
Letter to the Editor

449Indian Journal of Dermatology, Venereology and Leprology | Volume 86 | Issue 4 | July-August 2020

Subungual abscess treated by decompression 
using a CO2 laser

Sir,
Paronychia is a common infection of the tissue surrounding 
the nail. One of the most commonest pathogens causing 
paronychia is Staphylococcus  aureus.1 However, recent 
studies have shown that Staphylococcus lugdunensis, a normal 
skin bacterium that had been considered a non‑pathogenic 
organism, can induce skin and soft tissue infection, such 
as paronychia.2‑4 In this study, we present a rare case of a 
subungual abscess caused by S.  lugdunensis along with its 
dermoscopic findings, which was successfully treated with 
decompression using a CO2 laser.

A 72‑year‑old man presented with throbbing pain in the right 
distal thumbnail, which was persistent since 3 days. There 
was a yellow discoloration in the proximal nail bed with 
distal onycholysis. Periungual erythema or swelling was 
not prominent [Figure 1]. On dermoscopic examination, we 
observed a yellowish structureless pattern, which suggested 
pus‑like material under the proximal nail plate  [Figure  2]. 
A week prior to the visit, the patient had a fall during which 
he attempted to catch himself with an outstretched right 
hand, as a result of which he had momentary pain in the 
thumb that disappeared within minutes. Previous medical 
history showed that he had undergone complete surgical 
resection for early gastric cancer 3 years prior; postoperative 

chemotherapy was not required. The patient did not have 
diabetes or any peripheral vascular disease. Based on the 
clinical and dermoscopic findings, we suspected diagnosis 
of a subungual abscess. A CO2 laser  (Ultra 30 Plus, Union 
Medical, Korea; setting: 4 W, ultra pulse mode) was used 
to create a hole on the nail plate right above the center of 
the discoloration. The purulent discharge was drained 
through the hole  [Figure  3]. A  bacterial swab culture was 
taken and Gram staining of the pus was done maintaining 
asepsis and dressing of the wound was done. The patient 
reported decreased pain and release of pressure in the 
affected lesion after the drainage. He was administered 
topical mupirocin ointment and oral cephradine (500 mg tid) 
for 5 days. Gram stain showed many white blood cells and 
Gram‑positive cocci in clusters. Subsequently, the bacterial 
culture showed the growth of S. lugdunensis. At the 2‑week 
follow‑up, the lesion had improved, and the patient was 
asymptomatic [Figure 4].

Enterobacteriaceae and Staphylococci families of 
microorganisms are the two most frequently isolated in 
paronychia.1 Although S.  aureus makes up a significant 
portion of paronychia infections caused by the Staphylococci 
family, recent studies have reported that S. lugdunensis, which 
had been considered a non‑pathogenic organism, can also 

Figure 1: Initial presentation with yellow discoloration of the proximal nail 
plate

Figure 2: A yellowish structureless pattern on the proximal nail plate (Dermlite 
DL3; 3Gen, Dana Point, CA, USA; polarized light, ×10)
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result in paronychia.2‑4 We found only three previous reports 
of paronychia caused by S. lugdunensis in the literature.2‑4

The diagnosis of paronychia is not difficult as it presents with 
typical painful periungual erythema and swelling. However, 
an isolated subungual infection, not involving the nail fold or 
distal pulp can make the diagnosis more challenging. In this 
case, dermoscopy can be a useful non‑invasive adjuvant tool. 
Dermoscopic findings of subungual abscesses have been 
scarcely reported in the literature.

In patients with paronychia, once the presence of an abscess 
has been confirmed, drainage is necessary to allow faster 
improvement and to prevent further complications. Creating 
a pinhole on the nail plate is helpful for proper drainage, and, 
in this context, a CO2 laser can be a convenient treatment 
tool.5 A simple puncture using a needle can also be used for 
treating a subungual abscess. However, needle aspiration has 
a greater risk of causing pain as direct pressure is required to 
puncture the nail plate. Furthermore, it is difficult to achieve a 
consistent penetration depth with the needle. Therefore, there 
is a possibility of nail bed damage. Alternatively, a CO2 laser 
can be used to puncture the nail plate quickly and accurately 
without applying undue pressure on the area. Anesthesia is 
not generally necessary during the procedure. The risk of 
affecting the nail bed is also minimal with a CO2 laser, as 
delicate modifications of laser parameters can be made by 
practitioners to suit this. In addition, the procedure can be 
stopped immediately once the pus starts to release.

