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ACNE VULGARIS IS AN EXCEED-
ingly common skin disorder
that carries the potential for
significant psychosocial mor-

bidity.1-3 Given that this condition oc-
curs in the vast majority of individu-
als at some point during adolescence or
adult life, effective treatment is of ma-
jor importance. While conventional
forms of therapy provide adequate con-
trol of the disorder for many patients,
most medications used to treat acne
have various drawbacks in terms of po-
tential adverse effects or inconve-
nience for the patient.4-8

Several physicians have reported a
positive response among acne patients
treated with various forms of photo-
therapy.9 Exposure to blue, red, violet,
and ultraviolet light sources has report-
edly resulted in reductions in lesion
counts.10-13 Absorption of light of spe-
cific wavelengths by endogenous por-
phyrins contained in Propionibacterium
acnes is believed to produce phototoxic
effects that kill the bacteria. In addi-

tion, clinical improvement in acne has
been reported following treatment with
both visible and infrared wavelength la-
sers.14 Infrared lasers are purported to
provide benefits in acne patients by tran-
siently damaging sebaceous glands via
thermal effects.15 More recently, pulsed
dye laser therapy was reported to re-
duce acne lesion counts.16 The low mor-
bidity of such treatments and the pos-
sible additional benefit of simultaneously
treating acne scarring make this therapy

attractive. Thus, we evaluated the ben-
efits of pulsed dye laser therapy for acne.

METHODS
This study was approved by the Univer-
sity of Michigan Medical School’s insti-
tutional review board and written in-
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Context The high prevalence of acne vulgaris and its significant morbidity under-
score the need for convenient, low-risk, and efficacious therapy. Treatment with vari-
ous lasers has been reported to improve acne.

Objective To evaluate the clinical efficacy of pulsed dye laser therapy in the treat-
ment of acne.

Design, Setting, and Patients Randomized, single-blind, controlled, split-face clini-
cal trial of a volunteer sample of 40 patients aged 13 years or older with facial acne
conducted at an academic referral center from August 2002 to September 2003.

Intervention One or 2 nonpurpuric pulsed dye laser treatments to half of the face
(fluence of 3 J/cm2), serial blinded clinical assessments (lesion counts), and grading of
acne severity using standardized bilateral serial photographs.

Main Outcome Measures Comparison of the changes in lesion counts from base-
line to 12 weeks between treated and untreated sides of the face and changes in pho-
tographic evidence of acne severity as graded by a panel of dermatologists blinded to
treatment assignment.

Results After 12 weeks, using intent-to-treat analysis with last observation carried for-
ward, there were no significant differences between laser-treated and untreated skin for
changes in mean papule counts (−4.2 vs −2.2; P=.08), mean pustule counts (0 vs −1.0;
P=.12), or mean comedone counts (2.9 vs 1.6; P=.63). Grading of serial photographs
confirmed the clinical assessments, showing no significant mean (SE) differences in Leeds
scores (range, 1-12) for treated skin (3.98 [0.32] at baseline and 3.94 [0.27] at week 12)
compared with untreated skin (3.83 [0.32] at baseline and 3.79 [0.28] at week 12) (P�.99).

Conclusions In this study, the nonpurpuric pulsed dye laser therapy did not result
in significant improvement of facial acne. More research is needed before this laser
therapy may be recommended as an acne treatment.
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formed consent was obtained from all
study participants. Recruitment for the
study was performed with the use of
newspaper and online advertising and
flyers posted at various sites on the un-
dergraduate and medical campuses at the
University of Michigan. Recruitment oc-
curred from August 2002 to June 2003
and the study was completed in Septem-
ber 2003.

