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Foreword (I)

Over the last 100 years, life expectancy in Europe has increased by 25-30 years. What
used to be old age has now become middle age. Not only do people live to a greater age
but they feel younger for longer. If you feel younger, it is natural to want to look younger.
People who feel young do not want to be perceived as old. Given the enormous advances in
rejuvenation techniques, it is natural that men should now be following women in wishing
to take advantage of the opportunity to look well and less ravaged by time and sun. Male
rejuvenation has now come of age.

Mauricio de Maio and Berthold Rzany’s “The Male Patient in Aesthetic Medicine” is
comprehensive, informative and authoritative. They describe the full range of male derma-
tological aesthetics. They do so at a moment when interest in this particular area is grow-
ing as men begin to catch up with women. The text is enriched by excellent photographs,
helpful do’s and don’ts sections and key pointers. Up to the minute and well researched
references ensure that the authors’ statements are, wherever possible, evidence based.

Of course, there are many similarities and some differences between men and women.
One intriguing difference is highlighted in the section on fillers, where the authors empha-
sise the importance of never letting male patients feel pain during aesthetic procedures as
any negative experience may lead the male patient to discontinue facial treatments. Women
are more hardy than men or at least more prepared to put up with discomfort in the pursuit
of their aesthetic goal.

This excellent text book will assist immensely physicians and surgeons working in this
field.

April 2009 Christopher Rowland Payne, M.D.
Secretary-General (& Past President) of the European Society

of Cosmetic & Aesthetic Dermatolog

Consultant Dermatologist, The London Clinic,

5 Devonshire Place, London W1G 6HL, UK



Foreword (I)

It is truly an honor for me to write this foreword to The Male Patient in Aesthetic Medicine.
The authors Dr. Mauricio de Maio and Dr. Berthold Rzany are truly experts in the field.
Having published extensively on aesthetic medicine, they bring perspectives from two con-
tinents. The text has been written with the view of dual specialties, dermatology and plastic
surgery, with each bringing unique approaches.

Male patients are being seen in increasing numbers by aesthetic physicians. Men seek
treatment often due to a simple desire to improve their appearance. This may reflect the
fact that they have experienced facial changes related to aging or photoaging. It may
result from the fact that society in general is becoming more aesthetically oriented.
Many other men seek aesthetic improvements to keep a young and vital appearance
while being active in the workforce. We all have patients whose cosmetic improvement
has helped maximize their retention within a company or increased employment oppor-
tunities.

This text is a practical approach. It applies the science and art of aesthetics specifi-
cally to the male patient. The authors share practical, up-to-date tips which physicians
can use in their day-to-day treatment of men. This text is a superb condensation of the
approaches many of us are currently using. This text is suitable for practitioners in a busy
clinic, the advanced practitioner, or physicians beginning to enter the aesthetic medicine
arena.

The subjects that the authors have included are comprehensive. They have reviewed
the aesthetics of the male face. It is important for the treating physician to understand
how the male aesthetic is different from the female. Often, uneducated physicians may in
error apply a female aesthetic to a male patient, which results in an undesirable appear-
ance. Arched eyebrows seen in a man or a feminine lip on a male face often looks odd.
The authors have discussed patient selection as applied to the male patient. Because there
are fewer male patients seen than female, one must be careful in selecting the proper male
patient. The topics of toxins and fillers have been eloquently discussed. Skin care and
resurfacing are well developed. The authors end with a discussion on scalpel surgery in
males as well a valuable discussion on the undesirable result.

Aesthetic surgery is a field exhibiting remarkably rapid growth. The specialty of
aesthetic medicine has had its roots firmly grounded in the care of the patient who wants
to look “a little better,” but its branches are now raised high with good, sound, basic
research being applied. Because of the cooperative and collaborative relationships which

vii



viii Foreword

are growing among core specialists in the aesthetic field, aesthetic medicine is advancing
exponentially. The two authors of this text have worked together to provide a knowledge-
able and practical approach to the male patient in aesthetic medicine.

April 2009 Timothy Corcoran Flynn, M.D.
Clinical Professor, University of North Carolina at Chapel Hill
Medical Director, Cary Skin Center, Cary, NC 27608, USA



Preface

Men are different from women in many ways. Male aesthetics are different from female
aesthetics. Most readers would agree with this statement. However, as the majority of our
patients are still female, even cosmetic physicians may tend to treat their male patients
like female patients. This can lead to dissatisfaction of the patient and consequently of the
cosmetic physician.

As the demand for aesthetic procedures in male patients is rising, there is a need for
good textbooks on this subject. The aim of this book is to explain the specifities of the ageing
process and facial aesthetics in men and to present the treatments available. In addition,
common skin conditions and diseases that also influence the male aesthetic appearance
will be discussed.

The book written from the perspectives of a plastic surgeon and a dermatologist should
enable us to treat our male patients better, and by that increase the satisfaction of our
patients and, last not least, our satisfaction as the treating physicians.

Sao Paulo Mauricio de Maio
Berlin Berthold Rzany
December 2008
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Facial Aesthetics in Male Patients

Mauricio de Maio

1.1
Introduction

The human face presents an incredible array of emotions, which are an integral element to
beauty. This is consistent with the observation that beauty exists in many forms and that
many beautiful faces do exhibit imperfections in one or more features. Some of those
imperfections that are not acceptable in women may be pleasant in men.

The ancient Greeks concluded that beauty is best described as an intuitive appreciation of
the symmetry, balance, and harmony that exist between the various facial features. Even with a
perfectly proportioned face, there is huge variation in coloring and in the shapes of each facial
feature (eyes, eyebrows, lips, nose, chin, etc.) that combine to result in a distinctive appearance
of each race and provide for endless variations in beauty that are unique as each individual.

Developmentally all human faces begin as essentially feminine — even if genetically male.
The genetic male face gradually transforms into the male configuration through multiple
exposures to testosterone. The female is considered to be the “more attractive” sex in the human
species and so is the female face. It results from the necessary strategy to attract a mate, and so
women evolved to become physically more attractive or beautiful than males. Interestingly, not
only men find women attractive, but also other women, children, and even infants do.

Visual attractiveness strategy is seen in the animal world, where males are usually more
attractive than females, who are the “mate choosers.” Male animals have evolved to be
the more beautiful sex, and it is represented by intense and unique colors and usually by
courtship rituals. In our species, a male is attractive in a different way than female so much
that to refer to or call a male “beautiful” is actually not a compliment to most males. Males
are attractive when they are powerful, intelligent, and rich. So, why should a man look
good then? So that he becomes more powerful, more intelligent, and richer!

1.2
Facial Landmarks

There is a strong revival of interest and enthusiasm for the Greek and Roman beauty style.
In addition to beautiful bodies, dramatic contours of the face accented by strong noses,
significant malar—midface configurations, and sharp, well-defined jaw lines have become

M. de Maio and B. Rzany, The Male Patient in Aesthetic Medicine, 1
DOI: 10.1007/978-3-540-79046-4 1, © Springer-Verlag Berlin Heidelberg 2009
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hallmarks of contemporary male patterns. Concepts and standards of facial beauty have
always been associated with anatomic contours of facial form. These contours are a result
of the location, volume, and mass of the facial soft tissues, as well as their relationship to
the underlying facial skeleton. The rapid assimilation and mixing of many ethnic groups
has contributed to new standards of ideal facial beauty.

The skin and subcutaneous tissues are the foundation of the face, and their smooth
distribution over the facial framework produces the healthy aspect presented in a male
face. Both the skin and the hair contribute significantly to the overall perceived aesthetic
of the face. However, it is the anatomic configurations of volume and mass that determine
the uniqueness of a pleasant male face. The important contours include the malar—midface,
the jaw line, and the nasal frontal projections. The major determinants of aesthetic facial
beauty consist of a combination of both soft tissue and bony skeletal elements. The three
major landmarks of volume and mass that dominate facial topography include (1) the nose,
(2) the zygomatic prominences, and (3) the chin and jaw line (Fig. 1.1a). Secondary land-
marks include the supraorbital ridges, the temporal contours, the premaxilla, and the sub-
orbital region (Fig. 1.1b). Other aspects also contribute for creating or restoring facial
harmony and balance and include the perioral and nasolabial region, the suborbital valley,
and the central perinasal premaxilla (Fig. 1.1c). Lips, eyes, and eyebrows govern our atten-
tion in interpersonal communication and are responsible for the individuality in appear-
ance for each person (Fig. 1.1d).

Initial visual impression is considered important in human and professional affairs.
General appearance, clothing, hair, posture, movement, voice, attitude, liveliness, respon-
siveness, etc. are taken into account and require minimum effort. Appraisal and objective
evaluations are at best inexact and subject to different points of view. Culture, ethnicity,
experience, expectation may influenced judgement. The observer can and should be aware
of personal inadequacy relative to capacity to perceive symmetry and asymmetry and illu-
sion that may distort his perception of reality.

Do’s

e Do check the shape of the head and the shape of the male face.

e Do compare the relative volumes of the head and face, as well as the forehead, the
middle and lower face of the male patient.

e Do check the relative proportion of the face before analyzing individual features such
as size, shape, contour, texture, and color.

Don’ts
e Do not forget to note the regularity and consonance of curves and angles in a male face.

e Do not forget that male faces should be described in profile in terms of convexity,
concavity, or facial inclination.
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Fig. 1.1 (a) First step of the facial analysis: nose, cheekbones, chin, and jaw line. (b) Second step
of the facial analysis: supraorbital ridges, temporal contours, premaxilla and suborbital region. (¢)
Third step of the facial analysis: perioral and nasolabial region, suborbital valley, and central

perinasal premaxilla. (d) Fourth step of the facial analysis: lips, eyes, and eyebrows. Nota bene: the
photo was morphed from two sculptures from the Bode Museum, Berlin.
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FAQs

Which is the sequence of quick facial analysis in a male patient?
A quick facial analysis can be made as follows:

e First level: nose, cheekbones, chin, and jaw line (Fig. 1.1a)

e Second level: supraorbital ridges, temporal contours, premaxilla and suborbital region
(Fig. 1.1b)

e Third level: perioral and nasolabial region, suborbital valley, and central perinasal
premaxilla (Fig. 1.1c)

o Fourth level: lips, eyes, and eyebrows (Fig. 1.1d)

1.3
Golden Proportion

The golden proportion, a concept from Greeks, could be applied to art, architecture, music,
the human body and aesthetics, in general.

The golden number called “phi” is named after Phidias, the renowned sculptor. The
golden section is a line in which the shorter portion is labeled as AB and the longer portion
as BC. The equation is AB is to BC as BC is to AC. The rectangle formed with sides of
1 x 1.618 is golden, and a triangle with a base of 1 and sides that are 1.618 is golden.
A pentagram is formed of five triangles, each of which is found to be golden.

Medical science has established that our perception of physical beauty is wired hard into
our being and is based on how closely one’s features reflect phi in their proportions. Stephen
Marquardt (http://www.beautyanalysis) has developed a beauty mask that can be adapted to
both genders and all races and can analyze the face and its deviation from the ideal. This mask
uses the pentagon and decagon as its foundation, which embody phi in all their dimensions.

1.4
The Facial Aesthetic Units

The distribution of volume and mass is nearly equal among the three facial segments:
upper, mid, and lower. The upper facial aesthetic segment extends from the hairline to the
superior orbital rim. It includes the eyebrows, the glabella—frontal region, and the supraor-
bital bony ridge contour. The mid third unit extends from the lateral canthi to the superior
border of Cupid’s bow. This level is of major importance to the illusion of facial beauty
and attractiveness, where the two most important mass landmarks are the nose and the
malar region. It also contains major soft tissue contour units overlying bony configura-
tions. The main focal points in the face when an individual is viewed (the eyes and the
orbital regions) are also found in the mid third unit. The lower third is the premandible-
jawline segment of the face, which extends from the lateral commissure of the mouth to
the lowest point of the central chin. This segment is usually deficient in the general popula-
tion. It is frequently short vertically, horizontally, or in its anterior—posterior projection.
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Fig.1.2 Male adult with oval shape of the
face and strong corrugators. Patients with
dark skin complexion easily develop
hyperpigmented spots on the face.

There are several facial forms, which include the round, the oval, the square or broad, the
pear-shaped, the triangular and inverted triangular, and the elongated and narrow one (Fig. 1.2).
These shapes are influenced by the volume, mass, color, and configuration of the hair types and
styles that frame them. Shorter hair, as an example, may create an illusion of increased facial
size and volume. The three facial units vary considerably in excess and in deficiencies of
volume and mass size. So, visual impression of the other segments will be relatively of different
magnitude. The basic principle in facial balance is that a diminution or enhancement of size in
one aesthetic unit or facial zone directly or inversely affects the aesthetic impact of the others.
The enlargement of the mandibular and midface regions will effectively reduce the relative
significance of the nose to the rest of the face. Even minor alterations in facial subunits such as
a prominent nasolabial fold or deep glabella lines may impose a strong visual impact on facial
aesthetic balance.

Key pointers

e The relative widths and positions of features can easily be assessed noting that the eyes
are slightly greater than one eye-width apart.

A line dropped from the pupil corresponds to the width of the mouth.

The base of the nose is slightly wider than a line dropped from the medial canthus.

In profile, the orbital rim is anterior to the eye both superiorly and inferiorly.

The profile line of the cheek is parallel to the nasal bridge.

The upper lip preceeds the lower lip.

The chin resides in relationship to a line dropped from the glabella and the lower lip.
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1.5
Men and Women

Important landmarks regarding gender must be remembered before suggesting any treat-
ment for male patients. Knowledge of the differences in facial features enables a more
natural result and less risk to feminize the male’s face. Women have more prominent upper
facial characteristics, with a gradual taper in facial silhouette from upper to lower. Men,
however, have squarer face and more angled with larger jaws and equally balanced upper
and lower facial proportions.

1.5.1
Eyebrows

Male eyebrows are usually flatter and narrower. In general, genetically speaking, male
eyebrows are lower both in the medial, intermediate, and lateral aspects when compared
with that of women. Brow ptosis is a common feature seen in male patients not only during
the ageing process. Interestingly, mild brow ptosis in male patient gives an impression of
leadership and power. In severe cases, it is seen primarily as a sign of anger (Coleman and
Carruthers 2006).

The eyebrow is an integral part of the upper third anatomy. In women, the eyebrow tends
to be just above the orbital rim and tends to have a pleasant arch peaking in the lateral third, a
central medial downward slope with the medial head of the eyebrow at or just below the rim
(Freund and Nolan 1996). In the male patients, the brow is flatter in contour and sits along the
orbital rim as compared with the female brow. The male eyebrow should have a flat radius of
curvature. The average location of the inferior border of the male eyebrow is approximately
11mm above the pupil and lateral canthus. The lateral brow is more prominent and fuller and
the redundant upper eyelid gives a masculine look (Gunter and Antrobus 1997). While the
ideal female face exhibits a smooth forehead with arched eyebrows, the ideal male face has
a muscular forehead with an overhanging horizontal brow (Figs.1.3 and 1.4a, b).

Horizontal forehead lines usually appear earlier in male patients than in females. Men tend
to compensate the low brow position and upper eyelid skin excess with frontalis contraction.

1.5.2
Eyes

Facial symmetry is one of the most important components of beauty. The periorbital region
perhaps exhibits the highest incidence of asymmetry (congenital or resulting from ageing
process) of any facial component. In contrast to women, men do not need to have an accen-
tuated fold or sulcus in the upper eyelid nor an evident concavity overlying the superior
palpebral fold. However, the ideal lower eyelid position must respect the same aspect
independent of gender. It must be at or slightly above the level of the inferior limbus;
otherwise, a scleral show may be present, which may resemble the senile ectropium.
In an occasional young individual, scleral show is congenital and may be considered an
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Fig. 1.3 Typical difference of a young male
and female. The male eyebrow is lower
and the lateral aspect of the orbit does not
present the puffiness encountered in
females. Usually the lips are thinner and
the face is less rounded.

