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1. INTRODUCTION 

 

The word Siddha is derived from the word Siddhi which means perfection or 

heavenly bliss. The Siddhars were further the greatest scientists in ancient times. They 

were men of highly cultured intellectual and spiritual faculties combined with super 

nature powers. It is a unique system of medicine where it brings about changes in 

physical as well as psychological health.  It concentrates on the changes that occur in 

Vatham, Pitham, and Kapam in the body. These are responsible for the maintaining the 

normal equilibrium of the body.  

According to Siddha system of Medicine there are 4448 diseases. The disease 

Venpadai is one among them. It is mentioned as a type of Kuttam. As per the Siddha 

literature Yugi Vaidhya Chinthamani written by saint Yugi, skin diseases have been 

brought under 18 types of Kuttam and the Venpadai is one among them, which is 

commonly affecting people including children and it has characterized by depigmentation 

in various parts of the body especially in orifices, eyes, nostrils, mouth, nipples, 

umbilicus, and genitalia etc. .      

Venpadai may be resemblance with Vitiligo, according to the definition given in 

medical scientific literature. It is an acquired idiopathic dermatological disorder 

characterized by well circumscribed milky-white macular devoid of identifiable 

melanocytes and it affects approximately 1% of world population in which 3-4% of 

Indian population. It is a rare non contagious skin condition where the cells responsible 

for pigmentation called melanocytes disappear. This leads to patches of white skin spread 

across the body the cause of Vitiligo is unknown. While the depigmented areas are 

painless they can be a source of embarrassment and emotional stress Nowadays the 

Prevalence of the disease is increasing and people both men and women are victims of the 

disease.          

Management of Vitiligo is often difficult and frustrating, both for the patient as 

well as the physician.  The treatment commonly practicing dermatologist are topical 

corticosteroids; topical immunomodulators; phototherapy, including PUVA, topical 

PUVA, UVB and monochromatic excimer laser or light, as well as micro phototherapy; 

surgical options including Autologous mini-punch grafting; blister roof grafting, and 



 
 
 
 

 

epidermal cell transplantation. It require prolonged use of these agent which results in 

significant therapy limiting side effects likely atrophy , hyper trichinosis, perilerional, 

hypo pigmentation etc.   

Siddha literature describing the number of efficacious medicines for Venpadai, 

even though there are more number of research findings have been available for the above 

ailment but not yet have scientifically validated drugs available for the same.  Hence we 

have chosen the Internal and external Siddha poly herbal formulations from authenticated 

Sathric texts, selected experimental drugs namely Nilapanai Kizhangu Chooranam 

(NKC) and Kandangkathiri Pazha Thailam (KPT) for the management of Venpadai, 

which have been prescribing to the patients since more than years together. But those 

formulations are not yet proved and clinically documented. Hence, in this research study 

we enrolled the pediatric patients with Venpadai and evaluated the efficacy of the 

experimental drugs as per the ASU guidelines. 

 

 

 

 

 

 

 

 

 

 

 

 



 
 
 
 

 

2. AIM AND OBJECTIVES 

AIM 

To evaluate, comprehensive assessment of Venpadai (Vitiligo) with Siddha and 

contemporary methods of clinical diagnosis and clinical management of the disease 

through experimental drug Nilapanai Kizhangu Chooranam (NKC) and topical 

application of Kandangkathiri Pazha Thailam (KPT)  

 

OBJECTIVES 

 To evaluate Venpadai (Vitiligo) with factors associated with patients, incidence of 

the disease with age, gender, seasonal variations, and diet etc..  

 To evaluate the experimental drugs with physicochemical analysis by HR-SEM, 

Gas Chromatography and  Sample Size analysis 

 To appraise the Clinical management of Venpadai (Vitiligo) with the experimental 

drug NPK Chooranam and topical application of KPT  with adverse events of the 

experimental formulations if any  

 

 

 

 

 

 

 

 



 
 
 
 

 

3. REVIEW OF LITERATURE 

3.1 SIDDHA ASPECTS 

 

3.1.1   (Synonyms)  

 Swethakuttam i.e Swetha means white. 

3.1.2 «ï£… õ¼‥ õN (Aetiology) 

According to Siddha System, the predisposing causes for this disease 

have been described as hereditary factor, stress and strain, malnutrition and venereal 

exposure and no other specific causes have been mentioned for Venpadai. 

  

“«ê˜‣î °†ìªñ£´ °¬ø«ï£…èœ õ‣î 

«êF «èœ ñôó£î õ¼‥¹ ªè£…î™ 

î£K‣ Yõªê‣¶ õ¬îèœ ªê…î™ 

î£…î‣¬î ñù¶ªï£‣¶ «ó£‣ î£«ù 

î£ªù¡ø ªî…õ¼ î¬ùòN•î™ 

ê£˜õ£ù ªðK«ò£˜èœ î¬ñ․ ðN•î™ 

è£ªù¡ø ï‣îõù‥ Ì…ªê®èœ ªõ†ì™ 

è¼ññì£ êg ó•FŸ è£²«ð£«ô 

áªù¡ø ¾ì‥ªð™ô£‥ ªð£†´ ªð£†ì£ 

»ì¡ ªõÀ•¶ °¬ø«ï£»Fó… C‣¶‥ 

õ£ªù¡ø è¼ñƒèœ b˜․ðîŸ° 

õ¬èªò£¡Á ªê£™«õ¡ «èœ,” 

- Agasthiyar Kanma Kandam 

 



 
 
 
 

 

3.1.3   (Clinical Characters of Venpadai) 

Skin colour will change to reddish black or reddish white or white 

colour with spreading nature. The imbalance of the three thathus produces certain 

lesions in skin known as Kuttam. Absence of perspiration and thickening of skin 

may produce the colour changes in skin. 

(i) Thanvanthiri Vaithyam has been described the clinical features of Venpadai as 

follows 

 “e‚ªè÷• «î£Áªñ½«ñ£˜ ºè‥ ªõÀ‚°ñ£A™ 

«ï£‚Aò™ ñK‚°… ªê£¡ù ªõ‡°†ìñ£«ñ” 

 

(ii) Vaithya Saarasangiraham - sole, hands, lips, scalp, fingers and   wrist joint - all 

these organs are found with white coloured patches which are circumscribed along 

with thickened border and gradually spread which is known as “Venpadai”. Blood, 

muscle and adipose tissue are affected by disease. 

Discolouration of hairs, absence of normal skin texture comparing the adjoining 

normal skin area and appearance of burns is not curable. 

(iii) Pararaasa Sekaram has been described the clinical features of Venpadai as 

follows i.e 1.  Watery discharge, 2.  Gray Colour, 3.  Foul Smelling 

(iv) Anubhava Vaithiya Deva Ragasiyam has been described the clinical features 

of Venpadai as follows 

 

“Þ‣«ï£¬ò °wìªñù ÃPÂ‥ Þ¶ °wì 

õ¬èèOQ¡Á «õÁð†ì¶ â¡ð¬î»‥ °wì•¬î․ «ð£™ 

Üšõ÷¾ ªè£´¬ñò£ù Mò£F Ü™ôªõ¡Á‥ àíó 

«õ‡´‥. Þ‣«ï£J™ F†´ F†ì£è ªõ‡¬ñ Gøñ£ù ð¬ìèœ 

à‡ì£A Hø° «îè‥ º¿õ¶‥ ðóM àì¬ô Mè£ó․ð´•¶î™ 

ºîLò °íƒè¬÷ à¬ìò¶.i.e The Skin appears glittering and rough, 

There is an excessive perspiration or no perpiration, Discolouration, Heat and 

itching of the skin, Numbness in some parts of the body. 



 
 
 
 

 

(v) Siddha maruthuvam (Sirappu) has been described the clinical features of 

Venpadai as follows 

 Vaatha Venpadai 

It is characterised by the depigmented patches, which are dry, 

rough, reddish with some what pale-black in colour. 

 Pittha Venpadai 

It is characterised by the depigmented patches red in colour like 

lotus flower, spreading with burning sensation and loss of hairs on 

that area. 

 Kaba Venpadai 

It is characterised by the depigmented patches white in colour like 

leucus flower,spreads with rashes and itching. 

 Mega Venpadai   

 It is due to the venereal diseased and it occurs after 4 or 6 

months after the onset as disease, syphilis within four or six 

months of the attack. This venpadai develops initially along 

the nape and the adjoining spaces. Also gradually it affects 

the shoulder joints, back of trunk. 

 Depigmented patches are small in number, pale in colour, 

with turmeric colour or dark colour margin marked with 

hyperpigmented signs.These lesions are circumscribed with 

2 mm to 3 mm diameter or above.This correct picture of 

hypopigmented and hyper-pigmented skin seems to be 

more or less a multi eyed filter (sieve - like). Females are 

more prone to this Mega Venpadai, Therefore anti-syphilitic 

therapy is mandatory in the early period of the treatment.     
 

 

 

3.1.5   (Classification of Venpadai) 

(i) Siddhar Aruvai Maruthuvam classified the venpadai into 3 types on the basis of 

Mukkutram, they are, 

1. Vaatha venpadi 



 
 
 
 

 

2. Pittha Venpadai 

3. Kaba Venpadai 

(ii) Siddha Maruthuvam (Sirappu) classified the venpadai into 3 types 

1. Vaatha venpadai 

2. Pittha venpadai 

3. Kaba Venpadai 

4. Mega venpadai 

(iii) Athma Rakshamirtha Vaidhya Sarasankiraham classified into 4 types 

1. Venkuttam 

2. Senkuttam 

3. Karunkuttam 

4. Peru viyathi 

3.1.4   (Prognostic Criteria for Venpadai) 

Venpadai is a chronic skin disease characterized by various sizes of hypo 

pigmentation of the skin. Saint Yugi has given the following criteria to assess the 

prognosis of Venpadai. i.e if the lesions  present in palms, soles, anal region, genitalia and   

the colour of the patches looks like burns are non-curable. 

 “î®․ð£è• îõ÷Gø‥ «ð£™ ªõÀ•¶„ 

ê˜õ£ƒèº‥ ªõÀ•î£Ÿø£¡ P¼‥¹‥ 

ñ®․ð£è ñJ˜ªõÀ•î£ ôê£•ò ñ£°‥ 

õK¾î´¾œ ÷ƒ¬è‚°îƒ°…ò‣ 

ªï®․ð£è ªï¼․¹․ð†ì¶ «ð£Ÿ¹‡í£… 

GøI¼‣î£ ôê£•Fòªñ¡«ø »¬ó‚èô£°ñ 

ªõ®․ð£è «ñQªò™ô£‥ ªõÀ•¶ iƒA™ 

ªõ‡²«õî °†ìªñ¡«ø M÷‥ð ô£«ñ,” 

 ÎA C‣î£ñE – 800 

3.1.6   -Classifications of Kuttam  

As per the Siddha literature Yugi Vaidhya Chinthamani written by 

saint Yugi, skin diseases have been brought under 18 types of Kuttam and the 

Venpadai is one among them, 



 
 
 
 

 
“º•î£°‥ °†ì‣î£¡ ðFªù†´‚°‥ 

ºQò£ù ÎAï£¡ ªê£™ô‚ «è÷£… 

¹•î£°‥ ¹‡ìgè °wì•«î£´ 

ªð£¼A¡ø MŸ«ð£ìè‚ °†ìñ£°‥ 

ð•î£°‥ ð£ñ£ °wì ãèê˜ñ °wì‥ 

ðKõ£ù è˜ù°wì‥ ê˜ñ°wìƒ 

A•î£°ƒ A¼wí °†ì‥ Ü¾¶‥ðó °†ì‥ 

«è®ò£ù ñ‡ìô °wìñ£° ªñ¡«ù 

           °†ìñ£ ñðKê °wì «ñ£´ 

ñ¼õô£ƒ A¯ð °wì‣ ê˜ñîô °wì‣ 

F†ìñ£Ÿ î•¶¼ °wì «ñ£´ 

î‚è£ù C•¶ñ£ °wì… êî£¼ °wì‣ 

¶†ìñ£… ²«õî °wìî¡ «ù£ªì£‚è„ 

²ò‥ð£ù ðFªù†´‚ °†ìñ£„«ê.” 

         Yugi Chinthamani 

18 types are 

1.  Pundareeka Kuttam, 2.  Virpodaka Kuttam, 3.  Baama Kuttam, 4.  Gaja 

saruma Kuttam, 5.  Karna Kuttam, 6.  Siguram, Krishna Kuttam, 8.  

Avudhumbaram,  9.  Mandala Kuttam, 10.  Abarisa Kuttam, 11.  Visarchika 

Kuttam, 12.  Vibaathika Kuttam, 13.  Kideeba Kuttam, 14.  sarmathala kuttam 

15.  Thethru Kuttam, 16.  Sithuma Kuttam, 17. Sathaaru Kuttam, 18.  Swetha 

kuttam. 

Noigalin adippadail vagaipadu (Kuttam classification based on the disease) 

“Mò£F»‡ Íõ£Á M÷ƒAò °†ìƒ«èœ 

²ò£F‚ Aó‣F ²ö¡ «ñè•î£ô£Á‥ 

ðò£F ñ‡µ÷․ ðôõ‡®ù£ ªô†´‥ 

Gò£F ¹¿ï£ô£… G¡øF‚ °†ì«ñ” 

- Thirumoolar Karukkidai Vaithiya Nool 



 
 
 
 

 

 

Six types of Kuttam i.e. skin diseases are caused by kirandhi and megam, 

eight types are caused by insects in the soil, and four types are caused by worms. 

Excessive heat and cold, laziness, excessive sleep in day time, unbridled sexual 

indulgence, robbery etc. These habits are supposed to be the factors which lower the 

immunity of the body (Iyarkkai vanmai) and make it vulnerable to the disease. 

Excessive intake of food items which are hard to digest, imbalanced food, vomiting 

and frequent intake of food mixed with stone and hair. 

 

Prolonged mental depression, intention to spoil others, raping, greed, use of 

indescent and disrespectful words against God and highly religious and noble 

people, neglecting orphans and beggars, cursing the elders and so, on have also 

been given as predisposing causes by Yughi Text. 

 

3.1.7 º‚°Ÿø «õÁð£´èœ (Pathology) 

Based on our theory, the human body is composed of 96 thathuvams 

including thridhosam i.e vaatham, pitham and kabam. These three humors are 

primary and essential constitutional factors. These factors exist in 1 : 1/2 : 1/4 ratio 

respectively.  This hormonial existence is responsible for the proper functioning of 

the body. Any alteration in the above ratio can cause disease. 

Basic five principles (Pancha boothams) in our system are ingredient for the 

Thridhosam. That has been formed by the union of single or double boothas like as 

follows. 

Vaatham   =  Vali + Vin 

Piththam   =  Thee 

Kaba   =          Mann + Neer 

 

The most important clinical approach of the our physicians is to assess the status 

and  function of the above  three thadhus . This has been described as Naadi sothanai and 

Naadi nadai Arithal. 

 



 
 
 
 

 

The alteration of three thathu in their reaction to extrinsic or intrinsic factors 

results in disharmony. This altered harmony and balance variation of the three thathus 

results in disease. Their natural ratio to each other is discerned by the physician at the 

wrist and each nadi is individually assessed for its strength, speed and regularity. 

Description of Three humors 

These three humour are divided in to various types and have their functions specifically. 

