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Isotretinoin (Roaccutane)
• Strongest and most effective medicine for acne 

• Can permanently cure acne (by altering structure of sebaceous 
glands)

• But high risk of serious congenital malformations – malformations 
of brain / skull / jaw / ears / eyes / heart

• Reliable contraception is recommended to be started at least 1 
month prior to starting Roaccutane (to ensure method tolerated)



Isotretinoin – Preventing Pregnancy
• Guidelines for women of child-bearing age are that double 

contraception (non-barrier and also using barrier condoms in 
addition) is recommended, as the aim is to avoid any cases of 
unplanned pregnancy on Roaccutane

• If a woman has ever been sexually active and absolutely refuses 
non-barrier contraception – or if using a contraceptive pill (rather 
than LARC) – the process now is that she will be asked to attend 
monthly hospital appointments – so it can be really useful to 
explain this in advance – versus 3 monthly appointments if on 
LARC



Information for Triage

• So we do need to know the method of contraception used at the triage 
stage please: 

- in order to direct into the correct clinic,
- and this also speeds up the patient’s treatment, so avoid any delay 

when they get to us, if we have to ask you to start contraception

• Otherwise we may have to temporarily reject the referral asking for 
information about whether contraception has been discussed and 
which contraceptive method is being used

• Patients also need to have viewed the BAD Isotretinoin video so please 
do signpost to this and Isotretinoin PIL if possible please



Isotretinoin – Severity of Acne – Photographs for Triage

It is also extremely useful to have photographs  
to show the severity of acne at the referral 
stage

This can greatly help us with accurate triage 
and how urgently we try to see people based 
on the severity 



Isotretinoin – Hx of Depression

• Roaccutane can very rarely cause suicidal ideation

• We do PHQ9 + GAD7 at every visit

• But as patients don’t always volunteer this information 
themselves, it is also extremely helpful for us to have any 
background mental health history of depression / psychosis / 
suicidal ideation in the referral letter too please 



SPIRONOLACTONE – potential uses in:

• Acne

• PCOS

• Hidradenitis Suppurativa – will be coming onto the formulary soon

• Hirsuitism – only via endocrinology

• Female Pattern Hair loss – NOT on SE London formulary however



Spironolactone – Amber 1 for Acne

• An option for acne in women if Roaccutane unsuitable, and at 
least moderately severe acne not responding to 6/12 of oral 
antibiotics (or oral antibiotics refused) – in combination with 
topical Adapalene / Epiduo 

• Start at 50mg for 1 month, then increase to 100mg

• Need baseline U&E - avoid if eGFR < 60
• Only need to repeat U&E if - > 45y / renal or cardiac problems/ on 

diuretics or aspirin or heparin
• Avoid if on ACE inhibitors / Digoxin (risk of hyperkalaemia)



Spironolactone - contraception

• Do explain that contraception is also recommended
• Do explain can cause feminization of a male fetus – during week 6-

14 gestation, particularly at higher doses
• However current consensus advice from the British Association of 

Dermatology is that contraception is highly recommended, but 
not mandatory if a woman declines this

• If a woman does become pregnant on Spironolactone seek 
consultant obstetrician advice

• Though often effective, use in acne is still unlicensed



Spironolactone – dose in acne

• If 100mg not controlling acne, can increase further to 150mg

• When acne is controlled for at least 3/12 you can try gradually 
reducing by 25mg at a time every 3/12, to lowest dose needed to 
continue to control acne

• Can be continued as long as needed – typically 2-3 years

• Remember also avoid pregnancy for at least 1/12 after stopping



PCOS – now called PMOS (Polyendocrine 
Metabolic Ovarian Syndrome)

• State of insulin resistance (independent of BMI) + hyperandrogenism
• Can cause acne / hirsuitism / female pattern hair loss (FPHL)
• The commonest cause of FPHL in young women
• Monash international 2023 guidelines for diagnosis – now sufficient for 

diagnosis:
• 1. Clinical / biochemical hyperandrogenism + period irregularity (not 

due to contraception)
• 2. Or one of these above plus PCO on USS, or raised AMH
• Remember to check prolactin +/- 17-hydroxy progesterone



Spironolactone - in PMOS / HS

• Can be useful for some women who have the hyperandrogenic 
symptoms of this condition – acne / hirsuitism / FPHL (though 
evidence of benefit for FPHL in PMOS population more limited)