Fig.1.4 a, b A typical
difference between males and
females at the eye and
eyebrow complex. The female
eyebrow is higher and above
the orbit while that of male is
flatter. The presence of
wrinkles in the glabella and
forehead is also a common
finding in male adults.
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Fig. 1.5 a—c The eye and eyebrow complex. The first photo (a) is from an adolescent. Please
observe the skin quality in contrast to the other two male adults (b and ¢) in the mid-forties.
A negative aspect of the adolescent is the presence of orbicularis oculi hypertrophy, prominent
tear-trough, and a mild scleral similar to the adult male in (c)

element of beauty. Male eyes are narrower or less wide open and eyelids slightly closed.
The prominent supraorbital ridges, the frontal bossing, result in deep-set appearance of eyes
in males. Deep-set eyes occur in patients with prominent supraorbital ridge. The deeper
the area below the supraorbital rim, the lower the eyebrow position relative to the ridge
and the eye. Thus, patients with deep-set eyes have a lower brow position throughout life.
The deeper the sulcus, the larger the convexity between the eyelid and the eyebrow, as the
skin stretches around the superior orbital rim. It is not uncommon to find slight edema at
the upper eyelid due to the low position of the medial aspect of the male eyebrow.

Another feature should be analyzed while evaluating the lower eyelid area. In some
male patients, the tear-trough may be relatively deeper due to muscular projection at the
subciliary region. This is called hypertrophy of the orbicularis oculi pars palpebralis and is
a common finding in male patients (Fig. 1.5a—c).

1.5.3
Cheekbones and Mandible

The male maxilla, muscles of mastication, and mandible are sturdier than that in a woman
of similar age. Very projected cheekbones are considered a feminine sign. A young adult



1 Facial Aesthetics in Male Patients 9

Fig.1.6 a, b Comparison of the female and male face: the cheekbones should be higher in females
in contrast to that of male adults. Note that the nasolabial angle is more open in the female than in
the males.

woman has a more heart-shaped face than a young man. Male face is usually squarer and
the jaws are stronger. Mandible projection is more acceptable in males than in females.
The skeletonized appearance of the orbital margin may be naturally present in very thin or
older male individuals. Young male patients with flatness at the cheekbone level may
appear older (Fig. 1.6a, b).

15.4
Nose

The nose is usually slightly longer or wider in male patients. The width of the body of the
nose should be 80% the width of the nose at the alar bases, assuming the width at the alar
bases is normal. The width of the alar base should be approximately the same as the inter-
canthal distance, which should be the same as the width of an eye. There is a preference of
a 95°-100° nasolabial angle in women and approximately 90°-95° in men. In a short male
person, the nose may be slightly more rotated than in a tall person (Fig. 1.7a, b).

1.5.5
Lip—Chin Complex

The desired relationship of the lip—chin complex is an upper lip that projects approxi-
mately 2mm more than the lower lip. Ideal chin projection is 3mm posterior to the
nose chin plane, which is defined as a line extending from a point one-half the dis-
tance of the ideal nasal length through the upper and lower lip vermillion (Byrd and
Burt 2002) (Fig. 1.8). In women, the chin lies slightly posterior to the lower lip, and
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Fig. 1.7 a, b Two different types of male noses. The one on the right is acceptable in a male’s face
but it would be unpleasant in a female’s face.

in men, it is slightly stronger. Men have larger mouths with slight thinner lips, espe-
cially the upper lip. The smaller, feminine mouth has full vermillion lips with an
upturn at the commissures (Chatham 2005) (Fig. 1.9). Some patients have a tension
lip, which is characterized by fullness at the columellar—labial angle and a thin lip
and a vermillion surface that appears retracted. This is most often seen in patients
with overprojecting noses.

1.6
Ageing

Facial ageing is recognized as a loss of volume (loss of underlying soft tissue support),
skin wrinkling, and skin folding (Monheit 2005). Over time, skin becomes progressively
thinner, drier, less elastic, and less resilient, and as a result of the loss of elasticity, facial
skin becomes more lax. Wrinkles are formed, and jowls are created by ptosis of the facial
portion of the platysma muscle and an altered distribution of fat under the chin (Zimbler et
al. 2001) (Figs.1.10 and 1.11).

The bone in ridge areas of the face tends to coarsen with age, leading to an increase in
width, depth, and projection of the ridge structures. The soft tissue overlying the bone
tends to expand and thin, leading to redundancy. Brow ptosis is defined when the eyebrow
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Fig. 1.8 The desired relationship of the
lip—chin complex is an upper lip that
projects approximately 2mm more than
the lower lip. Ideal chin projection is
3mm posterior to the nose—chin plane.
This male adult presents a strong chin
that is rotating upwards and his profile is
not balanced.

falls significantly below the orbital rim. There are dense attachments underneath the brow
fat pad that secure the eyebrow to the supraorbital ridge, which do not extend laterally
and which may be the reason for the occurrence of lateral hooding in the upper eyelid.
Later changes include the coarsening of the supraorbital ridge and soft tissue thinning
with loss of skin elasticity and subbrow fat pad deflation, which leads to a three-dimensional
collapse of the eyebrow. The tear-trough becomes deeper due to loss of facial volume,
the descent of the globe and the malar fat pad. Skin darkening may increase because of
the shadowing of the medial orbital fat pad (Fig. 1.12). Volume loss is greatest in the
lower one-third of the face at all tissue levels from intrinsic ageing. This is most apparent
in the perioral area, resulting in thin, atrophic lips, marionette lines, and nasolabial folds
and grooves (Fig. 1.13). There is always a tendency of the lips to become thinner. Male
patients who already have genetically thin lips will evolve worse. Volume loss within the
middle third produces pronounced cheek hollowing with sagging jowls. Drooping of the
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Fig. 1.9 A comparison between a male and
a female adult of the same age. It is
common to find male patients with more
photodamage than females. Thinner lips
and lower eyebrows are mostly found in
male patients. Women usually present
more jowls than do males of the same age.

Fig.1.10 Young male compared with a
senior adult with signs of intrinsic and
extrinsic ageing. The whole facial area is
covered with multiple hyperpigmented
spots and multiple static wrinkles. Because
of volume loss, deeper furrows and saggy
skin are also present. The position of the
eyebrow gets lower and the nose elongates
and the tip drops down. There is skin
excess both in the upper and lower eyelid.
Thinning of the lips and loss of their
landmarks can be noticed. The mandible
contour presents skin laxity. Note the
receding hair.
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Fig. 1.11 The loss of fat content in the
ageing process leads to deep furrows
and saggy skin. The fat content is very
helpful to avoid deformation of soft
tissues in the face.

tip of the nose also occurs. Characteristic signs of the ageing neck include lipodystrophy,
platysmal bands (lateral and medial), and nasolabial jowls that extend into the neck.
These deformities are the result of skin laxity, platysmal ptosis and redundancy, ptosis of
the submental fat pad, and prominent submandibular salivary glands or digastric muscles.
These deformities may also be compounded by a recessed chin and a prominent, low-set
hyoid (Castro 1980) (Figs.1.14—1.17).

17
A New Trend?

Some researches have been conducted to specify what would attract females towards a
male face. Amazingly, it was pointed out that a slightly girly looks would be the trend
nowadays. Males with large expressive eyes set in a smooth-skinned symmetrical face, a
straight nose, and rounded hair and jaw line would be the features that modern women
would mostly be attracted to. Smooth skin in men conveys an absence of inherited disease
or damage. It means that caring feminine traits would be more pleasant than more macho
markings. The rise of feminine appeal in a male face is a modern trait. They associate it
with co-operation, honesty, and parental ability. Bearded men and any other feature that
suggest that they are unlikely to wash up really withdraw women’s attention.
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Fig.1.12 Typical male patient skin:
thicker, oily and with large pores.
The presence of mild sunken eyes
and darkening in the lower eyelid is
also common among male adults.

Fig.1.13 These two male adults have a
age difference of 20 years. Observe the
photodamage in males with fair skin.
Lowering of the eyebrows, thinning of
the lips, fat deposit under the chin, and
saggy skin are common features found
in ageing process.

The “new man” is the one who presents domestic attributes that her friends can admire
at a party, but definitely can be trusted not to go home with one of them. Another interest-
ing aspect is that women are most attracted to a man with features representing the “aver-
age.” The reason is that those genes survived down the evolutionary process, and are
therefore less likely to be harmful.
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Fig.1.14 Note the difference in the
quality of the skin. The medial aspect of
the eyebrow lowers due to hypertonicity
of the corrugators and procerus. Observe
the descendent line at the oral
commissure in the male adult when
compared with that of the adolescent,
which is ascendent and upwards.

Fig.1.15 At the age of 40, there are some
modifications that can be easily noticed.
Excess skin in the upper eyelid and the
appearance of a prominent nasolabial
fold are the most common features at this
period. Notice the difference of distri-
bution in volume. With time, there is a
concentration of volume in the lower
third of the face.
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Fig.1.16 Two male adults at forties. Note
the difference in the shape of the face.
On the right side, position of the
eyebrow is lower and he will probably
develop excess upper skin than that in
the left. The male on the left has thinner
and less proportionate lips.

Fig. 1.17 Two different male adults of the
same age. Observe the difference in
volume content and the presence of
wrinkles, folds, and saggy skin. The lack
of fat and the presence of photoageing
result in an older aspect of the face.
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Key pointers

e Strongly masculine features are considered threatening and less attractive, but there is
still the need of masculine features to guarantee dominance.

FAQs

Who are the most attractive known men?

According to Cosmopolitan magazine, David Beckham and George Clooney are today’s
desirable males. Few cite Jude Law and Brad Pitt. Leonardo DiCaprio’s look would be too
girlish to attract the mainstream. The super-masculine young Arnold Schwarzenegger-type
would be too aggressive and promiscuous to be a reliable partner.

1.8
The Goal of Cosmetic Procedures in Male Patients

What should be focused when treating male patients, anyway? Physical cosmetic beauty is
desirable because it drives universal attention for women, but what about beauty in men?
Specific concepts of physical beauty vary from culture to culture, civilization to civiliza-
tion, and century to century. The goal for male patients involves two important functions:
restoration and enhancement.

Restoration or cosmetic correction is for the improvement of a facial area or structure
that has modified due to ageing process. The target is to rejuvenate the face. Cosmetic
enhancement, on the other hand, is to make something better, making a face more attrac-
tive. Whenever a male face is analyzed into the classical thirds or structure by structure, a
question should be raised by the physician: Should I restore it or should I promote a cos-
metic enhancement?

Top ten key pointers

e [eonardo Da Vinci demonstrated that an aesthetically pleasing face is five times wider
than the length of the horizontal eyelid fissure and equally divided in horizontal thirds.

o The relative balance of mass and volume from both bone structure and soft tissue given
to faces forms the aspect of attractiveness or beauty.

e Males have evolved to be perceived as attractive to the degree that they physically
appear more intimidating and protective with evident sexual differentiation (non-female
look) from female feature.

e Physical features are driven by indicators of health, youth, and fertility that humans
have evolved to look for potential mates. Advances in cosmetic procedures and other
body modifying techniques are considered important items in our society nowadays.

e Racial differences will be a thing of the past, as interbreeding will produce more and
more a coffee-colored skin tone.
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e Facial balance means that if one aesthetic unit is diminished or enhanced in size, the
others are directly or inversely affected.

e In male patients, when the nasal mass and projection are reduced, the midface and
lower facial segments appear stronger.

e Deficiency of the lower third of the face often makes the nose appear strong and
overbearing.

e Minor asymmetry does not necessarily detract from facial attractiveness as long as it
does not result from any cosmetic procedure.

e What may be unpleasant feature in a female’s face may be cosmetically acceptable in a
male’s face.
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The Ageing Process in Men

Berthold Rzany and Frank Bachmann

2.1
The Genetic and Environmental Ageing Process in Men

Ageing is a complicated process comprising genetic (intrinsic) and environmental
(extrinsic) factors (Oikarinen 1990; Ma et al. 2001). Intrinsic ageing, also known as
chronological ageing, is determined by the genetic background. In contrast, extrinsic
ageing is influenced by external factors such as chronic sun exposure or smoking
(Lavker 1995; Chung 2001). Genetics of course also influence our resistance to extrinsic
factors; for example, the skin photo-type determines the extent of premature ageing
through UV exposure (Gilchrest 1992; Nagashima et al. 1999).

2.2
Intrinsic Ageing

Intrinsic ageing is a term used to describe structural, functional, and metabolic changes in
the skin, paralleling the ageing and degenerative changes in other body systems (Uitto 1986;
Guinot et al. 2002). The process of intrinsic ageing normally starts in the mid-20s, but the
signs are typically not visible for decades. Nevertheless, the 40th birthday seems to be a
significant turning point, as many of the age-associated signs of intrinsic ageing tend to
become prevalent in the fourth and fifth decade of life, marking the transition from young
to aged skin (Guinot et al. 2002).

2.2.1
Genetics in Ageing

Our genes highly influence the onset and speed of the normal ageing process
(Guinot et al. 2002). In contrast to simpler animals such as nematode worms and fruit
flies, we do not have defined longevity genes. However, genetic analysis in mammals
did reveal a number of mitochondrial DNA polymorphisms to be associated with
longevity (Vijg and van Orsouw 2002; Capri et al. 2006; Salvioli et al. 2006).
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2.2.1.1
The Telomerase Hypothesis

One concept to explain genetic ageing is the telomerase hypothesis (Kosmadaki and
Gilchrest 2004; Sugimoto et al. 2006). The proliferation-dependent, continuous shortening
of the telomerase (specific structure at the ends of chromosomes) plays a role in setting the
internal biological clock. The telomeric length in human tissue was found in vivo to be
inversely related to the individual’s physical age, as it was shorter in the cells from older
persons than in those from younger adults (Harley et al. 1990; Allsopp et al. 1992).

2.2.1.2
Reactive Oxygen Species (ROS)

Harman (2003) suggests that most ageing changes are due to the molecular damages caused
by free radicals. Free radicals are either highly reactive atoms or highly reactive molecules
because of an unpaired electron. In the presence of oxygen, extremely reactive hydroxyl
radicals are formed which can react with macromolecules including DNA and proteins.
Reactive oxygen species (ROS) are thought to contribute significantly to the somatic
accumulation of mitochondrial DNA mutations (Wei 1998; Wei and Lee 2002; Loeb et al.
2005; Lee and Wei 2007) as mitochondria do not contain any repair mechanism to remove
DNA lesions. As a result of this accumulated damage, the aged cells have reduced antioxi-
dant capacity, further exacerbating ROS-mediated damage and intrinsic ageing in human
skin (Miquel 1998; Wei 1998; Wei and Lee 2002; Loeb et al. 2005; Lee and Wei 2007).

2.2.2
The Phenotype of Intrinsic Skin

Intrinsically aged skin is characterized by generalized wrinkling, dry and thin appearance, and
seborrhoeic keratoses (Gilchrest and Rogers 1993). In contrast to photoageing, sun-protected
skin does not develop the leathery, sagging appearance of actinically damaged skin (Dzubow
1991). Intrinsic ageing also means an imbalance of hair growth. The growth of unwanted hair
is increased in some areas while in other areas bald patterns become more obvious. The normal
turnover of new skin cells decreases slightly and takes 4-6 weeks in aged skin, in contrast to
young skin, which renews itself in 3-4 weeks. Dead skin cells of aged skin do not shed as
quickly and efficiently. Additionally, the top layers of the skin loose moisture and the oil pro-
duction along with the protective barrier is diminished, wherefore the skin appears dry and
more dehydrated.

223
Histology of Intrinsically Aged Skin

The histological differences between intrinsically and extrinsically aged skin are dramatic,
with the intrinsically aged skin generally demonstrating an overall loss of extracellular matrix,
while in photoaged skin, certain proteins such as elastin are increased (Dzubow 1991).
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In addition to the general atrophy of the extracellular matrix, with its decreased elastin
and decreased thickness in the fibrils of interstitial collagen (Ma et al. 2001), the dermis of
intrinsically aged skin displays increased levels of collagen-degrading metalloproteinases,
a loss of fibroblasts and vascular network, and in particular, a loss of the capillary loops
that occupy the dermal papillae (Kligman and Murphy 1996) (Abb. 2.1).

2231
Epidermis

The most consistent change associated with intrinsic ageing is a flattening of the dermal—
epidermal junction with loss of the dermal papillae (Lavker 1988; Branchet et al. 1990;
El-Domyati et al. 2002). Although cellular polarity and normal epidermal differentiation
appear to be maintained (Uitto and Bernstein 1998), a progressive decrease in melanocyte
and Langerhans cell density occur.

