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Rezumat

Hipermelanozele se definesc ca afectiuni cutanate
hiperpigmentare ce rezultd prin anomalii cantitative (exces
de melanind) sau calitative ale pigmentului melanic.
Hipermelanoza poate sd fie determinatd de factori genetici
si dobanditi. Unele melanoze apar prin cresterea melano-
genezei sub influenta factorilor genetici. Alte melanoze
apar prin cresterea numdrului de melanocite (pata
mongoloidd, nevul Ota, nevul Ito). Alte melanoze apar
sub influenta factorilor hormonali, ai UV, ai compusilor
chimici si cosmetici. Melanoza Riehl (dermatita pigmentard
cosmeticd sau melanoza faciald a femeilor) este o afectiune
cutanatd care se manifestd prin aparitia unei pigmentdri la
nivelul extremitatii cefalice intdlnitd in special la femei si in
aparitia cdreia se pare cd produsele cosmetice, detergentii
dar si lumina solard joacd un rol important. Prezentim
cazul unei paciente in vdrstd de 43 de ani, care se prezintd
in clinica noastrd pentru o melanozd faciald dramaticd, cu
un impact major negativ asupra stdrii emotionale a
acesteia. Diagnosticul stabilit pe baza examindrii clinice, a
anamnezei, testelor de provocare si examenului histologic
este de melanozi Riehl.

Cuvinte cheie: melanozd, Riehl, cosmetice, deter-
genti, hiperpigmentare.
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Summary

Hypermelanases are defined as hyperpigmentative skin
disorders resulting from quantitative abnormalities
(melanin excess) or qualitative melanin pigments.
Hypermelanosis can be determined by genetic and
acquired factors. Some melanosis occur by increasing
melanogenesis under the influence of genetic factors. Other
melanosis occur by increasing the number of melanocytes
(Mongoloida patch, Ota nevita, Ito nevul). Other
melanomas occur under the influence of hormonal factors,
UV, chemical compounds and cosmetics. Riehl’s melanosis
(cosmetic pigmentary dermatitis or facial melanoma of
women) is a skin disorder that is manifested by the
appearance of a pigmentation in the cephalic extremity
encountered especially in women and in the appearance of
which cosmetics, detergents and sunlight appear to play a
role important. We present the case of a 43-year-old patient
presenting in our clinic for a dramatic facial melanoma
with a major negative impact on the emotional state of the
patient. Diagnosis based on clinical examination, history,
challenge tests and histological examination is Riehl’s
melanosis.
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hyperpigmentation.
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Introducere

Melanoza este o afectiune frecvent intalnita in
practica medicald dermatologicd si in cabinetele
de dermatocosmeticd, avand un impact major
in marea majoritate a cazurilor, cu afectarea
negativd a vietii sociale, in special in cazul
femeilor. Vorbim de hipermelaninoze atunci cand
activitatea melanocitelor este crescuta si de
hipermelanocitoze atunci cand melanocitele sunt
crescute in exces [1].

Etiologia melanozelor este inca destul de
neclard, fiind depistati o multitudine de factori
care pot declansa afectiunea. Melanozele pot fi in
functie de natura procesului declansator
genetice, metabolice, endocrine, carentiale, prin
agenti fizici, toxice (medicamente), parazitare,
infectioase, tumorale, neurologice, in cursul unor
boli sistemice, postinflamatorii, prin ingrediente
din cosmetice sau idiopatice [1].

Este bine cunoscut in cazul hiper-
pigmentdrilor cd factorul trigger major este
expunerea la ultraviolete. Ultravioletele au
capacitatea de a declansa si agrava evolutia
oricdrei melanoze [2]. Ultravioletele stimuleaza
proliferarea si migrarea melanocitelor dar si
melanogeneza. Influenta soarelui este probata
prin faptul ca debutul bolii este de regula vara iar
mai tarziu se agraveazd intotdeauna in sezonul
cald. Dar existd in cazul melanozei Riehl alti
factori mai pregnanti in declansarea hiper-
pigmentdrii, anume cosmeticele si detergentii [3].

Initial pigmentatia este punctiforma dar
ulterior se extinde cuprinzand in intregime
extremitatea cefalicd precum si membrele si
toracelele.

Pigmentatia are diferite nuante, astfel putand
fi intalnite galben-brun, brun-inchis si chiar
negru, cu limitarea netd a placardului. Tegu-
mentul este in general normal, rar usor atrofic si
uneori se intalnesc papule lichenoide si foarte rar
hiperkeratoze foliculare.

Culoarea pielii poate fi constitutionala
(nativd, influentatd de factori genetici), sau
indusd (sub actiunea razelor solare sau a altor
factori). Melanoza apare mai frecvent la anumite
grupuri etnice, cum ar fi indivizii hispanici,
orientali sau asiatici [2,4].

Pigmentarea pielii este destul de co-
mund la ambele sexe, indiferent de rasid si se
caracterizeazd prin leziuni de culoare bruna sau
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Introduction

Melanosis is a common disorder in
dermatological medical practice and in
dermatocosmetics, with a major impact in the
vast majority of cases, with a negative impact on
social life, especially for women. We speak of
hypermelaninases when melanocyte activity is
increased and hypermelanocytosis when melano-
cytes are excessively elevated [1].

The etiology of melanosis 1is still quite
unclear, and there are a number of factors that
can trigger the condition. Melanosis can be
related to the nature of the triggering process:
genetic, metabolic, endocrine, deficiency,
physical, toxic, parasitic, infectious, tumor,
neurological, systemic, post-inflammatory,
cosmetic or idiopathic [1].

It is well known in hyperpigmentation that
the major trigger factor is exposure to ultraviolet.
Ultraviolet have the ability to trigger and
aggravate the evolution of any melanosis [2].
Ultraviolet stimulates the proliferation and
migration of melanocytes but also melano-
genesis. The influence of the sun is proven by the
fact that the onset of the disease is usually
summer and later it is always aggravated during
the warm season. But in the case of Riehl’s
melanosis there are other factors that are more
prominent in triggering hyperpigmentation,
namely cosmetics and detergents [3].

Initially, the pigmentation is punctual, but
later it extends, including the whole of the
cephalic extremity as well as the limbs and the
chest.

Pigmentation has different shades, so it can
be yellow-brown, dark-brown and even black,
with the net limit of the banner. The skin is
generally normal, rarely slightly atrophic, and
occasionally there are lichenoid papules and
rarely follicular hyperkeratosis.

Skin color can be constitutional (native,
influenced by genetic factors), or induced (under
the action of solar rays or other factors).
Melanosis occurs more frequently in certain
ethnic groups, such as hispanic, oriental or asian
individuals [2,4].

