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Welcome to the latest issue of Dermatology Research Review.

“First do no harm” underpins medical philosophy behoving clinicians to review, reflect, and at times, reduce
aspects of their practice. In this review we see ways we reach and run our practices as a nation and individually
that are amenable to reducing associated carbon emissions, and that host traits, modifiable lifestyle and
environment factors are associated with human skin bacteria variations. Restricting long durations of wearing
PPE and skin care tips can help reduce nose, cheek, and hand skin harm, and avoiding polypharmacy reduces
pruritus. Attention to dermatoscopic features (e.g. irregular pigmentation and blue-white veil) enhances specificity
and sensitivity of melanoma diagnosis and helps avoid unnecessary excisions. Topical calcipotriol may be effective
for palmoplantar pustulosis whereas evidence is lacking for or against major chronic treatments. Watchful
waiting would result in worse outcomes for management of infant dermatitis and basal cell carcinoma disease
progression, however. After 1-year, photodynamic therapy, imiquimod cream and cryotherapy all have long-term
therapeutic efficacy for actinic keratoses, and brodalumab achieves PASI 100 in 75% of psoriasis patients.
We hope that you find these articles of academic or relevant clinical interest and welcome any feedback you
may have.
Kind regards,
Dr Louise Reiche
louisereiche@researchreview.co.nz

Environmentally sustainable dermatology
Authors: Allwright E & Abbott RA
Summary: This narrative review evaluated sustainable practices that could be implemented in NHS
dermatology departments. A search of MEDLINE using the terms ‘environmental sustainability’, ‘climate
change’, ‘dermatology’, ‘telemedicine’, ‘NHS’, ‘surgery’ and ‘operating theatres’ identified 20 studies that
were considered relevant to the review. Analysis of the evidence showed a growing interest in environmental
sustainability, but the literature lacked examples of comprehensive implementation and evaluation of initiatives.
However, areas such as transport, waste management and procurement were discussed as part of a lean
healthcare system. Some papers highlighted the potential contribution of carbon-reducing actions but did not
cite verifiable outcome data.
Comment: Reflecting on the growing interest in environmental stewardship within healthcare systems, this
review article describes the NHS carbon footprint and provides pragmatic strategies for dermatology to lessen
it. Pharmaceutical procurement accounts for 22% of the carbon footprint which could be reduced by choosing
local suppliers to reduce transport costs and carbon emissions and short supply treatment ‘starter packs’
and emollient samples in the hope even 4 weeks of wasted prescriptions are averted. A month of treatment
accounting for manufacturing processes, materials and packaging is estimated to equate to an average car
travelling and releasing 0.17kg CO2eq/km over 88km. Travel of patients, visitors and staff accounts for 18%
of healthcare greenhouse gas emissions reducible by providing healthcare closer to (patient) home i.e. better
regional and provincial dermatology services (not just in large centres), recruiting local staff (who could
walk/cycle to work), incentivise car-pooling and low emission vehicles, rural telemedicine (telemedicine
consumes energy so urban teledermatology services would be counterproductive), international and
interregional professional meeting teleconferencing, appropriate recycling and waste segregation. Many of
these practices are transferable to other areas of medical specialty and general practice.
Reference: Clin Exp Dermatol 2021;46(5):807-13
Abstract
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This Zematop® review summarises the pivotal clinical trials on tacrolimus
0.1% ointment, a new calcineurin inhibitor, for the management of atopic
dermatitis which is now funded under Special Authority for facial AD. Expert
commentary from dermatologist Gerhard Eichoff.
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Tacrolimus 0.1%
ointment (Zematop®)
for atopic dermatitis

