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Dermatology practices are
bound to treat more diverse
populations now and in 
coming years. A specialist
offers insights on effective 
management of one of the
most common dermatologic
conditions affecting patients.

By Michael E. Jackson, MD
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A
merica is changing. As we look around us, we see
that our dermatology practices are becoming
demographically different from those that came
before us. From infants to seniors, there is a defi-
nite shift in cultural diversity of the patients we

now serve. Which brings up the question: do our practice
models and services have to change to meet this changing
demographic? The answer is a resounding yes.    

According to the United States Census bureau, Hispanic &
Asian populations will triple in the next 50 years. These popu-
lations bring with them not only differences in languages and
complexions, but also a variance of cultures and mores that we
must meet and try to understand. This increased diversity will
impact the race, nationality, and even age of those we serve. As
the number of ethnically diverse patients increases, we will also
see an increase in the number of patients who are 65 and older
seeking help with age-related dermatologic challenges. These
challenges will force us to not only expand our patient base but
also our methods of practice and service delivery.

The most common problem we see in all of our patients is
acne vulgaris. Acne is generally found in 85 to 90 percent of
the adolescents and young adults we treat. Importantly, despite
the differences in treatment regimens, this discussion will out-
line that acne is one of the many “common ties” that binds us
all. We as physicians can use our expertise and commonalities
to expand our treatment models and improve patient care.  

Differences in Ethnic Skin
What makes our skin physiologically so different? One of the
most important aspects of ethnic skin is that the stratum
corneum is more compacted and has more layers, yet is thinner
overall. Also, melanocytes are more active, producing more
melanin, and cutaneous injury results in exaggerated responses of
melanocytes. Additionally, melanosomes are larger, more heavily
melanized, and individually dispersed within keratinocytes. In
some patients, the broad spectrum of pigment lability has been
seen after seemingly minor insults. Finally, ethnic skin also has
higher frequencies of transepidermal water loss (TEWL).

Clinical differences in acne patients with ethnic skin are just
as subtle as the histologic differences previously noted. There is
no real difference in the sebum production of any specific

nationality of people. Clinical presentations, however, can vary
greatly within the spectrum of “skin of color.” Patients with
ethnic skin often present with an underlying irritant dermati-
tis secondary to the use of abrasive cleansers and/or harsh over-
the-counter products. In the Caribbean American population,
two favorite products are St. Ives Scrub and Black Soap.
Although seemingly benign, these items can actually worsen
the patient’s acne and complicate the clinical picture.

In treating an increasingly diverse patient base in our socie-
ty of “instant gratification,” it is important for clinicians to
realize that treating acne today is not the same as treating acne
in the past. Dermatologists must recognize that our patients
come to us better informed with more questions and often
unrealistic expectations. Many people are “educated” by
infomercials, myths, brochures, and the Internet. It is our duty
to educate patients and provide them with treatment options
that are clinically sound and based on their individual needs. 

Many patients—regardless of skin type—will present with
moderate or severe acne but will not understand and/or accept
the underlying problem. A critical component of our “job” as
dermatologists is to separate fact from fiction for our patients.
For example, there is no truth to the myth that eating choco-
late or even having dirty skin causes acne. These are very com-
mon misconceptions, but there has been no proof that either
statement is valid. Hence, in order to remain successful in this
evolving society, we must dispel these myths and emphasize to
our patients not to believe the hype.

Here is a brief, step-by-step process for educating our
patients and handling the selection of treatment regimens:

1) Standardize their Regimen. Patients need to know fact
from fiction regarding not just what causes acne, but what best
treats it. Make sure that you direct and assist your patients with
cleansers, make-up, and sunscreen choices and make good rec-
ommendations based on the patient. Also, reviewing past prod-
ucts lets you know where they have been and prevents prob-
lems going forward.

2) Be alert to irritancy issues (especially benzoyl peroxide
(BPO) and retinoids). Treat any underlying irritant dermatitis
and prevent future problems by mandating gentle cleansing
with “fingers only.” Also remember in ethnic skin to use BPOs
sparingly and avoid retinoid irritation by “going slow.”
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3) Create a comprehensive “personalized” regimen. We
serve patients best and promote our specialty when we integrate
a comprehensive regimen with adjunctive therapies (peels; lasers)
into the patient’s lifestyle. This approach separates dermatologists
from general practitioners and/or internet-based remedies. 

