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Clinical and Demographic Characteristics of Children with
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Retrospektif Analizi
Ayse AKBAS, Fadime KILINC, Akin AKTAS

Ankara Sehir Hastaneleri, Dermatoloji Klinigi Ankara, TUrkiye

ABSTRACT

Objective: Vitiligo is a disease for which the cause is not clearly known public but is common and is characterised by
depigmented macules. It's incidence rate ranges between 0.1- 11%.

Incidence among children is not known clearly but it has been reported that in half of the cases lesions start before the
age of, and in 25% they start before 10-14 years and it has different characteristics than that in adults. The aim of this
study is to define the clinical and demographic characteristics of childhood vitiligo, identify the accompanying diseases
and the treatment options that are provided.

Material and Methods: The files of 105 paediatric patients diagnosed with vitiligo in our hospital’s dermatology
department during the 2011-2018 period have been retrospectively examined. Age, gender, starting age, disease
duration, lesion area, vitiligo type, family vitiligo history, blood tests and accompanying diseases have been recorded.
Vitiligo types have been divided into 2 main groups, namely segmental and no segmental. Cases with generalized
(vulgar), focal, acral, acrofacial vitiligo have been included in non-segmental vitiligo cases.

Results: 44.76% of the patients are female. The average age was 10.98+4.77 years, the average age when the
condition started was 9.63+4.53 years and average duration of the disease was 19.19+19,60 months (1.59 years).
Number of cases in 0-2 age group was 7 (6.66%), 3-5 age group was 10 (9.52%), 6-11 age group was 32 (30.47%),
12-18 age group was 56 (53.33%). In terms of duration of the disease, 0-2 months included 12 patients (11.42%),
3-6 months included 11 patients (10.47%), 7 months to 1 year included 9 patients (8.57%), and over a year included
73 patients (6.52%). With regards to the types of vitiligo, 6.66% (n=7) had segmental vitiligo, 92.38% (n=97) had
non-segmental vitiligo, 0.95% (n=1) had mixed type vitiligo. 53.60% (n=52) of non-segmental vitiligo was focal vitiligo,
31.95% (n=31) was vitiligo vulgaris 7.21% (n=7) was acrofacial and 7.21% (n=7) was acral type. In terms of focal vitiligo
40.38% (n=21) had cheek involvement, 23.07% (n=12) periorbital involvement, 11.53% (n=6) perioral involvement,
7.69% (n=4) genital involvement and five cases (9.61%) had multiple involvements. In 30.4% of the cases (n=32), one
or more coexisting disease has been observed to exist. Treatment options differed by age. While topical steroids and
calcineurin inhibitors have been preferred in younger ages and in limited lesions, while in older ages and in more spread
lesions phototherapy and systemic treatment methods have been practised.

Conclusion: This study is addressing the clinical and demographic characteristics of children with vitiligo as well as
the practised treatment options. In contrast to other studies, this study has concluded more incidences among males.
Regarding people in the early stages of vitiligo and in lesions localised in head-neck area, micro-therapy has been observed
to be effective and calcineurin inhibitors have hastened repigmentation.
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oz

Amag: Vitiligo toplumda nedeni tam olarak bilinmeyen, ancak sik gdrilen depigmente makullerle karakterize bir hastaliktir. Sikligi %0.1-
11 arasinda degismektedir. Cocukluk yas grubunda prevelans tam olarak bilinmemekle beraber olgularin yarisinda 20 yasindan dnce,
% 25’inde 10-14 yas 6ncesi lezyonlarin bagladigi ve erigkinlerden farkli oldugu bildirimektedir. Bu galismada gocukluk ¢caginda gdrulen
vitiligonun klinik ve demografik 6zelliklerini tanimlamak, eslik eden hastaliklari ve verilen tedavi segeneklerini gdzden gegirmek amaglanmigstir.