Inclusion criteria included age of 13
years or older, general good health, will-
ingness and ability to comply with the
requirements of the protocol, and the
presence of clinically evident facial acne.
Patients presenting with acne so mild
(Leeds acne severity scale rating17 �2 on
a 12-point ordinal scale) that a clinical
effect of the laser therapy, if present,
would be difficult to demonstrate were
excluded. Potential participants were
also excluded for a history of oral reti-
noid use within 1 year of study entry,
other systemic or topical acne thera-
pies within 1 month, alpha hydroxy acid
or glycolic acid use within 1 month, or
microdermabrasion to the face within 3
months. Exclusion criteria were age of
12 years or younger and a history of prior
dermabrasion or laser resurfacing of the
face. In addition, individuals were ex-
cluded for the use of nonsteroidal anti-
inflammatory medications within 10
days prior to or for 2 weeks following
the laser treatments provided in this
study.

The study design was a random-
ized, single-blind, split-face clinical trial.
Patients were randomized to 1 of 2
treatment groups using a table of ran-
dom numbers. In the first group, par-
ticipants underwent a single pulsed dye
laser treatment with the NLite laser
(ICN Pharmaceuticals Inc, Costa Mesa,
Calif) to half of the face with the op-
posite, nontreated side of the face serv-
ing as a control. In the second group,
participants underwent 2 pulsed dye la-
ser treatments at baseline and 2 weeks
later, with all treatments to half of the
face with the opposite side left un-
treated and serving as a control. A ran-
domized code was used to determine
the side of the face that would receive
laser therapy as well as the number of

treatments the patient would receive.
The randomization of the side of the
face receiving treatment was meant to
control for possible uneven environ-
mental effects (ie, more extensive ex-
posure of the left side of the face to sun-
light among individuals who drive in
the United States) and helped to en-
sure that evaluators were unaware of the
side in which an individual had re-
ceived the laser treatment, thereby mini-
mizing the potential for evaluator bias.
Evaluating physicians were blinded to
treatment assignment and regimen. Pa-
tients were specifically instructed not
to tell the evaluating physician which
side of the face was treated.

Nonpurpuric pulsed dye laser treat-
ments were performed using the follow-
ing laser parameters: wavelength of 585
nm, pulse duration of 350 µsec, spot size
of 7 mm, and fluence of 3 J/cm2. Two
identical lasers were used during the
course of the study. The proper func-
tioning of both devices was analyzed and
confirmed to ensure calibration and out-
put accuracy by a biomedical engineer-
ing laser specialist at the University of
Michigan prior to the initiation of the
study as well as during the course of the
study using a Nova laser meter that mea-
sures power and energy with a PE50-BB
pyroelectric detector head (Ophir Op-
tronics, Wilmington, Mass).

Treatments were performed by a
single physician (J.S.O.), who did not
participate in the clinical evaluation of
patients. Nonoverlapping pulses were
delivered in a “painting” motion to
cover the entire side of the face to be
treated from the hairline to the jaw-
line, excluding the eyelids. At the end
of the study, patients were given the op-
tion of having the previously non-
treated side of the face treated.

Participants were clinically assessed
every other week for a total of 12 weeks,
including the baseline visit during which
the pulsed dye laser treatment was ad-
ministered. Evaluation visits included le-
sion counts of papules, pustules, cysts,
comedones, and erythematous mac-
ules (as representative of resolving pre-
viously inflammatory lesions). Because
oxygenated hemoglobin is a chromo-

phore for pulsed dye lasers, we hypoth-
esized that absorption of the laser light
by inactive, resolving acne lesions
(termed red macules) might hasten the
resolution of these troublesome le-
sional remnants. All lesion counts were
performed at baseline and at weeks 2,
4, 6, 8, 10, and 12. Determination of se-
bum production via the use of Sebu-
tape (CuDerm Corp, Dallas, Tex) and
subsequent image analysis using Image-
Pro Plus software (Media Cybernetics,
Silver Spring, Md) were performed at
baseline and at weeks 4, 8, and 12.18