VALI 

According to the physiological function vali is of ten types. They are  

(I)Uyir Kaal (pranan)       

       This is the first of ten vital airs. According to Yugi muni, pranan starts from 

moolatharam and comes through the nostrils and causes the act of inspiration and 

expiration. The inspiration and expiration are not equal and their ratio is 8:12. The 

process helps in the digestion of ingested food. 

(ii)Kizhnokkumkaal(Abanan)      

Apanan, the downward air, starts from swathittanam and descends towards the 

pelvis and is responsible for excretion of urine and faeces. This is green in color. It 

contracts the anus. It helps to take the essence of the digested food to the different parts of 

the body which requires food. The god attributed is varadarajan. 

(iii). Paravukaal(Vyanan) 

Vyanan arises from the shoulders and go through all the 72,000 nerves and thus 

activate voluntary and involuntary movements of the body and thus make them to extend 

the contract. This appreciates the sense of touch, helps to take the essence of the food to 

the strategic points of the body and guards the body. 

(iv). Melnokkumkaal (Udhanan) 

Udhanan starts from the umbilical region (udarakkini) and takes the essence of 

food and stations it at appropriate places. It helps in digestion and assimilation of food. 



 
 
 
 

 

(v) Nadukkal (Samanan) 

Samanan starts from the umbilical cord and spread out up to the lowerlimb. This 

is responsible for the balance of the other four vathas. It equalizes the six tastes, water, 

food etc and helps in assimilation. 

(vi). Naagan 

Naagan is responsible for higher intellectual functions, hearing, thinking etc. It 

causes closing and opening of the eye lids. 

(vii) Koorman 

Koorman starts from the mind and causes winking of the eyelids, yawning and 

closure of mouth. It gives strength and helps to visualize things and causes lacrimal 

secretion 

(viii ) Kirukaran 

Kirukaran lies in the tongue and causes nasal and salivary secretions. It induces 

hunger. Sneezing and cough are attributed to kirukaran. It is black in color 

(ix)  Devadaththan 

Laziness is attributed to devadaththan. Occular movements and human passions 

are attributed to this vatham. It stays either at the anus or at urinary orifice. 

(x). Dhananjeyan 

Dhananjeyan functions from the nose and it is responsible for the bloating of the 

body after death and also for the foul smell. 

AZHAL 

It is not just heat in our body. Functionally this human bodies warmth/heat of life 

is divided in to five types. They are 

(i). Akkuanal (Analagam) 

It lies between the stomach and the intestine and causes digestion and dries up 

moist ingested substances 



 
 
 
 

 

(ii). Vanna eri (Ranjagam) 

This fire lies in the stomach and gives red color to the chyme and produces blood. 

It improves blood. 

(iii). Attralangi (Sadhagam) 

This fire lies mainly in limbs. It gives energy for activities 

(iv). Nokku Azhal(Alosagam) 

It lies in the eyes and causes the faculty of vision. It helps to visualize things. 

(v). Ollolithee (Prasagam) 

It gives color and complexion and brightness to the skin. 

IYYAM: 

It is of five types. They are 

(i). Alli Iyyam  (Avalambagam) 

It lies in the lungs and helps in respiration. It causes firmness of the limbs. This is 

vital among all types of kapham for it controls the other four kapham and maintains 

equilibrium. 

 

(ii). Neerpi Iyyam (Kilethagam) 

It lies in the stomach. It mixes the consumed food and water and promotes the 

digestive process. 

(iii). Suvaikanna Iyyam (Pothagam) 

It lies in the tongue and helps to realize the taste of the consuming food. 

(iv). Niraivu Iyyam (Tharpagam) 

Sustaining in the head, this gives refrigerant effect to cool the eyes and other sense 

organs. 



 
 
 
 

 

(v). Ondri Iyyam (Sadhigam) 

Sustaining in the joints this makes them more freely and easily.Since venpadai 

patients are not having defined description of pathology, the pattern of disturbance in 

Vali, Azhal, Iyyam keeps on varying. The manifestation of these uyir thathus keep on 

changing according to the predominant symptom. But alteration in azhal thathu is seen 

mostly. 

3.1.8    (Seven Physical Constituents) 

The human body is made of seven basic, physical constituents. These constituents 

should be in harmony and function normally.Any variation in them will lead to their 

functional deviations.The Natural characters of the seven physical constituents. 

(i) SAARAM (Chyle) : This gives mental and physical perseverance. 

 Increased Saaram : Leads to diseases of increased kapham like indigestion Etc.. 

 Decreased Saaram : Leads to loss of weight, tiredness, lassitude, dryness of the 

skin and diminished activity of the sense organs. 

 

(ii) SENNEER : It Imparts color to the body, nourishes the body and is responsible for 

the ability and intellect of an individual. 

 Increased Senneer : Causes boils in different parts of the body throbbing pain, 

anorexia, mental disorder, splenomegaly,Colicky pain., increased blood pressure, 

reddish eye and Skin, jaundice, haematuria etc. 

 Decreased Senneer : Leads to anaemia, tiredness, neuritis and lassitude, Pallor of 

body. 

 

(iii).OON : It gives shape to the body according to the physical activity and and  

           covers the bones. 

 Increased Oon : Oon in excess causes cervical lymph adenitis, venereal ulcer, 

tumour in face, abdomen, thigh genitalia etc are the signs of increased Oo

 n 



 
 
 
 

 

 Decreased Oon : Leads to impairment of sense organs, joints jaw, thigh and 

genitalia gets shortened. 

 

(iv) KOZHUPPU : (Adipose tissue): It lubricates the joints and other parts of the body to 

function smoothly 

 Increased Kozhuppu: Identical to that of increased Oon associated with 

Dyspnoea and loss of acidity.  

 Decreased Kozhuppu: Leads to pain in the hip region and diseases of the spleen. 

 

(v) ENBU : (Bone) :Supports the frame and responsible for the postures and      

movements of the body. 

 Excess Enbu : Growth in bones and teeth  

 Decreased Enbu : Loosening of teeth and nails and Splitting and falling of hair. 

 

(vi). MOOLAI : (Bone marrow): It occupies the medulla of the bones and gives strength 

and softness to them. 

 Increased Moolai : Causes heaviness, swollen eyes, swollen phalanges, Oliguria 

and non healing ulcers 

 Decreased Moolai : Causes osteoporosis and sunken eyes. 

 

(vii) SUKKILAM / SURONITHAM : (Sperm and Ovum) : It is responsible for 

reproduction. 

 Excess Sukkilam/Suronitham : Causes lust towards women and cause Urinary 

calculai. 

 Decreased Sukkilam/Suronitham : Causes failure in reproduction, pain in the 

genitalia. 

 

 

 

 



 
 
 
 

 

3.1.9    (Eight fold Siddha Examinations) 

 Nowadays advanced diagnostic tools have been developed by modern bio-

medical scientists. But Siddhars have given eight diagnostic methodological tools. They 

are called as Envagai thervu. 

(i) NAA 

 Signs and symptoms in the tongue are considered here. Size, appearance, 

thickness, color(pigmented, magenta) fissured (longitudinal, transverse) coated, 

geographical patches, oral hairy leucoplakia, candida, apthus ulcers, sense of taste, saliva 

secretion 

(ii).NIRAM 

 The color of skin is mainly considered here but also the change in other organs. 

 

(iii). MOZHI 

 The change in the normal sound of voice mainly uratha olli (Valithel), thazhntha 

olli (Melithal), physiological and mental status can also be noted during conversation. 

(iv). VIZHI 

 Color, warm, burning sensation, irritation, visual perception. 

(v). PARISAM 

 Observations by touch, temperature, sensory impairment, masses, nodes, swelling, 

texture of the skin, pain, hardness, edematous, and dullness shall be noted. 

(vi).MALAM 

The stools are examined for quantity, hardening (malakattu) loose motion (baethi) 

color, smell. 

(vii). MOOTHIRAM 

Neer Kuri : Urine is to be obsorbed for the following characters, 



 
 
 
 

 

 Niram(color) 

 Alavu(quantity) 

 Edai (specific gravity) 

 Manam (smell) 

 Nurai (froth) 

 Enjal (deposit) 

 

3.1.10 NEI KURI 

A unique traditional method for diagnosis with urine is Neikkuri. Urine is freshly 

collected in a clean glass vessel and a drop of Gingili oil is dropped in to it. The 

gingelley oil should be prepared by wooden press. Machine pressed oil is not an effective 

tool. 

Mode of spreading is noted, usually  

Vali noi - Aravu (Snake like spread) 

Azhal noi - AAzhi (Ring like spread) 

Iyyam -Muthu  (Pearl like spread) 

venpadai starts with disturbed Azhal and eventually involves all the three uyir thathus – 

thus resulting in various patterns of oil spread in the urine surface.An unique pattern, is 

seen mostly like star fish with branches and sieve (plate with pores), irregular border, 

speed of spread is also to be noted. It has been observed that the initial star shaped spread 

reduces as the patients responds to treatment. 

3.1.11.    (DIET & HABITS)  

Food stuffs that normalize the Vatham and Pitha kutrangal to the normal 

physiological level have to be consumed. Patients are strictly instructed to avoid all non-

vegetarian foods except goat‟s meat. 

 

 Patients are advised to avoid the Sesban, Brinjal, Kaar arisi, Green plantain, 

Bitter gourd, Pickles, Tamarind, Food items which are enriched with Vitamin C rich fruits 

and vegetables like lemon, goose-berry, orange, etc.  

 



 
 
 
 

 

Vitamin C must be avoided in diet, since in the formation of melanin, tyrosine 

plays an important role. But in the metabolic pathway of tyrosine a metabolic error 

happens due to increased presence of vitamin C (Ascorbic acid). If this error happens 

continuously the tyrosine cannot be absorbed by the body and is execrated through urine. 

 

They should take vegetables and green leafy vegetables, and also the patients were 

advised to take more Germinated grams, Dates, Figs and powder of Fenugreek regularly. 

 

Habits 

Using of soaps and detergents should be avoided and they are advised to take 

neutral value pH soaps for bath purpose. Patient was advised to use Nalunguma instead of 

soap and other detergents. 

 

Patients are advised to avoid allergic substances which are allergy to the particular 

individual. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 
 
 

 

3.2. MODERN ASPECTS 
 

Dermatology is the study of skin diseases. Disease of the skin, are a common 

occurrence, account for a great deal of misery, suffering in capacity and economic loss. A 

very few skin diseases are contagious.Hippocrates, Father of Medicine described many 

skin diseases and divided them into two groups according to their exogenous or 

endogenous causes. He attributed the origin of disease to abnormal mixing of black and 

yellow bile, blood and phlegm. The theory of adnormally mixed humors played a major 

role in dermatology for a long time. Dermatology is a branch of medicine dealing with the 

skin. Its roots reach back to antiquity. The obviously manifested skin diseases have drawn 

the attention of men since time immemorial. 

  

The skin develops from two germinative zones. The ectoderm which is 

represented by the epidermis (the most superficial skin layer) and the mesoderm (the 

midele embryonal layer) represented by two layers namely the true skin, or dermis (the 

middle layer) and the subcutaneous fat or hypoderm the deepest skin layer. The 

boundary between the epidermis and dermis forms a wavy line because of the presence 

of skin papilla (special out growth on the surface of the true skin) the spaces between 

which are filled with epithelial processes. 

 

3.2.1 Epidermis and Dermis  

The epidermis is stratified epithelium undergoing keratinization; it consists of the 

following layers : 

i)  Germinative layer of stratum basale, ii) Prickle - cell layer or stratum 

spinosum, iii) Granular layer or stratum granulosum, iv) Stratum lucidum, v) Horny 

layer or stratum corneum.  

The dermis is located between the epidermis and the subcutaneous fat. Two 

layers are distinguished in it, the papillary or subepithelial layers and the reticular layer. 

The papillary layer is that part of the dermis which is found betwen the epidermis and 

the superficial network of blood vessels. The reticular layer merges with the 

subcutaneous fat and is not demarcated from it sharply. 



 
 
 
 

 

3.2.2 Pigmentation of the Skin 

The colour of the skin may be brown or even black according to the amount of 

pigment present. Even in white races most parts of the skin contain brown pigment 

granules in the   deepest layers of the germinative zone of the epidermis. In dark races 

they are more abundant and extend throughout the whole zone. 

Melanin: 

Melanin - Derived from the Greek word Melas, meaning black. 

Melanin is endogenous non hemoglobin derived brown or black pigment formed when 

the enzyme tyrosinase catalyses the oxidation of tyrosin to dihydroxy phenylalanine 

(DOPA) in melanocytes. It is widely distributed in the body but peculiarly enough it is 

limited only to those structures which have got an ectoderm origin, for e.g. skin, hair, 

choroid coat of retina and substanita nigra of the brain. It is formed from tyrosine by 

oxidation, metabolism and polymerization. 

Melanin Formation  

Melanin, wherever it is found, is formed in the local cells by the enzyme 

tyrosinase (or) melanase.The mother substance, upon which the enzyme acts, is a 

tyrosine derivative (DOPA) believed to be formed in the adrenals. Melanin syntheses 

from the oxidation of phenylalanine or tyrosine are as follow: 

                                                                         Tyrosine 

 

                                                                              DOPA 

 

                                                                  DOPA   quinone. 

 

2-Carboxy 2, 3–dihydro–5, 6–dihydroxyindole 

 

2–Carboxy –2, 3–dihydro–indole–5, 6–quinone 

 

                                                         5, 6 Dihydroxyindole. 

 

                                          Indole-5, 6 Quinone 

 

                                                       Melanin 



 
 
 
 

 

Melanin produced in the melanocytes is donated via their dendrites tneighbouring 

keratinocytes. Melanin formation in both human and amphibian skin is augmented by 

the hormone known as intermedin or melanocytes – stimulating hormone (MSH) 

secreted by the pars intermedia of the pituitary gland. Adrenocartico tropic hormone 

(ACTH) secreted by Anterior Pituitary has melanocytes – stimulating activity similar to 

MSH although to a much lower degree. Melatonin extract from bovine pineal gland, 

causes concentration of melanin near the nuclei of melanocytes in frog and as a result of 

this the skin becomes paler. Its role in the human is not known. MSH causes the serum 

copper to rise and this is accompanied by inner case in the melanin formation. 

Diminished formation of melanin is seen in albinism and leucoderma. In melanotic 

sarcoma, melanin may be found in the urine. Melanin absorbs all visible light, ultraviolet 

(UV), and infrared (IR) radiations. Leucoderma (Hypo pigmentation) can be subdivided in 

to two types: 

1. Melanocytopenic disorders: Melanocytes are decreased in number or absent.e.g 

Vitiligo. 

2. Melanopenic disorders: Absence or reduction in the amount of melanin.  

Melanocytes are present although not functioning   properly. e.g.  Albinism  

3.2.3 Vitiligo 

The name „vitiligo‟ is derived from the Latin word skin eruption, victim meaning 

a blemish (spoil the beauty of ) happens to be a synonym for it. 

White skin is the literal meaning of leucoderma, derma being derived from the Greek 

words, Leucas and dermis. Leucas means white and dermis means skin. 

Celeus was the first Roman physician of the 2nd century to coin the word vitiligo, 

because the disease resembles the white patches of a spotted calf (vitelus). 

