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ABSTRACT

Background: Polyendocrine Metabolic Ovarian Syndrome (PMOS), formerly known as Polycystic Ovary
Syndrome (PCOS), is increasingly recognized as a complex multisystem disorder characterized by
reproductive, endocrine and metabolic dysfunction. Although conventional treatment can effectively
manage individual manifestations, achieving concurrent improvement across multiple disease domains
remains challenging. Clinical evidence documenting such comprehensive improvement following Unani
management is limited. This case report describes the outcome of a comprehensive phase-wise Unani
therapeutic approach in a young woman with PMOS.

Case Summary: A 21-year-old unmarried woman presented with a five-year history of irregular
menstrual cycles, excessive facial hair growth and progressive weight gain. Clinical examination,
biochemical and hormonal investigations and ultrasonographic findings fulfilled the revised Rotterdam
diagnostic criteria for PMOS. The patient received a five-month comprehensive phase-wise Unani
treatment protocol comprising Munzij, Musaffi-e-Khoon, Mushil, Tabreed, maintenance pharmacotherapy,
Naura, dietary regulation, and lifestyle modification, with regular clinical, laboratory and radiological
follow-up.

Results: The patient demonstrated progressive restoration of menstrual cyclicity from one cycle every 3—
4 months to regular 30-32-day intervals. Improvement was also observed in hirsutism, acanthosis
nigricans, body weight, body mass index, hormonal profile, lipid profile, and bilateral ovarian morphology
on ultrasonography. Liver and renal function remained within normal limits throughout treatment and no
treatment-related adverse effects were reported. Collectively, these findings indicated objective
improvement across clinical, anthropometric, hormonal, metabolic and radiological domains with a
favourable safety profile.

Conclusion: This case highlights the potential of a comprehensive phase-wise Unani therapeutic approach
in the management of PMOS. The concurrent improvement observed across multiple objective outcome
domains suggests that this holistic strategy may offer clinically meaningful benefits while maintaining
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good tolerability. Although conclusions regarding efficacy cannot be drawn from a single case, these
findings support further well-designed prospective controlled studies to validate the role of comprehensive
Unani management in PMOS.

Keywords: Polyendocrine Metabolic Ovarian Syndrome (PMOS), Polycystic Ovary Syndrome (PCOS),
Unani Medicine, Menstrual Irregularities, Case Report.

INTRODUCTION

Polyendocrine Metabolic Ovarian Syndrome (PMOS), formerly referred to as Polycystic Ovary Syndrome
(PCOS), is one of the most common endocrine disorders affecting women of reproductive age and is
increasingly recognized as a complex multisystem disease rather than an isolated ovarian disorder [1, 2].
It is characterized by varying combinations of ovulatory dysfunction, clinical and/or biochemical
hyperandrogenism and polycystic ovarian morphology, with considerable heterogeneity in its clinical
presentation [2, 3]. Beyond reproductive dysfunction, PMOS is frequently associated with obesity, insulin
resistance, dyslipidaemia, impaired glucose metabolism and an increased risk of long-term cardiovascular
and metabolic complications, thereby imposing a substantial burden on women's health and quality of life
(4, 5].

The term Polyendocrine Metabolic Ovarian Syndrome (PMOS) has been proposed to better reflect the
multisystem nature of the disorder, recognizing that its pathophysiology extends beyond ovarian
involvement to encompass endocrine, metabolic and reproductive dysfunction. However, since the current
international diagnostic criteria and much of the published literature continue to use the term Polycystic
Ovary Syndrome (PCOS), both terms are used in this report where appropriate [6, 7].

The therapeutic approach to PMOS is individualized according to the patient's symptoms, reproductive
intentions, and metabolic profile [6]. Lifestyle modification remains the cornerstone of management, while
pharmacological interventions including combined oral contraceptives, insulin sensitizers, ovulation-
inducing agents and anti-androgens are employed to address specific clinical manifestations [2, 8]. Despite
these advances, many patients continue to experience persistent symptoms, recurrence following treatment
discontinuation, medication-related adverse effects, or suboptimal long-term adherence, highlighting the
need for safe and comprehensive therapeutic strategies that address both reproductive and metabolic
abnormalities [5, 9].

