Revisiting Facial

Seborrheic Dermatitis:
A New Therapeutic Option
A popular topical agent offers anti-inflammatory,

antibacterial, and sebo-suppressive effects that could
prove useful for management of seborrheic dermatitis.

eborrheic dermatitis is a chronic superficial mycotic
disorder that usually appears as areas of erythema
covered by greasy yellow-to-brown flakes or scales.
he condition most often affects the nasolabial folds,
glabella, forehead, scalp, ears, trunk, and other areas
of increased sebaceous gland activity. In some patients, the axil-

By Joseph Bikowski, MD

lae, groin, and other intertriginous areas are involved.
Distribution is usually symmetrical.”* Although seborrheic der-
matitis is included among the “red face” disorders, it is not usu-
ally accompanied by flushing or inflammatory papules and pus-
tules, although it often coexists with rosacea or other papulopus-
tular dermatoses.” Severity is variable, ranging from barely per-



ceptible scales and erythema to coarse, thick scales and intense
erythema that does not blanch to the touch.’ The lesions may be
generalized or even erythrodermic, and pruritus may be present,
as well."? Because the typical clinical course includes remissions
and relapses and may be progressive,® it is important to provide
directed therapy both for exacerbations and prophylaxis.

An extremely common disorder, seborrheic dermatitis is esti-
mated to occur in about one to five percent of the US popula-
tion,'? peaking within the first three months of life and again
during the fourth to the seventh decades.! Dandruff, considered
by many to be the mildest form of seborrheic dermatitis, may
occur in as many as 50 percent of the world’s population.” The
risk is increased by as much as 83 percent in people who are
immunocompromised,® and it is also raised to a lesser extent in
those with Parkinson’s disease or other neurologic disorders,” and
those with mood disorders."” Other triggers, including stress’ and
reduced exposure to sunlight, have also been reported.?

Although no conclusive etiology has been established, cer-
tain contributing factors are widely recognized. Hormones
probably play a role: androgens stimulate development of the
pilosebaceous unit, and seborrheic dermatitis is in fact more
common in men than in women and reappears after puberty.?

One factor important in current approaches to therapy is
the relationship between seborrheic dermatitis and lipid-
dependent Malassezia yeasts (formetly Pityosporum ovale), nor-
mal inhabitants of the skin." That is supported by evidence of
reduction of symptom severity with use of antifungals active
against Malassezia as well as correlation between Malassezia
yeast density and clinical severity of the condition.” Exactly
how Malassezia contributes to seborrheic dermatology is in
question. Suggested mechanisms include underlying abnormal
immune response," defective skin barrier function,” and
inflammation resulting from yeast-mediated release of irritant
free fatty acids."" The link between seborrheic dermatitis and
neurologic disorders such as Parkinson’s disease is not well
understood; one hypothesis is that neurogenic immobility pre-
vents proper skin hygiene, leading to a larger residual pool of
sebum that thus encourages the growth of Malassezia yeasts."

The differential diagnosis of seborrheic dermatitis is wide,
including many common disorders, such as psoriasis, atopic der-
matitis, acne vulgaris, rosacea, Demodex dermatitis, and tinea
infections. Scalp and face lesions may be similar to those of
impetigo and intertriginous lesions to those of candidiasis.!
Other disorders to rule out are dermatophytoses, pityriasis versi-
color, irritant/allergic contact dermatitis, systemic lupus erythe-
matosus, Langerhans cell histiocytosis, and secondary syphilis.™?

Although diagnosis of seborrheic dermatitis is usually clini-
cal, based on history and the appearance and site of the lesions,
a negative KOH examination may help to rule out candidiasis,

tinea infection, or Demodex dermatitis. Histology may also be
helpful: the characteristic spongiform appearance of early seb-
orrheic dermatitis can help distinguish it from psoriasis,
although differentiation in later stages is more difficult.?

An important point for both diagnosis and management is
that seborrheic dermatitis is often accompanied by other derma-
tologic disorders. Among the most common concurrent disor-
ders are acne vulgaris, rosacea, and Demodex dermatitis. Among
patients with rosacea, the incidence of seborrheic dermatitis may
be as high as 35 percent,” with facial symptoms present in more
than one quarter of cases. Therapy that addresses coexisting con-
ditions is, of course, preferred; otherwise, treatment of one of
these disorders may well exacerbate the other.

Extending the Therapeutic Armamentarium
There is no cure for seborrheic dermatitis, but it can be less-
ened and controlled with one or more of the agents shown to
be effective in the condition. Most are topical or shampoo for-
mulations. Current treatment and prophylaxis regimens usual-
ly include antifungal agents, most often azoles. Antikeratolytic
agents such as selenium sulfide, propylene glycol, sulfur, and
coal are used to address scaling and flaking.'® Mild topical
steroids, which should be used primarily during exacerbations,
can help control erythema and pruritus.' The immunomodula-
tory activity of topical calcineurin inhibitors such as tacrolimus
and pimecrolemus may be particularly useful in patients with
concomitant rosacea. Oral antifungal agents or phototherapy
are reserved for the most severe cases.! Equally important with
choice of agent is an appropriate skin care regimen, including
cleansers and moisturizers that help restore the skin barrier—
especially ceramide-containing preparations that provide bal-
anced physiologic lipid replacement.

