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BACKGROUND/AIMS
Vitiligo is an acquired, idiopathic, generally progressive pigmentation disorder of an unknown etiology. Vitiligo usually begins during 
childhood or adolescence. This study aimed to evaluate the clinical and demographic characteristics of this disease as well as understand 
its impact on patient quality of life (QoL).

MATERIAL and METHODS
Thirty-one vitiligo patients aged 5–16 years who visited the outpatient dermatology clinic were included in the study. The demographic 
information of all the patients was collected. A complete clinical examination was performed, and the disease-related features were 
recorded. Moreover, all the patients completed the children’s dermatology life quality index (CDLQI).

RESULTS
Of the 31 patients, 20 were girls (64.5%), and 11 were boys (35.5%). The mean patient age was 10.33±4.19 years. Vitiligo vulgaris was the 
most common (51.6%) clinical type of vitiligo. The most commonly involved areas were the trunk (54.9%), face (54.9%), and extremities 
(41.7%). In the study group, 32.3% of the patients (10 of 31) had an accompanying autoimmune disease. The median CDLQI score of the 
patient group was 6 (min–max: 0–22). There was a significant correlation between patient age and CDLQI score (r=0.369, p=0.041).

CONCLUSION
Vitiligo has a different clinicoepidemiological profile in children and adolescents. This disease significantly lowers the patient’s QoL. Our 
study found a significant correlation between patient age and CDLQI score. In clinical practice, it is important to remember that vitiligo is 
not only a cosmetic disorder; it may negatively affect multiple aspects of the patient’s QoL.
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INTRODUCTION
Vitiligo is generally an acquired, progressive pigmentation disorder of an unknown etiology (1, 2). The onset of vitiligo is 
usually during childhood or adolescence (3), with the prevalence being 0.04%–2.2% in children (2). The disease does not 
cause a physical disturbance; however, its clinical manifestations may have negative psychosocial effects and decrease 
the patient’s quality of life (QoL), especially when the onset is during childhood or adolescence (1).

The Children’s Dermatology Life Quality Index (CDLQI) is used for children aged 5–16 years and evaluates the influence 
of skin diseases on the QoL considering the findings during last week. It was first created by Lewis-Jones and Finlay (4). 
Balcı et al. (5) then translated the scale into the Turkish language and conducted validation studies.

This index has been used for many childhood dermatological diseases (6); however, few studies have used this index for 
vitiligo (1, 2, 7-11). Limited information is available about the influence of vitiligo on the QoL of children; therefore, we decid-
ed to conduct research on this topic with the patients managed at the outpatient clinic.
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This study aimed to evaluate the clinical and demographic char-
acteristics of the disease and the effects on the QoL of children 
and adolescents.

MATERIALS and METHODS
Total 31 vitiligo patients aged 5–16 years who visited the outpa-
tient dermatology clinic were included in the study. The research 
protocol was approved by the institutional ethics committee. 
All the participants and their parents were informed about the 
study, and informed consent form was obtained.

Diagnoses were established by dermatologists in charge of the 
study and were based on the clinical symptoms. Demographic 
details of all the patients, including the age, sex, body mass in-
dex, age of onset, duration of disease, presence of associated 
autoimmune and endocrine diseases, family history, and sto-
ry of previous treatments were recorded. The patients were 
questioned about the daily duration of sun exposure, use of 
sunscreen, seasonal exacerbation, as well as symptoms, such 
as pruritus and erythema. A complete clinical examination was 
performed and information about the sites, percentage of the 
body surface area involved, presence of leukotrichia and Koeb-
ner phenomenon was recorded from the clinic notes. The status 
of the disease was defined as active and stable. If there was 
emergence of new lesions and/or enlargement in the size of 
existing lesions during the previous 3 months, the disease was 
recorded as active. The standard working classification system 
was used to determine the clinical types of vitiligo, and the pa-
tients were divided into the following six groups: focal, segmen-
tal, vulgaris, acrofacial, mucosal, and universal (12).