2.23.2
Dermis

Intrinsically aged skin shows a general atrophy of the extracellular matrix, with a reduced
elastin content and a decreased thickness in the fibrils of interstitial collagen as well as a
disintegration of elastic fibres (Braverman and Fonferko 1982; Ma et al. 2001). The relative
amount of elastin in sun-protected skin significantly decreases from the first decade
(approximately 49.2%) to the ninth decade (approximately 30.4%; El-Domyati et al.
2002). The decrease in elastic fibers is accompanied by a gradual reduction in the amount
of collagen fibers. Throughout adult life, the collagen content of the dermis decreases by
approximately 1% per year.

The molecular mechanisms underlying the collagen deficiency during intrinsic ageing
result from an increased matrix metalloproteinase (MMP) expression and a concomitant
reduction in collagen synthesis (El-Domyati et al. 2002). The levels of MMP-1, 2, 9, and
12 increase with age, while the expression of pro-collagen mRNA is significantly lower in
aged skin than in young skin (Varani et al. 2000).

In addition, an age-dependent reduction of cutaneous vessel size can be found in the
dermis, but in contrast to photoaged skin the number of dermal vessels is not reduced.
Therefore, an inverse relation of vessel number and age seen in sun-damaged skin is not
present in sun-protected skin (Chung et al. 2002).

23
Extrinsic Ageing

Superimposed on the intrinsic ageing process, extrinsic ageing increases the ageing process
(Oikarinen 1990; Antell and Taczanowski 1999). In addition to UV irradiation, smoking
and alcohol consumption and various other factors such as cold winds and low tempera-
tures, stress, and lack of sleep may negatively affect the appearance of our skin.
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2.3.1
Photoageing

Sun-exposure (ultraviolet radiation, UV irradiation) significantly accelerates and
modulates the ageing process of the skin (Leyden 1990; Fisher et al. 1997; Yaar and
Gilchrest 1998). The process of UV-induced ageing is also called photoageing. Photoageing,
like chronological ageing, is a cumulative process that is superimposed on intrinsic ageing.
However, unlike chronological ageing, which depends only on the passage of time,
photoageing depends mainly on the degree of sun exposure and skin phototype, which is
determined by patient’s skin pigment. Based on a person’s complexion and responses to
sun exposure, the different skin types are classified according to Thomas B. Fitzpatrick
(1975) (http://www.skinclinic.us/skintype.html). This classification comprises six different
skin types from type 1 (extremely fair skin) to type 6 (very dark skin) (see Appendix).
Patients with a type 1 are predisposed to premature ageing, especially when they are living
in an environment with a high degree of UV exposure (Fig. 2.1).

Fig.2.1 Clinical example of premature
photoageing in a type 1 patient in his
mid-forties. Extensive erythema with
telangiectasia with multiple actinic
keratoses in the sun exposed areas.




2 The Ageing Process in Men 23

23.2
The Pathopysiology of Photoageing

Photoageing of the skin is a complex biologic process affecting various layers of the skin
(Ma et al. 2001). Both short wavelength (UVB) and long wavelength (UVA) contribute to
photoageing. UVB mainly causes injury to the epidermis (keratinocytes) via induction of
DNA damage such as cross-linking of adjacent pyrimidines. UVA causes damage mainly
to the dermis (fibroblasts and to keratinocytes in the epidermis as well) through generation
of ROS via interaction with intracellular chromophores and photosensitizers (Oikarinen
1990; Hanson and Simon 1998).

In addition, the accumulation of mitochondrial DNA (mtDNA) mutations accompanied
by decline of mitochondrial function is a crucial mechanism of normal ageing. The
UV-induced mtDNA mutagenesis and consecutive deletion with decrease in mitochondrial
function is meditated by singlet oxygen (Berneburg et al. 1999).

233
The Phenotype of Photoaged Skin

Photoaged skin usually shows a variety of clinical manifestations, including coarseness,
wrinkling, sallow discoloration, telangiectasia, irregular pigmentation, and a variety of
benign, premalignant, and malignant neoplasms (Gilchrest 1989; Fig. 2.2). The recoil
capacity and tensile strength is gradually lost, resulting in wrinkle formations, increased
fragility, and impaired wound healing (Oikarinen 1990). While the epidermis gets thinner
and eventually blisters, tears, and grazes more easily, the dermis thickens with yellow
thickened bumps due to tangled masses of damaged elastin protein (elastosis or heliosis).
However, the thick dermis loses elasticity and is weaker than normal.

Some authors clinically distinguish between two distinct types of photoaged skin: the
type of Milian’s citrine skin and the atrophic, telangiectatic phenotype. The first phenotype
is characterized by deep wrinkles, laxity, a leathery appearance, increased fragility, blister
formation, and impaired wound healing. On the back of the neck, furrows are arranged in a
typical rhomboidal pattern called cutis rhomboidalis nuchae. Weakened stromal support of
the walls of the follicular unit is supposed to be the underlying mechanism. The atrophic
variant of photoaged skin reveals marked telangiectasia. The degree of wrinkle formation is
rather limited. However, the increase in wrinkle formation in sun-exposed areas of the face
and neck is still visible compared with that in sun-protected areas.

234
The Histology of Photoaged Skin

At the histological level, photoaged skin is characterized by a loss of mature dermal
collagen leading to a distinct basophilic appearance (“basophilic degeneration”). There is
an increase in the deposition of glycosaminoglycans and dystrophic elastotic material in
the deep dermis (Mitchell 1967; Werth et al. 1996) (Fig. 2.3a, b).
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Fig.2.2 Clinical example of photoageing
in a type 3 patient in his mid forties with
thin, freckled skin and one large lentigo

simplex on the right cheek.

2.3.4.1
Epidermis

Although the stratum corneum of the epidermis is usually unchanged, it presents itself with
hyperkeratosis. The epidermis may be hypertrophic or even unaltered, but quite often it is
hypotrophic with an increased number of melanocytes (Scharffetter-Kochanek et al. 2000).
These melanocytes are characterized with an irregular distribution along the basal
membrane, and differ extensively in size, dendricity, and pigmentation (Breathnach and
Wyllie 1964; Gilchrest et al. 1979).

23.4.2
Dermis

The most prominent histological feature of photoageing is dermal elastosis in the upper
dermis (Gilchrest and Rogers 1993; Bosset et al. 2003). Elastosis largely consists of
thickened, tangled, and ultimately granular amorphous elastic structures (Braverman and
Fonferko 1982; Montagna et al. 1989; Taylor et al. 1990); it generally begins at the junction
of the papillary and reticular dermis (Kligman 1969) and presents as a large increase in the
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e

Fig. 2.3 (a) Young skin: In the papillary dermis, elastic fibers are thin and perpendicular to the
dermo-epidermal junction. In the reticular dermis, the elastic fibers are thicker and are oriented
parallel to the papillary dermis. Elastic fibers (black bundles) were visualized by Elastica-van
Gieson stain (1 x 100). (b) Old skin: Irregular fragmentation and disintegration of elastic fibers in
the reticulary dermis. Decrease and disappearance of elastic fibers in the papillary dermis was
observed. Elastic fibers (black bundles) were visualized by Elastica-van Gieson stain (1 x 100)
(Courtesy Dr. H.J. Roewert).

deposition of glycosaminoglycans and fragmented elastic fibers (Mitchell 1967; Chen et al.
1986; Scharffetter-Kochanek et al. 2000), as well as dermal extracellular matrix proteins
such as elastin (Smith et al. 1962; Braverman and Fonferko 1982; Uitto 1986), glycosamin-
oglycans (Sams and Smith 1961; Smith et al. 1962), and interstitial collagen (Trautinger
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etal. 1989; Lever 1990; van der Rest and Garrone 1991). Mature collagen fibers are replaced
by a collagen with a distinct basophilic appearance. This is called basophilic degeneration.

23.5
Other Factors Affecting Extrinsic Ageing

Beside sun exposure, other external factors prematurely age the skin and accelerate the
normal skin ageing process.

2351
Smoking

Facial wrinkling is significantly more common in cigarette smokers and in current smok-
ers, with the relative risk of moderate-to-severe wrinkling of 2.3 for men (Ernster et al.
1995). In men, about 20 years of smoking 40 cigarettes a day is perceived as ageing 1 year
(Rexbye et al. 2006). Heavy cigarette smokers (greater than 50 pack-years) are 4.7 times
more likely to have facial wrinkles than nonsmokers, independent of sun exposure
(Kadunce et al. 1991; Ernster et al. 1995). For current smokers, the relative risk of moder-
ate-to-severe wrinkling appears to increase after 11 pack-years of smoking (Kadunce et al.
1991), and the degree of facial wrinkling is higher compared with that of nonsmokers and
past smokers (Koh et al. 2002).

According to the findings of Leung et al. (Leung and Harvey 2002), smoking 30 ciga-
rettes a day could lead to the equivalence of about 14 years of skin ageing by the age of 70
years, while effect of sun exposure for 5 h a day for 30 years produces the equivalent of only
1.5 years of skin ageing. Therefore, cigarette smoking alone seems to be a strong predictor
of skin ageing. The effect of smoking on facial wrinkling, however, does not appear to
become evident until middle age (Ernster et al. 1995). Then smoking might lead to a certain
phenotype of pale, grayish, and wrinkled atrophic skin (Smith and Fenske 1996).

What are the reasons for that? Tobacco smoke like UV-exposure induces an increased
expression of MMPs, which are directly involved in the collagen breakdown. Furthermore,
direct phototoxic effects of the tobacco smoke are discussed. In addition, smoking decreases
the water content of the stratum corneum, which may account for the dry skin appearance
of smokers.

235.2
Smoking and Sun Exposure

The combination of smoking and sun exposure has (see above) a synergistic effect on
skin ageing. The induction of MMP-1 by smoking may explain these multiplicative effects
of sunlight and smoking (Kadunce et al. 1991; Lopez Hernandez 1995; Yin et al. 2001;
Gross et al. 2003).



2 The Ageing Process in Men 27

2353
BMI

The body mass index (BMI) affects external ageing and is reversely related to the degree of
wrinkling. Therefore, a higher BMI as well as a better health negatively correlate with
premature ageing, whereas illness is often associated with the loss of weight (Purba et al.
2001) and may lead to an increase in perceived age. For example, a decrease of two units
in the BMI in men has the same effect as ageing 1 year. A high BMI makes men look
younger (Rexbye et al. 2006).

23.5.4
Alcohol

The frequent intake of alcoholic beverages contributes to premature ageing of the skin.
Therefore, the perceived age is greater than chronological age in these individuals
(Sherertz and Hess 1993).

2.3.5.5
Social Class

The social class appears to have a great impact on the perceived age as well, as a shift in
one’s social class from highest to lowest compares to 3.5—4 years difference in chronological
age (Rexbye et al. 2000).

2.3.5.6
Diseases

Certain diseases are associated with a higher perceived age. For men, asthma or chronic
bronchitis as well as stroke negatively contribute to the perceived age. Often smoking is
the underlying cause (Rexbye et al. 2006). In addition, depression has a major impact as
well. For example, a change in the depression symptomatology score from 17 to 49 is same
as ageing 2.4 years for men (Rexbye et al. 2006).

23.5.7
Marriage

Marriage, too, tends to decrease the perceived age. However, the effect is more obvious in
women than in men. Being married compared with never being married equals to a 1-year
decrease in perceived age for men and 1.9 years for women (Rexbye et al. 2006).
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24
Classification of Ageing and Wrinkles

2441
(lassification of Ageing

There is so far no scale specifically designed for male ageing. The most used scale is
probably the Glogau’s classification of photoageing. It ranges from “mild” (few wrinkles
that require no or little make-up for coverage) to “severe” (severe wrinkling, photoageing,
and precancerous or cancerous lesions). The Glogau’s classification is primarily used to
assess ageing in female patients. Some parts of the definitions as the use of make up are not
helpful in men (see “Glogau’s Classification” in Appendix). We therefore propose a male
ageing scale modified from the Glogau scale (Table 2.1)

24.2
Classification of Wrinkles and Volume Loss

Concerning the measurement of wrinkles and volume loss, the evidence is much better as
these scales were needed as outcome parameters in clinical trials. The scales range from
three, four to five point scales (www.dermnetz.org; Honeck et al. 2003) (see “Fitzpatrick
Classification of Facial Lines” in Appendix).

In 2008, an attempt was made to establish validated scales for volume loss as well as
wrinkles based on computer generated photographies (Carruthers et al. 2008; Carruthers
et al. 2008; Carruthers et al. 2008; Carruthers et al. 2008). These scales may be used
as outcome criteria in clinical trials; however, they may be also useful when monitoring
patients’ individual treatment progress in clinical practice.

2.5
Prevention of Ageing

2.5.1
Avoidance of Excessive Sun Exposure

Prevention of the ageing process should be the first step. Luckily two of the major factors
are accessible to prevention: UV exposure and smoking. Protecting the skin from the sun
and preventing sun damage can significantly slow down premature skin ageing (Seite et al.
2000; Elsner et al. 2005; Grether-Beck et al. 2005). Staying out of sun between 10:00 a.m.
and 4:00 p.m. (when the sun’s radiation is strongest) as well as avoiding deliberate tanning
especially including the use of indoor tanning devices such as sun beds, wearing protective
clothes with a UV Protection Factor (UPF) of 15 or higher (www.dermnetnz.org), applying
sunscreen with a Sun Protection Factor (SPF) of 15 or higher, and using sunglasses that
block UVA as well as UVB rays are a comprehensive sun protection to prevent premature
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Fig.2.4 (a) and (b) Patient in his 20s with Grade 1 on the male ageing scale.

§

Fig.2.5 (a) and (b) Patient in his 30s with Grade 2 on the male ageing scale.
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Fig.2.6 (a) and (b) Patient in his 40s with Grade 3 on the male ageing scale.

Fig.2.7 (a) and (b) Patient in his 50s with Grade 4 on the male ageing scale.
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Fig. 2.8 (a) and (b) Patient in his 70s with Grade 5 on the male ageing scale.

ageing caused by the sun. Therefore, the dermatologists should educate their patients on
how to use and to choose a good sunscreen product with high SPF-broad spectrum with
UVA and UVB absorbers, water resistance, and advanced photostability (Leverkus 2004).
Sunscreens should be used on a daily base since repeated mini exposures to UV radiation
account for 80% of the total exposure over a lifetime (Schaefer et al. 2000). Nevertheless,
sunscreens should not be abused in an attempt to increase time in the sun to a maximum.
And always keep in mind: “There is no such thing as a healthy tan”.

2.5.2
Avoidance of Smoking

Patients who do not want to age premature should refrain from smoking as well.
Smoking cessation should be encouraged in patients seeking aesthetic procedures.
Smoking does not only accelerate the ageing process of the skin but also slows down
wound healing as well.

253
Topical Substances

Although a variety of substances are postulated to have antiageing properties, one has to
be aware that for most products (except topical retinoids) good clinical studies are missing.
Therefore, any recommendation should be given with caution.
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2.5.3.1
Topical Retinoids

Topical retinoids are the only products where we do have some evidence that they prevent skin
ageing. Currently available are e.g. retinol, retinaldehyde, retinoic acid, adapalene and tazaro-
tene. The latter ones are so far not routinely used to prevent skin ageing.

2.5.3.2
Antioxidants and Other Substances

There are nearly no topical antiageing cosmetic products or cosmeceuticals that do not
contain antioxidants such as vitamin C (ascorbic acid), E (tocopherols), as well as B-carotene
and bioflavonoids. These substances act as oxygen scavenger, and therefore, possibly
counterpart the increased ROS generation in the sun-exposed skin, as has been shown in in
vitro models of UV damage for some of these substances (Yaar and Gilchrest 2001). There
is no data on the longtime effectiveness of these substances. However, one has clearly to
state that if they work they are more likely to work in the topical form. Because of the
physiological processes including absorption, transport, and metabolism, an oral supple-
mentation for the augmentation of the skin’s antioxidant levels is ineffective.

Eicosapentaenoic acid (EPA) (an Omega 3 fatty acid) is another substance used in
preventing skin ageing. The topical application of EPA inhibits UV-induced collagen
decrease and attenuates MMP-1 and MMP-9 expression following UV irradiation. These
effects of EPA are mediated by inhibiting UV-induced JNK and p38 activation as well as
COX-2 expression. Moreover, topical application of EPA to aged human skin induces
ECM expression by increasing TGF-b expression. Therefore, topical application of EPA
is another substance thought to counteract intrinsic as well as extrinsic skin ageing.