Vitiligo is characterized by the presence of non-pigmented areas of irregular shape, 

which develop on the epidermis of skin and hair. In this condition there is absence of 

deficiency of melanin, a dark pigment of the skin produced by melanocytes under the 

stimulation of the sun light and possibly, under the control of a melanin stimulating 

hormone of the hypothesis. 



 
 
 
 

 

It is also regarded to develop through eczema scar of prick by injection needle, injury by 

burn or from other accidents, by friction of foot, wearing tight clothes. It has also been 

observed in persons who have suffered serious illness due to typhoid, jaundice, liver 

diseases, diabetes, worms, constipation and diarrhoea. 

The non pigmented patches whitish or reddish are round or oval in shape with smooth 

surface and slowly grow into large, irregularly outlined areas. It may be the result of 

skin diseases or it may be a harmless condition of unknown cause. 

Gross Anatomical Changes  

Vitiligo represents an acquired patchy loss of pigments of the skin. There are no 

gross changes seen except irregularly demarcated, depigmented patches of varying size, 

usually surrounded by hyper pigmented skin. These are seen distributed symmetrically 

or asymmetrically at various parts of the body. 

Definition 

Vitiligo is a disorder of the skin especially due to loss of pigment without any 

disturbances and textural alterations. 

A condition due to failure of melanin formation in the skin produces sharply 

demarcated, milky white patches with hyperpigmented borders. 

But Leucoderma is an acquired no inherited (incurred as a s result of factors acting from 

or originating outside the organism). Condition with localized loss of pigmentation of 

the skin. Inheritance means an acquisition of characters or qualities by transmission 

from parent or off spring. 

It is an extremely common depigmentary disorder of great medico social significance 

among the dark people, aetiology is uncertain association with variable penetrance; no 

age is except, both sexes. A symptomatic puncture linear, oval, circular or irregular, 

discrete or confluent depigmented and or hypo pigmented macules on otherwise normal 

skin is confined to mucocutaneous functions dermatomal unilateral or bilateral, 

symmetrical or asymmetrical generalized or universal over laying hair retain pigment or 

turn white, no autonomic or sensory disturbances, sub burn or chronic solar damage in 

longstanding cases, unpredictable and capricious course, stationary, self healing or 

progressive. 



 
 
 
 

 

It is quite clear that vitiligo is due to some derangement in the pigment metabolism 

resulting in appearance of white patches in the skin. It is hard to say whether the site of 

derangement is usually general or local, but the main affected part is the skin, which is 

the most exposed part of the body. It can be examined by naked eye and can furnish a lot 

of information about the person and the disease. In certain cases the changes are not 

clear. Hence the study of the skin structure and its physiology is essentialists for proper 

assessment. 

3.2.4 Epidemiology 

Vitiligo is an acquired idiopathic depigmentary condition which, though 

worldwide in distribution, is most common in India, Egypt and other tropical countries. 

It is a source of great social embarrassment of dark-skinned people. It affects all age 

groups with no predilection to either sex. 

3.2.5 Histopathalogic changes in Vitiligo 

Marked histological changes do not occur in cases of vitiligo. All the layers of 

the epidermis and dermis appear normal except a few changes which can be seen after 

special stains. 

In the affected area the basal cells and the keratinizing cells of the other layers of 

epidermis do not contain melanin pigment granules in them. The contrast can be seen at 

a junction of the normal and vitiligenous areas of the skin, especially by silver staining 

or DOPA reaction. The pigment cells, the melanocytes are not seen in the affected area 

but they are present in the adjacent normal skin. At the border of the patches of vitiligo 

the melanocytes often appear large and posse‟s long dendritic process filled with 

melanin granules. Electron microscopic studies confirm the absence of melanocytes in 

areas of long standing vitiligo. 

There are collections of mononuclear cells at dermo epidermal junction at the border 

between vitiligenous and normal skin. These cells are predominately small lymphocytes. 

In the long standing cases where the skin has become thick and scaly, varying amount of 

the keratosis is seen.  

 

 



 
 
 
 

 

3.2.6 Aetiology  

Melanocytes in areas of depigmented skin are destroyed and the cause is 

unknown. Anti-melanocytic anti-bodies directed against intra cellular components of 

melanocytes have been shown. The presence of organ specific auto immune disease 

occurs in about 10 % of patients. Such conditions are more common in their families 

than in a normal population. A neurogenic defect has been postulated for the rare 

dermatomal pattern of vitiligo which affects principally the limbs. 

 

Endocrines - Association with throtoxicosis and diabetes. 

 

Trophoneurosis and autonomic imbalance - emotional stress and strain. 

 

Infections and toxic products, Enteric fever ill health, focal sepsis. 

 

Drugs and chemicals - like quinines, guano furacin, amyl phenol, chlorthiazide, broad 

spectrum antibiotics and chloroquin. 

 

Auto-immune thyroid disease is one of a group of organ specific auto immune 

diseases that include pernicious anemia, Addison‟s disease and hypo Para - thyroidism. 

Hereditary Factors 

Hereditary is one of the factors supposed to be related with Venpadai to some 

extent.Familal incidence has been reported in 7.5 to 21 % in India and 33 to 40 % in 

western countries. It is every day knowledge and observation that emotional factors affect 

the skin as shown by the blushing of embracement, the pallor of fear and the pallor or 

redness of Change, depending on the subject and his emotional state. Experiments have 

demonstrated that emotional change can affect the following, which has direct relevance 

in the aetiology of certain skin disorders. 

• Control of vascularity of the skin 

• Control of sebaceous gland secretion. 

• Influencing the degree of oxidation. 

• Influencing the tendency of pruritus. 

 



 
 
 
 

 

There is due to the causative factor of this disease, Venpadai from the following 

basic facts, it is generally considered to be a trophoneurosis. Psychological factors are 

known to be responsible for the precipitation and aggravation of the disease. 

 

 

Causes of Localised Hypopigmentation: 
 

Vitiligo Destruction of melanocytes; common; acquired, multiple 

sharply   defined nonpigmented patches any where. 

Pityriasis versicolor Superficial fungus infection leading to disturbance in pigment 

production, common multiple pale scaling patches on trunk. 

Pityrisis alba Mild patchy eczema of the face in children causing a 

disturbance in pigment production. 

Leprosy One or several paler macules on trunk or limbs that are 

hypoaesthetic. 

Chemical toxicity May look very much like vitiligo; seen in workers in rubber 

industry exposed to parateriary  benzyltoluence. 

 

Control of etiological factor:  

The patients nutritional state is improved as far as possible, this Vitamin-B of 

particular importance when the vitiligo is active progressively increasing.  Multivitamins 

by mouth and injection of crude liver extract with vitamin B complex are beneficial. 

 

 

 3.2.7 Pathology 

Chemically melanin pigment is a group of chromo proteins with coloured 

prosthetic groups, which is derived from the precursor tyrosine in the following way 

Tyrosine Tyrinase Dihydroxy phenylanin (DOPA) Melanogenase Melanin (Dopa oxidase). 

Melanin + Protein = Melano protein  

 

  



 
 
 
 

 

The possible pathogenetic mechanism. a schematic picture of the causal and 

temporal sequence leading to the melanocytes functional impairment during vitiligo. 

 

 

 

In the skin, the pigment is produced by the melanocytes of their precursor’s 

melanoblasts. The melanoblasts are supposed to be derived from the cells of neuro 

ectodermic origin during the embryonic life. After birth, these cells migrate to their 

definitive position. The melanocytes appear as clear cells within the basal cell layer of 

the epidermis and show dendritic processes after special staining. These processes come 

in contact with similar process of other melanocytes and epithelial cells through which 

the melanin pigments are donated to the basal cells of epidermis. The dermis of normal 

skin also shows macrophages containing melanin pigments known as melanophores, 

which are incapable to produce the melanin pigments. 

 

Generalized depigmentation is found mostly in albinos. In this case, the 

characteristic dendritic melanocytes are present in the skin, but they are unable to 

produce melanin pigment due to defective tyrosinase activity. In albinism, the skin looks 

milky white, the hairs are pale looking and the iris is transparent. The generalized pallor 

is also noticed in panhypopituitiarism, male eunuchoidism and phenyl ketonuria. 



 
 
 
 

 

Localized depigmentation is often noticed in the skin of patterned leucoderma. The 

white patches on the skin may be quite extensive and the condition is inherited as an 

autosomal dominant character. 

 

Sometimes sharply defined focal depigmented areas are found on skin of persons 

suffering from vitiligo. In the affected areas, melanocytes are absent and there is no trace 

of melanin. The condition is an acquired one and shows some familial tendency. 

 

Vitiligo in patients in whom the disease spreads very fast or those having halo-

navi or malignant melanoma is believed to be based on auto-immune mechanisms, where 

auto antibodies or sensitized lymphocytes are supposed to act on the melanocytes. 

Trauma on the skin including that produced by scratching can lead to depigmentation of 

the skin even when it does not lead to ulceration. Leucoderma is also commonly seen on 

the flanks of ladies wearing tight petticoat strings where the prolonged pressure is 

presumed to lead to depigmentation. Sometimes vitiligo can be caused by the action of 

monobenzyle either on hydroquinone presents in the slippers, gloves (or) other articles 

made of rubber or used as a depigmenting agent in the form of an irritant for pigmentary 

disorders. Recently vitiligo has also been observed to occur from plastic slippers as well 

as plastic „hinds‟. 

 

However most people with vitiligo have no other autoimmune disease. Vitiligo 

may also be hereditary, that is, it can run in families. Children whose parents have the 

disorder are more likely to develop vitiligo. However, most children will not get vitiligo 

even if a parent has it, and most people with vitiligo do not have a family history of the 

disorder. 

 

3.2.8 Clinical Features  

 In this condition patches of skin lose their pigment and become perfectly white, 

though no other changes take place in them and particularly there is no scaling. 

 Vitiligo may occur in either sex and at any  

  The white patches may appear on any part of the skin but commonest    on the 

face, neck, hands and wrist, lower abdomen and thighs and may be precipitates 

by trauma to the skin. 



 
 
 
 

 

 They may be of any size or shape and are usually though not always, roughly 

symmetrical. 

 They slowly increase in size until large areas of the skin are completely 

discolored. 

 The remaining small patches of normal skin may then be mistaken for pigmented 

areas. The mistake may be avoided by remembering that the vitiligo areas have 

convex margins and the normal areas therefore have concave ones. 

 When vitiligo occurs on a hairy area such as eyebrows or pubis the hair on the 

white patch may also become white. 

 The depigmented areas are sometimes surrounded by an excess of pigmentation 

in the immediately adjoining skin but this appearance is often illusory and the 

result of visual contrast. 

 Vitiligo is most noticeable in the summer when the normal skin is tanned by the 

sun. 

 Vitiligo sometimes disappears spontaneously after months or years but more 

usually the conditions spreads slowly and may eventually involve nearly whole of 

the skin. 

 It is characterized by completely depigmented macules and patches of varying 

sizes and shapes. 

 There are no other changes except depigmentation. 

 Early lesions may be pale white and ill defined. At this stage, Wood’s lamp helps 

to confirm the diagnosis. Patches enlarge slowly and may affect the whole body. 

 Any part of the body can be affected but the sites of predilection are the face, 

dorsa of fingers and hands, wrist and the legs. 

 Involvement of mucous membrane especially the lip is not uncommon; it can 

precede cutaneous involvement by years. 

 

 

 

 



 
 
 
 

 
 

3.2.9 Clinical Criteria for Classification  
Stages of Clinical Features 

Vitiligo 

Active (VI) (i) New lesions developing 

 (ii)  Lesions increasing in size 

 (iii)  Border ill-defined 

Quiescent (V2) (i)   No new lesions developing 

 (ii)  Lesions stationary in size 

 (iii) Border hyper pigmented and well-defined. 

Improving (V3) (i) Lesions decreasing in size 

 (ii)  No new lesions developing 

3.2.10 Diagnosis  

 The distribution, the age of onset and the hyper pigmented border will suggest the 

diagnosis. 

 It is usually apparent; in doubtful and early case, Wood‟s lamp is of great help in 

diagnosis. 

 Usually in macular leprosy, seborrhoeides, pityriasis versicolor and nevoid condition, 

its assistance is called for. 

 In piebaldism the lesions are present at birth, are usually confined to the head and 

trunk and rarely show a hyper pigmented border. 

 Careful examination of the texture of the unpigmented skin should exclude lichen 

sclerosus and scleroderma. 

 Post-inflammatory leucoderma, which is frequent in the darker races, shows an 

irregular mottling of hyper pigmented and hypo pigmented blotches. 

 Hypomelanosis of the affected skin is commonly seen in pityriasis alba, producing 

slightly scaly areas with rather ill defined edges of children‟s faces. 

 Hypo pigmented, slightly scaly macules are seen in pityriasis versicolor. 

 Vitiligenous areas are milky white while other lacks this milky white colouration. 

 Stationary patches are well-defined and have hyper pigmented borders.       

 Absence of scaling, crusting and itching help to eliminate seborrhoeides and pityriasis 

versicolor. 



 
 
 
 

 

 These areas often fluorescence a golden yellow when examined under a Wood‟s 

lamp. The hypomelanotic macules in leprosy are anaesthetic. 

 Examination of the skin in long wave UVR helps distinguish whether there is total 

depigmentation (as in Vitiligo) or not. It may also detect areas of depigmentation not 

easily seen in ordinary daylight, as well as detecting a lemon-yellow fluorescence 

seen in some cases of pityriasis versicolor. 



 
 
 
 

 

.2.11 Differential Diagnosis of Depigmentary   Disorders 

Distinguish 

Features 
Albinism Vitiligo Leprosy Pityriasis 

Age 

Congenital 

present at 

birth 

Acquired Any age Any age 

Distribution 
Complete 

(or) partial 
Any area Any area 

Trunk, Neck, and 

Face 

Course Stationary Progressive Progressive 

Progressive; worse  

in man soon and 

summer 

Hyperpigmentary 

border 
Nil Present Inflammatory Nil 

Heredofamilial Hereditary Nil Nil Nil 

Other features 

Hair and 

eyes may be 

effected 

Nil 

Anesthesia 

thickened 

nerves, nasal, 

bleeding slit 

smear and 

biopsy 

Furfuraceous like 

dandruff, scaling in 

head macules and 

large patches. 

 

3.2.12 Western Treatment/Therapies 

The main goal of treating vitiligo is to improve appearance. the choice of therapy 

depends on the number of white patches, their location,size,and how widespread they are, 

and what you prefer in terms of treatment. Each patient responds differently to therapy, 

and a particular treatment may not work for everyone. current options for vitiligo include 

medication, surgery,and adjunctive therapies used along with surgical or medical 

treatment. 

 

 

 

 



 
 
 
 

 

(i) Topical steroid therapy: 

Steroid creams may be helpful in repigmenting (returning the color to) white 

patches, particularly if they are applied in the initial stages of the disease.  

(ii) Psoralen photo chemotherapy:  

Also known as Psoralen and ultraviolet A therapy (PUVA) therapy, this is 

probably the most effective treatment for vitiligo available in the United States. The goal 

of PUVA therapy is to repigment the white patches. Psoralen is a drug that contains 

chemicals that react with ultraviolet light to cause darkening of the skin. The treatment 

involves taking Psoralen by orally or applying as topically. 

