) can be beneficial. Prescription options include:

 	Tazarotene (Tazorac)
 	Tretinoin (Retin-A, Avita)
 	Adapalene (Differin)

 


	Retinoids are extremely potent. To avoid irritation, make sure to follow these steps:
 	At the beginning, use just every other night.
 	Wait thirty minutes after washing before application.
 	Apply a pea-sized amount of cream or gel to your finger.
 	Dab the cream or gel around the area to be treated and rub it in well.
 	Avoid getting the substance in your eyes and wash your hands well afterward.
 	Do not layer with any other skin treatment or moisturizer.
 	Reduce frequency of use if your skin becomes irritated.

	ACCUTANE: IF YOU TAKE IT, TAKE IT SERIOUSLY



Many patients with the most severe form of acne—grade 4 cystic acne—fail to be helped by traditional “aggressive” therapy. For these patients, Accutane has been a blessing.

This vitamin A derivative in capsule form is the closest medication to an acne “cure.” It helps normalize the factors within the sebaceous gland that contribute to the formation of acne in the first place.

The therapy is limited to five months. The success rate is high.

Accutane, however, is a drug to be taken seriously.

It can have significant side effects, similar to what occurs with a vitamin A overdose. Problems can include: dryness of the skin, eyes, and mucous membranes; chapped, cracked lips; increased triglycerides; low red-blood-cell count (anemia); low white-blood-cell count (lowered immunity to infection); low platelet count (increased risk of bleeding); liver enzyme abnormalities; hair loss; pressure buildup behind the eyes; headaches; nausea; depression; and, most seriously, birth defects.

Pregnancy must be avoided while on Accutane and for one month after discontinuing treatment. To ensure this, two methods of birth control should be used. (It is important to understand, however, that the medication does not affect the ovaries, eggs, sperm, or any future pregnancies.)

While a patient is on Accutane, blood work is done every two weeks for the first month of use and monthly for the final four months of use. This monitors any possible changes in blood counts, liver and kidney function, and triglyceride levels.



Whether over-the-counter or prescription, vitamin A topicals should not be used while pregnant or nursing. They also may increase sun sensitivity; wear sunscreen with an SPF of 30 daily.

Topical Antibiotics

A myriad of prescription topicals possess bacteria-killing abilities. These products can help treat whiteheads and small inflammatory acne lesions and are typically applied twice a day. Some options are:

 	Clindamycin (Cleocin T)
 	Erythromycin (Erycette, Emgel)
 	Metronidazole (MetroGel, MetroLotion, MetroCream, and Noritate)
 	Sodium sulfacetamide (Plexion Lotion & Cleanser)
 

Benzoyl Peroxide (BPO)

Benzoyl peroxide is a tried-and-true acne treatment. Its benefits derive from its bacteria-thwarting abilities.

Strengths range from 2.5 to 10 percent. Benzoyl peroxide can be found in both over-the-counter and prescription treatments—often at the same levels! Gels, creams, lotions, soaps, masks, and even shaving creams provide formulations for every need. Recent variations have married benzoyl peroxide with other ingredients.

Some prescription-only options include:

 	Benzamycin (combination of BPO and erythromycin)
 	Clinac BPO (combination of OC Eight Mattifying Gel and benzoyl peroxide)
 	Benzaclin (combination of BPO and clindamycin)
 

Some over-the-counter products are:

 	BenzaShave 5% medicated shaving cream
 	Peter Thomas Roth BPO 2½% Medicated Shaving Cream
 	PanOxyl Bar 5%
 	Peter Thomas Roth BPO Gel 10% and Sulfur
 

Benzoyl peroxide can be a useful aid in acne therapy, but don’t go overboard. It can cause dryness, redness, and irritation if overused.

There are even an unfortunate few people who are allergic to it. Pay attention to what your skin is telling you and reduce your use should any irritation develop.

Azelaic Acid

Azelaic acid is a naturally occurring dicarboxylic acid found in grains like wheat, rye, and barley. Studies show that it possesses antibacterial activity against P. acnes, and it may also help normalize the keratinization process within the sebaceous glands.

Look for it in prescription acne medications like Azelex 20% Cream.

NDGA

Is there any topical medication that can reduce DHT, the hormone that revs up the sebaceous glands, causing oily skin and acne flare-ups?

Scientific research says yes.

The ingredient is NDGA—nordihydroguaiaretic acid, a natural plant-derived lipoxygenase inhibitor (which means it inhibits inflammation). Some studies suggest that the botanical NDGA possesses the ability to reduce the activity of 5 alpha-reductase, the enzyme responsible for changing testosterone into DHT.

DERMAdoctor’s own 2n1 rosacea cream contains NDGA. It can help make your acne regimen more tolerable and effective by improving the appearance of redness caused by acne, inflammation, and other treatments, as well as visible blemishes. And since it isn’t yet another topical antibiotic, it is complementary with other acne therapy

Sulfur

Sulfur helps inhibit the growth of P. acnes and unclog pores. You can find it as a solo ingredient, in either over-the-counter or prescription options. In combination with sulfa, it’s approved for use in prescription acne rosacea and seborrheic dermatitis (dandruff).