The 10-question CDLQI is often used in dermatology practice to 
assess how a skin disease has affected a patient’s daily life ac-
tivities during the previous week. The validated CDLQI was the 
instrument mainly used in this study. It has a Likert scale scored 
from 0–3 (0=not at all, 1=only a little, 2=quite a lot, and 3=very 
much) and consists of 7 parts that help evaluate different char-
acteristics as follows: “symptoms/feelings,” “leisure,” “school/
holidays,” “daily activities,” “personal relationships,” “sleep,” and 
“treatment.” The maximum possible score was 30 and the low-

est possible score was 0. Higher the score, lower the QoL (4). 
The children completed the CDLQI themselves. Few younger 
children could not read or write; for these children, the parents 
were asked to read out the questions and record their answers 
without directing the children in their point of view.

Statistical Analyses
All the analyses were performed using the Statistical Package 
for the Social Sciences, version 16.00 (SPSS Inc., Chicago, USA) 
and a p value <0.05 was considered statistically significant. Nor-
mality of the data was tested. The qualitative variables were 
described as absolute and relative frequencies. Mean and 
standard deviation values were calculated for normal quanti-
tative variables, while median and minimum-maximum values 
were calculated for the non-normal variables. Non-normally 
distributed quantitative variables were compared using the 
Mann-Whitney U test in the presence of two variables and the 
Kruskal Wallis test in the presence of more than two variables; 
Spearman’s Rho analyses was used for correlations between 
two variables.

RESULTS
Of the 31 patients, 20 were girls (64.5%), and 11 were boys 
(35.5%). The mean patient age was 10.33±4.19 years. Twenty pa-
tients were children (<12 years old) and 11 were adolescent (12–16 
years old).

 The mean body mass index was 20.62±3.50 kg/m2. The average 
age at disease onset was 8.89±3.84 years. The median disease 
duration was 12 months (range: 1–72) (Table 1).

Eleven patients (35.5%) had focal, 16 (51.6%) had vulgaris, 2 
(6.5%) had acrofacial, and 2 (6.5%) had segmental vitiligo. No-
body had mucosal or universal types of vitiligo (Table 2). Most 
patients (17, 54.9%) had lesions on the trunk; further, 17 (54.9%) 
had lesions on the face (Figure 1). The detailed distribution of 
the lesions is presented in Figure 2. The percentage of the in-
volved body surface area is shown in Figure 3. Twenty-two 
(71%) patients complained of itching, and 27 (87.1%) had ery-
thema. Eight (25.8%) reported seasonal exacerbation of the 
disease. Twenty-two patients (71%) had an active and pro-
gressive disease course, while 9 (29%) had a stable course. 
Eight patients (25.8%) had a positive Koebner phenomenon. 
Leukotrichia was found in 6 (19.4%) of the patients. None had a 
mucosal lesion (Table 3).

Total 23 patients (74.2%) had a sun exposure of <5 hours per day, 
5 (16.1%) had 5–10 hours of exposure, and 3 (9.7%) had >10 hours 
of exposure per day. Of the 31 patients, only 4 (12.9%) reported 
using sunscreen regularly.

Twenty-one (67.7%) patients had no accompanying autoim-
mune and endocrine diseases, while 4 (12.9%) had autoim-
mune tiroiditis, 2 (6.5%) had celiac disease, 2 (6.5%) had alo-
pecia areata, 1 (3.2%) had type 1 diabetes mellitus, and 1 (3.2%) 
had halo nevus. Seven patients (22.6%) had a family history 
of vitiligo. Seventeen patients (54.8%) had not undergone 
any treatment previously, while 5 (16.1%) used topical ste-
roids, 3 (9.7%) used topical pimecrolimus, 3 (9.7%) used topical 
tacrolimus, and 3 (9.7%) underwent narrow-band ultraviolet 
UVB therapy.
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Main Points:

•	 Vitiligo does not cause a physical disturbance; however, 
its clinical manifestations may have negative psychoso-
cial effects and decrease the patient’s quality of life, espe-
cially when the onset is during childhood or adolescence.

