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A Stepwise Approach to Melasma
Management and Treatment
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Melasma, an acquired disorder of hyperpigmentation, has long frustrated those it affects and the health
care professionals who attempt to treat it. Its cause is not ¢clear, but exposure to UV radiation (especially
UVA), heat, and visible light all appear to play roles, as do female hormones. Existing treatments lighten the
skin through inhibition of melanin synthesis, reduction of melanin, and disruption of melanin granules.
The authors attended a roundtable discussion group and discussed a therapeutic approach to melasma
in an effort to render analysis and recommendations for its treatment and management. The summary
of discussion and information presented at this meeting is detailed within this article. In general, the
authors opined that, while a variety of monotherapies, including hydroquinone, retincids, and kojic and
azelaic acids, have been used to treat melasma, the best results appear to be obtained with combination
therapy in a program of sun protection and elimination of exogenous estrogens. Other effective adjunc-
tive treatment modalities include microdermabrasion, chemical peels, and laser and light therapies. The
concluding result of their discussion and presentation as presented within this article is a practical step-

wise treatment approach for the treatment of mild, moderate, severe, and resistant melasma.
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MELASMA MANAGEMENT AND TREATMENT

elasma is an acquireéiég disorder of
hyperpigmentation and has been esti-
mated to affect more than 6 million
women in the United States.* it pre-

£ Ehe senits as irregular brown, tan, or gray
macules on sun-exposed skin. It appears most frequently
in women, although approximately 10% ol cases occur
in men. Causative factors associated with melasma are
female hormones (both endogenous and exogenous) and
UV, infrared, and visible radiation. Although melasma
occurs in all skin types, it is most commen in more
deeply pigmented skin, particularly among women of
Hispanic, Asian, and East Indian origin.” 1t occurs most
commonly on the centrofacial area, although it may also
occur in the mandibular area, as well as the {orehead,
nose, neck, and forearms.

Melasma is chronic and relapsing, can be severely dis-
figuring, and may negatively impact one’s quality of life.?
Epidermal melasma, which is limited primarily to the
basal and suprabasal epidermis, is much more amenable
to treatment than dermal melasma, which consisis of
melanin-laden macrophages in the superficial and deep
dermis.>® A mixed type with clinical [eatures of each also
exists. The types may be dilferentiated on the basis of
Wood lamp examination, with only the lesions of epider-
mal melasma accentuated.’

Current treatments for melasma include limiting sun
exposure and laking steps to inhibit melanin synthe-
sis, remove melanin, and disrapt melanin granules.®’
Available topical melasma treatments include hydroqui-
nene (HQ) alone or in combination with tretinoin,
carticosteroids, retinol, glycolic acid, topical kejic acid,
azelaic acid (AzA), licorice exiract, arbutin and mulberry
extract, as well as resorcinol. The authors discussed that
microdermabrasion, chemical peels, and laser and light
sources are [requently used adjunctive procedures that
are employed with topical therapy. Less frequently used
are dermsabrasion and liquid nitrogen.'”

A PROPOSED STEPWISE APPROACH TO
MELASMA MANAGEMENT
The pathogenesis of melasma is not well understeod, and
lack of a standardized system of therapy has frustrated
both patients and physicians. A group of dermatologists
with expertise in the management of melasma and other
skin diseases met in 2006 to discuss their clinical experi-
ences with and relevant data for melasma trearment. The
authors reviewed available data, discussed clinical pat-
terns, and developed a general approach for the manage-
ment of melasma based on their own best practices.

The cansensus [rom the authors is presented in this
article, beginning with recommendations for preventive
measures to be undertaken in all patients with melasma,
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followed by specific additions of Lopical agents and proce-
dures according to the level of melasma severity. Melasma
severity may be quantified using the Melasma Area and
Severity Index, which takes into account melasma area,
amnount of involvement, darkness of melasma, and homo-
geneity of hyperpigmentation.

RECOMMENDATIONS FOR MELASMA

OF ALL LEVELS OF SEVERITY

Sun avoidance and sun protection are of primary impor-
tance in melasma management.*®® Sun  protection
includes avoiding peak solar radiation between 10 AM
and 2 M, modifying outdoor behavior, and wearing a
hat. To optimize sun protection, the authors recomumend
wearing d hat with a 7-cm-wide brim in order to provide
the best facial protection.'®

It is important, however, for individuals with melasma
to understand that they continue to receive damaging
doses of UV, sufficient enough to cause relapse or exacer-
bation, even through glass windows; therefore, sunscreen
must be worn at all times, even when indoors. it was
discussed that movable or permanent UVA shields for car
windows may be an option for patients.