Some prescription-only options include:

 	Sulfacet-R (sulfur and sulfa)
 	Rosula (sulfur, sulfa, and urea)
 	Ovace (sulfur and sulfa)
 	Flexion (sulfur and sulfa)

 

Some over-the-counter products are:

 	Rezamid Acne Lotion (sulfur and resorcinal)
 	Sulforcin Acne Treatment Lotion
 	Peter Thomas Roth BPO Gel 10% and Sulfur
 

PROCEDURES

Dermatologists may include procedures in their approach to acne. Most commonly, “acne surgery” is performed. This essentially refers to the use of a comedone extractor being firmly applied around a blackhead to push it out of the skin.

Other options include chemical peels, microdermabrasion, and (an old-time procedure) the application of liquid nitrogen to an acne cyst.

In my approach to acne therapy, I have personally found procedures rather limited and turn to them only to supplement other treatments.

Shedding Light on Acne

Those who make their way to a dermatologist often credit summer sunlight as helpful in reducing acne severity, and studies support the benefits of sunlight in acne therapy. But with today’s heightened concerns about skin cancer (not to mention wrinkles!), indiscriminate use of medical ultraviolet phototherapy is not the treatment du jour. Leave it to medical science to find another way to get that summer-time-like improvement.

The Acne Blues. P. acnes bacteria produce natural by-products called porphyrins. Porphyrins are exquisitely vulnerable to a high-intensity, narrow band of visible blue light. When porphyrins are exposed to this light (or, to a lesser extent, natural sunlight, which contains a less intense form of blue light), a chemical reaction toxic to P. acnes takes place. Kill the P. acnes, improve the acne.

Commercially, this process is called Acne PhotoClearing and is marketed under the name ClearLight, which has been approved by the FDA for the treatment of mild to moderate inflammatory acne—small, red papules and pustules (whiteheads). ClearLight is unlikely to resolve blackheads or cysts, minimize pore visibility, or reduce oiliness.

Remission with ClearLight usually lasts between four and eight months. Repeated series of ClearLight may be required for maintaining a clear complexion. And not all cases of acne are triggered by P. acnes, so the procedure isn’t for everyone.

Smoothbeam Laser

This laser takes aim at the literal root of the problem: the sebaceous gland. In a series of treatments, the heat of the Smoothbeam alters the structure and function of the glands.

Results are fairly impressive. Improvement can be seen as early as three weeks—and after four treatments some patients achieve 98 percent clearance! However, those results aren’t permanent. In one study, at a twenty-four-week follow-up, 100 percent clearance was seen in just one of twenty-seven patients.

FUTURE TREATMENTS

Two candidates in the “acne pipeline” include topical versions of oral medications already used to treat severe cases of cystic acne.

Isotrex. Essentially Accutane mixed in a protective sunscreen base, Isotrex is available in Canada and Europe. (For more information on Accutane, please see the sidebar on page 9.) I have read mixed reviews from Canadian and European dermatologists. It will be interesting to see if this medication makes its way through the FDA and onto the U.S. market and how it will truly perform.

I have seen some first-time patients who had been given “homemade” forms of this product by other doctors, which consisted of them poking holes in the Accutane capsule and applying the liquidy gel straight to the skin. All this method accomplished was to locally irritate and dry the skin without helping clear the acne lesions.

Atrisone. The topical form of the oral medication Dapsone, Atrisone is typically used in the treatment of certain forms of blistering disorders and systemic infections. It has both antibiotic and anti-inflammatory actions. It is occasionally prescribed for severe cystic acne when Accutane cannot be used or has not been effective. Atrisone sounds promising in the initial reports and is currently in clinical trials. Should the FDA approve it, Atrisone would offer an entirely new category of acne therapy.

11 IMPORTANT POINTS TO REMEMBER ABOUT ACNE TREATMENT

 	Blackheads. For best results, use some form of topical retinoid.
 	Cysts. They respond best to pill therapy.
 	Consistency of treatment. Steady treatment results in a better outcome.
 	Six to eight weeks. That’s the amount of time to allow for any therapy to take effect before you give up on it.
 	Don’t pick. It can lead to scar formation.
 	Don’t scrub the face or have facials. If you’ve acne-prone, these actions may traumatize sebaceous glands and lead to further flare-ups.
 	Bangs. Keep them off your forehead.
 	Hands. Keep them off your face. Keeping hands and hair off your skin will help minimize distributing pore-plugging oils.
 	Apply products lightly. Don’t apply an acne cream, lotion, or gel heavily, like a mask (unless it is one). There is no reason your product needs to be seen in order to work.
 	Heavy skin care products like cocoa butter. Avoid them. They will smother the skin and aggravate your acne.
 	Makeup. Remove it when you’re at home. Let your skin breathe!
 

EVERYDAY SKIN CARE FOR ACNE PATIENTS

Acne is not caused by a lack of cleansing, but removing pore-plugging, bacteria-nourishing oils, as well as surface cellular debris, goes a long way to minimizing breakouts.

Glycolic acid (an alpha hydroxy acid, or AHA) and salicylic acid (beta hydroxy acid, or BHA) help dissolve grease and grime, lifting away cells plugging the pores. Glycolic acid tends to be more versatile and can be found in cleansers, treatments, and toners. BHA often assists glycolic acid in AHA-BHA products.

Thanks to the plastic industry, polymers have been created to surround and lift core-plugging oils away from the skin, without causing irritation or parching. They help keep the skin free of shine all day long.

Here are the types of products dermatologists advise their acne patients to use in routine skin care:

 	Glycolic acid (an AHA). Try M.D. Forté Glycare Cleansing Gel and M.D. Forté Glycare I.

