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Abstract

Introduction: Vitiligo is a potentially harmless autoimmune skin condition causing white geographic patterns. It is a social taboo especially in India since
ancient times. Vitiligo decreases the matrimonial prospects of the affected individuals. There is a variance in prevalence of vitiligo in different populations all
over the world, Indian studies found the incidence to be 3-4% throughout India but an epidemic surge of 8.8% in the tropical states of Gujarat and Rajasthan.
Oxidative stress is another causative factor. Even though extensively studied a lot still remains unknown about this disease. With this study we aim to shed
light on some of the demographic, etiological, dietary and associated factors of vitiligo.

Objectives: 1. To determine demographic factors of vitiligo; 2. To describe clinical types of vitiligo; 3. To describe associated factors in patients with vitiligo.
Materials and Methods: All the patients diagnosed with vitiligo coming to the outpatient department (OPD) of the dermatology department of the medical
college from 1st September to 31st December 2024 were part of this study. Additionally wood’s lamp and dermoscopy were used to aid diagnosis.
Conclusion: Vitiligo is most frequent disorder in the tropical geographic region of western India in all age groups of both genders. Measures need to be taken
to provide affordable and effective management for the patients along with psychological support to the affected individuals. Majority of the patients had
dietary restrictions so nutrient deficiencies should be looked into as studies show role of diet in vitiligo. BMI in most of the patient was found to be average or
below average so, diet habits seem to have role in vitiligo. Sunscreens should be added to treatment to prevent photo damage in sun exposed skin.

Keywords: Vitiligo, Generalized vitiligo, Acral vitiligo, Focal vitiligo, Mucosal vitiligo, Genital vitiligo, Segmental vitiligo, Non-segmental vitiligo, White
patches.
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CXCL 10 production by keratinocytes which further recruit

o ) ) ) ) ) T cells thus progressing vitiligo.5” Throughout world vitiligo
Vitiligo is a cutaneous disorder in which melanin particularly  has peen reported to be 0.5-1%° but it has epidemic

disappears and causes bizarre geographic white patterns on  proportions in Gujarat of 8.8%.° The disease is more evident
the skin. The depigmented skin is left exposed to harmful j, the tropical region due to the sharp contrast of skin colour
Ultraviolet (UV) rays and sunburn especially on exposed  oceurring due to depigmentation.’® Vitiligo most frequently
body parts. It does not hinder physically but has a profound  oceyrs in genetically susceptible individuals and over 50 gene
psychosocial effect as the patients feel alienated.® In certain loci have been identified.’1% The pigmentary disorder has
regions including western India vitiligo has been given 5150 peen found to be associated with various other
misnomer of leprosy in local language since ages further 4 t0immune diseases.’® Diet low in proteins and minerals is
impacting the mental health of patients.? In depth studies of also thought to be the causative factor of this pigmentary
vitiligo have found it to be due to autoimmune causes along  gisorder.2 As per 2011 consensus segmental vitiligo has been
with environmental, genetic factors and oxidative stress.*  Giversified from non- segmental vitiligo because of its
Tyrosinase, an enzyme involved in melanin biosynthesis  nrognosis. Segmental type is associated with leucotrichia and
encoded by TYR gene acts as an autoantigen for de- s ynusually unilateral and resistant to treatment. Vitiligo
melanisation.*® IFN-y secreted by T cells trigger CXCL9and  particularly constitutes non segmental vitiligo which s
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further diversified as focal, acrofacial, mucosal, generalized,
universal, mixed and rare types. The course of vitiligo is
unpredictable and may evolve into segmental or non-
segmental.’> As observed in studies a quarter of patients
develop vitiligo in the first decade, half of them in the second
decade and up to 80% are affected by thirty years of life.16
Genetic association of vitiligo has been shown by
involvement of 20% of first degree relatives with similar
condition.'” Focus on nutritious diet has also been considered
for recovery from this condition.'® In a study conducted at
Birmingham Medical Centre at Alabama, folic acid and
Vitamin B12 was found to be low in vitiligo patients and
replacement of these vital nutrients took 3 years for cutaneous
repigmentation in patients.!® Vitamin D deficiency has also
been indicated in causation of vitiligo and evidence has been
shown in decreased progression of disease on taking Vitamin
D daily for 6 months.?° Polypodium leukotomas, khellin and
Gingko bilboa have been seen to enhance pigmentation in
patients of vitiligo.?! Cytotoxic CD8+ T cells precipitate
melanocyte destruction and autoimmunity in vitiligo.?
Histopathology though not imperative for diagnosis reveals
nearly complete loss of pigment in epidermis and
melanocytes in basal layer by Fontana-Masson stain. Initially
epidermis shows interface dermatitis with CD8+ cytotoxic
cells near melanocytes. The borders of lesion show
perivascular and perifollicular infiltrate.?® Vitiligo is
diagnosed clinically with appearance of typical white
macules presenting most frequently around mouth, eyes, lips,
genitals, finger tips, toes and other frictional sites.?* On
wood’s lamp examination - a hand held device emitting UVA
light, lesions are accentuated with bluish white fluorescence
hence, assisting the diagnosis of vitiligo (8). Dermoscopic
examination of vitiligo reveals lingering perifollicular
pigmentation in active stage and telengectasia (Figure 1)
differentiating it from other hypopigmentary disorders.?

