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ABSTRACT Objective: Melasma has been shown to have a signifi-
cant emotional and psychologic impact on affected patients. We aimed
to investigate the demographic features and clinical characteristics of
melasma patients and the effect of the disease on the quality of life.
Material and Methods: Medical records of 80 melasma patients who
presented to outpatient clinic and 80 adult patients without facial der-
matosis but had skin disease as control group were reviewed. Derma-
tological Quality of Life Index (DLQI) was filled out in the form of a
questionnaire and the quality of life of both groups was measured. Re-
sults: A significant difference was found between the patient and con-
trol groups in marital status, income level and drug use due to additional
systemic disease. Median DLQI score was 4.00 in the patient group;
while median DLQI score was 5.50 in the control group. Patients who
received previous treatment for melasma or other dermatological diag-
noses had higher DLQI scores than patients who did not receive such
treatment. Conclusion: The lower the education level, the higher the
rate of melasma may be due to the lack of knowledge about sun pro-
tection. The epidermal type melasma was detected the most. In the pre-
sent study, it was found that the negative effects of melasma on the
quality of life of the patients were less than control group. In the con-
trol group, the negative effects of other skin diseases on the dermato-
logical quality of life were much stronger than the effects on patient
group.
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OZET Amag: Melazmanin etkilenen hastalar iizerinde nemli bir
duygusal ve psikolojik etkisi oldugu gosterilmistir. Melazma
hastalarinin demografik yapisini, klinik 6zelliklerini ve hastaligin
yasam kalitesine olan etkisini arastirmay1 amagladik. Gereg¢ ve Yon-
temler: Dermatoloji poliklinigine basvuran melazma tanist olan 80
ve kontrol grubu olarak fasiyal dermatozu olmayan fakat deri hastalig
olan 80 eriskin hastalarin tibbi kayitlar1 incelenmistir. Hastalara Der-
matolojik Yasam Kalite indeksi (DYKI) anket seklinde doldurtularak
her iki grubun yasam kalitesi dl¢iilmiistiir. Bulgular: Hasta ve kontrol
gruplar arasinda medeni durum, gelir diizeyi ve ek sistemik hastaliga
bagli ilag kullaniminda anlamli farklilik bulundu. Hasta grubunda
DYKI skoru ortanca degeri 4.00 iken kontrol grubunda DYKI skoru
ortanca degeri 5.50 idi. Melazma veya diger dermatolojik tanilar i¢in
oncesinde tedavi alan hastalarda ise DYKI skoru almayanlara gore
daha yiiksekti. Sonu¢: Egitim diizeyi diisilkge melazma oraninin
artmasi, giinesten korunma konusundaki bilgi eksikligi kaynakli ola-
bilir. En sik epidermal tip melazma tespit edilmistir. Bu ¢alismada,
melazmanin hastalarin yasam kalitesine olumsuz etkilerinin segilen
kontrol grubuna gore daha az oldugu goriildi. Kontrol grubunda,
diger cilt hastaliklarinin dermatolojik yasam kalitesi tizerindeki olum-
suz etkileri hasta grubuna gore ¢ok daha giigliidiir.

Anahtar Kelimeler: Melazma; yasam kalitesi;
epidemiyolojik etkenler

Melasma is a chronic acquired hyper melanosis
characterized by brown macular lesions with sym-
metrical irregular borders, produced by sun exposure,
especially in facial regions. It affects both sexes and

various races, being more common in women and
those who have darker skins such as Fitzpatrick
type 4-6.! Although the development mechanism of
melasma is not clear, various factors such as genetic
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predisposition, exposure to ultraviolet light, preg-
nancy, oral contraceptives (OC), hormone replace-
ment treatment, thyroid diseases, cosmetics, and
drugs have been proposed.”

As melasma involves regions such as face which
is immediately visible, its treatment is difficult and
has a chronic course and it may exert an adverse im-
pact on psychological condition and quality of life in
patients. *

The most commonly used and important scales
used in dermatology is The Dermatology Life Quality
Index (DLQI).* This index, which can be used in all
dermatological diseases, is beneficial in revealing the
approach of the patient to his/her disease and the anx-
iety produced by the disease. It has been prepared
based on subcategories of symptoms and feelings, daily
activities, pastime activities, school-work life, personal
relations, and treatment and it includes 10 items with
four possible response options each. The index aims to
evaluate the effect on social and physical activities
within the last week. Higher scores indicate that life
quality is influenced.’ Its reliability and validity study
in Turkish has been carried out.® The present study
aimed to investigate the demographic features and clin-
ical characteristics of melasma and the effect of disease
on life quality. For this, unlike similar studies, we
formed the control group from individuals with other
skin diseases but without facial involvement.

