
DESCRIPTION: Keralac™ CREAM is a keratolytic emollient, which is a gentle, yet potent, tissue softener for
nails and/or skin. Each gram of Keralac™ CREAM contains 50% Urea, acrylates/acrylamide copolymer, car-
bomer interpolymer A, edetate disodium, glycerin, lactic acid, mineral oil, polysorbate 85, purified water, stearic
acid, vitamin E and zinc pyrithione.
Urea is a diamide of carbonic acid with the following chemical structure:
CLINICAL PHARMACOLOGY: Urea gently dissolves the intercellular matrix,
which results in loosening the horny layer of skin and shedding scaly skin
at regular intervals, thereby softening hyperkeratotic areas. Urea also
hydrates and gently dissolves the intercellular matrix of the nail plate, which can result in the softening and even-
tual debridement of the nail plate. 
PHARMACOKINETICS: The mechanism of action of topically applied Urea is not yet known.
INDICATIONS AND USES: For debridement and promotion of normal healing of hyperkeratotic surface lesions,
particularly where healing is retarded by local infection, necrotic tissue, fibrinous or purulent debris or eschar. Urea
is useful for the treatment of hyperkeratotic conditions such as dry, rough skin, dermatitis, psoriasis, xerosis,
ichthyosis, eczema, keratosis pilaris, keratosis palmaris, keratoderma, corns and calluses, as well as damaged,
devitalized and ingrown nails.
CONTRAINDICATIONS: Known hypersensitivity to any of the listed ingredients.
WARNINGS: For external use only. Avoid contact with eyes, lips or mucous membranes.
PRECAUTIONS: This medication is to be used as directed by a physician and should not be used to treat any 
condition other than that for which it was prescribed. If redness or irritation occurs, discontinue use.
PREGNANCY: Pregnancy Category B. Animal reproduction studies have revealed no evidence of harm to the fetus,
however, there are no adequate and well-controlled studies in pregnant women. Because animal reproductive stud-
ies are not always predictive of human response, Keralac™ CREAM should be given to a pregnant woman only
if clearly needed.
NURSING MOTHERS: It is not known whether or not this drug is secreted in human milk. Because many drugs are
secreted in human milk, caution should be exercised when Keralac™ CREAM is administered to a nursing woman.

KEEP THIS AND ALL MEDICATIONS OUT OF THE REACH OF CHILDREN.
ADVERSE REACTIONS: Transient stinging, burning, itching or irritation may occur and normally disappear on dis-
continuing the medication.
DOSAGE AND ADMINISTRATION: Apply Keralac™ CREAM to affected skin twice per day, or as directed by a
physician. Rub in until completely absorbed. Apply to diseased or damaged nail tissue twice per day, or as direct-
ed by a physician. 
HOW SUPPLIED: Keralac™ is supplied as:
Keralac™ (50% Urea) CREAM 9 oz (255 g) tube, NDC 10337-658-09, 5 oz (142 g) tube, NDC 10337-658-05
Also available:
Keralac™ (35% Urea) LOTION 7 oz (207 mL) bottle, NDC 10337-663-49, 11 oz (325 mL) bottle, NDC 10337-663-11
Keralac™ (50% Urea) NAIL GEL 18 mL (0.6 oz) bottle, NDC 10337-659-15

Store at controlled room temperature 15˚-30˚ C (59˚-86˚ F).Protect from freezing.
Manufactured for:
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For external use only. Not for ophthalmic use.
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Expert Offers Practical Nail Surgery Pearls 
B Y  R O B E R T  F I N N

San Francisco Bureau

M O N T E R E Y,  C A L I F.  —  Nail surgery
can be fun, and dermatologists are per-
fectly positioned to offer this treatment to
patients, Dr. Stuart J. Salasche said at the
annual meeting of the California Society of
Dermatology and Dermatologic Surgery.

“The hand surgeons don’t want nail
surgery, and the plastics people don’t want
nail surgery, so it’s ours,” said Dr. Salasche
of the University of Arizona Health Sci-
ences Center, Tucson. He offered several
pearls that reflect his years of experience:
� When a finger injury causes a
hematoma, the blood normally collects
under the proximal portion of the nail
plate, where it’s loose, and cannot progress
further up the nail bed. A simple way of
treating this short term is just to unfold a
paper clip and heat the end. Touch the
heated end to the nail plate and it sizzles
right through, releasing the hematoma. 
� Similarly, with acute paronychia, which
is often caused by a staph infection, take a
No. 11 blade and insert it into the lateral
nail fold, releasing the pressure. “General-
ly a patient feels relief immediately,” Dr.
Salasche said.

