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 Introduction 

 Perioral dermatitis (POD) consists of erythematous 
papules, papulopustules or papulovesicles, usually not 
larger than 2 mm in size, frequently accompanied by a 
diffuse erythema. POD is predominantly seen in the peri-
oral, paranasal and/or periorbital region. The disorder is 
sometimes observed in men and children but can be 
found particularly often in women during the young and 
middle ages  [1–3] . 

 Many authors favour oral tetracycline for the treat-
ment of POD. Certain topical antibiotics and metronida-
zole have been regarded as treatment of second choice 
 [1–3] . Some dermatologists recommend no therapy  [1, 4] . 
The discontinuation of topical corticosteroids and cos-
metics is said to be important  [1–8] . However, several 
problems are encountered. Since the rationale of oral 
therapy is doubtful, it might be preferable to use effective 
topical regimens instead of oral tetracycline. Yet, the ef-
fi cacy of a topical regimen has not been proven apart from 
one possible exception  [6] . Moreover, the nature and in-
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  Abstract 
  Background:  Presently, problems exist with the rationale 
of oral therapy and the nature and indication of topical 
and accompanying treatment of perioral dermatitis.  Ob-

jective:  Providing the basis to overcome these problems 
by a quality evaluation of treatment reports and assess-
ment of the consistency of treatment experience.  Meth-

ods:  Sources were Medline (1964–2004), Embase (1966–
2004), the Cochrane Central (1971–2004) and 526 ref-
erences of 3 textbooks, 2 recent reviews and 30 papers 
on perioral dermatitis. Thirty English and German arti-
cles were selected. These studies were evaluated accord-
ing to principles of evidence-based medicine and related 
criteria. Evaluation of 28 papers was carried out by the 
authors and of our own 2 papers by 2 other reviewers. 
Consistency of results was qualitatively assessed by the 
authors.  Results:  There were   only 2 therapeutic trials of 
medium-range quality. The other studies were of low 
quality. Consistency was noted concerning treatment 
with oral tetracycline (with 1 exception), discontinuation 
of topical corticosteroids and cosmetics and, to a lesser 
extent, regarding no therapy. There was inconsistency 
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dication of accompanying treatment need clarifi cation. 
The purpose of the present paper was to critically appraise 
the literature, thereby providing the basis to overcome 
these problems. 

   Methods 

 Sources and Identifi cation of Studies 
 Up to February 2004, sources for this study were Medline 

(1964–2004), Embase (1966–2004), the Central Register of Con-
trolled Clinical Trials (Central) of the Cochrane Library (1971–
2004) and the 526 references of 3 textbook articles  [1–3] , the 30 
papers cited in this study  [4–33]  and 2 recent reviews  [34, 35] . In 
Medline and Embase, 125 out of 215 and 296 out of 454 articles, 
respectively, were found referring to ‘perioral (and) dermatitis and 
therapy’. Out of the 526 references mentioned, 183 references 
found by hand-searching referred to therapy of POD. A systematic 
review was not found in the databanks. 

   Selection of Studies  
 Search was for studies containing any information on the ther-

apy of POD based on at least 9 patients, but smaller case series were 
also selected if they had been mentioned frequently in the literature 
 [11, 19, 25]  or in the Cochrane Central  [28] . In the Cochrane Cen-
tral, only 6 out of 8 articles referred to treatment of POD [ 5, 6, 11, 
12, 27, 28] . For Medline/Embase, the selection process was as fol-
lows: from 125/296 articles, 36/160 articles were excluded in a fi rst 
step (28/105 with diagnoses other than POD, 8/42 dealing with 
corticosteroids, 0/13 dealing with therapeutics in general) amount-
ing to 89/136 papers; excluded were 64/107 additional articles 
(36/51 referring to non-therapeutic aspects of POD, 5/12 describing 
patients with granulomatous POD, 16/33 with languages other than 
English or German, 7/9 small series and case reports of POD, 0/2 
other publications: a paper by A.F. Nikkels and G.E. Piérard be-

cause of uncertain diagnosis and 1 POD paper  [18]  listed twice) 
amounting to 25/29 articles, respectively. Four papers had to be 
added to the 25 Medline articles because they were listed in Embase 
 [6–8, 27]  or in the Cochrane Central  [6, 27] , but not in Medline, 
amounting to 29 databank papers. Another article  [21]  was extract-
ed from the cohort of 183 articles mentioned above. This amount-
ed to the total number of 30 papers to be evaluated. 

