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Adverse cutaneous events after laser epilation in patients 
with photodermatosis

Sir,
We report the first two cases, till now, of primary cutaneous 
mucinosis and leukocytoclastic vasculitis,following laser 
epilation in patients with photodermatosis.

Laser epilation is an effective and safe hair removal method, 
which is not devoid of adverse effects, most of which are 
mild and transient and may include hypopigmentation 
or hyperpigmentation, perifollicular edema, erythema or 
crusting and paradoxical hypertrichosis.1‑3

The first patient was a 55‑year‑old woman with a stinging 
rash over both legs, which had started one hour after her 
second session of laser epilation, and lasted more than a 
week. During the first session, she experienced a similar 
rash which resolved spontaneously. Laser epilation was 
performed with alexandrite laser (λ 755 nm) using a cooling 
gel and moisturizer.The patient had a history of erythematous 
to violaceous papules on both her legs, which appeared with 
the first solar exposure during the summer 3 years ago. The 
lesions lasted for more than a week, suggesting a diagnosis 
of polymorphous light eruptions. However, she had not been 
previously diagnosed, as she had never consulted about the 
condition.

Laboratory tests showed a total serum IgEof 144 KU/L. Patch 
tests with the standard GEIDAC series (Spanish contact 
dermatitis and skin allergy research group) and photopatch 
tests with the European standard series, were both negative. 
The open test with cooling gel and the moisturizer was also 
negative. Phototesting on the patient’s back showed a minimal 
erythema dose (MED) of 60 mJ/cm2, (normal according to her 
phototype IV) and a negative reaction to UVA. Thereafter, we 
performed another phototeston the right thigh where the rash 
had appeared. We observed an anomalous response to UVA 
with 15 J/cm2 and a minimal erythema dose of 45 mJ/cm2, 
which are nonsignificant variations in the lower limb, within 
the same individual.

Subsequently, the patient was exposed to alexandrite laser 
in a small area in the anterior thigh, and after one hour 
she developed erythematous, edematous plaques limited 
to the exposed area [Figure1]. Given the background, a 
polymorphous light eruption induced by laser was suspected 
and a punch biopsy was obtained, revealing a perivascular 
infiltrate ‑ predominantly lymphocytic and a bluish interstitial 
and perifollicular deposit that stained with colloidal iron, 
corresponding to mucin [Figure 2]. Immunofluorescence was 
negative. The diagnosis of alexandrite laser‑induced localized 
primary cutaneous mucinosis was made and laser was not 
performed again. We hypothesize that the reason for the 

accumulation of mucin is an inflammatory reaction induced 
by an unknown cutaneous stimulus leading to upregulation 
of its synthesis.

The second patient was a 44‑year‑old woman presenting 
with erythematous to purpuric macules in both legs, one 
hour after her eighth laser epilation session with a diode 
laser (λ 810 nm). The epilation began on the right leg, and 
since she felt a burning sensation during the procedure, the 
intensity was decreased in the contralateral limb [Figure 3].
She had a previous history of systemic lupus erythematous 
with proven glomerular involvement.

We performed a punch biopsy, revealing perivascular 
dermatitis with extravasation of red blood cells, areas 
of leukocytoclasia and hyalinization of the vessel wall 
[Figure 4]. The patient declined photobiological study. The 
diagnosis of leukocytoclastic vasculitis induced by diode 
laser was made. The lesions disappeared after one week of 
treatment with topical methylprednisolone. Subsequently, 

Figure 1: Erythematous papules that converge to form erythematous‑
edematous plaques limited to the exposed area to Alexandrite laser
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collected 36 patients with a similar clinical presentation, but 
of delayed onset, most of whom presented with lesions in the 
first session itself.6 Biopsy in three cases was consistent with 
the diagnosis of urticaria. Landa points out that the etiology 
may be related to an antigen in the hair shaft or follicle itself, 
which is supported by the fact that, as the amount of antigen 

decreases, the lesions decrease.6 This does not seem to occur 
in our second patient, who developed vasculitis after eight 
sessions when the number of follicles in the treated area was 
lower. In that case, laser intensity was crucial as the decrease 
in the contralateral leg caused fewer lesions; however, it 
remains unclear why lesions did not recur on subsequent 
sessions.