2. Materials and Methods

All the patients who were diagnosed with vitiligo coming to
the OPD of dermatology of the medical college from 1st
September to 31st December 2024 were part of this study.
This study was approved by the ethics committee of the
institute. The diagnosis of patients was clinical and further
evaluated by wood’s lamp examination and dermoscopy.
Patient’s detailed family history along with history of
associated diseases, dietary preferences, height, weight and
addictions were recorded. Demographic analysis was also
done using MS excel to deduce mean and percentage, which
included age, sex and occupation of the patient. Body mass
index (BMI) of all the patients was also calculated.

2.1. Inclusion criteria

All the patients who were diagnosed with vitiligo by clinical
examination, wood’s lamp and dermoscopy.

2.2. Exclusion criteria

Patients who had hypo pigmented lesions like psoriasis,
nevus depigmentosus, pityriasis versicolor, idiopathic guttate
hypomelanosis, nevus anemicus, ash leaf macule, post
inflammatory hypopigmentation etc.

3. Results

The study comprised of seventy-four patients of vitiligo
attending dermatology OPD of Medical College out of a total
of six thousand and three hundred patients which was 1.17%.
of the patients.
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Graph 1: Age distribution of vitiligo patients
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Graph 3: Types of Vitiligo Presentation: Generalized(G),
Acro-facial(AF), Confetti(C), Mucosal(M), Segmental(S),
Acral(A), Focal(F).
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3.1. Age range of subjects

The clinico-epidemiological profile, along with associated
disorders and various patterns of vitiligo, was analyzed. The
age range of patients varied from 2.5 months to seventy-five
years (Figure 1), with a mean age of 36.3 years. The highest
number of cases (fifteen patients, 20%) was observed in the
thirty-one to forty years age group, followed by thirteen
patients (18%) in the twenty-one to thirty years age group,
twelve patients (16%) in the fifty-one to sixty years age
group, and eleven patients each (15%) in the eleven to twenty
years and forty-one to fifty years age groups. Among children
from birth to ten years, 7 cases (10%) were reported. The
lowest number of cases was seen in the sixty-one to seventy
years age group, with 4 patients (5%), and only one patient
(1%) was over seventy years old (Graph 1).

3.2. Gender, occupation and associated diseases profile

Gender wise male patients dominated with forty-one (55%)
as compared to females which were thirty three (45%)
(Graph 2). The age of onset of vitiligo was from adolescent
to thirty-five years of age in fifty patients (67.5%).
Associated diseases were present in twenty-two patients of
this autoimmune disorder- 3 patients had hypertension, 4 had
diabetes mellitus in middle age group, 2 children had atopic

Table 1: Associated diseases in vitiligo patients

dermatitis,3 had obesity with acanthosis nigricans. One
patient each had hypothyroidism, asthma, rheumatoid
arthritis, lichen planus, alopecia areata, Parkinson’s disease,
prurigo, eczema, pitriyasis versicolor (Table 1). Family
history of vitiligo in first degree relative was positive in
twelve patients (16.3%). Eighteen patients (24.4%) were
addicted to tobacco smoking. Majority of patient were farmer
by occupation and housewives each fifteen in number,
fourteen were students, eleven were daily wagers or manual
workers, 3 were in executive job & rest of the patients were
in extremes of age either infants or retired persons. Number
of vegetarian patients were fifty-four out of seventy-four
(74%), remaining nineteen patients were non vegetarian.

3.3. BMI of patients

Fourteen (18.9%) patients were underweight with BMI below
eighteen. Thirty-seven (50%) had BMI towards lower side
between eighteen - twenty-five. Eighteen (24.3%) had BMI
in the range of twenty-five - thirty while 5 (6.7%) were
overweight with 30+ BMI. Approximately 70% patients of
vitiligo patients had average or below average BMI (Table
2).