I MATERIAL AND METHODS

Overall 160 subjects (80 patients, 80 controls) refer-
ring to Dermatology Outpatient Clinic of Ankara
Training and Research Hospital between November
2015 and November 2016 were included in the pre-
sent study. Inclusion criteria were having melasma
for the patient group and having dermatological dis-
eases other than melasma for the control group. Ex-
clusion criterion was having any kind of facial
dermatosis in control group. In addition, cases
younger than 18 years in both groups were excluded
from the study. Approval for the study was obtained
from the Ethics Committee of Ankara Training and
Research Hospital on 21.12.2016 with the number
0669. This study was conducted in accordance with
the  Helsinki 2008

Declaration principles
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(http://www.wma.net/en/30publications/10policies/-
b3/index.html). Informed consent was obtained from
the patients and they were asked to fill DLQI to mea-
sure quality of life in both groups.

Information on age, sex, occupation, education
status, marital status, income level, family history of
melasma, age of onset of complaints, duration of dis-
ease, age of diagnosis, menopause, use of OC and
other drugs, topical cosmetic use, additional diseases,
use of sun protectors, skin type, distribution of le-
sions, wood light examination, triggering factors (ex-
posure to sunlight, history of pregnancy, use of
contraceptive and other drugs), skin type, distribution
of lesions, previous treatment on melasma was ob-
tained from patient records and and evaluated.

The evaluation of quality of life was carried out
with DLQI including the subcategories of symptoms
and feelings, daily activities, leisure activities,
school/work life, personal relations and treatment for
evaluating the last week before the test. No effect cor-
responds to (0), while large, strong effect corresponds
to (3). The overall score varies between 0-30. If the
score is between 0-5, it was evaluated as not being
influenced or small effect from disease, between 5-
11 as moderate effect and score over 11 as large, the
strong effect.”®

For statistical analyses, IBM SPSS Statistics
21.0 program was used. Whether the numerical val-
ues were distributed normally was evaluated with the
Shapiro Wilks Test. Descriptive statistics of variables
that are not normally distributed were expressed with
median (interquartile range, IQR), and normally dis-
tributed variables were expressed with mean+stan-
dard deviation values. In categorical variables,
distribution of individuals was expressed with num-
ber (N) and percentage (%). In the comparison of
continuous variables in patient and control groups,
independent samples t-test or Mann Whitney U test
was used (whichever appropriate). In categorical
variables, in the comparison of groups, Pearson chi-
square or Fisher’s exact chi-square test was used
(whichever appropriate). The relation between nu-
merical variables was evaluated with Spearman rho
correlation coefficient. In the comparison of more
than two independent groups, one-way variance anal-
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ysis (ANOVA) or Kruskal Wallis non-parametric
variance analysis was used (whichever appropriate).
Statistical significance was set at p<0.05.

I RESULTS

Demographic characteristics of patient and control
groups are demonstrated in Table 1. Age of onset,
age of diagnosis and duration of disease in patient
and control groups are demonstrated in Table 2.
History of disease and drug use in patient and con-
trol groups are demonstrated in Table 3.

Family history of melasma was present in 28.7%
of melasma patients. The most common skin type in
melasma patients was type 3 (48.8%). The most com-

mon type of melasma was malar type (91.25%). While
no significant relation was found between site of le-
sions and duration of disease (sentrofasyal; p=0.656,
malar; p=0.561, mandibular; p=0.912) in those with
centrofacial involvement, the number of patients with
history of thyroid disease was much higher (p=0.037).
In the present study, epidermal type melasma was
found to be most common (57.5%). No significant re-
lation was found between type of melasma and dura-
tion of disease (p=0.095) and smoking history
(p=0.773). In melasma patients, no significant relation
was found between age of onset of complaints, and
skin type (p=0.072), melasma type (p=0.152), family
history (p=0.330), history of gestation (p=0.656), and
thyroid disease (p=0.107). Of melasma patients, 39

TABLE 1: Demographic characteristics of patient and control groups.

