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SCLE is one of the LE‑specific skin lesions which 
consists of non‑scarring papulosquamous or annular 
skin lesions in a characteristic photo‑distribution. Three 
quarters of SCLE can be managed with conventional 
topical or/and systemic therapies while in the remaining 
quarter of cases, skin lesions can be particularly severe 
and refractory to treatment.[2] BLyS is a major regulatory 
factor which controls the development and survival of 
B lymphocytes. Current evidence has identified that 
BLyS family of ligands and receptors play a central role 
in the B‑cell pathogenesis of SLE.[3] Belimumab is a fully 
human monoclonal antibody that inhibits the binding 
of soluble circulating BLyS to its target receptors (BR3, 
TACI, BCMA) on B cells. The ultimate goal is to block 
the crucial survival signal in the early stages of B 
lymphocyte development decreasing the survival of 
auto‑reactive B lymphocytes.[3] An overexpression of 
BLyS in patients with SLE has been observed with a 
potential correlation between serum levels of BLyS 
and SLE disease activity.[4] In our patient, the use of 
conventional topical and systemic therapies did not 
lead to clinical improvement. Although intravenous 
immunoglobulins showed an initial good response, we 
observed a rapid relapse of lesions. Rituximab is an 
anti‑CD 20 monoclonal antibody which results in major 
clinical and biochemical improvement for patients with 
resistant SLE and SCLE. In our patient, a remission was 
achieved with rituximab although a relapse was observed 
in spite of standard maintenance therapy. We decided to 
start a rescue treatment based on a new class of drugs 
which have a different mechanism of action compared 
to previous approved therapies. Belimumab is a specific 
inhibitor of BLyS and this novel way to manage the 
autoimmune environment gives physicians a valuable 
alternative for refractory cases. Our patient achieved a 
stable and long‑term remission only when belimumab 
therapy was initiated. The highly specific mode of action 
of belimumab may be responsible for these significant 
clinical outcomes. The standard protocol for belimumab 
administration is as an intravenous infusion over 1 hour 
on days 1, 14 and 28, and then every 28 days.[5] In our 
patient, the first three infusions at 2‑week intervals 
led to an excellent clinical response with no need to 
initiate the doses at 4‑week intervals. Similar to other 
immunomodulatory therapies, belimumab may increase 
the incidence of infection. No such side effects were 
noted in our patient although care should be exercised 
when administering belimumab to patients with 
chronic infections. If a new infection develops during 
belimumab therapy, temporary cessation of treatment is 
recommended.[5] Belimumab may be a promising new 
approach in the management of therapy‑resistant SCLE.
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Nevus sebaceous treated with 
fractional carbon dioxide laser 
followed by pulsed dye laser

Sir,
Nevus sebaceous is a benign neoplasm usually located on 
the scalp, often near the vertex, or on the face. Generally 
a solitary, tan or orange‑yellow smooth plaque at birth, 
it becomes verrucous at puberty. Surgical excision is 
the standard treatment because the nevus extends deep 
into the dermis and may undergo malignant change.[1] 
However, excision of a large nevus sebaceous needs 
a subsequent graft or flap and the result may not be 
cosmetically acceptable, especially on the face. Laser 
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treatment of nevus sebaceous may be a better option. 
Treatment with lasers such as carbon dioxide (CO2), 
argon and erbium yttrium‑aluminium‑garnet (Er: YAG) 
laser have been reported,[2‑4] but we did not find any 
previous reports of ablation using a fractional CO2 
laser. We report a case of nevus sebaceous on the face 
treated with a fractional CO2 laser followed by a 595 nm 
pulsed dye laser (PDL). The results were cosmetically 
acceptable and there was no recurrence.

A 24‑year‑old woman presented to us with an 
8 × 4 cm sized, tan‑orange colored verrucous plaque 
on her face [Figure 1a]. A skin biopsy showed 
epidermal hyperplasia with an increase in mature 
sebaceous glands. Based on clinical and pathologic 
findings, a diagnosis of nevus sebaceous was made. 
Since the nevus was large and on the face, surgical 
excision would have been difficult and may have 
caused disfigurement. We therefore decided to treat 
the lesion with lasers in a two‑step process. First, 
fractional CO2 laser ablation (Mosaic eCO2 laser, 
Lutronic Corporation, Goyang, Korea) was carried 
out thrice at 4‑week intervals. At each session, the 

Figure 1: (a) Tan orange colored, orange peel-like plaque with well-defined margins on cheek. (b) After one session and (c) after two 
sessions of fractional carbon dioxide laser. (d) Flat surface and reddish color after three sessions. (e) Significant improvement in color 
and texture at 1 month after the last treatment with pulsed dye laser
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first pass was performed with a pulse energy of 
120 mJ and a density of 150 spots/cm2 while the 
subsequent two passes used a pulse energy of 160 
mJ in dynamic mode. The lesion became flat and 
reddish after ablation [Figure 1b‑d]. Next, the ablated 
area was treated with a 595 nm PDL (V‑beam Perfecta, 
Candela, Boston, USA) for scar prevention. A 7 mm 
spot was used with a fluence of 9‑11 J/cm2 and a 
pulse duration of 10 ms. A dynamic cooling device 
delivered a 30 ms spurt and 30 ms delay prior to each 
laser pulse. Improvements in color and texture were 
seen after three sessions with the PDL at 3‑week 
intervals [Figure 1e], and there was no relapse on 
follow‑up one year after completion of treatment.

We decided to use the fractional CO2 laser for nevus 
ablation rather than an Er: YAG laser because with the 
latter it is difficult to cause deep‑layer destruction and 
to control bleeding. Fractional CO2 laser is also a less 
time‑consuming procedure than the conventional CO2 
laser. Though fractional CO2 laser in dynamic mode 
results in a flatter surface than in the static mode, 
scarring can still occur. There have been reports that 
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PDL treatment may help prevent scar formation.[5] We 
therefore used this modality as a second step to reduce 
scar formation and telangiectasia, with cosmetically 
acceptable results.

Fractional CO2 laser is an easy and effective technique 
to ablate large lesions and subsequent treatment 
with PDL may help reduce scarring. We suggest 
this combined laser therapy as an alternative in the 
treatment of nevus sebaceous, although further studies 
are needed to confirm our findings.
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