Standardized bilateral facial photo-
graphs were obtained at baseline and ev-
ery 2 weeks throughout the study. Par-
ticipants were photographed at a fixed
distance using a Nikon D1x digital cam-
era (Nikon Corp, Tokyo, Japan). Par-
ticipants had been positioned at a de-
fined spot in the studio and instructed
to look at a fixed target during photog-
raphy. Lighting was provided by studio
strobe lights that were fixed in position
and images were exposed at f22. Views
included face front and left and right pro-
files. Images were taken at a reproduc-
tion ratio equivalent of 1:6 on 35-mm
film. Subsequently, participants’ photo-
graphs were viewed by a panel of 3 der-
matologists who were blinded to treat-
ment side. The severity of acne in the
images obtained at baseline, week 4, and
week 12 was then graded using the Leeds
acne severity scale for both treated and
untreated sides of the face.17 This is an
ordinal photonumeric scale ranging from
1 (least severe) to 12 (most severe).

The primary comparison of interest
was that of the treated vs the untreated
side of the face. However, because of the
variability in lesion counts from one side
of the face to the other and the poten-
tial for significant baseline differences, we
decided that a direct comparison of le-
sion counts was less likely to reveal a true
treatment effect than a comparison of the
change (ie, absolute difference) from
baseline between the treated and un-
treated sides of the face. We compared
these differences using the paired t test.
For missing data, we performed last ob-
servation carried forward analysis of le-
sion counts in which each patient’s last
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available data were carried forward to the
end of the study and analyzed.

The secondary comparisons of in-
terest were the time course trends
within treatment groups over the 12-
week study. These were evaluated sta-
tistically with the repeated measures
analysis of variance using the Dunnett
test for multiple comparisons. Com-
parisons were considered significant at
P�.05 and P values were 2-tailed. Sum-
mary data are represented as either
mean (SE) or mean (95% confidence
interval). The data were analyzed us-
ing SAS analytic software (version 8.2,
SAS Institute Inc, Cary, NC).

Interrater reliability for the panel of
dermatologists who evaluated photo-
graphs of participants was measured as
the average absolute deviation of the
mean score for each photograph. This
provided information about how closely
aligned the raters were for each of the
192 photographs evaluated.

A sample size of 40 patients pro-
vides a power level of 0.85 for detect-
ing a difference of 3 (approximately
30%) in the reduction of mean papule

count from baseline between treated
and untreated skin, with a type I error
rate of .05 for a 2-tailed hypothesis and
assuming an SD of difference of 6.

RESULTS
One hundred seventy-five individuals
were evaluated for eligibility (FIGURE 1).
Of these, 24 males and 16 females with
a mean age of 20.7 years (range, 13-31
years) and clinically evident acne vul-
garis on the face met inclusion criteria
and were enrolled. Of these, 28 de-
scribed themselves as white, 7 as Asian,
2 as black, and 3 as unknown. Nineteen
participants were randomized to re-
ceive treatment to the left side of the face
and 21 to the right side. Of those receiv-
ing laser treatments to the left side of the
face, 9 were randomized to receive 1
treatment session and 10 were to re-
ceive 2 treatments. Among patients ran-
domized to undergo laser therapy to the
right side of the face, 11 were random-
ized to receive 1 treatment and 10 were
to receive 2 treatments. Thus, 20 pa-
tients were randomized to receive 1 treat-
ment and 20 to receive 2 treatments.

Among all patients who were random-
ized to receive only 1 treatment, 14 of 20
completed the study. Of the 20 patients
randomized to receive 2 laser treatment
sessions, 12 of 20 completed the study.
Among the 26 patients who completed
the study, 14 elected to have the oppo-
site (previouslyuntreated) sideof the face
treated with the pulsed dye laser.