For those who suffer from nonfacial melasma, protec-
tive clothing is essential. Normal clothing may provide a
sun protection [actor (5PF) level between 6 and 15, which
drops 1o less than 5 il the fabric is wet. Sun-protective
clothing lines, fabrics, ar sun-protective laundry aids offer
protection of SPF 30 or higher.*

A broad-spectrum UVA/UVB sunscreen with SPF 30
or higher and long-acting broadband UVA protection
is paramount Lo melasma prevention and - treatment
because sun exposute can result in relapse of successlully
treated melasma 58% Traditional UVB blockers include
p-aminobenzoic acid, salicylates, and cinnamates. Ben-
zophenones (oxybenzone) block UVB and UVA radia-
tion, while dibenzoylmethanes (avobenzone) block UVA
radiation.!! Avobenzone is capable of a high degree of
UVA absorption; however, it is unstable in sunlight.*!
The newest generation of sunscreens addresses the need
for broad-specirum protection and stabilization of active
ingredients. Other technologies add a chemical to pro-
duce photostable avobenzone combined with conven-
tional UVB [ilters.?*!* Other emerging technologies use
fewer chemical sunscreens to provide UVB protection
along with photastable UVA protection. ™

Physical sunscreens, which scatter light, are not con-
sidered as effective as chemical sunscreens at protecting
skir, Moreover, because they consist of inorganic white
particuilates such as titanium dioxide and zinc oxide,
they may be cosmetically unacceptable to patients with
more deeply pigmented skin. If used, the micronized
formulations are preferred." Chemical sunscreens act by




transforming UV energy Lo heat, and there is some evi-
dence that heat may play an important, ﬁnderrecognized
role in the development of melasma. In fact, it is increas-
ingly suggested that all patients with melasma refrain
[rom physical exertion in high temperatures and limit
their exposure to hot ovens and fires if possible.!?

Patient education on proper application of sunscreen is
paramount, and SPF measurement is based on sunscreen
applied at a concentration of 2 mg/cm?. Studies show that
most people apply a layer as thin as 0.5 mg/em?, result-
ing in an SPF significanily lower than what is stated on
the label '®

sunscreen should be applied to the face every morn-
ing, whether it is sunny or overcast. After washing the
face, a thin layer of sunscreen or daily moisturizer with
SPF 30 or higher should be applied and allowed to dry,
followed by a second layer. Sunscreen application should
be repeated every 4 hours and immediately after excessive
perspiration or swimming,

1t is often recommended that patients of childbearing
age refrain from using hormonal forms of birth control
because of their potential ability to trigger melasma.!™
¥ The authors recommend an oral coniraceptive/
hormene replacement therapy consult if germane.
Melasma that occurs during pregnancy typicaily fades
in a few months, but it can become persistent, and
repeaied pregnancies can deepen the pigmentation asso-
ciated with melasma.?

Patient education regarding melasma, its treatment,
exacerbating [actors, and 1he importance of sun protec-
tion is essential for all melasma patients. As has heen
shown to be true for other chronic skin diseases, treat-
ment success depends on the patients commitment
to and understanding of the prescribed regimen. 222
Physician-prescribed ireatment protocols should be
reviewed at each visit to ensure understanding and
maximize compliance.

TREATMENT REGIMEN FOR

MILD MELASMA

Step 1

The Figure illustrates the recommended treatment
regimen for mild, moderate, and severe melasma. The
authors recommend that patients with mild melasma
start on a 3-month course of the currently available
triple-combination (TC) cream that contains HQ 4%,
tretinoin 0.5%, and {luocinolone acetonide 0.01% in
a hydrophilic cream base. This formulation, indicated
for the short-term intermittent treatment of moderate
to severe [acial melasma, has been shown in several
iarge, controlled studies to be effective in reducing
hyperpigmentation in test subjects with moderate to
severe melasma. Treatment with TC cream typically

MELASMA MANAGEMENT AND TREATMENT

includes side effects of mild 10 moderate redness, dry-
ing, peeling, burning, and itching during the first weeks
of treaiment.?>26 ,

The patient should be reevaluated within 1 to
3 months of starting treatment. If the melasma has
cleared, the authors agreed that treatment should be
stopped or tapered and a retinoid should be added to the
protocol of sun protection and sun avoidance. Treatment
compliance should be assessed and the treatment proto-
cof reinforced as required.

