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summarY
Background: Vitiligo is commonly regarded as a harmless cosmetic skin problem 
in Western societies, and the importance of treating vitiligo patients is often 
underestimated. 

Objective: To determine the clinical and sociodemographic variables that 
adversely affect the quality of life in adult patients with generalized vitiligo so that 
these variables can be considered in the treatment and care. 

Methods: A total of 245 adult patients with generalized vitiligo completed two 
quality of life questionnaires (the Medical Outcomes Study 36-Item Short-form 
General Health Survey and the Skindex-29). Physicians assessed sociodemographic 
and clinical characteristics of these patients. 

Results: Dark skin type, vitiligo located on the chest, and treatment in the past 
appeared to have an adverse impact on the psychosocial domains of the quality of 
life. Moreover, itch was reported by 20% of the patients in this study.

Limitations: Psychiatric comorbidity was not evaluated in the analyses. 

Conclusion: Generalized vitiligo is a serious skin disorder with an adverse impact 
on the emotional state, comparable with that in other major skin diseases. 
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introduCtion 
Millions of men and women worldwide have vitiligo. The most common clinical 
variety is the so-called non-segmental or generalized vitiligo,1 in which scattered 
milky-white skin patches may appear all over the body because of loss of functional 
melanocytes. Many patients with vitiligo experience psychosocial distress and 
social stigmatization.2-4 Because skin color plays a major role in an individual’s 
perception of health, wealth, worth and desirability, pigmentary disfigurements 
may influence social interactions.5 Vitiligo may even lead to social exclusion in 
certain societies. Therefore, vitiligo is considered to be one of the major medical 
problems in India.6;7 However, in Western-European countries, although associated 
with other autoimmune diseases,8 vitiligo is often considered as a harmless, 
cosmetic skin disorder, whereby the importance of treating vitiligo patients is 
often underestimated.4;9;10 Nevertheless, it is important to recognize and to deal 
with the psychosocial impact of this disease.7 We evaluated the burden of vitiligo 
taking a broad range of factors into account in order to compile a profile of vitiligo 
patients who suffer most and require special medical care. 

One way of evaluating the burden of a disease is by measuring the health-
related quality of life (HRQL), i.e. using standardized questionnaires to measure the 
impact of the disease on the physical, the psychological and the social functioning 
and the well-being of the patient.11;12 A number of studies has examined HRQL in 
patients with vitiligo.3;7;13-20 These studies focused mainly on specific questionnaires 
in dermatology and reported that, in general, vitiligo had an adverse impact on 
HRQL, particularly on psychosocial functioning. There are no studies in vitiligo in 
which a combination of a generic and a dermatology-specific HRQL questionnaire 
was used. A wide range of domains and aspects of quality of life can be assessed 
by using this combination. Moreover, both types of instruments may measure 
different, but complementary domains and aspects of patients’ health,21;22 and 
the use of a generic HRQL questionnaire, such as the Medical Outcomes Study 
36-Item Short-form General Health Survey (SF-36), allows comparisons with other 
medical conditions, not just skin diseases.

The first aim of this study was to determine the generic and the dermatology-
specific HRQL in sociodemographically and clinically distinct subgroups of patients 
with generalized vitiligo. The second aim was to investigate associations between 
HRQL and sociodemographic and patient clinical characteristics to include these 
characteristics in the treatment and care of patients with generalized vitiligo. 

metHods

Patients
All consecutive adult patients (age >18 years) with generalized vitiligo, referred 
to the Netherlands Institute of Pigment Disorders (NIPD) from January to 
December  2006, were invited to participate in the study. Patients who did not 

Th
e

 B
U

R
D

e
N

 O
f v

ITIlIg
O

5

67



speak or read Dutch, who were mentally and/or physically unable to complete 
the study questionnaires, or who had an additional skin disease were excluded. 
Patients provided informed written consent.