Dr. Gerhard Eichoff
MD, PhD, FRACP, FNZDSI

Dr Gerhard Eichhoff is a general dermatologist
with a broad interest in both medical and surgical
dermatology. Gerhard graduated from Medical School
at the Technical University of Munich, Germany. He
has a background in science and was awarded
a PhD in neuroscience, after which he started
advanced training in dermatology. After attending
two of Germany’s most prestigious Universities for
dermatology in Tuebingen and Munich, he became a
specialist dermatologist in 2016.
Gerhard moved to New Zealand in 2016 and works as
a consultant dermatologist for Hutt Hospital, Dunedin
Hospital, Waitemata DHB and in private practice at
Wellington Dermatology. Gerhard is an Honorary
Clinical Senior Lecturer at the University of Otago
and has been involved in clinical trials for eczema.
Abbreviations used in this review
AD = atopic dermatitis
BSA = body surface area
FKBP = FK506-binding protein
IFN-γ = interferon gamma
IL-2 = interleukin 2
mLEASI = modified local eczema area severity index
NFAT = nuclear factor of activated T-cell
PKC = protein kinase C
PLC = phospholipase C
QoL = quality of life
TCI = topical calcineurin inhibitors
TK = tyrosine kinase
RCT = randomised controlled trial
UV = ultraviolet
VAS = visual analog scale

2021
This review discusses the evidence supporting the use of tacrolimus 0.1% ointment (Zematop®) for
the management of atopic dermatitis in adults and adolescents. Topical tacrolimus is a non-steroidal,
calcineurin inhibitor with low systemic absorption that does not cause skin atrophy. Tacrolimus 0.1%
ointment has anti-inflammatory properties comparable to moderate-to-potent topical corticosteroids.
Topical tacrolimus is a second-line treatment for patients aged 16 years and over with moderate-tosevere AD for the treatment of flares, and for maintenance treatment in patients with a high frequency
of flares, i.e. ≥ 4 a year. Special Authority funding is available from October 2021 for those with facial
AD who are unable to use topical corticosteroids. This review is sponsored by an educational grant
from Douglas Pharmaceuticals.

Atopic dermatitis
AD (atopic dermatitis or eczema) is a common, chronically relapsing, inflammatory skin disease that is intensely
pruritic.1–3 It is characterised by itchy, erythematous, scaly lesions, frequently appearing on face and flexural
areas of the body.3,4 AD typically begins in early childhood, often in families with a history of other atopic
diseases.3,5 AD disrupts the sleep of patients and their caregivers, and is associated with depression, anxiety,
reduced QoL and diminished self-esteem.3,6
The pathophysiology of AD is not completely understood, although it involves genetic, immunological and
environmental factors.5 Briefly, a defect in the filaggrin protein results in a dysfunctional epidermal barrier that
permits allergens, irritants and bacteria to provoke a hyperimmune response.4,5 This leads to scratching and
further inflammation and breakdown of the skin barrier, i.e. the itch-scratch cycle.4
AD affects up to 20% of children and 2-8% of adults worldwide.7 In a New Zealand study, 15.8% of children
were diagnosed with AD by age 3.5 years.8
AD is diagnosed clinically. As it cannot be cured, AD management focuses on avoidance of triggers and symptom
control.3,9 The treatment goal is well-controlled symptoms with as few exacerbations as possible.1

Topical treatments
The liberal and frequent use of emollients is recommended in AD to retain skin moisture and reduce xerosis
(Figure 1).4,5,7
Topical corticosteroids remain the first anti-inflammatory treatment for AD.3,5 Topical corticosteroids are applied
according to the patient’s symptoms and in general, the lowest effective potency should be used.6,7
Topical corticosteroids can be absorbed through the skin, although systemic adverse effects are rare and
generally occur due to the incorrect use of potent steroids over a long time period.1 Topical corticosteroid use in
sensitive skin areas such as the face, neck and skin folds should be minimised to avoid skin atrophy and other
cutaneous adverse effects, e.g. telangiectasia.1,7,9,10 Using potent or very potent topical corticosteroids may
increase the likelihood of cutaneous absorption and adverse effects.9,10
Studies show that patient concerns about topical corticosteroid use ranges from 21% to 83.7%, and those with
“steroid phobia” are 3-3.5 times more likely to be non-adherent to treatment.11 Patient education is important
to avoid corticosteroid adverse effects and overcome concerns that may contribute to non-adherence.
Topical calcineurin inhibitors are a second-line treatment for the management of AD flares, i.e. tacrolimus
ointment and pimecrolimus cream.3,4,12
The clinical advantages of a TCI are that they:1–3,5,9,13–15
• Have marked anti-inflammatory and antipruritic effects.
• Are steroid-free.
• Do not cause skin atrophy, skin thinning, or adversely affect collagen synthesis.
• Have little systemic absorption, due to their high molecular weight.
• Do not demonstrate tachyphylaxis or AD rebound, even with long-term use.
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Psoriatic disease† is deeper than skin1