   Quality Evaluation 
 To quantify the evaluation of these 30 articles according to the 

 principles of evidence-based medicine  outlined in  table 1 , we de-
cided to award 1 score point for fulfi lment of each of the 8 criteria, 
half a point for partial fulfi lment and 0 for lack of fulfi lment. Seven 
criteria stemmed from the publication of Sackett et al.  [36] . The 
criterion ‘other factors limiting validity of study’ was added follow-
ing the suggestion of Prof. F. Porzsolt, University of Ulm, Germa-
ny; it included question changes within the paper, problems with 
the validity of methods and lack of essential information such as 
tiny size of paper, omission of important baseline criteria and poor 
defi nition of effi cacy parameters. 

 In addition, a  quality evaluation for rosacea studies  was applied 
to the 30 articles selected  [37] . POD is similar to rosacea and has 
sometimes been called rosacea-like dermatitis  [31] . This evaluation 
included 12 criteria ( table 2 ). Each criterion obtained a score of 0 
for failure and 1 or 2 points for fulfi lment of the criterion. Two 
points were allocated for more important and 1 point for less im-
portant criteria. Following these guidelines, a study was regarded 
to be of high quality if it received a score of 15–20 points  [37] . 

  Investigators . Twenty-eight out of the 30 papers were evaluated 
by the two authors, fi rst independently and then by consensus dis-
cussions. The authors reached agreement on each question dis-
cussed. Two own papers  [6, 26]  were independently evaluated by 
Prof. Dr. R. Breit, Pullach, and Dr. Margrit Fässler, Munich, Ger-
many. However, we cannot rule out a publication bias.  

Quality criteria1 Schubert et al. 
1973 [4]

Veien et al.
1991 [5]

Weber et al.
1993 [6]

Randomisation (1) 1 1 1
Concealing of randomisation list (1) 0 0 0
Suffi ciently long and complete follow-up (1) 1 0.5 0.5
Intention-to-treat analysis (1) 0 0 0
Blinding (1) 0 1 0
Similarity of pretreatment parameters (1) 0 0 0.53–14

Similarity of accompanying treatment (1) 0.5 0.5 1
Other factors limiting the validity of study (1)2 0 1 0.54–13

Total (8) 2.5 4 4

Figures in parentheses indicate maximal scores.
1 Seven criteria according to Sackett et al. [36].
2 Additional criterion (courtesy of Prof. F. Porzsolt).
3 Score of Dr. Fässler.
4 Score of Prof. Breit.

Table 1. Quality evaluation of randomised 
studies according to principles of
evidence-based medicine
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   Consistency of Results 
 Following the suggestion of Sackett et al.  [36] , we assessed the 

publications for consistency of results. Consistency of results means 
results pointing in the same direction (of effects).  

   Assessment of Data 
 Data could only be assessed qualitatively. A reasonable statisti-

cal analysis was not possible because of lack of pertinent data and 
the low level of evidence found in most papers  [4, 7–33]  and since 
the 2 papers with medium-range quality  [5, 6]  were different in 
several respects.  

   Results 

 We found 30 studies  [4–33]  to contain at least partly 
appropriate information about the treatment of POD ( ta-
ble 3 ). The quality evaluation based on principles of evi-
dence-based medicine  [36]  only revealed 2 studies with a 
medium-range score of 4  [5, 6]  and the remaining 28 stud-
ies with scores between 0.5 and 2.5 ( tables 1 ,  3 ) which we 
regarded to be of low quality. According to the other eval-
uation system  [37] , 2 trials  [5, 6]  received above average 
scores of 13–14 and the other 28 papers obtained scores 
of 3–7 ( tables 2 ,  3 ). Both evaluation systems yielded rath-
er similar scores (correlation factor r = 0.88). 

