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Abstract
Background: Facial hypermelanosis is a significant cause of cosmetic disfigurement,
social embarrassment and psychological morbidity affecting quality of life.

Objective: To study clinicoepidemlogic patterns of facial hypermelanoses among men.

Material and Methods: Medical records of all adult males presenting with facial hy-
permelanoses were analyzed for this retrospective cross sectional study for demogra-
phic details, duration, cosmetic usage, sun exposure, drug intake, infections, systemic
or cutaneous diseases, and family history of hypermelanotic dermatosis. Laboratory
investigations and skin biopsy were performed when deemed necessary.

Results: These were 300 Indian men aged 18 to 74 (mean 37.35) years with 121 (40.3%)
individuals aged 31-50 years. Various patterns of melasma in 230 (76.7%) patients were
the major cause of facial hypermelanosis. Periorbital hypermelanosis was observed in
32 (10.7%), freckles and lentigens in 26 (8.7%), acanthosis nigricans in 12 (4%) and li-
chen planus pigmentosus in 10 (3.3%), pigmented cosmetic contact dermatitis in 7,
and nevus of Ota in 6 persons. The 71 (30.8%) patients with melasma had a history of
frequent sun exposure, 9 (3.9%) patients had systemic comorbidities. Family history
of periorbital melanosis was present in 7 (21.8%), personal or family history of atopy
in 5 (15.6%) patients. Acanthosis nigricans was associated with obesity in 9 (75%) of
patients and with diabetes mellitus in 4 (33.3%) cases.

Conclusions: Melasma, periorbital hypermelanosis, acanthosis nigricans and lichen
planus pigmentosus remain the predominant causes for facial hypermelanosis in men.
(J Dermatol Case Rep. 2017; 11(2): 20-24)
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Background
Facial hypermelanosis is a great cosmetic concern causing

significant social embarrassment and psychological distress
particularly among Asians including Indians. Facial hyper-
melanosis may occur from a variety of clinical entities; com-
mon ones such as melasma, lichen planus pigmentosus,
Riehl’s melanosis, erythema dyschromicum perstans, and
uncommonly from poikiloderma of Civatte, erythromelano-
sis follicularis of face and neck, nevus of Ota, periorbital me-
lanosis, exogenous ochronosis, or acanthosis nigricans. Sun
exposure and exposure to photosensitizing agents play a pivo-
tal role in the pathogenesis of many of these disorders.1 Since,
most Indian populations are occupationally engaged in agra-
rian work or manual labor exposing them to prolonged sun-

shine without adequate sun protection that possibly predispo-
ses them for facial hypermelanosis. The use of cosmetics
that may contain some unlisted photosensitizing agents or
have a potential for pigmented cosmetic dermatitis too has
increased in recent years.2 Systemic or topical medicaments,
indigenous and over-the-counter (OTC) preparations, may
have photosensitizing potential and induce facial pigmenta-
tion in some of these individuals.3,4 The rapid urbanization
leading to increased usage of computers and televisions com-
bined with altered sleeping habits may have caused increased
prevalence of periorbital hypermelanosis. Sedentary life style
causing near epidemic of obesity has led to an increased pre-
valence of acanthosis nigricans manifesting as facial hyper-
melanosis sometimes. Interestingly, most studies for facial
hypermelanosis report predominance of females perhaps
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owing to their cosmetic concerns.5-7 However, males with
facial hypermelanosis also form a sizeable number in out-
patient clinics, for instance, they constitute nearly 10%-25%
of patients with melasma.8 However, causes of facial hyper-
meanosis in them remain under studied. We studied clini-
cal and epidemiological features in adult Indian men pre-
senting with facial hypermelanoses.

Materials and Methods
Records of 300 adult men with facial hypermelanosis main-

tained during 3 months were analyzed for this retrospecti-
ve cross sectional study for demographic features, duration,
occupation, cosmetics use, photo exposure, drug intake,
presence of infections or systemic diseases and similar hy-
permelanosis in their family members. Medical examination
included complete systemic examination for associated sys-
temic disorders. The diagnosis of facial hypermelanosis was
mainly clinical. Patch testing with Contact and Occupatio-
nal Dermatoses Form of India approved Indian Cosmetic
and Fragrance series was performed in cases suspected of
pigmented contact dermatitis. Laboratory investigations, if
any, included complete blood counts, blood glucose levels,
and hepatorenal function tests, HBsAg and Anti-HCV sero-
logy, and lesional histopathology.
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Results and Discussion
All the 300 patients were aged between 18 and 74 (mean

37.35) years and had Fitzpatrick skin type III-V. The majo-
rity, 121 (40.3%) patients were in 31-50 years of age group
while 97 (32.3%) patients were above 50 years and 82
(27.3%) were between 18-30 years of age. Commonly ob-
served facial hypermelanoses were melasma, periorbital hy-
permelanosis, freckles and lentigines, acanthosis nigricans,
lichen planus pigmentosus (LPP), and pigmented contact
dermatitis in order of frequency (Table 1).