 

(iii)Depigmentation: 

This treatment involves fading the rest of the skin on the body to match the areas 

that are already white. For people who have Vitiligo on more than 50 percent of their 

bodies, depigmentation may be the best treatment option.  

 

(iv)Surgical therapies: 

The surgical therapies must be considered only after proper medical therapy is 

provided. They are 

1. Autologous skin grafts 

2. Skin grafts using blisters 

3. Micro pigmentation (tattooing) 

4. Autologous melanocytes transplants 

 

3.2.13 Prognosis 

       It has improved considerably in recent years because of better understanding of 

etiological factors and advances made in therapy. 

Following conditions are said to be of poor prognosis. 

 Poor nutritional state or digestion, use of broad - spectrum antibiotics over long 

period. Emotional stress and nervous debility. 

 Presence of vitiligo on resistant sites like the hands and the feet, front of wrists, 

the elbow, the waist, the eyelids and lips. 

 Depigmented hair in vitiligenous areas. 

 

http://www.medicinenet.com/script/main/art.asp?articlekey=9867


 
 
 
 

 

 3.2.14 Diet and other advices 

 If anyone above is the reason for allergy it must be avoided. 

 The patient’s nutritional state has to be increased as high as possible. This is very 

particular when vitiligo is active and progressively increasing. 

 Highly nutritious food like spinach, pomegranate, cheese, butter, milk, almond, 

germinating grams and foods rich in tyrosinase to be added. 

 Vitamin-C (Ascorbic acid) must be avoided in diet. 

 During bathing – the powder of Bengal gram and green gram or any other herbal 

products can be used. 

 Vinegar, cooking soda, these items may promote bleaching of skin pigment. 

 Using soaps and detergents also promote bleaching of skin. 

 Copper and zinc content vegetable such as cooked green gram or Bengal gram at 

least one time a day.  

  



 
 
 
 

 

3.2. DRUG REVIEW 

1.  : 

Bot.name: Curculigo orchioides. 

Family      : Amaryllidaceae  

 –  

 –  

 –  

 –  
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   ! –   

    

  ”. 

-   

The tubers contains,  

 yuccagenin,  

 lycorine,  

 Flavones, 3-methoxy.  

 31-tritriacontane. 

 phenolic glycosides,  

 curculigoside,  

 orcinol-beta-D-glucoside, 

 

  
 



 
 
 
 

 

Action: 

 Antioxidant 

 Immunostimulatory 

 Antihyperglycaemic activity 

 Hepatoprotective activity 

 Estrogenic activity 

Uses: 

 The tubers are a well-known Rejuvenative drug. 

 It is used for skin diseases. 

 Viriligenic  

 general debility,  

 cough,  

 Piles. 

2.  

Bot.name: Saccharum officinarum 

Family: Poaceae 

 –  

 –  

 –  

 

  

  
 

: 
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Chemical constituents: 

 glucose 

 fructose 

 galactose 

 sucrose 

 lactose  

 maltose 

 trisaccharides 

 Oligosaccharides. 

 
3.  : 

Bot.name:  Solanum surattense 

Family:  Solanaceae  

  –  

 –  

 –   

:  
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  ”.   

(  ) 

 

 

http://en.wikipedia.org/wiki/Glucose
http://en.wikipedia.org/wiki/Fructose
http://en.wikipedia.org/wiki/Galactose
http://en.wikipedia.org/wiki/Lactose
http://en.wikipedia.org/wiki/Maltose
http://en.wikipedia.org/wiki/Trisaccharide
http://en.wikipedia.org/wiki/Oligosaccharide


 
 
 
 

 

It contains: 

 solanocarpine, 

 carpesterol,  

 solanocarpidine,  

 potassium nitrate,  

 neochronogenic acid, 

 Solasonine,  

 Acetylcholine.  

Actions: 

 anti microbial activity 

 immuno modulator 

 anti oxidant 

 
4. OLIVE OIL: (Olea Europaea) 

 Olive called it "liquid gold, has been medicinal, magical, an endless source of 

fascination and wonder and the fountain of great wealth and power. 

 Olive oil has been used for religious rituals, medicines, as a fuel in oil lamps, 

soap-making, and skin care application. 

 
Taste: bitter, pungent. 

Active constituents of olive oil:  

 oleic acid, 

  palmitic acid 

 phenolic constituents  

 squalene 

 sterols 

 phytosterol 

 oleocanthal 

 
Pharmacological activities: 

 antioxidant,  

 anti-inflammatory, 

 anti-atherogenic,  
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 anti-cancer activities,  

 antimicrobial activity,  

 antiviral activity, 

 Hypolipidemic  

 Hypoglycemic effect. 

 

Skin Protectant activity in Olive Oil: 

 The phenol components of olive oil have a direct antioxidant action on skin, 

especially oleuropein, which acts as a free radical scavenger at the skin level.  

 Oleuropein prevents the chronic UVB-induced skin damage and carcinogenesis. 

 Olive oil has been known for generations not only for its healing qualities but also 

as a natural, deep penetration moisturizer, regenerating skin cells and softening 

the tissue. 

 It has a preventive effect on the formation of tumors and skin cancer.  

  

../../../../wiki/Skin_cancer


 
 
 
 

 

4. Materials and Methods 

 

Patients suffering from venpadai selected for this study. Patients were well 

examined and diagnoses were confirmed with the consultation and direction to the 

Kuzhandhai Maruthuvam department teaching staffs and HOD. Then and their opinion of 

the modern pediatric professor was obtained. The protocol for the study was prepared and 

presented in the IEC and got approved.  

 

The methodology was strictly followed as per the protocol the details of the 

protocol are attached in the annexure. 

 

Clinical Study 

4.1 Study Design  

This was the open clinical observational study. There was no group for blinding. 

Eligible children with Venpadai i.e. who were fulfill the inclusion criteria for this study 

were enrolled and strictly follow the ASU clinical research guidelines. 

 

NKC& KPT powder and oil were distributed to the parents/ guardians of the 

children and label showed extensive details about the usage of the drug and also 

demonstrated practically.  

 

4.2 Population and Sample Size 

 Children affected with Venpadai were enrolled for the study.  

 Dosages of the experimental drug have been calculated as per the Siddha text.  

 Duration of the treatment period was 40 days and according to the patient 

requirement have prolonged. 

 

4.3 Dosage: 

5 to 7 years –  1gm [bid] 

8 to 12 years –  1.5gm [bid]  

 

 

 

 



 
 
 
 

 

4.4 Subject Selection Criteria: 

4.4.1 INCLUSION CRITERIA: 

a. Age 5 to 12 years  

b. Patients, who are having classical symptoms like  

1. Hypo-pigmented patches without any structural changes.  

2. Patients willing to participate in trial and signing consent by fulfilling the 

conditions of Proforma.  

3. Willing to give blood sample for lab investigations when required. 

4. Willing for photograph before and after treatment. 

 

4.4.2 EXCLUSION CRITERIA: 

  a. A patients is not eligible for admission to the trail if any following is 

applicable 

1. Juvenile Diabetes mellitus 

2. Albinism 

3. Burns 

4. HIV 

b. Patient not willing to give biological sample whenever required. 

c. Patient not willing to give consent for the study. 

 

4.4.3 WITHDRAWL CRITERIA: 

a. Exacerbation of symptoms  

b. Occurrence of any adverse effect such as diarrhea, abdominal discomfort. 

c. Patient turned to unwilling during the course of trial drug. 

 

4.5 METHODS WOULD BE FOLLOWED DURING THE COURSE OF STUDY: 

 The suspected patients were examined clinically and screened using screening 

form. 

 If they met all inclusion criteria and not meeting any exclusion criteria, the 

patients were enrolled for this study.  

 The patients who are to be enrolled were informed about the study, trial drug, 

possible outcomes and the objectives of the study in the language and terms 

understand able to the patients and informants. 



 
 
 
 

 

 After ascertaining the informant‟s willingness, informed consent was obtained in 

writing from them in the consent form. 

 These patients were given unique registration number. 

 . Screening form was filled up. History Proforma 

Clinical assessment and Laboratory investigations were used for recording the 

patient‟s history, clinical examination of signs and symptoms and lab 

investigations respectively. 

 Patients were advised to take the trial drug and appropriate dietary advice given 

according to the patient‟s and informants perfect understanding. 

 

4.6ASSESSMENT AND TESTS 

4.6.1 CLINICAL ASSESSMENT 

1. Site 

2. Re-pigmentation  

3. Number of lesions 

4. New  Colour change  

5. Size of the lesions 

6. Borders 

7. Erythema 

8. Re-pigmentation of  Hair 

9. Itching 

 

4.6.2 SIDDHA METHOD OF ASSESSMENT 

a) Poriyal arithal  

b) Pulanal arithal 

c) Vinathal  

d) Uyirthathukkal  

e) Udal thathukkal 

f) Envagai thervugal 

 

 

 



 
 
 
 

 

4.6.3 LABORATORY INVESTIGATION 

BLOOD TEST : 

 Total WBC Count 

 DC-  Polymorphs 

 Lymphocytes  

 Eosinophils  

 Monocytes  

 Basophils  

 Total RBC count  

 ESR 

      URINE TEST  

 Albumin, Deposit 

 

 4.7 DATA MANAGEMENT 

 After enrolling the patient in the study, separate files for each patient were opened 

and all forms were filed in the file. Whenever study patient visits OPD during the 

study period, the respective patient file were taken and necessary recordings were 

made at the assessment form or other suitable form. 

  The screening forms were filled separately. 

 The Data recordings were monitored for completion and adverse event by HOD 

and data logical recording and completeness were monitored by statistician (Sr. 

Research Officer (Statistics). All forms were further scrutinized in presence of 

Investigators by Sr.ResearchOfficer (Statistics) for logical errors and 

incompleteness of data before entering onto computer to avoid any bias. No 

modification in the results is permitted for unbiased report. 

 Any missed data found in during the study, were collected from the patient 

 All collected data were entered using MS access software onto computer. 

 Investigators were  trained to enter the patient data and cross checked by SRO. 

 

 

 

 

 



 
 
 
 

 

4.8 RESULTS OBSERVATIONAL GRADING: 

a. Good Improvement   : Turning to normal skin 

b. Moderate Improvement  : Reduction in size of all the lesions                        

c. Mild Improvement   :Reduction in size of selected lesions 

d. No Improvement  : Static- remains the same - (no further 

lesions formed). 

  
4.9 AE / SAE MANAGEMENT  

If the patient is found to have any AE/ SAE that were immediately informed to IEC and 

also treat for the untoward reactions. 

 

 

 

4.10 DATA COLLECTION FORMS: 

a. Screening and selection Proforma 

b. Consent form 

c. History Proforma on enrollment 

d. Clinical Assessment for during and after treatment assessment 

e. Laboratory investigation on enrollment 

f. Withdrawal  form 

g. Diet Advice  

 

4.11 STATISTICAL ANALYSIS: 

Changes in subjective parameters will be analyzed using paired X
2
 – test and 

changes in objective parameters will be analyzed using paired t – test. 

 

4.12 ETHICAL ISSUES: 

a. To prevent any infection, while collecting blood sample from the patient, 

only disposable syringe, disposable gloves, with proper sterilization of lab 

equipments were used. 

b. The formulation mentioned in the, Gunapadm Mooligai Vaguppu, will 

only be used for the study. 

c. No other external or internal medicines are used. There is no infringement 

on the right of patient.  



 
 
 
 

 

d. The data collected from the patient were kept confidentially. The patient 

was informed about the disease and treatment. 

e. After the consent of the patient (through patient consent form), he/she 

were enrolled in the study.  

f. Treatment were provided free of cost.  

g. In conditions of treatment failure, adverse reactions, patients were given 

alternative treatment at the National Institute of Siddha with full care 

through the end. 

h. The Director, H.O.D, SRO and Ethical members can monitor the patient  

       profile at any time regarding the research. 

 

4.13 Laboratory Analysis: 

4.13.1 Physio Chemical Properties: 

SAMPLE DESCRIPTION: NKC  

 

COLOUR:  

About 50 gm of NKC was taken in a clean glass beaker and tested for its colour 

by viewing again a white opaque back ground under direct sunlight. 

 

ODOUR: 

About 50 gm of the NKC was placed in 100 ml of beaker and tested for its odour 

by wafting the air above the beaker. 

 

LOSS ON DRYING@100 ºC: 

5 gms of NKC was heated in a hot oven at 100º c to a constant .The percentage of 

loss of weight was calculated. 

 

PH: 

The pH of the NKC was estimated as per the method prescribed in the Indian 

standard (IS) -6940(1982). One gram of the NKC was taken in to a 100ml graduated 

cylinder containing about 50 ml of water and filled up to the mark with water. The 

cylinder was stopped and shaken vigorously for two minutes and the suspension was 

allowed to settle for hour at 25ºc to 27ºc about 25 ml of the clear aqueous solution was 

transferred in to a 50 ml beaker and tested for pH using DIGISUN digital PH meter 

(DIGISUN electronics, hydarbad, India) 



 
 
 
 

 

 

DETERMINATION OF ASH VALUE:  

Weighed accurately 2gms of the NKC in tarred platinum or silica dish and 

incinerate at a temperature not be exceeding  450 c until free from corban cooled and 

weighed calculate the percentage of ash with reference of the air dried drug was then 

calculated. 

 

WATER SOLUBLE ASH 

To the gooch curable containing to the total ash, added 25 ml of water and boiled 

for 5 minutes. Collected the insoluble matter in a sintered glass crucible for 15 minutes at 

a temperature not exceeding 450º c subtract the weight off the insoluble matter from the 

weight of the ash the difference of the weight represents the water soluble ash. Calculate 

the percentage of water soluble ash with the reference to the air dried drug. 

 

ACID INSOLUBLE ASH 

Boiled ash 5minutes with 25 ml of 1:1 dil. HCL collect the insoluble matter gooch 

crucible on an ash less filter paper wash without water and ingnite.cooled in a dessicators 

and weighed , calculated the percentage of insoluble ash with reference to th e air dried  

drug. 

 

LOSS ON DRYING 

Five grams of the NKC is heated in a hot oven at 105 c to constantly, and 

weighed. The percentage of loss of weight was calculated there from. 

 

 

4.13.2 Gas Chromatography: 

Introduction: 

Gas chromatography/mass spectrometry (GC/MS) is the synergistic combination 

of two powerful analytic techniques. The gas chromatography separates the components 

of a mixture in time. The mass spectrometer provides information that aids in the 

structural identification of each component powerful analytic techniques. The gas 

chromatography separates the components of a mixture in time The mass spectrometer 

provides information that aids in the structural identification of each component. 

 

 

 



 
 
 
 

 

Principle: 

 As Chromatographic principle implies, Gas liquid Chromatography too bases on 

“like dissolves like”. Depending on the polarity of stationary phase and eluting 

molecule, partitioning or retaining takes place due to the interaction between 

them, so that resolution takes place in between two different molecules.  

 Mass spectrometry is based on deflection of charged species in the presence of 

magnetic field, in different paths with respect to their molecular or atomic 

weights.  

Sample preparation:  

Properties of sample are important in choosing a suitable analyzing system in GC-

MS because of their specificity to particular and wide variety through. Solids, liquids, and 

gaseous samples can be analyzed by using GC-MS. But samples should have good 

volatility and thermal stability before their boiling points. A quantity in µL is sufficient 

for GC-MS analysis and even µg weight sample is sufficient for Mass spectrometry. 