Skin pigmentation is fairly common in both
males and females, irrespective of race, and is




neagra, circumscrise ( in cazul acestora se
evidentiazd bine bordura dintre pielea sana-
toasd si cea bolnavéd), difuze sau generalizate.

Femeile sunt mai afectate, in special in timpul
perioadei reproductive, cu varf de afectare intre
20-30 ani [2,3,4]. S-a observat cd melanozele sunt
mult mai rare Inainte de intrarea la puber-
tate. Hiperpigmentarea cutanatd este Intalnita
atat la barbati cat si la femei dar femeile sunt
acelea care prin perceptele care definesc , fru-
musetea, tenul perfect”, sunt mai afectate din
punct de vedere emotional , cu impact negativ
asupra calitatii vietii. Indiferent cat de mica este
zona afectata sau cat de intensa este pigmentarea,
majoritatea persoanelor afectate resimt intens
afectarea si prezintd un grad relativ mare de
frustrare in fata acestei probleme estetice.
Melanozele pot sd fie la debut limitate,
circumscrise si sd devinad extensive, difuze in
evolutie.

Existd grade variate ale pigmentdrii in
diverse regiuni ale corpului dar cel mai neplacut
aspect resimtit de cdtre pacient este atunci cand
extremitatea cefalicd si decolteul sunt zonele
afectate.

Melanoza este In majoritatea cazurilor o
problemad de esteticd, mai mult o ,,carte de vizita
sociald” resimtitd de individul afectat, in cadrul
unor afectiuni bine definite care determina
hiperpigmentare cutanata.

Material si metode: prezentare de caz

Prezentam cazul unei paciente in varsta de 43
ani, fumdtoare, din mediul urban, ce se pre-
zintd in clinica noastrd pentru aparitia unei
pigmentdri la nivelul extremitatii cefalice,
membre si torace cu evolutie de peste doua luni,
fara antecedente personale patologice semni-
ficative. De asemenea, pacienta acuza prurit
facial si mai ales la nivelul decolteului. Initial,
inainte de aparitia hiperpigmentarii, pacienta
afirma cd zonele fetei si a decolteului erau
pruriginoase si eritematoase.

La examenul clinic se descrie o eruptie
alcatuita din placarde hiperpigmentate localizate
la nivelul fetei, decolteului, cefei si zonei
proximale a membrelor superioare, debutata in
urma cu aproximativ doua luni. Intreaga fata si
decolteul sunt acoperite de un placard intins
difuz, discret reticulat, melanodermic, cu
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characterized by brown or black, circumscribed
lesions (in which case the skin between the
healthy and diseased skin is clearly visible),
diffuse or generalized.

Women are more affected, especially during
the reproductive period, with a peak between 20-
30 years [2,3,4]. It has been noticed that
melanoses are much rare before puberty. Skin
hyperpigmentation is common in both men and
women, but women are those who, through the
perceptions that define , beauty, perfect skin,” are
more emotionally affected, with a negative
impact on the quality of life. No matter how small
the affected or intense area is pigmentation, most
affected people feel the disease intense and have
a relatively high degree of frustration over this
aesthetic problem. Melanoses can be limited,
circumscribed, and become broad, diffuse in
evolution.

There are varying degrees of pigmentation in
various regions of the body but the most
unpleasant aspect experienced by the patient is
when the extremity of the head and the decollete
are affected areas.

Melanosis is in most cases a problem of
aesthetics, more of a ,social visiting card” felt by
the affected individual, within well-defined
disorders that cause skin hyperpigmentation.

Material and methods: case presentation

We present the case of a 43-year-old smoker
from the urban environment presenting in our
clinic for the appearance of a pigmentation in the
cephalic extremity, limbs and thorax with
evolution over two months without significant
pathological personal history. Also, the patient
accuses facial pruritus and especially at the level
of the decolletage. Initially, before hyper-
pigmentation, the patient said that face and
neckline areas were pruritic and erythematous.

The clinical examination describes an
eruption consisting of hyperpigmented plaques
located at the face, neckline, neck and superior
upper limb area, which began about two months
ago. The entire face and the decollete are covered
by a diffuse stretched, discreetly cross-linked,
melanodermic plaque, with a significant diffe-
rence in color from normal skin (the patient has
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diferenta de culoare semnificativa fatda de pielea
normald (pacienta avand pielea in mod consti-
tutional hiperpigmentatd, fenotip IV). Hiper-
pigmentatia este insd evidenta si la nivelul
membrelor superioare, iIn 1/3 superioard si la
nivelul fetelor dorsale ale méinii.

Pacienta este angajata unei firme unde
asigurd curdtenia, fiind in contact cu o multi-
tudine de substante detergenti si agenti de
curdtenie, produsele de curatenie fiind destul de
des schimbate in cursul procesului de curé-
tare. Afirmd ca expunerea la produsele de
curdtenie cu care lucreaza 1i provoaca senzatie de
prurit generalizat, disconfort respirator, chiar
simplul miros ii determind o stare de rau. Toate
aceste acuze dispar In momentul in care pardseste
locul de muncd. Aceastd sensibilizare pare sa fi
apdrut dupd mai bine de 10 ani de cand lucreaza
in acest mediu. Introducerea unor noi detergenti
in urma cu cateva luni a declansat aceasta stare
de fapt, motiv pentru care s-a prezentat la
dermatolog.

Insistdind anamnestic, am aflat cd nu folo-
seste produse cosmetice faciale (creme, lotiuni,
seruri), doar sdpun cu care se spald de doud ori
pe zi pe fatd. Cosmetica decorativa este utilizata
rar, ocazional. De asemenea foloseste deodorant
spray , deodorant care nu are contact cu fata.

Nu s-a expus in mod special la soare, munca
acesteia fiind mai ales noaptea, ziua odihnindu-
se. Perioada in care se prezintad este toamna
tarzie, la sfarsitul lunii octombrie, putindu-ne
gandi totusi, la o expunere la soare neintentionata
pe perioada verii. Afirmd cd nu a folosit niciodata
creme de fotoprotectie.

Pacienta nu este insdrcinatad si nu utilizeaza
anticonceptionale estro-progestative sau orice alt
medicament, luat ca medicatie cronicda. De
asemenea, nu suferd de osteoporozd, nu foloseste
terapii hormonale care ar fi indicate In terapia
acestei boli. Am insistat anamnestic in aceasta
directie, deoarece principalul diagnostic imediat
a fost de melasma. Aceasta cu atat mai mult cu
cat melasma este mai frecvent intalnitd la
persoanele cu constitutie nativ hiperpigmentata,
pacienta noastrd incadrandu-se in acest feno-
tip IV.

Se pare cd estrogenii induc melasma prin
stimularea receptorului estrogenic prezent pe
melanocite, rezultatul fiind cresterea productiei

constitutively hyperpigmented skin, phenotype
IV). Hyperpigmentation is also evident in the
upper limbs, in the upper 1/3 and the dorsal
faces of the hand.