Medical ethics approval was sought, but was considered not to be required 
by the medical ethics committee (in the Netherlands approval is only required for 
self-report questionnaires containing intrusive items). 

Measures
Outcome Measures. Generic Quality of life: The SF-36. This widely used 
questionnaire consisted of 36 items forming 8 domains or scales: physical functioning; 
social functioning; role physical (limitations in usual role activities due to physical 
problems); role emotional (limitations in usual role activities due to emotional 
problems); bodily pain; mental health; vitality; and general health perceptions. 

We used the validated Dutch translation of the SF-36.23 The questions referred 
to the previous 4 weeks. A score from 0 to 100 was calculated for each scale, with 
higher scores indicating better quality of life. Two summary scores were calculated; 
the Physical Component Summary (PCS) and the Mental Component Summary 
(MCS), by adding weighted combinations of the 8 scales. The summary scores 
were converted to standardized T scores that had a mean of 50 and a standard 
deviation (SD) of 10. A summary score of 50 (SD 10) reflected an average quality of 
life of the general population.23;24

Dermatology-specific quality of life: Skindex-29. This questionnaire consisted 
of 29 items forming 3 scales: symptoms (e.g. itch, pain and irritation), emotions 
(e.g. worry, shame, embarrassment, frustration and depression), and functioning 
(e.g. sleep, social life, social isolation, sexuality, work and hobbies). The questions 
referred to the previous week; scores were given on a 5-point scale, from “never” 
to “all the time”. Scale scores and a sum score were calculated on a 100-point 
scale, with lower scores indicating a better quality of life.25 

Independent measures. The sociodemographic data included age and sex. 
The clinical data included duration of disease, vitiligo disease activity,26 treatment 
history, treatment effect, current treatment, symptoms (sunburn and/or itch on 
the depigmented areas as distinct symptoms), comorbidity, smoking, skin type27, 
affected body sites and extent of the disease (in percent). These data were 
collected using a study-specific questionnaire and dermatologic examination was 
performed by the physician at the first consultation at the NIPD (Appendix). 

Statistical analysis
A descriptive analysis was carried out to assess the characteristics of the sample. 
Age was dichotomized in lower (younger) versus higher (older) age rather 
than the median age of the total group. The means of the scale scores and the 
summary scores of the SF-36 and the Skindex-29 were calculated according to 
the guidelines of these questionnaires. Effect sizes (d), measuring the strength 
of these associations, were calculated by dividing the difference between the 
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mean scores of each group by the pooled SD for those means. Following Cohen 
recommendations, effect sizes of 0.20, 0.50 and 0.80 were considered to be small, 
moderate and large, respectively.28 First, univariate associations were calculated 
using analysis of variance. The outcome variables were the PCS and the MCS of the 
SF-36, and the scales and sum score of the Skindex-29. Independent variables were 
the sociodemographic and clinical characteristics. Effect sizes were calculated for 
statistically significant associations with two groups (P<0.01). In case of significant 
associations, we further analyzed the extent to which the two groups differed with 
respect to sociodemographic and clinical characteristics, using independent t tests. 
The independent variables that were univariately associated with the outcome 
variables (P<0.10) were entered into a multiple linear regression model. A level of 
significance was set at P less than 0.01. All statistical analyses were carried out using 
software (SPSS, Version 12.01 for Windows, SPSS Inc, Chicago, IL).

results

Patient characteristics 
In all, 248 adult patients with generalized vitiligo were eligible for the study from 
January 1 until December 31, 2006. Almost all the patients participated in the study, 
except 3 patients: two patients refused to participate and one patient did not 
complete the questionnaires. The age of the 245 patients (response rate=98.8%) 
included in this study ranged from 18 to 74 years (median 40.2, SD 12.6). The 
sociodemographic and clinical characteristics are presented in Table 1.