Take control early
with Cosentyx®*
* Efficacy established by achievement
of primary endpoints in clinical trials
looking at manifestations of psoriatic
disease.2-8

Give your patients a chance to

Psoriatic disease refers to psoriasis in its different manifestations (skin plaques, palmoplantar, nails and scalp,
axial and peripheral psoriatic arthritis).
References: 1. Korman NJ. Br J Dermatol. 2020; 182(4):840-848. 2. McInnes IB et al. Lancet. 2015;
386(9999):1137-1146. 3. Bagel J et al. J Am Acad Dermatol. 2017; 77(4):667-674. 4. Langley RG et al. N Engl J
Med. July 2014; 371:326-338. 5. Blauvelt A et al. J Am Acad Dermatol. 2017; 76(1):60-69. 6. Bissonnette R et al.
Br J Dermatol. 2017; 177:1033-1042. 7. Cosentyx Data Sheet, Novartis New Zealand Ltd . 8. Gottlieb AB et al.
J Am Acad Dermatol. 2017; 76(1):70-80.
COSENTYX® (secukinumab) 150 mg/mL Solution for Injection. Important note: Before prescribing,
consult full prescribing information, available at www.medsafe.govt.nz Cosentyx® is fully funded for Plaque
Psoriasis, Psoriatic Arthritis and Ankylosing Spondylitis under Special Authority Criteria, please refer to www.
pharmac.govt.nz. Cosentyx® is not funded for the treatment of Non-radiographic axial spondyloarthritis. A
prescription fee will apply. Presentation: Secukinumab. Powder for solution for subcutaneous injection, solution
for subcutaneous injection in pre-filled syringe or pre-filled pen containing 150 mg of secukinumab. Indications:
Plaque Psoriasis: Cosentyx® is indicated for the treatment of moderate to severe plaque psoriasis in adult
patients who are candidates for systemic therapy or phototherapy. Psoriatic Arthritis: Cosentyx® is indicated
for the treatment of adult patients with active psoriatic arthritis. Cosentyx® can be used alone or in combination
with methotrexate. Ankylosing Spondylitis: Cosentyx® is indicated for the treatment of adult patients with
active ankylosing spondylitis. Non-radiographic axial spondyloarthritis (axSpA without radiographic
damage): Cosentyx® is indicated for the treatment of adult patients with active non-radiographic axial
spondyloarthritis (nraxSpA) with objective signs of inflammation as indicated by elevated C-reactive protein
(CRP) and/or MRI change, who have had an inadequate response to, or are intolerant to, NSAIDs. Dosage and
administration: Plaque Psoriasis: The recommended dose is 300 mg by subcutaneous injection with initial
dosing at weeks 0, 1, 2, 3, and 4 followed by the same dose every month. Each 300 mg dose is given as two
subcutaneous injections of 150 mg. New injection sites should be used for each set of injections. Psoriatic
Arthritis: The recommended dose is 150 mg by subcutaneous injection with initial dosing at Weeks 0, 1, 2, 3, and
4 followed by the same dose every month. Based on clinical response, the dose can be increased to 300 mg. For
patients who are anti-TNF-alpha inadequate responders or patients with concomitant moderate to severe plaque
psoriasis, the recommended dose is 300 mg by subcutaneous injection with initial dosing at Weeks 0, 1, 2, 3,