The patient is employed by a company that
provides cleanliness by being in contact with a
variety of detergents and cleaning agents, and
cleaning products are often changed during the
cleaning process. He states that the exposure to
the cleaning products he works with generates a
generalized pruritus, respiratory discomfort,
even the simple odor causes a state of illness. All
these accusations disappear when they leave
their jobs. This awareness appears to have
occurred more than 10 years ago when working
in this environment. The introduction of new
detergents a few months ago triggered this state
of affairs, which is why he presented himself to
the dermatologist.

Insisting on the anamnesis, we found out that
she does not use facial cosmetics (creams, lotions,
serums), only soap with which she washes twice
a day on the face. Decorative cosmetics are rarely
used occasionally. She also uses deodorant spray,
a deodorant that has no contact with the face.

She was not particularly exposed to the sun,
her work being mostly at night, and rests during
the day. The period in which she presents is the
late autumn at the end of October, but we are still
thinking about an unintended sun exposure
during the summer. She says she never used
sunscreen creams.

The patient is not pregnant and does not use
estro-progestative contraceptives or any other
medication taken as a chronic medication. She
also does not suffer from osteoporosis, she does
not use hormonal therapies that would be
indicated in the therapy of this disease. We have
insisted in this direction because the immediate
diagnosis was melasma. This is all the more so
since melasma is more common in people with a
hyperpigmented native constitution, our patient
fits into this phenotype IV.

It seems that estrogen induces melasma by
stimulating the estrogen receptor present on
melanocytes, resulting in increased melanin
production. Also, pelvic inflammatory diseases

296



de melaninid. De asemenea, bolile inflamatorii
pelvine la femei, disfunctia si inflamatiile ova-
rului si anexelor , sugereaza puternic implicarea
in aparitia melasmei a hiperpigmentarilor faciale.
[Kim si Sawhney]. De aceea, pacienta a fost
investigatd pe aceastd linie si nu s-a constatat
nicio inflamatie pelvina, ecografia ardtand
aspecte normale iar probele inflamatorii (VSH,
proteina C reactivé, fibrinogenul) fiind normale.

O altd directie care a fost urmatd, a fost aceea
a investigatiilor hormonal endocrine, cu efec-
tuarea testelor pentru depistarea unei disfunctii
tiroidiene si suprarenale. Hormonii tiroidieni
TSH, T,, T, ca si ATPO au fost in limite
normale. De asemenea, nu s-a depistat nici boala
Addison, nici sindrom Cushing, ACTH-ul fiind
normal ca valoare.

Testul la UV a fost negativ, atat la citirea
imediata cat si la 24 de ore.

S-au efectuat testele standard epicutane si
testarea la antigenele de mediu. Pacienta a fost
negativa la toate testele de antigene de mediu dar
testele epicutane la 24 si 72 de ore au fost pozitive
la mercapto mix, fragrance mix II si dicromat de
potasiu. Componentele din aceste mix-uri, ca si
dicromatul de potasiu sunt utilizate industrial in
fabricarea agentilor de curdtenie, a detergentilor
si cosmeticelor.

Aceste teste pozitive ne-au orientat foarte
mult spre o sensibilizare la detergenti si/sau
cosmetice. Deoarece pacienta afirméa ca foloseste
foarte putin cosmetice dar foloseste zilnic diversi
detergenti si substante de curdtenie la locul de
muncd, Inclindm sd credem o sensibilizare la
detergenti sau componentele acestora.

Examenul obiectiv indentificd o pacienta
astenicd, normoponderald, cu o TA medie de
110/80mmHg, compensatd hemodinamic si
respirator. EKG este in limite normale, la fel
examenul pneumologic.

Examenul local evidentiazd macule de
culoare brun-inchis, cu tentd clara gri, cu tendinta
la confluare In placi localizate la nivelul fetei,
toracelui, membrelor superioare si a coapselor,
acestea fiind moderat pruriginoase, nedureroase.
Intreaga fatd si decolteul sunt acoperite de un
placard intins, difuz melanodermic, fin
reticulat, cu diferentd de culoare extrem de
semnificativa fata de tegumentul sandtos. La
periferia placardelor melanice sunt prezente
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in women, dysfunction and inflammation of the
ovary and its annexes, strongly suggest
involvement in the appearance of melasma /
facial hyperpigmentation. [Kim and Sawhney].
Therefore, the patient was investigated on this
line and no pelvic inflammation was found, the
echography showing normal appearance and the
inflammatory specimens (VSH, C-reactive
protein, fibrinogen) being normal.

Another direction that was followed was that
of endocrine hormonal  investigations,
performing tests to detect thyroid and adrenal
dysfunction. Thyroid hormones TSH, T,, T, as
well as ATPOs were in normal limits. Also, there
was neither Addison’s disease nor Cushing’s
syndrome, with ACTH being normal.

The UV test was negative, both immediate
reading and 24 hours.

Epicutan standard tests and environmental
antigen testing were performed. The patient was
negative in all environmental antigen tests but
the epicutaneous tests at 24 and 72 hours were
positive for mercapto mix, fragrance mix II and
potassium dichromate. The components in these
mixes, like potassium dichromate, are used
industrially in the manufacture of cleaning
agents, detergents and cosmetics.

These positive tests have greatly focused our
attention on awareness of detergents and / or
cosmetics. Because the patient says she uses very
little cosmetics but uses various detergents and
workplace cleaners daily, we tend to think of an
awareness of detergents or their components.

The objective exam identify a asthenic
normoponderal patient with a TA of 110/80
mmHg, compensated hemodynamic and
respiratory. The ECG is in normal limits, as is the
pneumological examination. The local exam
reveals dark-brown macules, with a clear gray
tendency, with a tendency to confluence in
plaques, located on the face, chest, upper limbs
and thighs, moderately pruritic, painless. The
entire face and neckline are covered with a
stretched, melanodermic diffuse plaque, finely
cored, with extremely significant color difference
to the healthy skin. On the periphery of melantic
plaques there are hyperpigmentation spots that
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spoturi hiperpigmentare care ies in evidenta fata
de pielea normal colorata din jur. Mentionam ca
pacienta are tegument constitutional hiper-
pigmentat (fig. 1, fig. 2, fig. 3).