Laser therapy was generally well tol-
erated with 7 (18%) of 38 patients re-
quiring minor reductions in the flu-
ences delivered due to discomfort during
the treatments. While most patients were
treated at a fluence of 3 J/cm2, the en-
ergy level was decreased to 2.5 J/cm2 in
4 cases and to 2.7 J/cm2, 2.0 J/cm2, and
1.5 J/cm2 in one instance each. The only
treatment-related adverse events were a
single episode of postinflammatory hy-
perpigmentation (occurring in a pa-
tient with Fitzpatrick type VI skin) and
2 episodes of minimal focal bruising. In
all other patients, the immediate clini-
cal response to the laser treatment con-
sisted of transient (approximately �2
seconds) cutaneous cyanosis followed
in some cases by minimal to mild ery-
thema that resolved within minutes or
a few hours. A treatment lasted approxi-
mately 10 to 12 minutes to perform and
an average of 385 pulses were deliv-
ered per treatment.

When comparing patients random-
ized to receive either 1 or 2 laser treat-
ment sessions, no statistically signifi-
cant differences in efficacy at any time
point or for any subtype of acne lesion
were demonstrated. Thus, the data from
these groups were combined to pro-
vide summary statistics of patient re-
sponses to laser therapy (provided as
either 1 or 2 treatment sessions) com-
pared with no treatment and without
reference to a dose response.

The changes in lesion counts for
treated compared with untreated sides
of the face showed no statistically sig-
nificant differences from baseline to
week 12 (TABLE 1 and TABLE 2). There
was a tendency for bilateral lesion
counts to ebb and flow with insignifi-
cant minor improvements or periods of
slight worsening occurring on both
sides of the face (FIGURE 2).

Figure 1. Trial Profile

40 Randomized

20 Assigned to Receive 1 Laser Treatment
9 Assigned to Receive Treatment to

Left Side of Face
11 Assigned to Receive Treatment to

Right Side of Face

20 Assigned to Receive 2 Laser Treatments
10 Assigned to Receive Treatment to

Left Side of Face
10 Assigned to Receive Treatment to

Right Side of Face

135 Failed to Meet Eligibility Criteria

14 Completed Study 12 Completed Study

175 Individuals Screened for Eligibility

20 Included in Analysis 18 Included in Analysis

6 Withdrew
3 Lost to Follow-up
2 Dissatisfied With

Improvement
1 Schedule Conflict

2 Did Not Receive Laser
Treatment
1 Lost to Follow-up
1 Disqualified by Taking

Prohibited Medications
6 Withdrew

2 Lost to Follow-up
2 Dissatisfied With

Improvement
2 Unable to Continue

Visits
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A separate analysis of the time course
within each treatment group by analy-
sis of variance revealed that papule count
was the only clinical end point to show
a significant reduction in number of le-
sions compared with baseline levels on
the treated side of the face. However, the
untreated side of the face also showed
a decrease in number of papules over the
course of the study, although not to the
same degree. Thus, the comparison of
changes in lesion counts from baseline
over time between treated and un-
treated skin failed to demonstrate any
statistically significant differences.

Bilateral facial photographs ob-
tained at baseline, week 4, and week 12
were graded by a panel of 3 dermatolo-
gists using the Leeds acne severity scale.17

These evaluators did not perform the la-
ser treatments or the clinical lesion
counts and were blinded to which im-
ages included treated compared with un-
treated skin. Baseline mean (SE) Leeds
scores were similar: 3.98 (0.32) for the
treated side and 3.83 (0.32) for the un-
treated side of the face. At week 4, there
were statistically nonsignificant mean
(SE) increases in Leeds severity scores
of 0.07 (0.12) for the treated side and
0.01 (0.10) for the untreated side of the
face (P=.56). Similarly, at week 12 the
mean (SE) severity scores changed from
baseline only by 0.04 (0.15) for the
treated and 0.04 (0.09) for the un-
treated side of the face (P�.99). As a
measure of interrater reliability, the av-
erage absolute deviation of the mean
(SD) score was 0.55 (0.35) on the 12-
point Leeds scale, suggesting that on av-
erage the raters stayed within about a half
unit on the Leeds scale for a given pho-
tograph among all images that were
rated.