Gere¢ ve Yontemler: Hastanemiz dermatoloji bdliminde 2011-2018 yillan arasinda vitiligo tanisi alan 105 ¢ocuk hastanin dosyasi
retrospektif olarak incelendi. 18 yas ve alti hastalar ¢alismaya dahil edildi. Yas, cinsiyet, baslama yasl, hastalik stiresi, lezyon yerlesim yeri,
vitiligo tipi, aile dykusu, yapilan kan tetkikleri, eslik eden hastaliklar kaydedildi. Vitiligo tipleri segmental ve nonsegmental olmak Uzere 2
baglik altinda toplandi. Nonsegmental vitiligolu hastalara generalize (vulgar), fokal, akral, akrofasiyal vitiligosu olan olgular dahil edildi.
Bulgular: Hastalarin % 44.76’i kizdi. Yas ortalamasi 10.98+4.77 yil, hastaligin ortalama baslama yasi 9.63+4.53 yil ortalama hastalik
stresi 19.19+19.60 ay (1.59 yil) olarak hesaplandi. 0-2 yas arasi 7 (% 6.66), 3-5 yas arasi 10 (% 9.52), 6-11 yas arasi 32 (%30.47), 12-
18 yas arasl 56 (% 53.33) olgu bulundu. Hastaligin stresi agisindan 0-2 ayda 12 hasta (%11.42), 3-6 ayda 11 hasta (%10.47), 7ay-1
yllda 9 hasta (%8.57), bir yildan fazla strede 73 hasta (%69.52) saptandi. Tiplerine gore oranladigimizda % 6.66 (n=7) segmental vitiligo,
% 92.38 (n=97) non segmental vitiligo, % 0.95 (n=1) miks tip vardi. Nonsegmental vitiligonun %53.60 (n=52)1 fokal vitililigo, %31.95
(n=31)’i vitiligo vulgaris %7.21 (n=7)’i akrofasiyal, %7.21(n=7)"i akral tipteydi. Fokal vitiigo kapsaminda %40.38 (n=21) yanaklar, %23.07
(n=12) periorbital, %11.53(n=6) perioral, %7.69(n=4) genital, bes olguda (%9.61) birden fazla tutulum mevcuttu. Olgularin % 30.4’inde(
n=32) eslik eden bir veya birden fazla hastalik varligi saptandi. Tedavi secenekleri yasa gdre degisiklik gostermekteydi, topikal steroidler ve
kalsinodrin inhibitorleri erken yaslarda ve sinirli lezyonlarda tercih edilirken, daha ileri yaslarda ve yaygin lezyonlarda fototerapi ve sistemik
tedaviler uygulandigi saptandi.

Sonug: Bu calismada vitiligolu ¢ocuklann klinik ve demografik Ozellikleri, uygulanan tedavi secenekleri degerlendirilmistir. Diger
calismalardan farkli olarak erkeklerde daha fazla oldugu goériildi. Ozeliikle vitiligosu yeni baslayan ve bas boyun bélgesine lokalize
lezyonlarda mikroterapinin etkili oldugu, kalsinérin inhibitérlerinin repigmentasyonu hizlandirdigi izlendi.

Anahtar Soézciikler: Cocuk, Epidemiyoloji, Vitiligo

2018 period have been retrospectively examined. Before the
study, approval was taken from the local ethical committee
(04.08.2017; 2019-059 ). Patients under the age of 18 have
been included in the study. Age, gender, age at disease onset,
disease duration, lesion area, vitiligo type, family vitiligo history
and accompanying diseases have been recorded. As discussed
in vitiligo consensus meeting, vitiligo types have been divided

INTRODUCTION

Vitiligo is a disease for which the cause is not clearly known
public but is common and is characterised by depigmented
macules. It’s incidence rate ranges between 0.1- 11% (1,2).
Incidence among children is not known clearly but it has
been reported that in half of the cases lesions start before the

age of, and in 25% they start before 10-14 years and it has
different characteristics than that in adults (3,4). The cause of
vitiligo is not clearly known but various factors such as genetic,
neurohumoral, autoimmune and ototoxic metabolites are
thought to be involved. It is reportedly seen in equal ratios in
both genders but during childhood the ratio is more in girls (5).