S-a practicat biopsie excizionald cu examen
histopatologic ce a decelat fragmente cutanate de
epiderm cu moderatd hiperortokeratoza si
hiperpigmentare bazal epiteliala care intereseaza
portiunea inferioara malpighiand, fara cuiburi
nevice, discret infiltrat inflamator limfocitar
perivascular focal si moderate macrofage incar-
cate cu pigment brun prezente. Aspectele histo-
patologice sustin diagnosticul de melanodermie.
Histologic, in primele stadii se descrie o

Fig. 1. Hiperpigmentare faciald, ln nivelul decolteului si bratelor
Fig. 1. Facial hypergimentation, cleavage and arms

stand out from the normally colored skin around.
We mention that the patient has a hyper-
pigmented constitutional skin (fig. 1, fig. 2, fig. 3).

Excisional biopsy was performed with a
histopathological examination of epidermal skin
fragments with moderate hyperorthokeratosis
and epithelial basal hyperpigmentation that
interest the malpighian inferior portion, with no
cavities, discrete infiltrated focal perivascular
lymphocytic infiltration and moderate macro-
phages loaded with brown pigment present.
Histopathological aspects support the diagnosis
of melanoderma. Histologically, the first stages
describe a lichenification of the basal layer of the

Fig. 2. Hiperpigmentare accentuatd, gri-maro la nivelul fefei
Fig. 2. Facial grey-brown accentuated hyperpigmentation

Fig. 3. Pigmentare difuzi si in spoturi
Fig. 3. Spotted and diffuse pigmentation
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degenerescenta de lichenificare a stratului bazal
al epidermului si aparitia unui infiltrat dermic
perivascular. Acestea definesc incontinenta
pigmentara. Ulterior epidermul apare normal dar
in dermul superior apar mai multe melanofage.
Aspectele histologice observate de noi corespund
cu cele descrise aici in literatura de specialitate.
Studiile ultrastructurale aratd un edem intra
si intercelular al keratinocitelor si o multi-
stratificare a laminei bazale, ca si migrarea
melanofagelor in derm (Fig. 4, Fig. 5).

Derm - moderat infiltrat inflamator si pigment melanic
(4x col HE)
Fig. 4. Atrophic epidermis, hyperpigmentation of the basal
layer. Derm - moderately inflamed and melanogenic
pigment (4x col. HE)

Coroborand toate aspectele descrise, se
stabileste diagnosticul de melanozd Riehl
declansatd de contactul cu detergentii sau
componente ale acestora si se exclude melasma
ca diagnostic principal.

Se initiazd tratament cu topic depigmentant
aplicat la nivelul leziunilor prezentate. Pe
parcursul interndrii se observa o usoard atenuare
a leziunilor.

Indicatia terapeuticd este de a evita in mod
categoric contactul cu substantele care puteau sa
declanseze melanoza. De asemenea, pacienta este
riguros instruitd sd foloseascd cremele depig-
mentante si fotoprotectoare. Terapiile dermato-
cosmetice (laser, peeling etc.) nu isi aveau locul a
fi indicate, raportat strict la situatia materiald a
pacientei acesteia, desi probabil ca ar fi condus la
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epidermis and the appearance of a perivascular
dermal infiltrate. These define pigment
incontinence. Afterwards the epidermis appears
to be normal, but more melanophores appear in
the upper dermis. The histological aspects
observed by us correspond to those described in
the speciality literature.

Ultrastructural studies show intra and
intercellular edema of keratinocytes and
multilateralisation of basal lamina, as well as
migraine melanoma in the dermis (Fig. 4, Fig. 5).

Fig. 5. Atrofia epidermului. Pigmentarea celulelor stratului
bazal. derm - infiltrat moderat limfocitar, pigment melanic
dispus granular.(10x col. HE)

Fig. 5. Atrophy of the epidermis. Pigmentation of basal cell
cells. derm - moderate lymphocytic infiltration, melanic
pigment disposed granular (10x col. HE)

Corroborating all the aspects described, the
diagnosis of Riehl melanosis triggered by contact
with detergents or their components is
established and melasma is excluded as the main
diagnosis.

Topical depigmented treatment is initiated,
applied oo the lesions presented. During
hospitalization, there is a slight attenuation of the
lesions.

The therapeutic indication is to definitely
avoid contact with substances that could trigger
melanosis. The patient is also rigorously
instructed to use depigmenting and photo-
protective creams. Dermatocosmetic therapies
(laser, peeling, etc.) had no place to be indicated,
reported strictly to the patient’s material
condition, although it would probably have led
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ameliorarea hiperpigmentatiei prezente. In plus,
aceste terapii dermatocosmetice ar fi trebuit
urmdrite cu multd atentie de cdtre medicul
specialist pentru a nu da cumva efecte adverse
cum ar fi exacerbarea pigmentdrii, dacd pacienta
nu ar fi urmat strict protocoalele post terapeutice
ale procedurilor.

Discutii

Pigmentatia pielii este un proces care
cuprinde melanogeneza la nivelul melanocitelor,
urmata de transferul melanozomilor (ce contin
melanina rezultatd sub actiunea tirozinazei) prin
mecanism citocrin cétre keratinocitele inve-
cinate. La om pigmentarea pielii presupune un
dublu mecanism: 1) productia de pigment de
cdtre melanocite-melanogeneza si 2) distributia si
transferul pigmentului la keratinocitele epi-
dermice din jur. Fiecare melanocit epidermic este
inconjurat de un grup de keratinocite, cu care
péstreaza contact strans functional, constituind
unitatea melanicd. Desi numdérul unitatilor
melanice este variabil in functie de dispozitia
cutanata topograficd in diversele regiuni ale
corpului, numarul keratinocitelor din unitatea
melanicd este constant, in jur de 36[5,6].

Principalul fapt care este implicat in culoarea
pielii este in mod categoric distributia epidermica
a melaninei si cantitatea acesteia. Variatia in
numar, distributie si marime a melanozomilor,
aldturi de melanocite si keratinocite determina
diferentele de rasd si etnie, raportat la culoarea
pielii.

Dar se pare cd aldturi de melaninad mai exista
si un amestec de biopolimeri situati in stratul
bazal al epidermului, biopolimeri sintetizati de
cdtre melanocite. Se stie cd melanina este
clasificatd in functie de compozitia chimica in
eumelanind si feomelanind. Se cunoaste, de
asemenea, ca indivizii cu piele mai inchisd la
culoare au per total mai multd melanina
cantitativ iar eumelanina se regaseste intr-o
proportie mai mare decét In pielea mai deschisa
la culoare [5].

Melanocitele formeaza la nivelul stratului
bazal o retea dendritica ce are rolul de a transfera
melanozomii prin intermediul filamentelor
citoplasmatice (mai evidente la albinosi si la cei
cu piele albd si efelide) cdtre keratinocitele
invecinate [3,7]. Complexul melanocit-keratino-
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to the improvement of the present hyper-
pigmentation. In addition, these dermato-
cosmetic therapies should have been carefully
followed by the specialist to avoid some adverse
effects such as exacerbation of pigmentation if the
patient did not strictly follow the post-thera-
peutic protocols of the procedures.

