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1  |   INTRODUCTION

Acne conglobata (AC) is a rare yet severe form of nodulo-
cystic acne. Like acne vulgaris, Cutibacterium acnes (for-
merly Propionibacterium acnes) is thought to play a role in 
the pathogenesis of AC, which is characterized by a chronic 
inflammatory state. It presents with deep burrowing ab-
scesses that connect via tunneling wounds (sinuses tracts).1 
It can be found throughout the body, presenting as extensive 
comedones, nodules, and cystic lesions. This is an unpleas-
ant condition, whereby cysts can contain foul‐smelling pus 
that can weep.1 Tissue remodeling and body disfigurement 
are associated with AC, where both hypertrophic and atro-
phic scars are common2 and can lead to significant psycho-
logical impairment and isolation.1 The pathology of AC 
resembles hidradenitis suppurativa (HS), which also features 
large sensitive nodules and draining sinus tracts. In both 
cases, the active areas are severely inflamed and unstable.3 
Systemic therapy with isotretinoin is the most common treat-
ment choice for severe cystic acne. However, it is not effec-
tive in all cases,4 or inappropriate in others; for example, in 
young adults or women hoping to conceive.5 Therefore, new 

treatment options for this debilitating condition are needed. 
Fluorescent light energy (FLE) which induces a novel form 
of photobiomodulation (PBM) is successful in treating an 
array of inflammatory skin conditions6; therefore, we exam-
ined the efficacy of FLE in a case of AC and HS.

2  |   MATERIALS AND METHODS/
CASE REPORTS

A 14‐year‐old girl who has suffered with AC from the age 
of 9  years presented with extensive papules, severe nod-
ules, and cystic lesions, mostly affecting the cheeks and 
chin area of the face (Figure 1). Initially, the nodular le-
sions partially mimicked a pimple, but underneath there 
was a strong inflammatory reaction and the formation of 
pus. The skin lesions were large and engorged with fluid. 
They continued to grow and fill with pus until they eventu-
ally ruptured. Previous treatment with topical isotretinoin 
was ineffective and the patient was not a candidate for sys-
temic isotretinoin since she was a professional handball 
player. The patient was treated twice weekly for 6 weeks, 
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Abstract
The Kleresca® biophotonic platform utilizing fluorescent light energy (FLE) effec-
tively treated both acne conglobata and hidradenitis suppurativa. FLE decreased the 
presence of inflammatory nodules, cysts, and associated erythema. It also supported 
a healing response to improve skin texture. FLE offers a new treatment approach to 
recalcitrant inflammatory skin conditions.
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as per the recommended regime.7 Briefly, a 2  mm layer 
of chromophore‐containing get was applied to the face 
and irradiated with a multi LED lamp (415 and 447 nm) 
(Kleresca®; FB Dermatology, Dublin, Ireland). Significant 
improvements were noted in the facial nodules and cysts 
during the treatment (week 2 and 4) at the 6‐week time-
point/the end of the treatment course (Figure 1). A further 
improvement in the accompanying facial erythema and 
the overall complexion of the skin was apparent 12 weeks 
from the initiation of treatment (Figure 1). Due to the as-
sociation of AC with HS, here we also present comparable 
effects of FLE used off‐label in an 18‐year‐old male HS 

Hurley stage I patient (Figure 2). The patient received the 
same treatment as above. Again, we noted a reduction in 
inflammation and nodules (Figure 2). We also note a tran-
sient hyperpigmentation of the area, a known effect of the 
Kleresca® treatment.

3  |   DISCUSSION

Both AC and HS are severe, debilitating, inflammatory skin 
conditions with limited treatment effectiveness. They often 
require systemic treatment options which are not always 

F I G U R E  1   Acne conglobata patient at baseline (before treatment) displaying severe papules, nodules, and cysts, concentrated on the chin 
and cheeks. Improvement in the appearance of the papules and cysts is evident during the treatment, at week (wk) 2 and 4. At the end of the 
treatment (week 6), there is a further reduction in the inflammatory lesions. The improvement is maintained 12 wk after the start of treatment, along 
with a notable decrease in the associated erythematous reaction and an improvement in the overall texture of the skin.