•	 Of the 31 patients, 20 were girls (64.5%), and 11 were boys 
(35.5%). There is a female preponderance in the present 
study.

•	 Ten (32.3%) patients had accompanying autoimmune and 
endocrine diseases such as autoimmune tiroiditis, celiac 
disease, alopecia areata, type 1 diabetes mellitus, and 
halo nevus.

•	 The median children’s dermatology life quality index 
(CDLQI) score of the patient group was 6 (range: 0–22). 
There was a significant correlation between patient age 
and CDLQI scores.

•	 Vitiligo is common in children and adolescents and has a 
different clinicoepidemiological profile.
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TABLE 1. Demographic characteristics of the vitiligo patients 

Demographic characteristics

Sex	 Female (n/%)	 Male (n/%)	 Total (n/%)

	 20 (64.5%)	 11 (35.5%)	 31 (100%)

Age	 Mean±SD (years)	 Min (years)	 Max (years)

	 10.33±4.19	 2	 16

Body Mass Index	 Mean±SD (kg/m2)	 Min (kg/m2)	 Max (kg/m2)

	 20.62±3.50 	 13	 27

Age at Disease Onset	 Mean±SD (years)	 Min (years)	 Max (years)

	 8.89±3.84	 1.5	 16

Duration of the Disease 	 Median (months)	 Min (months)	 Max (months)

Max: Maximum, Min: Minimum, SD: Standard deviation

FIGURE 1. a-c. Depigmented macules and patches involving the face, hands, knees and feet in a patient with vitiligo vulgaris. (a) Face involve-
ment. (b) Hand involvement. (c) Knee and feet involvement

a b c

FIGURE 2. Distribution of the lesions FIGURE 3. The percentage of the involved body surface area
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Effect of vitiligo on the CDLQI scores
The median CDLQI score of the patient group was 6 (range: 0–22). 
There was no significant difference in the CDLQI scores of boys 
and girls (p=0.917) as well as those of children and adolescents 
(p=0.233). There was a significant correlation between patient 
age and CDLQI scores (r=0.369, p=0.041) (Table 4). As the age 
of the patients increased, the CDLQI scores also increased, and 
thus, the QoL decreased. There was no significant correlation 
between age at disease onset and the CDLQI scores (p=0.123). 
There was no significant difference in the CDLQI scores as per 
vitiligo subtypes (p=0.350). There was no significant correlation 
between disease duration and the CDLQI scores (p=0.137) or be-
tween the percentage of the involved body surface area and 
the CDLQI scores (p=0.321).

DISCUSSION
Vitiligo is the most commonly encountered disease among dis-
orders of depigmentation. It usually starts during childhood or 
early adulthood (3). This study aimed to describe the clinical 
spectrum and epidemiological data of vitiligo in children and 
adolescents. Moreover, we attempted to determine the effect of 
vitiligo on their QoL, using the CDLQI.

In >60% of the patients in our study group, the age of disease 
onset was 4–12 years (mean age: 8.89±3.84 years). In 10 out of 

the 31 patients (32.3%), the disease developed at 4–8 years of 
age, and in 10 (32.3%) subjects, the first symptoms of the disease 
occurred at 9–12 years of age. The reported disease onset var-
ied greatly across studies; however, most authors have conclud-
ed that vitiligo is acquired in the early stages of life, especial-
ly at 4–12 years of age (13). When the age at presentation was 
studied, the mean age was 10.33±4.19 years, and most patients 
(35.5%) were 9–12 years old. This disparity and delay between 
the age of onset and age of presentation shows the progressive 
course of the disease and the need for long-term treatment and 
follow-up.

A female preponderance of (63% vs. 57%) in childhood vitiligo 
has been reported by most studies, in accordance with our re-
sults that showed a higher incidence (64.5%) of vitiligo in girls 
(14-16). However, some other studies have reported an almost 
equal incidence for boys and girls (17, 18). The higher incidence in 
girls could be attributed to overrepresentation in childhood and 
adolescence because of the cosmetically disfiguring, de-pig-
menting nature of the disease.

