
NELSON’S NUGGETS – ROSACEA 

 
Rosacea is not acne, although some of the treatments overlap 

 

Look at your patient and decide what type of rosacea you are treating 

 Erythemogenic – topical calcineurin inhibitor (off label) 

                metronidazole, or azaleic acid.  Avoid topical steroids.  Green      

     makeup is very helpful. New Rx: Mirvaso™ (brimonidine) or 

     Rhofade™ (oxymetazoline)           

       Alt: Compound 0.05 phenylepherine with metronidazole .75%     

 Telangiectatic – refer for intense pulsed light or laser 

 Papulopustular – topical metronidazole, sulfacetamide, azaleic acid or  

                some combination.  Cautious retinoids.  Oral antibiotic      

                (doxycycline is drug of choice).  

  Inflammed persistent papulopustular may be Demodex or H. Pylori 

       See treatment of these below 

      Ocular – Oral antibiotic.  Baby shampoo eyelid scrubs 30sec BID  

                 followed by erythromycin ophthalmic ointment 

 Phymatous – control the rosacea and refer for surgical correction  

                (laser, electrosurgical or traditional) 

                 

My preference for oral antibiotic is doxycycline.  Start with 100mg BID and 

taper to maintenance.  This can be either episodic (ie, start again when a 

flare occurs), or intermittent (ie, every other day, twice a week, once a week, 

etc.)  Second line antibiotics include erythromycin, amoxicillin, 

trimethoprim-sulfamethoxazole, and cephalexin.  In resistant cases, oral 

metronidazole usually works well, but causes GI problems, and the patient 

cannot consume alcohol because it is related to disulfiram (Antabuse™). 

 

Consider submicrobial doxycycline if antibiotic maintenance is needed.  Use 

Oracea 40mg daily.  If the patient cannot afford Oracea, prescribe the 100mg 

tablet form of doxycycline, and have them quarter it and take a quarter BID, 

although this is not optimal.   

 

For very inflamed, persistent rosacea, give a trial of anti H. pylori regimen.  

I use clairithromycin 500mg TID and omeprazole 20mg BID for two weeks.  

Serologic testing for H. pylori is unreliable and I usually don’t do it unless 

the patient requests it. 



 

Persistent, inflamed rosacea may also be triggered by Demodex.  Topical 

ivermectin (Soolantra™) is effective. If systemic Rx is needed, I use 

metronidazole 500mg BID by mouth for two weeks.  Oral ivermectin 

250µg/kg in two doses a week apart has also been reported to be effective.  

If you use oral metronidazole, remember it is closely related to disulfiram; 

warn the patient not to consume alcohol. 

 

Patient education is very important.  Everyone’s triggers are a little different.  

Get your patient to keep a diary and involve them in their care.  Teach them 

to anticipate flares, so they can start back on their medications or increase 

their dose of antibiotic ahead of time instead of chasing the flare. 

Cosmetic caveats: 

 Avoid irritants – alcohol, witch hazel, etc 

 Avoid iridescent makeup – it contains mica 

 Look for a good base that won’t separate 

 Throw out makeup after three months 

 Use a matte finish  

 Use a setting gel or powder to prevent migration 

 White or light powders are less irritating 

 

Skin care tips: 

 Wash with lukewarm water 

 Use a mild, non-soap cleanser (eg, Dove, Cetaphil, Aquanil, etc.) 

 Use fingertips, not a washcloth or abrasive device 

 Blot dry, don’t rub. 

 

 

 

 

 

                                                                            