Housewife-unemployed
Student
Education status llliterate and primary school
Secondary school
High school
University
Marital status Married
Single
Widow /divorced/separated
<TL600
TL 600-TL 1000
TL 1000-TL 2000

> TL 2000

Income level

Patient n (%)
Sex Female
Male
Mean age
Occupation Public servant-worker, free enterprise

Control n (%) p
73(91.2) 73(91.2) 1.000
7(8.8) 7(8.8)
35.536.60 35.51£5.45 0.979
31(38.7) 27 (33.7)
46 (57.5) 52 (65.0)
3(3.8) 1(1.3)
38 (47.5) 43(53.8) 0.357
10 (12.5) 10 (12.5)
16 (20.0) 19 (23.7)
16 (20.0) 8(10.0)
58 (72.5)° 73 (91.2)° 0.009*
15 (18.7) 5(6.3)°
7(8.8) 2(25)
9(11.3 3(3.8) 0.002*
15 (18.7)2 5(6.3)°
32 (40.0)° 54 (67.4)°
24 (30.0)° 18 (22.5)°

TL: Turkish liras, *p<0.05

TABLE 2: Age of onset, age of diagnosis and duration of disease in patient and control groups.

Patient
MeanSD
Variables Median (IQR)
Mean age of onset 30.28+7.60
Mean age of diagnosis 33.82+6.84
Duration of disease (year) 4.00 (7.80)

Control
MeanxSD
Median (IQR) p
32.61+7.60 0.055
33.76+6.45 0.953
0.40 (1.90) <0.001*

*p<0.05
IQR: Inter quartile range, SD: Standard deviation.
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TABLE 3: History of disease and drug use in patient and control groups.
Patient n (%) Control n (%) p

History of additional systemic disease Present 29 (36.2) 37 (46.3) 0.199
Absent 51 (63.8) 43 (53.7)

History of thyroid disease Present 10 (12.5) 6(7.5) 0.292
Absent 70 (87.5) 74 (92.5)

History of menstrual cycle irregularity Present 7(8.7) 2(2.5) 0.167
Absent 73(91.3) 78 (97.5)

History of psychiatric disease Present 3(3.8) 4(5.0) 1.000
Absent 77(96.2) 76 (95.0)

Drug use due to additional systemic disease Present 21(26.3) 34 (42.5) 0.030*
Absent 59 (73.7) 46 (57.5)

Use of drugs that may play a role in the development of melasma Present 4(5.0) 4(5.0) 1.000
Absent 96 (95.0) 96 (95.0)

Previous treatment due to melasma or other dermatological diagnoses Present 28(35.0 37 (46.3) 0.147
Absent 52 (65.0) 43 (53.7)

*p<0.05.

(48.8%) presented in summer, 27 (33.8%) in autumn,
8 (10.0%) in winter and 6 (7.5%) in spring.

DLQI median score was found to be 4,00 (6,50)
and 5.50 (8.75) respectively in melasma and control
groups, the score in control group being significantly
higher (p=0.036). No significant relation was found
between median score of DLQI and factors such as
sex (p=0.297), age (p=0.385), duration of disease
(p=0.068), education status (p=0.343), occupational
status (p=0.259), marital status (p=0.299), smoking
status (p=0.382), history of psychiatric disease
(p=0.468), additional systemic disease (p=0.235) and
drug use (p=0.382) for these diseases in either group.
Median DLQI score was higher in patients who re-
ceived treatment previously for melasma and other
dermatological diagnoses (p<0.001).

In melasma patients, DLQI median score in sub-
categories was as follows: symptom and feelings 1.00
(2.75), daily activities 1.00 (2.00), leisure activities
0.00 (2.00), school/work-life 0.00 (0.00), personal re-
lations 1.00 (1.75), treatment 0.00 (1.00).