Azelaic acid is currently indicated in the United States for
topical treatment of inflammatory papules and pustules of mild
to moderate rosacea and indicated elsewhere for acne. In addi-
tion, it appears potentially effective for seborrheic dermatitis.
The clinical efficacy and safety of azelaic acid 15% gel for
rosacea is well known; studies show significant, rapid improve-
ment in signs and symptoms with this agent, as well as good

tolerance.'®"

Its mechanisms of action address both sympto-
matic and suggested etiologic aspects of seborrhea as well as
rosacea. Studies confirm antimicrobial properties, sebosuppres-
sive activity,”® antikeritinizing activity,”® anti-inflammatory
and effects,”® and
activity*—including specific activity against Malassezia.”
Azelaic acid may therefore be considered a useful addition to

the armamentarium for seborrheic dermatitis. It may be espe-

immunomodulatory antimycotic

cially valuable because of its concomitant action against
rosacea, a common accompanying disorder. Two patient histo-




Seborrheic Dermatitis

ries are presented in
which azelaic acid pro-
vided effective treat-
ment for seborrheic
dermatitis.

Case 1l

A 32-year-old man
came to the office with
multiple symmetrical
confluent scaly red
patches on his lower
face, to include the
nasal creases, nasolabi-
al fold, and chin (Fig.
1a). These were associ-
ated with minimal to
moderate itching and
burning. He also had
minimal scalp flaking. - ;
The patches and flak- - .
ing had developed
over the previous two
years, and
waning, but gradually
becoming more severe, especially during the winter. The

waxing

patient had been treating himself with over-the-counter
lotions and preparations, but he was becoming worried
because the condition seemed to be getting worse, especially
on his face. A potassium hydroxide preparation showed no
evidence of tinea infection. He was diagnosed with seborrheic
dermatitis and prescribed a daily cleansing and moisturizing
regimen using a ceramide-containing preparation along with
twice-daily application of azelaic acid 15% gel to the affected
areas. On a follow-up visit two weeks later, the lesions had
improved notably (Fig. 1b). He was instructed to continue to
use the prescribed regimen. He continued the medication over
several months without any adverse effects.

Discussion. This case history illustrates the typical progres-
sive onset of seborrheic dermatitis during adulthood. Because
the condition—Tlike rosacea, acne, and atopic dermatitis—fea-
tures a skin barrier dysfunction, use of a barrier-repair cleanser
and/or lotions is important. Balanced ceramide-containing
lotions will help restore normal skin barrier function and may
in fact aid in absorption of medications. In this case, azelaic
acid, which addresses many other underlying processes of sebor-
rheic dermatitis,'** along with a cleansing/moisturing regimen
aimed at strengthening barrier function, provided a quick-act-
ing, effective, well-tolerated therapeutic regimen for an acute
exacerbation.
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A 32-year-old man with an exacerbation of seborrheic dermatitis at presentation (1a) and two weeks after starting

a regimen of azelaic acid 15% gel plus a balanced barrier-repair cleansing/moisturing regimen (1h)

~ > -

A 67-year old man with a flare-up of seborrheic dermatitis not responding to topical steroids at presentation (2a)
and after four weeks of treatment with after azelaic acid 15% gel (2b)

Case 2
A 67-year old man presented with a flare-up of his long-stand-
ing seborrheic dermatitis that was no longer responding to
topical steroids. He had been using a regimen of over-the-
counter topical corticosteroids, along with moisturizers and
cleansers, as the mainstay of therapy. He was taking no med-
ication for his concomitant mild rosacea, which appeared as a
few scattered facial papules and pustules. On examination, the
patient had red patches with scaling on his forehead, eye-
brows, glabella, and nasolabial folds, as well as behind the ears
(Fig. 2a). He was instructed to stop using the steroid prepara-
tion and prescribed azelaic acid 15% gel twice daily. His signs
and symptoms began to abate immediately. On his return for
follow-up visit four weeks later, the lesions had almost disap-
peared and his rosacea had also lessened (Fig. 2b).
Discussion: Topical steroids will treat inflammation and
erythema but are not ideal in seborrheic dermatitis because
they have no fungicidal or keratinolytic properties, and long
term use may lead to cutaneous atrophy or, paradoxically,
steroid use/abuse/misuse dermatitis.1 Azelaic acid’s constella-
tion of properties matches the known mechanisms underlying
seborrheic dermatitis. In this patient, the agent has the addi-
tional advantage of working to reduce concurrent rosacea signs
and symptoms. Azeleic acid is a promising alternative to cur-
rent antifungal and anti-inflammatory agents. ll &
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