   Randomisation 
 Only 3 investigations  [4–6]  were randomised justify-

ing 1 point ( tables 1 ,  2 ). One paper  [6]  remarked that the 

randomisation procedure followed a ‘predetermined or-
der’ (awarded with a second point in  table 2 ). The ran-
domisation list was not concealed in any study (score of 
0). In 1 study, only 2 of 3 rather small groups of patients 
were randomly selected  [14]  so that this paper was not 
separately considered and was awarded with 50% score 
points. All other papers obtained a score of 0 for randomi-
sation. 

 Follow-Up
The follow-up of the randomised studies   was 68–76 

days  [4] , 8 weeks  [5]  and 50–80 days  [6] . We regarded this 
to be a suffi ciently long period of time awarded with half 
a point in  table 1 . The follow-up seemed to have been 
complete in 1 investigation  [4]  awarded with another half 
point. According to the other randomised studies, 9%  [5]  
and 18%  [6]  of the patients did not return for follow-up. 
The other papers received 1 point  [12, 13, 18, 22, 24–26, 
29] , 0.5 point  [7–10, 14–17, 19–21, 23, 28, 30, 32, 33]  or 
a score of 0  [11, 27, 31] . 

 Intention-to-Treat Analysis
An intention-to-treat analysis was not carried out 

(score of 0 for all papers). Veien et al.  [5]  stated that they 
employed the intention-to-treat-principle in all statistical 
evaluations, but they did not present the results of the 
analysis addressing the 10 drop-out patients ( ta-
bles 1 ,  2 ). 

Quality criteria Schubert et al.
1973 [4]

Veien et al.
1991 [5]

Weber et al.
1993 [6]

Randomisation (2) 1 1 2
Blinding (2) 0 2 0
Clearly defi ned aims (1) 1 1 1
Prior sample size calculation (2) 0 0 1
Inclusion/exclusion criteria (2) 1 2 11–22

Baseline patient age and sex (1) 0 1 1
Baseline patient characteristics (2) 0 1 2
Statement of intervention (1) 1 1 1
Defi nition of effi cacy parameters (2) 1 2 2
Assessment of compliance (1) 0 1 0
Intention-to-treat analysis (2) 0 0 0
Statistical analysis (2) 1 2 2

Total (20) 6 14 131–142

Figures in parentheses indicate maximal scores.
1 Score of Prof. Breit.
2 Score of Dr. Fässler.

Table 2. Quality evaluation of randomised 
trials according to Gupta and Chaudhry 
[37]
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Table 3. Quality evaluation and pertinent data of 30 reports on the treatment of POD

Reference
No.

Number of
patients

Therapeutic
regimen

Discontinuation of 
corticosteroids/cosmetics

Disappearance of 
papules, weeks

Evaluation score

table 1 table 2

4 25 no therapy yes yes >7.71 2.5 6
25 oral T yes yes >7.31

5 54 topical metronidazole yes no up to >8* 4 14
54 oral T yes no up to >4*

6 31 oral placebo yes yes up to >11** 4 13–14
35 oral T yes yes up to 5.7**

33 topical E yes yes up to 7**

7 21 sulphonated shale oil paste yes yes >6 1 6
8 25 sulphonated shale oil paste yes yes >3.7 (2–6)2 1 6
9 29 oral T + various topicals yes (?) no >8–12 (?) 0.5 4

10 73 oral T yes no >? 0.5 5
11 8 oral T + topical cort. yes no >? 0.5 6

12 56 oral T + topicals no yes >4 1 6
50 various topicals no yes >?

