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Sir,
Q-Switched Nd-YAG laser (SPECTRA: LUTRONIC) 
has revolutionised the treatment of pigmentary lesions, 
which otherwise do not respond to medical line of 
treatment. In spite of its versatile applications, there 
is often a fear of post-inflammatory depigmentation 
(PID) especially in Fitzpatrick skin types 3-6. We would 
like to share our experience of treating two cases of 
post–Q-switched Nd-YAG laser depigmentation with 
65% trichloroacetic acid (TCA) with complete re-
pigmentation.

A 27-year-old male patient was started on Q-switched 
1064 nm-Nd YAG laser for Nevus of Ota with energy 
of 6-8.6 J and 3-6 mm spot size. The laser therapy was 
continued with an interval of 6 weeks between each 
session. After 15 sessions, the patient developed PID 
[Figure 1a]. Patient was initially treated with excimer laser 
for 10-15 sessions with no re-pigmentation. He was then 
treated with 65% TCA. Degreasing with soap and water 
was done, all depigmented macules were marked within 
1 cm2 area and 65% TCA was applied using toothpick. 
Frosting was seen in 10-15 s. It was done in five sessions 
in divided areas. Sunscreen was advised. Complete re-
pigmentation was seen in 2-4 weeks [Figure 1b]. The 
patient is currently under follow up and re-pigmentation 
is maintained even after 6 months [Figure 1c]. We came 

across yet another case of post–Nd-YAG depigmentation 
in a 17-year-old female treated for facial rejuvenation and 
skin lightening with energy of 1.6-2 J, 8 mm spot size 
and three passes for 10 sessions. After second session 
she developed PID [Figure 2a]. She was treated with 
65% TCA and the procedure was carried out similarly. 
Few areas of complete re-pigmentation and crusting 
were seen in 2 weeks [Figure 2b]. The re-pigmentation 
is maintained even after 3 months [Figure 2c].

While some of the hyperpigmented lesions such as 
melasma and post-inflammatory hyperpigmentation 
have no satisfactory medical management; other 
lesions like Nevus of Ota do not respond to medical 
management at all. The past decade has developed new 
systems that are more effective in treating pigmentary 
lesions such as Q-switched lasers.[1]

Transient complications include immediate erythema, 
physical urticaria, acneiform eruption, petechiae, whitening 
of fine hair and rebound hyperpigmentation. Complications, 
which need stopping the laser therapy, include mottled 
hypo- and hyperpigmentation, leukoderma, severe 
urticaria, severe acneiform eruption and herpes simplex 
activation.[2] It is often stated that PID is difficult to treat 
and may persist for weeks to months or years. It requires 
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Figure 1: (a) Patient with Nevus of Ota with mottled 
depigmentation following 15 sessions of Q-switched Nd 
YAG laser (b) Complete repigmentation following treatment 
with 65% trichloroacetic acid after 4 weeks (c) Complete 
repigmentation persistant at 6 months
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Figure 2: (a) Patient treated for facial rejuvenation showing 
mottled depigmenattion following 2 sessions of Q-switched 
Nd YAG laser (b) Few areas of crusting and complete 
repigmentation following treatment with 65% trichloroacetic 
acid after 2 weeks (c) Complete repigmentation persistant at 
3 months
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cessation of treatment for a period of 2-3 months, which 
may be treated with phototherapy.[3] However, the exact 
incidence of PID as a side effect is not known.

Post-inflammatory hyperpigmentation is a very common 
complication with TCA in patients with skin type 3-6.[4] 
We used TCA to treat depigmentation as it is well known 
to produce side effect of hyperpigmentation. TCA is 
simple, cost effective and can produce cosmetically 
acceptable results when complications such as mottled 
depigmentation are encountered. Hence by these 
simple techniques of handling the complications, use of 
Q-switched lasers can be encouraged.
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Sir,
We read with interest the study of Puri et al.,[1] and we 
would like to point out certain facts, coupled with our 
experience regarding the use of lasers in melasma.[2-4] 
This is relevant as recent expert reviews [4,5] have cast a 
doubt on the use of lasers in melasma.

The variation in results due to the use of the 
subjective MASI scores in favour of the better and 
objective Mexameter reading assessment is crucial to 
interpretation of results.[3] The evaluation using MASI 
even by clinical photographs is not reliable, which is 
mirrored by the images depicted in the study, and do 
not depict the profound improvement noted by the 
authors.[1] Also the pigment in the epidermis alters the 
laser physics dynamics specially in pigmented skin 
accounting for the variable results.[2] The pigment in 
melasma is not homogeneous either in distribution 
or depth[3] and it is difficult to understand how the 
authors ensured that the two groups had a similar type 
of melasma (epidermal/dermal or mixed). It would 
also have been informative to know at which sitting 
the improvement in melasma was noted. Also the 
duration of melasma prior to initiation of treatment 
is a determinant in results in melasma, which is not 
mentioned in the study. A more crucial and relevant 

aspect is seasonal variation, which has been highlighted 
by a previous study[3] wherein to account for the 
spontaneous improvement of melasma that is usually 
observed during autumn and winter months, all the 
patients were included at the end of winter season and 
a final visit was scheduled after the summer, at least 
2 months after the last treatment in melasma. Thus 
probably a split-face trial design is ideal for meaningful 
melasma studies.

All the lasers tried for melasma, including the 
pigment-specific lasers (Q-switched, long-pulsed 
lasers and IPL), ablative lasers (Er: YAG) and fractional 
lasers have had indifferent results [Table 1]. Transient 
results have been seen for the epidermal subtype, but 
dermal melasma and the mixed type, which constitute 
the majority of patients in pigmented skin are difficult 
to treat.[6,7] “Laser toning” involves the use of large spot 
size, and a low-fluence, QS 1064-nm Nd: YAG laser 
(6- to 8-mm spot size, 1.6-2.3 J/cm2) requires a fairer 
skin types,[7] a large spot size and can lead to mottled 
de-pigmentation.

Though peels have been touted as an useful intervention 
it is a universal “practical” experience that without 
triple combination (TC) creams the results are not great, 

Lasers are not Effective for Melasma in Darkly  
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