Halder et al. report a difference in vitiligo between children and
adults due to the existence of autoimmune endocrine disease,
premature hair greying, increase in autoantibody incidence,
different reactions to topical PUVA and other similar conditions
).

There are a number of epidemiologic studies available regarding
vitiligo in children (6-12). However, the number of epidemiologic
studies on children with vitiligo in Turkey is very small (11,12). The
purpose of this study is to define the clinical and demographic
characteristics of childhood vitiligo observed in Turkey, identify
the accompanying diseases and the treatment options that are
provided.

MATERIAL and METHODS

The files of 105 paediatric patients diagnosed with vitiligo in
our hospital's dermatology department during the 2011-
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into 2 main groups, namely segmental and no segmental (13).
Cases with generalized (vulgar), focal, acral, acrofacial vitiligo
have been included in non-segmental vitiligo cases. Hemogram,
fasting blood glucose, thyroid function tests, serum iron, ferritin,
vitamin B12, folate and vitamin D levels have been recorded
during the laboratory tests.

The statistical analysis of the study data has been performed
by using SPSS 18.0 package program. Continuous variables
have been indicated with average + standard deviation, while
categorical variables have been indicated with percentages.
Mann-Whitney U test has been used for comparisons. Having
a p value lower than 0.05 has been deemed as statistically
meaningful.

RESULTS

44.76% of the patients are girls, 55.23% are boys. Boy/girl ratio
is 1.23:1. The average age of the patients was 10.98+4.77
years, the average age when the condition started was
9.63+4.53 years and average duration of the disease was
19.19+19.60 months. Average age of girls was 11.06+4.43,
and average age of boys was 10.93+5.07, and no average age
difference has been observed between genders (p=0.869).
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Table I: Clinical and Demographic Characteristics of Vitiligo Patients Per Age Group.

Our Stud Habib et Nicolaidou Aksoy et Hu Z.et Mutahari Handa et
Turke v al.(10) et al.(7) al.(11) al.(8) et al.(9) al.(6)
y Pakistan Greece Turkey China Kuwait India
Total number of patients R/P 105-R 157 -R 112-R 63-R 541-P 88-P 625-R
Girl ratio 44.8 56 60.70 57 49.40 56.80 57 1
% boy/girl ratio 1.23:1 1:1.13 - - - - '
Starting age (years) 8.60 6.53 6.62 8.70 7.20 6.20 6.20
Average age (years) 11.1 - - 10.2 = - -
Most frequent
vitiligo type Focal Vulgar Vulgar Vulgar
Most frequent localization Head, face T\Zii’ - - - - Head, neck
Vitiligo duration (years) 1.56 - - 1 - - -
Focal (%) 49.52 26 37.30 - - 14.40
Vulgar (%) 29.52 52 11.50 47.50 - - 78.40
Acral (%) 6.66 1.90 69.6
Acrofacial (%) 6.66 4.50 9 17.60 - 1.60
Segmental (%) 6.66 12 6.60 15.30 - 4.60
. 1.30
Mixed (%) 0.95 , - -
Universal
Halo nevus (%) 1.90 + 4.40
Leukotrichia (%) 7.61 12.30
Family history (%) 9.52 31 8 16 11 27.3 12.2
IDA (19)
Vit DD (15) : o
VitB12DA (6) AA ARE@TETi)
o . Asthma (6), AA(2)
Hypothyroidism(3) Thyroid D .
Atopic . DM(1)
Asthma (1) RA " Anaemia .
- . . : o Dermatitis AA Addison(1)
Coexisting diseases Coeliac disease(1) Psoriasis o AA DM
" (8-22.5%) Halo nevus PV(1)
Vasculitis (1) IBD : Atopy :
. : Thyroid D Thyroid D (1)
P. stenosis (1) Atopic 10.5% PS(1)
Chronic otitis (1) dermatitis e
Halo nevus
Immune
deficiency (1)