13 206 (oral T)3 + topicals yes no >12 (?) 1 4

14 14 oral T + topical hydrocort. no no >12 (?)4 1 5
11 oral T + topical desonide no no >12 (?)4

15 43 oral T + topical cort. yes no >6–12 (?) 0.5 4
16 30 topical T yes no >1–4 (?) 0.5 4
17 116 oral T yes no >6 (?) 0.5 4
18 29 hexachlorocyclohexane5 yes no >5 (?) 1 5
19 6 topical cort. + topical E yes no >5 (2–8) (?) 0.5 5
20 82 oral T or oral E + topicals yes no >8–12 (?) 0.5 5
21 92 antimalarials no no >(?) 0.5 4
22 49 sulphur ointment no no >2 (?) 1 4
23 50 less cosmetics + (oral T)3 yes yes >4 (?) 1 7
24 14 various topicals yes no >5 (1–8) (?) 1 5
25 7 topical metronidazole yes no >16 (?) 1 5
26 10 topical E yes yes >5 (3–12) 1.5 7
27 21 topical cort. + oral T3 yes no >? 0.5 7
28 3 oral T + placebo6 yes no >6–8 (?) 1 5

29 32 no therapy yes yes >8 (2–24) (?) 1.5 5
34 various topicals yes yes >12 (?)

30 17 oral metronidazole no no >2–5 (?)7 0.5 3
31 42 topical cort. yes yes >? 0.5 5
32 32 oral T + topical cort. yes yes >2–4 (?) 1 5
33 9 oral T + oral cort. + topicals yes no >12 (?) 0.5 4

Evaluation score according to the criteria of tables 1 (left lane) and 2 (right lane). * p < 0.01; ** p < 0.001.
E = Erythromycin; cort. = corticosteroids; hydrocort. = hydrocortisone; T = tetracycline; ? = not or not clearly 
described.

1 No signifi cant difference. 
2 Nine patients with recurrence. 
3 In some patients only. 
4 No statistical analysis.
5 Plus various topicals in 8 patients. 
6 Cross-over approach. 
7 (Almost) no improvement in 3 patients. 
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   Blinding 
 One investigation was double-blind and double-dum-

my  [5]  ( tables 1 ,  2 ). Three other studies reported on some 
degree of blinding and were awarded with 50% score 
points  [11, 27, 28] . Otherwise, there was no blinding. 

   Similarity of Pretreatment Parameters 
 Only 1 paper  [6]  elucidated the similarity of the pre-

treatment groups but only evaluated 99 out of 120 pa-
tients who returned for follow-up ( table 1 ).  

   Similarity of Accompanying Treatment 
 Avoidance of topical corticosteroids and avoidance or 

occasional usage instead of overuse of cosmetics  [4, 6–8, 
23, 26, 29, 31, 32]  were awarded with 0.5 point ( tables 1 , 
 3 ). These measurements and the transient application of 
topical corticosteroids of rather low potency for about the 
fi rst 2 weeks after initiation of therapy  [11, 12, 14, 15, 19, 
20, 27, 33]  (not justifying a point by itself) were regarded 
to represent appropriate accompanying treatment. The 
similarity of accompanying therapy was evaluated re-
garding avoidance of both cosmetics and topical cortico-
steroids in 1 paper  [6]  and concerning avoidance of topi-
cal corticosteroids but not of cosmetics in another trial 
 [5]  justifying 0.5 point. Application of topical cortico-
steroids for more than 2 weeks and lack to discontinue 
cosmetics and/or topical corticosteroids ( table 3 ) were 
considered as failure of accompanying treatment (score
of 0). 

   Other Factors Limiting Validity 
 In 2 randomised trials  [5, 6] , no other important fac-

tors were found to limit validity. However, various fac-
tors limited validity in all other studies (score of 0). 
Schubert et al.  [4]  used a wash-out period of 1 week in 
oral tetracycline but not in no therapy recipients and ap-
plied lotio alba in patients who were said to undergo no 
therapy (see discussion); in addition, the size of the paper 
was limited to 1 page and only received a score of 6 in 
 table 2 . 

 The following criteria refer to  table 2 . 