2533
Topical Moisterizers and Keratolytic Agents

Moisturizers and keratolytic agents are commonly used to prevent premature ageing. Moistu-
rizers decelerate the loss of humidity from the surface of the skin by the deposition of an oil
film, avoiding evaporation on the surface to the environment and, therefore, the continuous
loss of water content of the stratum corneum. Moisturizers thereby help to prevent xerosis
and to minimize the aspect of fine wrinkles and to maintain appropriate level of skin humidity.
Keratolytic agents help to prevent the accumulation of excessive stratum corneum and to
remove the cohesive attachment of the cornified cells commonly present in xerosis.

2.5.4
Too Many or Less Calories

What else can you do? There are no good data on other factors. On the basis of the above
overview, a slightly increased BMI seems to be helpful to look better.
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Caloric restriction in contrast may increase longevity. Caloric restriction is the signifi-
cant reduction in caloric intake without essential nutrient deprivation. The restriction of
food intake delays and slows the progression of a variety of age-associated diseases, and
maintains many physiological processes in a youthful state to a very advanced age. Although
the mechanism of this effect is poorly understood, caloric restriction is presumed to act by
reducing the oxidative damage that occurs secondary to ROS generation by the cellular
metabolism.There is only one disadvantage: thinner patients might look older!

Do’s

e [f you are fair skinned, you should start very early to regularly apply sunscreens and
wear sun protective clothing.

e Although the evidence is not very good, it does not harm applying topical antiagent
products containing Vitamin A, Vitamin C, or other antioxidants.

Don’ts

e Do not rely on oral antioxidants and other dietary supplements. There is no proof that
they really work. It is much better to avoid the known risk factors for premature ageing.

e Patients should not worship the sun and/or cigarettes too much. Otherwise premature
ageing is inevitable.

Key pointers

e Ageing is a complex process that we still do not understand well enough. Basically,
intrinsic and extrinsic ageing can be distinguished. Extrinsic ageing is preventable.
However, we need to be strong enough to refrain from life style hazards such as sun.

FAQs

Should I recommend cosmetics and cosmeceuticals to men?

Men did come a long way to accept rejuvenation. However, they are not so far ready to
appreciate the need for a full cabinet of cosmetics and cosmeceuticals. This may change as
some companies (e.g., Vichy Laboratoires) are developing specifically designed cosmetics
or cosmeceuticals for men. Concerning the answer, you should decide on a case-to-case
base if you recommend cosmetics or cosmeceuticals. They might be used as an adjunctive
in patients asking for BONT-A or filler treatment.

Should somebody be treated who continues smoking?

Some colleagues refuse to treat patients when they continue with their bad habits. This is
a tough question. However, we are not the chaperons of our patients. Nevertheless, we
should always point out that bad habits will make it much more difficult to treat the patient
and maintain a reasonable good effect over time.

Why may clinical scales in my daily practice be helpful?
If you do not photograph your patient each time he visits the office, the documentation of
the severity of skin ageing, folds, or volume loss by a clinical scale might be helpful to
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follow the progress of the patient. In addition they come handy, if you apply some mea-
sures of quality management in your office.

Appendix
Fitzpatrick Skin Types

Type I: Very fair/pale white skin that always burns and never tans (blue/hazel eyes and
blond/red hair).

Type II:  Fair skin that always/easily burns and poorly/sometimes tans (blue eyes).

Type III:  Medium/darker white skin that initially/sometimes burns and always tans.

Type IV:  Olive/light brown skin that minimally burns and always tans.

Type V:  Brown skin that rarely burns and always tans.

Type VI:  Dark brown or black skin that never burns and always tans.

http://www.skinclinic.us/skintype.html

Glogau’s Classification

e Mild: few wrinkles, no keratoses, requires little or no make-up for coverage

e Moderate: early wrinkling, sallow complexion with early actinic keratoses, requires
little make-up

e Advanced: persistent wrinkling, skin discoloration with broken blood vessels (telangi-
ectases) and actinic keratoses, often/always make-up required

e Severe: severe wrinkling and furrows, photoageing, gravitational and dynamic forces
affecting skin, actinic keratoses with or without skin cancer, requires make-up but with
poor coverage

Fitzpatrick Classification of Facial Lines
e (lass I: fine lines
o (lass II' fine-to-moderate deep wrinkles and moderate number of lines

e (lass III: fine-to-deep wrinkles, numerous lines, and possibly redundant folds

www.dermnetnz.org
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Patient Selection

Maurico de Maio

3.1
Introduction

Cosmetic procedures have become a regular and popular topic of everyday conversation
as society has become more open about the subject and its merits. The benefits to male
patients who undergo aesthetic surgical and nonsurgical procedures cannot be refuted
anymore. To a certain extent, cosmetic procedures have for some become a normal and
a necessary part of life. Because of longer social and professional life expectancy, a
youthful and refreshed appearance has become a wish for male patients, both for
surgical and nonsurgical procedures. Men wish to rejuvenate for business reasons. Why
to leave eye bags and double chin if we can get rid of them with minimal invasive surgical
procedures?

Patients seeking improvement in facial appearance are younger than ever. They want
improvement in the signs of facial ageing, but they have other expectations, as well.
They want a natural look (not overworked), no evidence of surgery (e.g., no obvious
scars), less invasive approaches, less downtime from their procedure, ambulatory
office-based procedures, multiple small interventions rather than one more involved
procedure, less sedation, rapid recovery, and few and minor complications. Many are
not seeking extensive surgery, but rather a more focused, limited treatment plan. In
addition, they fear the surgery and the use of general anaesthesia and are concerned
about the cost of the procedure (Zide 2003). Given the choice, male patients will opt for
a less invasive procedure with more rapid recovery, especially if there is little or no
difference in objective outcome (Brackup 2003). The development of no-downtime,
nonsurgical, office-based procedures have stimulated fresh interest among men who are
unwilling to tolerate invasive surgical procedures because of the inherent postoperative
morbidity and downtime.
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DOI: 10.1007/978-3-540-79046-4 3, © Springer-Verlag Berlin Heidelberg 2009



40 M. de Maio

3.2
The Male Cosmetic Business

3.2.1
The US-Experience

Male cosmetic surgery procedures comprise approximately 10-20% of cosmetic revenue
available nowadays. Ten years ago, 56% of American women and 43% of American men
report dissatisfaction with their overall appearance (Garner 1997). This epidemic of dissatis-
faction motivated many behaviors and tendencies seen today, such as weight loss, exercise,
cosmetic use, and surgical and nonsurgical cosmetic procedures. Beauty magazines often say
that about 30% of men are spending more money than women in beauty products!

From 2000 to 2004, there was a general decrease in surgical but increase in nonsurgical
facial enhancement procedures in males. The number of surgical procedures has been
declining as a result of greater utilization of noninvasive alternatives. Despite a downward
trend in aesthetic facial surgery procedures, there was a significant and rising trend of
patients undergoing multiple surgeries. Certain surgical procedures have declined as other
more modern techniques begin to take hold, for example, decrease in cheek augmentation
procedures as more physicians perform midface lifts or increase the use of filler materials,
or both. Men have seen sharper decreases in several procedures, including cheek implants,
rhinoplasty, and surgical lip enhancement. A slight downward trend was seen for laser skin
resurfacing. There was an upward trend for male seeking hair restoration procedures and
botulinum toxin cosmetic treatments, and downward trends for eyelid surgery. The top five
surgical procedures for men from 2000 to 2004 included hair transplantation, rhinoplasty,
eyelid surgery, scar revision, and facelift (AAFPRS 2005).

During the 2004-2005 period, there was a 22% increase in cosmetic procedures among
men, and 200% increase in botulinum toxin and filler use (ASAPS 2007). According to the
American Association of Aesthetic Plastic Surgery, fillers are the second most popular minimally
invasive procedure among men after botulinum toxin (Holcomb and Gentile 2005a).

In 2006, men represented 9% of cosmetic procedures. The number of procedures including
both surgical and nonsurgical, performed on men was just over one million, an increase of
17% from 2005. Surgical procedures increased by 5% and nonsurgical procedures increased
by 21%. Since 1997, surgical procedures have increased by 3% while nonsurgical procedures
have increased by 886%. The top five surgical procedures for men included liposuction,
eyelid surgery, rhinoplasty, breast reduction to treat enlarged male breasts, and hair trans-
plantation. The top five nonsurgical procedures included botulinum toxin injection, laser hair
removal, microdermabrasion, hyaluronic acid injections, and IP laser treatment. Male
patients from 35 to 50 years old represented 47% of all cosmetic procedures and from 51 to
64 years old more 25% (ASAPS). Chemical peels, nose reshaping, hair removal, micro-
dermabrasion, botulinum toxin, fillers, liposuction, eyelid surgery, hair transplantation, and
breast reduction round out the top ten procedures for males in 2004 (ASAPS).

In 2007, the annual member survey, conducted by the American Academy of Facial Plastic
and Reconstructive Surgery, unveiled a 27% increase in surgical and nonsurgical activity
among men and women since 2000. Men account for 30% of the increase while women take
credit for 26%. With people staying in the workforce longer, this year’s survey revealed that
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both men and women requested cosmetic surgery to remain competitive in the workplace
(66% and 65%, respectively). More than half of patients (53%) have had multiple procedures
in the same year. Most of the patients having multiple procedures in the same year are women
(82%) vs. men (18%). The tendency of male patients to undergo cosmetic procedures continued
strong in 2007. The most common nonsurgical procedures included botulinum toxin,
hyaluronic acid injections, chemical peels, and microdermabrasion. The most frequent surgical
procedures were rhinoplasty, facelifts, hair transplants, blepharoplasty, and scar revision.

3.2.2
Ethnic Differences

Once the secret of the elite, cosmetic surgery has now filtered down to the masses. For many
minorities, cosmetic surgery is no longer viewed as a sign of self-hatred or a rejection of
racial identity. It is about enhancing natural beauty. From 2000, there was an increase in
African American (40%), Hispanic (19%), and Caucasian (7%) cosmetic surgical patients.
The proportion of Asian American cosmetic surgical patients is slightly less since 2000
(negative 8%). There has been little change among Caucasian and African American
cosmetic surgical patients from 2006 to 2007. Considering four popular cosmetic surgery
procedures, AAFPRS members reported that African Americans are most likely to undergo
rhinoplasty or nose job surgery (63%) as are Hispanics (45%). Asian Americans are most
likely receiving blepharoplasty or eyelid surgery (39%), while Caucasians are more evenly
split between rhinoplasty (27%), blepharoplasty (24%), and face lifts (26%).

3.3
Adolescents and Cosmetic Procedures

Cosmetic procedures on adolescents are a reality today. The number of teenagers having
cosmetic surgery has doubled recently, because of the fact that increased self-consciousness
and dissatisfaction about physical appearance are characteristics for the adolescent age
period (Rauste-von Wright 1989). Impediments in psychosocial functioning are the primary
motivation for plastic surgery in children, adolescents, and adults. It is to be contrasted
therefore the limitations and risks of certain procedures in adolescents (Harris 1982).
The question whether their rapid physical and psychological development would interfere
with the outcome is one of the aspects that should be taken into account before any treatment.
When adolescent patients seeking cosmetic procedures are compared with adolescents
from the general population, there are no overall behavioral and emotional problems, but
significant and specific problems related mainly to their appearance. There are minimal
differences in correlation between patients and the general population in relation to bodily
attitudes, well-being, and personality.

The vast majority of adolescents get information about cosmetic procedures on teen
magazines and television and very few rely on family physician or parents. So, the best
means of educating adolescents seems to be through the media. According to researches,
the motivation that adolescents had for choosing cosmetic procedures was to feel better
about themselves. Breast augmentation and liposuction became the two more prevalent
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procedures (Thompson and Smolak 2001). Motivation for liposuction meant that they felt
to be unattractive (Pearl 2003). It is suggested that if boys apply for plastic surgery, they
have sufficient reason to do so and do not constitute a high-risk group for post-treatment
psychological problems.

Adolescent patients encounter a large range of appearance-related problems, such as
being teased, feeling inferior and rejected, and depressed. In terms of low bodily satisfac-
tion and attitudes, they are especially related to low self-perceived, appearance related
competence, poor mental health, and lower extraversion and high neuroticism. Bodily
dissatisfaction and negative attitudes are more typical of an introvert personality, so when
the physician interviews an introvert patient, more effort should be put to get an appropriate
insight in his bodily attitudes.

Dissatisfaction about the overall appearance is higher in adolescents who undergo
corrective procedures (acne scars, prominent ears) than in those who are subjected to any
reconstructive surgery (congenital deformities, benign tumors). Reconstructive patients
show little or no psychosocial problems and are usually satisfied about their appearance
(Pertschuk and Whitaker 1988). Body image dissatisfaction in adolescent patients may
lead to psychological problems mainly in patients with neurotic personality characteristics.
Boys tend to show more of those characteristics that may cause problems after plastic
surgery than girls do (Bradbury et al. 1992).

Key pointers

e When compared to older individuals, adolescents seem to have a slightly more negative
view on cosmetic surgery.

e When analyzing body status, even being both of appropriate weight and attractive, girls
more often found themselves fat while boys viewed themselves too thin.

o [tis suggested that if boys apply for plastic surgery, they have sufficient reason to do so
and do not constitute a high-risk group for post-treatment psychological problems.

e In neurotic diagnosed personalities, boys may show more evident characteristics that
may cause problems after surgical procedures than girls do.

FAQs
Do adolescents seeking for corrective cosmetic procedures present higher psychoso-

cial problems than the general population?
No.

3.4
The Male Adult

The reasons why male patients seek aesthetic enhancement include the desire to improve
self-image, look and feel better, look younger, and dislike of a specific feature. Male
patients stress that to look less tired and to improve appearance to work-related reasons,
maintaining competitiveness is what motivates them mostly. There is an argument that an
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older looking person is less up-to-date and efficient. In addition, relationships played a
significant role with reasons for cosmetic surgery, including younger spouse, divorce,
dating, remarriage, and single status.

In general, male adults may have more anxiety in discussing their appearance than do
women. Male patients should be given the opportunity to articulate their specific appearance
concerns in detail. They should be asked for how long they have been concerned about the
problem and for how long they have been contemplating for a cosmetic procedure.

It is not uncommon for men to make an appointment at the request of spouse or partner
and bring a list of topics to be discussed during the consultation. Many men are somewhat
embarrassed about their cosmetic concerns and almost apologize for their visit. After some
well-timed ice-breaking conversation, they will usually be interested in their cosmetic
concern. Usually, they have a clear idea of what they dislike about and what improvement
they are looking for. Some men are very focused and articulate and present a clear idea of
their goals. In the cosmetic consultation, the most common concern of male patients
include forehead wrinkles, crow’s feet, telangiectasia, lentigines, acne scars, jowls, laxity
of neck and brow, and poikilodermia. In some situations, they may need much guidance to
help them identify what should be treated, though. Particularly for wrinkles, jowls, and
skin-tightening issues, the questioning is oftentimes ambiguous and the physician plays an
important role in making the issue clear for the patient.

Although male patients may seem initially not so worried about the outcome, after the
surgery, they will notice and may point out any detail such as tiny asymmetries, etc. Even
though minor asymmetry does not necessarily detract from facial attractiveness, many
patients are unaware of this condition preoperatively. As some male patients may scrutinize
their eyes with the utmost of care postoperatively, they must be informed of and document
asymmetry photographically, unequivocally stressing that some asymmetry may persist
postoperatively. As very few men have peers who undergo cosmetic surgical and nonsur-
gical procedures, they may have unrealistic expectations with regard to results and recovery
period. Significant time should be spent to explain the procedures, the results, and the
postoperative course.

The initial consultation is very important to identify the type of patient we have before
us. Extreme anxious and depressive patients are easy to identify, while the borderline or
psychosocial personality are more difficult to diagnosis. Studies show that some adult
plastic surgery patients undergoing either cosmetic or reconstructive operations tend to
exaggerate their deformity (Napoleon 1993). Male plastic surgery patients show that
dissatisfaction was more directly related to the area they were considering to treat than to
overall body dissatisfaction (Pertschuk et al. 1998).