 	Salicylic acid (BHA). Try Peter Thomas Roth Beta Hydroxy Acid 2% Acne Wash or Sal Ac Wash.
 	Combination AHA-BHA products. Try M.D. Forté Glycare Perfection Gel, Peter Thomas Roth AHA/BHA Acne Clearing Gel, or Peter Thomas Roth AHA/BHA Face & Body Polish.
 	Oil control. Try DERMAdoctor Tease Zone Oil Control Gel with Sebum-Sequestering Micro-Particles or OC Eight Mattifying Gel.
 

FINAL THOUGHTS

Too many acne sufferers go untreated for far too long. No one need suffer with acne—today there are more effective therapy options than ever. If you have acne that doesn’t respond to over-the-counter treatment, please see a board-certified dermatologist.
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Ask the DERMAdoctor

QUESTION

I do a pretty good job of keeping my mild acne under control, but sometimes one or two pimples just pop up—particularly right before an important event like a presentation at work or a party! (Must be the stress.) What’s the best way to camouflage a pimple?

The DERMAdoctor:

First, you need to treat it. I recommend dabbing on a product with acne-fighting benzoyl peroxide, like Peter Thomas Roth BPO Gel 10% and Sulfur. Another possibility is an AHA-BHA product, like M.D. Forte Glycare Perfection Gel.

For those who like to carry around their emergency “zit fix” in their purse, Cellex-C Skin Perfecting Pen is a great way to dab your way to an invisible blemish, especially when you start out early. The natural botanicals have a drying effect and create an environment hostile to the bacteria. If none of these is on hand, try spotting the blemish with toothpaste. Select one that is white, free of cinnamon flavoring, and not packed with tooth-whitening peroxide.

Once you’ve dried it out, it’s time to cover it up. One of the trade secrets of makeup artists who work on movie stars is Visine. The same stuff that “gets the red out” of your eyes can help get the red out of your face. After you’ve done your best to dry out the pimple, soak a cotton swab in Visine. Then hold the swab to the affected area for about ten seconds. The redness will disappear.

Next, get out that concealer. Green-tinted concealers are great for camouflaging redness. One to try: T. LeClerc Liquid Concealer-Tilleul. The green works to neutralize the redness. Don’t overdo it or you’ll make the blemish more obvious that it was before you tried to get rid of it. Use a small amount and tap lightly. Apply a small (repeat: small) amount to the blemish; then, using your ring finger (it exerts the least amount of pressure of all your fingers), lightly tap the concealer into the blemish.

When you apply your regular makeup, be careful not to smear the concealer, and always set your makeup with loose powder. This will reduce the chance of removing the concealer. You want to make your face look as uniform as possible, so that the pimple doesn’t stick out and announce its presence to the world.
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Years after women outgrow their adolescent acne, the scars persist. But advances in acne therapy and dermatologie surgery have made it unnecessary for any acne patient to endure acne scarring.

AN OUNCE OF PREVENTION

Prevention may sound like a glib answer to the question of how to handle acne scars. But since an estimated ten million Americans become scarred to some extent by acne each year, intervention is the absolute best solution.

Who will develop acne scars, and how severe will scarring be? Without a crystal ball, much of that remains unknown. What we do know is that genes play a definite role in the likelihood of acne severity and subsequent scar formation. And the more severe the acne, the more severe the scarring.

Ninety-five percent of acne patients will develop scarring to some degree. The earlier that treatment is initiated, the better the odds are that scar formation will be mild. Delaying acne therapy by three or more years increases one’s risk of more extensive acne scarring.

For the lucky majority, acne scars are a minor annoyance, difficult for others to see. For the unlucky minority, acne scarring can cause devastating long-term emotional suffering. Teens may become depressed and withdrawn, losing self-confidence. (Acne scarring has even been cited as a risk factor for male suicide.)

Newer acne therapies make it needless for anyone to suffer from acne or go on to form scars. (For more information, please see the previous chapter, “Acne.”) Early medical intervention is the key to preventing unnecessary disfigurement. While this doesn’t mean that everyone suffering from a single blemish should rush to schedule an appointment with a dermatologist, I can’t stress enough that acne unresponsive to over-the-counter therapy options should be evaluated by a specialist.

PIH: THE GREAT FAKE OUT

I lost count long ago of the number of acne patients returning for their initial six- to eight-week follow-up concerned about their new acne scars—when in actuality there wasn’t a scar in sight. What they were noticing was actually color change. This postinflammatory hyperpigmentation (PIH) is not acne scarring. It is the normal aftermath of the skin’s inflammatory process.

For those with pale skin tones, this residual color change is generally pink, red, or purple. Patients with darker skin tones may notice brown or black spots where their acne once was.

PIH can fade on its own. Unfortunately, the darker the PIH, the longer it may take to resolve. It may also require intervention to hasten the resolution process. While PIH is not a true scar, when it lasts past a year it certainly seems like a permanent problem.

Mederma

Mederma, an over-the-counter cream derived from onion extract, is helpful for treating newly healed wounds and resolving acne, hastening the resolution of reddened spots. Mederma has a gel base that should not cause an acne flare-up. But it is important not to cake it on heavily, as acne-prone skin may not tolerate any product that smothers it. There is no point in aggravating your acne in your efforts to eradicate the discoloration.