� For more complex surgeries, such as
nail avulsions and matricectomies, Dr.
Salasche has two favorite instruments. The
Freer septum elevator is critical in both
proximal and distal approaches to nail avul-
sion. The English nail splitter is useful for
partial nail avulsions. It has an anvil-like un-
dersurface that slides between the nail bed
and the nail plate and a scissorlike upper
portion for cutting through the nail plate. 
� For anesthesia, most nail surgery re-
quires a nerve block, then a distal block,
followed by a local injection. The dorsal
digital nerve and the proper palmar digi-
tal nerve run along the lateral portion of
the finger. Dr. Salasche injects about 1 cc
of 2% lidocaine (without epinephrine and
using a 30-gauge needle) into the medial
side of the finger above the metacar-
pophalangeal joint. “I don’t go down to
the bone, and I don’t march around,” he
said. “I just inject slowly until I balloon up
the area and let the anesthetic diffuse
down to the nerves. It’s much less dan-
gerous that way.” After 10 minutes he
uses the same needle to inject into the
proximal lateral nail fold area. Once again
waiting until the patient is comfortable, he
then injects a local anesthetic into the dis-
tal area. This injection contains epineph-

rine to promote local vasoconstriction.
� Both distal and proximal approaches
are possible for nail avulsion, depending
on the patient. For the distal approach Dr.
Salasche inserts the septum elevator under
the nail tip, which takes some force. He
pushes the elevator proximally as well as
up underneath the nail plate to avoid dig-
ging down into the nail bed. When the el-
evator reaches the matrix, the force re-
quired will suddenly decrease, and the
physician should take care not to jam the
instrument back into the cul de sac of the
proximal nail groove. Then the physician
could either rock the elevator back and
forth to loosen the rest of the nail or re-
move the elevator and reinsert it. Dr.
Salasche prefers the latter technique be-
cause rocking the elevator back and forth
tends to cause bleeding. After he has in-
serted the elevator several times, he uses
the elevator on the nail plate’s proximal
edge to go back underneath the cuticle
into the proximal nail fold, loosening any
attachments back there. Then it’s possible
to grasp the nail with a hemostat and pull
it off, snipping any remaining small at-
tachments with a pair of scissors.

� If the patient’s nail is so damaged that
it has no distal free edge to get under-
neath, it’s better to use a proximal ap-
proach. Take the septum elevator and
come up underneath the proximal nail
fold. Fulcrum this over to get underneath
the newly developing nail and then run it
out and up. There’s a danger that one
could damage the nail bed, so it’s impor-
tant to direct the elevator both distal and
up underneath the surface of the nail bed.
� Ingrown nails respond well to a partial
nail avulsion followed by a partial ma-
tricectomy. After removing the portion of
the nail that’s ingrowing, Dr. Salasche
uses phenol to destroy the part of the nail
matrix responsible for generating that part
of the nail. He likes to make his own cot-
ton-tip applicator by taking a sturdy, dou-
ble-pointed toothpick and twisting some
cotton around the top. It’s important to
use fresh, full-strength (88%) phenol. He
dips the applicator into the bottle of phe-
nol, removes excess liquid by holding it
against the side of the bottle, and then ap-
plies it directly to the matrix, where he
leaves it in place, rotating it for about 30
seconds. ■

PDLs Equally Good for Scar Ablation

N E W O R L E A N S —  The pulsed dye
lasers 585 nm and 595 nm are equally ef-
fective in surgical-scar ablation, Maria P.
Rivas, M.D., reported at the annual meet-
ing of the American Academy of Der-
matology.

Although there were no significant his-
tologic or clinical differences between the
treated sites, the sites treated with the
lower-fluence laser showed slightly more
elastic fibers and slight advantages in pli-
ability, vascularity, and scar height, said Dr.
Rivas of the department of dermatology
and cutaneous surgery at the University of
Miami.

She and her colleagues examined out-
comes on 19 linear postsurgical scars
greater than 3 cm; the scars occurred on 14
patients aged 18-85 years. Their skin types
were I-IV. A blinded examiner evaluated the
scars on suture-removal day and after treat-
ment using the Vancouver Scar Scale,
which assesses pigmentation, vascularity,
pliability, and height. The investigators also
rated the scars for cosmetic appearance us-
ing a cosmetic visu-
al-analog scale.

Each scar was di-
vided into three
equal segments.
The center segment
was left untreated,
and the outer seg-
ments were ran-
domized to treat-
ment with either
pulsed dye laser
(PDL) 585 nm or
595 nm (10-mm
spot size, 3.5
J/cm2).

Each scar was
treated once a
month for 3

months, and final assessment was made 1
month after series completion.

At that time, sites treated with the 585-
nm PDL showed slightly more elastic
fibers on histology than did sites treated
with the 595-nm PDL.

All treated sites showed a greater im-
provement than control sites on the Van-
couver Scar Scale. The control sites
showed an average 32% improvement,
the 595-nm sites showed an average 55%
improvement, and the 585-nm sites
showed and average 67% improvement.
The difference between the treated sites
was not statistically significant.

All the Vancouver Scar Scale parameters
were more improved on the treated sites
than on the control sites, with vascularity
and pliability showing the greatest im-
provements. All treated sites scored sig-
nificantly higher than the untreated sites
on the cosmetic visual-analog scale. Again,
the 585-nm sites score slightly higher than
the 595-nm sites, but not significantly so.

—Michele G. Sullivan

Comparison of efficacy of 585-nm vs. 595-nm pulsed dye laser
on treating surgical scars is shown on suture removal day.
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