Successful Treatments At a Glance
There are numerous treatment options available to treat acne.
Topical therapies include retinoids (tretinoin, adapalene,
tazarotene), topical antibiotics (clindamycin, erythromycin),
combination products (BPO/ABX), and azelaic acid.
Regarding oral antibiotics, options include erythromycin,
tetracycline, doxycycline, and minocycline. While for more
serious cases of acne, isotretinoin is also an option. Some effec-
tive adjunctive therapies include salicyclic acid, glycolic/chem-
ical peels, microdermabrasion, and lasers and light therapy.
Dermatologists are obviously very familiar with each of these
options. The following is a brief discussion of options empha-
sizing pertinent points in management of ethnic patients. 

Topical Therapy. Retinoids. Use of retinoids is the corner-
stone of any comprehensive acne regimen, but there are many
misconceptions regarding their use in ethnic skin. Many derma-
tologists have found that retinoids are generally well tolerated if
used correctly.  The general guidelines for use are as follows:

1. Twenty to 30 minutes after gentle cleansing, apply one
pea-sized dot to the entire face.

2. Increase the potency over time. Begin with lower potency
retinoids and then advance to higher potency as tolerated.
Remember: “slow as you go.”

3. Gel formulations are best suited for patients with oily skin.
Given many misconceptions about the role of retinoids in eth-

nic patients, it’s worth noting several studies provide the basis for
many successful uses of retinoids for acne in this population.  

A case study involved 68 African American patients with
post inflammatory hyperpigmentation on their face and arms
who were randomized to tretinoin 0.1% cream vs placebo for
40 weeks.1 Results showed that there was improvement after
four weeks in most patients. Patients treated with tretinoin
experienced lightened PIH and lightened normal skin. The
study also found that tretinoin inhibits melanogenesis or caus-
es redistribution of epidermal melanin. Some patients experi-
enced irritation but no treatment-associated PIH.

A recent open label evaluation of adapalene 0.1% gel in
African American patients with acne vulgaris for 12 weeks2

indicated significant improvement in lesion counts as well as in
hyperpigmentation. Furthermore, adapalene was overall well
tolerated and highly effective.

A poster presented at the 2003 AAD Meeting highlighted a
study that included 74 patients, 95 percent of whom were
African American.3 Patients were randomized to tazarotene

0.1% cream or vehicle cream, applied once daily for up to 18
weeks. Compared with vehicle, tazarotene cream resulted in
significantly greater global improvement (for PIH and acne),
reductions in overall disease severity (for PIH and acne), reduc-
tions in pigmentary intensity of hyperpigmented lesions, and
reductions in area of hyperpigmented lesions.

Antibiotics. Under standard acne therapy, a topical antibiotic
or a combination benzoyl peroxide plus antibiotic can be added
to a topical retinoid to increase its efficacy. In ethnic skin, topical
antibiotics are recommended for use in the morning, while a
combination BPO/ABX (usually more drying) is recommended
in the evening alongside the retinoid. Vehicle selection can make
the difference between successful comprehensive therapy and an
irritated non-compliant patient. The right vehicle can reduce
inherent irritation and therefore limit PIH. Be sensitive to chang-
ing patient needs. For example, consider clindamycin lotion in
the winter—especially for patients in the Northeastern United
States—and Pledgets or solutions in the summer. The availabili-
ty of numerous vehicle bases provides the dermatologist options
for the creation of a regimen that is specific and personalized.

There are however, several valid concerns when considering
topical antibiotic/BPO options in patients with Ethnic Skin.
These concerns include cosmetic compatibility (many formula-
tions of BPO leave a pasty whitish-grey residue which patients will
not tolerate), handling precautions (BPO can bleach hair and
clothing), and inherent irritation, which can lead to PIH and
treatment failure. As mentioned previously, it is in our best inter-
est to ensure that patients are educated not only about the effica-
cy of treatment options but also on the practical side effects as well.  

Azelaic Acid. Azelaic acid is useful in pregnant and “flaring”
patients. It is bacteriostatic and fights P. acnes, inhibits tyrosi-
nase (weakly), and normalizes keratinization. From the stand-
point of side effects, it is mildly anti-inflammatory, rarely irri-
tates, and is Category B in pregnancy.

Oral Antibiotics & Isotretinoin. Within a standard therapy
for moderate to severe acne, oral antibiotics and/or isotretinoin
may form the framework for any successful “comprehensive” reg-
imen. Again, dermatologists are familiar with the appropriate use
of oral antibiotics for acne; most have a personal “threshold” for
their use, based on severity, previous treatment failure, etc. Issues
of resistance always bear on treatment decisions.  

In general, the beneficial properties associated oral antibiotics
in the treatment of acne include anti-inflammatory effects and
bactericidal or bacteriostatic action. There are pertinent consid-
erations when treating patients with darker skin.