Restoring an Even Complexion

For brown areas, bleaching with hydroquinone may be incorporated into an acne or skin care regimen. Prescription bleaches containing both hydroquinone and glycolic acid, such as Glyquin and Lustra-AF, are highly effective in resolving undesirable skin discoloration. Glyquin contains a higher percentage of glycolic acid and is free of the irritant metabisulfite. Both contain a sunscreen. Effective nonprescription ways to achieve an even complexion include the use of DERMAdoctor Immaculate Correction (contains a botanical nonhydroquinone lightening complex) and ScarGuard Lightener (contains 2 percent hydroquinone).

Sun Avoidance

Avoiding overexposure to the sun is crucial for many reasons, but when you’re waiting out the “fade game,” an oil-free, oil-reducing sunscreen—like DERMAdoctor Body Guard Exquisitely Light SPF 30 or M.D. Forté SPF 20—goes a long way to speeding the process. Ultraviolet light will darken the skin, preferentially darkening areas of abnormal discoloration. Sun protection prevents this process, giving bleaching treatments a chance to work without interruption.

WHAT CAUSES AN ACNE SCAR?

As an acne cyst forms, the neck of the sebaceous gland expands, filling with bacteria, cells, and sebum that are unable to pass through to the skins surface. Eventually the cyst ruptures, depositing this “foreign matter” deep within the dermis, where it is quickly attacked by white blood cells responsible for fighting infection.

This forceful inflammatory response can have three results, creating three different types of scars. The most common outcome is loss of tissue as collagen is destroyed. Skin overlying the collapsed dermis sags, having lost its underlying support. The result is a soft, saucershaped depression (pockmark) or jagged ice-pick scar. This scenario is more typical on the face and is seen in both women and men.

Less frequently, excessive scar tissue (a keloid) is formed as fibroblasts (the dermal cells that produce collagen) are triggered into hyperactivity. Keloids most commonly arise on the male torso.

Patients are often surprised to discover that another type of skin change is, in fact, a form of acne scarring. Tiny, firm, white bumps surrounding hair follicles on the upper arms or upper torso are known as follicular macular atrophy. These scars can last indefinitely.

Aging often affects scar visibility. After the age of forty, 1 percent of the body’s dermal collagen is lost each year. With this additional loss of collagen, acne scars can become more noticeable.

CHOOSING THE RIGHT TREATMENTS

Nobody wants to miss out on the “best” treatment. But when it comes to treating acne scars, there is often no single “best” solution that applies to an individual or to every scar. Differences in location, depth, size, and number of scars all affect treatment decisions. And combination therapy, incorporating more than one type of treatment, frequently improves the overall outcome. THERAPY FOR KELOID SCARS 

A keloid is an excessive tissue growth in response to skin trauma. You don’t have to sustain a large wound in order to form a keloid. It takes just an acne bump, minor scratch, or pierced ear for a thick, raised, and rubbery keloid to form. Keloids can be overwhelmingly large, even becoming the size of a baseball. Fortunately, this excess is rare.

Keloids are never easy to treat. However, a variety of options continue to come to the market.

Silicone-based topicals are currently popular. Consider ScarGuard or Kelo-cote to help reduce keloid thickness and discomfort.

Steroid creams, injections, and impregnated tapes can also be beneficial for treating keloidal scars. Cortisone helps shrink thickened, raised fibrous scar tissue.

The pulse-dye yellow-light laser, discussed in this chapter, helps treat keloidal scars, flattening and reducing redness as well as helping control itching of the raised scar.

Interferon injections can help soften a keloid and smooth it out.

Pressure dressings and massage may help reduce some keloids but are not considered a terribly effective form of treatment.

What is your perception of the scars? Do they cause you great anxiety or is their appearance something you’d simply like to improve, if possible? These questions, along with cost, your expectations, and the amount of effort you plan to devote to the treatment, will also be factored into the physician’s decision-making process.

Luckily, a number of new procedures are now available that complement or surpass previous scar-revision techniques. Individually designing a program aimed at the patient’s unique situation will help maximize improvement.

Laser Treatments

There are two major categories of lasers used in acne scar therapy: ablative (resurfacing) lasers and nonablative lasers.

Ablative lasers literally remove the outer layers of the skin, burning away scar tissue and stimulating the dermal collagen to tighten, thereby reducing the amount of scar visibility. The ultrapulsed carbon dioxide laser, erbium:YAG laser, and pulsed-dye yellow-light laser are most frequently used in laser resurfacing.

Because the skin is injured during these treatments and unprotected tissue is exposed, great effort must be put into wound care and infection prevention. The skin may remained reddened for several months to a year afterward. Total Block Clear SPF 65 protects delicate, healing skin from both UV and visible light.

Nonablative lasers trigger changes within the dermis without injuring the epidermis. They are the “lunchtime” form of laser therapy. Smoothbeam is the newest FDA-approved laser for this treatment. Smoothbeam targets and heats the sebaceous gland and the surrounding collagen. Dermal collagen tightens in response to the heat, resulting in less visible scarring.

A topical anesthetic (like L.M.X. 4 Topical Anesthetic Cream) is applied about an hour before the procedure. The surface of the skin is cooled with liquid nitrogen to prevent the laser from damaging the epidermis. During the session, a patient will feel both the cold spray and some amount of stinging and heat. The procedure takes about an hour. Typically, three sessions are performed, about a month apart.