Sebutape measurements were ob-
tained at baseline and weeks 4, 8, and
12. Image analysis provided a quanti-
tative measurement of sebum produc-
tion on the forehead and cheek on both
treated and untreated sides of the face.
No statistically significant differences
in sebum production were found when
treated and untreated skin was com-
pared at these time points (data not
shown).

COMMENT
Acne vulgaris is a common disorder that
has the potential to negatively affect the
lives of millions of individuals.1-3 In ad-
dition to the sometimes more short-
term consequences of physical and emo-
tional discomfort associated with this
condition, acne also carries the risk of
scarring that may serve as a permanent
reminder of the disorder and thus pro-
long its psychological impact.19 There-
fore, the development of safer, more con-
venient, and more effective treatments
for acne is highly desirable.

Pulsed dye lasers generally emit light
at 585 nm or 595 nm. These wave-
lengths are strongly absorbed by oxy-
genated hemoglobin. On this basis,
pulsed dye lasers have been clinically
used to treat numerous types of ery-
thematous (vascular) lesions, includ-
ing inflammatory conditions such as
psoriasis. The specific device used in
this study emits light at a wavelength
of 585 nm, has a relatively brief pulse
duration of 350 µsec, and is designed
to target the superficial cutaneous mi-
crovasculature. With the use of treat-

Table 1. Analyses of All Patients Using Last Observation Carried Forward Method (n = 38)

Baseline Score
(95% CI)

Week 12 Score
(95% CI)

Change in Score at
Week 12 (95% CI) P Value

Papules
Treated 10.7 (7.6 to 13.9) 6.6 (4.5 to 8.6) −4.2 (−7.7 to −0.6)

.08
Untreated 8.7 (6.3 to 11.1) 6.5 (4.7 to 8.3) −2.2 (−5.3 to 0.9)

Pustules
Treated 2.6 (1.5 to 3.7) 2.6 (1.1 to 4.1) 0 (−1.4 to 1.4)

.12
Untreated 3.2 (1.9 to 4.4) 2.1 (1.1 to 3.2) −1 (−2 to −0.01)

Comedones
Treated 35 (25 to 45) 38 (27 to 49) 2.9 (−4.0 to 9.7)

.63
Untreated 35 (24 to 46) 37 (27 to 46) 1.6 (−5.2 to 8.4)

Cysts
Treated 1.1 (−0.2 to 2.4) 1.1 (0.1 to 2.2) 0 (−0.5 to 0.5)

�.99
Untreated 1.1 (−0.1 to 2.3) 1.1 (0.1 to 2.1) 0 (−0.6 to 0.6)

Red macules
Treated 27 (21 to 34) 33 (26 to 40) 5.1 (−1 to 11.2)

.51
Untreated 25 (19 to 30) 31 (25 to 38) 6.6 (1.8 to 11.5)

Leeds summary score
Treated 4 (3.3 to 4.6) 3.9 (3.4 to 4.5) −0.04 (−0.4 to 0.3)

�.99
Untreated 3.8 (3.2 to 4.5) 3.8 (3.2 to 4.4) −0.04 (−0.4 to 0.3)

Abbreviation: CI, confidence interval.

Table 2. Analyses Restricted to Patients Completing the Study (n = 26)

Baseline Score
(95% CI)

Week 12 Score
(95% CI)

Change in Score at
Week 12 (95% CI) P Value

Papules
Treated 10.9 (7.4 to 14.4) 7.0 (4.4 to 9.5) −3.9 (−8.5 to 0.7)

.13
Untreated 8.3 (6.1 to 10.5) 6.7 (4.3 to 9.1) −1.5 (−5.2 to 2.1)

Pustules
Treated 2.1 (0.9 to 3.3) 2.7 (0.8 to 4.7) 0.7 (−1.2 to 2.5)

.29
Untreated 2.1 (1 to 3.3) 1.9 (0.7 to 3.1) −0.2 (−1.2 to 0.7)