From the Unani perspective, conditions comparable to PMOS are interpreted as the consequence of
disturbed humoral equilibrium (Su-i-Mizaj) with predominance of Balgham (Ghalba-e-Balgham),
resulting in impaired physiological functions of the reproductive system and associated metabolic
disturbances [10, 11]. These alterations are considered to manifest clinically as menstrual irregularities
(Ihtibas-e-Tamth), excessive body weight (Saman-e-Mufrit), infertility (Ugr), hyperandrogenic
manifestations such as excessive hair growth, and derangement of normal ovarian function [12, 13].
Accordingly, treatment is directed towards restoration of humoral balance through 7a'deel-e-Mizaj,
elimination of morbid humours (7angiya-e-Akhlat), correction of menstrual dysfunction, strengthening of
the affected organs and appropriate dietary and lifestyle regulation to re-establish physiological
homeostasis [12, 14, 15].

Although comprehensive Unani management has traditionally been advocated for disorders resembling
PMOS, well-documented clinical reports demonstrating simultaneous improvement in phenotypic,
hormonal, metabolic, and ultrasonographic parameters remain limited. The present case describes a young
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woman with PMOS who showed notable improvement in menstrual regularity, hirsutism, anthropometric
indices, biochemical profile, and ovarian morphology following a comprehensive Unani treatment
protocol, thereby contributing additional clinical evidence to the evolving literature on integrative
management of PMOS.

CASE PRESENTATION

Patient Information: A 21-year-old unmarried woman presented to the Outpatient Department of /lmul
Qabalat wa Amraze Niswan (Obstetrics and Gynaecology), Government Nizamia Tibbi College and
Hospital, Hyderabad, in August 2025 with complaints of irregular menstrual cycles occurring once every
3—4 months, excessive facial hair growth, and progressive weight gain. The persistence of these symptoms
and their impact on her overall well-being prompted her to seek further medical evaluation.

History:

Menstrual History: The patient attained menarche at 13 years of age. Her menstrual cycles were initially
regular; however, for the past five years she had experienced irregular cycles occurring at intervals of
approximately 3—4 months. The menstrual flow was moderate in quantity and lasted for 4-5 days. There
was no history of dysmenorrhoea, menorrhagia or intermenstrual bleeding.

Medical History: The patient was a known case of hypothyroidism and had been receiving Thyronorm®
50 pg (Levothyroxine sodium) once daily, with satisfactory control of thyroid function.

Drug History: She had intermittently received oral progesterone therapy for induction of withdrawal
bleeding. Although treatment resulted in episodic withdrawal bleeding, it failed to restore regular
menstrual cyclicity. There was no history of prolonged hormonal therapy, corticosteroid use, androgenic
medications or any other drugs known to influence ovarian function.

Family History: There was no significant family history of menstrual disorders, endocrine disorders,
diabetes mellitus, obesity or other metabolic diseases.

Personal History: A detailed personal, dietary and lifestyle history was obtained. No significant
contributory factors, addictions or relevant psychosocial history were identified.

Clinical Examination:

On General physical examination, the patient was conscious, cooperative and well-oriented. Her height
was 157 cm, body weight 80 kgs and body mass index (BMI) 32.2 kg/m?, corresponding to Class I obesity.
Her vital parameters were within normal limits. Systemic examination did not reveal any clinically
significant abnormality.

Cutaneous examination revealed coarse terminal hair distributed over androgen-dependent areas,
predominantly involving the upper lip, chin, chest, lower abdomen, and thighs. Hyperpigmented velvety
plaques were present over the posterior aspect of the neck, consistent with acanthosis nigricans. No acne,
seborrhoea, temporal hair recession, deepening of voice, clitoromegaly or other clinical features
suggestive of virilization were observed.

Baseline Clinical Assessment: Baseline clinical severity was documented using standardized assessment
tools prior to initiation of treatment to facilitate objective comparison during follow-up. Obesity was
assessed using body mass index (BMI), hirsutism was evaluated using the modified Ferriman Gallwey
(mFG) scoring system [16] and acanthosis nigricans was graded according to the Burke quantitative scale
[17].