Another nonablative laser, the N-Lite, has been used to trigger collagen formation. Three or more treatments may be required to obtain acceptable improvement.

Filler Substances

Filler substances are well suited for shallow, saucer-shaped acne scars. The market has seen an increase in both the number and the quality of filler substances used to help instantly “plump up” acne scars. Restylane, Hylaform, Cosmoderm, Cymetra, Fascian, Artecoll, and bovine collagen are all available. Expect to pay anywhere from $350 to $500 for a 1-milliliter syringe of your chosen filler substance.

Perhaps a filler agent is simply out of your price range or medically out of the question, or you simply want to bolster the results you’ve already received. DERMAdoctor Faux Fillment softens the appearance of mild, saucer-shaped acne scars for up to twenty-four hours by plumping unsightly dermal defects.

Fat transplantation utilizes a patient’s own fat, which is removed by a small liposuction cannula, prepared, and reinjected into the dermal defect. While none of these methods is permanent, results tend to last between three and six months. PREVENTING SCAR FORMATION

Wouldn’t it be easier if you didn’t have to get the scar in the first place? Then you wouldn’t have to worry about how to fix it.

Prevent Infection. Infection is a major contributor to increasing your chances of developing a bad scar. To prevent infection, you should cleanse all open wounds with hydrogen peroxide and apply a topical antibiotic ointment like Polysporin twice daily.

Don’t Pick. You’ve heard it time and time again. Don’t pick at your skin! This includes squeezing your acne bumps, popping your chickenpox, scratching open your mosquito bites, and digging at those ingrown hairs.

Help the Healing Process. Say you’ve treated the open wound, which has since closed, and the skin looks intact. Did you know that it still takes at least six months for the collagen within the dermis to be fully healed? Now is the time to take steps to help normalize the healing process. The topical over-the-counter gel Mederma shows excellent results in helping prevent freshly healed wounds from scarring badly. The wound must be healed, without raw, open areas, before Mederma is started. As Mederma is derived from onions, it is safe to use even if you’re pregnant or nursing and is okay for young children. Mederma is usually applied three to four times a day, for anywhere from eight to twelve weeks.

Punch Excision

Ice-pick acne scars have hard, irregular, jagged borders, and often the depth is irregular as well. Simple excision of these scars with a sutured closure allows the dermatologist to bring the dermis back together, remove ragged margins, and close the area with a fine, uniform line.

The tiny linear scar may be allowed to fade on its own. Or the procedure may be followed by a more generalized resurfacing, like dermabrasion, microdermabrasion, a chemical peel, or laser resurfacing.

Subcision

In this procedure, the dermatologist undermines the acne scar with a sharp instrument like a tiny scalpel or needle. Subcision helps break fibrous bands of scar tissue that create tension between the epidermis and deeper structures, and also helps induce new collagen formation.

Dermabrasion

Dermatologists have been performing dermabrasion for decades. With the availability of newer, easier-to-use techniques, this procedure has fallen somewhat out of favor. In dermabrasion, the skin is anesthetized and frozen and an extremely sharp, rapidly rotating blade shears away damaged tissue. The ultimate result is similar to laser resurfacing.

Microdermabrasion

Microdermabrasion is not a substitute for traditional dermabrasion, which may still be required for advanced cases of ice-pick acne scarring. However, recent microscopic studies of treated tissue show that microdermabrasion leads to significant improvement.

A series of microdermabrasions is performed in an outpatient setting, usually the physician’s office or even a day spa. A combination of topical products can help expedite this procedure. (See “Topicals for Atrophie Scars,” below.)

The addition of exfoliating home microdermabrasion creams can help with minor acne scars. However, I prefer to use it chiefly to treat postinflamatory hyperpigmentation.

Chemical Peels

A chemical peel involves the application of a high-potency acid to the skin—the more potent the acid, the deeper the penetration. Personally, I like to restrict this treatment to postinflammatory skin color changes and the most minor acne scars.

Ultra-aggressive phenol peels, which reach the deeper dermis, must be approached with great care and administered in a hospital-like, monitored setting; they have been associated with heart arrhythmias.

Topicals for Atrophie Scars

Everyone always wants to know what topicals can help acne scars. I have many clients who swear by Mederma for helping improve saucer-shaped, depressed acne scars (usually newer ones).

Certainly anything that has been shown to help stimulate collagen bundle formation, like products containing L-ascorbic acid (a form of vitamin C) or amino acid peptides may be beneficial.

I encourage those with acne scars to explore these options. Also keep in mind that a procedure is going to maximize your results, whether done alone or incorporated with a topical regimen.

FINAL THOUGHTS

Acne scarring is no longer a problem without a solution. All of the techniques I have described have become invaluable treatments for patients seeking to eradicate acne scarring. But never forget that scarring is preventable. Don’t put off acne therapy. The earlier acne is dealt with, the less likely you are to suffer acne scars. Prevention is the best and most effective form of treatment.

[image: Image]

Ask the DERMAdoctor

Question:

I have just finished a course of Accutane and have heard that there are many products I can’t use, including hydroquinone bleaching cream to deal with discolored areas. I’ve also heard that Accutane-induced acne scars are more likely! Can you tell me which procedures and treatments are safe and which aren’t, and what to expect in the way of skin changes?