When patients and control groups were divided
into subgroups according to quality of life index
scores, in patient group there were 48 (60.0%), pa-
tients who were influenced little 25 (31.3%), influ-
enced moderately and 7 (8.7%) influenced strongly,
while the corresponding figures were 40 (50.0%), 20
(25.0%), and 20 (25.0%) respectively in the control
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group (p=0.023). In patient group, as the age in-
creased, the patients were not influenced by the dis-
ease more strongly. However, in control group,
younger patients were determined to be influenced
moderately from the disease (p=0.014). In the patient
group, in patients who did not receive treatment for
melasma previously, life quality was influenced lit-
tle, while in those who received previous treatment,
it was influenced moderately (p=0.003). In patient
and control groups, no relation was found between
the degree of influence from the disease and duration
of disease and drug users due to additional systemic
disease (patient; p=0.120, control; p=0.185).

I DISCUSSION

Melasma is a common acquired disease characterized
by irregular macular hyperpigmentation in regions
exposed to sun such as face and neck. As it occurs in
visible places, it can affect the patients emotionally
and psychologically.* The majority of melasma pa-
tients do not describe any physical disturbance and
psychosocial effects on quality of life have assumed
importance.?

The etiology and characteristics of melasma vary
between different populations and there are different
data on demographic and clinical characteristics of
the patients.>’ In the study of Freitag, the mean age of
diagnosis was 41.4 (£7.2), while in the present study,
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it was found to be 33.8 (+6.8).!° Similarly to the re-
sults of the study of Sarkar et al. (27.0%), it was es-
tablished that duration of disease was longer than five
years in 30% of the patients.'” In the present study, it
was found that the rate of melasma was higher in pa-
tients with lower education levels as in other stud-
ies.!”!" This may be due to a lack of knowledge on
sun protection. Similarly, consistently with the other
studies, individuals with middle income level were
more common than those with low and high income
levels.!!? In the present study, family history of
melasma was found in 23 (28.7%) patients and as in
the study of Hexsel et al., melasma was established to
have a younger age of onset in patients with a family
history of melasma.'

Similarly to the results reported in the literature,
history of pregnancy was present in 75% of the patient
group, but this rate was not significantly different from
that in the control group (p=0.574).!%!>15 1t is our opin-
ion that this similarity maybe because both groups were
at similar ages and in reproductive ages.

The use of topical cosmetic products was signif-
icantly higher in the patient group (p=0.002). As there
was no definite information on whether cosmetic use
preceded or followed the use of melasma develop-
ment, no interpretation could be made on causal re-
lation between them. It should also be kept in mind
that the use of cosmetic products may be used for
camouflaging melasma.

Consistently with previous studies, the most com-
mon type of melasma was established to be epidermal
type (57.5%).'% In the study of Sanchez et al., it was
reported that melasma occurred mostly in summer
months and was aggravated with sun exposure.” Like-
wise, in the present study, sun exposure was present in
88.8% of'the patients. In the present study, the idea that
melasma is triggered by sun exposure in summer
months was supported. The employment of sun pro-
tector was seen in 56.3% of the patients, being sig-
nificantly higher than the rate in control group
(p<0.001), which suggested that awareness of the im-
portance of protection from sun increases after the
development of melasma.

Although varying results have been reported in
the literature regarding DLQI, high scores indicate

&5

that quality of life is influenced adversely in
melasma.?'?? In the study of Harumi et al. on female
melasma patients in Singapur, mean DLQI value was
found to be 4.5 and median value 2.0.'° Similarly, in
the study of Maranzotto et al., the median value was
found to be 2.0." In the present study, DLQI score
varied between 01 and 16 in melasma patients with a
median value of 4.0. Congruent with the studies of
Harumi and Maranzatto, it was established that there
was a small effect on quality of life in melasma pa-
tients.

In the literature, DLQI scores were reported to
vary between 5.9-7.4 in patients with psoriasis and
between 6.1-7.3 in those with atopic eczema.”>** In
the study of Kulthanan et al., DLQI scores were
found to be 12.9, 10.6, 8.8 and 6.0 in psoriasis, acne,
vitiligo, and melasma respectively. In patients with
melasma, the score was found to be higher than that
in a normal population, and patients with viral wart,
seborrheic keratosis and benign skin tumor.> In the
present study, DLQI score of control group varied be-
tween 0 and 28 with a median value of 5.50 (8.75),
indicating that DLQI score was significantly higher in
control group than in patient group (p=0.036). It may
be thought that this result may be due to the selection
of patients with dermatological diseases for the con-
trol group. In the present study, similarly to the find-
ings in the literature, melasma was shown to exert
relatively little effect on quality of life.