Discussions

Skin pigmentation is a process that involves
melanocyte melanogenesis, followed by the
transfer of melanosomes (containing melanin
resulting from tyrosinase action) by cytokine
mechanism to the neighboring keratinocytes. In
humans pigmentation of the skin involves a
double mechanism: 1) the production of pigment
by melanocytes- Melanogenesis and 2) the
distribution and transfer of the pigment to
surrounding epidermal keratinocytes. Each
epidermal melanocyte is surrounded by a group
of keratiocytes, with which it maintains close
functional contact, constituting the melanic unit.
Although the number of melanic units varies
depending on the topographic cutaneous
disposition in the various regions of the body, the
number of keratinocytes in the melanic unit is
constant, around 36 [5,6].

The main fact that is involved in the color of
the skin is definitely the epidermal distribution of
melanin and its quantity. Variation in the number,
distribution and size of melanosomes, along with
melanocytes and keratinocytes, determines
differences in race and ethnicity, relative to skin
color.

But it seems that along with melanin there is
a mixture of biopolymers located in the basal
layer of the epidermis, biopolymers synthesized
by melanocytes. It is known that melanin is
classified according to the chemical composition
in eumelanin and feomelanin. It is also known
that darker-skinned individuals have more total
melanin and eumelanine is found in a higher
proportion than lighter skin [5].

Melanocytes form at the basal layer a
dendritic network that has the role of transferring
melanosomes through cytoplasmic filaments
(more obvious to albinos and those with white
and efelid skin) to the neighboring keratinocytes




cite invecinate (in medie in numdar de 36)
alcdtuiesc unitatea epidermicd melanicd, cu rol
structural si functional, variabild in diferite zone
ale corpului. Melanocitele ocupd un volum de
1.0-1.5 cm cubi, avidnd o densitate mai mare la
nivelul fetei si zonei genitale, spre deosebire de
torace [5,6]. Numarul acestora creste in urma
expunerii la soare si scade odata cu inaintarea in
varstd, diminudndu-se cu aproximativ 6-8% in
fiecare decada de viata.

Existd de asemenea si melanocite care
realizeazad un transfer al melanozomilor din zona
perinucleard la nivelul dendritelor si invers,
acestia purtand numele de melanofori. Melanina
din interiorul melanozomilor determind o
crestere a electronodensitatii acestora. Aceasta
este recirculatd in corp. Deoarece melanina este
fagocitatd de cdtre leucocite, aceasta poate sa
circule in corp. Astfel, melanina, datoritd
proprietdtii de a circula prin corp, poate sa
influenteze metabolismul celular. Pornind de la
aceastd premizd, melanina chiar poate sa fie
consideratd un hormon [3].

Culoarea pielii variaza in functie de rasa si
etnie, asa cum am precizat mai sus, fiind
determinantd de caracteristicile melanozomilor
produsi de cdtre melanocite si transferati ulterior
keratinocitelor invecinate (numadarul, forma,
dimensiunile si modul de organizare al acestora).
La rasa alb&d, melanozomii au dimensiune mica si
se organizeazd in complexe aderente la mem-
brana ce contin trei sau mai multe keratinocite,
fiind degradati inca din stratul bazal al
epidermului, sub actiunea enzimelor lizozomale,
pe cand la rasa neagra sau arborigeni,
melanozomii sunt mari, avind 1 micrometru
lungime, neorganizati in agregate, fiind intacti in
stratul cornos. Concentratia melaninei in
melanozomii din stratul bazal al epidermului
este dubld la rasa neagrd. In plus, degradarea
melanozomilor, aldturi de keratinocite este mai
lenta la rasele cu pielea mai inchisa la culoare [6].

Femeile sunt de obicei mai putin pigmentate
decat barbatii. Pigmentarea este neomogena in
diferite zone ale corpului, avand o distributie
variabild in functie de rasd (la rasa alba, por-
tiunea superioard a coapsei este cea mai pig-
mentatd iar zona lombara cea mai hipo-
pigmentatd, pe cand la rasa neagrd abdomenul
este mult mai pigmentat decat regiunea lom-
bara).
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[3,7]. The neighboring melanocyte-keratinocyte
complex (averaging 36) is the melanic epidermal
unit with a structural and functional role, varying
in different areas of the body. Melanocytes
occupy a volume of 1.0-1.5 cm cubic, having a
higher density in the face and the genital area
than in the chest[5,6]. Their number increases
after exposure to the sun and decreases with age,
decreasing by about 6-8% in every decade of life.

There are also melanocytes that make a
transfer of melanosomes from the perinuclear
area to dendrite and vice versa, they are called
melanophores. Melanin from melanosomes
causes an increase in their electrons. It is
recirculated in the body. Because melanin is
phagocytized by leukocytes, it can circulate in
the body. Thus, melanin due to the ability to
circulate through the body can influence cellular
metabolism. Starting with this premise, melanin
may even be considered a hormone [3].

The skin’s color varies according to race and
ethnicity, as we mentioned above, being
determined by the melanosome characteristics
produced by melanocytes and then transferred to
neighboring keratinocytes (their number, shape,
size, and way of organizing). In the white race,
melanosomes are small and are organized into
membrane-adhering complexes containing three
or more keratinocytes, being degraded from the
basal layer of the epidermis under the action of
lysosomal enzymes, while in the black race or
arboriens, the melanosomes are large, having 1
micrometer length, not organized into
aggregates, being intact in the stratum corneum.
Melanin concentration in melanosomes in the
basal layer of the epidermis is double in the black
race. In addition, melanosome degradation,
along with keratinocytes, is slower in darker-
haired races [6].

Women are usually less pigmented than men.
Pigmentation is non-homogeneous in different
areas of the body, with a variable distribution
depending on race (in the white race, the upper
portion of the thigh is the most pigmented and
the most hypopigmented lumbar area, while in
the black race the abdomen is much more
pigmented than the lumbar region).
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La unele rase (japonezi sau afro-americani,
apare o delimitare netd intre nuantele diferitelor
regiuni anatomice (de exemplu regiunea laterala
a bratului (mai inchisd) si cea mediald (mai
deschisa la culoare)). Pigmentatia pielii mai este
influentatd si de regiunea geograficd, fiind mai
intensd la persoanele care trdiesc la tropice, fata
de cei din zona temperatd. Hiperpigmentarea
oferd numeroase avantaje, precum protectie
impotriva radiatiilor solare intense, eliminarea
celulelor canceroase degradate prin mecanism
fototoxic, protectie impotriva malariei sau a altor
parazitoze, precum si impotriva malnutritiei.
Melanina pare a avea un rol important in
reducerea radicalilor liberi prin absorbtia si
difuzia luminii solare absorbite la nivelul pielii.
Ca si dezavantaje, persoanele cu pielea pig-
mentatd absorb mai multa cdldurd in climatele
calde si pierd totodatd mai multa caldura decat
cei cu pielea alba in climatele reci. De asemenea,
hiperpigmentarea inhibd sinteza vitaminei D,
favorizand astfel dezvoltarea rahitismului.