The DERMAdoctor:

Accutane use increases the potential for severe keloidal scar formation in response to skin procedures (not the acne itself) for three years following therapy. That vulnerability precludes the use of dermabrasion and laser resurfacing during this time. There are no firm guidelines regarding less invasive procedures like microdermabrasion, nonablative lasers, or chemical peels, although it is recommended that you wait at least six months after discontinuing Accutane before considering having any of these procedures performed; I would add filler agents to that list. As for topicals for discoloration, there is no waiting time for treatment of PIH. Nor do you have to postpone using products like Mederma, vitamin C, or amino acid peptide therapies.
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The term “age spots” is used so loosely that it’s often unclear just what is being discussed. And if you aren’t certain what your problem is, it’s unlikely that you’re going to find the right therapy.

There are three conditions that people tend to call age spots:

 	Liver spots, or age-related freckles. Dermatologists call these solar lentigos.

 	Seborrheic keratoses, thick, waxy, wartlike growths also commonly called “barnacles of life.”
 	Actinic keratosis (by far the most serious of the three conditions), a scaly spot that can be a precursor to skin cancer.
 

Each of these “age spots” is distinct from the others and responds to a different type of treatment.

LIVER SPOTS: FRECKLES THAT AREN’T SO CUTE

Despite the name, these flat brown or black spots have nothing to do with the liver. But they have everything to do with the sun.

Years of direct exposure to the sun’s ultraviolet radiation damage the color-producing cells of the skin; they become hyperactive, depositing more pigment. That’s why the spots become more numerous as you age—you’ve logged more time in sunlight—and why they occur on the areas of the body most frequently exposed to the sun, like the back of the hands and the face.

The good news: liver spots are harmless. You don’t have to treat them. But many women want to.

Rarely, a spot will develop a melanoma within it. If you have a spot that seems to be growing rapidly and has irregular pigmentation or develops a sore, see your dermatologist.

Spotless Skin

Cryotherapy—freezing the darker area—is sometimes used by doctors to treat liver spots. Personally, I’ve seen more spots worsened than helped by freezing; the freezing inflames the skin and further darkens the problematic area.

You can also choose laser treatment. But, as with freezing, postinflammatory hyperpigmentation is a possibility.

I think the safest, most reliable treatment for liver spots is bleaching. And the newest FDA-approved prescription treatment for bleaching liver spots is Solagé.

This prescription topical treatment—a liquid with an applicator—is a combination of 0.01% tretinoin (a vitamin A derivative) and 2% mequinol (a derivative of hydroquinone, one of the most effective and popular prescription bleaching ingredients). Solagé is applied to the age spot twice a day. You may see lightening in four to six months, though results can take up to a year.

Using an SPF 30 sunscreen is a must to protect the area while you use Solagé (or any other bleaching treatments) and to help keep spots from returning.

Solagé shouldn’t be used by those taking drugs that increase their sensitivity to the sun, who have a family history of vitíligo (a pigmentation condition), or who are pregnant or nursing.

DERMAdoctor Immaculate Correction provides effective skin lightening for liver spots in a two-part process. It uses botanically derived skin brighteners that are related to hydroquinone but don’t have its potential side effects (like increasing the darkness or irritation), and that also hasten cellular turnover rate. This eliminates pools of pigment already in the epidermis and stops pigment from forming and worsening discoloration.

(For self-care advice on how to reduce skin discoloration with bleaching, please read the chapter “Melasma” (Mask of Pregnancy) on page 158. For more tips on preventing liver spots and other types of sun damage to the skin, please refer to the chapter “Sunscreens and Sun Protection” on page 359.)

SEBORRHEIC KERATOSES: BARNACLES OF LIFE

Often referred to as “barnacles of life,” “wisdom spots,” “age spots,” or even (mistakenly) “senile warts,” seborrheic keratoses (SKs) are the most common noncancerous growth associated with aging skin. SKs form within the epidermis, the outermost layer of the skin. And while considered annoying and unsightly, SKs may not be so “senile” after all. A study of Australians showed that a surprising 23.5 percent of those between the ages of fifteen and thirty had at least one SK. But, overall, statistics do support the concept that SKs are more common among the older set. Another study of Australians revealed that by age seventy-five, 100 percent of those examined sported at least one SK.

Seborrheic keratoses certainly aren’t limited to those living Down Under. Similar U.S. studies suggest that, given enough time, everyone will find an SK lurking on their skin. And gender plays no favorites: men and women are equally affected.

The Superficial Skin Growth

Seborrheic keratoses can develop anywhere on the body, but the upper chest, back, neckline, and forehead frequently grow a barnacle or two. SKs are often thick, bulky, and waxy. They’re also incredibly superficial—they look as if you could slip a fingernail beneath one and pull it off. (You can, but you shouldn’t—you could bleed and create a scar.) Other than those characteristics, their appearance varies widely. They can be large (about the size of a quarter) or small (a couple of millimeters in diameter), single or multiple, and they come in a multitude of hues, from golden brown to black.

Because of this wide color palette, diagnosis can sometimes be tricky. It is not uncommon for a dermatologist to biopsy a dark growth for melanoma—and later hear the good news that it was really an SK in disguise.

Seborrheic keratoses are usually symptom-free. But because they rise above the skin’s surface, they can become irritated, resulting in redness, tenderness, itching, or infection.

Variations on a Theme

There are two common subtypes of seborrheic keratoses.