R=Retrospective ,P=Prospektif, AA=Alopecia areata, PV=Pemphigus vulgaris, PS= Poliglanduler syndrome, Thyroid D=Thyroid disease, DM= Diabetes
mellitus, IBD = Irritable bowel disease P. stenosis= Pulmonary stenosis, IDA=iron deficiency anaemia Vit DD=\itamin d deficiency, VitB12DA=Vitamin

B12 deficiency anaemia

Patients have been divided into 4 groups depending on their
ages; age 0-2 (baby), age 3-5 (play age), age 6-11 (school
child) and age 12-18 (adolescent). The distribution of the cases
in terms of age groups was as follows: 0-2 age group 6.66%
(n=7), 3-5 age group 9.52% (n=10), 6-11 age group 30.47%
(n=82) and 12-18 age group 53.38% (N=56).

In terms of duration of the disease, 0-2 months included 12
patients (11.42%), 3-6 months included 11 patients (10.47%),
7 months to 1 year included 9 patients (8.57%), and over a year
included 73 patients (69.52%).

With regards to the types of vitiligo, 6.66% (n=7) had segmental
vitiligo, 92.38% (n=97) had non-segmental vitiligo, 0.95% (n=1)
had mixed type vitiligo. 53.60% (n=52) of non- segmental
vitiligo was focal vitiligo, 31.95% (n=31) was vitiligo vulgaris

7.21% (n=7) was acrofacial and 7.21% (n=7) was acral type

There was no statistical difference between genders in terms of
lesion type and disease duration (p=0.953 and p=0.151. The
clinical and demographic characteristic per age-group of the
patients and the treatment options are provided in Table I.

DISCUSSION

Vitiligo is a dermatosis present with depigmentation in skin and
mucosa. In Turkey, studies on children with vitiligo are mostly
assessed together with adult and child cases and the number
of studies addressing children only is very few (11,12). Our
study has been conducted with this purpose and it has been
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Table II: Comparison of our study with the literature.

Patient group and Gender Average 5 Coexisting Family
number of patients (M/F) age L duration CATETED diseases history UL a2
Focal (52)
Vulgar (31)
Total 105 cases % 58/47 11 years 8.6 1.56 Acral .(7) 10
years  years  Acrofacial (7)
Segmental (7)
Mixed (1)
0-2 age (7) 6.70 3.40 Vulgar (5) ) Local treament, TS
6.66% EE, e months months Genital (2) IDA () Drug-free monitoring
Segmental (2)
3-5 age (10) 390 230  1.90 Vulgar (4) Asinme (1) $ ORI
7/3 Pulmonary 1 degree Topical steroid (TS)
9.52% years years  years Focal (3) ) . P
Acral (1) Stenosis (1) 2 degree  Calcineurin inhibitors (Cl)
Vit DD(10)
Si%@;”(tfé)@) IDA®) Local treatment (6-TS, Cl)
Vulgar (10) Vit B12DA(1) 5) Antioxidant treatment(3)
6-11 age (32) 7.90 1.20 gar. Vasculitis (1) General narrow band
o 15/17 8.20 years Acrofacial (2) -~ 1-1 degree
30.47% years years Hypothyroidism UvB(1)
Acral (1) 4-2 degree
e (1) Local narrow band O (1)
Leukotrichia (5), .
1- Immune Micro phototherapy(10)
Halonevus (2) -
deficiency (1)
Local treatment (6-
Calcineurin inh)
DEA(Q) Depo steroid(56)
Vit DE (5) o
. Antioxidant oral
Segmental (3) Vit B12
Focal (31) deficiency (5) 2 IreEtmet (<)
12-18 age (56) 1470 12.60 cy Local narrow band
33/23 1.85 Vulgar (12) Coeliac 1 degree (1)
53.38% years years . UVB treatment (4)
Acral (5) disease(1) 1 degree (1) .
, S Microphototherapy
Acrofacial (5) Hypothyroidism .
) (82-average 11 sessions)
Cr.otitis(1) General narrow

band UVB (5)
Patient no treatment (3)