   Clearly Defi ned Aims 
 The aim of the study was more or less clearly defi ned 

only in some papers  [4–8, 10, 12, 16–20, 22–32]  awarded 
with 1 point. 

Prior Sample Size Calculation
 Prior sample size calculation was not reported by any 

study group (score of 0)  [4, 5, 7–33] . However, a pre-set 

trial size was presented in 1 investigation  [6]  justifying 1 
point. 

 Inclusion and Exclusion Criteria
One point was awarded for inclusion criteria and an-

other point for exclusion criteria. The diagnosis of POD 
was regarded as inclusion criterion in all papers. A defi ni-
tion of POD was hardly ever presented. Nevertheless, we 
assumed that the authors made the correct diagnosis in 
case of a lacking defi nition. Five papules  [5]  – too small 
a number of papules in our opinion – or at least 15 pap-
ules  [26]  were required for the diagnosis. Patients with 
rosacea, seborrhoeic dermatitis or pregnancy were ex-
cluded  [5, 6] , but the other papers did not mention any 
exclusion criterion. In 1 paper, patients with pruritus 
were unduly excluded  [5] . 

Baseline Patient Age and Sex
 Baseline patient age and sex were listed in most papers 

(1 point)  [5–16, 18–21, 23–29, 31–33] . 

 Baseline Patient Characteristics
Baseline patient characteristics included duration of 

POD, number of papules and previous application of top-
ical corticosteroids and cosmetics. One trial  [6]  listed all 
4, and other studies included 1–3 of these baseline char-
acteristics  [5, 7–15, 17–27, 29, 31–33] . One point was 
awarded for the inclusion of at least 1 baseline parameter 
mentioned. 

 A comparison of pretreatment parameters justifi ed an-
other point  [6] .  

   Statement of Intervention 
 All studies made statements about the type of treat-

ment applied or administered and were awarded with 1 
point. However, details about the therapeutic regimens 
were not always presented  [10, 13, 21, 24, 31, 33] . 

   Effi cacy Parameters 
 Eight studies using the papules (papulopustules, papu-

lovesicles) as effi cacy parameter obtained 1 point  [4–8, 
12, 26, 27] . Counting the papules before and after initia-
tion of therapy and allocating the results to the therapeu-
tic groups was awarded with an additional point  [5, 6] . 
We felt that papers claiming resolution or complete reso-
lution of POD although no defi nition of resolution was 
presented did not deserve a point. Since a pretreatment 
erythema is not present in all POD patients  [14, 31 , pers. 
observations of K.W.], the inclusion of erythema  [5, 7, 
27]  does not appear to be an appropriate effi cacy param-
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eter meaning an undue exclusion of POD patients with-
out accompanying pretreatment erythema (score of 0). 
On the other side, the posttreatment erythema found in 
all patients was reported to disappear after 10 and 11 
weeks  [4] ,  1 6 weeks  [7] ,  1 8 weeks  [5] , up to 8 weeks  [22]  
or after few more than 5 (range 3–12) weeks  [26] , respec-
tively.  

   Compliance 
 Rather detailed data on non-compliance with the treat-

ment guidelines were presented only in 3 papers  [5, 23, 
26]  awarded with 1 point. The other papers made no 
statements about compliance or provided quite limited 
information on non-compliance (with the use of cosmet-
ics in about 12 patients  [6] , with topical corticosteroids 
in some patients  [10, 17, 27]  or with the recommended 
therapy in 1 patient  [12] ) not justifying a point. 

   Statistics 
 Detailed statistical analyses justifying 2 points was 

provided by 2 papers only  [5, 6] . One point was awarded 
if a single statistical test was performed  [4, 11, 23] . 

   Consistency of Results 
 Consistency of results rested on a qualitative assess-

ment of therapeutic experiences  [4–33] . Accordingly, 
consistency was observed regarding treatment with oral 
tetracycline (with 1 exception), the discontinuation of 
topical corticosteroids and cosmetics and, to a lesser ex-
tent, in respect to no therapy ( table 3 ). Inconsistency was 
noted concerning topical therapy.  

