
schedule Saturday morning infusions, perhaps dedicating sev-
eral exam rooms to the service. 

Considerable Benefits
Psoriatic arthritis and psoriasis are chronic inflammatory dis-
eases that require systemic therapy for achieving and maintain-
ing adequate disease control. Infliximab has been shown to

provide rapid disease control of both joint- and skin-related
symptoms, as well as improvements in health-related quality of
life. With the recent approval of infliximab for the treatment of
psoriatic arthritis, and the anticipation of a psoriasis approval
in the future, administration of infusion therapy is expected to
become increasingly commonplace in the dermatology setting. 

The use of biologic therapies and infliximab infusions has
been well established in many areas of medicine and has only
recently entered the psoriatic disease arena. Infliximab will
complement our current arsenal of biologic therapy and be an
important addition for our patients with psoriatic disease,
especially because there are still hundreds of thousands of
patients in the United States with moderate to severe disease
not currently receiving any form of systemic treatment, tradi-
tional or biologic.   

Based on experiences in the gastroenterology and rheuma-
tology settings, incorporation of infliximab infusions into der-
matology practices requires minimal space, equipment and
staffing adjustments. Given the considerable clinical benefits
reported with infliximab in patients with psoriatic arthritis and
psoriasis, it is necessary for dermatologists to consider from
both a clinical and practical standpoint the beneficial role
infliximab and infusion will have in their practices.    

Dermatologists establishing infusion centers within their 
practice can obtain assistance via AccessOne, a treatment man-
agement program that assists physicians and patients with 
infliximab infusion therapy. With the help of AccessOne Care
Coordinators, patients can find local infusion facilities and obtain
in-depth educational materials and product information, as well
as personalized patient support services, such as appointment
scheduling and reminder phone calls. For more information
about AccessOne, visit www.AccessOne.com. 

Adding Infusion Services
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For more information and full prescribing information for infliximab, visit
www.Remicade.com.  
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Should be certified to administer IV infusions

Ideally, is certified to perform advanced 
cardiac life support (ACLS). 

Role/duties include:

Patient assessment prior to infusion 
(vitals, weight, any recent changes in health or medications)

Patient education of potential risks and benefits of treatment

Constant patient attention during infusions 

Monitoring and recording blood pressure and heart rate 
every 30 minutes

Providing compassion, respect, and education

Assisting the patient with documents necessary for 
reimbursement

Obtaining both informed and financial consent

Considerations for Nursing Staff



Disorders of pigmentation account for a large and often diffi-
cult to treat group of dermatologic conditions. Although
they affect all races, disorders of pigmentation account for
the third most common dermatologic diagnosis in Blacks,
Hispanics, and Asian patients.1 Pigmentary disorders can

have significant psychosocial implications for these groups of patients in particu-
lar. Although treatment of pigmentary disorders can be frustrating for the patient

and challenging for the dermatologist, there are several safe and effective ther-
apies available. The following is a look at the successful approach to

patient management.

Step One:
Sun Protection

Regardless of the specific nature of the presentation or the
patient’s particular skin type, appropriate sun protection is critical to

management and effective prevention of further damage. Broad-spec-
trum sunscreens are a necessary first step in the treatment of

hypopigmentation and hyperpigmentation. Patients with
vitiligo especially need protection because of increased
risk of sunburning in affected areas. Melasma and postin-

flammatory hyperpigmentation worsen with even modest

A specialist offers a step-by-step guide to the effective
management of hyper- and hypopigmentation. 

By Diane Jackson-Richards, MD
West Bloomfield, MI
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exposure to ultraviolet (UV) light. Sunscreens should be worn
daily. Nonchemical or physical sunscreens provide broad-spec-
trum protection; however they can leave a white, ashy residue
that is not cosmetically acceptable. Through experimentation,
patients may identify a product they find acceptable. Chemical
sunscreens are a cosmetically acceptable alternative. When
chemical sunscreens are selected, they should provide both
UVB and UVA coverage. Patients should look for sunscreens
that contain cinnimates or salicylates (UVB blockers) along
with oxybenzones or avobenzones (UVA blockers). Mexoryl
SX is a broad-spectrum UVA absorber available in other coun-
tries but not yet available in the US.2

Step 2:
Diagnose and Treat Underlying Disease 
Disorders of Hypopigmentation. Postinflammatory 
hypopigmentation is commonly seen secondary to diseases
such as psoriasis, seborrheic dermatitis, pityriasis alba, and
pityriasis lichenoides chronica. These pigmentary problems are
more obvious in patients with skin types IV-VI. Cutaneous
inflammation can alter production of melanin and melanin
transfer to keratinocytes. Postinflammatory hypopigmentation
resolves over time; however the underlying disease process
must be treated. If hypopigmentation is persistent, topical cor-
ticosteroids and tar preparations, narrowband UVB pho-
totherapy (NB-UVB), or topical PUVA may be used.