Step 2

1f the melastna has not cleared, the authors recommend
that treatment may be continued and either micro-
dermabrasion, adjunctive HQ in the morning, or a mild
glycolic acid or Jessner peel be added to the regimen.
Microdermabrasion has been shown 1o be a useful
adjunct 1o treatment with TC cream because it mechani-
cally helps to remove melanin in the upper dermis and
exfoliates melanophage-packed keratinocytes.? 1f a
chemical peel is used, the authors recommend discon-
tinuing the TC cream for a minimum of 1 to 2 days or
for as many as 7 days belore the peel to limit the pos-
sibility of retinoid-induced skin sensitization decreasing
the [rost threshold. The patient should be reevaluated
within 1 to 3 months.

TREATMENT OF MODERATE MFLASMA
Step 1
The patient should start with TC cream and add one
additional treatment modality, either microdermabrasion,
HQ in the morning, mild glycolic acid, or Jessner solu-
tion peel. The patient should be reevaluated within 1 to
3 months. If the melasma clears, the authors noted to dis-
contitiue any adjunctive treatmenits; taper TC cream; add
a topical retinoid, such as micronized tretinoin 0.04%
or 0.1%, adapalene 0.1%, or tazarotene 0.05% or 0.01%
cream; and continue sun protection and sunscreen.
Retinoids have been demonstrated to mildly lighten
postinflammatory hyperpigmentation (PIH) without sig-
nificantly lightening unaffected surrounding skin, 282
In the treatment of acne, adapalene gel appears to be
uniquely weil toleraied by people with Fitzpatrick skin
type VI In a small exploratory study, adapalene 0.1%
gel data indicated that it was equally as effective as treti-
noin 0.05% cream in the treatment of melasma but with
lewer instances of cutaneous irritation 3!

Step 2

If at the 1- to 3-month follow-up visit the melasma is
betier but not clear, or if the melasma has not responded,
continue the TC cream as well as the additional modality
of one of the following: microdermabrasion, addition of
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can be used, and adjunctive HQ used in the morning at
increased concentrations between 5% and 10%. While
such concentrations are not commercially available in the
United States, they may be compounded extemporane-
ously. The authors noted their consensus that duration of
therapy rather than dosage is more of a factor in increas-
ing the risk for exogenous ochronosis. They do not sup-
port long-term HQ therapy at this dosage, but maintain
that it is safe in the management of resistant melasma.

Another alternative is to continue both creams and add
a localized application of a class I or 11 topical steroid
once daily for 2 1o 3 weeks. If this option is chosen, a
limited amount of the steroid should be prescribed, and
the patient should be carefully instructed in its judicious
use and monitored closely by the physician. In lieu of this
morming/nighttime regimen, other topical regimens that
are potentiaily useful include HQ 5% 10 10%, desonide
0.05% cream, hydrocortisone 2.5%, and ascorbic acid
500 mg, which is available through compounding phar-
maceuticals and may be applied twice daily.

LASER AND LIGHT THERAPIES
Another option [or severe or resistant melasma is the use
of laser and light therapies. Only certain laser and light
devices help melasma; others worsen it. Data to support
the use of these modalities are limited and its judicious
use is recommended.'®? In general, the use of wadi-
tional shori- and long-pulsed, pigmeni-specific lasers has
either a limited role or no role at alf in melasma therapy
because of the risk for PIH in patients with more deeply
pigmented skin and because of the temporary nature of
improvement and high risk for melasma recurrence.

tractional erbium:YAG resurfacing, such as the Fraxel,
may be beneficial * In this study, 10 female patients with
melasma, with Fitzpatrick skin types 111 to V, who were
relractory to previous melasma treatment received 4 to
6 rreatments with the full-face fractional resurfacing laser
av 1- 1o 2-week intervals. Wavelengths of 1535 nm and
1550 nm were both used. Treatment parameters were
6 mj] to 12 m] per microthermal zone with 2000 to
3500 microthermal zones/cm?. The end point was the per-
centage of lightening achieved as compared with the original
pigmentation. Evaluation by 2 physicians found a 75%
lo 100% improvement in 60% (n=6) ol the sample and
less than 25% improvement in 30% (n=3) of the sample,
Patient evaluations were generally similar to thai of the
physicians. One patient had PIH, and no patients developed
hypopigmentation with treatment. Fractional resutfacing
and its long-term efficacy in larger patient populations has
yet to be reported.