Description of generic and dermatology-specific HRQL 
The means and the SD of the SF-36 and the Skindex-29 are presented in Table 2. 
SF-36 scores from an age- and sex-matched Dutch reference population without 
chronic illness were available and presented as well.23 In our study population the 
PCS was 54.4 (SD 8.6) and the MCS was 46.3 (SD 11.2), indicating that the physical 
quality of life was higher, but the mental quality of life was lower than that of the 
reference population. For the Skindex-29 no comparable reference data from a 
healthy Dutch population were available. The mean scale scores of the Skindex-
29 were 13.9 (symptoms), 35.9 (emotions), and 16.7 (functioning). These scores 
indicated that symptoms were adversely influenced mildly, and that emotions and 
functioning were influenced moderately, with the most adverse impact on the 
emotional domain.

Univariate associations
Generic HRQL. The results of the univariate analysis are presented in Table 3. 
The PCS score of the SF-36 (P<0.01) with small to moderate effect sizes showed 
that an older age, a fair skin type and comorbidity were all associated with a low 
physical quality of life. No differences were found in sociodemographic and clinical 
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Table 1. Patient characteristics

Study 
population

N=245 %

Gender Male
female

110 
135 

44.9
55.1

Age1
Mean 

<40 years
> 40 years

41.4 (SD 12.6)
121
124

49.4
50.6

Disease duration
< 1 year
1-5 year
> 5 years

42
91

112

17.1
37.1
45.7

Disease activity2 Stable vitiligo
Active vitiligo

76
169

31
69

Treatment history Treated patients
Untreated patients

116
129

47.3
52.7

Effective treatment3 Yes
No

42
74

17.1
30.2

Current treatment Yes
No

18
227

7.3
92.7

Symptoms
(Itch and sunburn)

Patients with
 - Itch

 - Sunburn
 - Itch and sunburn

Patients without symptoms

23
104
26
92

9.4
42.4
10.6
37.6

Patients with co-morbidity Non-dermatological
Dermatological

44
15

18.0
6.1

Smoking
Yes

No, never
No, not anymore

65
124
56

26.5
50.6
22.9

Skin type I-III
IV-VI

183
62

74.7
25.3

Localisation4

Face
Hands
Arms

Genitals
Legs

Chest/Trunk
Feet
Back
Neck

199
175
149
144
131
124
105
89
86

81.2
71.4
60.8
58.8
53.5
50.6
42.9
36.3
35.1

Extension in % 

1-5%
6-10%

11-15%
16-25%
26 >%

172
42
16
9
6

70.2
17.1
6.5
3.7
2.4

1 Median age was 40.15, therefore age < 40 y and > 40 y was used in univariate and multivariate 
analyses.
2 Stable: no expansion of existing lesions or appearance of new lesions during the previous 6 
months
3 effective: stabilization and/or repigmentation
4 More options possible; >100% 

5

70



characteristics between patients older or younger than 40 years and patients with 
or without comorbidity. Further analysis showed that patients with dark skin (type 
IV-VI) differed significantly from patients with fair skin (type I-III) in two variables: 
those with dark skin reported fewer symptoms of sunburn and vitiligo on the 
genitals was present in only a small percentage (P<0.01). None of the independent 
variables were statistically significantly associated with the MCS.

Dermatology-specific HRQL. Women reported having more emotional 
problems with their vitiligo than did men (P<0.01) in the Skindex-29. Further 
analysis indicated that women had vitiligo on the chest more often (P<0.01). 

Patients who had treatment in the past had significantly higher scores on the 
emotions and functioning scale of the Skindex-29 and a significantly higher sum 
score (P<0.01) with moderate effect sizes (range 0.46-0.56). No differences were 
found in sociodemographic and clinical characteristics between patients who had 
treatment in the past and those without any treatment in the past. 

Although vitiligo is generally considered to be a skin disease with cosmetic 
effects only, 53% of the patients reported to have sunburn and 20% reported 
to have itch on the depigmented areas. Of the 44 patients with itch (who had 

Table 2. Medical Outcomes Study 36-Item Shortform General Health Survey and the Skindex-29 
scale mean scores.