Patologia tulburarilor melanice

Tulburédrile de pigmentare apar prin meca-
nisme ce pot presupune: formare de melanozomi
in melanocite, melanizarea melanozomilor,
secretia de melanozomi in keratinocite sau
transportul acestora la acest nivel cu sau fara
degradarea acestora.

Trei mecanisme par a fi implicate in deter-
minarea culorii pielii:

a) pigmentul celular poate actiona ca un
executor independent si este stimulat sa
actioneze In mod direct de cétre radiatia
luminoasj;

b) miscarea pigmentului melanic In cadrul
melanoforului poate sa fie sub control
nervos;

) activitatea pigmentului melanic poate sa
fie influentata de cdtre hormoni.

De aici apare ideea interesantd ca pigmentul
melanic actioneazi el insusi ca un hormon dar in
acelasi timp este influentat de cétre alti hormoni
ai organismului [3].

Melanogeneza este controlata de alfa MSH
(hormon alfa stimulant al melanocitelor), avand
drept precursor proopiocortina. Unele afectiuni
endocrinologice se pot asocia cu hiperpigmentare
(sindrom Addison, sindrom Nelson) [7]. De
asemenea, estrogenii pot amplifica pigmentatia
pielii.
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In some breeds (Japanese or African-
Americans, there is a clear delimitation between
the shades of different anatomical regions (for
example, the lateral side of the arm (darker) and
the medial (lighter)). Skin pigmentation is also
influenced by the geographic region, being more
intense in people living in the tropics than those
in the temperate zone. Hyperpigmentation offers
many advantages, such as protection against
intense solar radiation, elimination of phototoxic
degraded cancer cells, protection against malaria
or other parasites as well as malnutrition.
Melanin appears to have an important role in
reducing free radicals by absorbing and diffusing
sunlight absorbed into the skin. As a
disadvantage, people with pigmented skin
absorb more heat in warmer climates and lose
more heat than those with white skin in cold
climates. Also, hyperpigmentation inhibits the
synthesis of vitamin D, thus favoring the
development of rickets.

Pathology of melanie disorders

Pigmentation disorders occur through
mechanisms that may involve: melanosomes in
melanocyte melanosis of melanosomes, melano-
somal secretion in keratinocytes or their transport
at this level with or without their degradation.

Three mechanisms appear to be involved in
determining the skin’s color:

a) cellular pigment can act as an
independent executor and is stimulated to
act directly by light radiation;

b) melanic pigment movement within the
melanophore may be under nervous
control;

c) melanic pigment activity can be
influenced by hormones.

From here, the interesting idea that melanin
pigment acts itself as a hormone but at the same
time is influenced by other hormones in the body
[3].

Melanogenesis is controlled by alpha MSH
(melanocyte stimulating hormone alpha), having
the proopiocortin precursor. Some endocrine
disorders may be associated with hyper-
pigmentation (Addison syndrome, Nelson’s
syndrome) [7]. Also, estrogens can amplify skin
pigmentation.




Cresterea cantitdtii de melanina din epiderm
se exprimad prin aparitia inconstanta a unei culori
brune, pe cand acumularea melaninei in derm
determind aparitia unei culori gri sau albastre. In
etiologia acestei patologii sunt implicati factori
genetici, hormonali si de mediu (radiatii UV si
factori chimici). Poate fi generalizata (in melanom
malign cu metastaze, cuprinzand si mucoasele),
difuzd, localizatd (cu aspect segmentar) sau
circumscrisd. Granule mari de pigment sunt
observate In pielea pacientilor cu lentiginoza, nev
Spilus si neurofibromatoza. Unii pacienti albi cu
hipermelanoza difuza pot prezenta melanozomi
neagregati in interiorul keratinocitelor, similar
persoanelor din rasa neagra sau celor tratate cu
trimetilpsoralen si supusi radiatiilor UVA.

Tipuri de hiperpigmentari faciale (adaptat
dupid  Vashi NA, Kundu RV. Facial hyper-
pigmentation: causes and treatment. British Journal of
Dermatology 2013, 169 (suppl. 3) pp 41-56)[2]
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Increasing the quantity of melanin in the
epidermis is expressed by the inconsistent
appearance of a brown color, whereas the
accumulation of melanin in the dermis causes a
gray or blue color. Etiology of this pathology
involves genetic, hormonal and environmental
factors (UV radiation and chemical factors). It can
be generalized (malignant melanoma with
metastases, including mucous), diffuse, localized
(segmental) or circumscribed. Large pigment
granules are observed in the skin of patients with
lentigineosis, spilus nev and neurofibromatosis.
Some white patients with diffuse hypermelanosis
may have unaggregated melanosomes within the
keratinocytes, similar to those of the black race or
those treated with trimethylsoralen and subjected
to UVA radiation.

Types of facial hyperpigmentation (adapted
after  Vashi NA, Kundu RV. Facial hyper-
pigmentation: causes and treatment. British Journal of
Dermatology 2013, 169 (suppl. 3) pp 41-56) [2]

Melasma pigmentare simetrica, centrofaciala,
variatie de culoare de la maro deschis la
inchis. Istoric folosire anticonceptionale

/sarcina si expunere la soare

Efelide macule mici hiperpigmentate rotunde,
ovale, accentuate dupa expunerea la
soare

leziuni bine delimitate, rotunde, ovale
sau neregulate, aspect bronzat pana la
maro-inchis

Lentigine

Melasma Symmetrical, centrofacial
pigmentation, color variation from
light brown to dark. Historic use of
anticonvulsants / pregnancy and

exposure to sunlight

Ephelides Small, hyperpigmented round, oval
macules, accentuated after exposure

to the sun

Lentigines Well defined, round, oval or irregular

lesions, tan to dark brown appearance

Hiperpigmentare |istoric de inflamatii cu eritem si/sau
post inflamatorie |scuame

Hyperpigmentation | A history of inflammation with
post inflammatory |erythema and / or scales

Melanoza Riehl |favorizatd de contactul cu cosmetice,
culoare maro-gri, pruritul si eritemul
preced pigmentatia in retea, difuza

Discromia de mai frecventd la rasa neagrd, culoare Maturity More frequent in black race, dark

maturitate inchisd a pometilor si a fruntii la pielea Dyschromia color of cheekbones and forehead to

(maturational maturd (maturational mature skin

dyschromia) dyschromia)