O: Onset, D: Disease, V: Vitiligo, TS: Topical steroid, Cl: Calcineurin inhibitors, Cr: Chronic, Vit: Vitamin IDA: Iron deficiency anaemia

Vit DD:Vitamin d deficiency, VitB12DA:Vitamin b12 deficiency anaemi

compared with some studies in literature (Table I)(6-11). The
age at disease onset has been defined to be between 6.20-
8.70 in a number of studies(6- 10,14-17). Similarly, the age
at disease onset was 9.63 in our study. The earliest vitiligo In
terms of focal vitiligo 40.38 % (n=21) had cheek involvement,
23.07 % (n=12) periorbital involvement, 11.53 % (n=6) perioral
involvement, 7.69 % (n=4) genital involvement and 3.84% (n=2)
had scalp involvement. There were one cases each of brow
and neck involvement (0.95 %) while five cases had multiple
involvements (9.61%). Halo nevus has been observed at 1.90
% (n=2) and leukotrichia has been observed at 7.61 % (n=38).
Family history was 9.52 % (n=10), ratio in immediate family
was 2.85 % while in second- degree relatives the ratio was
6.66 %.Laboratory records indicated 18% (n=19) of low iron
level, 14.28% (n=15) of low vitamin D level, 5.71% (n=6) of low
vitamin B12 level and 2.86% (n=3) of thyroid test abnormality
(hypothyroidism).Forty-nine coexisting systemic diseases have
been observed in 32 cases. 18.09 % (n=19) iron deficiency
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anaemia, 14.2% (n=15) vitamin D deficiency, 5.7 % (n=6) vitamin
B12 deficiency anaemia (VBA), 2.8 % (n=3) hypothyroidism
have been observed while in addition, there was a single case
(0.95%) each of the following; asthma, chronic otitis, pulmonary
stenos, coeliac disease, vasculitis and immune deficiency.

Treatment options differed by age. While topical steroids and
calcineurin inhibitors have been preferred in younger ages and
in limited lesions, while in older ages and in more spread lesions
phototherapy and systemic treatment methods have been
practised.

Starting age has been defined as 1 month. Kayal et al.’s (15)
youngest diagnosed patient was 6 months old, while a study
conducted in China reported 8 babies born with vitiligo (8).
Various previous studies have obtained different results from
different age groups. The rates were as follows; under 4 years
of age 16 %, 4-8 years old 41-49 %, 8-12 years old 26-56
% and 12-19 years old 15% (6,8,10,15). Results of our study



are similar for 0-5 and 6-10 years old, but those for the 12-
18 year olds are different. While some authors report that the
majority of their cases is aged between 6-12, 53.38% of the
cases in our study was aged between 12-18 (18). The reason
could be delayed arrival of the patients to us. In this senseg, it is
highly important for the family practitioners to refer the patient
to dermatology.

Previous studies have reported more incidences of vitiligo in girls
(2,5,6,15,17,19). Our study, on the other hand, had a conclusion
slightly in favour of boys, 55.23 %, having a similarity with the
study by Alzolibani et al.(20). Various studies have concluded
a family history existence of 1.3-46 % in patients with vitiligo
(2,6,8,9,11,16,20,21). The existence of family history enhances
the idea of genetic factors playing a role in pathogenesis. In
people with a family history vitiligo has been reported to start
at an earlier age (2,3,20). According to Alzolibani et al. (20),
the existence of family history is less frequent in focal type.
The ratio of family history has been defined as 9.52% in our
study: In 2.85% (n=3) of the cases there was a vitiligo history in
immediate family while in 6.66% (n=7) had the same in second
degree relatives. In literature vitiligo in immediate family has
been reported in different ratios ranging between 7 and 35.50
% (6,20,22). Wang et al. (21) have found family history in a rate
of 2.50 % in second degree relatives .The reason for vitiligo has
not been clearly understood. Several factors such as genetic,
neurohumoral, ototoxic may be involved. The existence of
autoimmune diseases and the high level of some autoantibodies
is supportive of the autoimmune hypothesis.

