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INTRODUCTION: 
Vitiligo, a common acquired depigmenting disorder, affects 
approximately 1% of the population worldwide and is clinically 
characterized by well-demarcated areas of depigmentation as a result 
of loss of melanocytes [1]. Average age of onset occurs around the 
second to the third decade of life [2]. Adults and children of both 
genders are equally affected, but some studies indicate a slightly 
increased prevalence of cases among females [3].

Thyroid functional disorders and autoimmune thyroid diseases have 
been reported in association with vitiligo and the incidence of clinical 
and subclinical thyroid involvement is more common in vitiligo 
patients than healthy subjects [4]. Elevated levels of anti-TPO are seen 
in more than 90% cases of Hashimoto thyroiditis and about 75% of 
Graves disease cases. This gure is only 10% in healthy people 
although it may reach 30% in the elderly [5].

The association between diabetes and vitiligo has been proposed by 
several studies. The occurrence of vitiligo and diabetes mellitus may 
be the result of autoimmune mechanisms in the same patient. Long 
standing diabetes mellitus impairs melanocytes, resulting in anti-
melanocyte antibody formation and destruction of melanocytes which 
causes vitiligo [6]. Patients with vitiligo often suffer from poor body 
image along with low self-esteem, and experience discomfort, 
inferiority, and discrimination in social and societal relationships, 
leading ultimately to an impaired Quality Of Life (QOL) [7].

In India, very few studies have focused on the association of thyroid 
dysfunction and diabetes mellitus with vitiligo. Though many studies 
have been successful in quantifying the negative impact of vitiligo on 
Quality of Life, its direct correlation with disease severity remains 
equivocal. Hence, this study was conducted on association of vitiligo 
with thyroid dysfunction and diabetes mellitus along with assessment 
of quality of life.

MATERIAL AND METHOD: 
A case control study was conducted on 40 clinically diagnosed patients 
of vitiligo and 40 healthy volunteers attending the out-patient 
department of Dermatology, Venereology and Leprosy of Chhatrapati 
Shivaji Subharti Hospital, Meerut within 1 years 4 months of approval 
by the university (From November 2018 to February 2020). Ethical 
committee clearance was obtained. All new cases of vitiligo aged 5 
years and above presenting to Dermatology OPD and patients with 
clinically diagnosed cases of vitiligo were included in the study. 

Pregnant women and patients on Anti-Thyroid drugs, thyroid 
replacement therapy, previous history of thyroid surgery or irradiation 
were excluded from the study. 

A detailed history was taken with reference to the age at onset, 
duration, site of onset, history of atopy, history of other autoimmune 
diseases, family history of vitiligo and personal or family history of 
common systemic diseases associated with vitiligo (alopecia areata , 
thyroid dysfunction or diabetes mellitus) and Vitiligo Area Severity 
Index (VASI). 

Criteria for the diagnosis of DM include a fasting plasma glucose ≥126 
mg/dL. The normal range for serum T3 is 70-200 ng/dl, for serum T4 is 
5-13 ng/dl and for serum TSH is 0.5-5 micro U/ml. A diagnosis of 
hypothyroidism is made when thyroid function tests showed a raised 
TSH with or without low T3/T4 levels. Hyperthyroidism will be 
diagnosed if T3/T4 levels were raised with associated lowered levels 
of TSH. Antithyroid antibodies were assayed by enzyme-linked 
immunosorbent assay using commercial kits.

The Dermatology Life Quality Index (DLQI) [8] questionnaire was 
designed for use in adults, i.e. patients over the age of 18. The 
Children�s Dermatology Life Quality Index (CDLQI) [8] 
questionnaire was designed for use in children, i.e. patients between 
the age of 5 – 18 years.

STATISTICAL ANALYSIS: 
The signicance of study parameters was calculated by Chi Square 
test, unpaired t test for continuous data. The statistical software used 
was SPSS software version 27.0.

RESULTS: 
Both the groups were comparable w.r.t. age and gender. There was 
higher number of female patients in case as well as control group. The 
most common site of lesion among study population was lower leg 
(27.5%) followed by arm (22.5%), trunk (17.5%), neck (10%) and face 
(7.5%) and the difference was statistically insignicant (table 1).

Table 1: Site involved among study population
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Prevalence of Hypothyroidism was observed in 38% of localized 
vitiligo and 37% of generalized vitiligo and the difference was 
statistically insignicant (table 2).

Prevalence of diabetes was observed in 31% of localized vitiligo and 
26% of generalized vitiligo and the difference was statistically 
insignicant (table 3).

Table 2: Type of vitiligo vs Hypothyroidism among study 
population

Table 3: Type of vitiligo vs Diabetes among case population

Mean DLQI was signicantly higher in VASI score more than 5 as 
compared to DLQI seen in less than 5 VASI score. There was 
signicant positive correlation between mean DLQI and VASI score 
(table 4).

Table 4: Correlation between VASI and DLQI

DISCUSSION: 
In the present study, there is higher number of female patients as 
compared to male patients in cases and control group. Shah et al [9] and 

Martis et al [10] showed slightly higher prevalence in female 
population of 68.4% and 55% respectively. The number of female 
vitiligo patients was found to be higher than male because women 
notice the change in appearance and approach the doctors sooner than 
men due to the social stigma in the community, young females tend to 
report earlier due to matrimonial anxiety.

In the present study, the most common site of lesion among study 
population is lower leg (27.5 %). Most common site of onset was lower 
extremity. Similar ndings were also seen in a study by Shajil et al [11]. 
However, Alissa et al [12], showed face was the most common site of 
onset. One study by Karelson et al [13], of 155 adult patients showed 
most common site of onset was upper limb.

In the present study, prevalence of Hypothyroidism is observed in 38% 
of localized vitiligo and 37% of generalized vitiligo and the difference 
is statistically insignicant. In the present study, hypothyroidism is 
present signicantly higher in cases (37.5%) as compared to controls 
(5%) and is statistically signicant. Similar higher prevalence of 
hypothyroidism resulting from autoimmune thyroiditis in vitiligo 
patients has been reported by Akay et al [14]. (31%) and Iacovelli et al 
[15]. (16%) though a lower occurrence was noted by Narita et al [16] 
and Handa et al [17]. 

In the present study, diabetes is present signicantly higher in cases 
(27.5%) as compared to controls (10%) and is statistically signicant. 
In the study by Vijayasingam et al [18], the prevalence of vitiligo in 
similar subjects was 3.3%, and in the study by Mahajan et al [19] of 100 
diabetics with 98% of them being Type 2 diabetics, vitiligo was seen in 
4% of the patients, whereas in the age- and sex-matched controls, it 
was 1%. 

There is signicant positive correlation between mean DLQI and VASI 
score. Similarly study by Hammam et al [20], showed positive 
correlation between VASI score and total DLQI score. The limitation 
of present study is small sample size.

CONCLUSION: 
Our ndings establish a clear association between vitiligo, 
autoimmune hypothyroidism and diabetes mellitus. These 
associations indicate that vitiligo shares a common genetic etiologic 
link with these autoimmune disorders.

Vitiligo affects QOL in majority of vitiligo patients irrespective of 
extension of involvement (Generalized/localized vitiligo), so patients 
having localized vitiligo also have signicant effect on quality of life. 
Hence patients of vitiligo require more aggressive and empathic 
attitude from a dermatologist to cure/improve the so called chronic 
cosmetic disease.
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