Vitiligo is a common disorder of depigmentation that can
be very devastating from a psychosocial standpoint. Treatment
is often lengthy and costly. Although systemic and topical
PUVA have long been considered standard treatment for 
vitiligo, narrowband UVB has proven to be effective.3

NV-UVB treatments should be administered two to three
times per week starting at 100-250mj/cm2 with 10 to 20 
percent increments per treatment until erythema is produced.
Advantages of NB-UVB over PUVA are less phototoxicity 
and no drug costs. Other treatments that can be used are 

topical tacrolimus (Protopic, Astellas) and the
308-nm excimer laser.

Disorders of Hyperpigmentation. Melasma is
one of the most common disorders of hyperpig-
mentation. Blotchy brown macules are seen on
sun-exposed areas of the face. Melasma affects
five to six million women in the US, however,
10 percent of cases are in men.4 It often occurs
with pregnancy, with use of oral contraceptives,
or hormone replacement therapy. Melasma is
more common in skin types IV-VI, and
Hispanic women are especially predisposed to
this condition. Sun avoidance and consistent use

of broad-spectrum sunscreen is essential to the successful treat-
ment of melasma.

Postinflammatory hyperpigmentation (PIH) is frequently
seen as a secondary development of many inflammatory skin dis-
orders. Post-inflammatory hyperpigmentation is commonly
associated with acne, atopic dermatitis, lichen planus, and con-
tact dermatitis. Even minor abrasions and insect bites produce
this. Again, PIH is a more common problem in darker skinned
individuals.

Drug-related hyperpigmentation may be caused by many
medications. Hyperpigmentation secondary to many
chemotherapeutic drugs and minocycline is well known. There
are numerous other drugs—too many to discuss them all.
Diltiazem (Cardizem, Biovail Pharmaceuticals), which is used to
treat angina and hypertension, is notable. There have been sever-
al reported cases of hyperpigmentation of sun-exposed skin relat-
ed to diltiazem. Most of the patients were African-American.
Amiodarone, which is used to treat cardiac arrhythmias, has
caused similar photodistributed hyperpigmentation in fair-
skinned patients. Imipramine (Tofranil), a tricyclic antidepres-
sant, can cause hyperpigmentation as well. When patients pres-
ent with hyperpigmentation, it’s important to take a detailed
drug history.

Step 3:
Topical Treatment for 
Irregular Pigmentation 
Hydroquinone. There are a number of therapeutic agents avail-
able for the treatment of hyperpigmentation. Hydroquinone has
been the most widely used treatment. Hydroquinone is a hydrox-
yphenol that inhibits the conversion of dihydroxyphenylalanine
(DOPA) to melanin. This is done by inhibiting the key enzyme,
tyrosinase. It also possibly causes selective damage to
melanosomes and melanocytes.5 Over-the-counter 2% hydro-
quinone preparations are available, but usually not as efficacious
as the 3% and 4% prescription products. Hydroquinone is often

Hypopigmentation
secondary to
pityriasis
lichenoides
chronica (left).
Vitiligo (right).
Both are pediatric
patients.
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compounded as high as 5-10%. Recently, hydroquinone has been
combined with retinoids and alpha-hydroxy acids for increased
penetration (See table). 

Hydroquinone may cause hypopigmentation of normal skin
surrounding a treated area, but this usually resolves after discon-
tinuing treatment. If irritant dermatitis to hydroquinone devel-
ops, worsening of the hyperpigmentation could occur. Rarely
exogenous ochronosis may result from use of approved hydro-
quinone products. This side effect has been seen more common-
ly in South Africa where higher concentrations of hydroquinone
are used. Ethnic stores in larger urban areas in the US often carry
products containing high concentrations of hydroquinones and
potent corticosteroids.5 These products are sold without prescrip-
tion. Patients must be warned about the possible adverse effects
of these products. 

