
INDICATIONS AND USAGE
For Dermatologic Use: Salex™ Lotion is a topical
aid in the removal of excessive keratin in hyperker-
atotic skin disorders, including verrucae, and the
various ichthyoses (vulgaris, sex-linked and lamel-
lar), keratosis palmaris and plantaris, keratosis
pilaris, pityriasis rubra pilaris, and psoriasis
(including body, scalp, palms and soles). 

For Podiatric Use: Salex™ Lotion is a topical aid in
the removal of excessive keratin on dorsal and
plantar hyperkeratotic lesions. Topical prepara-
tions of 6% salicylic acid have been reported to be
useful adjunctive therapy for verrucae plantares. 

CONTRAINDICATIONS
Salex™ Lotion should not be used in any patient
known to be sensitive to salicylic acid or any other
listed ingredients. Salex™ Lotion should not be
used in children under 2 years of age.

WARNINGS
Prolonged use over large areas, especially in chil-
dren and those patients with significant renal or
hepatic impairment, could result in salicylism.
Concomitant use of other drugs which may con-
tribute to elevated serum salicylate levels should
be avoided where the potential for toxicity is pres-
ent. In children under 12 years of age and those
patients with renal or hepatic impairment, the area
to be treated should be limited and the patient
monitored closely for signs of salicylate toxicity:
nausea, vomiting, dizziness, loss of hearing, tinni-
tus, lethargy, hyperpnea, diarrhea, and psychic
disturbances. In the event of salicylic acid toxicity,
the use of Salex™ Lotion should be discontinued.
Fluids should be administered to promote urinary
excretion. Treatment with sodium bicarbonate
(oral or intravenous) should be instituted as
appropriate.

Due to potential risk of developing Reye’s syn-
drome, salicylate products should not be used in
children and teenagers with varicella or influenza,
unless directed by a physician.

PRECAUTIONS
For external use only. Avoid contact with eyes and
other mucous membranes.

DRUG INTERACTIONS
The following interactions are from a published
review and include reports concerning both oral
and topical salicylate administration. The relation-
ship of these interactions to the use of Salex™
Lotion is not known.

I. Due to the competition of salicylate with
other drugs for binding to serum albumin the
following drug interactions may occur:

DRUG DESCRIPTION OF 
INTERACTION

Sulfonylureas Hypoglycemia potentiated. 

Methotrexate Decreases tubular reabsorption;
clinical toxicity from 
ethotrexate can result.

Oral Anticoagulants Increased bleeding.

II. Drugs changing salicylate levels by altering
renal tubular reabsorption:

DRUG DESCRIPTION OF 
INTERACTION

Corticosteroids Decreases plasma salicylate 
level; tapering doses of 
steroids may promote 
salicylism.

Acidifying Agents Increases plasma salicylate
level. 

Alkanizing Agents Decreased plasma salicylate 
levels. 

III. Drugs with complicated interactions with
salicylates:

DRUG DESCRIPTION OF 
INTERACTION

Heparin Salicylate decreases platelet 
adhesiveness and interferes 
with hemostasis in heparin-
treated patients.

Pyrazinamide Inhibits pyrazinamide-
induced hyperuricemia.

Uricosuric Agents Effect of probenemide, 
sulfinpyrazone and 
phenylbutazone inhibited.

The following alterations of laboratory tests have been report-
ed during salicylate therapy:

LABORATORY TESTS EFFECT OF SALICYLATES

Thyroid Function Decreased PBI; increased 
T3 uptake.

Urinary Sugar False negative with glucose 
oxidase; false positive with 
Clinitest with high-dose
salicylate therapy (2-5g q.d.).

5-Hydroxyindole False negative with
acetic acid fluorometric test.

Acetone, ketone False positive FeCl3 in 
bodies Gerhardt reaction; red color 

persists with boiling.

17-OH corticosteroids False reduced values with 
> 4.8g q.d. salicylate.

Vanilmandelic acid False reduced values.

Uric acid May increase or decrease 
depending on dose.

Prothrombin Decreased levels; slightly 
increased prothrombin time.

Pregnancy (Category C): Salicylic acid
has been shown to be teratogenic in rats and mon-
keys. It is difficult to extrapolate from oral doses of
acetylsalicylic acid used in these studies to topical
administration as the oral dose to monkeys may
represent six times the maximal daily human dose
of salicylic acid when applied topically over a large
body surface. There are no adequate and well-con-
trolled studies in pregnant women. Salex™ Lotion
should be used during pregnancy only if the poten-
tial benefit justifies the potential risk to the fetus.