Intense pulsed light {IP1) has been used with: some suc-
cess in the treatment of epidermal melastna. 3 Tt should be
reserved [or use in Fitzpatrick skin types I to IV, A slightly
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lower fluence and longer pulse duration than is typically
employed to treat hyperpigmentation should be used to help
prevent the development of PIH. To speed improvement,
IPL. may be useful as an adjuvant to topical therapy®

OTHER PHYSICAL MODALITIES

Spot treatments with liquid nitrogen may be helpful and
is recommended by some authors to be used judiciously
in Fitzpatrick skin types I to HI.

VOL. 22 NG. 2 = FEBRUARY 2009 « Cosmetic Dermatology® 85




MELASMA MANAGEMENT AND TREATMENT

HQ in the morning, or a mild glycolic:or Jessner peel.
Reevaluaie the response in 1 to 3 months.

TREATMENT OF SEVERE MELASMA

Initiate treatment with TC cream and one other treazment
modality, such as morming application of HQ, superficial peel
or microdermabzasion, or laser or light treatment. Reevaiuate

the response within 1 to 3 months and review the treatment
protocal, assess patient compliance, ard answer questions.

QOPTIONS FOR RESISTANT MELASMA
Topical Treatment

The authors recommended several options for the man-
agement of resistant melasma (Table). At night, TC cream

At initial visit, start TC

cream onca daily for

1-3mo

- Begin patient education,
review treatment protocol

Reevaluate at 1-3 mo

- Continue patient education, review
compliance with treatment protocol

If ciear, stop or taper TC cream and

add topical retinoid.

If improved but not clear, continue

TC cream and add 1 other treatinent

modality, such as:

- Microdermabrasion therapy; or

- topical HQ (morning); or

- Mild giycolic or Jessner peel

Atinitial visit, start TC cream
once daily for 1-3 mo

and add 1 other treatment
maodality, such as:

- Microdermabrasion therapy; or
- Tapical HQ {(morning); or

- Mild glycelic or Jessner peel

- Begin patient education,
review treatment protocol

Reevaluate at 1-3 mo

- Continue patient education, review
compliance with treatment protocol

if clear, stop or taper TC cream and

add topical retinoid.

{f improved but not clear, continue

TC cream and add 1 other treatment

modality, such as: :

- Microdermabrasion therapy; or

- Topical HQ {morning); or

- Mild glycalic or Jessner peel

Reevaluate at 3-6 mo

- Continue patient education,
review compliance with
treatment protocol

At initial visit, start TC cream
ance daily for 1-3 mo
and add 1 other treatment
modality, such as:
- Topical HQ{morning); or
- Superficial peel or
microdermabrasion
therapy; or
- kaser or light treatment

- Begin patient education,
review treatment protocol

Reevaluate at 1-3 mo
- Continue patient education, review
compliance with treatment protocol

Reevaluate at 3-6 mo

- Continue patient education,
review compliance with
treatment protocol

if no improvement, continue

TC cream and repeat

1 other treatment modality

and reevaluate within

3-6 mo.

* Encourage sun
avoidance behavior
- Wear broad-britnmed hat
and protective clothing
- Seek shade

« Recommend daily
UVA/UVB sunscreen
- Apply daily SPF 30+
and reapply as needed
(ie, after swiraming,
sweating, or exercise)

= Recommend OC/HRT
consult, if applicable
for female patients

= Discuss and provide
daily skin care regimen
as applicable

Stepwise recommendations for tseating mild, modarate, and severe melasma, Abbreviations: TG, triple-combinatien; HQ, hydroquinone; SPF, sun

protection factor; OC, oral contraceptive; HRT, hormone replac

ement therapy.
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can be used, and adjunctive HQ used in; [he morning at
increased concentrations between 5% and 10%. While
such concentrations are not commercially available in the
United States, they may be compounded extemporane-
ously. The authors noted their consensus that duration of
therapy rather than dosage is more of a factor in increas-
ing the risk [or exogenous ochironosis. They do not sup-
pott long-term HQ therapy at this dosage, but maintain
that it is sale in the management of resistant melasma.