F I G U R E  2   Hidradenitis suppurativa 
patient with an inflamed nodule in the 
groin area at baseline (before treatment); 
following treatment with FLE, there is a 
significant reduction in inflammation (wk 
6).
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effective or appropriate.4,8 FLE is a noninvasive therapy that 
represents a novel induction of PBM with proven clinical ef-
ficacy in treating a range of inflammatory skin conditions.9 
FLE decreases inflammation and the associated lesions in 
acne vulgaris,7,10 decreases the inflammatory erythematous 
reaction of rosacea subtypes 1, 2 and 311 and more recently, 
it has proven to be effective where other treatment efforts 
have failed; for example, in erlotinib‐induced acneiform 
eruptions12 and the difficult to treat granulomatous rosa-
cea.13 PBM‐inducing devices are known to have antibacte-
rial and anti‐inflammatory effects.14 While the mechanism 
of FLE in AC and HS remains to be elucidated, it is likely to 
be modulating the profound inflammatory response under-
pinning both conditions. In‐vitro studies have shown, FLE 
decreases the inflammatory response of human epidermal 
keratinocytes and human dermal fibroblasts (HDFs) by re-
ducing pro‐inflammatory cytokine release; namely, tumor 
necrosis factor alpha (TNF‐α) and interleukin‐6,6 both of 
which play an essential role in regulating immune responses 
in many inflammatory diseases.15 A specific role for TNF‐α 
in AC and HS has been proposed. TNF‐α is elevated in ac-
tive lesions in HS3 and TNF‐α antagonists have yielded 
clinical improvement in AC.16 It is apparent from both cases 
presented here that the general resolution of inflammation 
observed with FLE is having a beneficial effect in resolving 
the active lesions and associated redness in both conditions. 
Moreover, there is a significant improvement in the overall 
appearance of the skin. We have previously observed an in-
crease in collagen production from HDF cells treated with 
FLE. It is likely the stimulation of collagen by FLE is also 
inducing a healing response, improving the appearance of 
scars and enhancing the overall texture of the skin.

4  |   CONCLUSION

FLE effectively treated the inflammatory nodules and cysts 
common to both AC and HS. It also decreased the associated 
erythema and supported a healing response to improve the 
overall texture of the skin. FLE should be considered as a 
new treatment option for difficult to treat inflammatory skin 
conditions.

CONFLICTS OF INTEREST

MCEN and DE are employees of FB Dermatology Ltd/
Kleresca®.

AUTHOR CONTRIBUTIONS

IK, BR and PAG: study design; patient selection; clinical 
assessment; DE and MCEN: study design; drafting of the 

original manuscript. All the authors listed have reviewed and 
approved the final version of the manuscript.

CONSENT

Informed consent was acquired for both patients.

ORCID

Michael Canova Engelbrecht Nielsen   https://orcid.
org/0000-0001-5044-4441 

REFERENCES

	 1.	 Hafsi W, Badri T. Acne Conglobata. Treasure Island, FL: StatPearls 
Publishing; 2019.

	 2.	 Weinrauch L, Peled I, Hacham‐Zadeh S, Wexler MR. Surgical 
treatment of severe acne conglobata. J Dermatol Surg Oncol. 
1981;7(6):492‐494.

	 3.	 Napolitano M, Megna M, Timoshchuk EA, et al. Hidradenitis 
suppurativa: from pathogenesis to diagnosis and treatment. Clin 
Cosmet Investig Dermatol. 2017;10:105‐115.

	 4.	 Al‐Kathiri L, Al‐Najjar T. Severe nodulocystic acne not respond-
ing to isotretinoin therapy successfully treated with oral dapsone. 
Oman Med J. 2018;33(5):433‐436.

