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Treatment of Extrafacial Rosacea with Low-dose Isotretinoin
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Rosacea is a common condition that is chronic in the
adult population. Symptoms usually begin in the age
range 30—40 years, and are characterized by centrofacial
erythema and marked telangiectasias (1) with papules,
pustules and, occasionally, nodules or cysts on the fore-
head, cheek and nose (2).

Extrafacial rosacea has been very rarely reported in the
literature (3—7). It predominantly affects men and is more
difficult to diagnose because of its atypical pattern. In
men, extrafacial rosacea is usually found in sun-exposed
skin. Scalp involvement is predominantly pustular. The
aims of this retrospective investigation were to evaluate
which areas are affected by extrafacial rosacea, whether
a low-dose isotretinoin regimen is effective, and whether
the side-effects can be minimized.

METHODS

The study population comprised 8 men with extrafacial rosacea
treated with isotretinoin in our hospital during the period 2004
to 2009. Diagnosis of extrafacial rosacea was confirmed by
typical clinical presentation and, in patients 7 and 8, was sup-
ported by histology. The mean age of the patients was 62 years.
The isotretinoin dosage was 10 mg/day in patients <85 kg body
weight, and 20 mg/day in patients > 85 kg body weight. Patients
were treated by off-label, compassionate drugs in a case series,
and not in a formal trial.

Monitoring was performed at the start of the treatment and once
amonth, including leukocyte differential counts (normal range of
white blood cell count: 4000—-10000/ul, lymphocytes: 20-45%,
eosinophils: 0-4%), liver function tests (normal range of glutamic-
oxaloacetic transaminase: maximum 35 U/l, and glutamic-pyruvic
transaminase: maximum 34 U/L, y-glutamyl transferase: maximum
40 U/1, alkaline phosphatase: 35—105 U/I) serum creatinine
(normal range 0.5-0.8 mg/dl), and lipid profile (normal range of
cholesterol: 100-200 mg/dl, triglyceride: 0-200 mg/dl).

The clinical outcome was assessed as “0 = no improvement”,
“+=slight to moderate improvement”, “++=marked improve-
ment” or “+++=cleared”.

RESULTS

Eight patients completed at least 2 months of therapy
(Table I). No patient discontinued isotretinoin because of
clinical side-effects. All patients showed marked impro-
vement and one patient cleared completely (Fig. 1). The
time at which improvement in extrafacial rosacea began
varied individually. In general, improvement was observed
after 4-8 weeks. Three patients developed a transient mild
increase in cholesterol and triglyceride levels. One deve-
loped a transient increase in creatinine, while another sho-
wed an increase in y-glutamyltransferase. None of these
blood changes necessitated discontinuation of therapy.

DISCUSSION

Rosacea is a common skin disorder that is generally
localized on the face, in particular the convex areas,
typically sparing the periocular and perioral regions.
Diagnosing rosacea is usually straightforward, but
when the affected area is atypical, for example the
scalp, neck, chest, and upper back, diagnosing extra-
facial rosacea may be problematic. The morphology of
extrafacial rosacea is similar to that of classical centro-
facial rosacea; however, the granulomatous variant
characterized by papules and monomorphic nodules
seems to be more common in extrafacial lesions (8).
Extrafacial rosacea has only been reported anecdo-
tally, but it seems to be very rare and no reproducible

Table 1. Patient characteristics and therapeutic effects of isotretinoin in 8 men with extrafacial rosacea.

Response to isotretinoin/

Pat. No./ Treatment Maximum Relapse-free period

Age (years) Manifestations (months)  dose (mg) (months) Side-effects Previous therapies

1/64 Scalp 2 10 +++/13 No Doxycycline

2/76 Neck, shoulder, upper arms 3 20 ++/12 No No

3/69 Scalp, chest 7 10 ++/15 No Minocycline

4/75 Scalp, neck, retroauricular, face 5 10 ++/8 No Minocycline, erythromycin cream
5/46 Chest, face 10 10 ++/ no follow-up Dry skin and lips Tetracycline, isotretinoin cream
6/34 Neck, face 3 10 ++/no follow-up No Steroid cream

7/52 Scalp, face, eye 3 10 +++/6 Dry lips Minocycline

8/80 Scalp, face, neck, chest 3 20 +++/8 No Antibiotics

0=no improvement; +=slight to moderate improvement, ++=marked improvement, +++=cleared
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effective treatment has been established (3, 4). The exact
aetiopathogenesis of extrafacial rosacea is unknown, but
extrafacial lesions usually complicate more serious cases
of rosacea, and these generally arise in areas of chronic
solar lesions or flushing. Isotretinoin is a well-known
treatment option in severe cases of rosacea because of'its
potent anti-inflammatory and sebum-suppressive effects
(9—11). The efficacy and relapse rates of low-dose isotre-
tinoin in mild-to-moderate grades of acne is comparable
with the standard regimen (1 mg/kg/day), but with a lower
incidence of side-effects. We therefore initiated this study
to analyse the efficacy of low-dose isotretinoin in more
severe forms of extrafacial rosacea.

Based on this rationale and reports, we reviewed 8 con-
secutive patients who had received isotretinoin for extrafa-
cial rosacea. All patients tolerated treatment very well and
their condition improved. The frequency of side-effects
under low-dose therapy was strongly reduced compared
with the published data for higher dose regimes.

Thus, long-term treatment with very low-dose isotre-
tinoin seems to be more effective than short-term high-
dose treatment. Larger controlled prospective studies are
needed to investigate the ideal treatment regimen and
to determine the effectiveness of isotretinoin in patients
with facial and/or extrafacial rosacea.
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Fig. 1. Complete clearance of extrafacial
rosacea after therapy with isotretinoin. (a,
b) Patient 7, (c, d) patient 8.
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