DLQI score was higher in patients who have re-
ceived treatment previously for melasma and other
dermatological diagnoses than patients in patient and
control groups who have not received treatment pre-
viously (p=0.147). This finding suggests that cur-
rently used dermatological treatment agents for
melasma and other dermatological diseases are not
adequate in improving dermatological quality of life.
In other words, the higher DLQI score found in the
treated patients suggested treatment failure.

When melasma patients were evaluated in terms
of DLQI subcategories, symptoms and feelings, daily
activities and personal relations were the categories in
which the effect was strongest. To our knowledge,
there is no previous study in the literature in which
melasma patients were evaluated in subgroups of no
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or small effect of, moderate effect and large effect of
disease according to their DLQI scores. Although
this classification has no scientific significance, Ali
et al. found the mean DLQI score of 16.23+5.35,
19.32+3.99 and 22.0+2.0 in patients with mild, mod-
erate and severe disease, respectively.?® In the present
study, more patients in the control group were largely
affected by the disease (p=0.023). In the evaluation of
the relationship between the mean age of patients and
degree of disease effect, it was established that there
was no relation between higher age and the degree of
effect (p=0.606) while in other dermatological dis-
eases, younger patients were found to be influenced
moderately (p=0.014). Also, in the patient group,
there was small effect on quality of life in patients
who have not received previous treatment for
melasma while there was moderate effect on patients
who have undergone treatment previously. It was
thought that these findings may be due to high ex-
pectations of recovery in patients, to inadequacy of
treatment agents or additional burden on daily life as-
sociated with treatment.

We suggest that further studies with larger pa-
tient groups and healthy volunteers will help to elu-
cidate socio-demographic characteristics, triggering
factors and the impact of disease on quality of life
among melasma patients.

I CONCLUSION

In the present study, it was found that the negative ef-
fects of melasma on the quality of life of the patients
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were less than control group. In the control group, the
negative effects of other skin diseases on the derma-
tological quality of life were much stronger than the
effects on patient group.

Acknowledgement

The authors would like to thank, M. Ibrahim Yilmazer for lan-
guage support.

Source of Finance

During this study, no financial or spiritual support was received
neither from any pharmaceutical company that has a direct con-
nection with the research subject, nor from a company that pro-
vides or produces medical instruments and materials which may

negatively affect the evaluation process of this study.

Conflict of Interest

No conflicts of interest between the authors and / or family mem-
bers of the scientific and medical committee members or mem-
bers of the potential conflicts of interest, counseling, expertise,
working conditions, share holding and similar situations in any

firm.

Authorship Contributions
Idea/Concept:

Karaosmanoglu; Control/Supervision: Hatice Meral Eksioglu,

Hatice Meral Eksioglu;, Design: Nermin
Zeynep Biisra Balik; Data Collection and/or Processing: Zeynep
Biisra Balik; Analysis and/or Interpretation: Zeynep Biisra Balik,
Ahmet Rifat Balik, Selcen Yiiksel; Literature Review: Nermin
Karaosmanoglu, Ahmet Rifat Balik; Writing the Article: Zeynep
Biisra Balik, Ahmet Rifat Balik; Critical Review: Hatice Meral
Eksioglu; References and Fundings: Zeynep Biisra Balik; Ma-
terials: Zeynep Biisra Balik; Other: Ahmet Rifat Balik, Selcen
Yiiksel.



Zeynep Biisra BALIK et al.

Turkiye Klinikleri J] Dermatol. 2020;30(3):81-7

Victor FC, Gelber J, Rao B. Melasma: a re-
view. J Cutan Med Surg. 2004;8(2):97-
102.[Crossref] [PubMed]

Sheth VM, Pandya AG. Melasma: a compre-
hensive update: part I. J Am Acad Dermatol.
2011;65(4):689-97.[Crossref] [PubMed]

Lieu TJ, Pandya AG. Melasma quality of life
measures. Dermatol Clin. 2012;30(2):269-
80.[Crossref] [PubMed]

Dogramaci AC. [Melasma and quality of life].
Turkiye Klinikleri J Cosm Dermatol-Special
Topics. 2011;4(2):23-6.[Link]

Aci6z E, Gokdemir G, Késli A. [Quality of life
in dermatology]. Turkderm. 2003;37(1):16-
23.[Link]

Oztiirkcan S, Ermertcan AT, Eser E, Sahin MT.
Cross validation of the Turkish version of der-
matology life quality index. Int J Dermatol.
2006;45(11):1300-7.[Crossref] [PubMed]

GurAR, Kése O. [Quality of life and measure-
ment in dermatology]. Turkiye Klinikleri J Der-
matol. 2000;10(4):270-4.[Link]

Bilag C, Oztiirkcan S. [Quality of life in der-
matology]. Saglikta Birikim. 2006;1:48-58.