The patient's baseline BMI was 32.2 kg/m? (Class I obesity), the modified Ferriman Gallwey score was
26 [indicating severe hirsutism] and acanthosis nigricans was graded as Burke Grade IV.
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Initial Clinical Impression: Based on the patient's history and clinical examination, a hyperandrogenic
disorder with associated metabolic dysfunction was suspected. The presence of chronic menstrual
irregularity, obesity, hirsutism and acanthosis nigricans raised a strong clinical suspicion of an underlying
endocrine disorder, with Polycystic Ovary Syndrome (currently termed Polyendocrine Metabolic Ovarian
Syndrome) being the primary diagnostic consideration. Accordingly, comprehensive biochemical,
hormonal, metabolic and ultrasonographic investigations were advised to establish the diagnosis, exclude
differential diagnosis and formulate an appropriate treatment plan.

DIAGNOSTIC ASSESSMENT

Laboratory Evaluation:

Comprehensive laboratory investigations were performed to evaluate the patient's endocrine and
metabolic status and to support the clinical diagnosis.

Hormonal evaluation demonstrated elevated luteinizing hormone (LH) levels with an increased LH:FSH
ratio, elevated total testosterone and elevated dehydroepiandrosterone sulphate (DHEAS), consistent with
biochemical hyperandrogenism. Thyroid function tests remained within the therapeutic range under
ongoing levothyroxine therapy.

Metabolic evaluation revealed dyslipidaemia, characterized by elevated total cholesterol and low-density
lipoprotein (LDL) cholesterol with reduced high-density lipoprotein (HDL) cholesterol. Glycaemic
parameters, biochemical and haematological investigations were within normal limits.

Radiological Evaluation:

Pelvic ultrasonography demonstrated bilateral enlarged ovaries exhibiting polycystic ovarian morphology,
characterized by multiple peripherally arranged subcentimetric follicles with increased central stromal
echogenicity. The right ovary measured 50 x 28 x 22 mm (ovarian volume 16 cc), while the left ovary
measured 40 x 35 x 22 mm (ovarian volume 16 cc). Abdominal ultrasonography additionally revealed
Grade I fatty liver.

Differential Diagnosis:

Based on the patient's clinical presentation of chronic oligo-ovulation, obesity and hyperandrogenic
features; differential diagnoses including thyroid dysfunction, hyperprolactinaemia and androgen-
secreting tumours were considered during the diagnostic evaluation. In conjunction with the clinical
findings, biochemical abnormalities and characteristic ultrasonographic features, the overall presentation
was most consistent with polycystic ovarian syndrome.

Final Diagnosis:

Based on the presence of chronic oligo-ovulation, clinical and biochemical hyperandrogenism, and
ultrasonographic evidence of polycystic ovarian morphology, the patient fulfilled the revised Rotterdam
diagnostic criteria for Polycystic Ovary Syndrome (PCOS), currently referred to as Polyendocrine
Metabolic Ovarian Syndrome (PMOS).

THERAPEUTIC INTERVENTION

Usul-e-1laj (Principles of Treatment) [10, 18, 19]

Treatment was planned according to the following principles of Unani medicine:
Tadil-i-Mizaj — Correction of abnormal temperament.

Tangiya-i-Akhlat — Elimination of morbid humors.

Izala-i-Sudad — Removal of obstruction in uterine and metabolic pathways.
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Tagwiyat-i-A’da Ra’isa — Strengthening of vital organs such as Reham (uterus), Jigar (liver) and
Dimagh (brain)

Taqlil-i-Siman — Reduction of obesity to restore hormonal balance. [

Izala-i-Sha 'r-e-Ghayr Zaruri — Removal of excessive or unwanted hair growth.

Ilaj (Treatment)

Ilaj bil Dawa (Pharmacotherapy):

The patient underwent comprehensive Unani management from August 2025 to December 2025
following a phased Unani protocol consisting of Munzij, Musaffi-e-Khoon, Mushil, Tabreed and
maintenance therapy [12, 14]. The treatment protocol is summarized in Table 1.

Table 1: Phase-wise Unani therapeutic management

Phase Intervention Schedule

PhaseI  |Munzij Balgham + Musaffi-e-Khoon [Days 1-21 of each cycle (3 consecutive cycles)

Days 22, 24, and 26 of each cycle
(3 consecutive cycles)

Days 23, 25, and 27 of each cycle
(3 consecutive cycles)

Phase I  |Mushil Balgham

Phase III |Tabreed

Continued throughout the treatment period

Phase IV |Maintenance therapy (August-December 2025)

Pharmacotherapy Details [10, 12, 13, 20]

Nusqa Mundij Balgham: A Joshanda containing Beeq Badiyan, Beeq Kibr, Beeq Karafs, Beeq Izkhar,
Beeq Kasni, Ustukhuddus, Asl-us-Soos, Parsiosha and Maveez Munaqqa (3 g each) was administered at
a dose of 50 mL twice daily before meals for 21 days during each treatment cycle.