Combination Hydroquinones. More recently, combination
hydroquinone products have shown impressive treatment results.
Kligman and Willis first studied a combination of tretinoin

0.1%, hydroquinone 5% and dexamethasone 0.1% for PIH.6
Tretinoin improves the penetration of hydroquinone and protects
against atrophy from the corticosteroid.7

The corticosteroid reduces the irritation of tretinoin. A simi-
lar combination is now available as Tri-Luma (Galderma) which
contains 4% hydroquinone, 0.05% tretinoin, and 0.01% fluoci-
nolone acetonide. In studies on patients with melasma, 78 per-
cent of patients had complete or near complete clearing after
eight weeks of therapy.8 Further studies have shown similar
results and safety after 12 months of use.

Azelaic Acid. Azelaic acid (Azelex, Allergan) is a non-pheno-
lic dicarboxylic acid that was developed to treat acne. Azelaic acid
inhibits DNA synthesis and mitochondrial enzymes which is
cytotoxic to melanocytes. It also inhibits tyrosinase. Azelaic acid
selectively acts on abnormal melanocytes and for this reason has
been used to treat lentigo maligna.9 Because of its effect on hyper-
pigmentation, some find it particularly useful in patients with
acne and postinflammatory hyperpigmentation. Dermatologists

A 43-yar-old caucasian female, skin
type II, at baseline (far left) and after
eight weeks treatment with Tri-Luma
cream. 

Photos provided by Diane Jackson-Richards, MD
Courtesy of Galderma.

Hyperpigmentation in an African-
American patient at baseline (far left)
and after one month of treatment with
Epi-Quin Micro. 

Photos courtesy of SkinMedica.

       



who prefer other topical acne therapies may consider azelaic acid
as an add-on therapy for patients with or at risk for PIH, as it can
be used in conjunction with most other agents.

Kojic Acid. Kojic acid is a naturally-occurring hydrophilic
fungal derivative. Much like hydroquinone, it inhibits tyrosinase.
It is available as a 1-4% concentration in over-the-counter skin
care products. Studies in Japan have shown that erythema and
allergic contact dermatitis are possible with kojic acid.9

Topical Retinoids. Topical retinoids are widely used as a treat-
ment for acne; however, they have been proven effective in
postinflammatory hyperpigmentation and melasma. Topical
tretinoin 0.05%-0.1% used as a monotherapy produced a 23 per-
cent reduction of epidermal melanin.10,11 To achieve these results
required 40 weeks of therapy. Topical retinoids are valuable as a
treatment for acne and PIH. Topical retinoids may have side
effects of desquamation and erythema. Care must be taken as this
can result in “retinoid hyperpigmentation” in darker skinned
patients. To reduce the irritation of tretinoin, limit tretinoin to a
lower strength and encourage patients to use an oil-free moistur-
izer regularly. 

Licorice Extract. Licorice extract contains glabridin, which
has been shown to inhibit tyrosinase much like kojic acid.
Although  used in other parts of the world, it is not yet available
in the US.

Step 4:
Adjunctive Therapies
Superficial chemical peels with salicyclic acid or glycolic acid can
be used in conjunction with topical bleaching agents. Chemical
peels should be done at regular intervals such as on a monthly
basis. As a maintenance therapy following a series of chemical
peels, patients may use topical AHA products (such as the
Glytone products). However, if the patient is using tretinoin, be
careful to introduce AHAs gradually so as to minimize irritation.
Microdermabrasion and lasers used along with topical agents are

more helpful for postinflammatory hyperpigmentation than for
melasma. All of these adjunct therapies must be used carefully
because of the risk of inducing further pigmentary problems. 

Step 5:
Patient Satisfaction
Success in the management of pigmentary irregularities requires
patience and sensitivity to patients’ needs and concerns. It’s critical
to identify and treat any underlying etiology that contributes to
hypo- or hyperpigmentation. Life-long sun protection is an essen-
tial first step for all patients. Finally, implementation of an effec-
tive topical therapy along with adjunctive measures, as appropri-
ate, will produce clearing of pigmentary irregularities.
Dermatologists should choose appropriate therapies for each indi-
vidual presentation, be willing to alter regimens to meet patients’
needs, avoid incurring further damage through aggressive inter-
ventions, and be familiar with forthcoming or non-pharmaceuti-
cal agents that may be safely used for long-term maintenance.
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Topical Formulations Containing Hydroquinone

Tri-Luma Hydroquinone + Tretinoin + 
Corticosteroid

Epiquin Micro Hydroquinone + Retinol + 
Microsponge Technology

Lustra Hydroquinone + AHA’S

Glyquin Hydroquinone + AHA’S

Aclaro Hydroquinone + AHA’S + 
Ascorbic Acid

Galderma

SkinMedica

Taro

Valeant

JSJ Pharmaceuticals

ACTIVE INGREDIENTSPRODUCT COMPANY
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