A number of studies have reported a coexistence of vitiligo
and autoimmune disease in a rate of 30-25.30 % (23). Some
authors have stated that non-segmental vitiligo, in particular,
has more accompanying diseases (2-4). Autoimmune
thyroiditis, alopecia areata, diabetes mellitus (DM), Addison
disease and pernicious anaemia are among the autoimmune
diseases accompanying vitiligo (2,3). In 32 cases of our study
(80.4%) there were 49 coexisting pathologies. A number of
studies conducted in Turkey on adult and paediatric patients
with vitiligo reported the existence of accompanying diseases
in similar ratios (40-45%) and they also mostly reported 21%
of iron deficiency anaemia and 4.90-12% of vitamin B12
deficiency anaemia (24.25). In our study, covering children
only, 18.09 % (19 cases) of iron deficiency anaemia and 5.71%
(n=6) vitamin B12 deficiency anaemia have been observed. The
ratio of observing thyroid pathology in patients with vitiligo is
around 10-26 % (6,14,19,23). In a study conducted by Zetting
et al. (26) on 1096 adult patients with vitiligo the most common
coexisting disease has been reported as thyroiditis. Similar to
Aksoy et al.(11), this study has revealed lower rates (2.85%
(n=8) of thyroid pathology, but some studies conducted in
Turkey and covering both adults and children have reported
higher rates, ranging between 17-27 %, of thyroid antibody
(11,24,27). This is an indication that as one gets older, the
possibility of developing autoimmune diseases, anaemia and
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thyroid pathologies in particular, is increased. Therefore, thyroid
antibodies are also required to be monitored in patients with
vitiligo (25). The opposite is also true. In other words, vitiligo rate
is high in patients with thyroiditis too. According to Prindaville
et al. (28), the possibility of developing vitiligo in patients with
thyroiditis is 2.70 %. Uncu et al. (29), on the other hand, claim
that thyroid disease is associated with the duration of vitiligo,
but has nothing to do with the onset and also that the risk of
thyroid disease is not increased in segmental type. Similarly,
hypothyroidism in adolescence was also common in our study
and it was not related to segmental type (12-18). Ertekin et
al.(30) Observed 2.10% (in 3 cases) of vitiligo in their series of
children with coeliac. There was only a single case monitored
with coeliac disease diagnosis in our study. Furthermore, vitiligo
has been observed to be accompanied by dermatoses such as
psoriasis, liken planus and atopic dermatitis (3,4). No other skin
disease has been observed in our study.

[t has been recently claimed that vitamin D in patients with
vitiligo is important in terms of secondary autoimmunity. In
cases where the blood level is below 15 ng/ml, the risk in other
autoimmune diseases is reportedly is higher, hence there is a
need to monitor this level. Particularly in early childhood, the
relation between vitiligo and vitamin D has been found to be
more significant in children under 15 (31). The fact that 14.28%
(n=15) of the cases in our study had vitamin D deficiency is
supportive of this claim.

Vitiligo, in recent studies, is being categorized as extensive,
localized, segmental, universal and non-segmental based on
lesion distribution and prevalence. Segmental vitiligo has been
observed more frequently in children, particularly in the 4-8
age group (4-32.60%) (5,6,8,19). This type of vitiligo is mostly
observed in face, periorbital area and neck. Our study included
a ratio of segmental type vitiligo (6.66%) that is similar to that
reported by similar Marinho et al.(18). In addition, one of the
cases was in a mixed structure containing segmental and
generalize vitiligo.