Comedones
Treated 33 (22 to 44) 35 (24 to 46) 1.3 (−7.3 to 9.8)

.95
Untreated 34 (22 to 47) 36 (24 to 47) 1.1 (−8.0 to 10.1)

Cysts
Treated 1.5 (−0.4 to 3.4) 1.4 (−0.1 to 2.9) −0.04 (−0.7 to 0.6)

.47
Untreated 1.2 (−0.5 to 3) 1.5 (−0.03 to 3) 0.2 (−0.6 to 1.0)

Red macules
Treated 30 (20 to 40) 35 (25 to 45) 5.0 (−4.0 to 14.0)

.86
Untreated 26 (18 to 33) 30 (21 to 39) 4.4 (−1.7 to 10.6)

Leeds summary score
Treated 4.4 (3.4 to 5.3) 4.4 (3.6 to 5.1) 0.01 (−0.4 to 0.5)

.92
Untreated 4.2 (3.2 to 5.1) 4.2 (3.4 to 5.0) 0 (−0.5 to 0.5)

Abbreviation: CI, confidence interval.
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ment parameters featuring low flu-
ences, nonpurpuric treatments may be
provided. In addition, low fluence treat-
ments with this laser have been re-
ported to result in increased collagen
production and clinical improve-
ments in fine wrinkles and atrophic
acne scarring.20,21 For all of these rea-
sons, we postulated that such therapy
might be of particular benefit for pa-
tients with inflammatory acne.

In this study, we were not able to
demonstrate significant efficacy for non-
purpuric pulsed dye laser therapy in this
setting. We believe that our use of a
split-face protocol design was vital with
respect to assessing changes in the pa-
tients’ acne based on the natural course
of the disorder. That is, acne is a clini-
cally dynamic condition in which both
spontaneous improvements and flares
are known to occur. With the use of
other study designs, a significant risk
exists that changes in disease severity
not based on treatment might be mis-
interpreted as successful therapy or that
other sources of bias may inadvert-
ently impact results.

In our study, there were patients
whose acne severity decreased over the
12-week follow-up period, but this im-
provement was bilateral, making it un-
likely that the change was due to the
laser treatment. Conversely, several pa-
tients’ acne worsened bilaterally dur-
ing the assessment phase of the study,
but this increased severity was not likely
due to the unilaterally applied laser

therapy. Pulsed dye laser energy has
been demonstrated to act locally in the
skin and there is no reason to believe
that the positive or negative effects
would have extended to the opposite
side of the face. One theory regarding
how pulsed dye lasers may improve
acne relates to decreased levels of P ac-
nes. However, if this is true, there is no
evidence that migration or transfer of
bacteria from untreated skin into the
treated areas would account for the lack
of efficacy using a split-face model. By
analogy, prior split-face acne research
using unilaterally applied topical anti-
biotics demonstrated efficacy in treated
skin and no evidence of bacterial mi-
gration or transfer (James Leyden, MD,
written communication, May 2004). A
split-face study design might not be
practical for more invasive laser treat-
ments. However, with nonablative la-
ser therapy, using the patients’ own skin
as a control is often feasible and likely
provides the most meaningful control
possible.

Although lesion counts were per-
formed by an experienced clinical in-
vestigator (S.C.), the fluctuation in the
counts reported herein could poten-
tially be based not on the natural course
of the disease, but rather on the inher-
ent difficulties associated with repro-
ducibly performing such counts. How-
ever, subsequent grading of patient
photographs by dermatologists not in-
volved in the counting of lesions cor-
roborate the clinical findings.

Because individuals with mild acne
(Leeds acne severity scale ratings of �2)
were excluded from this study, we can-
not comment on the potential impact
of pulsed dye laser therapy for such pa-
tients. In addition, this study was meant
to assess the value of subpurpuric dos-
ing of pulsed dye laser energy because
delivering treatments that cause bruis-
ing would negate many of the poten-
tial advantages of the therapy. Given
this, we cannot speculate whether the
use of higher fluences might result in
clinical benefits.