Another alternative is to continue both creams and add
a localized application of a class 1 or 11 topical steroid
once daily for 2 to 3 weeks. If this option is chosen, a
limited amount of the steroid should be prescribed, and
the patient should be carefully instructed in its judicious
use and monitored closely by the physician. In lieu of this
morning/nighttime regimen, other topical regimens that
are potentially useful include HQ 5% to 10%, desonide
0.05% cream, hydrocortisone 2.5%, and ascorbic acid
500 mg, which is available through compounding phar-
maceuticals and may be applied twice daily.

LASER AND LIGHT THERAPIES
Another option for severe or resistant melasma is the use
of laser and light therapies. Only certain laser and light
devices help melasma; others worsen it. Data Lo support
the use of these modalities are limited and its judicicus
use is recommended.'®*3 In general, the use of tradi-
tional short- and long-pulsed, pigment-specific lasers has
either a limited role or no role at all in melasma therapy
because of the risk for PTH in patients with more deeply
pigmented skin and because of the temporary nature of
improvement and high risk [or melasma recurrence.

Fractional erbium:YAG resurfacing, such as the Frazel,
may be benelicial* In this study, 10 female parients with
melasma, with Fitzpatrick skin types 11l to V, who were
refractory 10 previous melasma treatment received 4 to
6 treatments with the full-face fractional reswrfacing laser
ar 1+ to 2-week intervals. Wavelengths of 1535 nm and
1550 nm were both used. Treatment parameters were
6 mj to 12 mJ per microthermal zone with 2000 to
3500 microthermal zones/cm?. The end point was the per-
centage of lightening achieved as compared with the original
pigmentation. Evaluaton by 2 physicians found a 75%
to 100% improvement in 60% (n=6) of the sample and
less than 25% improvement in 30% (m=3) of the sampile.
Patient evaluations were generally similar o that of the
physicians. One patient had PIH, and no patients developed
hypopigmentaton with treatment. Fractional resurfacing
and its long-term efficacy in larger patient populations has
yet 0 be reported.

Intense pulsed light (IPL) has been used with some suc-
cess in the reatment of epidermal melasma.*** 1t should be
reserved for use in Fitzpatrick skin types I to V. A slightly
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. melasma . :
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Abbrewatmns HQ hydroqumﬂne,iPL Intense pulsed Iight, FDA
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lower fluence and longer pulse duradon than is typically
employed to treat hyperpigmentation should be used to help
prevent the development of PIH. To speed improvement,
IPL may be useful as an adjuvant to topical therapy®

OTHER PHYSICAL MODALITIES

Spot treatments with liquid nitrogen may be helplul and
is recommended by some authors to be used judiciously
in Fitzpatrick skin types I to 11
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ADJUNCTIVE TOPICAL THERARIES

FOR MILD, MODERATE, OR

SEVERE MELASMA

A variety of natural skin-lightening agents has been used
with varying degrees of success in meiasma, inclid-
ing kojic acid, arbutin, AzA, vitamin C, and mulberry
extract. ¥ While these products may not prove to be
fully efficacious, they may add some additional depig-
menting activity and may appeal to some patients becatise
the majority are derived from plants and, thus, may be
particularly cosmetically acceptable. Arbutin, obtained
from bearberry leaves, contains a chemnical structure simi-
lar to that of HQ. It is widely used in Japan at concentra-
tions ol 3% and is not toxic to melanocytes.*' Kojic acid,
while effective, is controversial. It has been reinstated in
formulations as a skin lightening agent. It has been shown
to be mutagenic in vitro.* Licorice, the safest and most
widely used pigment-lightening agent, has the lowest
level of adverse events.*! Possessing an excellent safety
profile, AzA can be safely combined with retinoids for an
enhanced skin-lightening elfect; however, it may cause
transient stinging in some patients.*!

In a vehicle-contolled study, 39 patients with melasma
were treated Lwice daily [or 3 months with kojic acid
2% gel on one side of the face and HQ 2% in a similar gel
vehicle on the other side of the face.* Both lormulations
contained glycolic acid 5%. The average overall reduction
in pigmentation intensity was 58% [or the entire group.
Just mote than half (51%) of the subjects responded
equally well to both treatments, whereas 21% of the HQ
group had a greater reduction in pigment intensity. In a
6-momth, open-label, randomized study of 50 Asian
patients with melasma, subjects received either a combina-

“tion of AzA 20% and tretinoin 0.05% cream, or AzA 20%
cream alone.® All subjecis used a broad-spectrum sun-
screen. The median lesion area decreased by 58% in the
AzA monotherapy group and by 65% in the combination
therapy group. Skin lightening was more pronounced and
occurred earlier in the combination therapy group during
the first 3 months of therapy. The combination therapy
group also had a higher rate of excellent results {34.8%) as
compared with the monotherapy group (5.3%).