In agreement with previous reported (3, 14), vitiligo vulgaris was 
the most common (51.6%) clinical type of vitiligo in children and 
adolescents in our study. Focal vitiligo was the second most 
common (35.5%) presentation in this study similar to the result 
published by Halder et al (14). Segmental type of vitiligo is a 
special clinical type for children because it has been reported 
more frequently in children. In most studies, the frequency is 
>16%, ranging from 4.6%–32.5% (14-18). However, in our patients, 
segmental vitiligo accounted for only 6.5% of all cases. We did 
not observe universal vitiligo, mucosal vitiligo, or mucosal in-
volvement related to other clinical types of vitiligo in our patient 
group.

The three most commonly involved areas were the trunk (54.9%), 
face (54.9%) and extremities (41.7%). In the present study, 22.6% 
of the patients had a family history of vitiligo. Various studies 
have reported that patients with vitiligo have higher rates of 
positive family history, ranging from 3.3%–35% (3, 14, 17, 19, 20).

The incidence of leukotrichia was 19.4% in the present study. In 
the literature, the incidence of leukotrichia is known to range 
from 3.7%–25% (3, 14, 19). The Koebner phenomenon was pres-
ent in 25.8% of our patients, similar to that reported in a previous 
trial (19).

Vitiligo may be associated with several endocrinopathies and 
other autoimmune disorders; however, in various studies, the 
frequency of autoimmune disorders in vitiligo patients was less 
than that observed in our study (21-23). In our study group, 32.3% 
of the patients (10/31) had an accompanying autoimmune dis-
ease. Four (12.9%) had autoimmune tiroiditis, 2 (6.5%) had celiac 
disease, 2 (6.5%) had alopecia areata, 1 (3.2%) had type 1 diabe-
tes mellitus, and 1 (3.2%) had halo nevus.

Handa et al. (15) reported an incidence of 1.3% (7/625) for au-
toimmune disorders in children with vitiligo. Jaisankar et al (3) 
reported that none of their patients was diagnosed with auto-
immune disorders, while Halder et al. (14) reported that 2.4% of 
their patients had alopecia areata (2/82). Schallreuter et al. (23) 
reported that all of the diseases thought to be associated with 
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TABLE 2. Distribution of the types of vitiligo among the patients 

Types of Vitiligo	 n	 %

Focal Vitiligo	 11	 35.5

Vitiligo Vulgaris	 16	 51.6

Acrofacial Vitiligo	 2	 6.5

Segmental Vitiligo	 2	 6.5

Mucosal Vitiligo	 -	 -

Universal Vitiligo	 -	 -

TABLE 4. Evaluation of the correlation between the CDLQI scores of 
children and adolescents as well as the correlation of patient age 
with the CDLQI scores 

	 CDLQI score median/(min–max)	 p

Children (n=20)	 6 (3–20)	 0.233

Adolescents (n=11)	 4 (0–22)	

	 Correlation coefficient	 p

Age	 r=0.369	 0,041*

CDLQI score		

CDLQI: Children’s Dermatology Life Quality Index

TABLE 3. Clinical features of the vitiligo patients 

Clinical Features	 Present (n/%)	 Absent (n/%)

Itching	 22 (71)	 9 (29)

Erythema	 27 (87.1)	 4 (12.9)

Seasonal exacerbation	 8 (25.8)	 23 (74.2)

Active and progressive course	 22 (71)	 9 (29)

Koebner phenomenon	 8 (25.8)	 23 (74.2)

Leukotrichia	 6 (19.4)	 25 (80.6)



vitiligo were coincidental except for thyroid diseases and vitili-
go patients were susceptible to thyroid diseases withimpaired 
thyroidal function tests. Alopecia areata is frequently reported 
in children with vitiligo, with the rate ranging from 0.32%–2.4%. 
Thus, our rate of 6.5% was higher than that reported in the liter-
ature (14, 15).