It is, thus, advisable to perform a test before laser epilation in 
a small area with immediate reading and after 48 hours, as late 
reactions have been reported in patients undergoing laser hair 
removal, especially those with a history of photodermatosis.6

The wavelength of the devices in laser epilation should not 
be responsible for the cutaneous reactions in patients with 
photodermatosis, as the use of photoepilation is widespread 
and there is limited literature on it.

The limitations of this report are the low frequency of these 
reactions and the lack of reports in published literature, which 
are essential to clarify their etiology.

It is important to be aware of these infrequent reactions and 
be cautious with patients with photodermatoses. More data 
are needed to elucidate their pathogenesis.

Figure 2: Superficial and deep perivascular infiltrate predominantly 
lymphocytic and the presence of a bluish interstitial and perifollicular deposit 
corresponding to mucin (Hematoxylin and eosin, ×40) 

Figure 3: Erythematous‑purpuric macules in both legs limited to the 
exposed area to diode laser. Fewer lesions in the left leg due to decrease 
in intensity

Figure 4: Superficial and deep perivascular dermatitis with extravasation 
of red blood cells, leukocytoclasia and hyalinization of the vessel walls 
(Hematoxylin and eosin, ×100)

another laser session was performed in a different area with 
lower intensity, without lesions.

One case of urticarial vasculitis induced by diode laser 
has been reported by Moreno‑Arias after the second laser 
session.4 Urticariform reactions of immediate onset after laser 
hair removal are frequent and correspond to dermatographic 
urticaria. However, urticariform reactions with a delayed 
onset and longer duration have been reported. Bernstein 
described four patients with clinical urticaria, three after 
alexandrite laser and one after Nd: YAG lasering.5 Landa 
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Differential expression of  capecitabine‑induced hand foot 
syndrome on paretic limb

Sir,
Hand foot syndrome is a localized toxic reaction seen secondary 
to several chemotherapeutic drugs such as capecitabine, 
pegylated doxorubicin, 5 fluorouracil, cytarabine, docetaxel, 
sorafenib and sunitinib. It is manifested by painful erythema 
over palms and soles. Blistering and erosions may accompany 
depending upon clinical severity. The pathogenesis of this 
entity is not well understood. Atypical presentations such 
as involvement of scar sites, scrotum and penis have been 
reported, the reports hypothesizing different mechanisms for 
this toxic event. We found few reports of hand foot syndrome 
sparing the hemiplegic side [Table 1].1‑3 Here, we report a case 
of capecitabine‑induced hand foot syndrome with differential 
severity expressed on the paretic limb.

A 44‑year‑old man of type IV skin, known to be suffering from 
right‑sided hemiparesis, who was diagnosed with metastatic 
adenocarcinoma of stomach, was initiated on chemotherapy 
with palliative intent. He received four cycles of docetaxel 

and oxaliplatin once every 14 days. No cutaneous side effects 
were observed during this period. Due to disease progression 
despite therapy, the patient was prescribed capecitabine 
750 mg/sq m orally twice daily in addition to the above drugs. 
After 15 days of capecitabine intake, the patient developed 
sudden burning sensation and pain over both palms and 
soles. In the subsequent two days, he developed erythema 
followed by hyperpigmentation over bilateral soles and left 
palm. Strikingly, the patient’s right hand was spared from the 
cutaneous changes. A bulla developed on the dorsum of the 
left hand with subsequent spontaneous rupture. The patient 
was unable to perform his routine activities due to severe 
pain. He gave history of identical and symmetrical sweating 
from his palms and soles prior to initiation of chemotherapy. 
He was a known hypertensive for the past five years. Over 
these years, there was near complete gain of motor power 
in his right lower limb. However, muscle power of his right 
upper limb did not improve.


