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INTRODUCTION

Melasma is derived from Greek word “melas”
meaning black and is also called Cholasma which is
derived from the word “cholezin” meaning green.
1Melasma is called as Kalaf in Unani System of
Medicine and is described by various ancient
physicians. Kalaf is a disease which is caused by
disturbance in the quality and quantity of
Sawda’(black bile). Various eminent Unani scholars
have described the pathogenesis of the disease. In the
famous book “The Cannon of Medicine” Ibn Sina has
described that Kalafis caused by the accumulation of
dead blood cells under the skin. 2Various other
eminent Unani physicians have written that factors
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like morbid matters, cold melancholic blood and burnt
bile also contribute in the development of the lesions.
3,4,5According to modern concept, melasma is a
common, chronic, acquired, hyper pigmentary
disorder characterized by brown spots or macules on
the sun exposed areas of the body most commonly
face6 .

The prevalence of Melasma is between 1.5-33.3% with
the prevalence in pregnancy being about 50-70%. 71t
is most commonly seen in darker people with
Fitzpatrick’s skin type IV-V. It is more commonly
seen in females as compared to males. The most
commonly affected age group is between 30-55 years.
8The most common patients seen in the
dermatological clinic are acquired hyper pigmentary
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disorders of the skin, which are associated with
psychological stress and among these Melasma
(Kalaf) is the most common. 9Although it is not
associated with any health hazard, it has a negative
influence on the quality of life and low self-esteem.
10,11,12Treatment of melasma 1is often very
challenging associated with high relapse rates. The
disease has no significant effect on the body but it has
tremendous effect on the quality of life of the
individual and is associated with social stigma.
13Melasma has high prevalence in East Asians,
Indians, Pakistani, Middle East, Africans, Hispanics
and Brazilian due to greater exposure to
sunlight14,15,16

Risk Factors

The risk factors of Melasma described in all classical
literature are as follows:-

Exposure to sunlight.

Pregnancy and amenorrhea.

Bad diet intake (saqgeel and raddi ghiza).
Diseases of the liver and spleen.

Prolonged high fever.

Unhygienic conditions.

Consumption of alcohol 2,17,18,19,20,21,9,22

Nk W=

Dark skin coloured people are at the maximum risk of
increased melanogenesis. 1,8,23,24,10,25,26It is most
prevalent in the summer months and its prevalence
decreases in the autumn and winter seasons25.
According to clinical features four types of melasma
are seen

a) Centrofacial pattern

It is the most common pattern, seen in about 65%
cases of melasma. It involves the cheeks, forehead,
nose and upper lips.

b) Malar pattern

This pattern is seen in 20% of melasma patients. It is
seen mostly in the malar area commonly on the
cheeks and nose.

¢) Mandibular pattern

It is seen in 15% cases of melasma with common
involvement on the ramus of mandibular region.

d) Extra facial pattern

This pattern is commonly seen on extensor surfaces of
the arm, neck and upper one third of the trunk10 .

MATERIALS AND METHODS

A clinical study was conducted at the Regional
Research Institute of Unani Medicine, Naseem Bagh,
Srinagar, J&K. Recruitment of patients was done
during the study duration of 12 months, starting in
March 2021, from outpatient and inpatient
departments (OPD/IPD) of the RRIUM hospital after
obtaining proper ethical clearance from Institutional
ethical committee Regional Research Institute of
Unani Medicine, Habbak, Naseem Bagh. Clinically
diagnosed patients of Melasma between the age group

of 15 to 50 years of all genders were included in the
study. Patients with a history of cardiovascular,
endocrine, renal, liver diseases, skin sensitivity,
pregnancy, lactation, those on oral contraceptives and
those on anti-coagulants were excluded from the trial.
Sample size was calculated using GPOWER software
(Version 3.0.10), it was estimated that the number of
patients required in each group with 80% power, 80%
effect size and 5% significance level is 36. Thirty-six
(36) patients were taken for the study after obtaining
written consent.