The most frequent non-segmental type vitiligo observed in
children is generalized (78%), followed by focal vitiligo (1).
Focal vitiligo is seen in around 14-29 % of the cases (18).
Some authors have reported that in children vitiligo is mostly
located around the eye and neck, followed by lower extremity,
torso, upper extremity and perianal are(15). In our study, non-
segmental vitiligo ratio is 92.38% and focal vitiligo is 49.52 %
(n=52). Localization was mostly observed in cheeks, followed
by the sides of the eyes and mouth. Kayal et al. (15) reported
a periorbital zone involvement of 26% and our finding was
11.53 %. Gandi et al. (17) reported the most involvement was
observed in torso.

Vitiligo vulgaris, or in other words generalized vitiligo, is diffused
symmietrically around the face, neck, torso, extremity bone tips.
It is observed in a ratio of 33-78 % (15.18). Despite being the
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most frequent type both in adults and in children, it was the
second most frequent in our study (29.52%) (5,6,8,9,16,18).
While acral type is involving the tip of extremities, while the
acrofacial type involves the surrounding of the orifice and finger
distal. It comprises 1-14 % of all vitiligo (15,18).Nejat et al. (32)
reported a higher ratio of acrofacial type, by 27.60 %. Acral and
acrofacial types have been observed at the same ratios in our
study by a total of 13.32%. Premature hair greying is also more
common in children with vitiligo (5). Scalp involvement is around
12-26% and greying of hair (leukotrichia) occurs too (2,15,20).
Eight of the cases had (7.61%) leukotrichia. Genital and oral
mucosal involvement is rare. The ratio of reported cases is
0-13.80 %(6). No oral mucosal involvement has been observed
in our study. However, genital involvement was present in six of
our patients, two with vulgar type and four focal. Some authors
have stated that the perianal area could be the starting place
for vitiligo (3).

The ratio of halo nevus in children with vitiligo is high. Some
authors have stated that the existence of halo nevus and
leukotrichia in segmental vitiligo poses a risk of generalization
and halo nevus is more common in vitiligo with an early onset
(8). However, there is no concrete evidence to indicate it as
a symptom of vitiligo. A number of studies have reported
halo nevus ratios ranging between 0.92-59 % (2,3,15,33).
Halo nevus has been observed in only 2 cases (1.96%) in our
study. Kobnerization has not been assessed as it has not been
specified on patient legs.

Vitiligo etiopathogenesis is difficult to treat as it has not been
fully understood. The purpose of treatment is to stop the
progression of lesions and to facilitate re-pigmentation. Selection
of treatment is based on the child’s age, lesion localization,
prevalence and family preference. It has impact on success in
clinic type (34). Various treatment guides are being discussed
(84- 38). With regards to vitiligo treatment, systemic, topical
treatments (containing topical corticosteroid, topical vitamin
D analogues and topical calcineurin inhibitors), phototherapy
(narrow band UVB, PUVA, microphototherapy), depigmenting
agents, surgical intervention are among the options (34-37).
But none of them is fully satisfying. Besides, in 15-30% of the
patients there is no reaction at all. In a number of studies, the
first option provided to children with vitiligo was potent steroid
creams and calcineurin inhibitors (18). Topical practises have
yielded a success rate of 35-60 % (34-37).

In our study, 0-2 years old babies have been either monitored
without any treatment or treated short-term with topical steroid
creams. Regarding children over the age of 2, the first option was
using steroid creams for 2 week durations, with a week pause
in between, in limited lesions for a total duration of 3 months.
The combination of topical steroid and topical calcipotriol has
been observed to reduce the atrophic side effects related to
steroid. A number of studies have concluded a success rate of
26-75% in topical potent steroid practises(18,34).
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Based on the treatment approach employed in our clinic, cases
who did not give any reaction to treatments within 3 months
have been provided with calcineurin inhibitors as an alternative
treatment. These medications have less side effects than
cortisone and thus helped the patient harmonization. A number
of studies have reported a success rate of 76 %, particularly in
vulgar and focal types (37). The reaction ratio to treatment could
not be defined in our study but in general the outcomes were
positive. The combined use of topical Calcineurin inhibitors
and narrow band UVB treatment has yielded a synergic effect
(87). In our study, we also witnessed that calcineurin inhibitors
provided as part of phototherapy treatments is increasing the
speed of repigmentation.