and 4 followed by the same dose every month. Each 300 mg dose is given as two subcutaneous injections of 150
mg. Ankylosing Spondylitis: The recommended dose is 150 mg by subcutaneous injection with initial dosing
at Weeks 0, 1, 2, 3, and 4 followed by the same dose every month. Based on clinical response, the dose can be
increased to 300 mg. Each 300 mg dose is given as two subcutaneous injections of 150 mg. Non-radiographic
axial spondyloarthritis: With a loading dose: The recommended dose is 150 mg by subcutaneous injection
with initial dosing at Weeks 0, 1, 2, 3, and 4 followed by the same dose every month. Without a loading dose:
The recommended dose is 150 mg by subcutaneous injection every month. Contraindications: Cosentyx® is
contraindicated in patients who have/had severe hypersensitivity reactions reaction to the active substance or
to any of the excipients. Warnings and precautions: Infections: Caution in patients with chronic or history
of recurrent infection. If a patient develops a serious infection, the patient should be closely monitored and
Cosentyx® should not be administered until the infection resolves. Anti-tuberculosis therapy should be considered
prior to initiation of Cosentyx® in patients with latent tuberculosis. Cosentyx® should not be given to patients
with active tuberculosis. Crohn’s disease: Patients with inflammatory bowel disease (e.g. Crohn’s disease
and ulcerative colitis) treated with Cosentyx® should be followed closely. Hypersensitivity reactions: Rare
cases of anaphylactic reactions have been observed during clinical trials. Administration of Cosentyx® should be
discontinued immediately and appropriate therapy initiated if an anaphylactic or other serious allergic reaction
occurs. Latex-sensitive individuals: The removable cap of the Cosentyx® pre-filled syringes/pen contains a
derivative of natural rubber latex. Vaccinations: Cosentyx® should not be given concurrently with live vaccines.
Pregnancy, lactation, females and males of reproductive potential Pregnancy: Cosentyx® should
be used during pregnancy only if the benefits clearly outweigh the potential risks. Lactation: Caution should
be exercised when Cosentyx is administered to a woman who is breast-feeding. Adverse drug reactions:
Very common (≥10%): Upper respiratory tract infections (nasopharyngitis, upper respiratory tract infection,
rhinitis, pharyngitis, sinusitis, tonsillitis). Common (≥1 to <10%): Oral herpes, diarrhoea, urticaria, rhinorrhoea.
Uncommon (≥0.1 to <1%): Oral candidiasis, neutropenia, tinea pedis, conjunctivitis, inflammatory bowel disease
(including Crohn’s disease and ulcerative colitis). Frequency not known: Mucosal and cutaneous candidiasis
Interactions: Live vaccines should not be given concurrently with Cosentyx®. In a study in subjects with plaque
psoriasis, no interaction was observed between secukinumab and midazolam (CYP 3A4 substrate). Packs: Packs
of 1 and 2 pre-filled syringe/pre-filled autoinjector. Novartis New Zealand Limited, Auckland. Phone: 0800 354
335 Cosentyx is a registered trademark of Novartis AG, Switzerland. PRESCRIPTION MEDICINE NZ-00988
July 2021 TAPS NA13095 NV10407
†