During the course of our study, an
article by Seaton et al16 was published
reporting marked clinical improve-
ments following a single pulsed dye la-
ser treatment and using the same type
of laser and similar treatment param-
eters that we used. Seaton et al pro-
vided treatments at fluences of 1.5 J/cm2

to half of the face and 3 J/cm 2 to the
opposite side on 31 patients random-
ized to receive laser therapy to evalu-
ate efficacy and include a dose-
response assessment. Ten participants
received sham therapy only to the en-
tire face. The authors reported that there
were no clinical differences between the
results achieved with these 2 different
fluences. Therefore, their primary out-
come measure was a comparison of the
results of laser-treated patients’ whole
faces with sham-treated patients’ whole
faces. Thus, Seaton et al did not in-
clude a split-face design nor a split-
face control protocol.

Figure 2. Papule, Pustule, and Comedone Counts in Treated or Untreated Skin With Pulsed Dye Laser Treatment
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Values are means (SEs). There was no statistically significant difference when comparing the changes from baseline in treated vs untreated skin at any time point.
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In comparing the study by Seaton et
al16 with our study, there are some mi-
nor differences in participant demo-
graphics. These include a difference in
the mean age of those receiving treat-
ments (approximately 26 years in the
earlier study and 21 years in our study)
and the proportions of patient sex (35%
male and 65% female in the study by
Seaton et al and 60% male and 40% fe-
male in our study). As acne appears to
be the same clinical entity among pa-
tients of both sexes and over both age
ranges, such factors are not likely to
have caused the differing results.

There were also differences in drop-
out rates: 27 of 31 treated patients com-
pleted the Seaton et al study and 26 of
40 patients completed our study. This
may reflect the relatively better results
achieved by Seaton et al. While the early
withdrawal rate for our study was sub-
stantial, we believe that this was likely
a reflection of dissatisfaction with the
treatment. The effect that the reduced
sample size had on the power of our
study was likely mixed. Typically, a re-
duction in sample size translates to a
commensurate reduction in power,
which is reflected in less statistically sig-
nificant results (P values) and an in-
crease in the type II error rate. In this
case, we believe that attrition selec-
tion bias may have offset this at least
somewhat. The subgroup of 26 pa-
tients who completed the study pre-
sumably represented the best clinical
responders. To address this issue, a
comparison of the results using our pri-
mary analysis for all patients using last
observation carried forward was per-
formed and a secondary analysis in-
cluding only the subgroup of 26 pa-
tients who completed the study was
performed. The P values for the car-
ried forward analysis are somewhat
smaller, but still nonsignificant. The re-
sults from several end points actually
favor the untreated group.

Laser and light-based acne therapy is
a potentially attractive treatment op-
tion. With many such devices, compli-
cations are rare and treatments are rela-
tivelybrief.The treatmentsdonot require
significant ongoing patient compli-

ance, which is a major advantage over
chronic topical and oral therapies. Dis-
advantages include the possibility of pa-
tient discomfort during treatment. Dis-
comfort is more frequent with the use of
some infrared lasers meant to thermally
damage sebaceous structures. Other dis-
advantages include lack of data on long-
term effects and lack of insurance cov-
erage for some therapies. However, the
high prevalence of acne, its significant
morbidity, and the current lack of a treat-
ment that combines convenience, low
risk, and more uniform efficacy under-
score the potential importance of devel-
oping laser therapy for this indication.

Despite much interest, rigorous pro-
spective, randomized, controlled trials
in this area are limited. The fact that our
study does not substantiate the posi-
tive results recently reported is not an
indictment of laser therapy for acne in
general, and does not necessarily rule out
the possible role of this particular pulsed
dye laser. However, it does suggest that
additional well-designed studies are
needed before the use of the pulsed dye
laser becomes a part of acne therapy.
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