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Commentary

Subcision with CROSS TCA 
peels for moderate to severe 
acne scars
Treating atrophic acne scars of moderate to severe variety 
is challenging. The challenge rises when we have to treat 
darker skin types. Extreme caution needs to be sought with 
aggressive and deeper interventions as the risk of pigmentary 
complications rise. To obtain satisfying visible outcome for 
moderate to severe acne scars the modalities often need to 
be combined to optimize the results.

Caustic peels like trichloreoacetic acid peels  (TCA) are 
beneficial to most types of acne scars. While treating with a full 
face peel for acne scars, it is important to achieve mid depth 
peeling. In a full face peel, depth of the peel can be controlled. 
Generally 15-25% strength peels are used, but this constitutes 
superficial peels and is helpful only in shallow and rolling boxcar 
type of scars and do not substantially improve deep box car 
and ice pick scars.

The authors of this art ic le have highl ighted focal 
application  (CROSS) of higher strength trichloroacetic 
acid  (TCA) on the entire depressed area of atrophic acne 
scars which is reported to cause improvement of scar pits 
sans the pigmentary adverse effects seen with full face high 
strength peels. Repeated DOT peel application destroys 
the atrophic pit with restructuring and thickening of dermal 
collagen.

Ice pick scars are reported to improve with very few modalities. 
Cross technique is useful here.[1]
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Fabbrocini et al. reported a study on the optimum percentage 
of TCA for CROSS. The objective of this study was to evaluate 
the efficacy of local application of 50% TCA for the treatment 
of atrophic acne scars as opposed to the higher 90% TCA 
concentration used in previous studies, in order to reduce adverse 
local effects. This was corroborated by histological evidence and 
concluded that 50% TCA for CROSS was as effective.[2]

Focal high strength peeling addresses the mid/deep dermal 
component atrophic scars with substantial improvement in 
scar depth.

Generally a series of 3-5 sittings at fortnightly interval are 
sufficient for superficial boc car scars and ice pick scars.

In a pilot study, by Kang et al. the efficacy and safety of using 
triple combination therapy: Dot peeling, subcision, and fractional 
laser method was investigated for the treatment of acne scars. 
Ten patients received this therapy for a year. Dot peeling and 
subcision were performed twice 2‑3 months apart and fractional 
laser irradiation was performed every 3‑4 weeks. Acne scarring 
improved in all of the patients completing this study. Acne scar 
severity scores decreased by a mean of 55.3%.[3]

Subcision is used for scars which are adherent and do 
not flatten on skin stretching. Breaking of fibrotic bands by 
undermining of the scar with cutting edge of needle is a simple 
inexpensive way of scar remodeling. Repeated sittings are 
required for better cosmetic results. Repeat sessions are done 
after 3‑weeks interval.[4]

Alam reported that distensible and depressed scars with gentle 
sloping edges which are rolling scars respond well to subcision,[5] 
and can be safely combined with other procedures.[6]
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No single modality of treatment may suffice to improve outcome 
in deeper acne scars. Combination of multiple treatment 
modalities in a less aggressive mode offers substantially better 
outcomes with less complications. Ramadan et  al. studied 
subcision versus 100% trichloroacetic acid in the treatment of 
rolling acne scars in a split face trial. This study highlighted two 
important factors viz; the side with subcision showed significantly 
greater decrease in scar depth and size than TCA, although 
more pigmentation was seen with TCA  (CROSS) over time 
decrease in scar depth was better with TCA (CROSS) method.[7]

Use of high strength TCA does result in mild and transient 
post‑inflammatory hyperpigmentation which can be minimized 
with aggressive priming and adequate post procedure care.

The above studies and the article thus validate our reason 
for combination modality of subcision with DOT 50‑100% 
TCA peels for improving moderate to deep acne scars of 
mixed variety in Indian patients and yields optimum results at 
minimum cost.
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A case of zidovudine induced 
pigmentation on  
palms and soles
Sir,

Drugs could be the causative agents in 10-20% of cases of 
cutaneous hyperpigmentation. The agents most frequently 
involved are nonsteroidal anti-inflammatory drugs, antimalarials, 
amiodarone, chemotherapeutic agents, psychotropic drugs, 
zidovudine, tetracyclines, and heavy metals.[1] Zidovudine 
continues to be one of the most commonly prescribed drugs 
in antiretroviral therapy for most patients. Patients who are 
treated with zidovudine may present with an unusual grayish-
blue discoloration of the nails.[2,3]

A 38-year-old male, who was started on anti-retoviral drugs 
(ART) 5 months back, presented with grayish discoloration 
of finger nails and few toe nails along with hyperpigmented 
macular lesions of palms and sole [Figures 1 and 2]. Venereal 
Disease Research Laboratory (VDRL) test was nonreactive. 
Skin biopsy from the lesion on the left palm revealed slight 
thickening of epidermis with coalescence of rete ridges and 
increased melanin pigmentation in basal layer [Figures 3 and 4]. 

Megaloblastic anemia and Addison’s disease were ruled out. 
Complete blood count and serum (8am) cortisol were within 
normal limits.

Many drugs are implicated in the causation of discoloration 
of nails and skin. The pathogenesis of pigmentation and 
their clinical pattern vary according to the causal drug. 
Hyperpigmentation is usually secondary to an increase in 
melanin due to (1) the stimulation of melanocytes or (2) a 
pigmentary incontinence developed after an unspecified 
cutaneous inflammation. It can also be secondary to the 
accumulation of the drug or its metabolites in the dermis forming 
complexes with melanin or iron.[4]

Palmoplantar pigmentation can be caused by many 
endocrinopathies like Addison disease in which the palmar 
creases show hyperpigmentation. In hyperthyroidism, 
increased pigment deposition can be seen involving the creases 
of the palms and soles. Nutritional deficiencies like vitamin B12 
deficiency may also present with hyperpigmentation of palmar 
creases. Papulosquamous eruptions of secondary syphilis 
may present with copper-colored lesions on palms and soles. 
A diffuse hyperpigmentation on palms and soles may be present 
in patients taking cyclophosphamide or doxorubicin.

Nail pigmentation with zidovudine occurs primarily in black 
patients. It appears to be reversible and relatively dose-
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