SF-36 § Mean (SD)

Reference 
population 
N=307 (SD) Effect size*

Physical functioning 90.7 (16.2) 89.1 (16.3) 0.09

Role physical 86.3 (28.3) 81.6 (30.3) 0.15

Bodily pain 84.2 (22.3) 75.3 (22.9) 0.38

General health 72.2 (19.1) 73.6 (19.6) 0.07

Vitality 64.6 (19.4) 67.7 (19.4) 0.16

Social functioning 81.3 (23.3) 84.2 (22.5) 0.12

Role emotional 81.3 (33.9) 85.5 (29.9) 0.13

Mental health 72.8 (18.1) 76.2 (18.2) 0.18

Physical Component Summary Score (PCS)     54.4 (8.6)     51.5 (8.5) 0.29

Mental Component Summary Score (MCS) 46.3 (11.2) 49.4 (10.3) 0.30

Skindex-29

Emotions 35.9 (23.6) N/A

Functioning 16.7 (19.5) N/A

Symptoms 13.9 (14.6) N/A

Sum score 22.8 (17.1) N/A

§ PCS/ MCS of 50 (SD 10) reflects an average quality of life of the general population
*: Effect size of 0.20, 0.50, and 0.80 were considered to be small, moderate and large 
respectively
N/A: Not available
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nondermatologic comorbidities), 5 patients had a history of thyroid dysfunction, 
but none of the patients had a history of diabetes. 

HRQL was statistically significantly more impaired in patients with skin type 
IV-VI (P<0.01) on the emotions (d=0.68) and functioning (d=0.64) scale and 
the sum score (d= 0.67). Furthermore, patients with generalized vitiligo on the 
chest had significantly higher scores on the emotions and functioning scales 
and sum score (P<0.01), with small to moderate effect sizes (range 0.37-0.52). 
Further analysis indicated that 71.8% of these patients were female with vitiligo 
on several body sites. In 23.3% of these patients more than 10% of the body area 
was depigmented. 

Table 3. Univariate associations of health-related quality of life and sociodemographic and clinical 
variables

Variable§

SF-36 Skindex-29

PCS P-value d MCS P-value Emotions P-value d Functioning P-value d Symptoms P-value d
Sum 
score P-value d