• Monash guideline – consider if PCOS with hirsuitism not 
responding to 6/12 of COC, or if COC unsuitable

• At the moment, for Hidradenitis Suppurativa Spironolactone can 
only be given if in context of also having PCOS + symptoms clearly 
cyclical



ACTINIC KERATOSIS & SCC



Actinic Keratoses (AK)
• Actinic keratoses are persistent rough flaky macules on sun-exposed sites 

• Extremely common in those with pale skin types

• Due to previous UV exposure

• Pre-malignant (roughly 1 per 1,000 risk of malignant change)

• Often the history will be that rough scale will come off, only to regrow again

• Cannot predict which AKs will change to either Intraepidermal SCC (bowens disease) or 
directly to SCC

• However beware AKs which are either LARGE (eg >1cm), THICK, or PAINFUL 



Actinic keratoses:



Bowen’s disease (now 
called Intraepidermal SCC)

Larger flat red patches with scale 

Localized within epidermis, so at this stage 
have no risk of metastases, and are 
sometimes still called pre-malignant as 
can be present for years with little change

Eg So if on technically hard-to-treat site 
such as the shins in elderly patients who 
have significant other health comorbidities 
may not always need treated



Cutaneous horn: 
• Common in older patients

• Examine the base!

• If base is narrower than lesion 
itself, with no induration = 
benign

• This still needs excision 
clearly, but if base narrower 
than width of horn itself, can 
be referred on a routine basis



Cutaneous Horns

• However approximately 15% of cutaneous horns can arise from 
an SCC in the base of the lesion – so not all are benign!



Features of cutaneous horns which are 
suspicious of SCC:

• If base is thick!

• Eg if base is thicker than the 
horn itself

• If base just feels thickened 
(indurated)

• Low height-to-base ratio (base 
wider than height of the horn)

• These need 2ww



Keratoacanthoma

• This is an SCC
• Rapidly growing
• But has very regular round 

appearance, with central 
keratin – these are well-
differentiated SCCs 
(histologically)

• They are still SCCs 
however - and all need 
referred by 2ww



Distinguishing SCC from AK 
– think of ACC if any of:

- Soreness / pain

- Rapid growth

- Nodule with thick keratin on top

- Surrounding skin looks erythematous / 
abnormal

- Remember higher risk of SCC if on current 
– or recent - immunosuppressants

- Top photo is AK – bottom 2 photos are 
SCCs



Treatment of Actinic Keratoses & Bowen’s
• Cryotherapy may be an option if available for just a few AKs – but 

always avoid on shins
• Otherwise topical Efudix (5% Fluorouracil cream – ‘5-FU’), or Tolak 

(4% Fluorouracil cream) slightly more effective, as chemotherapy 
cream which works at a chemical cellular level

• This is the reason for the red inflammatory reaction, which often 
includes surrounding skin damage not even really yet visible to the 
eye

• If no sun damage Fluorouracil cream will not cause any reaction



Efudix / Tolak cream

• Use for 28 days – Nocte only on face; BD on body
• Advise patient to write in their calendar in advance when to stop
• Explain just to apply to the lesions, but warn in advance that double the 

surrounding area of skin likely to go red and sore
• So usually prescribe 30g Eumovate also and explain if any area 

becomes too sore they can have a break for up to 4 days and apply 
Eumovate instead, then try to resume Fluorouracil cream and add on 
these days to reach 28 days (rarely sometimes have to stop early)

• Explain at outset will still be red and sore when they stop, and takes a 
further 2 months to fully heal 

• Reassess 2 months after completion – skin should feel smooth 



Typical reactions while 
using Fluorouracil 
cream

Do not use in:
- Pregnancy / breast-feeding
- Not on eyelids
- Can increase photosensitivity so 

often better to use in winter 
months, and advise suncream on 
top if used on body in mornings

- Systemic reactions extremely rare –
seek advice



‘Field Change’

- ‘Field change’ – refers to an entire area of skin such as the 
forehead or scalp which has multiple AKs – in this case 
apply Efudix to the whole area not just the individual lesions

- But to avoid excessive reactions consider treating sections 
of skin at a time – eg just anterior scalp, or posterior scalp / 
or upper face then lower face separately

- Wait until one section fully heals, then treat the other part of 
skin 3 months later

- And remember to remind to use sunscreen daily even in the 
UK thereafter (and a hat)
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