A standardized extract of French maritime pine bark,
Pinus pinaster, that contains monomeric phenolic com-
pounds and condensed flavonoids was reported on in a
study of 30 women with melasma to decrease both average
pigment area (P<.001) and pigment intensity (P<.001).%
There were no side eflects, no adverse events, and the drug,
taken orally, was well tolerated in this study:

DISCUSSION AND KEY COMMENTARY

The authors noted the importance of treating melasma
in the mild early stages because increasing severity is
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accompanied by increasing treatment difficulty. The com-
bination of retinoids and sunscreen as the cornerstone
of melasma treatment was discussed. Retinoids should
be used for all melasma severities. However, one advisor
nated that the use of tazarotene appeared to worsen the
melasma as some tetinoids are more likely to stimulate
melanosomes. It was noted that this situation cccurred
with tazarotene but not with tretinoin. It was generally
agreed by the authors that adapalene gel is uniquely well
tolerated by African American patients.

There was some discussion regarding the potential use
ol isotretinoin in recalcitrant melasma in sterilized or
postmenopausal patients. However, as this has not been
well studied, it is preferable to use a regimen that will not
require laboratory follow-up.

The authors do not recommend long-term HQ mono-
therapy. However, shared clinical experience with
HQ 2% to 4% suggests that iL is the duration of use rather
than potency that is most relevant to the development of
exogenous ochronosis. It was suggestec that there may
be a genesic predisposition for developing this disorder,
which may partly explain iis relative rarity in the United
States. One advisor noted that exogenous ochronosis may
be more prevalent among Asians.

It was undecided whether spot treatment with HQ
should be advocated versus using it ali over the face.
Some of the authors suggested that the decision 10 use
spot treatment and risk producing halo depigmeniation
versus using it all over the face to achieve lightening
should be decided on the basis of the patients skin tone.

Most authors stated their belief that a topical steroid is
an important componest of TC cream, morning applica-
tions of HQ, peels, ar microdermabrasion in moderate 10
severe melasma. It was of note thai steroids have a direct
eflect on melanogenesis by reducing melanocyte profif-
eration and, alsa, inflammation.

Some of the authors recommended antioxidants to
their patients with melasma whereas others do not. Tt was
generally agreed that either topical or oral antioxidanis
may help in this setting, and thus several of the authors
recornmended its use to their patients.

The authors agreed that adjunctive lightening agents
such as kojic acid and licorice extracts are only minimally
useful in melasma treatment and provide only the poten-
tial for additive effects. One author stated that kojic acid
and vitamin C are useful adjuncts in mild to moderate
melastna but are ineffective in severe melasina. In general,
the authors agreed that these agents are best used as part
of a maintenance program.

It was generally agreed that laser and light therapies
have unpredictable efficacy and that their cost is an
important drawback. Data on treating melasma with laser
and light therapies are limited.




SUMMARY %

Successful melasma treatment depends on Peffective topical
therapy to lighten the hyperpigmented areas and to pre-
vent the development of new ones, as well as the avoidance
of risk factors. The most important of these risk factors are
UV exposure and exogenous female hormones. Melasma
treatment cutcoines are optimized by iniliating treatment
as early as possible when the disease is mild and more
amenable to treatment. Severe or long-established melasma
is much more recalcitrant to treatment.

One of the most effective therapies to date appears to be
topical treatment that combines HQ 4%, tretinoin 0.05%,
and fluccinolone acetonide 0.01% in a cream formulation.
Each component has some skin-lightening activity, but
comparisons of the TC versus any 2 of its components
suggests an additive, perhaps synergistic activity, of the
3 components. If this TC cream alone does not resolve the
condition, other modalities can be added to the topical reg-
imen, such as microderraabrasion, peels, additicnal HQ, or
short-term adjuvant 1opical corticosteroids. Whereas tradi-
tional lasers are generally not recommended, some authors
have [ound that full-face use of fractional resurfacing and
IPL shows some promise in Fitzpatrick skin types I to TV.
A number of topical skin-lightening agents may be used as
adjuncts to the TC cream.