Gender M
F

55.5
52.8 0.02 31.8

39.3 0.01* 0.32 20.5
24.6 0.06

Age (years) < 40
>40

55.9
52.1 0.01* 0.45 44.9

47.8 0.05 38.8
33.1 0.06

Disease 
duration

<1 year
1-5 years
>5 years

29.0
36.1
38.4

0.09
10.9
15.4
20.1

0.02
17.4
22.4
25.1

0.04

Disease 
activity

Active
Stable

14.7
21.2 0.02 21.4

25.7 0.07

Treatment 
history

Treated
Untreated

42.7
29.8 0.01* 0.56 21.3

12.6 0.01* 0.46 16.1
12.0 0.03 27.5

18.5 0.01* 0.54

Co-morbidity With
Without

48.8
55.1 0.01* 0.64 43.6

46.9 0.09

Symptoms With
Without

16.7
9.3 0.01* 0.54

Skin type I-III
IV-VI

54.8
51.4 0.01* 0.37 47.3

43.3 0.02 31.8
48.1 0.01* 0.68 13.4

26.6 0.01* 0.64 19.7
31.7 0.01* 0.67

Vitiligo  
chest

yes
no

53.0
54.9 0.09 45.0

47.7 0.06 40.1
31.6 0.01* 0.37 21.6

11.8 0.01* 0.52 16.0
11.8 0.02 26.7

18.8 0.01* 0.48

Vitiligo  
arms

yes
no

18.9
13.5 0.03

Vitiligo  
feet

yes
no

19.6
14.6 0.05

Extension

1-5%
6-10%

11-15%
16-25%
26>%

46.4
47.9
40.5
42.6
53.3

0.09

13.8
20.2
32.2
26.3
20.2

0.01*

20.9
23.5
35.9
31.0
23.8

0.01*

§ Only variables with a P-value < 0.10 are shown in this table. d: effect size.* P-value < 0.01, 
effect size was calculated only for P-values <0.01.
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Finally, patients in the category of 11% to 15% of the skin area depigmented had 
most impairment on the functioning scale and the sum score (P<0.01). However, 
this finding must be viewed with caution because 11% to 15% of the skin area was 
depigmented in only 16 patients (6.5%).

Multivariate associations 
Generic quality of life. In a multiple linear regression model, with the PCS and 
the MCS as outcome variables and demographic and clinical variables (P<0.10) as 
independent variables, a weak linear association was found (R²=17.2% for PCS and 
R²= 10.2% for MCS). Age, comorbidity and skin type were statistically significantly 
associated with the PCS (P<0.01). Patients who were older than 40 years, those 

Table 3. Univariate associations of health-related quality of life and sociodemographic and clinical 
variables

Variable§

SF-36 Skindex-29

PCS P-value d MCS P-value Emotions P-value d Functioning P-value d Symptoms P-value d
Sum 
score P-value d

Gender M
F

55.5
52.8 0.02 31.8

39.3 0.01* 0.32 20.5
24.6 0.06

Age (years) < 40
>40

55.9
52.1 0.01* 0.45 44.9

47.8 0.05 38.8
33.1 0.06

Disease 
duration

<1 year
1-5 years
>5 years

29.0
36.1
38.4

0.09
10.9
15.4
20.1

0.02
17.4
22.4
25.1

0.04

Disease 
activity

Active
Stable

14.7
21.2 0.02 21.4

25.7 0.07

Treatment 
history

Treated
Untreated

42.7
29.8 0.01* 0.56 21.3

12.6 0.01* 0.46 16.1
12.0 0.03 27.5

18.5 0.01* 0.54

Co-morbidity With
Without

48.8
55.1 0.01* 0.64 43.6

46.9 0.09

Symptoms With
Without

16.7
9.3 0.01* 0.54

Skin type I-III
IV-VI

54.8
51.4 0.01* 0.37 47.3

43.3 0.02 31.8
48.1 0.01* 0.68 13.4

26.6 0.01* 0.64 19.7
31.7 0.01* 0.67

Vitiligo  
chest

yes
no

53.0
54.9 0.09 45.0

47.7 0.06 40.1
31.6 0.01* 0.37 21.6

11.8 0.01* 0.52 16.0
11.8 0.02 26.7

18.8 0.01* 0.48

Vitiligo  
arms

yes
no

18.9
13.5 0.03

Vitiligo  
feet

yes
no

19.6
14.6 0.05

Extension

1-5%
6-10%

11-15%
16-25%
26>%

46.4
47.9
40.5
42.6
53.3

0.09

13.8
20.2
32.2
26.3
20.2

0.01*

20.9
23.5
35.9
31.0
23.8

0.01*

§ Only variables with a P-value < 0.10 are shown in this table. d: effect size.* P-value < 0.01, 
effect size was calculated only for P-values <0.01.
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with comorbidity, and those with dark skin had poorer physical functioning on the 
SF-36. None of the independent variables were statistically significantly associated 
with the MCS (Table 4).

Dermatology-specific quality of life. Treatment history and skin type were 
independently associated with the emotions (R²=21.0%, P<0.01) and functioning 
(R²=23.9, P<0.01) scale and the sum score of the Skindex-29 (R²= 23.3, P<0.01). 
Patients with dark skin (skin type IV-VI) and those who had treatment in the past had 
significantly more impairment in psychosocial functioning. Furthermore, vitiligo on 
the chest was significantly associated with the functioning scale (P<0.01). For the 
symptoms scale, logically, the symptoms itch and or sunburn were significantly 
associated (R²= 10.0, P<0.01).