Solubility has to check necessarily in GC analysis. Sample preparation can do by taking 

sample in a clean container and dissolving in suitable solvent. The solution then injected 

with the help of a micro syringe into injection port of GC system. In Mass spectrometry, 

through 2 ways sample can be introduced viz. DI, and GC inlet. 

 

In GC part, carrier gas pressure, temperature of injection system, column, outlet 

system, temperature programming in GC, and split ratio into MS.  

 

Mass Spectrometer has to set mainly for the factors such as resolution of mass and 

noise abundance, energy to ion source, magnetic field set, potential difference to detector, 

vacuum stability.  

 

 In GC-MS measurement, solution in µL quantity is sufficient.  

 In mass spectrometer sample can be directly introduced with the help of 

Direct Probe. 

 Maximum calibrated mass: 1500 a.m.u 

 Maximum resolution: 5000 

 
 
 



 
 
 
 

 

Applications: 

I) Academic research: 

 Separation and identification of molecules up to molecular level is 

possible. 

 Structural elucidation can do using mass spectrum. 

 In studying fundamentals of gas phase ion chemistry mass spectrum is 

useful. 

 Traces of molecules can be analyzed. 

 Kinetics and chemical mechanism can be studied by using mass 

spectrometry. 

 Isotopic ratio can be calculated in the provided sample. 

 Elemental compositions can be calculated. 

 In quality control and assurance GC-MS can probe up to molecular level. 

 

 

 

 

II) Industrial research: 

 Flavanoids that occur in plants can be easily resolved and analyzed.  

 Trace pesticides in food material can be detected. 

 Metabolites of drugs can easily be studied. 

 Petroleum industry has history since 1960 in using GC-MS. 

 In food industry color, flavor, and residual solvents can be estimated. 

 Use for quality check in cosmetic, plastic, beverage, and rubber industries. 

 

Limitations: 

 Principally both GC and MS techniques belongs to highly volatile samples. 

So volatility is most important feature in samples. Volatility can be 

increased by derivatization using silalation and acetylation methods. 

 Thermally stable substances alone can go for GC-MS. 

 Neutral molecules and radicals cannot be identified by Mass spectrometer. 

 Mass range more than 1500 a.m.u is not possible using this instrument. 

 Substances with metallic elements cannot be analyzed using this 

instrument. 



 
 
 
 

 
 

Chromatographic Separation PARAMETERS: 

NABI   ANALYSIS: 

Instrument                    - Shimadzu High Performance Liquid 

Chromatograph system equipped with LC-10 

ATvp pump and SPD-10AVvp UV-VIS detector 

interfaced with LC-10 software system. 

 

Column used  - Phenomenex RP-18 (25 cm length x 4.6 i.d)  

 

Mobile phase  - Methanol: water (pH adjusted to 2.5 using                                       

   orthophosphoric acid) (70: 30, v/v) 

  

Wave length   -  230 nm 

 

Flow rate   - 1.0 ml/min 

 

Sensitivity   - 0.1 AUFS 

Retention time (approximate) 

 

Nabi    - 4.3 min 

 

4.13.3Sample Size analysis: 

HR SEM-Methodology: 

An SEM is essentially a high magnification microscope, which uses a focussed 

scanned electron beam to produce images of the sample, both top-down and, with the 

necessary sample preparation, cross-sections. The primary electron beam interacts with 

the sample in a number of key ways:- 

 
 Primary electrons generate low energy secondary electrons, which tend to 

emphasize the topographic nature of the specimen.  

 Primary electrons can be backscattered which produces images with a high 

degree of atomic number (Z) contrast.  

 Ionized atoms can relax by electron shell-to-shell transitions, which lead to 

either X-ray emission or Auger electron ejection. The X-rays emitted are 

characteristic of the elements in the top few μm of the sample.  

 



 
 
 
 

 

 

SAMPLE PREPARATION: 

Sample preparation can be minimal or elaborate for SEM analysis, depending on 

the nature of the samples and the data required. Minimal preparation includes 

acquisition of a sample that will fit into the SEM chamber and some accommodation to 

prevent charge build-up on electrically insulating samples. Most electrically insulating 

samples are coated with a thin layer of conducting material, commonly carbon, gold, or 

some other metal or alloy. The choice of material for conductive coatings depends on 

the data to be acquired: carbon is most desirable if elemental analysis is a priority, while 

metal coatings are most effective for high resolution electron imaging applications. 

Alternatively, an electrically insulating sample can be examined without a conductive 

coating in an instrument capable of "low vacuum" operation.  

 
The SEM is carried out by using FEI-Quanta FEG 200-High Resolution Instrument. 

Resolution:  1.2 nm gold particle separation on a carbon substrate 

Magnification:  From a min of 12 xs to greater than 1, 00,000 X 

Application: To evaluate grain size, particle size distributions, material 

homogeneity and inter metallic distributions. 

Experimental Procedure: Done at SAIF, IIT Madras, Chennai-36 

Sample preparation: 

Sample preparation can be minimal or elaborate for SEM analysis, depending on 

the nature of the samples and the data required. Minimal preparation includes acquisition 

of a sample that will fit into the SEM chamber and some accommodation to prevent 

charge build-up on electrically insulating samples. Most electrically insulating samples 

are coated with a thin layer of conducting material, commonly carbon, gold, or some 

other metal or alloy. The choice of material for conductive coatings depends on the data 

to be acquired: carbon is most desirable if elemental analysis is a priority, while metal 

coatings are most effective for high resolution electron imaging applications. 

Alternatively, an electrically insulating sample can be examined without a conductive 

coating in an instrument capable of "low vacuum" operation.  

  



 
 
 
 

 

5.Results and Observations 

 

Clinical Study: 

Under the clinical study the following parameters have been adopted to meet the 

efficacious and philosophical values.  

1. Age reference  

2. Sex reference  

3. Religion reference 

4. Socio Economic status of the reference 

5. Etiology reference 

6. Family history reference 

7. Paruva kaalam 

8. Diet reference  

9. Site of lesion 

10. Derangement in the types of Vatham 

11. Derangement in the types of Pitham 

12. Derangement in the types of Kabam 

13. Ezhu Udar Kattugal reference 

14. Ennvagai Thervugal reference 

15. Distribution of nadi among the patient with Venpadai 

16. Results after treatment reference 

  

  



 
 
 
 

 

1. Age Reference 

Table -5 

 

Chart No – 1  

 

Table above bar diagram showed age reference of our clinical study 

 

The above table and chart showed the Age references in our study population. In our 

study 67% of the patients from the age group of 8 – 12 years and 33% of the children 

from the 5-7 years. 
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5-7 Years 13 33 

8-12 Years 27 67 



 
 
 
 

 

2. Sex Reference 

Table -6: 

 

Chart No – 2 

     

Table above bar diagram showed Sex reference of our clinical study. 

 

The above table and chart showed the Sex references in our study population. In our study 

29   (58%) were Female Children and 21 (42%) were Male children. 
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3.Religion Reference: 

Table -7 

 

Religion 
No. of Cases 

(out of 40) 

Percentage 

% 

Hindu 33 82 

Christian 4 10 

Muslim 3 8 

 

Chart No – 3 

 

 

Table above bar diagram showed Religion reference of our clinical study. 

 

The above table and chart showed the Religion references in our study population. In our 

study most of the children belong  to Hindu (82%), then Christians (10 %.) and Muslims 

(8%) children. 
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4. Socio Economic Status: 

Table -8 

 

Socio – Economic Status 
No. of Cases 

(out of 40) 

Percentage 

% 

Lower Income Group 10 25 

Middle Income Group 20 50 

High Income Group 10 25 

 

Chart No – 4 

 

 

 

Table above bar diagram showed Economic status reference of our clinical study 

 

The above table and chart showed the Economic status references in our study 

population. In our study about 50% of the parents were middle income group and 

25% lower, and 25% high income children. 
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5. Etiology Reference: 

Table -9 

 

 

Chart No – 5 : 

 

 

Table above bar diagram showed Etiology reference of our clinical study 

 

The above table and chart showed the Etiology references in our study population. 

In our study about 78% of the cases were of unknown aetiology and 15% Anemia 

cases, 7% hereditary childrens. 
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Etiology No. of Cases( out of 40) 
Percentage 
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Hereditary 3 7 

Anemia 6 15 

Unknown 31 78 



 
 
 
 

 

6. Family History Reference: 

Table -10: 

 

Family History No. of Cases out of 40 
Percentage 

% 

Present 2 5 

Absent 38 95 

 

Chart No – 6 

 

         

Table above bar diagram showed Family history reference of our clinical study 

 

The above table and chart showed the Family history references in our study 

population. In our study About 95% cases were having no family history absent 

and in 5% of cases family history was present. 
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7. Paruvakaalam: 

Table -11: 

Paruvakaalam No. of Cases out of 40 
Percentage 

% 

Kaarkaalam 28 70 

Koothirkaalam 12 30 

Munpani 0 0 

Pinpani 0 0 

Elavenil 0 0 

Mudhuvenil 0 0 

 

Chart No – 7 

 

Table Above Bar Diagram Showed Paruvakaalam Reference Of Our Clinical Study. 

 

The above table and chart showed the Sex references in our study population. In 

our study Paruvakkalam, highest incidence (70%) was noted in Karkaalam and 

Koothirkalam 30% children were noted. 
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8.Diet Reference: 

 
Table -12: 

 

Food Habit No. of Cases( out of 40) 
Percentage 

% 

Vegetarian 8 20 

Mixed 32 80 

 

Chart No – 8 

 

Table above bar diagram showed Foot habit reference of our clinical study 

 

The above table and chart showed the Foot habit references in our study 

population. In our study 32 cases were taken mixed diet and 8 cases have 
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9. Site of Lesion: 

Table -13: 

Site of Lesion No. of Cases (out of 40) 
Percentage 

% 

Scalp 3 8 

Face 3 8 

Lips 2 5 

Chest 4 8 

Upper Limb 4 10 

Lower Limb 3 8 

Genital 2 5 

Multiple 19 48 

 

Chart No – 9  

 

Table above bar diagram showed percentage of Site of lesion Reference of our 

clinical study. 

 

Exposed areas of the body were multiply involved in 19 (40%) patients, Scalp 3 

(8%), Lips 2(5%), Chest 4 (8%), Lower limb in 3 (8%) patients, upper limb 4 

(10%), and face in 3 (8%) cases. Genitals were the least affected area, in 2 (5%) 

patients only. Symmetrical lesions were found in 22% patients. 20% had a single 

lesion 23% had less than 10 lesions and 8% patients had more than 10 lesions. 
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10.  Derangement in the types of Vatham: 

Table -14: 

Classification No. of Cases (out of 40) Percentage % 

Piranan 20 40 

Abanan 12 30 

Viyanan 40 100 

Uthanan 12 30 

Samanan 40 100 

Nagan 4 10 

Koorman 2 5 

Kirukaram 0 0 

Devathathan 0 0 

Dananjeyan 0 0 

 

Chart No – 10  

 

Table above bar diagram showed Vatham reference of our clinical study 

 

The above table and chart showed the Vatham references in our study population. 

In our study of Viyanan and Samanan was deranged in 100% Piranan was 40%, 

Uthanan was deranged in 30% Nagan 10% Abanan  9% Koorman 5%in children. 
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11. Derangement in Types of Pitham 

Table -15: 

 

Types Of Pitham No. of Cases  (out of 40) Percentage% 

Analapitham 0 0 

Ranjagam 10 25 

Saathagam 0 0 

Prasagam 40 100 

Alosagam 3 8 

 

Chart No – 11  

 

 

Table above bar diagram showed Pitham reference of our clinical study 

 

The above table and chart showed the Pitham references in our study population. 

In our study Prasagam was affected in 100%, Ranjagam was affected in 25% 

Alosagam was affected in 8% children. 
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12. Derangement Types of Kabam: 

Table -16: 

 

Types of Kabam No. of Cases (out of 40) 
Percentage 

% 

Avalambagam 20 50 

Kilethagam 3 8 

Pothagam 0 0 

Tharpagam 0 0 

Santhigam 0 0 

 

Chart No – 12  

 

 

Table above bar diagram showed kabham reference of our clinical study 

 

The above table and chart showed the Kabam references in our study population. 

In our study Avalambagam was deranged in 50%, Kilathagam was affected in 8%. 

of children. 
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13. Ezhu Udal Kattugal reference: 

Table -17: 

 

Udal Kattugal No. of Cases(outof40) 
Percentage 

% 

Saaram 40 100 

Senneer 40 100 

Oon 40 100 

Kozhuppu 0 0 

Enbu 0 0 

Moolai 0 0 

Sukkilam/Suronitham 0 0 

 

Chart No – 13 

 

Table above bar diagram showed udal kattugal reference of our clinical study 

 

The above table and chart showed the udal kattugal references in our study 

population.  Saaram was affected in 100% of cases Senneer was affected in 100% 

of cases Oon was affected in 100% children. 
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14. Distribution of nadi among the patient with Venpadai: 

Table -18 

Nadi No. of Cases (out of 40) 
Percentage 

% 

Vali  Azhal 8 20 

Vali  Iyyam 3 8 

Azhal  Vali 15 37 

Azhal   Iyyam 0 0 

Iyya  Vali 11 27 

Iyya  Azhal 3 8 

 

Chart No – 14: 

 

Table above bar diagram showed Naadi distribution reference of our clinical study 

 

   The above table and chart showed the naadi distribution references in our study 

population Azhal vali was observed in 37% Iyya vali was observed in 27 % Vali azhal 

was observed in 20. Vali Iyyam 8% Iyya azhal 8%. 
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5.RESULTS 

Table -19: 

 

Results No. of Cases percentage 

Good improvement  0 0 

Moderate improvement  6 15 

Mild improvement  30 75 

No improvement 4 10 

 

Chart No – 15  

 

Table above bar diagram showed result reference of our clinical study 

 

The above table and chart showed the result references in our study population. In our 

study mild improvement was observed in 75 % Moderate improvement was observed in 

15 %   No improvement was observed in 10 % children.  
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5.1 LABORATORY ANALYSIS: 

Physico-chemical method results: 

 

Table 1 –Colour Characters of NKC: 

 

S.No Solvent used Under ordinary light Under ultraviolet light 

1 PPM Light yellow Light yellow 

 

Colour character of the NKC analyzed with the solvent PPM under ordinary light and 

ultra violet light. Under both lights the NPK was visualized as a light yellow in colour.  