Nursing Mothers: Because of the potential
for serious adverse reactions in nursing infants
from the mother’s use of Salex™ Lotion, a decision
should be made whether to discontinue nursing or
to discontinue the drug, taking into account the
importance of the drug to the mother.

Carcinogenesis, Mutagenesis,
Impairment of Fertility: No data are
available concerning potential carcinogenic or
reproductive effects of Salex™ Lotion. It has been
shown to lack mutagenic potential in the Ames
Salmonella test.

ADVERSE REACTIONS
Excessive erythema and scaling conceivably could
result from use on open skin lesions.

OVERDOSAGE
See Warnings.

DOSAGE AND ADMINISTRATION
The preferable method of use is to apply Salex™
Lotion thoroughly to the affected area and occlude
the area at night. Preferably, the skin should be
hydrated for at least five minutes prior to applica-
tion. The medication is washed off in the morning
and if excessive drying and/or irritation is
observed a bland cream or lotion may be applied.
Once clearing is apparent, the occasional use of
Salex™ Lotion will usually maintain the remission.
In those areas where occlusion is difficult or
impossible, application may be made more fre-
quently; hydration by wet packs or baths prior to
application apparently enhances the effect. Unless
hands are being treated, hands should be rinsed
thoroughly after application.

HOW SUPPLIED
Salex™ Lotion is available in 14 fl oz (414 ml) 
(NDC 0064-4011-14) bottles. 

Store at controlled room temperature 
20° - 25°C (68° - 77°F). Do not freeze.

Marketed by:
Coria Laboratories, Ltd.
Fort Worth, TX 76107
1-800-441-8227

Manufactured by:
DPT Laboratories, Ltd.
San Antonio, TX 78215

PATENT NO. 6,709,663

REORDER NO. Salex™ Lotion: 0064-4011-14 
14 fl oz (414 ml) 

Salex is a trademark of Healthpoint, Ltd. 

137077-0205

Salex™ (6% Salicylic Acid) Lotion
Rx Only 
FOR TOPICAL USE ONLY. NOT FOR OPHTHALMIC, ORAL OR INTRAVAGINAL USE.
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If you ask
patients not
just why

they came but
why they came
now, you’ll of-
ten find that a
third party was
i n v o l v e d .

Whatever is wrong may have been there
for some time, raising no concern in the
patient’s mind until someone else stared at
it and warned, “You’d better get that tak-
en care of !”

Now and then this is a colleague. In that
case, I can write a letter acknowledging
the referral:

Dear Chip,
Thanks so much for referring Mr. Halsey
Gribness. I assured him that his red spot
is not Lyme disease, adding that whatev-
er bit him had more legs than he does. His
honeymoon safari to Ecuador sounds spe-
cial. Mrs. Gribness is recovering nicely. I
simply can’t thank you enough for allow-
ing me to participate in the care of this
most pleasant gentleman.

Collegially . . .

Far more often, though, no doctor
played any role in encouraging the patient
to show up; other, nonmedical sources did
the job. 

I would love to send notes acknowl-
edging their referrals, too, but most of the
time I don’t know how to reach them. I
will therefore devote my next two
columns to thanking these referrers. I as-
sume they subscribe to SKIN & ALLERGY

NEWS. If they don’t, they should.

Dear Parent/Significant Other:
Helping someone near and dear to over-
come inertia takes resolute encourage-
ment; the technical term for this is “nag-
ging.” Without your efforts, Ken might
never have shown me that mole, and the
thing on Jen’s nose would have just kept
on getting bigger.

Special thanks to the women among
you, because you take the responsibility
for health matters that your men secretly
rely on while pretending to be annoyed. 

Telling Stanley, “If you don’t have that
brown spot looked at, don’t come home
for Thanksgiving,” was a bit strong, but
love’s got to be tough sometimes. 

Keep up that resolute encouragement!

U N D E R M Y S K I N

B Y  A L A N  
R O C K O F F, M . D.

Referral Notes to Nonphysicians
Dear Patient’s Coworker:
Now that the water cooler has been re-
placed by the Intranet and instant mes-
saging, you have so many more opportu-
nities to share diagnostic and therapeutic
advice. To tell the truth, I don’t think I
would discuss with my wife half the things
my patients seem to have kicked around
with the whole human resources depart-
ment. You guys really know a lot! You’ve
seen cases just like Bill’s, recommended
treatments you’re sure are bound to work
for rashes like Jill’s, seen how things end-
ed (usually badly) when growths like Phil’s
weren’t taken care of in time.