Nusqa Musaffi-e-Khoon: A Joshanda containing Shahitra, Chiraita, Mundi and Sarphooka (3 g each)
was administered at a dose of 50 mL twice daily before meals for 21 days during each treatment cycle.
Nusqa Mushil Balgham: A Mushil formulation containing Turbud Safeid, Sana Makki, Gul-e-Surkh,
Tamar Hindi and Magz Amaltas (3 g each) was administered at a dose of 100 mL twice daily before meals
on Days 22, 24, and 26 of each treatment cycle.

Nusqa Tabreed: Khameera Gaozaban (5 g) wrapped in Warg-e-Nugra was administered on Days 23, 25,
and 27 of each treatment cycle.

Maintenance Therapy: The patient received Majoon Dabeed-ul-Ward (5 g twice daily before meals),
Majoon Mugawwi Rahem (5 g twice daily after meals), Majoon Ushba (5 g twice daily after meals) and
Arg-e-Kasni (15 mL twice daily before meals) throughout the treatment period.

1laj bil Tadbeer (Regimenal Therapy) [21]

Local application of Naura was advised once monthly for the management of facial hirsutism and a total
of five sittings were completed during the treatment period.

Method of preparation and application: Sibr Zard (3 g) was first dissolved in sufficient Arg-e-Gulab to
obtain a uniform solution. Kaf-e-Darya (1 g) and Zarneeq (1 g) were then added with continuous stirring,
followed by the gradual addition of Chuna (2 g) until a smooth paste-like consistency was achieved. The
prepared paste was applied uniformly over the affected areas and left in place for approximately 20
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minutes. It was then removed gently against the direction of hair growth, after which Arg-e-Gulab was
applied locally to soothe the skin and minimize irritation.

Figure 1: Local application (Naura)

Ilaj bil Ghiza (Dietary Therapy) [13, 22]

Dietary modifications were advised to facilitate weight reduction, improve metabolic status, and support
restoration of normal menstrual function.

Recommended:

e Maintain a regular eating schedule.

e Ensure adequate hydration (approximately 3 L/day).

e Consume chicken or fish twice weekly.

Adyvised to avoid:

e Fried and oily foods.

¢ Red meat.

e Bakery products.

e Foods high in sugar.

e Excessively salty foods.

Lifestyle Modifications: The patient was advised to-

e Perform 30 minutes of brisk walking daily.

e Obtain early morning sunlight exposure.

e Maintain a regular sleep schedule with at least 7 hours of sleep per night.

e Avoid screen exposure (mobile phone/television) for at least 2 hours before bedtime.

e Adhere strictly to the prescribed medications and scheduled follow-up visits.

Treatment Adherence: The patient demonstrated good adherence to the prescribed pharmacotherapy,
regimenal therapy, dietary recommendations, lifestyle modifications and scheduled follow-up visits
throughout the treatment period.

CLINICAL OUTCOMES AND FOLLOW UPS

The patient was followed up regularly from August 2025 to December 2025 to assess clinical response,
treatment adherence and changes in clinical, biochemical, hormonal, metabolic and radiological
parameters. Clinical examination, laboratory investigations and ultrasonographic evaluation were repeated
following completion of therapy to determine treatment outcomes.
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Clinical Outcomes

Menstrual Outcomes: The patient demonstrated progressive improvement in menstrual cyclicity
following treatment. Before treatment, menstruation occurred once every 3—4 months. During the initial
phase of therapy, the cycle interval reduced to 40—45 days and by the completion of treatment, regular
menstrual cycles of 30-32 days were achieved.

Hyperandrogenic Outcomes: Marked improvement in clinical hyperandrogenism was observed. Before
treatment, facial hair was thick, rapidly growing, and reappeared shortly after removal. During follow-up,
the hair became thinner, exhibited slower growth, and required less frequent removal, with a noticeable
increase in the interval between successive episodes of hair growth.

Improvement in the modified Ferriman—Gallwey (mFG) score and Burke grading further substantiated the
clinical response. Comparative clinical findings are summarized in Table 2 and illustrated in Figure 2.
Figure 2: Sequential clinical photographs demonstrating progressive improvement in facial
hirsutism following topical Naura application.