 

Table-2 physicochemical properties of NKC:  

 

S.No Parameters 
Values obtained 

(%ww) 
Heavy/toxic metals 

1 Total Ash value 9.66 Lead BDL 

2 Acid insoluble ash 0.84 Cadmium BDL 

3. Water soluble ash 5.10 Mercury BDL 

4 Moisture content 8.56 Arsenic BDL 

5 Foreign organic matter 8.20 Volatile oil BDL 

6 Crude fiber content 30.0  

7 Alcohol soluble 

extractive 

6.00 

8 Water soluble 

extractive 

9.99 

 

Physico- chemical characters of the NKC Chooranam was analyzed. Results showed that 

the experimental drugs was safe there was all poison metals and minerals like lead, 

cadmium, mercury and arsenic were below detection limit  



 
 
 
 

 

 

Table 3-Colour, Nature and Percent yields of extracts of NKC Chooranam 

 

Extracts 

solvents 
Colour 

TLC/GC 

(PEAKS) 

Nature 

Yield 

(%ww) 

SEM 

Particle 

size in 

micron 

PH 

Ethanol Light 

yellow 

7 Solid 31 0.5-2.5 7.1-7.5 

Table -4 Preliminary Phytochemical Analysis of Different 

 Extracts NKC Chooranam: 

S.No Phyto-constituents Ethanol Rt 

1 Alkaloids + 09.55 

2 Flavanoids + 09.39 

3 Saponins + 10.31 

4 Tannins + 10.47 

5 Glycosides + 09.91 

6 Carbohydrates + absent 

7 Amino acids + 10.60 

8 Triterpenoids + 08.85 

 

In preclinical phytochemical analytic studies NPK Chooranam showed that Alkaloids, 

Flavanoids, Saponins, Tannins, Glycosides, Amino acids and Triterpenoides. 

 

 

 

 



 
 
 
 

 

 Gas Chromatography: 

10-Octadecenoic acid methyl ester: 

 The mass spectrum of the compound showed the molecular ion peak at 

m/z264.000, corresponding to the molecular formula C19H36O2 indicating two degrees of 

unsaturation in the molecule. 

 

 10-Octadecenoic acid methyl ester C19H36O2 / 264.000 Enhances the immunity of 

hydroxy unsaturated fatty acid (Yamada et al., 2009). 



 
 
 
 

 

 

 

HR- SEM: 

 

 

 

1. The particle size is 3µm 

2. The particle in the medicine was homogenously distributed.  

 3 Particles were irregular in shape. 

 



 
 
 
 

 

 

 

BEFORE AFTER Before 

Urine test 

After 

Urine test S. 

NO 

0p/ip 

NO 

Age/ 

Sex 

TC DC   ESR HB RB

C 

TC DC Esr Hb Rbc 

P L E ½ ½ P L E ½ ½ Alb Dep Alb Dep 

01 C19194 8/M 7700 51 44 5 3 6 10.8 3.0 7,900 55 43 2 2 4 11.2 3.6 Nil 2-4pus,2-4epi Nil 1-2pus1-2 epi                    

02 B83764 12/M 7600 62 36 2 2 4 11.6 3.8 7,800 54 44 2 2 4 11.5 3.6 Nil 1-2pus, 1-2epi Nil 1-2 pus1-2epi 

03 C4583 12/M 6800 60 36 4 2 4 10 3.2 6.,900 60 38 2 2 4 12.1 3.5 Nil 1-2pus0-1epi Nil 1-2pus,1-2epi 

04 C10158 10/F 5800 45 48 7 5 10 6.3 2.5 6,500 45 49 6 4 8 10.0 3.0 Nil 1-2pus1-2epi Nil 1-2 pus1-2epi 

05 C13752 5/M 8200 58 35 7 4 8 10.2 2.7 8500 55 35 5 2 4 10.5 3.2 Nil 2-4 pus 2-4epi Nil 1-2pus1-2epi 

06 C15778 10/F 7000 50 46 4 6 12 10.4 3.2 7,200 58 38 4 2 4 10.6 3.2 Nil 1-2 pus 2-4epi Nil 1-2 pus0-1epi 

07 B34028 5/M 8400 40 50 10 2 4 7.5 4.0 9,000 48 44 8 2 4 9.7 3.6 Nil 1-2pus1-3epi Nil 1-2 pus1-2epi 

08 C11546 8/F 6000 32 50 18 2 4 8.7 4.0 6,800 45 48 7 2 4 10 4.0 Nil 1-2pus1-2epi Nil 1-2pus1-2epi 

09 C16175 5/F 7000 63 33 4 2 4 10.8 3.4 7500 56 42 2 2 4 11.2 3.8 Nil 2-4pus2-4epi Nil 1-2 pus1-2epi 

10 C6610 9/F 8000 53 42 5 4 8 10.3 3.8 7.500 53 42 5 4 8 11.0 4.0 Nil 1-2pus2-6epi Nil 1-2 pus1-2epi 

11 B97717 12/F 9200 44 51 5 2 4 10.8 3.5 8,000 52 40 8 2 4 11.5 4.0 Nil 0-1pus1-2epi Nil 1-2pus0-1epi 

12 B16100 11/M 6900 60 34 6 2 4 9.7 4.0 7,200 53 43 4 2 4 11.0 4.0 Nil 0-1pus1-2epi Nil 0-1 pus1-2epi 

13 B69005 11/M 6800 39 41 20 2 4 9.2 3.4 7,200 52 42 5 1 2 10.0 3.5 Nil 0-1pus1-2epi Nil 1-2 pus0-1epi 

14 C15093 12/M 8000 63 33 4 4 8 9.5 3.0 8200 55 43 2 2 4 11.0 3.5 Nil 1-2pus1-2epi Nil 0-1pus1-2epi 

15 B90193 12/F 9600 36 49 15 8 16 10.8 4.0 9,800 55 44 1 4 8 11.2 4.0 Nil 1-2pus1-2epi Nil 1-2pus 0-1epi 

16 B82913 5/M 6000 32 50 18 6 12 10.8 3.5 6,200 53 43 4 2 4 11.0 3.8 Nil 2-4pus2-4epi Nil 1-2 pus1-2epi 

17 B82913 12/M 7000 52 46 2 4 8 10.2 3.2 7,200 54 44 2 10 4 11.5 3.5 Nil 4-6pus2-4epi Nil 1-2 pus 1-2epi 

18 B48261 8/F 5400 55 45 5 11 22 11.0 3.0 6,500 55 43 2 2 4 11.5 3.0 Nil 2-4pus1-2epi Nil 1-2 pus 0-1epi 

19 C11003 12/F 4600 53 39 8 2 4 9.9 3.5 6,200 53 43 4 2 4 11.0 3.5 Nil 1-2pus1-2epi Nil 1-2 pus1-2epi 

20 C14601 8/F 6500 31 60 9 2 4 10.9 4.0 7000 58 38 4 2 4 11 3.8 Nil 1-2pus2-4epi Nil 1-2pus1-2epi 

                       

LABORATORY INVESTIGATION 



 
 
 
 

 

 

                       

 BEFORE AFTER Before 

Urine test 

After 

Urine test S. 

NO 

0p/ip 

NO 

Age/ 

Sex 

TC DC   ESR HB RB

C 

TC DC Esr Hb Rbc 

P L E ½ ½ P L E ½ ½ Alb Dep Alb Dep 

21 B76935 10/F 8400 53 33 14 4 8 11.2 3.0 8,700 55 43 2 2 4 11.0 3.6 Nil 0-2pus,0-1epi Nil 1-2pus0-1 epi                    

22 B77653 8/M 6000 58 40 2 4 8 7.5 3.8 6,700 52 42 6 2 4 11.2 3.6 Nil 2-4pus, 3-6epi Nil 2-4 pus2-4epi 

23 B81269 12/F 6300 57 42 1 2 4 11.7 3.2 6.,900 60 38 2 2 4 12.1 3.5 Nil 4-8pus4-8epi Nil 1-2pus,1-2epi 

24 B43177 8/F 6600 54 43 3 3 8 8.2 2.5 6,900 56 42 2 2 4 10.9 3.0 Nil 2-3pus1-2epi Nil 1-2 pus1-2epi 

25 A8658 9/M 6800 53 41 6 6 14 9.5 2.7 7,000 55 43 2 2 8 10.5 3.2 Nil 1-2 pus 0-1epi Nil 1-2pus0-1epi 

26 B85951 8/F 8400 42 48 10 8 16 9.2 3.2 7,200 42 51 7 4 8 10.0 3.2 Nil 3-4 pus 1-3epi Nil 1-2 pus0-1epi 

27 C10061 6/F 8400 52 46 2 4 8 9.5 4.0 8,700 58 41 1 2 4 10.4 3.6 Nil 2-3pus1-2epi Nil 2-4 pus0-1epi 

28 B95663 11/F 6600 60 36 4 3 6 10.6 4.0 6,800 55 45 5 2 4 11.5 4.0 Nil 1-3pus2-4epi Nil 1-2pus1-3epi 

29 B48795 8/M 7000 60 36 4 4 8 9.1 3.4 7200 56 42 2 2 4 10.4 3.8 Nil 4-6pus2-4epi Nil 1-2 pus1-2epi 

30 C15202 5/M 6300 40 53 7 2 4 10.3 3.8 7.000 53 42 5 2 4 10.5 4.0 Nil 1-2pus2-4epi Nil 1-2 pus1-2epi 

31 B43277 10/F 9500 79 20 1 4 8 10.4 3.5 12,200 52 40 8 2 4 12.5 4.0 Nil 2-4pus4-5epi Nil 1-2pus1-2epi 

32 A8758 11/F 5900 53 43 4 4 8 10.8 4.0 7,200 53 43 4 2 4 12.0 4.0 Nil 0-1pus1-2epi Nil 0-1 pus1-2epi 

33 C4096 6/F 7300 39 55 6 4 8 10.4 3.4 7,200 52 46 2 2 4 11.0 3.5 Nil 1-2pus1-2epi Nil 1-2 pus0-1epi 

34 848 10/F 6800 45 52 3 15 30 9.7 3.0 7,000 55 43 2 4 10 10.5 3.5 Nil 1-2pus1-2epi Nil 1-2pus1-2epi 

35 851 5/F 6500 45 52 3 15 30 9.7 4.0 7,200 55 44 1 5 8 10.2 4.0 Nil 1-2pus1-2epi Nil 1-2pus 0-1epi 

36 857 6/F 8400 42 48 10 4 8 10.0 3.5 8,000 56 42 2 2 4 11.0 3.8 Nil 2-4pus2-4epi Nil 1-2 pus1-2epi 

37 849 12/F 8000 45 52 3 14 28 10.2 3.2 7,200 54 44 2 7 10 11.2 3.5 Nil 4-6pus2-4epi Nil 1-3 pus 0-1epi 

38 883 12/F 8000 44 52 4 2 4 10.6 3.0 8,500 55 43 2 2 4 11.5 3.0 Nil 2-4pus1-2epi Nil 1-2 pus 0-1epi 

39 846 6/M 7600 42 44 11 6 12 8.6 3.5 7,400 53 43 4 2 6 11.0 3.5 Nil 1-2pus2-4epi Nil 0-1 pus1-2epi 

40 861 7/F 6500 40 58 2 4 8 10.2 4.0 6,300 58 38 4 2 4 10.6 3.8 Nil 1-2pus2-4epi Nil 1-2pus1-2epi 



 
 
 
 

 

 

6. Discussion 

 
The Siddha systems of medicine concentrate on the changes that occur in 

Vatham, Pitham and Kapam. These are responsible for the maintaining the normal 

equilibrium of the body. Venpadai is characterized by depigmentation in various parts 

of the body especially in orifices, eyes, nostrils, mouth, nipples, umbilicus, and 

genitalia etc. While the depigmented areas are painless they can be a source of 

embarrassment and emotional stress. Nowadays the Prevalence of the disease is 

increasing in children are victims of the disease. It may be resemblance with Vitiligo, 

according to the definition given in medical scientific literature.  Management of 

Venpadai is often difficult and frustrating, both for the patient as well as the 

physician.  The treatment commonly practicing dermatologist are topical 

corticosteroids; topical immunomodulators; phototherapy, including PUVA, topical 

PUVA, UVB and monochromatic excimer laser or light, as well as micro 

phototherapy; surgical options including autologous mini-punch grafting; blister roof 

grafting, and epidermal cell transplantation. It require prolonged use of these agent 

which results in significant therapy limiting side effects likely atrophy , hyper 

trichinosis, perilerional, hypo pigmentation etc. For this study the Internal and 

external Siddha poly herbal formulations from authenticated Sathric texts were 

chosen, Selected experimental drugs are namely Nilapanai Kizhangu Chooranam 

(NKC) and Kandangkathiri Pazha Thailam (KPT) for the management of Venpadai. 

   
In this study children with Venpadai were enrolled  in our Department of 

Kuzhandhai Maruthuvam and examined the children with Siddha diagnostic method.  

Before and after the course of treatment patients were subjected to laboratory 

investigations and photographs were taken. 

 

The primary challenge for achieving feasibility was the recruitment of 40 

participants aged 5 to 12 years old in the specified time period.  It could be argued 

that the parents are some of the most psychologically fragile, where looks and social 

pressures have the most impact, thus the children targeted for this study as the need to 

treat their Venpadai was perceived to be the greatest. Although many people inquired 

about the study, we had difficulty recruiting the young participants specified in the 



 
 
 
 

 

 

inclusion criteria. Our findings are consistent with a previous report showing 

effectiveness in treating vitiligo with Siddha formulations.  

 

Among the 40 children of both the gender 21 (42 %) were male children and 

29(58%) were female children. Therefore we didn‟t come to the conclusion, the 

Venpadai have affected for particular gender. In Dietary Habits, 32 (80%) children 

were non -vegetarians and 8 (20 %) were vegetarian. This result showed simply we 

have enrolled non-vegetarian children in higher percentage. In Vatham, Samanan and 

Viyanan were affected for all those children. These both vayu are physiologically 

placing on the all over the body including skin. As per the Noinaadal-I 

   

“   ” 

Venpadai is a disease involving the skin i.e. a vatha disease.  

As reference Noted above text 

“    

   ” 

   
 The experimental drug NKC has sweet taste. Sweet can neutralizing the 

Vatham. Hence the trial drug may be played according to our basic philosophy.  In 

Pitham, all the children affected with Prasagam, which mainly responsible for the 

skin.  

 

As mentioned the above text  

“      

   – ….. 

 
   The sweet based experimental formulation NKC may be counteracted the 

Prasagam. In Udal Kattugal, the three basic elements like Saaram, Senneer and Oon 

which are responsible for the colour of the skin were affected in all the children. 

 

The most likely confounding factor, however, is sun exposure, as it can 

stimulate the proliferation of melanocytes and affect the production of vitamin D, 

both of which can impact vitiligo. This study by starting in august, but some 



 
 
 
 

 

 

participants were recruited late in the summer, and completed the 40days study in 

November, thus experiencing substantial decreasing intensity of sun exposure over 

the last few months of their treatment. Most studies of Venpadai treatment set a 75% 

repigmentation rate as cosmetically acceptable, and are able to achieve it in 12.5 to 

75% of patients after one year of treatment. But we have treated for only 40 days. 

Hence, we couldn‟t get cosmetically accepted repigmentation. There were no adverse 

events attributed to the study NKC and KPT did not adversely affect serum WBC, 

LFT and RFT parameters. Given the inclusion of children participants in this study, 

much care was taken to monitor adverse events experienced due to the taking of NKC 

and KPT. Our results suggest that the experimental formulations did not have a 

negative impact on these serum parameters. The impact of NKC and KPT on serum 

parameters was not the primary outcome of our study, thus the study was not powered 

to evaluate the significance of these results.  

 

As one of the common herbal medicine in the Siddha system of medicine, and 

accounting for more prescriptions in India, the use of NKC for Venpadai is appealing 

due to the ease of use of taking an oral compared with frequent and lengthy ultraviolet 

phototherapy sessions, and the relatively inexpensive cost of the herbal supplement 

when compared to phototherapy.Further, the relatively good safety profile of NKC 

makes it appealing for self administration by Venpadai sufferers. However, it is 

recommended that any attempt to use NKC and KPT in the management of Venpadai 

should be carefully monitored by a Siddha practitioner given that there are still many 

questions about the correct dose, its true effectiveness, interactions with other 

conditions or therapies, and possible adverse reactions. 

