
Treatment of Melasma: 
Not Black and White
Effective management starts with effective education, followed with proven
pharmaceutical and procedural interventions.
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By Dee Anna Glaser, MD

Melasma, also called chloasma
or the “mask of pregnancy,”
is a common problem most

often seen in women. This chronic
condition manifests with patches of
hyperpigmentation that are golden col-
ored or light to dark brown on the face
and rarely on the neck. Three patterns
can be identified: centrofacial (cheeks,
nose, upper lip, forehead, chin), malar
pattern affecting the cheeks and nose,
and the mandibular pattern.

The exact etiology of melasma is not
clear, but estrogen and ultraviolet radia-
tion seem to play the biggest roles.
Melasma is quite common during preg-
nancy and is more common in women
during their reproductive years.
Estradiols may be the culprit, as 17-β-
estradiol is a known activator of tyrosi-
nase when added to melanocyte cul-
tures. This is not the sole factor, since
melasma occurs in men. Other possible
factors include other hormones, genetic
predisposition, heat, and some drugs.1

The role of estrogens is complex.
Some authors have concluded that
pregnant women and women on oral
contraceptives comprise the majority of
cases of melasma. Interestingly, there is
a low incidence among postmenopausal
women on estrogen hormone replace-
ments. Also, the dyschromia often per-
sists for several years after a pregnancy
or contraceptive hormones have been
discontinued. 

Clearly ultraviolet radiation plays a
major role in the development of pig-
mentation. Many of my patients find

that the unsightly
color improves
without treatment
over the winter
months and wors-
ens in the summer
and during peri-
ods of sun expo-
sure.

Patient
Management
Diagnosis and
Education. In my
practice, a thor-
ough history is
the first step. I
find the Wood’s
lamp to be a valu-
able tool in man-
aging patient
expectations. This
allows me to iden-
tify dermal vs.
epidermal pig-
mentation. Epidermal pigmentation
will enhance or appear darker when
exposed to the Wood’s light, where the
deeper dermal pigment will not
enhance. Frequently there is a mixed
pattern with only modest enhancement
or sometimes some areas of the discol-
oration darkening and other areas with-
out enhancement in the same patient. I
let the patient hold a mirror as I exam-
ine their face with the lamp and let
them see the areas that are darker. If no
enhancement is present, I will shine the
lamp on a lesion that does enhance so

that they can visualize the difference.
With that done, the next step is to

review the known contributing factors,
natural history, treatment options, and
the probability of response to treatment
based on examination with the Wood’s
lamp. 

Medical Interventions. In my prac-
tice, sun protection and sun avoidance is
first-line therapy for every patient. I ask
the patient to wear a product with a SPF
30 or higher that contains zinc oxide or
titanium dioxide every day. There are no
exceptions to this. I also suggest using
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Centrofacial melasma in a pregnant woman presenting with pigmented patch-
es of the upper lip and lateral zygoma. Wood’s lamp examination can help dif-
ferentiate between epidermal and dermal pigmentation.

                          



make-ups that contain sunscreens as an
added layer of protection. Hats and sun-
glasses can be helpful.

Topical therapies are very important
and generally consist of a retinoid, such
as tretinoin or tazarotene, and a bleach-
ing agent, such as hydroquinone. For
patients who also have acne, I will add
azelaic acid to the regimen. The most
common adverse sequelae is irritation
of the skin with redness, xerosis, peel-
ing, and stinging. Use of a low-potency
steroid for the first couple of weeks of
therapy can be very helpful. In my
practice, I frequently start the patient
on a combination therapy like TriLuma
(fluocinolone acetonide 0.01%/hydro-
quinone 4%/tretinoin 0.05%,
Galderma; first 30 grams) twice daily
and then break out the components to
maintain with the strongest retinoid
they can tolerate along with a bleaching
agent, each twice daily. 

It is important to remember that a
rare complication of hydroquinone is
the development of exogenous
ochronosis. This is most prevalent in
darker skin types. The use of a high
concentration of hydroquinone may
increase the likelihood of developing
exogenous ochronosis, but it may be
seen even when using low concentra-
tions for prolonged periods. One
option is to alternate hydroquinone
with another bleaching agent such as
azelaic acid or kojic acid at four month
intervals, since most of these patients
will require chronic therapy.2 

Exogenous ochronosis is very diffi-
cult (if not impossible) to effectively
treat. Patients should be made aware of
the possible side effects of therapy
before its initiation.

Procedural Interventions. Chemical
peels are the “procedure” of choice in
my office. Several peels will be
required, and I prepare the patient for
the concept of maintenance therapy
over several years. I prefer glycolic or
Jessner’s solution for melasma and will
have the patient repeat the peel every

two to four weeks. Low strength TCA
is another viable option. It is important
to keep the peels light enough to avoid
inducing any post-inflammatory hyper-
pigmentation.

Patients frequently ask about the use
of lasers to treat melasma. Q-switched
lasers such as double frequency
Nd:YAG or alexandrite have been used,
but the response is variable and unpre-
dictable. Laser treatment can paradoxi-
cally increase dermal melanophages and
is generally not recommended for the
treatment of melasma. One study
looked at the combination of ultrapulse
CO2 laser and Q-switched Alexandrite
laser (QSAL) compared to QSAL alone
in a split-face design. There was little
reduction in pigment scores on the
QSAL-treated side. Better reduction
was seen with combination therapy but
this was associated with more frequent
adverse events.3 Even for the patients
that have shown a response to laser

therapy, the benefit is of short duration
and recurrence is very high.

Communication is Key
The key to effective management of
patients with melasma is patient educa-
tion: an understanding of the factors
that may contribute to their disease and
the treatment options. I find the
Wood’s lamp helps me predict the type
of expected response from therapy and
assists me in managing patient expecta-
tions. Topical therapies, sun protection,
and chemical peels are the treatments
that I turn to most often. 
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New in Your Practice

Totally for Men. Male patients looking to nourish, cleanse, and
protect their skin, as well as smooth wrinkles and boost skin elas-

ticity may find what they’re looking for in Physician’s Choice of
Arizona’s new men’s skincare line PCA Men, featuring Total Wash
Face & Body Cleanser and Total Defense Calming Hydrator SPF25.
The two-step regimen is specially formulated for men’s skin and is
simple enough to fit into any man’s daily routine, says the company. 

All-American Moms. Do celebrities and other affluent individuals represent the “typical” Botox
Cosmetic (botulinum toxin type A, Allergan) patient? Turns out a working mother between the

ages of 40 and 55 represents the typical patient, a recent Aesthetic Surgery Education & Research
Foundation survey revealed. The desire to appear less stressed and more relaxed prompts many work-
ing mothers to consider Botox treatments, according to the survey. 

Teaming-Up. Allergan, Inc. and Elizabeth Arden, Inc. recently entered into an exclusive co-market-
ing agreement for a new formulation of Allergan’s Prevage containing 0.5% idebenone that will be

available at cosmetic counters of department stores and prestige outlets in early 2006. Under the new
name Prevage MD, the original 1% idebenone formulation will be available through physicians. 

O The Places You’ll Go. Look for “Club Obagi,” information for physicians, tools for patients,
and a chat room among the offerings at Obagi System’s new Website for consumers, physicians,

and skin care specialists: www.obagi.com.
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