Table 4. Multivariate regression analysis of HRQL and socio-demographic and clinical variables.

SF-36 Skindex-29

PCS MCS Emotions Functioning Symptoms Sum score

Variable R²
(%)¹

b P R²
(%)¹

b P R²
(%)¹

b P R²
(%)¹

b P R²
(%)¹

b P R²
(%)¹

b P

Intercept 65.8 0.01* 42.1 0.01* 36.6 0.01* 7.3 0.43 19.5 0.01* 16.5 0.04

Gender 2.5 -2.0 0.08 2.5 5.2 0.08 1.4 2.2 0.31

Age 7.5 -3.3 0.01 1.7 3.2 0.03 3.9 -5.1 0.06

Disease 
duration

<1 year vs >5 years 
<1 year vs 1-5 years 5.4 4.4

4.2
0.27
0.30 3.1 3.4

0.7
0.34
0.84 3.7 2.6

1.9
0.40
0.54

Disease activity 4.3 5.1 0.05 4.5 3.4 0.14

Treatment history 11.5 -10.2 0.01* 8.2 -6.5 0.01* 2.1 -3.5 0.06 9.8 -6.8 0.01*

Co-morbidity 12.7 -5.4 0.01* 3.6 -4.4 0.02

Symptoms 7.8 6.8 0.01*

Skin type 16.5 -4.0 0.01* 5.9 -3.4 0.04 19.6 15.9 0.01* 16.6 13.1 0.01* 18.6 11.4 0.01*

Vitiligo chest 17.2 1.5 0.20 7.2 2.9 0.07 21.0 -6.0 0.04 21.8 -7.0 0.01* 8.8 -3.0 0.97 22.0 -5.5 0.02

Vitiligo arms 22.0 -0.6 0.81

Vitiligo feet 22.0 2.5 0.36

Extension

1-5% vs >25%
1-5% vs 16-25%
1-5% vs 11-25%
1-5% vs 6-10 %

10.2

8.4
-1.1
-4.5
2.2

0.07
0.79
0.14
0.28

23.9

3.0
7.7

10.7
4.7

0.70
0.24
0.04
0.16

23.3

-0.6
5.4
7.7
1.0

0.92
0.33
0.07
0.73

¹ Indicates the amount of variation in each dependent variable that can be accounted for by the 
independent factor.
* P value <0.01
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disCussion
Our results showed that adult patients with generalized vitiligo had a low mental HRQL 
(MCS), comparable with that of patients with other skin diseases such as eczema,29;30 
psoriasis,30-33 and hand eczema.34 For unknown reasons, the PCS score in the vitiligo 
group as a whole appeared to be higher than that in the healthy reference population 
(effect size 0.29), although older age, comorbidity, and a fair skin type were associated 
with relatively lower scores on the PCS. Measurement with the dermatology-specific 
Skindex-29 showed that patients with generalized vitiligo had mostly emotional 
problems. The severity of these emotional problems was comparable with that of 
patients with psoriasis,25;35 eczema,25 chronic hand dermatitis,36 and acne.37;38 

Our results further showed that generalized vitiligo particularly had an impact 
on the HRQL of patients with dark skin (skin type IV-VI), patients with vitiligo on the 
chest, and patients who had treatment in the past. Skin type was the only clinical 
patient characteristic that was independently associated with both generic and 
dermatology-specific HRQL.

Table 4. Multivariate regression analysis of HRQL and socio-demographic and clinical variables.