 

There are several limitations to our study that warrant discussion. The purpose 

of this study was to assess the feasibility of studying NKC and KPT for the 

management of the Venpadai in a larger, blinded randomized controlled trial and as 

such this study was difficult designed to allow us to draw clear conclusions about its 

efficacy. The sample size was small, thus our findings are preliminary and definite 

conclusions about the efficacy and safety of the experimental formulations difficult be 

made. Because the study was open labeled, not controlled, and not randomized, it is 



 
 
 
 

 

 

quite likely that some of the demonstrated benefit. However, this is unlikely that all of 

the results we report can be accounted for by spontaneous repigmentation. 

 

Our primary outcome measure has a degree of subjectivity associated with it. 

We attempted to strengthen the objectivity of the outcomes by us, and by verifying 

assessments using digital photographs. However, we assessed to approximate the area 

of Venpadai lesions and their intensity. Being the participants were children, the 

parents may also have impacted the results, as sufferers can respond more quickly to 

treatment. It is possible that the relatively smaller lesion sizes and durations in our 

Participants could have resulted in over-estimating the effectiveness of treatment.  

The NKC itself could have been a source of variability inherent in studying herbs, but 

care was taken to ensure that the herb chosen was standardized by Physico Chemical 

Properties, Chromatographic SEPARATION, and Sample Size analysis. 

 

Despite these limitations, estimation of effectiveness that can be used to 

estimate a sample size for a larger study. And the results are compelling enough to 

proceed with a larger trial. This pilot study focused on determining the feasibility of a 

future large randomized controlled trial of NKC and KPT for the treatment of 

Venpadai. Given that our small study found statistically significant improvement on 

some secondary outcome measures, a larger methodologically rigorous double blind 

placebo- controlled randomized clinical trial is recommended. 

 

 

 

 

 

 

 

 

 

 

 



 
 
 
 

 

 

7. SUMMARY & CONCLUSION 
 

A number of drugs are available in the market, which have achieved improved 

efficacy and safety after incorporating the active agents in carrier systems. Therefore, 

putting new life into erstwhile discarded drug molecules by transforming them into 

novel formulations can serve as viable and cost effective alternative to the expensive 

and time consuming search of newer alternative drugs and therapies in Siddha 

systems of medicine. Efficacy of „Nilapanai Kizhangu Chooranam with topical 

application of Kandangkathiri Pazha Thailam was showed to various categories. 

Clinical outcomes showed moderate improvement in 15%, mild improvement in 75% 

and No improvement in 10% of children. There was no adverse events noticed in 

throughout the study and the experimental formulations were cost effective. The 

results are better in children. Body and lower limb lesions respond much quickly as 

compared to lesions in other parts of the body while lesions on joints have relatively 

lower response. During our study, NKC and KPT didn‟t show any adverse events 

when compared with Psoralen compounds, Placental extracts, Steroids (topical or 

systemic). 

 

In recent time, Sasthric traditional Siddha formulations, and a better 

knowledge of the physicochemical and phytochemical properties of herbs and 

formulations have led to the development of evaluated Siddha drug delivery systems 

that have the potential to re-invent the internal and topical treatments of Venpadai 

(vitiligo). There is hope and enthusiasm from this study that further research enhanced 

collaboration with dermatology researchers will bring this hitherto untapped potential 

to fruition.  

 

 

 

 

 

 



 
 
 
 

 

 

ANNEXURES 

1. PROTOCOL 

 
 TITLE OF DISSERTATION:-  

An Open Clinical Study to Evaluate the Safety and Efficacy of Sasthric Siddha 

Formulation Nilapanai Kilangu Chooranam & Kandangkathiri Pazha Thailam for the 

Management of Venpadai. 

 

 INSTITUTION RESPONSIBLE FOR DESSERTATION WORK:- 

National institute of Siddha, 

Tambaram sanatorium, Chennai – 600047. 

 

NAMES OF THE INVESTIGATORS:- 

PRIMARY INVESTIGAOR :   Dr. M.Lenin  

PG Scholar, Dept of Kuzhanthai maruthuvam 

  

PROJECT LEADER  :   Dr. K.Manickavasakam 

The Head of the department  

Kuzhanthai Maruthuvam. 

 

 STUDY PERIOD          :            -   12 months 

 

 BACKGROUND / INTRODUCTION  

 
As per the Siddha literature Yugi Vaidhya Chinthamani written by saint Yugi, 

skin diseases have been brought under 18 types of Kuttam and the Venpadai is one of 

the  type  of  Kuttam . which is commonly affecting people including children and it 

has characterized by depigmentation in various parts of the body especially in 

orifices, eyes, nostrils, mouth, nipples, umbilicus, and genitalia etc. (3). Venpadai 

may be resemblance with Vitiligo, according to the definition given in medical 

scientific literature. It is an acquired idiopathic dermatological disorder characterized 

by well circumscribed milky-white macular devoid of identifiable melanocytes and it 

affects approximately 1% of world population in which 3-4% of Indian population 



 
 
 
 

 

 

(2&3). Management of Vitiligo is often difficult and frustrating, both for the patient 

as well as the physician.  The treatment commonly practicing dermatologist are 

topical corticosteroids; topical immunomodulators, phototherapy, including PUVA, 

topical PUVA, UVB and monochromatic excimer laser or light, as well as micro 

phototherapy; surgical options including autologous mini-punch grafting; blister roof 

grafting, and epidermal cell transplantation. It require prolonged use of these agent 

which results in significant therapy limiting side effects likely atrophy , hyper 

trichinosis, perilerional, hypo pigmentation etc.(3)  Siddha system of medicine have 

been practicing in India from the origin of mankind and it is the crown all traditional 

systems of medicine in the world. Siddha literature having more number of 

efficacious medicines for Venpadai, even though there are more number of research 

findings have been available for the above ailment but not yet have scientifically 

validated drugs available for the same.  Hence we have chosen the Internal and 

external Siddha poly herbal formulations from authenticated Sathric texts. Selected 

experimental drugs namely Nilapanai Kizhangu Chooranam (NKC) and 

Kandangkathiri Pazha Thailam (KPT) (2) for the management of Venpadai, which is 

prescribing to the patients since more than years together. But those formulations are 

not yet proved and clinically documented. In this proposed research study we would 

enroll the pediatric patients with Venpadai to evaluate the efficacy of the experimental 

drugs as per the ASU guidelines. 

  

 OBJECTIVES. 

Primary 

            To evaluate the safety and efficacy of the experimental drug for the 

management VENPADAI 

 Secondary 

To study the factors associated with patients of Venpadai. 

 

Materials & Methods: 
STUDY DESIGN AND CONDUCT OF THE STUDY: 

This is the open clinical observational study. No blinding. Eligible children 

with Venpadai i.e. who are fulfill the inclusion criteria for this study would be 

enrolled and strictly follow the ASU clinical research guidelines. 



 
 
 
 

 

 

POPULATION AND SAMPLE:  

40 Children affecting with Venpadai would be enrolled for the study.  

 
TREATMENT: 

Nilapanai  kilangu  Chooranam  raw materials would be purchased from the 

market and necessary drugs would be collected from the natural source and 

authenticated by the Dept of Pharmacology (Gunapadam) in NIS and the formulation 

would be prepared according to the Siddha literature mentioned (2). NKC&KPT 

powder and oil would be distributed to the parents/ guardians of the children and label 

will show extensive details about the usage of the drug and also demonstrated 

practically. Dosages of the experimental drug have been calculated as per the Siddha 

text (1). Drug would be stored in the airtight sterile container and distributed in the 

same.  Duration of the treatment period for 40 days and according to the patient 

requirement might be prolonged. 

 

DOSAGE: 

 5 to 7 years –  1gm [bid] 

8 to 12 years –  1.5gm [bid]  

 

 Subject Selection Criteria 

 INCLUSION CRITERIA 

a) Age 5 to 12 years  

b) Patients, who are having classical symptoms like  

c) Hypo-pigmented patches without any structural changes.  

d) Patients willing to participate in trial and signing consent by 

fulfilling the conditions of Proforma.  

e) Willing to give blood sample for lab investigations when 

required. 

f) Willing for photograph before and after treatment. 

 

 

 

 



 
 
 
 

 

 

 EXCLUSION CRITERIA 

a) A patients is not eligible for admission to the trail if any 

following is applicable 

b) Juvenile Diabetes mellitus 

c) Albinism 

d) Burns 

e) HIV 

f) Patient not willing to give biological sample whenever 

required. 

g) Patient not willing to give consent for the study  

 

 WITHDRAWL CRITERIA 

a) Exacerbation of symptoms  

b) Occurrence of any adverse effect such as diarrhea, abdominal 

discomfort. 

c) Patient turned to unwilling during the course of trial drug. 
 

 METHODS WOULD BE FOLLOWED DURING THE COURSE OF STUDY 

 The suspected patients will be examined clinically and screened using 

screening form. 

 If they met all inclusion criteria and not meeting any exclusion criteria, the 

patients will be enrolled for this study.  

 The patients who are to be enrolled would be informed about the study, trial 

drug, possible outcomes and the objectives of the study in the language and 

terms understand able to the patients and informants. 

 After ascertaining the informant‟s willingness, informed consent would be 

obtained in writing from them in the consent form. 

 These patients will be given unique registration number. 

 . Screening form will be filled up. History Proforma 

Clinical assessment and Laboratory investigations will be used for recording 

the patient‟s history, clinical examination of signs and symptoms and lab 

investigations respectively. 



 
 
 
 

 

 

 Patients would be advised to take the trial drug and appropriate dietary advice 

would be given according to the patient‟s and informants perfect 

understanding. 
 

ASSESSMENT AND TESTS 

 CLINICAL ASSESSMENT 

1. Site 

2. Repigmentation  

3. Number of lesions 

4. New  Colour change  

5. Size of the lesions 

6. Borders 

7. Erythema 

8. Repigmentation of  Hair 

9. Itching. 

SIDDHA METHOD OF ASSESSMENT 

a) Poriyal arithal  

b) Pulanal arithal 

c) Vinathal  

d) Uyirthathukkal  

e) Udal thathukkal 

f) Envagai thervugal 

LABORATORY INVESTIGATION; 

BLOOD TEST: 

 Total WBC Count 

 DC-  Polymorphs 

 Lymphocytes  

 Eosinophils  

 Monocytes  

 Basophils  

 Total RBC count  

 ESR 
 

URINE TEST – Albumin, Deposit,  

   



 
 
 
 

 

 

 DATA MANAGEMENT 

 After enrolling the patient in the study, a separate file for each patient will be 

opened and all forms will be filed in the file. Whenever study patient visits 

OPD during the study period, the respective patient file will be taken and 

necessary recordings will be made at the assessment form or other suitable 

form. 

  The screening forms will be filled separately. 

 The Data recordings will be monitored for completion and adverse event by 

HOD and data logical recording and completeness will be monitored by 

statistician (Sr. Research Officer (Statistics). All forms will be further 

scrutinized in presence of Investigators by Sr. Research Officer (Statistics) for 

logical errors and incompleteness of data before entering onto computer to 

avoid any bias. No modification in the results is permitted for unbiased report. 

 Any missed data found in during the study, it will be collected from the 

patient, but the time related data will not be recorded retrospectively 

 All collected data will be entered using MS access software onto computer. 

 Investigators will be trained to enter the patient data and cross checked by 

SRO 

 

RESULTS OBSERVATIONAL GRADING 

a. Good Improvement   : Turning to normal skin 

b. Moderate Improvement  : Reduction in size of all the lesions                        

c. Mild Improvement   :Reduction in size of selected lesions 

d. No Improvement  : Static- remains the same - (no further 

lesions formed). 
  

AE / SAE MANAGEMENT  

If the patient is found to have any AE/ SAE that would be immediately informed to 

IEC and also will treat for the untoward reactions. 
 

 DATA COLLECTION FORMS 

a. Screening and selection Proforma 

b. Consent form 

c. History Proforma on enrollment 



 
 
 
 

 

 

d. Clinical Assessment for during and after treatment assessment 

e. Laboratory investigation on enrollment 

f. Withdrawal  form 

g. Diet Advice  

 

STATISTICAL ANALYSIS 

Changes in subjective parameters will be analyzed using paired X
2
 – test and 

changes in objective parameters will be analyzed using paired t – test. 

 

ETHICAL ISSUES 

a. To prevent any infection, while collecting blood sample from the 

patient, only disposable syringe, disposable gloves, with proper 

sterilization of lab equipments will be used. 

b. The formulation mentioned in the, Gunapadm Mooligai Vaguppu, will 

only be used for the study. 

c. No other external or internal medicines are used. There is no 

infringement on the right of patient.  

d. The data collected from the patient will be kept confidentially. The 

patient will be informed about the disease and treatment. 

e. After the consent of the patient (through patient consent form), 

he/she will be enrolled in the study.  

f. Treatment would be provided free of cost.  

g. In conditions of treatment failure, adverse reactions, patients will be 

given alternative treatment at the National Institute of Siddha with 

full care through the end. 

h. The Director, H.O.D, SRO and Ethical members can monitor the 

patient profile at any time regarding the research. 

 

 

 

 



 
 
 
 

 

 

NILAPANAI  KILANGU  CHOORANAM  Ref GUNAPADM MOOLIGAI 

VAGUPPU, 

 Page no-576, K.S Murugesa Mudaliyar 

INGREDIENTS:  BOTANICAL NAME     

 

Nilapanai  Kilangu : Curculigo orchioides. Gaertn 

Sarkarai  : Saccharum officinarum. Linn 

 

METHOD OF PREPARION:  

 Peel the outer skin and remove the centre nerve of the Kizhangu dried and 

then grained in to fine powder and filtered in fine cloth and add equal amount of 

sugar. 

 

KANDANGKATHIRI PAZHA THAILAM: 

INGREDIENTS:    BOTANICAL NAME     

Kandangkathiri pazham :  Solanum surattense, Burm.f 

Seithoon ennai (Olive oil) :  Olea europaea 

 
METHOD OF PREPARATION:  

 Kandangkathiri pazham is boiled in water and then it is grinned into paste Add 

one fourth of Seithoon ennai it is then heated and the oil is filtered in kadhu thiralum 

patham. 

 

DRUG STORAGE 

SOURCE OF TRIAL MEDICINE: 

The required drugs for preparation of Nilapanai kilangu Kandangkathiri Pazha 

Thailam   will be purchased from a well reputed country shop and it will be identify 

from Gunapadam department of NIS.  The drug is purified & prepared in Gunapadam 

lab of National institute of Siddha. 
 

DOSAGE 

5 to 7 years –  1gm [bid] 

8 to 12 years –  1.5gm [bid] 
 

INDICATION: Venpadai. 

1. CERTIFICATES: 



 
 
 
 

 

 

 

  



 
 
 
 

 

 

  



 
 
 
 

 

 

  



 
 
 
 

 

 

NATIONAL INSTITUTE OF SIDDHA 

AYOTHIDOSS PANDITHAR HOSPITAL 

CHENNAI 600047.  