Tamega Ade A, Miot LD, Bonfietti C, Gige TC,
Marques ME, Miot HA. Clinical patterns and
epidemiological characteristics of facial
melasma in Brazilian women. J Eur Acad Der-
matol Venereol. 2013;27(2):151-6.[Crossref]
[PubMed]

. Freitag FM, Cestari TF, Leopoldo LR, Paludo

P, Boza JC. Effect of melasma on quality of life
in a sample of women living in southern Brazil.
J Eur Acad Dermatol Venereol. 2008;22(6):
655-62.[Crossref] [PubMed]

. Dogramaci AC, Havlucu DY, Inandi T, Balkr-

ishnan R. Validation of a melasma quality of

12.

13.

14.

15.

16.

17.

18.

I REFERENCES

life questionnaire for the Turkish language: the
MelasQoL-TR study. J Dermatolog Treat.
2009;20(2):95-9.[Crossref] [PubMed]

Maranzatto CF, Miot HA, Miot LD, Meneguin
S. Psychometrican analysis and dimensional
structure of the Brazilian version of melasma
quality of life scale (MELASQoL-BP). An Bras
Dermatol.  2016;91(4):422-8.  [Crossref]
[PubMed] [PMC]

Ortonne JP, Arellano |, Berneburg M, Cestari
T, Chan H, Grimes P, et al. A global survey of
the role of ultraviolet radiation and hormonal
influences in the development of melasma. J
Eur Acad Dermatol Venereol. 2009;23(11):
1254-62.[Crossref] [PubMed]

Hexsel D, Lacerda DA, Cavalcante AS,
Machado Filho CA, Kalil CL, Ayres EL,
et al. Epidemiology of melasma in
Brazilian patients: a multicenter study.
Int J Dermatol. 2014;53(4):440-4.[Crossref]
[PubMed]

Guinot C, Cheffai S, Latreille J, Dhaoui MA,
Youssef S, Jaber K, et al. Aggravating factors
for melasma: a prospective study in 197
Tunisian patients. J Eur Acad Dermatol
Venereol. 2010;24(9):1060-9.[Crossref]
[PubMed]

Harumi O, Goh CL. The effect of melasma on
the quality of life in a sample of women living
in Singapore. J Clin Aesthet Dermatol.
2016;9(1):21-4.[PubMed] [PMC]

Sarkar R, Puri P, Jain RK, Singh A, Desai A.
Melasma in men: a clinical, aetiological and
histological study. J Eur Acad Dermatol
Venereol. 2010;24(7):768-72.[Crossref]
[PubMed]

Tiirsen U. [Etiopathogenesis and clinical fea-
tures in melasma]. Turkiye Klinikleri J Cosm

87

19.

20.

21.

22.

23.

24.

25.

26.

Dermatol-Special Topics. 2011;4(2):16-22.
[Link]

Nicolaidou E, Antoniou C, Katsambas AD. Ori-
gin, clinical presentation, and diagnosis of fa-
cial  hypermelanoses. Dermatol  Clin.
2007;25(3):321-6.[Crossref] [PubMed]

Sanchez NP, Sanchez JL, Vazquez-Botet M.
Mechanisms of hyperpigmentation. P R Health
Sci J. 1986;5(3):123-32.[PubMed]

Balkrishnan R, Kelly AP, McMichael A, Torok
H. Improved quality of life with effective treat-
ment of facial melasma: the pigment trial. J
Drugs Dermatol. 2004;3(4):377-81.[PubMed]

Leeyaphan C, Wanitphakdeedecha R,
Manuskiatti W, Kulthanan K. Measuring
melasma patients' quality of life using willing-
ness to pay and time trade-off methods in Thai
population. BMC Dermatol. 2011;11:16.
[Crossref] [PubMed] [PMC]