Authors: Moitinho-Silva L et al.
Summary: This cross-sectional study investigated associations of host traits,
lifestyle and environmental factors with skin bacteria. 647 participants from
2 population-based German cohorts, PopGen (n=294) and KORA FF4 (n=353)
were included, with a total of 1794 skin samples analysed. The V1-V2 regions
of the 16S ribosomal RNA (rRNA) gene were sequenced, and associations with
16S rRNA gene amplicon sequence variants (ASVs) were evaluated. Skin microbiota
was found to be associated with skin microenvironment, age, body mass index
(BMI) and sex. ASVs were associated with dietary macronutrients, total dietary
energy, smoking, alcohol consumption, skin pH, skin type, transepidermal water
loss, education and environmental exposure. Associated ASVs included members
of the genera Propionibacterium, Corynebacterium and Staphylococcus.
Comment: Understanding variations in the skin microbiome and the impact
on normal and disordered skin is a rapidly expanding field of intense research
interest for many reasons. One is concern about environmental impact from
climate change and human influences and another is if those factors and
lifestyle change may alter predisposition or resilience to skin disorders. This
study shows that variations in lifestyle and environmental exposures may indeed
influence host traits and indirectly influence microbial communities. There is
much research to be done before we are able to provide direct advice to patients
with specific skin disorders. However, dietary macronutrients do influence
bacterial associations (particularly carbohydrate intake), as do smoking, alcohol
intake, and antibiotics. These findings support current health messages to avoid
smoking, minimise alcohol intake and avoid unnecessary systemic antibiotic
use, and support a plant-rich whole-foods diet, and ideal BMI.
Reference: Br J Dermatol 2021;185(3):573-84
Abstract

Longitudinal association between
polypharmacy and development of pruritus
Authors: Kogame T et al.
Summary: This nationwide cohort study in Japan investigated the risk of pruritus
associated with use of polypharmacy. Data were collected from the Norm Study
(a nationwide survey based on a self-administered questionnaire) for 3126
individuals aged 16–84 years. Polypharmacy was defined as concurrent use of
≥5 prescribed drugs. 332 participants (10.3%) reported receiving polypharmacy,
and were more likely to present with severe pruritus at baseline than those who
were not receiving any drugs (adjusted risk ratio [RR] 1.52, 95% CI 1.15–2.01;
p=0.003). An analysis of 1803 participants without severe pruritus at baseline
showed that those receiving polypharmacy at baseline were more likely to develop
severe pruritus during 1 year of follow-up than those not receiving any drugs
(adjusted RR 1.46, 95% CI 1.14–1.87; p=0.002).
Comment: Polypharmacy, defined as concurrent use of at least 5 prescribed
drugs, typically arises in those with severe and or multiple comorbidities.
Impaired non-cutaneous organ function may manifest as pruritus without
cutaneous signs. So it would not be surprising that those patients requiring
polypharmacy have a higher risk of pruritus. And trying to assess the most
likely culprit drug(s) is an exercise in judgemental clinical reflective experience
followed by methodical drug withdrawal. This nationwide longitudinal cohort
study adjusted for potential comorbid confounders and found polypharmacy
to be an independent risk factor. There may not be a single culprit drug but a
pruritus combination. Our take-home message is to regularly review and refine
our patients’ treatments and retain minimalist essentials.
Reference: J Eur Acad Dermatol Venereol 2021;35(10):2059-66
Abstract
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Skin adverse events related to personal protective
equipment
Authors: Montero-Vilchez T et al.
Summary: This systematic review and meta-analysis evaluated the prevalence of and risk
factors for cutaneous adverse events related to PPE. A search of MEDLINE, Scopus and
EMBASE databases identified 35 epidemiological studies (n=31,453) that evaluated skin
adverse events related to PPE and were suitable for inclusion. The prevalence of adverse
skin events related to PPE was 75.13%; 57.71% of events were linked to masks and
49.16% to gloves and hand hygiene products. The most common skin adverse events
were contact dermatitis, acne and itching, and the areas most affected were the nasal
bridge, cheeks and hands. Duration of PPE use was the most common risk factor. Frequent
handwashing, gloves and masks (particularly N95 respirators) were most likely to cause
skin reactions. Use of hydrocolloid dressings reduced skin reactions resulting from masks.
Comment: Healthcare workers must wear adequate PPE, including medical masks,
goggles or face shields, plastic gowns and gloves, and perform frequent handwashing
at higher alert levels of the current COVID-19 pandemic or when in close contact
with symptomatic patients. Prolonged adherence becomes uncomfortable but is also
associated with cutaneous adverse effects in 75% of users! Itching and burning were
the most common symptoms, erythema and papules the most frequent signs, and
manifesting as contact dermatitis, acne and eczema in this systematic review and
meta-analysis. The most frequently damaged anatomical regions were the nasal
bridge (67.22%) and the cheeks (66.9%), followed by the hands (62.6%). Soap and
water (56.4%), gloves (47.5%), sanitisers (38.6%) and masks (20.8%) were the most
frequent culprit agents. Sensitive skin, atopic predispositions, facial dermatoses (such
as acne or seborrhoeic dermatitis) and longer periods of mask use were risk factors for
developing mask-related itching whereas hand eczema was more frequent in females,
those with prior irritant dermatitis, and increased hand washing (>10 times daily).
Recommended mitigating factors included regular days off, nasal hydrogel patches
under masks, non-comedogenic cleanser for acne-prone mask wearers, moisturisers
in those prone to cheek eczema, alcohol hand rub (instead of soap and water), and
frequent moisturiser to prevent hand eczema.
Reference: J Eur Acad Dermatol Venereol 2021; published online Jun 2
Abstract