Vitiligo is a disorder of skin color that causes emotional and 
functional deterioration that leads to a decreased QoL. In the 
present study, the median CDLQI score of the patient group 
was 6 (range: 0–22). The QoL was found to be severely im-
paired in 19.35% (n=6) of the subjects (scores>10). The liter-
ature includes several studies that have assessed the der-
matology life quality index in children and adolescents with 
vitiligo. Dertlioğlu et al (1) evaluated the CDLQI scores in vit-
iligo patients, atopic dermatitis patients, and controls. The 
CDLQI scores were significantly elevated in the vitiligo pa-
tient group (mean±standard deviation: 11.68±6.54) compared 
to that in the atopic dermatitis group (7.74±4.59) and control 
group (0.62±0.77). Kruger et al (2) evaluated 74 patients, in-
cluding children and adolescents, and a control group to com-
pare their disease-related QoL scores. They reported that 
there was no significant severe impairment in the QoL in most 
patients. However, the mean score of CDLQI in the patient 
group was 2.8 (median: 1.5) and that in the control group was 
0.6 (median: 0.0), representing a statistically significant dif-
ference (p=0.004). Silverberg et al (11) found that the median 
CDLQI score was 3.0 (interquartile range 5.0) in children and 
adolescent subjects with vitiligo. Furthermore, Lewis-Jones 
and Finlay (4) investigated the effect of cutaneous diseases of 
childhood on the CDLQI scores in a group of pediatric patients 
to find that the mean CDLQI scores were 5.4±5.0 in psoriasis 
patients, 7.7±5.6 in atopic dermatitis patients, and 5.6±3.8 in 
vitiligo patients. Although the scores varied across the stud-
ies, they usually remained <10. Thus, vitiligo usually lowers the 
QoL in children and adolescents significantly; however, but 
usually does not cause a severe impact.

In this study, neither disease duration nor percentage of the 
involved body surface area influenced the CDLQI scores. 
Although there was no significant difference in the CDLQI 
scores of children and adolescents, there was a significant 
correlation between patient age and CDLQI scores. Thus, as 
patient age increased, the CDLQI scores increased and the 
QoL decreased. This finding was consistent with that report-
ed by Silverberg et al (11) who reported that the QoL in ado-
lescents with a disease onset age of 10 years or older further 
deteriorated, suggesting that disease onset during the devel-
opmental stages of ego causes the greatest QoL impairment. 
Adolescence is a developmental period that includes phys-
ical, social, emotional, and cognitive development. Owing to 
the physical changes associated with puberty, adolescent pa-
tients were assumed to be more concerned with their phys-
ical symptoms. Thus, it was understandable that the quality 
of life decreased with disturbing dermatological findings that 
appeared on their bodies during this process of establishing 
a sense of identity. In more detail, the psychological findings 
in vitiligo can be explained by the interaction of cytokines 
and neuropeptides at the cellular level. Vitiligo is assumed 
to be an autoimmune disease. However, in the recent years, 
the concept of psycho-neuro-endocrine-immune system has 

been established. This system defines a bidirectional connec-
tion among stress, neuropeptides, cytokines, and the skin and 
claims that alterations in the levels of various cytokines and 
neuropeptides result in development of skin diseases, includ-
ing vitiligo and neuropsychiatric findings (24).

In conclusion, this study presents the sociodemographic and 
clinical characteristics of patients with vitiligo aged <16 years 
old from Turkey as well as the effects of this disease on the 
patient QoL. Our study reveals that vitiligo is common in chil-
dren and adolescents and has a different clinicoepidemiolog-
ical profile. There is a female preponderance in the present 
study. Vitiligo vulgaris was the most common clinical type 
of vitiligo. Frequency of associated autoimmune disorders is 
more common. The median CDLQI score of the patients was 6 
(range: 0–22), and there was a significant correlation between 
patient age and CDLQI score. In clinical practice, it is import-
ant to remember that vitiligo is not just a cosmetic disorder; 
it also has a considerable impact on multiple aspects of the 
patient’s QoL.
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