Patient education is essential to successful melasma
managerient. Many patients do not ask for treatnent
because they do not realize that eflective therapies are
available for the disease. The importance of sun protection
and sun avoidance as a cornerstone of successful melasma
management, as well as the correct use of sunscreens
and the need for protection even while indoors, must be
emphasized. In addition, patients must understand the
importance of adherence to their topical regimen.

Ackmowledgment—The authors would like to acknowledge
the meeting was convened and supported financially by
Galderma Laboratories, LP Opinions expressed ai the meel-
ing and highlighted within the article represent the experi-
ences and collective best practices of the authors. Editorial
assistance was provided by Physician Resources, LLC.

REFERENCES
Grimes PE. Melasma. Etiologic and therapeutic considerations.
Arch Dermatol. 1995;131:1453-1457.

2. Gaiderma 5A. Conditions we treat: melasma. hutp:/fwww.galderma
-com/Page.asp?rub=58. Accessed December 3, 2008.

3. Pandya AG, Guevara IL. Disorders of hyperpigmentation. Dermatel
Clin, 2000;18:91-08.

4. Balloishnan R, McMichael A], Camacho FT, et al. Develepment
and validation of a health-related quslity of life instrument for
women with melasma. Br ] Dermatol. 2003;149;572-577.

5. Sanchez NP, Pathzk MA, Sato §, et al. Melasma: a clinical, light
microscopic, ultrastructural, and immuneflluorescence study. ] Am
Acad Dermatol. 1981:4:608-710.

10,

11,

12,

13
14.

15.

16.

17.

18.

19,

24.

27.

8.

29.

30.

3L

MELASMA MANAGEMENT AND TREATMENT

. Gupta AK, Gover MD, Nouri K, et al. The treatmen: of melasma:

a review of clinical trials. ] Am Acad Dermatal. 2006:55:
1048-1065.

- Piamphongsant T. Treatment of melasma: a review with personal

experience. Int | Dermatol. 1968;37:897-903.

. Micelaidou E, Antoniou C, Katsambas AD. Origin, clinical pre-

sentation, and diagnosis of facial hypermelanoses. Dermatol Clin,
2007:25:321-326.

. Renden M, Berneburg M, Arellano 1, er al. Treatment of melasma.

J Am Acad Dermatol. 2006,54(5 suppl 2);:5272-5281.

Journal Watch: Womens Health. Effecrive skin care for wornen.
hupwomens-health jwatch.org/cgi/content/[all/2006/1221/1.
Accessed December 3, 2008,

Diffey BL, Tanner PR, Mans PJ, et al. In vitro assessment of the
broad-spectrum ultraviolet protection of sunscreen products. | Am
Acad Dermatol. 2000:43:1024-1035.

Lim HW, Draelos ZD, Rigel D3, et al. Shedding light on complete
UV-protection. Cosmet Dermatol. 2006;19(suppt 5):3-8.

Data on File, Skillman, N]: OrthoNeutrogena Corporation; 2006,
Callender VD. Acne in ethnic skin: special considerations for
therapy. Dermatol Ther 2004;17:184-195.

Willis 1. Cutaneous heat: a poteruial environmental factor in the
development of melasma. Cosmet Dermatol. 2004;17:387-390.
Walf HC, Stender M, Lock-Andersen J. Sunscreens used at the beach
do not protect against erythema: a new definition of SPF is proposed.
Photodermatol Photoimmunol Photomed. 1997:13:1209-132.

Frignano F, Ortonne JP, Buggiani G, et al. Therapeurical approaches
in melasma. Dermatol Clin. 2007:25:337-342.

Resnik S. Melasma induced by oral contraceptive drugs. JAMA.
1967,199:601-605.

Johnston GA, Sviland &, McLelland J. Melasma of the arms associated
with hormone replacement therapy. Br ] Dermatol. 1998;139:932,

. Scheinfeld N5. Melasma. Skinmed. 2007:6:35-37.
- Draelos ZK, Palient compliance: erhancing clinician abilities and

stralegies. | Am Acad Dermatel. 1995;32(5 pt 3):542-548,

. Woll JE Jr. Medication adherence: a key factor in effective marage-

ment of rosacea. Adv Ther 2001:18:272-281.

. Taylor 5C, Torol H, Jones T, et al. Efficacy and salety of a new triple-

combination agent for the treameni of facial melasma. Cutis.
2003;72:67-72.