	 5.	 Tanghetti EA, Kawata AK, Daniels SR, Yeomans K, Burk CT, 
Callender VD. Understanding the burden of adult female acne. J 
Clin Aesthet Dermatol. 2014;7(2):22‐30.

	 6.	 Edge D, Mellergaard M, Dam‐Hansen C, et al. Fluorescent light 
energy: the future for treatment of inflammatory skin conditions? J 
Clin Aesthet Dermatol. 2019;12(5):E61‐E68.

	 7.	 Antoniou C, Dessinioti C, Sotiriadis D, et al. A multicenter, ran-
domized, split‐face clinical trial evaluating the efficacy and safety 
of chromophore gel‐assisted blue light phototherapy for the treat-
ment of acne. Int J Dermatol. 2016;55(12):1321‐1328.

	 8.	 Gulliver W, Zouboulis CC, Prens E, Jemec G, Tzellos T. Evidence‐
based approach to the treatment of hidradenitis suppurativa/acne 
inversa, based on the European guidelines for hidradenitis suppura-
tiva. Rev Endocr Metab Disord. 2016;17(3):343‐351.

	 9.	 Jalili A. Chromophore gel‐assisted phototherapy. J für Ästhetische 
Chir. 2018;12(S1):1‐5.

	10.	 Nikolis A, Fauverghe S, Scapagnini G, et al. An extension of 
a multicenter, randomized, split‐face clinical trial evaluat-
ing the efficacy and safety of chromophore gel‐assisted blue 
light phototherapy for the treatment of acne. Int J Dermatol. 
2018;57(1):94‐103.

	11.	 Sannino M, Lodi G, Dethlefsen MW, Nisticò SP, Cannarozzo G, 
Nielsen M. Fluorescent light energy: treating rosacea subtypes 1, 
2, and 3. Clin Case Reports. 2018;6(12):2385‐2390.

	12.	 Mahendran A, Wong XL, Kao S, Sebaratnam DF. Treatment of 
erlotinib‐induced acneiform eruption with chromophore gel‐as-
sisted phototherapy. Photodermatol Photoimmunol Photomed. 
2019;35(3):190‐192.

	13.	 Liu RC, Makhija M, Wong XL, Sebaratnam DF. Treatment of gran-
ulomatous rosacea with chromophore gel‐assisted phototherapy. 
Photodermatol Photoimmunol Photomed. 2019;35(4):280‐281.KLOXA
SIA

KLOXA
SIA

KLOXA
SIA

KLOXA
SIA

https://orcid.org/0000-0001-5044-4441
https://orcid.org/0000-0001-5044-4441
https://orcid.org/0000-0001-5044-4441


4  |      KOCEVA et al

	14.	 Hamblin MR. Mechanisms and applications of the anti‐inflammatory 
effects of photobiomodulation. AIMS Biophys. 2017;4(3):337‐361.

	15.	 Shanmugam VK, Zaman NM, McNish S, Hant FN. Review of 
current immunologic therapies for hidradenitis suppurativa. Int  
J Rheumatol. 2017;2017:8018192.

	16.	 Yiu Z, Madan V, Griffiths C. Acne conglobata and adalimumab: 
use of tumour necrosis factor‐alpha antagonists in treatment‐re-
sistant acne conglobata, and review of the literature. Clin Exp 
Dermatol. 2015;40(4):383‐386.

How to cite this article: Koceva I, Rümmelein B, 
Gerber PA, Edge D, Nielsen MCE. Fluorescent light 
energy: A new therapeutic approach to effectively 
treating acne conglobata and hidradenitis suppurativa. 
Clin Case Rep. 2019;00:1–4. https​://doi.org/10.1002/
ccr3.2334KLOXA
SIA

https://doi.org/10.1002/ccr3.2334
https://doi.org/10.1002/ccr3.2334



