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Background:  
Rosacea is a common dermatologic condition that affects the face with a variety of clinical 
presentations, predominantly involving the centrofacial skin. While most commonly seen in adults of 
Northern European descent, rosacea can affect males and females of all ethnicities and skin types.  
Although there are no studies that have established the prevalence of rosacea among American 
Indian/Alaskan Natives, according to diagnostic information from the IHS National Data Warehouse, 
rosacea remains a common diagnosis at IHS facilities. The most common subtypes of rosacea 
include erythematotelangiectatic rosacea (ETR), papulopustular rosacea (PPR), phymatous rosacea 
and ocular rosacea. It is important to note that the rosacea subtypes are not mutually exclusive and 
it is not uncommon to have overlapping clinical features. 
 

Following the clinical and pharmacoeconomic review of the treatment of rosacea at the 2022 
Summer Meeting, the NPTC voted to MODIFY metronidazole (currently named to the IHS National 
Core Formulary) to read “metronidazole, oral” and to ADD (1) metronidazole, topical and (2) 
sunscreen, SPF ≥ 30 to the IHS National Core Formulary.   
 

Discussion:  
Any rosacea patient should be initially counseled on the importance of gentle skin care, avoidance of 
known triggers/aggravating factors associated with rosacea, and the use of a daily sunscreen with 
an SPF ≥ 30. Doxycycline and topical metronidazole remain the initial first-line treatments for 
rosacea and can be used solely or in combination depending on the severity of symptoms or the 
patient need for rapid response. Submicrobial dosing with doxycycline at 20 mg orally twice daily has 
been shown to be as effective for PPR as antimicrobial dosing without the untoward effects of 
modifying the microbiome. Azithromycin, clarithromycin, metronidazole, and minocycline serve as 
alternatives to doxycycline in cases of adverse effects of gastrointestinal upset, photosensitivity, 
and/or esophagitis. Erythromycin is advocated as a systemic alternative in the management of 
rosacea during pregnancy.      
 

Vasoconstrictive topical agents (e.g., brimonidine, oxymetazoline) are used to reduce the erythema 
seen in ETR but their effects are temporary, which can also lead to rebound erythema and they have 
no effect on the papulopustular component of rosacea. Other topicals, such as azelaic acid, 
clindamycin/benzoyl peroxide gel, ivermectin, minocycline, permethrin cream, sulfacetamide and 
tacrolimus ointment have been demonstrated to improve PPR but have limited effectiveness in the 
management of ETR and phymatous rosacea. Isotretinoin has been used in the management of 
severe rosacea and early phymatous rosacea but the use of isotretinoin requires familiarity with the 
various side effects of isotretinoin and the enrollment of the clinician in the I-PLEDGE program prior 
to its use.      
 

Rosacea patients who do not respond to combination therapy in the first 1-2 months of treatment, 
have ocular symptoms that do not respond to oral antibiotics, and have worsening and/or 
moderate/severe rhinophymatous changes should be referred to a dermatologist for further 
management (e.g., isotretinoin, laser treatment, and/or surgical management). Those with severe 
ocular symptoms should be referred to ophthalmology.   
 

The use of sunscreen helps protects against UV radiation which is a trigger for rosacea and an 
aggravating factor during flares. Additionally, long-term UV exposure may potentiate dermal matrix 
damage, making the vascular changes seen in rosacea permanent. Finally, sunscreen use has 
broader applications for affecting other photoaggravated dermatologic conditions and reducing the 
risk of skin cancer. Specification of at least an SPF 30 is based on the exponential increase in 
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erythemal radiation filtered up to SPF 30 and the percentage of UV blockage basically levels off 
above SPF 30.   
 

Findings:  
The IHS National Core Formulary currently includes azithromycin, doxycycline and erythromycin as 
systemic agents that can be used in the management of rosacea. Clindamycin/benzoyl peroxide gel, 
permethrin cream and tacrolimus ointment are available as alternative topical treatments on the IHS 
National Core Formulary and may be used as monotherapy or be combined with oral antibiotics in  
the management of moderate/severe rosacea. While topical azelaic acid appears to be more 
effective than topical metronidazole, the selection of topical metronidazole for inclusion is based on a 

cost-benefit analysis as well as the decreased likelihood of skin irritation. The addition of SPF  30 
sunscreen is warranted to reduce the impact of UV radiation on acute flares and permanent vascular 
changes related to rosacea. Other topicals such as ivermectin, minocycline, and sulfacetamide-sulfur 
have not been demonstrated to have a much more significant impact on rosacea then what is 
currently named to the IHS National Core Formulary.   
 

If you have any questions regarding this document, please contact the NPTC at 
IHSNPTC1@ihs.gov. For more information about the NPTC, please visit the NPTC website. 
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