/=

/ -

(C) Before the fifth application, and (D) After the fifth application.

The sequential images demonstrate gradual reduction in terminal hair density, progressive thinning of
terminal hairs, slower hair regrowth, increased inter-hair spacing, with concomitant improvement in
cervical acanthosis nigricans over the course of treatment.

Anthropometric Outcomes: A reduction in body weight and body mass index was observed following
treatment.

Overall Clinical Response: The patient reported improvement in menstrual health, cosmetic concerns,
and overall well-being. No treatment-related adverse effects were observed during the follow-up period.
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Table 2: Clinical Outcomes Following Comprehensive Unani Management

Parameter Pre-treatment Post-treatment

Weight (kg) 80 73

BMI (kg/m?) 32.2 [Obese class-I] 29.6 [Overweight]

Menstrual pattern One cycle every 3—4 months Regular cycles every 30-32 days
E;Inc;déf;le;ioli:mman Gallwey 26 [Severe Hirsutism] 17 [Moderate Hirsutism]

Burke grade Grade IV Grade II

Laboratory and Hormonal Outcomes:

Follow-up laboratory investigations demonstrated favourable changes in the patient's haematological,
glycaemic, lipid, hormonal, and metabolic parameters. Liver and renal function tests remained within
normal limits throughout the treatment period, supporting the favourable safety profile of the prescribed
regimen. The detailed laboratory findings are presented in Table 3.

Table 3: Changes in Laboratory and Hormonal Parameters Following Comprehensive Unani
Management

Investigations Pre-treatment Post-treatment
Haematological Parameters

Haemoglobin (g/dL) 13.6 13.2
Glycaemic Parameters

Random Blood Sugar (mg/dL) 85 79
Postprandial Blood Sugar (mg/dL) 83 Not performed
HbAlc (%) 53 5.1

Thyroid Profile

TSH (uIU/mL) 2.395 2.50

Lipid Profile

Total Cholesterol (mg/dL) 225 186

HDL Cholesterol (mg/dL) 41 52

LDL Cholesterol (mg/dL) 160 123
Hormonal Profile

FSH (mIU/mL) 5.92 7.10

LH (mIU/mL) 15.95 9.30

Prolactin (ng/mL) 14.50 9.74

Total Testosterone (ng/dL) 66.88 42.26

DHEAS (ng/dL) 411 130.9
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Investigations Pre-treatment Post-treatment
Estradiol (pg/mL) 78.21 Not performed
Metabolic Parameters
Serum Fasting Insulin (uIU/mL) 20.24 17.30

Biochemical Parameters (Safety Profile)

Liver Function Tests (LFT)

Within normal limits

Within normal limits

Renal Function Tests (RFT)

Within normal limits

Within normal limits

Radiological Outcomes:

Follow-up ultrasonographic evaluation demonstrated a reduction in bilateral ovarian dimensions and
ovarian volume compared with the pre-treatment examination. No new pelvic abnormalities were reported
on follow-up imaging. Grade I fatty liver remained unchanged. Comparative ultrasonographic findings

are presented in Figure 3.

Figure 3: Pre-treatment and post-treatment ultrasonographic reports demonstrating reduction in

bilateral ovarian dimensions and ovarian volume.
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Safety and Tolerability:

The prescribed treatment protocol was well tolerated throughout the study period. No adverse drug
reactions, treatment-related complications or local adverse effects associated with Naura were observed.
The patient maintained good adherence to pharmacotherapy, regimenal therapy, dietary recommendations,

lifestyle modifications and scheduled follow-up visits.
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DISCUSSION

