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with the fractional Q-switched ruby laser being the 
latest technology with a potential use in pigmented 
lesions[12] [Figure 1, Table 1]. The litany of studies and 
the use of combination lasers,[5,6,7,8,11] even in type 1/2 
skin, who have a better response than our skin types, 
points to the lack of an effective tool for amelioration 
of dermal melanocytosis. We should also remember 
that subjective quartile scoring is not the crucible 
by which patients judge the results especially when 
they have to pay for the modality. We can offer at 
best a modality that is probably safe and can provide 
reasonable improvement in our skin type. When this 
is at a no-cost, as it is in ours and probably the authors 
institution, it may not be an issue, but when monetary 
considerations are at play, it might not be preferred by 
the patient. The issue of recurrence notwithstanding  
(0.9–5% at 3–4 years), probably the best available 
laser is QS ruby laser[2] [Figure 1]. The recent use of 
fractional ruby laser (Ascepelion, Germany), is a tacit 
admission that we are yet to discover an “effective 
laser” intervention with “objective” improvement for 
Nevus of Ota in Indian skin. The patient, especially 
in pigmented skin, should be given a realistic end 
point to avoid disappointment with the present 
Q switched lasers technology. Also, an objective 
parameter of assessment of response will go a long 
way in evidence-based analysis of data than the 
subjective “quartile” system of improvement.
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Authors’ reply

Sir,
We thank the authors[1] who have shown interest in our 
study entitled “1064 nm Q Switched Nd: YAG Laser 
treatment of Nevus of Ota: An Indian open label prospective 
study of 50 patients.”[2] We would like to answer the queries 
put forth by the authors in the letter to the editor.

The quartile scoring system has been used previously 
in many studies. All of us are well aware that an 
objective scoring system has clear advantages over a 
subjective scoring system. A scoring system similar 
to the MASI score, which is used for melasma, would 
have been better for evaluating the improvement 
in Nevus of Ota. But, even after the drawbacks of 
the quartile score, it has been used widely in many 
previous studies and hence was also used by us.

We have shown percentage improvement versus 
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number of sessions in Table 1. It is a good suggestion 
that Pearsons coefficient of correlation could have 
been used. The results with bilateral Nevus of Ota 
have been included separately in the discussion. We 
did not exclude these patients in Table 1 due to a less 
number of overall cases. Moreover, in the materials 
and methods section, the goal was to continue 
treatment sessions till complete improvement or 
15 sessions, but 36/50 patients did not achieve this 
goal at the time of evaluation. However, we had 
included patients who had completed a minimum 
of five sessions. When we compare the number 
of sessions versus, improvement what we want to 
emphasise is that there is no added advantage after 10 
sessions, although the number of patients to support 
this inference are few in our study.

A Mexameter/Derma Spectrometer would have been 
better to determine the color change in Nevus in Ota, 
which was not available with us, and hence we were 
unable to include this in our study design. Because 
we had no patient with Type I/II skin, we could not 
comment that the response is faster in the type I/II skin 
type. The results in type IV-VI skin are inferior when 
compared with type I/II skin.

We still would like to say that despite the low overall 
improvement rates, 1064 nm Q Switched Nd: YAG 
Laser is a safe, easy and effective treatment modality 
for Nevus of Ota. We acknowledge your suggestion 
that combination lasers (QS 532-nm Nd: YAG laser 
with QS 1,064-nm Nd: YAG laser and an ablative laser 
followed by the QS ruby laser) would have been better 
and would like to try the same in the future. Use of 
QS ruby laser in Nevus of Ota in Indian patients is an 
alternative option worthy of trial.

There is a definite risk of recurrence after laser 
treatment. The point that QS Nd: YAG laser is a safe 
modality and provides reasonable improvement is true 
where there is no monetary consideration. But, where 
money is a factor, the benefit versus cost of treatment 
must be taken into consideration.
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Is cholinergic urticaria a seasonal 
disorder in some patients?

Sir,
Cholinergic urticaria and pruritus are forms of a 
physical urticaria whose symptoms are primarily 
induced by heat.[1] The lesions usually appear as 
itch, often accompanied by small, punctate, pruritic 
wheals 1–5 mm in diameter with a surrounding flare. 
Cholinergic urticaria is not recognized to be a seasonal 
disorder. We studied our records to verify our impression 
that many patients have the disease in winter.

Records of all patients with cholinergic urticaria and 
pruritus seen by us in one calendar year between 
November 2008 and November 2009 at the All India 
Institute of Medical Sciences, New Delhi, were 
analyzed. The mean daily temperature in New Delhi 
ranges from 29 to 33°C from April to September and 
from 14 to 26°C from October to March.[2]

The diagnosis was based on a history of itch and/or wheals 
triggered by cholinergic stimuli (exercise, heat exposure, 
emotional stress and eating spicy food). An exercise 
test was performed in all patients; antihistamines were 
stopped at least 2 days before the test.

There were 23 males and one female, whose ages 
ranged from 16 to 32 years. The duration of disease 
ranged from 2 months to 10 years. Thirteen patients 
complained of itch and wheals after cholinergic 
stimulus, while 11 patients complained of pruritus 
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