Hiperpigmen-  [hiperpigmentare in jurul ochilor Periorbicular hyper-|Hyperpigmentation around

tarea periorbi- pigmentation the eyes

culard - - -
Melanoza Riehl Favored by contact with cosmetics,

brown-gray color, pruritus and
erythema before pigmentation in the
network, diffuse

variantd a melanozei Riehl, declansat de
cosmetice

Eritemul
peribucal
pigmentat Brocq

Ochronoza folosirea hidrochinonei
exogena
(exogenous

ochronosis)

Brocq pigmented The variant of Riehl melanoma
peribucal erythema |triggered by cosmetics

Exogenous
ochronosis
(exogenous
ochronosis)

The use of hydroquinone
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actinic (actinic ~ [fotoexpuse
lichen planus)

Acantoza hiperpigmentare simetrica, placi Acantoza nigricans | Symmetrical hyperpigmentation, soft
nigricans catifelate pe gat si in axile neck and shoulder plates
Dermatoza papule pigmentare la nivelul pometilor Dermatosis Pigment papules in the cheekbones
papuloasa si fruntii papuloasa nigra and forehead

e Nevul Ota Congenital hyperpigmented,

Nevul Ota maculd congenitald hiperpigmentata, unilateral, black-blue congenital
unilaterald, neagra-albastrd, pe traiectul macula on the first branch of the
primelor ramuri ale trigemenului trigeminal

Nevul Hori cu precadere la femeile asiatice,maculd Nevul Hori Especially in Asian women, brown-
maro-gri sau gri-albastrd, pe zona gray or gray-blue macula, on the
zigomatica, mai rar pe frunte, tample, zygomatic area, rarely on forehead,
pleoape, aripa nas tample, eyelids, nose wing

Lichen plan macule ovale, neregulate maro-gri, pete Lichen plan Oval macules, irregular gray-brown

pigmentar in ariile expuse la soare pigment spots in sun-exposed areas

Eritema macule gri, maro-albastre, in faza Eritema Gray, brownish-blue macules, in the

discromicum inflamatoare cu inel eritematos discromicum inflammatory phase with

perstans perstans (erythema | erythematous ring

(erythema dyscromicum

dyscromicum perstans)

perstans)

Lichen plan actinic | The network is fine over the violet

Lichen plan retea find peste leziuni violacee, pe zone (actinic lichen lesions, on exposed photo areas

planus)

Eritromelanoza |eritem, papule foliculare
foliculara a fetei [hiperpigmentare, asociere febra
si gatului
(erythro-
melanosis
folliculis faciei
et colli)

Follicular Erythema, hyperpigmentative
erythromelanosis | follicular papules, fever

of the face and neck| association

(erythromelanosis
folliculis faciei

et colli)

Post-chikungunya | Small brownish-black macules or

Pigmentarea macule mici maro-negre sau ca ardezia
post- in zona centrali a fetei, istorie de febrs,
chikungunya poliartrita

Pokilodermia macule rosietice-maro, patern reticulat,
Civatte atrofie, telangiectazii

pigmentation slices in the central area of the face,
history of fever, polyarthritis

Pokilodermia Brown-brown macules, cross-linked

Civatte paternity, atrophy, telangiectasia

Tratamentul melanozelor

Tratamentul incd continud sd fie o provocare
in cazul melanozelor. Tratamentul include
eliminarea factorilor declansatori, atunci cand
sunt depistati, fotoprotectie obligatoriu, aplicarea
topicd a diverselor formulare care sid asigure
depigmentarea leziunilor, cosmetica decorativa
de camuflare a pigmentatiei, dacd nu exista
contraindicatie majord , cum este cazul chiar a
MR [8].

Treatment of melanosis

Treatment still continues to be a challenge for
melanosis. The treatment includes the elimi-
nation of trigger factors when they are
discovered, mandatory photoprotection, the
topical application of various formulations to
ensure the depigmentation of the lesions, the
decorative cosmetic to camouflage the pigmen-
tation, if there is no major contraindication, as is
the case with Riehl’s melanosis [8].
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In cazul identificirii agentului declansator,
indepértarea acestuia conduce la neta ameliorare
a hiperpigmentarii. Reexpunerea la agentul
cauzator duce insd la reaparitia melanozei.
Aceastd optiune terapeuticd ramane cea mai
convenabild, cu costuri minime pentru succesul
tratamentului afectiunii [9].

De asemenea, fotoprotectia este indicatd in
toate cazurile de hiperpigmentare, deoarece se
stie cd expunerea la UV declanseaza/accentueaza
hiperpigmentdrile faciale.

Hidrochinona (1,4-dihidroxibenzen) a fost
standardul de aur al tratamentului hiper-
pigmentarilor faciale. Insi efectele adverse
indezirabile au facut ca aceasta sa fie interzisa in
Europa. Hidrochinona inhiba activitatea
tirozinazei, astfel reducandu-se producerea
melaninei de cdtre melanozomi. Se pare cd apare
chiar distrugerea melanozomilor si chiar
inhibarea sintezei AND si ARN. Eficienta
hidrochinonei depinde 1insd de localizarea
pigmentului melanic, localizarea mai superficiala
epidermica rdspunzand mai bine la terapie decat
o localizare profunda dermicd a melaninei. De
asemenea concentratia si vehiculul hidroxi-
clorochinei are importantd in succesul terapeutic,
solutia hidroalcoolicd fiind mai eficientd decat
crema [9]. Pentru a se obtine rezultate, terapia
trebuie sa dureze 4-12 luni, rezultatele aparand
cam dupd 6 saptdimani in medie. Reactiile
adverse care apar (iritatii, eritem, depigmentari
confeti-like,ocronoza ) sunt direct dependente de
durata si concentratia produsului cu hidro-
chinona.

Terapii topice actuale includ folosirea
retinoizilor, acidul Kojic, acidul azelaic, acidul
ascorbic (vitamina C), extrasi de soia, niacina-
midd, mequinol-ul (un derivat al hidroxi-
clorochinului), acidul glicolic [10,11].

Terapiile fizicale, dermatocosmetice care se
pot folosi in cazul melanozelor sunt laser terapia,
peelingul chimic sau dermabraziunea dar cu
mare atentie, intre efectele adverse frecvente
intrand chiar accentuarea hiperpigmentdrii post
procedura [12].
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In the case of identifying the triggering agent,
removing it results in a net improvement in
hyperpigmentation. Re-exposure to the causative
agent, however, leads to the recurrence of
melanosis. This therapeutically method is the
most convenient, with minimal costs for the
success of the treatment of the condition [9].

Also, photoprotection is indicated in all cases
of hyperpigmentation, as it is known that
exposure to UV triggers/accentuates facial
hyperpigmentation.