Although generally minocycline is considered the most effica-
cious antibiotic for acne and is associated with fewest concerns
regarding resistance, a study published in Lancet in 1997 sug-
gests it may not be the first-line agent of choice for ethnic
patients. The study found that minocycline hypersensitivity
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reaction was more common in African American patients. The
newly released once-daily formulation of minocycline may
reduce these concerns. Doxycycline, which is well tolerated, is
more commonly used in Ethnic Skin patients, likely due to the
lack of hypersensitivity reactions and the absence of idiosyncrat-
ic bluish-black pigmentation associated with its use. Tetracycline
generally has fallen out of favor due to high rates of associated
resistance. Finally, erythromycin is an option that can be quite
useful and may be a reasonable option for pregnant patients.

Much ink has been spilled in recent months regarding
isotretinoin’s side effects (proven and suspected) and risks
(notably teratogenicity). For the sake of this discussion, note
that isotretinoin is useful in nodulocystic acne, scarring acne,
keloidal acne, and recalcitrant rosacea. Because keloidal acne
can be a concern in patients with darker skin, be attentive to
history of scarring and evidence of current scarring. Early
implementation of isotretinoin therapy may help prevent
development of additional disfiguring scars.

Adjunctive Therapies
Adjunctive therapies have proven quite effective when treat-
ing patients with Ethnic Skin. Salicylic acid, which is bacte-
riostatic and keratolytic, is commonly used in many OTC
products in concentrations ranging from 0.5- 2.0%. As a
cleanser, it aids in decreasing P. acnes counts and may help
smooth the texture of the skin and diminish the appearance
of shallow acne scars. 

Glycolic acid and other chemical peels are also effective
options. These tools can help to treat nodulocystic acne and its
inherent scarring. Patients whose acne has been controlled may
still benefit from chemical peels to help diminish the appearance
of scars or to improve texture and provide a more even tone to
the skin. Chemical peels themselves may pose a risk for hyper-
pigmentation and/or scarring if improperly applied, so take care
to provide these services properly and, if providing referrals, rec-
ommend only experienced dermatologists whom you trust.

Physicians can use microdermabrasion to treat acne
sequalae with minimal to no risk of side effects or adverse
events. Treatment can often soften and smoothe the skin,
improving texture overall and enhancing patient satisfaction.
Patients should understand at the outset that best results devel-
op with multiple treatments over time.   

There is growing interest in the use of non-ablative lasers
and light sources to treat acne, with publications documenting
safety and efficacy in darker skin types.4-6 These devices may be
used alone or in conjunction with a photosensitizing drug.
Benefits of laser/light therapy for severe, inflammatory, or cys-
tic acne may include decreased exposure to systemic drugs (and
elimination of concerns about antibiotic resistance) as well as
possibly more rapid control of acne and subsequently

decreased risk of scarring. Studies also support use of non-abla-
tive lasers/light therapy to treat acne scarring in patients with
darker skin types.7,8 Although data are promising, these servic-
es still may not be widely available nationwide. If you do pro-
vide laser/light treatment for acne or someone in your area
does, consider whether your acne patients may benefit.

In the various African American, Hispanic, and  Caribbean
communities across the US, stores sell bleaching agents such as
Ambi, Porcelana, Nadinola cream, and other products to light-
en and in their estimation beautify the skin. Most of these prod-
ucts contain hydroquinone and some incorporate high potency
steroids. While these are seemingly excellent short term fixes,
dermatologists are familiar with risks associated with long term
use of hydroquinone and/or high potency corticosteroids, partic-
ularly without physician supervision; dermatologic side effects
can include exogenous ochronosis, skin atrophy, hypopigmenta-
tion, persistent erythema and teleangiectasia to name a few.
Patients who use these products for extended periods without
supervision become a dermatologic nightmare. Advise patients
not to use these products for acne. Build trust so that they will
adhere to your regimen and not pursue OTC alternatives.  

Brightening Lives
Active acne can have a tremendous impact on a patient, and acne
scarring can have long-term ramifications. Imple-mentation of
effective medical treatment, appropriate skin care, avoidance of
inappropriate products, and use of adjunctive interventions are
important. With so much of the affected patient’s life focused on
“lightening” the skin and removing “dark spots,” the promise of
effective treatment for both active acne as well as PIH and scar-
ring provides hope for patients. The goals of all our treatment
options when dealing with acne are to heal existing lesions, stop
new lesions from occurring, prevent scarring, and minimize the
psychological stress and embarrassment caused by this disease.
We can achieve these goals when we focus on providing specific,
personalized regimens, emphasize education, and make patients
partners in care.

For success, remember the three R’s: React to and treat the
problem, not just the presentation. This means addressing any
underlying concerns or contributory habits. Reduce inflam-
mation to minimize scarring and PIH. Rely on retinoids—the
cornerstone of effective management. 
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