3.5
Men or Women?

Male patients are often quite demanding with respect to expectations and service, but are most
loyal patients, usually coming back without fail, what is absolutely not common among women.
In general, male patients are less price conscious and the rate of conversion for procedure is
much higher in men vs. women and maybe it is due to the fact that only the very motivated male
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patients reach the office. Men frequently believe their concerns are vain and unimportant what
makes a slight less direct approach to work best with men when talking about cosmetic indi-
cations. However, male patients tend to feel more inclined to upgrade treatments to newer
options and tend to come to a decision on larger procedures earlier than women.

When compared with women, male patients present different motivation for cosmetic
procedures. Men typically are not acquainted with beautifying tendencies as women
are. Men do not need to look pretty; they wish to look fresher mainly for professional
reasons. Men in our society do not change their facial appearance or hairstyles as often as
women do. Hairstyles tend to be more conservative and consistent. And it must be assumed
that male patients accept radical changes poorly. Differently from women, men are generally
less price-sensitive and more focused on their cosmetic target. Owing to the difficulty of
scheduling multiple sessions, men prefer single treatments with long-lasting benefits.

Differences on the skin and lifestyle may interfere with the formal indications for
cosmetic treatments. Men tend to have more actinic damage and more severe facial lines
and creases than does women have for occupational and lifestyle reasons. Many men are
chronically suntanned, and much less inclined to apply sunscreen. It is a difficult situation
for laser treatments, for example. The incidence and severity of acne scarring is also greater
in men than in women. Interestingly, male patients tend to be more concerned with laxity
in the cheek and neck, and deep nasolabial folds, while women tend to focus not only on
the lower face, but also on the forehead and eyes. For cosmetic procedures, males experi-
ence pain and anxiety somewhat more differently than do women, and are usually not as
tolerant of pain, healing, or time issues as some women are. They are even more concerned
to have bruises or any evidence of any cosmetic treatment. Men do not have the means to
camouflage the signs of surgeries effectively as women do. Men are less willing to report
back to work if they have significant swelling or erythema after a cosmetic procedure,
particularly if in a position where frequent social interactions are required. It seems obvious
that less risky, less painful procedures with less down time have greater appeal with every-
body, especially to men. The idea of having surgery may be more stressful for some male
patients, and maybe this is one of the most important reasons why men usually consider
facial rejuvenation procedures at an older age than do women.

Men seem not to be as vain as women as long as they are not observed flexing and
posing in front of mirrors in gym centres.

3.6
The Metrosexual Man and the Adonis Complex

The history of body modification through the discursive strategy of racialization cannot be
forgotten. This means that people, throughout history and throughout the world, have modi-
fied their bodies to “pass,” to signify that they belong to their era’s prevailing social group.
This is one of the reasons why some male patients may look for cosmetic procedures to
soften extreme or overly masculinized appearance, which will lead to more attractiveness.
Despite that, if we assume that the average male wants to have “masculine” appearance,
care should be taken not to feminize the patient’s face. Nose reshaping resulting in small
nose and brows too arched are inadequate for a masculine look, anyway.
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The term “metrosexual” may be defined as a straight, sensitive, well-educated man who
gives a lot of importance to his appearance. Fashion clothes and jewellery is one of the
fundamental the shopping habits. Weekly appointments for manicure and hair cared by a
hair stylist and not by a barber are quite common. Creams, moisturizers, and grooming
products are a part of daily rituals. The vast majority of male patients do not belong to this
group. They are interested in subtle and natural-looking enhancements.

The Greek god Adonis, whose body represented an exquisite standard of masculinity,
named the Adonis complex, which includes a collection of male body image problems that
can include compulsive weightlifting and exercising, steroid abuse, eating disorders, and
full-blown body dysmorphic disorder. This problem is created by biological and psycho-
logical forces that combine with modern society’s and the media’s powerful and unrealistic
messages emphasizing an ever-more muscular, ever-more fit, and often unattainable male
body ideal. A world of steroid abusers and compulsive runners, anorectics and bulimics,
men who are losing their hair and potency, and patients getting facelifts, buttock lifts, and
silicone implants — all in pursuit of youth, sex appeal, and success — premised on the notion
that modern men have fallen into the beauty trap so long assumed to be the special burden
of women. It is said that the male preoccupation with hair, physical fitness, cosmetic surgery,
and sexual dysfunction began after World War II. This man will risk his actual health for the
appearance of health, which nowadays means the appearance of youth.

3.7
Western vs. Non-Western Men

Some studies have shown that young Western men display unrealistic body ideals. Western
advertisement seems to place an increasing value on the male body and that may lead to
more dissatisfaction with their bodies than does non-western men. In Western magazines,
undressed men are portrayed frequently while undressed Asian men are rarely shown that
way. It may lead to the conclusion that Western societies are much more preoccupied with
body image than in non-Western countries. This difference may reflect that Western tradi-
tions emphasize muscularity and fitness as a measure of masculinity. Increasing exposure
of Western men to muscular male bodies in media image does play an important role on
the body as a measure of masculinity. These factors may explain why body dysmorphic
disorder and anabolic steroid abuse are more serious in western males (Yang et al. 2005).

3.8
Men and Hair Loss

Men react in a variety of ways when they begin to lose their hair. It is important to under-
stand the psychology behind this matter for proper patient selection. Many men think that
the loss of hair equals the loss of youth, which means inevitabe ageing and eventual death.
There are many reactions to hair loss. Denial plays a large part in reactions and emotions
some men feel about their hair loss, so denial becomes the most important part to recognize
and cope with. The sign of thinning the hair may lead to fear and to some, desperation.
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Worry about how attractive they may look to women, whether they will get a job promotion,
or if they will be accepted in social environments are some of the points that come to their
mind in that phase. Men often complain that they become a sort of jokes to friends, and
their wives/girlfriends “selected” them when they were not bald and that leads to a lot of
stress. So, hair loss makes many men go to impulse behavior to spend thousands on special
creams, tonics, and sprays. Some other men may inclusively become obsessed and start
spending hours and hours in front of mirror studying the progress of hair loss, and getting
frustrated to see the mass of hair lost in the shower. Much time is also spent to cover up the
hair loss. A bitter angry personality may come up and jealousy may result of other men
around with the known question: Why me?

Isolation is another feeling that is common among men with hair loss, even though there
are thousands and thousands who experience that. Society is probably the number one factor
in why men feel ashamed of their hair loss. The media tends to include young, strong men
with flowing hair in any campaign. Balding equals ageing and society equates beauty and
youth with success. So, by losing their hair, some men may feel that they do not fit the society
any longer.

3.9
Male Satisfaction with Cosmetic Procedures

Patient satisfaction with cosmetic procedures is one of the most important aspects for
cosmetic practitioners. It has been assumed that a positive change in physical appear-
ance for the patient will lead to an improvement in their psychological well being,
including self-confidence and self-esteem (Grossbart and Sarwer 1999). The most
important contributors to the analysis of body satisfaction include the self-perceived
competence (physical appearance), psychosocial functioning (internalizing and
externalizing problems, depression, social anxiety), and personality (extraversion,
neuroticism). Self-competence concerning physical appearance, global self-worth,
depression, behavioral and emotional problems, and extravert and neurotic personality
may be correlated moderately to highly with bodily satisfaction and bodily attitudes,
indicating that experienced competence and well-being are related to subjective per-
ception of appearance.

Most male patients seeking cosmetic procedures appear to be psychologically healthy.
Presumably, a large proportion of patients who undergo cosmetic procedures and were
pleased with the result would be considered to have had “problems” of minimal proportions
(Edgerton et al. 1960). Patients can be satisfied with their appearance change following
cosmetic procedures, but may experience no change in psychological characteristics.
And that, for some individuals, cosmetic procedures may have a negative outcome.

Problems both for patients and for cosmetic practitioners may come up after negative
outcomes. Problems encountered by the patient include depressions and adjustment
problems, social isolation, familial dysfunction, self-destructive behaviors, and anger
towards the practitioner and staff (Goin and Rees 1991). For the practitioners, the problems
include distress, harassment for further procedures, complaint, and legal action (Wengle 1986).
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One should be most concerned about people who have had numerous procedures by many
practitioners, most or all of which the patient has considered unsatisfactory.

3.10
Body Dysmorphic Disorder

It is clear that some individuals are not satisfied even with objectively acceptable out-
comes. For such individuals, the focus of their concern may shift to some other body part
after the cosmetic procedure or they may be chronically dissatisfied with the cosmetic
result (Veale et al. 1996). Some of these dissatisfied patients seek further interventions,
often with increased distress both for them and for the practitioner. The vast majority of
these individuals may suffer from body dysmorphic disorder (BDD), which is a recog-
nized psychiatric disorder that consists of distressing and/or impairing preoccupation
with a nonexistent or slight defect in appearance. Treatments on this population may
exacerbate or promote no change in the symptoms (Veale 2000). There are men who are
dysmorphic body builders who would not go outside for the fear that he looks too small.
The muscle dysmorphia is best understood as a form of obsessive-compulsive disorder.
The American Psychiatric Association (APA 1994) defines BDD as

e Preoccupation with an imagined defect in appearance. If a slight physical anomaly is
present, the person’s concern is markedly excessive.

e The preoccupation causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

e The preoccupation is not better accounted for by another mental disorder (e.g., dissat-
isfaction with body shape and size in anorexia nervosa).

Key pointers

e Some specialists refer to the muscle obsession condition as “athletica nervosa”, although
a more frequent term is BDD.

FAQs

How can BDD be diagnosed?

There are some aspects that should be investigated for the diagnosis of dysmorphia that
include (a) the amount of time spent each day worrying about the appearance problem;
(b) how much distress the perceived flaw causes (think about it for at least one hour a
day); and (c¢) whether the concern has any behavioral consequences such as social
avoidance.

If the patient’s problem is perceived by the practitioners as being much more trivial
than the patient perceives it to be, should this arouse suspicion of body dysmorphic
problem?

Yes, dysmorphia may also be present in those patients as well.
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In which situations should the practitioners avoid cosmetic procedures?
Mainly for those patients who are significantly depressed or psychotic or have BDD.

3.1
Marketing for Male Patients

It is important to understand population trends that provide information for marketing
plans. According to US surveys, there will be a massive expansion of the 60- to
79-year-old age group over the next 20 years. There will be a slight contraction of the
40- to 59-year-old age group and the 20- to 39-year-old age group will grow by about
10 million persons. People over 80-years-old will also expand by nearly 50% during
this time period. Because the 40- to 79-year-old group account for utilization of
approximately 80% of surgical facial enhancement services, the demand for aesthetic
facial surgery should remain high for many years (Holcomb and Gentile 2005b).

Not only will the population willing to be subjected to cosmetic procedures grow, but
also the providers will also expand. Physicians will need to improve marketing efforts to
maintain their position in the market.

Male patients are considered to be difficult to market to. They will preferably rely on
their spouses than heed a call to action. It is the spouse who usually makes the arrange-
ments and appointments for them. And they are the ones who usually bring up cosmetic
issues such as hair loss or liposuction to start the discussion (Schlessinger 2007).

Nonsurgical forms of aesthetic enhancement is likely to play an increasingly important
role because many male patients who started by nonsurgical procedures may ultimately
elect to undergo aesthetic surgery. Despite the recent downward trends, men are still under-
going facial surgical enhancement procedures in significant numbers. However, there is an
increasing request for nonsurgical facial enhancement procedures such as botulinum toxin
and filler injections. Although male clients are increasing at a steady pace, they continue
to represent a largely untapped segment of this market.

Key pointers
e Pictures of liposuction aimed at men should include the abdomen and flank areas.

e Laser hair removal photographs are most effective for male patients when male backs
are shown prominently.

3.12
The Other Side of the Media

Men increasingly get their ideas of how they should look like from the imagery they see
in the media. Younger men who are addicted readers of male fitness magazines could
be psychologically harmed by the images of perfect male physiques they contain. Regular
readers are more likely to exercise to excess and they may be driven to try to become
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more muscular, even if that could harm their health. Even more worrying is that they are
more likely to consider using anabolic steroids to improve their appearance. The message
inside those magazines is that it is necessary to develop a muscular physique to attract a
quality mate. As readers internalize this message, anxiety about their actual bodies is
created and leads to increasingly desperate attempts to modify them. The volume of
content is growing and it is trapping young people, in particular, into unhealthy obses-
sions about their own bodies.

Top 10 key pointers

e Male patients are becoming an important economical group for cosmetic procedures.

e Botulinum toxin and hyaluronic acid injections are the number one and the two most
prevalent nonsurgical procedures among male patients, respectively.

e Men are generally less price-sensitive than women and more focused on their cosmetic target.

e Men prefer single treatments with long-lasting benefits due to the difficulty of scheduling
multiple sessions.

e Men are most loyal patients, usually coming back without fail.

e The conversion rate to procedure is higher than in women, maybe due to the fact that
only the very motivated rate patients reach the office.

e Men are less willing to report back to work if they have significant swelling or erythema
after a cosmetic procedure, particularly if in a position where frequent social interac-
tions are required.

e [t is important to screen for psychological problems in cosmetic settings during the
anamnesis. The target is to identify patients who may have poor outcome in terms of
psychological adjustment and psychosocial functioning despite a technically satisfactory
result.

e Some men will endure potential pain with steroids, botched implant surgeries, extreme
weight lifting to reach their goals. Among men, however, there are those who focus on
their muscularity. They are not seeking aesthetic perfection, but instead some kind of
regularity or symmetry.

e Treat Male Patients!
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Common Skin Problems

Berthold Rzany

When treating aesthetic problems, it is very important not to forget the general condition
of the skin, as this may also influence the aesthetic appearance of the patient. The following
chapter tries to give an outline on common skin conditions and their treatment. Please
be aware that this overview does not aim for completeness. Its purpose is to sensitize the
reader.

41
Dry Skin

Dry skin (or xerosis) is not uncommon, especially in patients with eczema or preclinical
eczema and in elderly patients. It can have a flaky appearance and patients often report a
“tight” feeling.

Before treatment options are discussed with the patient, a thorough past history has to
be conducted to find out if there are some external factors — like frequent or prolonged
exposure to water (showers and baths!), using soaps and/or being exposed to dry air — that
may aggravate the dryness of the skin. A first step would be to avoid these factors. The
next step is to add moisturizers or even ointments (during the night) to ameliorate the
symptoms. In patients with very sensitive skin, perfume-free products should be used.

42
Oily Skin

Oily skin reflects an increase in the production of sebum. It might be associated with large
pores and acne. Sebum production seems to be higher in summer. In some patients, only
some areas are affected by oily skin. Especially on forehead, nose, and chin, the sebum
secretion was found to be higher than on the cheeks (Youn et al. 2005).

In patients with oily skin topical retinoids and in severe cases, even a course of oral
isotretinoin might be helpful.
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43
Acneic Skin/Acne

Acne is one of the most common skin conditions. It is an androgen-triggered disease.
Therefore, male patients usually show an increased prevalence and also an increased severity
of this disease.

The pathogenesis of acne leading to the formation of microcomedo includes the following
four: (1) androgen-increased hyperseborrhea, (2) hyperkeratosis of hair follicles, (3)
microbial colonization mainly with Propionibacterium acnes and Staphylococcus epider-
mides, and (4) inflammation. Depending on the presence of inflammation, we find nonin-
flammatory lesions with open or closed comedones or inflammatory lesions referred to as
papulopustular, nodular or both. Severe inflammatory acne may lead to cysts and scars
(Fig. 4.1a, b).

Treatment depends on the type and the extent of these lesions. Depending on these
factors, there is a step-wise approach.

There are some differences in the acne therapy in men in contrast to women. Topical
therapy has to be simpler, for example, combination products (see below) that require only
a one time or twice daily application are usually preferable. There are fewer restrictions
towards the oral therapy with isotretinoin, a drug which can be given only with strong
precautions in women.

Fig. 41 (a) Young patient with facial moderate papulopustular acne. (b) Young patient with
extensive papulopustular partially conglobate acne in the area of the back.
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431
Comedonic Acne

Here topical retinoids are best. Adapalen, tretinoin, and to a lesser extend retinaldehyde
are therapeutic options.

43.2
Papulopustular Acne

In additions to topical retinoids, papulopustular acne also requires agents with antimicro-
bial activity as benzoyl peroxide or topical antibiotics or oral antibiotics. All antibiotics
should not be used continuously as bacterial resistances might occur (Leyden 2004).
Therapeutic failure of topical as well as systemic antibiotic therapy might be due to
decreased sensitivity or even resistance of specific strains of Propionibacterium acnes,
which occurs in up to 25% of cases (Eady et al. 1993; Gollnick et al. 2003). In these cases,
a change in the antibiotic regime or another therapeutic option is necessary.