Stucco Keratoses. These are barely raised SKs of the lower legs, often multiple and randomly arrayed, like paint splatters on the skin. They are commonly pale brown, grayish, or flesh toned. Stucco keratoses most commonly plague seniors. Are these actually warts in sheep’s clothing? While it is not thought that HPV (human papillomavirus, the cause of warts) has anything to do with the formation of “normal” seborrheic keratoses, in at least a few instances HPV has been identified in stucco keratoses. In a study reported in the British Journal of Dermatology, several variants of HPV were detected in the stucco keratoses of a seventy-five-year-old man. His skin was fully cleared by the use of an antiwart medication: 5% Imiquimod cream, applied overnight three times a week for five weeks. This is certainly an “off-label” treatment worth talking to your dermatologist about if you have a recalcitrant form of this condition.

Dermatosis Papulosa Nigra (DPN). African-Americans tend to develop a variant of seborrheic keratosis called dermatosis papulosa nigra. DPNs are small and dark and often hang by a stalk. Most DPNs are found on the upper face, particularly the apples of the cheeks and the temples. Like other SKs, there can be a few small growths or multiple large lesions. DPNs tend to form earlier in life than other types of SKs.

DPNs respond nicely to a very light electrodesiccation and curettage (burning and scraping). However, I highly recommend that a small procedure be performed in a test area before widespread treatment is attempted, and that the test area be as far from the middle of the face as possible. Skin discoloration is a risk associated with this procedure, and it’s more likely to develop on darker skin. This postinflammatory color change can be lighter or darker than the natural skin tone. Performing a preliminary trial in a hidden area helps you avoid unsightly results if the worst should happen.

Trigger Factors

Medical science hasn’t discovered the reason why seborrheic keratoses develop, but research has provided insight into potential triggers.

Sunlight. There is no question that SKs develop more commonly on skin exposed to the sun. And SKs that form in sun-drenched areas tend to be larger and more numerous than those that arise in zones hidden from the light of day. Even more fascinating, we’re now seeing an increased rate of SK formation that parallels the increase in the rate of skin cancer. So it seems that sunlight may indeed play some as yet unknown role in anyone genetically predisposed to the formation of SKs.

Genetics. Genetics definitely plays a role for those who grow more than their fair share of seborrheic keratoses While some of us worry that we’ve inherited our mothers thighs, our fathers nose, or our grandmothers thin hair, I have often wondered if SKs would be the bane of my skin’s existence. Let’s just say that the maternal side of my family leaves much to be desired in this realm. So far so good. But I’m just biding my time waiting for my share to show up.

Hormones. It’s long been recognized that hormones play some role in stimulating the growth and development of SKs. Any woman who’s been pregnant knows that this is a time when any of a number of unwanted skin growths may suddenly sprout, whether it’s a skin tag, a cherry angioma, or an SK. There are many theories as to the link between hormones and SKs. For example, a genetically higher number of hormone receptors may exist on some people’s epidermal cells.

Getting Rid of SKs

Unfortunately, there is no preventive therapy for seborrheic keratoses No cream or pill exists that will keep SKs from forming.

Understandably, most people dislike the look of these waxy plaques and want them removed. The standard and most effective treatments are somewhat limited: they are aimed at peeling off the growths. (Cutting and stitching is reserved for biopsies, when the clinical diagnosis is unclear.)

Liquid Nitrogen. The most common method of eradicating SKs is liquid nitrogen. This is nitrogen gas that has been condensed under pressure to an extremely low temperature of approximately -196°C. It used to be that dermatologists applied liquid nitrogen with a thick cotton swab. I like applying it with the Cry-Ac, which is an insulated thermos with a power spray attachment—in other words, a spray gun. When sprayed on, the liquid nitrogen penetrates more deeply and gives a more thorough freeze. And when there are many SKs, the spray gun helps treat the growths more quickly. When dealing with a large or especially thick SK, a second treatment may be necessary.

Liquid nitrogen can produce a stinging, somewhat burning sensation. The treated area will be pink and puffy for a few days. Sometimes a blister or a scab will develop. The treated SK typically falls off within two to four weeks.

Many people ask me whether they can buy liquid nitrogen for home use. The answer is no. Liquid nitrogen is not readily available for purchase, which is just as well. This treatment needs to be handled very carefully by a physician trained in its proper use; improper use can lead to frostbite, injury to the tissue, or scar formation.

Once a seborrheic keratosis is gone, it usually doesn’t grow back, but there’s certainly no guarantee. And don’t forget that if you’re prone to forming SKs, it’s more than likely that others (perhaps in another area) will spring up from time to time.

Curettage. This procedure literally scrapes off the seborrheic keratosis. The area is locally anesthetized and the SK is pulled off the skin, often with the use of electrocautery (burning the base of the growth). As this method is somewhat more invasive, I usually reserve it for very large, thick, isolated lesions. This also isn’t a method that lends itself easily to the rapid removal of multiple SKs.

After the Treatment

Both liquid nitrogen and curettage can result in some remnant skin discoloration and, if the freezing is too deep or scraping is performed, a scar as well. Proper treatment with liquid nitrogen is usually well tolerated and leaves minimal surface skin changes. Residual color from the SK (often light brown) may remain after the growth has come off. After either procedure, no maintenance therapy is required, aside from commonsense wound care with hydrogen peroxide and an antibiotic ointment.