Assessment of diagnostic accuracy of
dermoscopic structures and patterns used
in melanoma detection
Authors: Williams NM et al.
Summary: This systematic review and meta-analysis assessed the
diagnostic accuracy of dermoscopic structures and patterns used in
melanoma detection. A search of Ovid Medline, Embase, Cochrane
CENTRAL, Scopus, and Web of Science databases identified 40 studies
evaluating dermoscopic structures and patterns in melanoma versus
nonmelanoma lesions that were suitable for inclusion. A total of 22,796
skin lesions and 5736 melanomas were evaluated. The structures and
patterns with the highest risk for melanoma were shiny white structures,
pseudopods, irregular pigmentation, blue-white veil, and peppering. With
regard to diagnostic accuracy, structures with the highest specificity were
pseudopods, shiny white structures, peppering, and streaks, while those
with the highest sensitivity were irregular pigmentation, blue-white veil,
atypical network, and a multicomponent pattern.
Comment: Beyond history of change, clinical features of asymmetrical
shape, topography and colours (particularly black) raise suspicion of
melanoma diagnosis, inviting dermatoscopic lesion examination. These
suspicions are further honed by dermatoscopic features of irregular
pigmentation, blue-white veil, atypical network and a multicomponent
network as highly sensitive features to detect melanoma. This
systematic review found that in such clinical settings, the highest
odds ratios for specific melanoma diagnosis were the presence of
shiny white structures, pseudopods, irregular pigmentation, bluewhite veil and peppering. The take-home message is that combining
a medical history, full skin examination, and skilled careful clinical
lesion examination with dermatoscopy increases physician melanoma
detection accuracy.
Reference: JAMA Dermatol 2021;157(9):1078-88
Abstract
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Interventions for chronic palmoplantar
pustulosis

Evaluation of watchful waiting and tumor
behavior in patients with basal cell carcinoma

Authors: Obeid G et al.
Summary: This abridged Cochrane systematic review investigated the efficacy
of various interventions for palmoplantar pustulosis. A search of Cochrane
Skin Specialised Register, CENTRAL, MEDLINE, Embase, LILACS and 8 trials
registers identified 37 randomised controlled trials (n=1663) that were suitable
for inclusion. Mean treatment duration was 11 weeks. Analysis of low-certainty
evidence indicated that topical vitamin D derivative was more effective than
placebo in achieving clearance (risk ratio [RR] 7.83, 95% CI 1.85–33.12).
Concerning biologic therapies, there was little or no difference between etanercept
and placebo in achieving clearance; ustekinumab was less effective than placebo
in reducing severity; and guselkumab (RR 2.88, 95% CI 1.24–6.69) and
secukinumab (RR 1.55, 95% CI 1.02–2.35) reduced disease severity better than
placebo, but caused more serious adverse events.