433
Severe Acne (Nodular or Conglobate)

In severe nodular or conglobate acne, systemic therapy is mandatory. Oral isotretinoin is
the treatment of choice here. Oral antibiotics are helpful initially in very severe cases.

Do’s

e When using topical therapy, tell your patients not to apply it only to the lesions but to
the whole area affected.

e Topical therapy, especially the combination products, is usually best used in the
evening.

Don’ts

e Do not use continuously the same topical antibiotic. Resistances to P. acnes might occur
and limit the efficacy of this treatment (Leyden 2004).

e Do not get the idea of using oral antiandrogens in men as they would inevitably lead to
an unwanted feminization.

Key pointers
e In men with a lot of muscles and acne, always think of anabolics as a possible trigger

factor for acne. Treatment might be difficult or nearly impossible if this trigger factor
remains.
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e Most men do not like complicated topical treatments. Keep it simple. Fixed combinations
of adapalene and benzoyl peroxide or clindamycin and benzoyl peroxide are best.

e In case of a moderate to severe papulopustular acne and an otherwise healthy patient,
consider to start a therapy with oral retinoids (standard therapy with 0.5-1 mg kg™
day™). If started, oral retinoid therapy should be continued for at least 4-6 months.

e [fyou are enthusiastic about the effect of retinoids in men, be conscious that in women
oral retinoids can be prescribed only in those using an effective contraception.

4.4
Scarred Skin

The most common facial scars are acne scars. Acne scars are more difficult to treat than the
active lesions of acne. A scar is a permanent defect of the skin. The scar itself cannot be
healed. What can be done is to decrease the visual difference between the atrophic or hyper-
trophic scars and the surrounding skin. To achieve good patient satisfaction, it is important
that the patient gets a realistic impression on what can be done and what cannot be done.

4.41
Atrophic Acne Scars

There are three possibilities to decrease the visibility of these scars. Each of them can be
combined.

4.4.1.1
Ablation of the Skin with the Aim to Decrease the Difference Between Normal and Scarred Skin

To achieve this several methods can be used: (1) dermabrasion, (2) deep peelings, and (3)
ablative lasers with the fractional laser technique as the newest development.

The aim of this therapeutic option is to ablate the scarred and normal skin and by the
effect of the ablation and the neocollagenesis to achieve a more normal skin surface.

Dermabrasion, deep peelings, and the ablative lasers should only be used by experienced
physicians. If the ablation is too deep, scarring might be worsened. Furthermore, from the
patients view, all of these methods come with certain down time.

The newest development in this field is the fractional laser technology (Alster et al.
2007). Here the ablative process of, for example, a CO, or an Erbium YAG Laser is split
into several sessions with considerably less downtime. Although no good clinical trial has
been reported for this indication, the present data especially for the Fraxel technology
based on the CO, laser looks promising (Lee et al. 2008).

Less cost-intensive alternative needling with a roller has been proposed to stimulate
neocollagenesis and by that an improvement of the acneic scars. The evidence for this
technique, however, is scarce as for many nonmedical treatments. There is no Medline
listed paper on this therapy so far.
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44.1.2
Elevation of Atrophic Scars

Atrophic scars can be elevated by subscicion and by injectable fillers. Subscicion can be
easily performed and the tissues beneath the scar is loosened by a sharp needle, preferably
a tribeveled 18-Gauge hypodermic needle (Nokor, Becton Dickinson, Franklin Lakes, NJ,
USA). The idea of subscicion is that new collagen formation based on the superficial
injury will elevate the scar (Alam et al. 2005).

When using fillers, the preferences should go to biodegradable injectable fillers,
which are suitable for very superficial injections as hyaluronic acids and collagen
(Varnavides et al. 1987). Usually the amounts needed are very small. Multiple injections
might be necessary. Other fillers as semipermanent and permanent fillers have been used,
too (Barnett and Barnett 2005; Goldberg et al. 2006). However, these fillers should be
used with caution as adverse events due to these fillers are much more difficult to treat
(Gomez-de la Fuente et al. 2007).

4413
Excision of Ice Pick Scars

Ice pick scars cannot be treated by fillers. Small excisions either by punch or by scalpel will
remove the deep scarring (Mancuso and Farber 1991) and substitute it with a much finer scar.

44.2
Hypertrophic Scars and Keloids

Hypertrophic scars and keloids need a different treatment concept. Here injections with,
for example, glucocorticosteroids or glucocorticosteroid in combination with 5-Fluoruracil
will lead to a decrease of the scar tissue. Treatment has to be performed carefully to avoid
atrophy of the surrounding tissue (Darougheh et al. 2009).

Don’ts

e Do not promise patients with acne scars too much. To get completely rid of all scars is
often not possible.

e Do not try to inject ice-pick scars with injectable fillers. The result will not be
satisfactory.

Key pointers
e Acne scars require a multitreatment approach. Ice pick scars need to be removed by

small incisions. Macular atrophic scars need an ablative approach. Subszision and
injectable fillers can be helpful especially in large atrophic scars.



56 B. Rzany

e When treating acne scars, it is mandatory that the patient gets a realistic impression on
what can be done. Here pre- and post-photographs of the different procedures may be
very helpful.

e [n addition, certain lasers have been used to decrease hypertrophic scars and keloids.
Again the evidence for these interventions is scarce.

FAQs

What is the effect of peelings with fruity acids as AHA on scars?
There is no evidence that fruity acid peels will ameliorate scars.

What is the most important rule for most acne patients?
Keep the treatment simple. One topical treatment if chosen right might be enough.

4.5
Sweaty Skin (Hyperhidrosis)

Sweating helps control body temperature (Lopez et al. 1994). However, excessive
sweating (hyperhidrosis) can cause multiple problems. Since sweating is commonly
associated with insecurity, people with excessive sweating may be stereotyped as lack-
ing in confidence. Consequently, patients with excessive sweating might exhibit signs
of social phobia (Weber et al. 2005).

Based on the extend of sweating sweating can be described as generalized or local.
Generalized excessive sweating can occur over most of the body and may be caused by
underlying infections, malignancies, or hormonal imbalances. In contrast, apart from
some known trigger factors such as emotional challenges (Herbst et al. 1994), the rea-
sons for localized (focal) sweating are not readily apparent. It is therefore described as
idiopathic. Idiopathic sweating seems to have a genetic background as patients with focal
hyperhidrosis often report a family history of hyperhidrosis (Chiou and Chen 1999).
Focal sweating mostly occurs in the axillar region, as well as palmoplantar. It can also
occur on all areas of the face. Here, it seems to be more common in the central forehead
and scalp area.

There are no precise criteria for the definition of hyperhidrosis. Although the amount of
sweat can be measured by gravimetry (usually in mg min™') and the area of sweating high-
lighted by iodine starch test, the diagnosis is mostly clinical: sweat pearls in various sizes
are sufficient for the diagnosis.

Facial sweating or facial hyperhidrosis can significantly influence the aesthetic appear-
ance (Fig. 4.2). It is characterized by sweat pearls usually focusing on the forehead region.
However, the whole face can be involved.

The usual first therapeutic steps are topical aluminiumchloride hexahydrate with or
without oral anticholinergic drugs. If this treatment is not sufficient, especially the fore-
head and the scalp botulinum toxin A may be used.
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Fig.4.2 Patient with severe
facial hyperhidrosis.

4.5.1
Aluminiumchloride Hexahydrate

Topical aluminiumchloride hexahydrate is the cheapest and easiest form to treat focal
hyperhidrosis. To be used in the facial area it should be diluted by water. (Rp:
Aluminumchloride hexahydrate 15,0, Methylcellulose 1,5, Aqua. dest. ad 100,0). Especially
in patients with a crew cut or in bald patients, the product should be used via a roll-on as it
will make the application for the patient much easier. In patients with full hair, a roll-on is
not suitable here, and the solution might be better directly applied by a pipette.

The product should be used in the beginning every other day. To ensure efficacy, the
product needs to be used in the evening shortly before going to bed. If the treatment is
efficacious, the treatment period can be lengthened to every 3 or 4 days. If the treatment
is discontinued, hyperhidrosis will reoccur. Irritation is the main disadvantage of this
drug. If it occurs, treatment can be paused for a couple of days.

4.5.2
Anticholinergic Drugs

In Europe, there are two anticholinergic drugs: bornaprin (4 mg per tablet) and meth-
anthelinum bromide (50 mg per tablet) available for the treatment of hyperhidrosis.
The drugs need to be given twice to three times a day to ensure continuous efficacy.
However, in a lot of patients these drugs are only used to decrease peak symptoms for
several hours in addition to, for example, topical methods. These drugs are basically
safe. A dry mouth is usually the only adverse event that might bother some patients
(Hund et al. 2004).
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453
Botulinum Toxin A

Botulinum toxin A (BoNT-A) is a bacterial toxin that paralyses muscles and decreases
sweating by blocking the release of the acetylcholine from presynaptic vesicles. It is given
by injection into the deeper parts of the skin where the sweat glands are located. There are
several brands available: Botox®, Xeomin®, and Dysport®. Botox®, Xeomin®, and Dysport®
units can not be directly compared. One Botox/Xeomin® U is probably equivalent to 2.5
Dysport® U. The data for the also available BONT-B brand is so scarce that it will not be
discussed for this indication (Baumann et al. 2005).

In contrast to axillary hyperhidrosis, where two large RCTs have demonstrated the
efficacy of BONT-A (Heckmann et al. 2001; Naumann and Lowe 2001), there is no
clinical trial demonstrating the efficacy of BoNT-A in facial hyperhidrosis. There are,
however, some reports (Sanli et al. 2004) and recommendations for this treatment
(Glaser et al. 2007).

The treatment with BoONT-A for hyperhidrosis is very safe. Systemic side effects are not
likely. To a small degree, compensatory hyperhidrosis might occur (Heckmann et al. 2001;
Naumann and Lowe 2001). However, especially in the facial area, there might be local
adverse events due to an unwanted weakening of the underlying mimic muscles. Therefore,
treatment needs to be very careful especially when approaching the area of the eyebrows
of even further down.

To use BoNT-A for facial hyperhidrosis, a step wise approach is encouraged.

e Mark the area where the focal hyperhidrosis occurs.

e [fnot immediately visible, you might use the iodine starch test.

e Dilute the BoONT-A (start with one vial if you consider treating the anterior scalp and the
forehead) with 4-5 mL per vial. Inject approximately 0.05 mL about 1-1.5 cm apart in
the anterior scalp and forehead area using a 1 mL syringe and a separate 30- or 32-Gauge
needle. Straight injections are less painful as more horizontal ones.

e Be careful while injecting in the lower forehead region to avoid brow ptosis.

e For more sensitive regions like the perinasal area, cheeks, and upper lip, treatment
should be done very cautiously, for example, using the microinjection technique to
avoid muscular dysfunction. Usually minimum amounts of BoNT-A (approximately
1-2 Dysport® U or the equivalent of Botox®/Xeomin®) should be applied.

Depending on the degree of hyperhidrosis and the dosages used, patients usually need a
reinjection two or three times a year.

4.5.4
Other Interventions

Iontophoresis, which is the therapy of choice for palmar and plantar hyperhidrosis, is also
possible in the facial area. However, it requires special masks. Therefore, it is rarely used
for this indication.
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Don’ts

e Do not ask your patients to apply the aluminiumchloride hexahydrate solution in the
morning. It will not work as good since the substance will be carried away by the severe
sweating.

e Never use salvia or other herbal remedies in any form in patients with severe hyper-
hidrosis. It is good for cooking but it just does not work in hyperhidrosis.

Key pointers

e Always start in focal hyperhidrosis with a topical treatment with, for example, a 15%
aluminiumchloride hexahydrate solution.

o [fthis treatment is good for the routine but fails to effectively reduce sweating in stressful
situations, include an oral anticholinergic drug.

e Botulinum toxin A should be used as a second line therapy. It is absolutely safe in the
scalp region. In the middle or lower facial area, it needs to be used more carefully to
avoid a weakening of the underlying muscles. Here in some areas the microinjection
therapy with BoNT-A can be used.

e Surgical interventions like sympathectomy have been performed, too, to reduce facial
sweating (Doolabh et al. 2004). Although these operation techniques themselves are
pretty safe nowadays, the results are often hampered by compensatory sweating, which
might significantly influence the quality of life of these patients (Hasche et al. 1997;
Furlan et al. 2000).
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Common Hair Problems: Dandruff
and Androgenetic Alopecia

Berthold Rzany and Frank Bachmann

Dandruff is one of the most frequent complaints in men. The other is unwanted hair loss.
Although baldness is much more accepted in men than in women, the loss of hair is a
concern of many men. In the following chapter, we focus on these concerns and highlight
some possible solutions. Nevertheless, be aware that the aesthetic physician does not
necessarily have to treat all these conditions. Aesthetic physicians should be aware of
these conditions and refer patients to other specialists depending on their own expertise.

5.1
Dandruff

What is dandruff? Basically dead skin cells that are most frequently a result of an increased
skin turnover. The reasons may vary from subclinical eczema, mostly seborrhoeic eczema,
to a full blown psoriasis of the scalp that will require a thorough treatment by a
dermatologist.

5.1.1
Goals of Treatment

The goal of treatment is straightforward: to reduce the extensive scaling.

5.1.2
Topical Treatment Options

How can dandruff be regulated? Several treatment options exist. Their goals are three fold:
(1) keratolytic, (2) antiinflammatory, and (3) antifungal. Why antifungal? Because frequently
dandruff is a sign of an infection with Pityrosporon ovale, which can be easily contained
by an antimycotic treatment (Table 5.1-5.3).

Shampoos often contain further antimicrobial agents such as selenium disulfide, zinc
pyrithione 1% (Marks et al. 1985), piroctone olamine (Futterer 1988). Their efficacy is
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Table 5.1 Interventions against dandruff: Keratolytic agents (modified from Triieb (2007))

Intervention Mode of action When to be used Comments

Keratolytic agents Break down of cell In all forms of Salicylic acid is one of the
Salicylic acids aggregation and dandruff standard treatment
(Leyden et al. helps to loosen options. It can be
1987) flakes combined with other

substances like sulfur
(Leyden et al. 1987) or,
e.g., piroctone olamine
and elubiol (Pierard-
Franchimont et al. 2000)

thought to be weaker compared to 2% ketoconazole (Pierard-Franchimont et al. 2002;
Georgalas 2004).

5.1.3
Systemic Treatment Options

In severe Pityrosporon-associated dandruff, an oral antifungal therapy with, for example,
ketoconazol or fluconazol is possible. This, however, should be a second line therapeutic
option. Oral therapy is often used in another Pityrosporon-associated disease: Pityriasis
versicolor (Farschian et al. 2002).

Do’s

e In patients with recurrent dandruff based on an inflammatory skin condition, mainte-
nance therapy with an antifungal agent (shampoo), for example, once a week, is
recommended.

Don’ts

e Do not use keratolytic ointments in nonbald patients with dandruff. This topical therapy
is always messy. Shampoos are a much better option.

Key pointers

e Dandruff is a common problem. The first step should be to rule out a dermatological
disease that may require a specific treatment by a dermatologist.

e Shampoos containing keratolytic and other anti-dandruff agents are the first treatment
choice. Shampoos are only useful if they are used at least three times per week.

e [f dandruff is a sign of inflammation, anti-inflammatory as well as antifungal agents
should be considered.
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5.2
Androgenetic Alopecia

Androgenetic alopecia (AGA) is the most frequent type of alopecia. The prevalence of
AGA in men is highly age-dependent and affects approximately 30% of men under 30
years of age, 50% under 50 years of age, and 70% under 70 years of age (Hamilton 1942;
Severi et al. 2003). Most men with AGA show a typical pattern of hair loss, often begin-
ning at the temples and in the vertex area (Hamilton 1942; Norwood 1975) (Figs. 5.1a.,b).