In conclusion, we report a rare case of a subungual abscess 
caused by S. lugdunensis, along with dermoscopic findings of 
the disease. Decompression using a CO2 laser can be a useful 
technique for managing subungual abscess. Further studies 
are necessary to investigate the role of S. lugdunensis in nail 
infections.
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Figure 3: Release of the purulent discharge immediately after creating a hole 
on the nail plate with a CO2 laser

Figure 4: Improvement seen at 2 weeks after the initial treatment
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Alexandrite (755 nm) laser hair removal 
therapy reduces recurrence rate of  pilonidal 
sinus after surgery

Sir,
Pilonidal sinus is characterized by chronic abscess and sinus 
formation in the natal cleft region. Excessive hair growth has 
a pivotal pathogenetic role due to the penetration of broken 
terminal hairs into the subcutaneous tissue with subsequent 
inflammatory granuloma development and potential 
secondary infection. Primary treatment of pilonidal sinus is 
generally a surgical procedure which is often followed by a 
recurrence with relapse rates as high as up to 30%. 1 Hence, 
patients may benefit from permanent laser hair removal. The 
755nm Alexandrite laser is one of the most effective hair 
removal lasers available. 2 We performed a retrospective 
study to determine the recurrence rate of pilonidal sinus, 
safety issues and patient satisfaction of Alexandrite laser hair 
removal therapy post‑surgery.

Questionnaires were sent by postal mail to 153 consecutive 
patients treated between 2007 and 2016 with Alexandrite laser. 
The questionnaire contained queries on four domains: patient 
characteristics/demographic data, pilonidal sinus recurrences, 
safety issues and patient satisfaction. Patients reported on 5 or 
10‑point Likert scales; efficacy scale for hair removal: 1 = not 
effective to 10 = extremely effective; pain scale: 1–10; 0 = no 
pain, 10  =  unbearable pain; hair extent scale: 0  =  no hair, 
1 = mild, 2 = moderate, 3 = severe, 4 = excessive. All patients 
had surgical pilonidal sinus treatment and were referred for laser 
hair removal after the surgical wound had completely healed. 
Treatments were standardized  (same laser therapists, same 
laser, standard settings) with a 755nm wavelength Alexandrite 
laser  (GentleMax, Candela); spot‑size 15–18mm, pulse 

Table 1: Patient characteristics, number of treatments and 
outcomes

Number of patients (n) 42
Gender, n (%)

Men 35 (83.3)
Women 7 (16.7)

Age, mean±SD 31.9±14.8
Family history of pilonidal cysts, n (%) 9 (21.4)
BMI <25, n (%) 10 (23.8)
Smoking, n (%) 10 (23.8)
Number of patients with 1 surgical procedure, n (%) 21 (50)
Type of surgery, n (%)

Primary closure 5 (11.9)
Open wound healing 37 (88.1)

Number of laser treatments, mean ± SD 4.8 (1.2)
Follow-up period (months), mean ± SD 20.4 (10.4)
Pilosity in the gluteal area*, mean (range) 0-4

Before laser treatment 2.66
After laser treatment 0.87

Number of recurrences after laser treatment, n (%) 3 (7.1)
Number of recurrences who require additional surgery, 
n (%)

1 (2.4)

Pain scale#, mean (range) 5.3 (1-10)
*0=no hair, 1=mild, 2=moderate, 3=severe, 4=excessive; #Scale 1-10; 0=no 
pain, 10=unbearable pain. SD: standard deviation, BMI: body mass index

duration 3–10ms, energy 18–26 J/cm2, dynamic cooling device 
settings 30/20. The treatment interval was 6–8 weeks. Safety 
and recurrences were assessed by reviewing patients’ medical 
records. All patient characteristics are included in  Table 1.
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