Melasma is a common disorder of facial hypermelanosis
among all races particularly south-Asian and Hispanic po-
pulations affecting up to 4% of the patients attending der-
matology clinics.4,9 It affects both genders; women more
than men, in their middle age with a mean age of 33.5 years
in an Indian study.8 The centrofacial pattern in 55% - 75%,
the malar pattern in 24% - 43%, and the mandibular pattern
in 1.5% - 2% patients are three distinct clinical patterns.10,11

Its exact etiology is poorly understood but often imputed to
genetic predisposition, pregnancy and oral contraceptives,
endocrinopathies, or drugs (hormones, anticonvulsants,
phenothiazines, phototoxic agents) ingestion.3,4 Pigmented
cosmetic contact dermatitis is another recognized etiologic
factor.2 However, sun exposure remains the most impor-
tant exacerbating factor for 55%-100% patients.12 Most of

Types of facial hypermelanosis
Number of patients (%)

N=300
Mean age (range)

in years

Melasma n=230
(76.7%)

Centrofacial pattern
(involving cheeks,
forehead, chin, upper
lip and nose)

119 (51.7%)

230 (76.7%) 37.35 (18-63)Malar pattern (involving
cheeks and nose)

99 (43%)

Madibular pattern (
localized over rami of
mandible

12 (5.2%)

Priorbital hyermelanosis 32 (10.7) 28.77 (18-45)

Freckels/Lentigens 26 (8.7) 26.40 (19-46)

Acanthosis nigricans 12 (4) 40.68 (20-64)

Lichen planus pigmentosus 10 (3.3) 34.46 (24-56)

Pigmented contact dermatitis 07 (2.3) 32.36 (29-66)

Nevus of Ota 06 (2) 22.78 (19-27)

Ashy dermatosis of Ramirez 01 (0.3) 39.0

Becker’s nevus 01 (0.3) 26.0

Erythromelanosis follicularis of face and neck 01 (0.3) 42.0

Table 1. Types of facial hypermelanosis.
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these features were also noted in our facial hypermelanosis
patients with melasma being the commonest cause affec-
ting 230 (76.7%) patients aged between 18-63 (mean 37.35)
years (Fig. 1). Common clinical patterns were centrofacial
pattern in 119 (51.7%), malar pattern in 99 (43%) and man-
dibular pattern in 12 (5.2%) patients, respectively. Seventy-
one (30.8%) of these patients were working outdoors for
long hours in the sun but only 32 (13.9%) patients were
using OTC sunscreens. Commonly used cosmetics were
shaving creams, cold creams, perfumes, after-shave lotions,
hair color, etc. in 182 (79.1%) patients and pigmented con-
tact dermatitis was seen in seven patients with positive patch
test reactions from PPD (4 patients), gallate mix and cetri-

Figure 2
Pigmented cosmetic dermatitis of face predominately involving
forehead, beard and moustache areas following regular use of
hair color.

Figure 1
Malar pattern of melasma in a 28-year-old male.

Figure 3
Non-familial periocular hypermelanosis in a non-atopic 25-year-
old male.

mide (1 patient), thiomersal (1 patient) and paraben mix (1
patient) correlating clinically with their cosmetic use (Fig. 2).
Forty-nine (21.3%) patients were also applying mustard oil
over face while using it for hair that has photosensitizing
potential because of its furocoumarin contents. However,
melasma in association with chronic renal disease in 6 pa-
tients, chronic alcoholic liver disease in 2 patients and drug
(levitiracetam) intake for seizure disorder in one patient in
this study may be from other unidentified reasons.