5.2.1
Background of Androgenetic Alopecia

The main characteristic microscopic feature of AGA is the progressive shrinking of scalp
hair follicles (Paus and Cotsarelis 1999) accompanied, in many patients, by an acceleration
of the hair growth cycle. AGA is a genetically determined condition that leads to a permanent
loss of hair with normal levels of androgens. Whether and when a scalp hair follicle minia-
turizes is dependent on two factors: genetics and androgens (Hamilton 1942). Each scalp
hair follicle carries individual genetic information that determines whether and when it
will develop sensitivity towards androgens. If sensitive to androgens, scalp hair follicles
will progressively shrink over the next years. In men, the most important androgen driving
AGA is dihydrotestosterone (DHT). DHT is derived from its precursor testosterone by two

Fig.5.1 (a) and (b) Patient with progressed androgentic alopecia (Norwood type 3; Norwood 2005)
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enzymes: the 5-alpha-reductase types [ and II (Bayne et al. 1999). This process is taking
place within the cells of the hair follicle.

If left untreated, AGA will progress until all hair follicles are miniaturized that have
developed a genetically determined sensitivity towards androgens. In its maximal expression,
all hair follicles can be lost from the top of the scalp. Occipital hair follicles in contrast
never develop sensitivity to androgens and are, therefore, never lost in AGA.

5.2.2
Goals in Treatment

In the treatment of AGA, the two major goals are (1) to stop hair loss and (2) to stimulate
regrowth. However, regrowth is possible only to a certain extent as far as the hair density
can be increased by reenlargement of individual hair follicles. Stopping hair loss and its
regrowth can be visibly seen, and it is reflected by an increase in the visible hair density
using standardized photography of hair scalp (Canfield 1996).

5.23
Topical Treatment Options

A myriad of topical treatment options is available. However, most treatment options do not
hold against the methods of evidence-based medicine. In fact, with a scrutinized look only
one remains: topical minoxidil.

Minoxidil is a vasodilatator that is used to control hypertension. Several randomized
controlled trials (RCTs) showed that minoxidil 2—-5% solution applied twice daily can
increase test area hair counts and hair weights in men with AGA (de Groot et al. 1987,
Katz et al. 1987; Price 1999; Olsen et al. 2002; Price et al. 2002; Saraswat and Kumar
2003). Topical minoxidil is available as 2% or 5% solution. It needs to be applied twice
daily. For men, the 5% solution is recommended. Minoxidil 5% solution only works as
long as it is applied. Hair loss will resume when the regular applications are stopped.

Minoxidil is well tolerated. Systemic effects are extremely unplausible as the serum
concentrations of topically applied minoxidil are very low. In a large 1-year-prospective
study on more than 10,000 male minoxidil users, no serious systemic side effects were
reported. However, in approximately 5% of men, minoxidil causes redness and itching of
the scalp skin. In most men, this effect seems to be nonspecific irritation by polyethylene
glycol or other solvents; in some, however, a specific type IV allergy was shown (Friedman
etal. 2002).

5.24
Systemic Treatment Options

In men, in contrast to women, where you can work with antiandrogens, there is only one
systemic therapeutic option: oral finasteride. Finasteride inhibits the enzyme 5-alpha-reductase
type I, thereby preventing the intracellular conversion of testosterone to its more active
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metabolite DHT (Rittmaster 1994). In men, DHT is essential for the development of AGA,
and finasteride decreases DHT by 70%, both in the scalp skin and in serum (Drake et al. 1999).
The usual dosage is 1 mg per day.

Another indication for finestaride is the benign prostatic hyperplasia (BPH). BPH is
characterized by an increase in the size of the prostate (hyperplasia of prostatic stromal and
epithelial cells) in middle-aged and elderly men, resulting in the formation of large, fairly
discrete nodules in the periurethral region of the prostate. An obstruction of the urethra
results if the nodules are sufficiently large and partially or completely compress the urethral
canal. In contrast to the treatment of AGA, an oral administration of 5 mg finasteride
(e.g., Proscar®) and in combination with a o.1-adrenergic receptor antagonist, for example,
Doxazosin®, is recommended (MSD Chibropharm GmbH 2008).

As for minoxidil, the evidence base is very good. Several large trials can be found
(Kaufman et al. 1998). In a large multicenter clinical trial of more than 1,500 patients,
Kaufman et al. (1998) demonstrated a significant increase of hair counts in the finasteride
treatment group. Men on placebo, in contrast, had a progressive loss of hair count. Men who
were switched from finasteride to placebo after 1 year lost the hair gained under finasteride.
In the first year, 48% of men in the finasteride treatment group had visibly increased hair
density in the vertex area, compared with 7% in the placebo group. This increased further
with continuing treatment. In the second year, 66% of the men in the finasteride group had
visibly increased hair density, compared with only 7% in the placebo group (Kaufman et al.
1998). Five-year data demonstrate that hair loss can be stopped in 90% of men taking finas-
teride, compared with 25% in the placebo group.

Finasteride is well tolerated. Sexual side-effects as the decrease of libido were reported.
However, their prevalence is low. In both the finasteride and the placebo group, a decrease
in libido of 1.9% vs. 1.3%; a decrease in potency of 1.4% vs. 0.9%; and a decrease in
ejaculate volume of 1.0% vs. 0.4% were reported. Although the differences between the
finasteride and placebo groups were small, statistically not significant and were not seen in
other studies (Tosti et al. 2004), finasteride must be considered capable of causing such
effects in some men.

Again as with topical minoxidil if the treatment is discontinued, hair loss will resume
(Fig. 5.2a, b).

5.2.5
Hair Transplantation

Hair transplantation is another option to correct the influence of AGA. The principle is
basically very simple. Hair follicles from the occipital area, which are not androgen—
sensitive, are transplanted to areas affected by hair loss. Which sounds simple has certain
challenges: (1) the creation of an aesthetic pleasant anterior taking into account the potential
progression pattern of the AGA and (2) the correct transplantation of the hair avoiding an
artificial appearance.

Several techniques for hair restoration are available. The technique that seems to give
the most satisfying results is the follicular unit transplantation (FUT) technique where hair
roots are harvested under magnification (Epstein 2007). In this technique, hair roots are
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Fig. 5.2 a, b Patient with antiandrogeneic alopecia and irregular intake of oral Finasteride over a
period of 3 years (Norwood type 5; Norwood OT 2005)

harvested into natural follicular units that contain 1-4 hair roots. According to Tan Baser
et al. (2006), irregular seeding is recommended instead of seeding in rows. Furthermore,
the direction of hair growth has to be taken into account to avoid a “sprouted grass” look.
Additional care should be given particularly to patients with dark-colored and hard hair.
Hair transplantation should be performed only by experienced colleagues to avoid unpleasant
aesthetic results.

There is some evidence that the addition of finasteride will improve the overall
appearance (Leavitt et al. 2005).

Do’s

e Start treatments against hair loss on patients only if they are willing to continue the
treatment for at least 1 year.

e Do evaluate the treatment effect not before 6 months. In some patients, the effect
appears even later.

Don’ts

e Do not promise the patients, too much. A stabilization of hair loss is a good result, even
better, when there is regrowth.

e If the hair follicles are atrophic, no medical intervention will lead to a sufficient aes-
thetic result. In these patients hair transplantation might be discussed.
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e Do not recommend interventions where there is no or limited evidence for effective-
ness. Why should your patients waste money on herbal remedies or even electromag-
netic field therapy when two sufficiently good treatment options exist?

Key pointers

e Both oral Finasteride 1 mg per day and 2—-5% topical Minoxidil 2 x 1 mL? per day are
effective and safe in the treatment options of mild to severe AGA (Arca et al. 2004).

e The combination of both treatment options is possible. However, it is recommended to
start with one option first and then add the other treatment after 6 months.

e Hair loss will resume when either treatment is stopped.

e Hair transplantation is only something for experts. Avoid unhappy patients with weird
looking outcomes by refering them to those of us specialized in these techniques.

e [fyou are interested in doing hair transplantation yourself, look for somebody who can
train you!

FAQs

Do shampoos increase hair loss?
There is no evidence that shampoos will increase hairloss.

Can the cheaper 5 mg Finsteride tablets be used in stead of 1 mg tablets?

In several countries, the 5 mg tablets that are used for benign prostatic hypertrophy are
cheaper that the 1 mg tablets. Therefore, doctors sometimes prescribe the patients the 5 mg
tablets and have the patient divide them in four parts. If these parts would be equal the
treatment effects might be supposingly the same. However, there is no RCT to prove that.
In general, the intake of the 1 mg tablets should be encouraged.

Can Finasteride and 2-5% Minoxidil solution be combined?

Finasteride 1 mg per day and 2-5% Minoxidil solution 2 x 1 mL? can be combined.
Especially in patients for whom, after 6 months, one intervention does lead to stabilization
but not improvement, combination therapy might be initiated.

Can Finasteride 1 mg per day be given before/after a hair transplant?

It definitely can and is recommended, as Finasteride helps to control AGA and there-
fore decreases the risk of an inappropriate aesthetic result (Leavitt et al. 2005) due to
progressing AGA.
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Chemical Peeling

Mauricio de Maio

6.1
Introduction

Before indicating any chemical peel for male patients, it is important to clarify what the
benefits and limitations of the treatments are. Chemical peels are skin exfoliants to the
epidermis and dermis, and the level of the peel is determined by the level of penetration,
destruction, and inflammation of the acidic chemical agents. As a general rule, light peels
improve mild defects, medium-depth peels correct moderate defects, and deep peels may
be indicated for severe cases. Male patients possess thicker skin and more adnexal follicles
when compared with women. The skin also has higher oil content and predisposition for
acne infection that causes scars. Historically, male adult patients and adolescents are not so
keen on applying topical creams and oral antibiotics on a daily basis, which would lead to
the decrease of acne formation. Luckily, with the introduction of oral isotretinoin and the
fact that the young male patients are more aware of the necessity of skin care, the cases of
acne sequelae are reducing (Fig. 6.1) (Taub 2007). Nowadays, skin conditioning and skin
rejuvenation for any patient, including male patients, have become necessary due to the
substantial increase in population over the 60 years. Most of the male patients maintain
good general health and physical activity and fitness (Ramos-e-Silva and da Silva Carneiro
2007). However, in contrast to women, male patients will hardly adhere to any prepeel
treatment if it is not simple and practical (Bergmann 2007).

Another important aspect to point out is that male patients fear pain and social embar-
rassment with aesthetic procedures more than women do. If patients’ information and
consent is important for female patients, it is mandatory for male patients.

Key pointers

e Male skin contains more collagen than female skin at all ages. Male skin is approxi-
mately 25% thicker than female skin.

e After puberty, sebum production is greater in men than in women throughout life.

e Male patients are not so keen on applying topical creams and in taking oral antibiotics
on a daily basis, which would lead to the decrease of acne formation.
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Fig. 6.1 The treatment of inflammatory acne is complicated in adolescents due to their frequent
difficulties to follow the medical plan. The association of oral isotretinoin and light chemical peels
is recommended to speed up the process.

6.2
Indications for Chemical Peels

It is very important to diagnose at what level the skin defects lies to correctly select the
adequate chemical agent. The upper epidermal defects found in male patients include
ephelides (freckles) and superficial hyperpigmentation. Dermal defects include deep
wrinkles and acne or traumatic scars. There are other defects that may compromise both
the epidermis and the dermis, such as lentigos, actinic keratoses, superficial wrinkles, and
postinflammatory hyperpigmentation. It is important to point out that chemical peels are
not suitable for the treatment of large pores or telangiectasias (Fig. 6.2).

Do’s

e Do indicate superficial peels for active acne and for pseudofolliculitis barbae.

e Do indicate superficial to medium peels to improve superficial hyperpigmentation such
as freckles.

e Do indicate medium-depth peels to bleach lentigos and superficial hyperpigmentation.

e Do indicate deep peels to bleach deep hyperpigmentation.

e Do indicate superficial to medium-depth chemical peels to correct actinic skin due to
sun damage.

e Do indicate medium-depth to deep peels to improve static wrinkles.

e Do indicate medium-depth to deep peels for acne scars.

e Do indicate medium-depth to deep peels to flatten mild scarring.
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Fig. 6.2 This patient presents both intrinsic and extrinsic ageing signs. Deep nasolabial fold and
oral commissure and the presence of moderate skin laxity at the mandible level are typical intrinsic
signs. The skin presents with extended solar elastosis and multiple lentigines, telangiectasia. In the
forehead, there are both dynamic and static wrinkles with actinic damage. Poikilodermia can be
seen on the neck. There is a decrease of the subcutaneous fat.

Don’ts

e Do not treat hyperpigmentation in ethnic dark-skinned male patients with chemical
peels if you are not experienced.

e Do not peel any male patient if he is very suntanned, it may increase the risk of hyper-
pigmentation and demarcation lines.

e Do not consider chemical peels to treat tiny vessels on the skin (telangiectasia).

e Do not indicate chemical peels to reduce skin pore size. Mid and deep peels may
even increase them temporarily due to epidermal and upper dermal necrosis and
sloughing.

e Do not indicate any chemical peel for the treatment of saggy skin. It should be treated
by surgery.

e Do not indicate chemical peels for deep depressed scarring.
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6.3
Classifications of Chemical Peels

It is important to know at what level in the skin the defect is to ensure that the chosen peel
will be deep enough to correct it. The diagnosis should be made to know if the skin prob-
lem lies in the epidermis, in the upper, mid, or lower dermis.

Light superficial peels stimulate the epidermal growth through the removal of the stra-
tum corneum without necrosis and through exfoliation; the epidermis thickens and produces
neither erythema nor profuse desquamations. Superficial peels are those that destroy the
epidermis and induce epidermal regeneration. Superficial wounds may affect any of
the following skin layers: stratum corneum, stratum granulosum, stratum spinosum, stratum
basale, and papillary dermis. Those peels that affect the epidermal and dermal junction
present desquamation and short-lived erythema (Monheit 2004). Medium depth peels and
Deep peels lead to prolonged erythema, profuse desquamation, and collagen remodelling.
Collagen and vascular neoformation results from upper reticular dermal (medium depth
peels) and mid reticular dermal (deep peels) injuries (Monheit 2001). The lower reticular
dermis should not be destroyed because of the high possibility of full-thickness wounds,
which result undoubtedly in severe scarring and in the need of skin grafts.

Key pointers

e The dermis varies in thickness from 0.3 mm (300 um) on the eyelid to 3.0 mm (3,000
pm) on the back.

e Superficial peels cause wounds of about 60—100 um and reach the papillary dermis.
The problems that may be treated include skin dryness and roughness, keratoses,
ephelides, solar lentigos, and hyperpigmented spots.

e Medium-depth peels affect the upper reticular dermis and may deepen from 450 to 600
pm of skin thickness. They are indicated to treat upper dermal hyperpigmentation,
superficial wrinkles, and superficial acne scars.

e Deep peels invade the mid reticular dermis at a depth of 600—800 um. They are usually
indicated for deep wrinkles and scars and severe photodamage.

6.4
Superficial Peels

Very superficial peels are very suitable for male patients. They are quick to apply and cause
no vesicles and desquamation. They are very practical for male skin conditioning and
require no downtime. They are known as “refreshing peels.” Multiple applications for
effectiveness are required and the risk of complications is very low. They are the ideal
peels for patients with dark skin complexion (Fig. 6.3). Alpha-hydroxy acids (AHAs) are
the prototype of the very superficial peels in variable concentrations. AHAs applied topi-
cally in lower concentrations diminish corneocyte cohesion. Glycolic acids at 50% or 70%
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Fig. 6.3 Male patient with dark skin complexion with epidermal and dermal hyperpigmentation.
The use of chemical peels should be carried out carefully. Serial light peel with 50% or 70%
glycolic acid is an option. The interval can be once a week to speed up the treatment. Home care
with bleaching creams and intense sun protection is mandatory. If this patient is subjected to either
mid or deep peel, an intense post-inflammatory hyperpigmentation may result.

are the most commonly used peels by physicians. The pH and the unbuffered and buffered
solution do interfere with skin penetration. Usually a pH at 2.5 is more commonly used.
Very low pH (less than 1.0) and unbuffered solution of glycolic acid may turn it into a focal
aggressive agent, provoking epidermolysis and hyperpigmentation. Another option is the
salicylic acid (beta-hydroxy acid) that has been used for several decades already. It is lipid
soluble and, as a result, is able to penetrate the comedones better than other acids, which is
very suitable for male patients. The anti-inflammatory and anaesthetic effects of the sali-
cylate also result in a decrease in the amount of erythema and pain. The most common
concentrations used are 20% and 30% (Fig. 6.4).