   Discussion 

 We have used guidelines of evidence-based medicine 
 [36]  and a related system  [37]  to evaluate the quality of 
studies on the treatment of POD. The principles outlined 
by Sackett et al.  [36]  provided the basis of the evaluation. 
Gupta and Chaudhry  [37]  have discussed in some detail 
criteria for the conduct and interpretation of therapeutic 
trials in general using rosacea as an example. Such a de-
bate appears to be of value for investigations on the treat-
ment of POD as well. 

 However, there are limitations with these two evalua-
tion systems. Accordingly, the criterion ‘other factors lim-
iting validity’ was added to the guidelines of Sackett et al. 
 [36] . In the other system  [37] , follow-up and accompany-
ing treatment seemed to be underrepresented. By using 
two systems, we tried to overcome the limitations.  

 We have found that only 2 articles on the treatment of 
POD were of medium-range quality  [5, 6]  and the re-
maining 28 articles were of low quality. This comparably 
low level of evidence limits statements about the consis-
tency of results. Consistency of results among various 
therapeutic trials, especially if they are of high quality, 
indicates a treatment effect  [36] . If the studies are of me-
dium-range or low quality as found in the present inves-
tigation and their results point in the same direction and 
are therefore consistent, a therapeutic effect may be pos-
sible but the evidence is more or less vague. 

 There are some hints for consistency about no therapy 
providing information about the natural course of POD. 
Röckl and Schubert  [29]  noted that no therapy in 24 out 
of 32 hospitalised patients led to clearing of POD within 
2 months (range 0.5–6 months). In another paper, the 
same group reported that no therapy cleared ‘all papules, 
pustules and scales’ in 25 patients within 54 days  [4] . No 
therapy in these mainly hospitalised patients included 
avoidance of topical corticosteroids and cosmetics, but 
lotio alba was applied [E. Schubert, pers. commun.]. It 
appears to be doubtful whether the application of lotio 
alba really means no therapy. Nevertheless, these fi ndings 
are to some extent in agreement with the clearing of pap-
ules within more than 80 days in 31 oral placebo recipi-
ents in whom topical corticosteroids and cosmetics were 
also forbidden  [6] . Recently, placebo treatment has been 
found to lack clinically important effects  [38] . Placebo 
treatment appears therefore to be comparable to no ther-
apy. These observations taken together provide hints that 
POD is a self-limited disorder because it spontaneously 
clears in most patients within approximately 3 months 
and does not represent a chronic disease persisting for 
years as has been indicated by experts  [1–3] .  

 There is consistency regarding therapy with oral tetra-
cycline apart from 1 exception. Oral tetracycline has been 
found to be superior to oral placebo in a randomised con-
trolled trial of medium-range quality  [6] . Oral tetracycline 
clears the papules of POD in most patients within 4 weeks 
 [5, 6] . Oral tetracycline has been found to have a benefi cial 
therapeutic effect in non-controlled studies  [9–12, 14, 15, 
17, 20, 23, 26–28, 32, 33]  and is regarded by most experts 
as treatment of choice  [2, 3]  or has been recommended  [1, 
35] . The sole exception to this widely held view is the ran-
domised controlled trial of Schubert et al.  [4]  claiming that 
oral tetracycline is not superior to no therapy. However, 
low quality and inconsistency with other experiences lim-
it the value of this study. Thus, oral tetracycline is presum-
ably effective, and no therapy does not appear to be a 
reasonable alternative compared to oral tetracycline.  
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 However, the rationale of oral therapy in a local dis-
ease like POD is doubtful. There are several reasons to 
avoid oral tetracycline for the treatment of POD: preg-
nancy and early childhood  [5, 12, 14, 16, 17, 19, 24, 25] , 
a tendency for a higher rate of side-effects compared with 
topical therapy  [6, 12, 19]  and last not least effective top-
ical therapy. 

