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Abstract Background: Vitiligo is a commonly acquired, idiopathic, heritable depigmentary anomaly of the skin and/or mucous 

membranes. It is a major social and cosmetic concern, characterized by depigmented patches surrounded by a normal or a 

hyperpigmented border. Aims: To study the demographic, etiological and clinical profile of vitiligo patients. Methods: 

This cross-sectional hospital-based clinical study was conducted in a tertiary medical center over a period of one year 

which involved 100 patients with vitiligo who were assessed using detailed history taking and clinical examination for 

demographic, etiological and clinical data. Results: Majority of patients were in the age group of 26-35 years. Among 

100 patients, female preponderance was noted in the study with a percentage of 57% followed by 43% males. Most of the 

patients (68%) had history of generalized lesions while 32% of the patients gave history of localized lesions. 27 (27%) 

cases give a definite family history, out of which 19 (70%) patients was the 1st degree relative and 8 (30%) cases were 2nd 

degree relative. Out of 100 patients, 93[93%] were not associated with any disease while diabetes mellitus was seen in 

1(1%), hypertension in 4(4%), bronchial asthma in 1(1%), and hypothyroidism in1 (1%) patient. 
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INTRODUCTION 
Vitiligo is a common, acquired, pigmentary disorder of 

skin, mucous membrane resulting from the destruction of 

functional melanocytes in epidermis and hair follicle 

which affects 1-2% of the general population, without 

racial differences
1,2
. Recent studies show that complex 

autoimmune, neural and self-destructive mechanisms are 

involved in its pathogenesis.
 
Vitiligo is frequently 

associated with familial clustering and approximately 

20% of probands have at least one affected first-degree 

relatives
3,4 

The risk for first degree relatives of patients 

with vitiligo to develop the disease is increased by seven 

to ten fold compared with the risk for the general 

population.
5
 Various studies suggest that patients with 

vitiligo have an increased risk of developing autoimmune 

disease such as thyroid disease, Addison's disease, 

pernicious anaemia, diabetes mellitus and alopecia 

areata.
6 

 

MATERIALS AND METHODS 
This was a single centered, cross-sectional descriptive 

study aimed at studying the epidemiological factors of 

vitiligo performed with the approval of the institutional 

ethical committee. 100 self reporting patients of vitiligo 

of any age and either sex, diagnosed on the basis of 

history and clinical examination were evaluated on a 

preformed proforma for the age of onset, sex ratio i.e 

male and female ratio, role of hereditary factors and 

association with other diseases. 

Inclusion/ Exclusion Criteria: The cases with the white 

patches due to secondary causes and those who were not 

willing to get enrolled in the study were excluded and the 

rest were included in the study.  
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RESULTS  
 

Figure 1: Sex

Figure 3:  Lesions

 

 

Among 100 patients, females dominated the study with a 

percentage of 57% whereas only 43% were males as 

shown in figure 1. Majority of patients were in the age 

group of 26-35 years seen in figure 2. Most of the patients 

68% had history of generalized lesions while 

the patients gave history of localized lesions, figure 3.
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Sex     Figure 2: Age 

 

 
Lesions    Figure 4: Family History 

Figure 5: Association  with Other Diseases 
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DISCUSSION 
Vitiligo is considered to be a multifactorial disorder. An 

assortment of hypotheses, such as genetic, neural, 

biochemical (autocytotoxic), and autoimmune have been 

put forth to elucidate it’s etiopathological mechanism. 

Clinically, vitiligo is classified depending upon the site 

and extent of involvement into following types: 

generalized which is the most common, segmental, 

localised or focal, universal, acro-facial and mucosal 

type. Current clinical recommendations for vitiligo that is 

limited to only a few patches include treatment with 

topical agents such as corticosteroids and calcineurin 

inhibitors, and localised NB-UVB phototherapy such as 

excimer laser. For more extensive or spreading disease, 

whole body NB-UVB phototherapy is recommended. 

Surgical treatments are reserved for stable vitiligo and 

especially for vitiligo that is non-responsive to previous 

treatments areas. In our study, the female to male ratio 

was 1.3:1 which is different from the other studies.
7,8,9

 

The females outnumbered males in our study presumably 

because social stigma and marital concerns prompt 

women to seek early consultation. In 30% of the patients, 

the age of onset was 26-35 years. However, other study
10
 

showed the age of onset to be between 40 and 60 years. 