Grimes B, Kelly AR, Torok H, et al. Community-based trial of a
triple-combination agent for the treatment of lacial melasma. Cuis.
2008;77:177-184.

. Torok H, Taylor 5, Baumann L, el al, A large 12-month extension

study of an B-week trial to evaluate the salety and efficacy of triple
combination (TC) cream in melasma patiens previously reated
with TC cream or one of its dyads. | Drugs Dermaiol. 20054
592-597.

Torok HM, Jones T, Rich B et al. Hydroquinone 4%, iretinoin 0.05%,
{laocinolone aceronide 0.01%: o safe and efficacious 12-month
treatmnent for melasma. Cutis. 2005;75:57-62.

Roberts WE. Long-term results of microdermabrasion and triple-
combination melasma therapy. Poster presented a1 62nd Annual
Meeting of the American Academy of Dermaiology; February 6-11,
2004; Washington, DC.

Bulengo-Ranshy SM, Grifliths CE, Kimbrough-Green CK, et al.
Topical tretinoin (retincic acid) therapy for hyperpigmenied
tesions caused by inflammaticn of the skin in black patents, New
Engl ] Med. 1993;328:1438-1443,

Grimes F, Callender V. Tazarotene cream for postinflammatary
hyperpigmentation and acne vulgaris in darker skin: a double-blind,
rarlomized, vehicle-controlled study. Cutis. 2006;77:45-50.

Jacyle WK, Mpolu B Adapalene gel 0.1% for topical weatment of
acne vulgaris in African pattents. Cutis. 2001;68(suppl 4):48-54.
Dogra 5, Kanwar A, Parsad D. Adapalene in the tesumnent of
melasma: a preliminary report. J Dermatol. 2002;29:539-540.

VOL. 22 NO. 2 = FEBRUARY 2009 » Cosmetic Dermatology® 87




MELASMA MANAGEMENT AND TREATMENT

32

33

34.

35.

36.

37,

38.

Taylor CR, Anderson RR. ineffective treatment ol refractory
melasma and postinflammatory hyperpigmentl"é"iiion by Q-swirched
tuby laser. J Dermatol Surg Oncol. 1994;20:592-557.

Manaloto RM, Alster T. Erbium:YAG laser resurfacing for refracrory
melasma. Dermatol Surg. 1999,25:121-123.

Reldhsar CI, Fitepatrick RE. The treatment of melasma with fractional
photothermotysis: a pilot study. Dermatol Surg. 2005,31:1643-1630.
Moreno Arias GA, Ferrando J. Intense pulsed light for melanocyric
lestons. Dermatol Surg. 2001;27:397-400.

Wang CC, Hui CY, Sue YM, et al. lntense pulsed light for the
treatment of refractory melasma in Asian persons. Dermatol Surg.
2004,30:1196-1206.

Rendon MI. Ulilizing combination therapy to optimize melasma
cutcemes. | Drugs Dermatol. 2004;3{suppi 5):527-534.

Lim JT. Treatment of melasma using kojic acid in a gel containing
hydroguinone and glycolic acid. Dermatol Surg. 1999,25:282-284.

88 Cosmetic Dermatology® « FEBRUARY 2009 » VOL. 22 NO. 2

38,

40.

41.

42.

43.

44.

Espinal-Perez LE, Moncada B, Castanedo-Cazares JE A double-
blind randomized trial of 5% ascorbic acid vs. 4% hydroguinone
in melasma. Int J Dermatol. 2004,43:604-607.

Huh CH, Sec Kl, Park JY, et al. A randomized, double-blind,
placebo-controlled trial of vitamin C iontophoresis in melasma.
Dermatology. 2003;206:316-320.

Draelos ZD. Skin lightening preparations and the hydroquinane
contreversy. Dermatol Ther 2007;20:308-313.

Garcia A, Fulton JE Jr. The combination of glycolic acid and hydro-
quinone or kojic acid for the wreaument of melasma and related
conditions. Dermatol Surg. 199622443447

Graupe K, Verallo-Rowell VM, Verallo ¥, et al. Combined use of
20% azelaic acid cream and 0.05% tretinoin cream in the topical
treatment of melasma. | Dermatol Trrat. 1996;7:235-237,

M Z, Mu Y, Gulai O, Treatment of melasima with Pycnogenol,
Phytother Res. 2002;16:567-571. B