RESULTS AND DISCUSSION

Demographic Characteristics

All the patients registered for the study had skin tone
either fair or medium; none of the patient was having
light or dark skin tone (Fig. 1.). Out of 36 patients, 20
patients (55.56%) were having medium skin tone
while, 16 patients (44.44%) were having fair skin tone.
These findings are in agreement with the findings
reported by Hamdi et al. (2008)27 that most the
patients having melasma were having fair and
medium skin tone. 28It is well documented that
people having fair and medium skin tone have higher
chances of development of melasma than those
having lighter or darker skin tone reference. Also the
prevalence of fair coloured in Kashmir region could
also be a cause of more fair skinned people in our
study.

In Fig.2. it is seen that Fitzpatrick scale was followed
to determine the skin type of patients registered for the
study reference. 291In the present study all the patients
registered for the study were having skin types
between III and IV as per Fitzpatrick scale. 19 patients
(52.78%) were having type IV skin while 17 patients
(47.22%) were having type III skin type, out of 36
patients (Fig.2.). Various authors have reported that
melasma is not common in people where skin type
falls in the far ends of the Fitzpatrick scale; however
people whose skin type is in the middle range of the
scale i.e. III and IV are more likely to develop
melasma25,26.

In the present study majority of the patients that is 33
(91.67%) were having symmetrical lesions, while only
3 patients out of 36 (8.33%) were having asymmetric
lesions (Fig.3.). The highest prevalence of
symmetrical lesions indicated that there was
symmetrical pattern of melasma in our study.
Melasma is symmetrical lesions as mentioned in
Fitzpatrick’s textbook of dermatology®6.

The colour of melasma lesions in patients was found
either to be light brown or dark brown and none of the
patients had bluish grey or black colour of the lesions.
Out of 36 patients 19 (52.78%) where having dark
brown colour of the lesion, while 17 (47.22%) were
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having light brown colour of lesion (Fig.4.). Light
brown and dark brown are the most common lesion
colours reported by Yalamanchili et al. (2015)30.

In the present study the predominant pattern oflesions
observed among the patients where centro facial
melasma and malar. Out of 36 patients centrofacial
melasma was observed in 23 patients (63.89%), malar
melasma in 12 patients (33.33%) while mandibular
melasma was observed only in 1 patient (2.78%) (Fig
5). KrupaShankar et al. (2014)31; Qazi et al. (2017)32
also reported the centrofacial and malar patterns
comprised the majority of the lesions of melasma
patients in their study33,32.

In the present study out of 36 patients 25 (69.44%)
reported aggravation of lesions in summer while 11
patients (30.56%) reported no impact of seasonal
variation on melasma improvement (Fig.6.). During
summer more sun exposure and heat intolerance can
be the majority of the contributing factors for
aggravation of melasma patients Bagherani et al.
(2015) .KrupaShankar et al. (2014)10,31 also reported

aggravation of lesions in melasma patient during
summer months

In the present study erythema was absent in 28
patients (77.28%) and present in only 8 patients
(22.22%) out of 36 patients (Fig.7.). Although
existence of erythema within the melasma lesion is
reported in many studies, but the relationship between
degree of erythema and pigmentation within the
melasma lesion is not clarified in such studies Kim et
al. (2007)34 and Lee et al. (2010)13. Park et al.
(2013)35 observed positive correlation between
erythema and pigmentation in melasma lesions but at
the same time reported that further studies are needed
to understand the biological mechanism behind the
clinical changes observed in such studies. Since the
sample size in our study was comparatively smaller,
therefore as such no concrete inference could be
drawn whether erythema has a positive or negative
relationship in melasma therefore in depth studies on
much larger sample size must be conducted in future
to correlate the presence of erythema in melasma
patients.
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CONCLUSION

The present study showed that out of 36 patients
enrolled maximum patients had medium to fair skin
with Fitzpatricks skin type of III & IV. The lesions
were mostly centrofacial, symmetrical, with light and
dark brown lesions with no erythema. It was further
observed that the disease is prevalent in people who
were exposed to sun and UV rays.

LIMITATIONS OF THE STUDY:

The sample size of the study is small, further studies
are needed with larger sample sizes and also multi
location studies are to be conducted to confirm the
demography.
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