S.No. Associated disease Age Sex Type of vitiligo

1 Acanthosis Nigricans with Obesity 16 F Focal

2 Hypertension 58 M Focal

3 Diabetes 40 F Acral

4 Vision 20 M Focal

5 Hypertension 64 F Generalized

6 Thyroid 40 F Segmental

7 Hypertension 33 F Focal

8 Atopic dermatitis 14 F Focal

9 Asthma 50 F Generalized

10 Obesity 15 F Focal

11 Atopic dermatitis 2 M Segmental

12 Lichen Planus 40 F

13 Diabetes mellitus 1 47 F Generalized

14 Eczema 52 M Generalized

15 Prurigo 26 F Acral

16 T. Corporis / Keloid 21 F Acral

17 Alopecia Areata 23 M Generalized

18 P. Versicolor 32 M Focal

19 Facial Palsy 40 M Generalized

20 Diabetes mellitus and Parkinsons 69 M Acral

21 Diabetes mellitus 1 47 F Generalized

22 Rheumatoid arthritis 60 F Mucosal
Table 2: BMI of vitiligo patients

S.No Category BMI =kg/m2 BMI of Vitiligo patients

1. Underweight <185 14(18.9%)

2. Normal weight 18.5-24.9 37(50%)

3. Overweight 25-29.9 18(24.3%)

4 Obese >30 5(6.7%)
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3.4. Types of vitiligo

Generalized vitiligo had the highest frequency of occurrence
(Graph 3). A large number of patients had vitiligo patches
on sun exposed sites, thirty-two had lesions on face, head and
neck while twenty-four had acral presentation, 2 had
involvement of genital mucosa. Segmental and confetti like
lesions were in minimal number of patients.

4. Discussion

Generalized vitiligo involves large surface area of the body
usually bilaterally symmetrical macules frequently on the
pressure sites and those associated with friction. Vitiligo
universalis (Figure 2) involves 80-90% body surface area
with complete depigmentation of skin and hair. Acro-facial
and acral vitiligo (Figure 3) involves sun exposed sites of
face and distal extremities. Lip tip variety is also included
under this. Mucosal vitiligo depigments oral (Figure 4) and
genital mucosa (Figure 5). Focal vitiligo (Figure 6) is a
singular lesion which lingers for a year or two before
progressing to segmental (Figure 7) or non-segmental
vitiligo. A combination of the lesions may be present which
is called mixed vitiligo. Rare variants are Punctate vitiligo
where lesions are confetti like 1-1.5mm size (Figure 8) and
Hypochromic vitiligo or vitiligo minor present at the sites of
seborrheic distribution such as trunk and scalp.

Figure 1: Dermascopy image of vitiligo with perifollicular
pigmentation

Figure 2: Universal vitiligo

Figure 3: Acral vitiligo

Figure 5: Genital vitiligo

Figure 6: Focal vitiligo
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Figure 7: Segmental vitiligo

T o .58
Figure 8: Confetti vitiligo
Head is involved in 50% of the cases of vitiligo most
commonly trigeminal dermatome.? Vitiligo makes an
occurrence before 30 years of age usually and regression of
the disease is rare on itself as it progresses for decades.?”?8
Similar findings are revealed in our study. As reported earlier
vitiligo precipitated in young adults below 35 years according
to this data. About 20% cases have occurrence of vitiligo in
close relatives” and as per the above results 16.3% reported
positive family history. Management of the patient requires
evaluation and detailed history of the patient including
personal and family history along with association of thyroid
and other autoimmune diseases.?® Studies have shown
coexistence of thyroid and other autoimmune disorders like
alopecia areata, rheumatoid arthritis, diabetes mellitus and
Systemic lupus erythematosus, psoriasis and atopic
dermatitis.*® Recent study of vitiligo has shown it to be
associated with lower BMI which is consistent with our
study’s findings as well as the results showed that 70% of our
patients had an average or below average BMI 3!

European Dermatology Forum formulated guidelines for
vitiligo management with four graded options. Topical
corticosteroids and calcineurin inhibitors are the first choice
of treatment. Phototherapy in the form of NB-UVB, Psoralen
PUVA and oral corticosteroids are given in the next step if
first line is ineffective. Various surgical grafting techniques
are tried when oral and topical treatment does not work. Last
resort is the depigmentation to even out skin colour.
Presently Ruxolitinib and Tofacitinib have been found to be

promising drugs and approved to manage vitiligo by targeting
JAK 3

5. Conclusion

Vitiligo is a very common disease in western India associated
with a number of other diseases and it is a psychological
havoc for the patients. Its exact cause is yet to be unearthed.
BMI below average and average towards lower side signify
role of proper diet and protein intake in vitiligo.
Micronutrient deficiencies should be covered as studies show
the relevance in vitiligo. Sunscreens should be added to
treatment to prevent photo damage to sun exposed parts.
Measures need to be taken to provide affordable management
for the patients along with psychological support
incorporated in the guidelines.
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