Periorbital hypermelanosis is frequent in women, in ear-
ly adulthood (mean age 21 Years) and factors like gene-
tic/constitutional (in 77%), atopy (in 33%), refractive errors
(in 30%), stress and inadequate/abnormal sleep pattern (in
40%), anemia, periorbital edema and skin laxity were impli-
cated factors in a study.13 Similarly, the periorbital hyper-
melanosis was second most common and noted in 32
(10.7%) patients aged between 18 and 45 (mean 28.77)
years (Fig. 3). Conformingly, family history of periorbital
melanosis in 7 (21.8%) patients and personal or family
history of atopy in 5(15.6%) patients was noted. In addition,

4(12.5%) patients had history of prolonged (>8 hours) te-
levision watching or computer work leading to eyestrain and
inadequate sleep in 3 (9.4%) patients. The refractive error
was noted in 7 (21.9%) patients but corrective spectacles in
four of them were not benefiting in perorbital hypermela-
nosis. Periorbital hypermelanosis in one patient with chro-
nic renal disease might have been from overall ill health and
associated anemia. Similarly, pathogenic role of cold creams/
soaps used routinely by all these patients over face inclu-
ding periorbital area remains speculative.

Freckles are common in fair skin individuals and charac-
terized by small brown macules over the face usually appe-
aring/increasing in summers after sun exposure. Lentigines
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are also hyperpigmented macules and unlike photo-distri-
buted freckles, they may appear at any site with tendency
to persist. Genetic and constitutional factors are implicated
etiological factors. Freckles and lentigines are another signi-
ficant cause of facial hypermlanosis and social embarras-
sment and were noted in our 26 (8.7%) patients with Fitz-
patrick skin type III-IV aged between 19 and 46 (mean 26.4)
years. Three (11.5%) patients also had another affected fa-
mily member. While 20 (76.9%) patients had frequent sun
exposure, only 8 (30.8%) patients were using OTC sunscre-
ens suggesting little concern these cause among non white
skin individuals.

Acanthosis nigricans is characterized by hyperpigmented,
velvety plaques over body folds and often involves facial
skin. It may be familial or associated commonly with obe-
sity, BMI ≥27, (in 76%), diabetes mellitus (30%), ingestion
of drugs (nicotinic acid, insulin, systemic corticosteroids),
or malignancy.14 Similarly, it affected our 12 (4%) patients
aged between 20 and 64(mean 40.68) years involving neck,
axillae or groins folds. Periocular involvement occurred in
7 (58.3%) patients and 5(41.7%) patients had malar involve-
ment (Fig. 4). It was associated with obesity in 9 (75%) and
diabetes mellitus in 4(33.3%) patients, respectively. One pa-
tient had familial acanthosis nigricans with no obesity or
other systemic disease. No patient had history of any drug
intake or internal malignancy.

Lichen planus pigmentosus is an uncommon form of li-
chen planus affecting most individuals in their third or fourth
decade. It is characterized by asymptomatic or mildly pru-
ritic slate gray to brownish black, diffuse, reticular, blotchy,
linear or perifollicular macular lesions of insidious onset.
Face and neck are the frequent initial sites of onset followed
by involvement of other body sites including body folds (LPP
inversus).15,16 Its exact etiology is poorly understood but UV
light, viral infections, and topical mustard oil and amla oil
have been often implicated. LPP in 10 (3.3%) patients was
not associated with any systemic disease and HBsAg and
Anti-HCV serology was negative (Fig. 5). The habitual topi-

Figure 6
Nevus of Ota (hamartoma of dermal melanocytes): characteristic
bluish pigmentation in classic distribution involving first and
second divisions of the trigeminal nerve.

Figure 4
Acanthosis nigricans: characteristic velvety hyperpigmentation
involving neck fold and malar skin.

Figure 5
Lichen planus pigmentosus involving neck and whole face sparing nose.

cal application of mustard oil/ amla oil could not be exclu-
ded however. Nevus of Ota (6 patients, Fig. 6), ashy derma-
tosis (1 patient), Becker’s nevus (1 patient) and erythrome-
lanosis follicularis of face and neck (1 patient) were other
less commonly observed dermatoses.
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Limitations
This was a retrospective study of data for small number

of patients observed in a limited period of three months and
do not represent actual number of such patients in the out-
door clinic.

Conclusion
Facial hypermelanoses are a heterogeneous group of disor-

ders with variable etiologies. Melasma, periorbital hyper-
melanosis, acanthosis nigricans and lichen planus pigmen-
tosus remain the predominant causes for facial hypermela-
noses among Indian men.
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