There was a definite family history of vitiligo in 27% of 

our patients; first-degree relatives were affected in 70% 

patients. Vitiligo has a polygenic or autosomal dominant 

inheritance pattern with incomplete penetrance and 

variable expression.
11,12

 Familial occurrence has been 

reported to be in the range of 6.25% to 30%.
13
 Positive 

family history is considered to be a poor prognostic factor 

for vitiligo. In our study, vitiligo vulgaris was the most 

common type observed, followed by localised vitiligo. 

The frequency of distribution of clinical types of vitiligo 

varies in different studies. According to the some 

studies
14
 generalized vitiligo was found to be more 

common. No significant systemic illnesses were observed 

in our study. The association of vitiligo with thyroid 

disease was 1% in our study but was reported to be 12% 

by Gopal et al.15 Diabetes mellitus is found in 1% to 7% 

of patients with vitiligo.
17
 although it was seen in 1% of 

the patients in our study. 

 

 

 

 

 

REFERENCES 
1. Kovacs SO. Vitiligo. J Am Acad Dermatol. 1998; 

38:647–66. 667.  

2. Hann SK, Nordlund JJ. Definition of vitiligo. In: Hann 

SK, Nordlund JJ, editors. Vitiligo: A Monograph of the 

Basic and Clinical Science. Oxford: Blackwell Science 

Ltd; 2000. pp. 3–5 

3. Alkhateeb A, Fain PR, Thody A, Bennett DC, Spritz RA. 

Epidemiology of vitiligo and associated autoimmune 

diseases in Caucasian probands and their families. 

Pigment Cell Res. 2003; 16:208–14. 

4. Ortonne JP, Mosher DB, Fitzpatrick TB. Vitiligo and 

other hypomelanoses of hair and skin. In: Ortonne JP, 

Mosher DB, Fitzpatrick TB, editors. Topics in 

Dermatology. Plenum Medical Book Co; New York, 

USA: 1983. pp. 257–258.  

5. Nath SK, Majumder PP, Nordlund JJ. Genetic 

epidemiology of vitiligo: multilocus recessivity cross-

validated. Am J Hum Genet. 1994;55:981–90 

6. Cunliffe WJ, Hall R, Newell DJ, et al. Vitiligo, thyroid 

disease and autoimmunity. Br J Dermatol 1968; 80:135–

139. 

7. Handa S, Kaur I. Vitiligo: Clinical findings in 1436 

patients. J Dermatol 1999; 26:653-7. 

8. Koranne RV, Sehgal VN, Sachdeva KG. Clinical profile 

of vitiligo in North India. Indian J Dermatol Venereol 

Leprol 1986; 52:81-2.  

9. Sarin RC, Kumar AS. A clinical study of vitiligo. Indian 

J Dermatol Venereol Leprol 1977; 43:300-14.  

10. Howits J, Brodthagen H, Schwarts M, Thomsen K. 

Prevalence of vitiligo: Epidemiological survey the Isle of 

Bornholm, Denmark. Arch Dermatol 1977; 113:47-52. 

11. Bleehen SS, Ebling FJ, Champion RH. Disorders of skin 

color. In: Champion RH, Burton JL, Ebling FJ, editors. 

Text book of Dermatology. London: Blackwell Scientific 

Publications; 1992. p. 1561-622. 

12. Moscher DB, Fitzpatrick TB, Hori Y, Ortonne JP. 

Disorders of pigmentation. In : Fitzpatick TB, Isen AZ, 

Wolff K, Freedberg IM, Austen KF, editors. 

Dermatology in general medicine. New York: McGraw 

Hill; 1993. p. 903. 

13. Shajil EM, Agrawal D, Vagadia K, Marfatia YS, Begum 

R. Vitiligo: Clinical profiles in Vadodara, Gujarat. Indian 

J Dermatol 2006;51:100-4 

14. Koranne RV, Sehgal VN, Sachdeva KG. Clinical profile 
of vitiligo in North India. Indian J Dermatol Venereol 

Leprol 1986; 52:81-2. 

15. Gopal K, Rama Rao GR, Kumar YH, Appa Rao MV, 

Vasudev PS. Vitiligo: A part of a systemic autoimmune 

process. Indian J Dermatol Venereol Leprol 2007; 

73:162-5. 

16. Huggins RH, Janusz CA, Schwartz RA. Vitiligo: A sign 
of systemic disease. Indian J Dermatol Venereol Leprol 

2006; 72:68-71. 

 

 Source of Support: None Declared 

Conflict of Interest: None Declared  