Of course you don’t even have to actu-
ally say anything to generate a visit to my
office. Staring at the warts on Syl’s hands
as she typed at the adjacent keyboard, all
the while maintaining a tactful silence, did
the trick. So did squirming as Will
scratched at the board meeting.

Keep those referrals coming!

Dear Hairdresser:
You guys and gals have a unique perspec-
tive—you stand over people and look
down at a part of the body that is impor-
tant but seldom seen. So when you say,

“Mabel, you’re really thinning out, I can
see your scalp!” you get her attention. You
pick up cases of psoriasis and alopecia peo-
ple didn’t know they had and spot moles
they didn’t know were there. You have
great moral authority, too. If Hermione is
wavering, telling her there is no way you’ll
take responsibility for putting a chemical
color on that until a doctor says it’s OK
sends her right over to me.

If I had any hair, I would thank you in
person.

Dear Magnifying Mirror:
Just when failing close-up vision threatens
to make my patients ignore those minor
imperfections, you step in to save the day.
I looked at myself in one of you recent-
ly—scary! My pores looked like the far side
of the moon, and the mottling under my
eyes reminded me of potato blight. I’d
consult myself if I could get a referral.

To be continued ... ■

DR. ALAN ROCKOFF practices dermatology in

Brookline, Mass. To respond to this column,

write Dr. Rockoff at our editorial offices or 

e-mail him at sknews@elsevier.com.

Well-Rounded Residency Is Enough
Dr. Carlos Garcia’s claim that a Mohs fel-
lowship is required to perform Mohs mi-
crographic surgery competently is flawed
(“Should only fellowship-trained derma-
tologic surgeons perform Mohs surgery?”
Pro & Con, May 2005, p. 12).

It is true that a cardiothoracic surgeon
is more skilled and experienced than a gen-
eral surgeon in doing bypass surgeries. But
this is merely a reflection of the general
surgeon’s lack of training and necessary
exposure during a general surgery resi-
dency to matters of the heart. In their
quest for a well-rounded exposure to all
the organs. General surgeons are unlikely
to concentrate on a specific one during a
standard residency.

In contrast, dermatologists spend their
entire residency studying, analyzing, cut-
ting, and repairing only one organ. Any
standard residency program well rounded
in surgical dermatology and pathology
would likely exceed the numerical re-
quirements of the American College of
Mohs Micrographic Surgery. I exceeded
those numbers midway through my sec-
ond year of residency. “Complex” cases in
all locations of the face with challenging
repairs were part of the daily regimen at
our Veterans Affairs hospital in Miami.
Likewise, skin oncologic pathology train-
ing is usually well exceeded in derm resi-
dencies so dermatologic surgeons should
be very skilled in detecting cancer as pre-
sented in Mohs frozen sections. Perhaps
Mohs fellowships should be reserved for
those residents who do not get sufficient
training in either of these two basic skills. 

At this pace, soon some clinicians who
don’t do surgery will suggest that those of
us who do ought to complete fellowships
in “clinically detecting skin cancer” be-

cause maybe that is a skill we don’t suffi-
ciently master in a residency program.
Maybe I should quit treating the thousands
of pediatric patients in my practice be-
cause I lack a pediatric dermatology fel-
lowship.

Dr. Garcia also is concerned that patient
care would be sacrificed by non–fellow-
ship-trained dermatologists weeding out
“complex” cases. I have referred a limited
selection of difficult cases, usually to an
oculoplastic surgeon who is more adept at
repairing complex ocular defects. Dealing
with eye-repair issues is what they have
done in residency all along. I think that ex-
ceeds rather than “sacrifices” care. I have
examined the repair work of some fel-
lowship-trained Mohs surgeons and I
wished they would have done the same. 

In my experience, the self-preserving ad-
vocacy of preferred status regarding who
should clear the margins in a given patient
is financially motivated. At least in our re-
gion, Mohs surgeons’ stronghold on the
referral business has been hurt by those of
us who do Mohs on our own patients, and
the trends toward this practice is alarming
to them. In fairness, maybe those of us
who defend our right to operate on our
patients also are, in part, financially moti-
vated. However, continuity of care is an as-
pect of our patient care that is vastly un-
derrated. Usually, an established patient is
grateful to have the doctor who is famil-
iar with the problem deliver the ultimate
treatment. Special thanks and recognition
should be given to the pioneers of this
great procedure, and we should remember
that they themselves were not “fellow-
ship” trained either.

Francisco Flores, M.D.

Hollywood, Fla.

Dr. Garcia declined to respond.
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