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Aging Exerts Its Toll From Alopecia to Xerosis

BY DAMIAN McNAMARA

Miami Bureau

SAN ANTONIO — Older women are at
increased risk for a number of skin con-
ditions including alopecia, xerosis, and
foot ulcers, compared with younger
women, according to a presentation at a
meeting of Skin Disease Education Foun-
dation.

“The most commonly seen dermato-
logic disorders in older women are not
cosmetic, they are medical. They are med-
ical because they are secondary to de-
creased barrier function, decreased estro-
gen, and increased photodamage,” Dr.
Wendy E. Roberts said.

“We are all familiar with the look of ag-
ing skin. When we look at a dull, gray-white
color, it is due to heaps of corneocytes on
the skin. The skin cycle increases in length
with aging and the skin loses its ability to
exfoliate,” said Dr. Roberts, who is in private
practice in Rancho Mirage, Calif.

Seborrheic keratosis, hyperkeratosis,
nail diseases, and varicose or spider veins
are other common dermatologic com-
plaints in this population, as are solar

Decreased sehaceous and eccrine
activity contributes to xerosis.

lentigines, she said, adding that they can
be treated with cryotherapy or lasers.

Stasis dermatitis, also known as gravity
dermatitis, is a sign of skin barrier dys-
function in older women and indicates im-
paired circulation of the lower extremities.
Dr. Roberts suggested prescribing emol-
lients as a treatment. Another common pre-
sentation is stellate or hypopigmented scars
from torsional stress in photodamaged skin
with a weak dermal-epidermal junction.

Nutrition can be a “major problem” in
the elderly, particularly those in their 8th-
10th decades, Dr. Roberts said. Many of
these women simply eat less and/or their
medications cause appetite loss.

Medications also cause diffuse alopecia
in older women. Review their medication
intake, Dr. Roberts suggested, because
there are so many mediations with alope-
cia as a side effect. Examples include cy-
tostatic agents, anticoagulants, hormones,
and anticonvulsants.

The primary cause of alopecia is fe-
male pattern baldness. After ruling out hy-
perandrogenism, consider treatment with
minoxidil, Dr. Roberts said. Although the
2% solution is FDA approved for women,
she recommended off-label use of the 5%
solution 2-3 times per week.

Minoxidil 5% is contraindicated in
women of childbearing potential. Al-
though she cited a warning for increased
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risk of facial hypertrichosis with either the
2% or 5% solution, Dr. Roberts said, “Tlove
it, especially when women are just starting
to thin.” Topical retinoids solutions and
hair transplants are other options.
“Purpura is a major complaint in my
practice,” Dr. Roberts said. In this popu-
lation, purpura stem from decreased in-
terdigitations of the dermal papilla and de-
creased arteriole elastic tissue content,
which leads to increased fragility. There is
no effective treatment, Dr. Roberts said, al-

though topical vitamin K cream can speed
recovery. She stresses prevention with sun
protection, vitamin C supplementation—
“which is all around good for blood ves-
sels"—and exercise.

Women with xerosis, on the other hand,
often have no chief complaint, Dr. Roberts
said. “Women often accept xerosis and
pruritus as ‘part of getting old.” ” Decreased
sebaceous activity, eccrine activity, and al-
tered desquamation contribute to xerosis in
aging skin. Decreased sebaceous activity

with aging increases the risk for dry skin,
so review bathing habits, she suggested.
Discuss use of moisturizers for xerosis,
Dr. Roberts said. T take the time to find
out what is in the stores so I know what
to recommend.” Also talk with patients
about ultraviolet protection, which might
contribute to a higher prevalence of
rosacea in this age group. “Many older
women think by age 70 they have already
done all the damage in terms of avoiding
UV exposure.” [
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Please see adjacent Brief Summary of Prescribing Information.

Rozerem is indicated for the treatment of insomnia characterized by difficulty with sleep onset.
Rozerem can be prescribed for long-term use. Rozerem should not be used in patients with
hypersensitivity to any components of the formulation, severe hepatic impairment, or in combination
with fluvoxamine. Failure of insomnia to remit after a reasonable period of time should be medically
evaluated, as this may be the result of an unrecognized underlying medical disorder. Hypnotics
should be administered with caution to patients exhibiting signs and symptoms of depression.
Rozerem has not been studied in patients with severe sleep apnea, severe COPD, or in children or
adolescents. The effects in these populations are unknown. Avoid taking Rozerem with alcohol.
Rozerem has been associated with decreased testosterone levels and increased prolactin levels.
Health professionals should be mindful of any unexplained symptoms possibly associated with such
changes in these hormone levels. Rozerem should not be taken with or immediately after a high-fat
meal. Rozerem should be taken within 30 minutes before going to bed and activities confined to
preparing for bed. The most common adverse events seen with Rozerem that had at least a 2%
incidence difference from placebo were somnolence, dizziness, and fatigue.