 Unfortunately, we have noted inconsistency concern-
ing topical therapy. A randomised controlled trial pro-
vided some evidence that an erythromycin emulsion 
might be effective because it was found to be superior to 
oral placebo  [6] . There were hints in the same publication 
that the erythromycin emulsion was similarly effective as 
oral tetracycline  [6] . In another randomised controlled 
trial, Veien et al.  [5]  claimed but did not demonstrate ef-
fi cacy of a metronidazole cream; this preparation was in-
ferior to oral tetracycline  [5] . Sulphonated shale oil prep-
arations  [7, 8] , a topical tetracycline preparation  [16] , a 
hexachlorocyclohexane emulsion  [18] , 10% sulphur 
mixed in unguentum emulsifi cans aquosum  [22] , metro-
nidazole preparations  [24, 25] , an erythromycin oint-
ment  [26] , various drying substances  [29]  or topical cor-
ticosteroid preparations  [31, 32]  may or may not be ef-
fective but were not evaluated in controlled trials. 
Surprisingly, several of these preparations were well toler-
ated by most or all patients treated  [5–8, 16, 22, 25, 26] . 
Agreeable topical preparations applied without topical 
corticosteroids and cosmetics were found to clear the pap-
ules of POD in most patients within 4–7 weeks  [6–8, 26] , 
in compliant patients using an erythromycin ointment 
usually within 5 weeks  [26] . 

 The concept of accompanying treatment is somewhat 
complex and needs at least partial reconsideration. There 
are consistent hints that a therapeutic regimen should be 
accompanied by avoidance of both topical corticosteroids 
and cosmetics  [1–4, 6–8, 23, 26, 29, 31, 32, 34, 35] . Non-
compliance with the avoidance of cosmetics  [23, 26]  or 
topical corticosteroids  [10, 17, 26]  might unduly infl u-
ence outcome. Thus, a prolonged clearing time in patients 
with POD may be due to disregard of avoidance of topi-
cal corticosteroids or cosmetics or both rather than due 
to insuffi ciency of the therapeutic regimen itself. More-
over, although most authors agree that previously used 
topical corticosteroids ought to be discontinued at the 
fi rst visit, certain topical corticosteroids such as hydro-
cortisone butyrate have been recommended to mitigate 
the unpleasant effect of exacerbation for about the fi rst 2 
weeks after initiation of therapy  [11, 12, 14, 15, 19, 20, 
27] . However, the application of topical corticosteroids 
beyond the exacerbation time of about 2 weeks  [11, 12, 

14, 15, 19, 20, 27, 31, 32]  might be detrimental. In addi-
tion, occasional usage instead of overuse of cosmetics has 
been suggested  [23, 39]  but the benefi cial effect of this 
recommendation needs confi rmation. 

 In this context, it may be of interest that cosmetics 
have been found to play a pathogenetic role  [12, 40] , es-
pecially in association with an atopic diathesis  [39] , and 
that topical corticosteroids aggravate but usually do not 
elicit POD  [6, 39, 40] . 

 Presently, the lack of high-quality studies leads to a lot 
of uncertainty. Moreover, there is a need for more plau-
sibility regarding the treatment of POD. More work is 
needed to overcome these problems. The following hypo-
thetical concept might help in this respect: (1) one or the 
other effective and agreeable topical regimen (to be de-
termined) is the treatment of choice for POD; an eryth-
romycin preparation may be a possibility  [6] ; (2) oral tet-
racycline is indicated in severer disease only [ 26] ; (3) 
avoid topical corticosteroids; possible exception: low-po-
tency topical corticosteroid in case of exacerbation (if 
there is any) during the fi rst 2 weeks after initiation of 
therapy; (4) avoid cosmetics, fatty lip stick and other ex-
ternal substances; possible exception: application of an 
ointment such as Eucerin cum aqua hand-made by a 
pharmacist  [6, 26, 29]  in case of pronounced dryness and 
occasional usage of cosmetics  [23, 39] . 
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