SF-36 Skindex-29

PCS MCS Emotions Functioning Symptoms Sum score

Variable R²
(%)¹

b P R²
(%)¹

b P R²
(%)¹

b P R²
(%)¹

b P R²
(%)¹

b P R²
(%)¹

b P

Intercept 65.8 0.01* 42.1 0.01* 36.6 0.01* 7.3 0.43 19.5 0.01* 16.5 0.04

Gender 2.5 -2.0 0.08 2.5 5.2 0.08 1.4 2.2 0.31

Age 7.5 -3.3 0.01 1.7 3.2 0.03 3.9 -5.1 0.06

Disease 
duration

<1 year vs >5 years 
<1 year vs 1-5 years 5.4 4.4

4.2
0.27
0.30 3.1 3.4

0.7
0.34
0.84 3.7 2.6

1.9
0.40
0.54

Disease activity 4.3 5.1 0.05 4.5 3.4 0.14

Treatment history 11.5 -10.2 0.01* 8.2 -6.5 0.01* 2.1 -3.5 0.06 9.8 -6.8 0.01*

Co-morbidity 12.7 -5.4 0.01* 3.6 -4.4 0.02

Symptoms 7.8 6.8 0.01*

Skin type 16.5 -4.0 0.01* 5.9 -3.4 0.04 19.6 15.9 0.01* 16.6 13.1 0.01* 18.6 11.4 0.01*

Vitiligo chest 17.2 1.5 0.20 7.2 2.9 0.07 21.0 -6.0 0.04 21.8 -7.0 0.01* 8.8 -3.0 0.97 22.0 -5.5 0.02

Vitiligo arms 22.0 -0.6 0.81

Vitiligo feet 22.0 2.5 0.36

Extension

1-5% vs >25%
1-5% vs 16-25%
1-5% vs 11-25%
1-5% vs 6-10 %

10.2

8.4
-1.1
-4.5
2.2

0.07
0.79
0.14
0.28

23.9

3.0
7.7

10.7
4.7

0.70
0.24
0.04
0.16

23.3

-0.6
5.4
7.7
1.0

0.92
0.33
0.07
0.73

¹ Indicates the amount of variation in each dependent variable that can be accounted for by the 
independent factor.
* P value <0.01
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We studied a large sample of patients with an almost equal sex distribution 
and with a broad variation in ethnic background in contrast to the other reported 
HRQL studies in patients with vitiligo. One quarter of the participating patients in 
the current study had dark skin. These patients originated from Suriname, India, 
Morocco, Turkey, Curacao, Indonesia, China or Afghanistan. Porter and Beuf39 
reported the effect of race on the reaction to impaired appearance and found that 
race was not significantly associated with overall self-esteem and the degree of 
disturbance by vitiligo. In contrast, in our study population, patients with dark skin 
reported more HRQL impairment than patients with fair skin. 

Surprisingly, the presence of generalized vitiligo on the face and the hands was 
not associated with impaired generic and dermatology-specific HRQL. In a recent 
study on coping and stigmatization in vitiligo, Schmid-Ott et al.40 also reported 
that the location of vitiligo does not play a critical role in the overall stigmatization 
experience. Unexpectedly, we found a statistically significant association between 
vitiligo on the chest and the emotion and functioning scale and the sum score 
of the Skindex-29. Patients with vitiligo on the chest were predominantly women 
in whom more than 10% of the body area was depigmented. These women may 
feel ashamed to wear clothes that expose the affected site and also in sexual 
relationships when vitiligo is present on the breasts.

An intriguing finding in this study was that patients who had effective treatment 
in the past (mostly patients with long-lasting vitiligo), reported a worse HRQL as 
compared with patients who had no effective treatment in the past (mostly patients 
with recently developed vitiligo). An explanation for this may be that the latter 
group was more optimistic about the possibility of improvement. The group that 
already had treatment and sought medical advice again, may predominantly consist 
of relatively dissatisfied patients with a low degree of acceptance of their disease.

Higher sensitivity to sunburn is a widely recognized symptom of vitiligo. Schmid-
Ott et al.40 reported that vitiligo only rarely involved itch. This finding is in contrast 
to our results; 20% of our study population had vitiligo-associated pruritus. This 
pruritus could not be explained by comorbidity such thyroid disease or diabetes 
mellitus. However, itch as a symptom of vitiligo requires further investigations.