Charge It

Your medical plan may not cover the removal of seborrheic keratoses. Certainly, if there is any question regarding the true diagnosis of the growth, a biopsy should be a covered benefit, provided you’ve met all the requirements of your particular plan. But when it comes to anything even remotely considered “cosmetic,” most medical insurance companies have drastically reduced their coverage.

They followed the lead of Medicare, which declared the removal of most benign growths “nonessential” (cosmetic), and thus a noncovered benefit. A few stray plans still offer coverage. Check with your particular insurance company. If you find yourself footing the bill, the cost shouldn’t be overwhelmingly high. Removal of multiple SKs in a single session should fall somewhere between $150 and $200. Don’t be shy: ask your dermatologist the price before the spraying (or other treatment) begins.

ACTINIC KERATOSES: THE MOST DANGEROUS AGE SPOTS

Actinic keratoses (AKs) are the potential precursors of squamous cell carcinoma, a type of skin cancer that originates in the epidermis. It is estimated that in at least half of the five million cases of non-melanoma skin cancer diagnosed each year, either the cancer developed from an AK or the patients had AKs. The chance of an actinic keratosis developing into a skin cancer is estimated at between 10 and 25 percent. And the growth is very common: approximately 50 percent of Americans over the age of fifty have AKs.

AKs are very slow growing; they develop from prolonged, cumulative sun damage over the course of a lifetime. They typically start appearing during one’s late forties, becoming increasingly more common with each decade. However, with the advent of tanning beds and increased sun worshiping, I have seen AKs develop on young adults in their early twenties. The actinic keratosis is often felt before it’s seen, first appearing as an area with a persistent rough texture and eventually becoming a visible, reddish-brown, scaly patch.

Easy Come, Not So Easy Go

AKs come and AKs seem to go, in a normal cycle of periodic flaking, but they always end up returning if you haven’t had them treated. So don’t put off your trip to the dermatologist simply because that area of roughness (present for three months or more) suddenly seems smooth. The precancerous damage is deep within the epidermis, in what is called the basal layer. The superficial scaling is simply a symptom of the damage that must be dealt with. Without treatment, the scale will return over a period of days to weeks, and the precancer may ultimately change into skin cancer.

Who’s at Risk?

Sunburns lead to cellular DNA damage, setting the stage for an AK to appear. Our skin has a repair system to literally cut out the damaged DNA and replace it with new, healthy code. But too much damage overwhelms the system.

Obviously, the lighter your skin tone, the more likely you are to sunburn and develop AKs. Redheads and fair blonds with blue eyes are notorious for developing precancerous sun damage. But anyone’s skin can be damaged by the sun, regardless of their race or skin tone.

A lifelong history of exposure to the sun increases one’s risk of developing an AK. This category encompasses people raised on farms, construction workers, and basically anyone who has spent a lot of time outdoors. Truck drivers, for example, are prone to AKs on the left arm and the left side of the face.

And anyone with a suppressed immune system (especially a transplant patient) is likely to see the rapid and early development of actinic damage.

The Best Treatments

Several fascinating treatments have been added to the already respectable options for eliminating actinic keratoses. Here, I’ll discuss the therapy against which all other therapies are judged for effectiveness, as well as other promising treatments.

Liquid Nitrogen. Liquid nitrogen is the standard treatment for actinic keratosis. As with treating SKs, I prefer applying the liquid nitrogen with a spray gun rather than a cotton swab. A spray rapidly targets multiple spots. Treating AKs with liquid nitrogen takes some practice; if misused, the incredibly cold temperature of the liquid can cause severe dermal damage and scarring. A trained dermatologist best understands how to handle this form of therapy and is less likely to make mistakes. If you are unable to see a specialist and your primary care physician is going to use liquid nitrogen, you may want to ask how often they’ve performed the procedure.

The AK is sprayed lightly with the liquid nitrogen until a very slight pinkness develops around the edge. The treatment is cold and stings, but it is over quickly. After the treatment the area may be somewhat pink and puffy. Blistering or weeping of the treated site can also occur. If you absolutely have to, you can deflate the blister at the edges with a sterile needle, but don’t pull off the top. Let the area dry up and heal. Keep makeup off all blisters and open wounds. Keep any open areas clean with Polysporin ointment. You may see a scab form. An AK treated with liquid nitrogen is often fully healed within two weeks.

For those with a plethora of AKs, treatment is done in sessions. It’s very uncomfortable for a patient to have hundreds of AKs sprayed at once!

5-Fluorouracil. 5-fluorouracil (5-FU) is a form of chemotherapy used to fight certain cancers. It is known by a variety of names, including Efudex and Fluoroplex. Applied topically, it destroys AKs. It works by selectively inhibiting the reproduction of cancer cells in the epidermis. 5-FU is one of those therapies I keep on hand for anyone literally covered with AKs. While effective, it’s not an easy treatment to tolerate. However, if an affected area has more damaged skin than normal skin showing, this type of therapy may be appropriate for you.

5-FU is available as a cream or a liquid and in a variety of strengths. It is applied by the patient, at home, twice a day for four to six weeks. When the cream is applied, protective gloves should be worn, or an applicator should be used. Since 5-FU is a chemotherapy drug, pregnant women should avoid exposure to it.

5-FU causes only the sun-damaged areas of the skin to become swollen, red, and weepy. This can be uncomfortable. It can also be quite surprising to see how much invisible sun damage is really present!
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