Lundberg L, Johannesson M, Silverdahl M,
Hermansson C, Lindberg M. Quality of life,
health-state utilities and willingness to pay in
patients with psoriasis and atopic eczema. Br
J Dermatol. 1999;141(6):1067-75.[Crossref]
[PubMed]

Schmitt J, Meurer M, Klon M, Frick KD. As-
sessment of health state utilities of controlled
and uncontrolled psoriasis and atopic eczema:
a population-based study. Br J Dermatol.
2008;158(2):351-9.[Crossref] [PubMed]

Kulthanan K, Jiamton S, Wanitphakdeedecha
R. The validity and reliability of the dermatol-
ogy life quality index (DLQI) in thais. Thai J
Dermatol. 2004;20:113-23.

Ali R, Aman S, Nadeem M, Kazmi AH. Quality
of life in patients of melasma. Journal of Pak-
istan  Association of Dermatologists.
2013;23(2):143-8.[Link]


http://https://doi.org/10.1007/s10227-004-0158-9
http://https://pubmed.ncbi.nlm.nih.gov/15685388/
http://https://linkinghub.elsevier.com/retrieve/pii/S0190962211003094
http://https://pubmed.ncbi.nlm.nih.gov/21920241/
http://https://www.sciencedirect.com/science/article/abs/pii/S073386351100204X?via%3Dihub
http://https://pubmed.ncbi.nlm.nih.gov/22284141/
http://https://www.turkiyeklinikleri.com/article/tr-melazma-ve-yasam-kalitesi-60265.html
http://https://jag.journalagent.com/turkderm/pdfs/TURKDERM_37_1_16_23.pdf
http://https://doi.org/10.1111/j.1365-4632.2006.02881.x
http://https://pubmed.ncbi.nlm.nih.gov/17076710/
http://https://www.turkiyeklinikleri.com/article/en-dermatolojide-yasam-kalitesi-ve-olcumu-30792.html
http://https://onlinelibrary.wiley.com/doi/full/10.1111/j.1468-3083.2011.04430.x
http://https://pubmed.ncbi.nlm.nih.gov/22212073/
http://https://doi.org/10.1111/j.1468-3083.2007.02472.x
http://https://pubmed.ncbi.nlm.nih.gov/18410339/
http://https://doi.org/10.1080/09546630802287553
http://https://pubmed.ncbi.nlm.nih.gov/18720186/
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0365-05962016000400422&lng=en&tlng=en
http://https://pubmed.ncbi.nlm.nih.gov/27579735/
http://https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4999098/
http://https://onlinelibrary.wiley.com/doi/full/10.1111/j.1468-3083.2009.03295.x
http://https://pubmed.ncbi.nlm.nih.gov/19486232/
http://https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1365-4632.2012.05748.x
http://https://pubmed.ncbi.nlm.nih.gov/23967822/
http://https://doi.org/10.1111/j.1468-3083.2010.03592.x
http://https://pubmed.ncbi.nlm.nih.gov/20202051/
http://https://pubmed.ncbi.nlm.nih.gov/26962388/
http://https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4756868/
http://https://onlinelibrary.wiley.com/doi/full/10.1111/j.1468-3083.2009.03524.x
http://https://pubmed.ncbi.nlm.nih.gov/20015053/
http://https://www.turkiyeklinikleri.com/article/en-melazmada-etyopatogenez-ve-klinik-ozellikler-60240.html
http://https://www.sciencedirect.com/science/article/abs/pii/S0733863507000435?via%3Dihub
http://https://pubmed.ncbi.nlm.nih.gov/17662897/
http://https://pubmed.ncbi.nlm.nih.gov/3550863/
http://https://pubmed.ncbi.nlm.nih.gov/15303781/
http://https://bmcdermatol.biomedcentral.com/articles/10.1186/1471-5945-11-16
http://https://pubmed.ncbi.nlm.nih.gov/22182399/
http://https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3280162/
http://https://onlinelibrary.wiley.com/doi/full/10.1046/j.1365-2133.1999.03207.x
http://https://pubmed.ncbi.nlm.nih.gov/10606854/
http://https://onlinelibrary.wiley.com/doi/full/10.1111/j.1365-2133.2007.08354.x
http://https://pubmed.ncbi.nlm.nih.gov/18070214/
http://https://www.jpad.com.pk/index.php/jpad/article/view/297%22%22