 The majority of the studies on HRQL in vitiligo patients used the Dermatology 
Life Quality Index.13;14;16;18-20 It was pointed out in all these studies that vitiligo had 
a negative impact on psychosocial functioning. 

To date, Skindex-29-data in vitiligo may be obtained from 3 studies. Firstly, 
Sampogna et al.35 investigated the association between poor HRQL and psychiatric 
morbidity in 32 patients with vitiligo. Psychiatric morbidity was strongly associated 
with poorer HRQL in the scales emotions and functioning. Secondly, Rumpf et al.41 
used the Skindex-29 in 333 patients with vitiligo to validate a self-administered 
version of the Pictorial Representation of Illness Measure. Significant correlations 
were found with the Skindex-29 scales emotions and functioning. Finally, Zghal et 
al.17 translated the Skindex-29 in Tunisian and used it in 20 patients with vitiligo. 
In this study, uncovered areas, particularly the face, were found to be bothersome 
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by all the patients. The highest scores, meaning a relatively low HRQL, in patients 
with vitiligo were found on the emotional and functioning scales. These results 
corroborate the results of our study.

To our knowledge, this is the first study reporting both generic and dermatology-
specific quality of life in a large multiracial group of patients with vitiligo. As we 
are a national referral center for pigment disorders, it may be argued that we see 
a selected population of patients with vitiligo with a relatively high burden of the 
disease and that our study population may not reflect the impact of the disease in 
the larger community of people with vitiligo who do not seek care. Nevertheless, 
many of our patients (52.7%) did not receive any treatment elsewhere and many 
dermatologists in our country do not treat vitiligo at all.9 Further longitudinal studies 
are necessary to obtain additional insight into the stability of the associations 
found in this study and to evaluate the influence of medical and/or psychological 
interventions in patients with an impaired HRQL. 

ConClusions
The results of this study showed that generalized vitiligo is a serious skin disorder 
with an impact on emotional life comparable with that in other major skin diseases. 
Moreover, vitiligo is associated with itch in 20% of the patients. Quality of life is 
mostly affected in dark-skinned patients. Vitiligo on the hands and the face did not 
appear to be a major determinant for the HRQL.

Acknowledgement: We thank R. de Haan, J. Binnekade, and P. Nieuwkerk for 
their contribution in the statistical analyses of the data and E. Hull and B.Tank for 
reviewing the manuscript.
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Appendix 1. Study specific questionnaire

Gender and age 

Disease duration
< 1 year
1-5 year
> 5 years

VIDA score (Vitiligo disease activity score)

Active for the last 6 weeks = +4
Active for the last 3 months = +3
Active for the last 6 months = +2

Active for the last 1 year = +1
Stable for at least 1 year = 0
Stable for at least 1 year and 

repigmentation=-1

Treatment history

UVB(311nm) phototherapy
PUVA

Local therapy
Minigrafting

Other 

Treatment effect None
Stabilisation and/or repigmentation

Current treatment

UVB(311nm) phototherapy
PUVA

Local therapy
Minigrafting

Other

Symptoms

None
Itch

Sunburn 
Itch and sunburn

Other skin disease in history
(not present at the moment of inclusion)

Alopecia areata
Psoriasis
Eczema
Other

Medical history

Thyroid dysfunction
Diabetes Mellitus
Reumatic arthritis

Other

Smoking
Yes 

No, never
No, not anymore

Dermatologic examination

Skin type (according to Fitzpatrick  
classification I-VI)27

I-III
IV-VI

Affected body sites

Face
Neck
Arms

Hands
Legs
Feet
Back
Trunk

Genital area

 Extension of the disease (Rule of 9: a lesion 
with the size of the patient’s hand palm will 
correspond with 1% of the body surface area 
(BSA)).

1-5%
6-10

11-15%
16-25
26>
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