Authors: van Winden MEC et al.
Summary: This observational study evaluated reasons and outcomes for watchful
waiting in patients with basal cell carcinoma (BCC). 89 patients (median age 83
years) who chose watchful waiting for 280 BCCs were followed up for a median
9 months. The most common reason for watchful waiting was patient-related
factors or preferences (83% of patients), followed by tumour-related factors
(55%). A minority of tumours (47%) increased in size during follow-up. Tumour
diameter increased by an estimated 4.46mm over 1 year for BCCs containing at
least an infiltrative/micronodular component and by 1.06mm for the remaining
BCCs. Tumour growth was associated with BCC subtype (OR 3.35, 95% CI 1.47–
7.96; p=0.005), but not with initial tumour size or location. The most common
reasons for initiating treatment were tumour burden or potential tumour burden,
resolved reasons for watchful waiting, and re-evaluation of patient-related factors.

Comment: Non-infective (fungal or bacterial) palmoplantar pustulosis may
be associated with coeliac disease and is thus best treated with strict gluten
avoidance and/or dapsone therapy, but is otherwise considered a type of
psoriasis (although academically hotly debated). For patients and clinicians,
management of this disorder is challenging and often dissatisfying, verified
by the conclusions of this major GRADE trials review. Future evidence-based
guidance is desperately needed. Meanwhile there is a data trend to suggest
topical vitamin D derivatives (e.g. calcipotriol) are a good starting point and in
my experience, methotrexate is effective second-line therapy.

Comment: Early complete clinical and histological clearance (with appropriate
margins) of cutaneous carcinomas is recognised to provide best clinical
outcomes. Socioeconomic deprivation and scarce resource allocations hinder
access to timely surgery, whereas comorbidities, advanced age, multiple
tumours and increasing lesion size jeopardise optimal surgical healing so
watchful waiting becomes an attractive option. This decision is risky, as tumour
burden increases in tumours with an infiltrative/micronodular component
on average by 4.5mm per year, independent of tumour location and initial
size, increasing delayed surgical complexity, morbidity and costs (and verifies
current dogma promoting prompt diagnosis and early complete excision of
cutaneous carcinomas). There may be justification for watchful waiting in
patients with a very limited life expectancy and superficial BCCs, but early
topical field treatments are constructive nonsurgical alternatives.

Reference: Br J Dermatol 2021;184(6):1023-32
Abstract

Independent commentary by Dr Louise Reiche
MBChB (Otago) FRACP MD FNZDSI

Dr Louise Reiche is a New Zealand physician trained vocational
specialist dermatologist. Louise runs general dermatology
clinics within integrated family health care: Kauri HealthCare,
Palmerston North. For full bio CLICK HERE

RACP MyCPD Program participants can claim one credit per
hour (maximum of 60 credits per year in Category One – Educational
Activities) for reading and evaluating Research Reviews.
Please CLICK HERE to download CPD Information