Other superficial peels also include Jessner’s solution and 10-25% TCA peels. In con-
trast to AHAs peels, they will present with mild scaling and skin redness. The skin becomes
more sensitive, but they are more effective for hyperpigmentation and fine skin wrinkling.
Jessner’s solution contains resorcinol, salicylic acid, and lactic acid diluted in ethanol. It
should be stored in a dark bottle. Depending on the number of coatings, it may produce
prolonged scaling up from 4 to 7 days. TCA peels, even the superficial ones, cause discom-
fort during application. Male patients usually find scaling uncomfortable, and so adequate
information is advisable. A fan or cool gel packing may be helpful. Light exfoliation may
last up to 7 days (Zakopoulou and Kontochristopoulos 2006).
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Fig. 6.4 Patient with pseudofollicullitis barbae that can be improved by light chemical peels. Seventy
percent glycolic acid or 30% salicylic acids are good options. It is very important to point out that the
poilkilodermia on the neck should be treated with laser or IPL and not with chemical peels.

Do’s

e Do apply glycolic acid for acne lesions and pseudofolliculitis barbae. Acne pustules
and comedones open and heal more rapidly.

e Do ask your patients to discontinue home skin-care creams while the skin is sensitive, espe-
cially if the regimen includes tretinoin or AHAs. They may re-apply usually after 5-7 days.

Don’ts

e Do not indicate glycolic acid peels as the single treatment for static wrinkles. They are
not effective.
e Do not apply more than a single coat of 10-25% TCA if you intend to perform a light peel.

Key pointers

e Very superficial peels are very suitable to male patients. They are quick to apply and
cause no vesicles and desquamation. They are very practical for male skin conditioning
and require no downtime.

e As light exfoliation without vesiculation is expected after superficial peels, male
patients may carefully shave on the following day with electrical razors and blades if
the skin is not too sensitive.

e Jessner’s solution is a classic peel agent to accelerate the resolution of post-inflamma-
tory hyperpigmentation.
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FAQs

Can multiple superficial peeling sessions produce the same result as a medium-depth
or deep chemical peel?

No, because they are unable to stimulate the mid and deep dermis sufficiently and will
never be able to correct dermal defects.

What is the benefit of the salicylic acid peels for male patients?
Salicylic acid peels are indicated for the treatment of folliculitis found in several skin areas
such as the external aspect of the arm in male patients.

6.5
Medium-Depth Peels

Medium-depth peels intend to produce upper reticular dermis wounds. They are indicated
for actinic keratoses, wrinkles, dermal hyperpigmentation and mild acne scars. The classi-
cal peel of this category was the 50% TCA in the past. Because of the risk of scarring, the
combination of two superficial agents has been advocated to increase safety and reach the
desired depth. The combination of Jessner’s solution and 35% TCA or 70% glycolic acid
and 35% TCA are one of the options. Both agents are applied before the TCA to weaken
the epidermal barrier and increase TCA penetration into the dermis (Camacho 2005).

Do’s

e Do combine 35% TCA either with glycolic acid or Jessner’s solution to improve TCA
penetration and uniform action.

e Do indicate medium-depth combination peels for acne scars twice or three times a year
for male patients.

Don’ts
e Do not indicate medium-depth peels for active acne lesions.

e Do not use EMLA before TCA peels especially above 30%. The induced vasoconstriction
may decrease dermal fluid to neutralize TCA and lead to undesired deeper penetration.

6.6
Deep Peels

Phenol is still the classical deep peel that may penetrate into the reticular dermis. It is
capable of correcting severe photodamage and acne scars found in male patients. The
Baker—Gordon formula consists of a mixture of 3 mL of 88% phenol, 2 mL of tap or
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distilled water, 8 drops of septisol liquid soap, and 3 drops of croton oil. Phenol is a very
potent protein coagulator. The liquid soap, as a surfactant, reduces surface tension and
leads to an even peel. The croton oil is an epidermolytic vesicant that increases phenol
penetration and inflammation. Owing to the fact that it is a deep peel, it is more prone to
hypopigmentation and scarring. In experienced hands, the results on acne scars and deep
wrinkles seem to compensate the disadvantages (Landau 2005).

Key pointers

e Deep peels can be occluded and nonoccluded. The occluded method causes deeper
penetration.

e Occlusion in male patients can provoke discomfort and difficulties in bandage
adherence due to beard growing. That makes nonoccluded peels more adequate for
male patients.

FAQs
Why does occlusion lead to deeper phenol penetration?

Any artificial barriers such as zinc oxide tapes prevent phenol evaporation from the skin
and by that enables the solution to penetrate deeper.

6.7
Interaction of the Chemical Agent and the Skin

The contact of the chemical agent and the skin will result in a specific skin reaction.
Light peels may cause only a sudden redness on skin, while strong agents may lead to
protein coagulation or agglutination and may result in solid white skin appearance. This
whitening is called frosting. Level I frosting is defined as erythema with irregular blotchy
frosting. Level II is a white-coated frosting with erythema showing through. Level 111
frosting is a solid white enamel frosting with no background of erythema (Fig. 6.5)
(Rubin 1995).

According to the agent used, there is a difference of speed in the frosting. Generally,
Jessner’s solution exhibits a Level I frosting of slow evolution; TCA exhibits a Level I of
medium evolution, and Baker’s phenol is a rapid Level III frosting. Peels with AHAs
should not present any frosting.

Key pointers

e The appearance and uniformity of the frost indicate how evenly the agent has been
applied.

e The frost uniformity is enabled by skin pretreatment with tretinoin or AHAs.

e The absence of erythema in the background of the Level III frosting indicates penetra-
tion through the papillary dermis.

e The gray white frosting indicates a deeper penetration into the dermis and is character-
istic of the Baker’s phenol.



6 Chemical Peeling 81

Fig.6.5 Patient with acne scars subjected to 70% glycolic peel followed by 35% TCA. Please note the
evident frosting difference. At the forehead, Level II is a white-coated frosting with erythema showing
through. On the cheek area, Level I11 is represented by a solid white enamel frosting with no background
of erythema. Scaling is expected to be longer on the cheek area than on any other facial cosmetic unit.

6.8
Skin Pretreatment

Pretreatment of the skin has been controversial over the past decade. Male patients are not so
keen on using topical creams due to discomfort of some oily preparation. However, topical
agents prior to medium-depth or deep peels will give an idea of how the male patient will
behave after the treatment if some complications such as hyperpigmentation occurs. If he
refuses to use topical creams or use them irregularly in the pretreatment phase, the control and
resolution of complications will be affected. Usually, tretinoin is one of the most commonly
used substances in the preprocedure care. It is known to promote thinning of the stratum
corneum with activation of keratinocytes, speeding up reepithelization. The pretreatment may
be started several weeks prior to peeling or at least 15 days before (Nanda et al. 2004).

Do’s

e Do pretreat oily male skin with topical creams prior to chemical peels. It enables a more
uniform penetration of the agent.
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Don’ts

e Do not apply mid or deep peels in male patients that have shown no regularity in the use
of skin care pretreatment. It may increase the risk of pigmentary complication.

Key pointers

e Male patients will hardly adhere to any prepeel treatment if it is not simple and practical.

FAQs

What are the benefits of skin pretreatment in male patients?

It facilitates uniform penetration of the chemical agent and speeds up the healing process.
However, another very important aspect is that it allows to make certain that the male patient

is willing to use products, such as bleaching agents and sunscreens, regularly after the peel.
If he does not tolerate them, the choice of the peeling must be made accordingly.

6.9
General Rules and Technique

There are some steps to follow that will enable a correct peeling application. Male patients
should be asked to shave one day before the procedure or in the morning if the peeling is
to be performed in the evening. To shave and immediately apply the chemical agent leads
to deeper penetration and more pain.

As male patients’ skin is oilier than that of women, in general, it is advisable to degrease
the skin prior to the peeling. Acetone, alcohol, or soap may be used to degrease the skin.
Acetone is the most potent degreaser and will lead to a deeper penetration of the peel.

The chemical agent should be poured into a glass cup before application. Depending on
the agent chosen, cotton-tipped applicators, sable brushes, or gauze sponge may be used.
Among all practitioners’ preference, we may find the use of sable brushes for AHA and
Jessner’s solution; gauze sponges for TCA; and cotton-tipped applicators for phenol.

To systematize the application, the face is divided into six cosmetic units: forehead,
left cheek, right cheek, perioral, nose and periorbital areas. For any chemical agent to be
used, this sequence can be obeyed by moving from the least sensitive to the most sensi-
tive areas.

6.9.1
AHA Peels

Before the procedure, male patients are asked to wash their faces with soap to reduce skin
oiliness or a defatting agent may be gently applied. Although both unbuffered solutions of
50% or 70% glycolic acids may be used, the 70% glycolic acid has proved to be more
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effective. The agent may be rapidly applied with a sable brush all over the desired area.
The effectiveness of glycolic acid is time-dependent and may vary according to the indica-
tion. If severe erythema occurs before the planned time, the patient should be asked to
wash profusely his face in a sink to ensure complete removal of the acid. If tiny focal frost-
ing is perceived, gauze with water should be applied onto the area to dilute and decrease
the epidermolysis and the occurrence of crusting (Fig. 6.6).

6.9.2
Jessner’s Solution

Sable brushes are adequate for applying Jessner’s solution. An even distribution on the
treated area should be undertaken with coats. The target is to obtain the frosting Level L.
Usually, more than one coat is necessary for that. We can apply coatings after 3 or 4 min
until the desired frosting is obtained. Microcrystallization of the salicylic acid may be
found and that should not be misdiagnosed as frosting.

6.9.3
Superficial TCA Peels

Although they can be applied with sable brushes, a gauze pad is usually preferable to apply
TCA peels. The gauze should be moist and not soaked to avoid uneven spread of the prod-
uct. The gauze should be firmly rubbed against the skin. Overcoating should be avoided for
superficial TCA peels.

Fig. 6.6 Immediate aspect of the skin of an adolescent with acne lesions after a 70% glycolic acid
remaining on the skin for 2 min. After tap-water washing, the treated skin and lesions become reddish.
Only oily-free topical creams should be applied in this patient before and after the treatment.
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Do’s

e Do start to apply the peeling agent from the least to the most sensitive areas. It will be
more appropriate for male patients.

e Do degrease the oily skin in male patients because that may interfere with the chemical
agent penetration.

Don’ts

e Do not use acetone as a degreasing agent in dry skin of male patients if a light peel is
desired. It may cause focal undesirable crusts and deeper penetration.

e Do not let male patients shave immediately prior to peeling application. It leads to
unnecessary deeper penetration and more pain.

Key pointers

o Thick sebaceous skin of male patients may not respond well to peelings unless effective
degreasing is carried out.

e The sable brushes deliver the chemical agent more rapidly and to a wider area while the
gauze sponge enables rubbing and the cotton-tip precision.

e AHA peels are considered lunch-time peels for male patients. A quick recovery, with
no downtime and no crusts formation is expected.

e Peeling with Jessner’s solution usually takes for 4-5 days of scaling. One day after the
application, the skin turns darker and starts to desquamate from day 2 through 4. Male
patients should be well aware of that.

e Shaving is allowed until scaling starts and should be interrupted in the presence of
crusts. Shaving can be restarted after reepithelization is completed.

FAQs

What is the time that the glycolic acid should be left in contact

with the male skin?

It depends on the indication. For acne and pseudofolliculitis barbae, the time should be
around 1-3 min; for superficial hyperpigmentation from 2 to 4 min; and deeper hyperpig-
mentation or fine wrinkles from 4 to 8 min. However, focal frosting should be locally
neutralized with water, and in the presence of severe erythema, the peel should be inter-
rupted at any elapsed time.

What are the factors that may influence the chemical agent penetration

into the male skin?

The factors that can cause deeper penetration of a chemical agent include the skin pre-
treatment with tretinoin and AHAs; shaving on the treatment day; defatting technique
(acetone, repetitive, and aggressive scrubbing); very wet sponges, brushes, and cotton
applicators; repetitiveness of application; and occlusion. On the contrary, the factors that
slow the chemical agent penetration include increase in epidermal or photodamaged skin
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thickness; increased sebaceous skin content, presence of scars, and location (glabella
and nose).

‘What should be told to male patients after the AHA peel

and what should be the frequency of repetition?

It is a peel indicated for skin conditioning and no real skin peeling or crusts are expected.
The skin will be less oily and softer after the peel. The skin may be red and sensitive for
about 2-3 days. For a quick response in skin conditioning, AHA peels should be repeated
weekly. However, they may be indicated biweekly or monthly for male patients.

6.9.4
Medium-Depth Peels

Discomfort and pain is found during the application of medium-depth peels. It is advisable
to count on oral sedation with benzodiazepines to alleviate anxiety in male patients. Nerve
blocks, intramuscular or intravenous sedation may also be used to reduce pain, but are
usually not necessary.

6.9.4.1
Jessner’s Solution and TCA

Jessner’s solution is applied with sable brushes and one coat is usually enough followed by
35% TCA, which may result in even frosting. In case of areas of unevenness, TCA should
be reapplied carefully. Cold gel pack may be used to relieve the discomfort (Fig. 6.7).

Fig.6.7 Photodamage with actinic keratosis, solar lentigines, and seborrhoeic dermatitis. Although
this patient would preferably benefit from a mid peel with the combination of Jessner’s solution
and 30% TCA, male patients usually prefer to be subjected to multiple light peels even if the
response is not the same. Downtime is always an issue for male patients.
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6.9.4.2
Glycolic Acid and TCA

Glycolic acid is applied to enable the penetration of the 35% TCA into the papillary
dermis. No defatting agent is necessary, as 70% glycolic acid is left on skin for about 2 min
and removed with tap water. A gauze pad with 35% TCA is then applied to the whole area.
Cool packs are also used for pain relief.

6.9.43
Post Peel Phase

Erythema and edema start on the day of the application and the skin becomes brownish and
there is crust formation. The skin becomes very dry and there is mild discomfort due to
skin tightness sensation. The patient is allowed to wash the face and spray water whenever
he feels the skin too dry. Petrolatum jelly (Vaseline®) or water-base lubricant (K-Y® jelly)
can be applied on the skin to reduce dryness. K-Y® jelly is easier during application and
removal; however, it dries out soon. K-Y® jelly may be “reactivated” by spraying water,
though. Vaseline® is more consistent and needs fewer reapplications during the day and
provides better covering. Some male patients tend to find it less pleasant to use. Ointments
with antibiotics may be applied, although there are usually unnecessary.

Do’s

e Do prescribe oral sedation with benzodiazepines to alleviate anxiety during medium-
depth peels in male patients.

e Do indicate K-Y® or Vaseline® to treat the skin dryness during the first days.

e Do observe pruritus complaint. It may be due to contact dermatitis. Any post peel prod-
uct in use should be discontinued.

Don’ts

e Do not continue the use of any petrolatum-based jellies if there is pruritus and acne
formation.
e Do not overuse ointments due to the possibility of acne formation.

Key pointers

e The 50% TCA peel may cause skin texture change and hypopigmentation. The com-
bined use of 35% TCA peels with either Jessner’s solution or glycolic acid as a midpeel
is much less risky.

e Healing may be accelerated by ointment base used since the day of the application of
the peel.

e Some male patients tend to find less pleasant to use Vaseline® than K-Y® as a topical
agent during the post peel phase.
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6.9.5
Deep Peels

Before starting the phenol peel, it is important to hydrate and sedate the patient. The hydra-
tion is usually carried out with a total volume of 2,000 mL of lactated Ringer’s solution
distributed before, during, and after the procedure. Intravenous sedation (fentanyl citrate
and midazolam, for example) is necessary and regional anaesthesia may also be employed
with bupivacaine.

Adequate degreasing with acetone followed by alcohol is necessary in each cosmetic
unit to produce an even peel. The application of phenol is carried out with moist cotton-
tipped applicators. Depending on the severity of the skin alteration, a previous direct appli-
cation onto the very deep wrinkles or acne scars may be undertaken. It is important to
select the adequate frosting for each facial cosmetic unit, which may vary according to the
skin problem. Very damaged areas should be treated more heavily, such as the perioral
area, and the end point should be the gray-white frosting. Other regions, such as the peri-
orbital area or those with moderate skin problems, may be treated with a single coat and
the end point is the white color frosting.

Do’s

e Do ask for blood and cardiac exams and verify the condition of the patient’s liver,
kidney, and heart before the phenol peel.

Do hydrate the patient before, during, and after the phenol peel.

Do extend the ti