POST GRADUATE DEPARTMENT OF KUZHANDHAI MARUTHUVAM 

 

A pilot study to evaluate the safety and efficacy of Nilapanai Kilangu 

Chooranam (internal) Kandangkathiri Pazha Thailam” (external) in treating 

„‟venpadai” (vitiligo).   

SCREENING FORM 1 

1. OP / IP No.: ________     2. Patient ID no:         3.Name: 

________________ 

 

4. Age:   _______ 5.Gender: Male/Female  6.Patient informant: 

_________ 

 

7. Date: ___________ 8.Reliablity _________   9.Contact No.___________________ 

 

 
 

 INCLUSION CRITERIAAge :5-12Yrs                                                                                        

  

EXCLUSION CRITERIA 

1. Juvenile Diabetes mellitus 

2. Albinism 

3. Leprosy 

4. Burns 

5. HIV 

6. Patients with any other serious illness.    

    

Patients Admitted to trial: __________________     

 

 

(Signature of principle investigator)     (Signature of Lecturer) 



 
 
 
 

 

 

NATIONAL INSTITUTE OF SIDDHA 

AYOTHIDOSS PANDITHAR HOSPITAL 

 CHENNAI –600047. 

POST GRADUATE DEPARTMENT OF KUZHANDHAI MARUTHUVAM 

 

A pilot study to evaluate the safety and efficacy of nilapanai kilangu chooranam 

(internal)   kandangkathiri pazha thailam” (external) in treating „‟venpadai” 

(vitiligo). 

FORM 2 PROFORMA 

Demographic data 

 Patient Id : OP/IP No. Visit Date : (__/__/____) 

Name :  

Age    :  

Gender                Male                 Female Date Of Birth : (__/__/____) 

Father/ Mother /Guardian Name : 
 

 

Fathers Occupation : 
 

 

Fathers Monthly  Income : 
 

 

Religion : 

 

 

 

Socioeconomic Status : 

 

 

Patient Informant : 
 

 

 

Postal Address 

 

 

 

 Contact No : 

 

 



 
 
 
 

 

 

Complaints and Duration: 

 

Present illness: 

 

History of Past Illness: 

History /Symptoms/Signs  Yes  No  If, Yes Details 

Any Similar Complains  

Bronchial Asthma 

Dust Allergy 

 Hospitalization 

Any other        _____________ 

Family History 

Any Hereditary/ Familial Disease                      Yes                      No 

If Yes, Details-------- 

Immunization History  

Proper Immunization  given  Yes                      No           ................................................. 

Food habits: 

1. Veg  2. Non-Veg  3. Mixed 

General assessment 

1. Picca  

2. Nail biting 

3. Bowel movements 

General Examination 

1. Pallor    YES  NO 

2. Jaundice   YES  NO 

3. Cynosis    YES  NO 

4. Clubbing   YES  NO 

5. Pedal oedema   YES  NO 

6. Lymph adenopathy  YES  NO 

  



 
 
 
 

 

 

Vital signs:- 

1. Pulse rate / mint 

 

2. Heart rate / mint 

 

3. Respiratory Rate / mint 

 

4. Temperature 

 
Anthropometry:- 

Height 

Weight 

 

Clinical assessment 

Affected Parts       

1. Initial lesion/s          : 

2. Number of lesions   : 

3. Colour:      Blackish white (Grey)                      Pink                   White 

4. Size of lesion (Measurement in cms.):    

Anatomical location Length  Breadth      Shape  

5. Borders:            Well-defined                 Dif       fuse 

6. Erythema:          Present                               Absent  

7. Sensation:          Normal                                  Parasthesia                 Burning                   

8. Depigmentation of Hair: Present   Absent 

9. Depigmentaion at Muco-cutaneous junctions 

                                          Present        Absent 

10. Itching:                       Present       Absent 

11. Stage of Vitiligo:        Spreading   Relapsing          

 Static  
Examination of systems:- 

      Normal  Affected 

Cardio-vascular system:       

Gastro intestinal system:        

Central nervous system:          

Genito- urinary system:          

Endocrine system:  

Repiratory system: 



 
 
 
 

 

 

 

Nilam:- Kurinji  Mullai  Marutham      Neithal   Paalai 

Kaala Iyalbu:-  

 Kaarkalam    Koothirkaalam  Munpanikaalam  

 Pinpanikaalam    Illavenirkaalam   Muthuvenirkaalam 

Yaakai 

 Vatham    Vatha Pitham   Vatha Kabam 

 Pitham    Pitha vatham   Pitha Kabam 

 Kabam    Kaba Vatham   Kaba Pitham 

Gunam  

 Sathuvam   Rasatham   Thamasam 

 

Pori / Pulangal 

  Normal  Affected  Normal Affected 

 Remarks      

Mei / unarvu 

Vaai / suvai  

Kan / parvai  

Mooku / natram 

Sevi / olli 

 

Kanmendhirium / Kanmavidayam 

       Normal     Affected       Normal            Affected 

 Remarks 

Kai / dhanam 

Kaal / ghamanam 

Vaai / vaku 

Eruvai / visarkam 

Karuvai / anantham 

 

Uyir Thathukkal: 

Vatham: 

   Normal  Affected  Remarks 

Pranan  



 
 
 
 

 

 

Abanan 

Viyanan  

Uthanan 

Samanan 

Nagan  

Koorman 

Kirukaran  

Devathathan   

Dhanajeyan      

Pitham  

   Normal  Affected  Remarks 

Analam  

Ranjagam    

Saathagam   

Alosagam  

Prasagam 

 

Kabam  

   Normal  Affected  Remarks 

Avalambagam    

Kilethagam   

Pothagam  

Tharpagam   

Samthigam  

Udalthathukkal: 

   Normal  Affected  Remarks 

Saaram 

Senneer  

Oon  

Kozhuppu 



 
 
 
 

 

 

Enbu 

Moolai 

Sukilam / Suronitham   

 

Envagai Thervugal 

   Normal  Affected  Remarks 

Naa 

 Niram 

 Thanmai 

 Suvai 

Niram   

Mozhi   

Vizhi  

 Niram 

 Thanmai 

 Parvai 

Sparisam  

 

Malam 

 Niram   Normal  Affected 

 Nurai   Normal  Affected 

 Elagal   Normal  Affected 

 Erugal   Normal  Affected 

Moothiram 

Neerkuri 

 Niram   Normal  Affected 

 Edai   Normal  Affected  

 Nurai   Normal  Affected 

 Manam   Normal  Affected 

 Enjal    Normal  Affected 



 
 
 
 

 

 

           

 Neikuri           

   

 Vatham         

 Pitham          

 Kabam          

  

Naadi: 

Thani Nadi 

       Vadham       pitham    kabam 

Thontha Nadi 

           Vatha pitham          Pitha vatham      Pitha kabam   Kaba pitham 

Thoda Nadi 

 Vatha kabam          Kaba vatham 

Mukkutra Nadi 

 

 

(Signature of principle investigator)     (Signature of Lecturer) 

  



 
 
 
 

 

 

NATIONAL INSTITUTE OF SIDDHA 

AYOTHIDOSS PANDITHAR HOSPITAL 

CHENNAI – 600047. 

 
POST GRADUATE DEPARTMENT OF KUZHANDHAI MARUTHUVAM 

A Pilot study to evaluate the safety and efficacy of nilapanai kilangu chooranam 

(internal) kandangkathiri pazha thailam” (external) in treating „‟venpadai” 

(vitiligo) 
 

LAB INVESTIGATION FORM 3 

Specimen: ____________ 

Date of specimen collected ___/___/______ (dd/mm/yyyy) 

Lab test Normal range Before 

Treatment 

After Treatment 

Haemoglobin (gms 

%) 

11.5-15.5gm/dl   

TC cells/cumm 5000-17000cells/µl   

DC- Neutrophil % 40-75%   

Eosinophils 1-6%   

Basophils 0-1%   

Lymphocyte 20-40%   

Monocytes 2-4%   

Total RBC count 4.0-5.2millions/µl   

ESR mm/hr       

30min. 

                       1 hour 

1-13mm/hr 

1-20mm/hr 

  

 

Urine 

Date of specimen collected ___/___/______ (dd/mm/yyyy) 

Lab test Normal Range Before Treatment After Treatment 

Deposits    

Albumin    

 

 

(Signature of principle investigator)     (Signature of Lecturer)  



 
 
 
 

 

 

NATIONAL INSTITUTE OF SIDDHA 

AYOTHIDOSS PANDITHAR HOSPITAL 

CHENNAI–600047. 

 

POST GRADUATE DEPARTMENT OF KUZHANDHAI MARUTHUVAM 

 

A pilot study to evaluate the safety and efficacy of nilapanai kilangu chooranam 

(internal) kandangkathiri pazha thailam” (external) in treating „‟venpadai” 

(vitiligo) 

 

CLINICAL ASSESSMENT FORM 4 

 

 

1. OP / IP No.: ________      2. Patient ID:             3.Name: ______________ 

4. Age:   _______ 5.Gender: Male/Female 6.Patient informant: __________  

7. Date: ___________  8.Reliability  9.Contact No._______________  

 

Clinical symptoms 0 After 14 

days 

After 28 

days 

After 

40days 

Site     

Repigmentation     

Number of lesions     

New lesions appearance     

Colour change     

Size of the lesions     

Borders     

Erythema     

Repigmentation of Hair     

Itching     

  

 

(Signature of principle investigator)               (Signature of Lecturer) 

  



 
 
 
 

 

 

AYOTHIDOSS PANDITHAR HOSPITAL 

DEPARTMENT OF KUZHANDHAI MARUTHUVAM 

 

A open clinical study to evaluate the safety and efficacy of nilapanai kilangu 

chooranam (internal) kandangkathiri pazha thailam” (external) in treating 

„‟venpadai” (vitiligo) 

CONSENT FORM 

Certificate by Investigator 

I certify that I have disclosed all details about the study in the terms readily 

understood by the parent. 

Date:         Signature: 

        Name: 

Consent of the informant: 

 

 I have been informed to my satisfaction, by the attending physician, the 

purpose of the clinical trial, and the nature of the drug treatment and follow-up 

including the laboratory investigations to be performed to monitor and safeguard my 

son/daughter body functions.  

 

I am aware of my right to opt out of the trial to my son/daughter at any time 

during the course of the trial without having to give the reasons for doing so. 

 

I, exercising my free power of choice, hereby give my consent to include my 

son/daughter as a subject in the clinical trial of Nilapanai kilangu Chooranam 

Kandangkathiri Pazha Thailam” (External) in the treatment of  Venpadai” (Vitiligo) 

 

Name :       Signature: 

Date:        Relationship: 

  



 
 
 
 

 

 

NATIONAL INSTITUTE OF SIDDHA 

AYOTHIDOSS PANDITHAR HOSPITAL 

CHENNAI -600 047. 

An Open Clinical Trial To Evaluate The Efficacy Of Herbal Siddha Drug 

Nilapanai Kilangu Chooranamkandangkathiri Pazha Thailam” (External) In 

Treating ‘’Venpadai” (Vitiligo) 

 

WITHDRAWAL FORM 

1. SERIAL NO OF THE CASE: …………………   

2.OP / IP NO: ......................................    

3. NAME: …………………………  4.AGE: …………       5.GENDER: .................                           

6. DATE OF TRIAL COMMENCEMENT: ………………... 

7. DATE OF WITHDRAWAL FROM TRIAL: …………….. 

8. REASONS FOR WITHDRAWAL: 

 

Long absence at reporting:              Yes/ No 

Irregular treatment:                          Yes/ No 

Shift of locality:                                    Yes/No 

Increase in severity of symptoms:    Yes/No 

Development of severe adverse drug reactions:  Yes/No 

 

Date:          

Station: 

Signature of the Investigator: 

Signature of the Lecturer:                                                           Signature of the HOD 

 

 

  



 
 
 
 

 

 

NATIONAL INSTITUTE OF SIDDHA 

AYOTHIDOSS PANDITHAR HOSPITAL 

CHENNAI – 600 047. 

 

An Open Clinical Trial To Evaluate The Efficacy Of Herbal Siddha Drug 

Nilapanai Kilangu Chooranamkandangkathiri Pazha Thailam” (External) In 

Treating ‘’Venpadai” (Vitiligo) 

 

PATIENT INFORMATION SHEET 

 

Name of the principal Investigator: Dr.--------------------------------  

Name of the institute:    National Institute of Siddha, 

                                         Tambaram Sanatorium, 

                                          Chennai-47. 

 

INFORMATION SHEET FOR PATIENTS PARTICIPATING IN THE OPEN 

CLINICAL TRIAL. 

 

I,  --------------------------, studying a Post - Graduate Scholar at National 

Institute of Siddha, Tambaram Sanatorium is doing a trial on the study Venpadai 

(Vitiligo). Vitiligo is a common persistent skin disease, occurring throughout the 

world In this regard; I am in a need to ask you a few questions. I will maintain 

confidentiality of your comments and data obtained. There will be no risk of 

disclosing your identity and no physical, psychological or professional risk is 

involved by taking part in this study. 

 

Taking part in this study is voluntary. No compensation will be paid to you for 

taking part in this study. 

 

           You can choose not to take part. You can choose not to answer a specific 

question. There is no specific benefit for you if you take part in the study. However, 

taking part in the study may be of benefit to the community, as it may help us to 

understand the problem of defaulters and potential solutions. 

 



 
 
 
 

 

 

             If you agree to be a participant in this study, you will be included in the study 

primarily by signing the consent form and then you will be given the internal 

medicine Nilapanai Kizhangu Chooranam (Internal medicine)5-7yrs…1gm 8-

12yrs…1.5gm BD with milk  for 40 days and Kandangkathiri Pazha Thailam 

(External medicine) . 

 

  The information I am collecting in this study will remain confidential. I will 

ask you few questions through a questionnaire. I will not write your name on this 

form. I will use a code instead.  

 

The questionnaire will take approximately 20 minutes of your time. 

 

If you wish to find out more about this study before taking part, you can ask 

me all the questions you want or contact Dr. ………………………PG Scholar cum 

principal investigator of this study, attached to National Institute of Siddha,Chennai-

47. You can also contact the Member-secretary of Ethics committee, National 

Institute Siddha, Chennai 600047, and Tel No: 91-44-22380789, for rights and 

participation in the study.  

  



 
 
 
 

 

 

PREPARATION OF TRIAL DRUGS: 

:  

: 

  

  

 
: 

 

: 

. 

 :  

:  

5 -7 yrs - 1 2  

      8 – 12 yrs - 1.5 2  

 :  

( - )  

  



 
 
 
 

 

 

: 

: 

 – 4  

 – 1  

 
 :  

, 4 –

1 

,  

 
 : ..  

( - ).  

  



 
 
 
 

 

 

 PHYSIO CHEMICAL METHOD RESULTS:



 
 
 
 

 

 

GC-MS RESULTS: 

 

 

  

  



 
 
 
 

 

 

 

 

HR- SEM RESULTS: 
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36. Op No : B 43277 

Name : Bhuvaneswari , 10 / Fch 

 

 

Before Treatment 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

After Treatment 
   

 

 

 

 

 

 

 

 

 

 

 



 
 
 
 

 

 

 

 

 

  

DRUG PHOTOS: 

 

 

 

 

 

 

 

NILAPANAI KIZHANGU 
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KANDANGKATHIRI PAZHAM  
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