Hydroquinone (1,4-dihydroxybenzene) was
the gold standard for the treatment of facial
hyperpigmentation. However, undesirable side
effects have made it banned in Europe. Hydro-
quinone inhibits tyrosinase activity, thereby
reducing the production of melanin by
melanosomes. It seems that even melanosome
destruction and even inhibition of AND
synthesis and RNA occurs. The hydroquinone
efficiency depends on the location of the melanin
pigment, the more superficial epidermal
localization responding better to therapy than a
profound dermal localization of melanin. Also,
the concentration and vehicle of hydroxy-
chloroquine is important in therapeutic success,
and the hydroalcoholic solution is more effective
than cream [9]. In order to obtain results, the
therapy should last for 4-12 months, with results
averaging about 6 weeks on average. The adverse
reactions that occur (irritation, erythema, confeti-
like depigmentation, oc- nosis) are directly
dependent on the duration and concentration of
the product with hydroquinone.

Current topical therapies include the use of
retinoids, Kojic acid, azelaic acid, ascorbic acid
(Vit C), soy extracts, niacinamide, mequinol (a
hydroxychloroquine derivative), glycolic acid
[10,11].

The physical, dermatocosmetic therapies that
can be used for melanos are laser therapy,
chemical peeling or dermabrasion but with great
care, among the frequent side effects, even the
accentuation of post-procedure hyperpigmen-
tation [12].
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Tratamente propuse pentru melanoze faciale
[adaptat dupid Damevska Katerina. New aspects of
melasma. Serbian Journal of Dermatology and
Venereology, 2014;6 (1):5-18)[5].

Proposed Treatments for Facial Melanosis
(adapted after Damevska Katerina. New aspects
of melasma. Serbian Journal of Dermatology and
Venereology, 2014;6 (1):5-18) [5]).

Componente hidrochinona Phenolic hydroquinone
fenolice 4-hidroxianisole (Mequinol) N acetil components 4-hydroxyanisole (Mequinol)
4 scistaminilfenol N acetyl 4 scistaminylphenol
Componente acid azelaic Non-phenolic Azelaic acid
nonfenolice retinoizi topici components Topical retinoids
acid Kojic Kojic acid
acid ascorbic (vit C) Ascorbic acid (Vit C)
adapalen adapalene
Peeling chimic | alfa hidroxi acizi (AHA) Chemical Alpha hydroxy acids (AHA)
beta hidroxi acizi (BHA) peeling Beta hydroxy acids (BHA)
solutie Jessner Jessner solution
acid tricloracetic Trichloroacetic acid
acid glicolic Glycolic acid
Terapii fizice lumina intens pulsata Physical Intense pulse light
lasere therapies lasers
microdermabraziune microdermabrasion

Extracte de arbutin, extract de licorice, soia, ceai
plante verde, oregonin, extract de orhidee,
acid comoric, acid gentisic,
niacinamida, arbutin

Altele indometacin, mercur, ZnSO, corticoizi
topici, lignin peroxidaza

Concluzii

Melanozele reprezintd afectiuni cutanate
hiperpigmentare cu etiologie incomplet elucidata
insd cu numerosi factori declansatori: radiatia
solard, carente alimentare factori profesionali si
de mediu.

Melanoza Riehl se mai numeste si dermatita
pigmentard cosmeticd sau melanoza faciald a
femeilor. Se cunosc putine date din literatura
despre aceastd afectiune. Pare a fi mult mai
frecvent intalnita la femei desi existd si barbati
afectati. Initial se pare cd a fost descrisa in Viena,
in timpul primului razboi mondial, cand factorul
declansator incriminat a fost carbunele si
derivatii acestuia iar femeile erau afectate
deoarece situatia impunea ca acestea s se ocupe
de procurarea si manipularea carbunelui. Si acum
in zilele noastre,afectiunea se intalneste aproape
exclusiv la femei, cu varste cuprinse intre 30-50
ani. Debuteazd deseori brusc sub forma unui
eritem Insotit sau nu de prurit, care este urmat
apoi de o pigmentatie In retea maro-gri , la
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Plant extracts Arbutin, licorice extract, soy, green tea,
oregonin, orchid extract, comoric acid,

gentisic acid, niacinamide, arbutin

Others Indomethacin, mercury, ZnSO4, topical
corticoids, lignin peroxidase

Conclusions

Melanoses are hyperpigmentative skin
disorders with incompletely elucidated etiology,
but with many trigger factors: solar radiation,
food deficiency, environmental and occupational
factors.

Riehl melanosis is also called cosmetic
pigment dermatitis or facial melanosis of women.
Little is known in the literature about this
condition. It seems to be more common in
women than there are men affected. Initially, it
appears to have been described in Vienna during
the First World War, when the incriminating
trigger factor was its coal and derivatives, and
women were affected because the situation
required them to handle the procurement and
handling of coal. Nowadays, Affection occurs
almost exclusively in women aged 30-50 years. It
often debuts suddenly in the form of an erythema
accompanied by pruritus, which is then followed
by pigmentation in a brown-gray network, in




numeroase cazuri pigmentatia fiind singura
manifestare a bolii.

Evolutia bolii este prelungitd pe mai multi ani
si se recomandad evitarea expunerii la soare pre-
cum si aplicarea de substante fotosensibilizante,
aplicarea obligatorie a cremei fotoprotectoare
SPF 50.

Principalul factor declansator pare a fi
expunerea la cosmetice sau la unele ingrediente
din industria detergentilor. De asemenea expu-
nerea profesionala la produsele de curdtenie si la
derivate bituminoase si gudroane par foarte
probabil si declanseze melanoza. Insd este
posibil sd fie implicati si alti factori, inclusiv
alimentari, deoarece sunt notate cazuri de
melanozd Riehl la copii si la persoane care au
negat orice contact cu produse cosmetice,
gudroane sau detergenti. Acolo unde s-a depistat
un contact cu un agent declansator, indepértarea
acestuia si intreruperea expunerii la alergen a dus
la ameliorarea melanozei, dupa o evolutie lentd,
de mai multe luni.

Acolo unde se poate, patch-urile la agentii
declansanti incriminati, la cosmetice, detergenti,
produsele de uz personal specifice folosite de
citre pacient, orienteaza relativ usor stabilirea
diagnosticului. Chiar fotopatch-urile pot sa fie
avute in vedere ca testare pentru diagnosticare.
Testele de provocare cu alergenul suspectat sau
aplicatiile repetate cu agentul incriminat pot fi
utilizate pentru a stabili clar etiologia hiper-
pigmentdrii.

Melanoza Riehl nu este foarte frecvent
intalnitd si depistarea cu certitudine a agentului
declansator rdmane o provocare.

In acelasi timp tratamentul este dificil, cu
rezultate estetice inconstante, cu costuri ridicate
in multe cazuri.
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