Reference: JAMA Dermatol 2021;157(10):1174-81
Abstract

Evaluation of long-term clearance rates of
interventions for actinic keratosis
Authors: Steeb T et al.
Summary: This systematic review and meta-analysis investigated the long-term
efficacy of interventions for actinic keratosis. A search of MEDLINE, Embase, and
Central databases identified 10 randomised clinical trials (n=4252) that were
suitable for inclusion. Meta-analysis of the data showed that, 12 months after
the end of treatment, photodynamic therapy with aminolevulinate (ALA-PDT) had
the most favourable risk ratio (RR) for complete clearance compared with placebo
(8.06, 95% CI 2.07–31.37), followed by imiquimod 5% (5.98, 95% CI 2.26–
15.84), photodynamic therapy with methyl aminolevulinate (5.95, 95% CI 1.21–
29.41), and cryosurgery (4.67, 95% CI 1.36–16.66). ALA-PDT also had the most
favourable risk ratio for lesion-specific clearance (5.08, 95% CI 2.49–10.33).
Comment: Actinic keratoses arise in chronic sun-damaged skin and are
associated with a higher incidence of non-melanoma (particularly squamous
cell carcinoma) and melanoma skin cancers but may not individually evolve into
squamous cell carcinoma. Arguments in favour of clearing actinic keratoses
are to aid detection of skin cancer evolution and cosmetic improvement. This
network meta-analysis of 10 randomised clinical trials including over 4000
patients assessed at least 1 year after the end of treatment showed that varied
modalities including photodynamic, imiquimod, and cryotherapy provided
significant long-term efficacy. It did not evaluate more recent combined topical
Daivonex®/Efudix® regimens, oral high-dose nicotinamide or intensive holistic
sun protection behavioural changes, also associated with clinical reduction
in multiple actinic keratoses. Future analyses evaluating minimalist carbon
footprint, skin cancer reduction and best value for money will be welcome.
Reference: JAMA Dermatol 2021;157(9):1066-77
Abstract
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Topical corticosteroids normalize both
skin and systemic inflammatory markers in
infant atopic dermatitis
Authors: McAleer MA et al.
Summary: This real-world study used noninvasive skin and peripheral biomarkers
to determine the effects of topical corticosteroids in infants with atopic dermatitis.
74 treatment-naïve infants with atopic dermatitis underwent 6 weeks’ treatment
with topical corticosteroids. Improvements in disease severity were accompanied
by significant improvements in immune markers in the skin and peripheral blood
(although most did not reach levels seen in healthy controls). Transepidermal
water loss decreased after treatment but no significant changes were seen for
natural moisturising factor.
Comment: Concerns about potential adverse effects from topical
corticosteroids (such as skin atrophy) drives steroid avoidance and minimalist
use. This has persisted despite reassurances from the Australasian College of
Dermatologists consensus statement on topical corticosteroids in paediatric
eczema. This translational research study measuring noninvasive skin and
peripheral biomarkers in infants with atopic dermatitis found a profound
impact of topical steroids in reducing systemic dysregulated cytokines. This
suggests that early aggressive treatment of atopic dermatitis could lower the
risk of subsequent atopic comorbidities (‘the atopic march’), and warrants
further study. Better still if the studies were to include assessing the same
skin and peripheral biomarkers with use of calcineurin inhibitors, which
have the potential to mitigate atopic progression without cutaneous atrophy.
Meanwhile, physicians have another reason to reassure parents about the
benefit of topical steroid use to reduce inflammation in atopic dermatitis.

Complete clearance and Psoriasis Area and
Severity Index response for brodalumab and
ustekinumab by previous treatment history
in AMAGINE-2 and AMAGINE-3
Authors: Reich K et al.
Summary: This post hoc analysis of data from the AMAGINE-2 and AMAGINE-3
trials compared the efficacy of brodalumab and ustekinumab in patients with
psoriasis according to treatment history. The 52-week cumulative incidence of
patients achieving complete resolution of psoriasis (PASI 100) was consistently
higher with brodalumab than ustekinumab across previous treatment subgroups
(76% vs 58% in systemic/biologic-naïve patients, 78% vs 55% in systemictreated/biologic-naïve patients, 75% vs 41% in biologic-treated patients without
failure, and 70% vs 30% in biologic-treated patients with failure). Rates of
inadequate response were lower with brodalumab than ustekinumab across all
subgroups.
Comment: Much like emergence of antibiotic drug resistance over time, is
the pattern experienced clinicians see when treating psoriasis, particularly
those patients with more severe disease. 100% skin improvement is seldom
achieved with any therapy and to achieve this in around 75% of patients by
1 year regardless of prior systemic therapy makes brodalumab an attractive
candidate for NZ’s future new biologic therapy wish-list.
Reference: J Eur Acad Dermatol Venereol 2021;35(10):2034-44
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