The distinguishing feature of the present case was the concurrent improvement in reproductive,
hyperandrogenic, metabolic, biochemical and radiological parameters following a structured, phase-wise
comprehensive Unani treatment protocol. Such concordant improvement is clinically relevant because
PMOS is increasingly recognized as a multisystem disorder characterized by interconnected endocrine,
metabolic, inflammatory and reproductive disturbances rather than isolated ovarian dysfunction.
Consequently, meaningful therapeutic response should ideally encompass restoration across multiple
physiological domains rather than correction of individual symptoms alone. The favourable changes
observed in this patient—including menstrual regularization, attenuation of hyperandrogenic
manifestations, improvement in hormonal and lipid profiles, reduction in ovarian volume, and weight loss;
therefore suggest modulation of the underlying disease process rather than symptomatic relief alone.
From the Unani perspective, management was directed toward correction of Su-i-Mizaj through Tangiya-
e-Mawad and restoration of humoral equilibrium (7a'deel-e-Akhlat), with maintenance therapy aimed at
sustaining reproductive and metabolic balance. The sequential administration of Munzij, Musaffi-e-Khoon,
Mushil, and Tabreed was intended to prepare, eliminate and subsequently stabilize morbid humours, rather
than relying on a single evacuative intervention. This graded therapeutic strategy may partly explain the
progressive cycle-wise improvement observed during follow-up, with gradual shortening of menstrual
intervals before complete regularization. From a contemporary perspective, the accompanying
normalization of gonadotropin balance, reduction in androgen excess, improvement in lipid profile, and
decrease in ovarian volume suggest favourable modulation of the endocrine and metabolic disturbances
underlying PMOS. Current evidence indicates that insulin resistance, chronic low-grade inflammation,
oxidative stress, and dysregulated ovarian steroidogenesis interact to perpetuate the disorder; therefore,
interventions capable of simultaneously improving metabolic regulation and endocrine homeostasis may
produce parallel improvements across reproductive and metabolic domains. Interestingly, the Unani
concept of restoring humoral equilibrium conceptually parallels the modern therapeutic objective of
correcting systemic metabolic and endocrine dysregulation, although direct mechanistic correlations
remain to be established.

Dietary regulation, lifestyle modification and Naura constituted integral components of the therapeutic
strategy rather than supportive measures alone. Weight reduction is independently associated with
improved insulin sensitivity, ovulatory function, menstrual regularity, and cardio-metabolic health in
women with PMOS and the reduction achieved during follow-up may therefore have acted synergistically
with the pharmacological regimen. This integrated therapeutic approach makes it difficult to attribute the
observed response to any single intervention, reflecting the holistic nature of Unani management.
Importantly; no adverse events were observed, liver and renal functions remained within normal limits
throughout treatment, supporting the overall tolerability of the regimen. The present findings are consistent
with previous reports describing improvements in menstrual regularity, hyperandrogenic manifestations
and hormonal parameters following comprehensive Unani management. However, unlike many published
studies that primarily report symptomatic or endocrine outcomes, this case simultaneously documents
objective clinical, biochemical, hormonal, metabolic, radiological, and safety outcomes, thereby providing
a more comprehensive evaluation of therapeutic response.

The findings of this report should be interpreted in light of the inherent limitations of a single-case design.
The individual contribution of pharmacotherapy, regimenal therapy, dietary modification, and lifestyle
intervention cannot be independently determined, and the follow-up period was insufficient to establish
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the long-term durability of the observed improvements. Nevertheless, the concordant improvement across
multiple objective outcome domains supports the hypothesis that comprehensive Unani management may
beneficially influence the interconnected reproductive and metabolic disturbances characteristic of PMOS.

CONCLUSION

This case highlights the potential of a comprehensive, phase-wise Unani therapeutic approach in the
management of Polyendocrine Metabolic Ovarian Syndrome (PMOS). The concurrent improvement in
menstrual function, hyperandrogenic manifestations, hormonal and metabolic profile, body weight and
ovarian morphology, together with the absence of treatment-related adverse effects; suggests a favourable
multidimensional clinical response rather than isolated symptomatic benefit. Although conclusions cannot
be drawn from a single case, these findings support the concept that addressing the interconnected
endocrine, metabolic, and reproductive disturbances of PMOS through a holistic treatment strategy may
offer meaningful clinical benefit. Further well designed prospective controlled studies with larger sample
sizes, longer follow-up and mechanistic evaluation are warranted to validate these observations and define
the therapeutic role of comprehensive Unani management in PMOS.

Patient Perspective: The patient reported satisfaction with the treatment and perceived progressive
improvement in menstrual regularity, reduction in excessive facial hair growth, weight loss, and overall
well-being during the treatment period. She expressed satisfaction with the absence of adverse effects and
agreed to continue the recommended dietary and lifestyle measures as part of long-term management.
Informed Consent: Informed consent was obtained from the patient for publication of this case
report, including the accompanying clinical photographs.
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