Topical vitamin D analogues are thought to have an impact by
making an immunomodulation and melanogenesis stimulation
through vitamin D receptors (34-37). A study on the subject
has reported success in 10 cases out of 18 children (31). We
have provided it as an alternative supplementary treatment
to patients with vitiligo. As combines treatments have been
provided to cases, their single efficiency could not be assessed.

In patients over the age of 12 and with rapid spreading vitiligo
lesions, depo steroid (triamcinolone acetonide 40mg ) has
been applied monthly, due to cytotoxic effects, for a total of
3 times. Based on the oxidative stress etiopathogenesis of
vitiligo, all cases over the age of 12 have been given antioxidant
treatment (capsule containing vitamin A,C,E and selenium)
and oral vitamin D preparations as supplemental treatment
(86). Iron deficiency and vitaminB12 deficiency, observed
during the tests, have been treated. Phototherapy has been
reported to have positive effects in vitiligo treatment according
to several studies. Narrow band UVB phototherapy is believed
to be an effective and secure method in paediatric vitiligo. It is
recommended for patients with an involvement area of over 2
% if topical treatment is not beneficial. However, it should not
be used for more than 12 months (38).A number of studies
have reported 44-78 % of success rate with narrow band
UVB treatment (38). Depending on the lesion conditions of the
patients, local UVB, microphototherapy or general narrow band
UVB treatments have been implemented. Treatment has been
ceased at the end of 6 month if no reaction has been observed
to treatment or at the end of the 12 month duration. In our study,
the ratio of patients receiving local narrow band UVB treatment
was 3.80 % (n=4) and the ratio of patients receiving general
narrow band UVB was 4.76 % (n=5). These patients have
received 100 treatment sessions over a period of around a year.
The reason for the number of patients receiving phototherapy
to be low could be because their vitiligo lesions are mostly in
focal type or because the patients have refused it themselves.
Microphototherapy UVB is only applied to lesions in target
oriented treatment (37). Regarding the patients who had only
localised lesions, such as the face, microphototherapy UVB
treatment has been applied every fortnight. Microphototherapy
has been applied to 30.47% (n=32) of the children with vitiligo.



They received a total amount of treatment sessions ranging
between 2 and 23, with an average of 11 sessions. Success
rate was particularly higher in those with a lesion in the head
neck area.

As most of the patients have been provided with more than
one, or in other words with a combined treatment scheme, the
success rate of repigmentation treatment options could not be
calculated properly.

No reaction at all has been received from 15-30% of the
patients with vitiligo but it should be kept in mind that there may
be a possibility of 30% spontaneous remission. Thus it is not
fully known whether repigmentation has occurred by itself or
through treatment (2).

CONCLUSION

This study is addressing the clinical and demographic
characteristics of children with vitiligo as well as the practised
treatment options. The gender ratio among our patients was
slightly in favour of males. The average age was 10.9 years,
average age at disease onset was 9.63 years while the average
disease duration has been calculated as 1.59 years.

Majority of the cases was aged between 12-18. In 40% of the
cases there was a coexisting pathology.

Non-segmental vitiligo was 92.38% while focal vitiligo was
49.52%. Cheek localization was the most frequent. Particularly
in lesions localised in head-neck area with new-onset vitiligo,
micro-therapy has been observed to be effective and the
calcineurin inhibitors given in between treatments to speed
up repigmentation. Success rate was higher in combined
treatments. Furthermore, the antioxidant treatments have been
observed to be useful, increasing patient satisfaction.

Epidemiologic studies are not only important to determine the
frequency of diseases but they are also required for the planning
of effective health services. Therefore, being the first point of
assessment, it is highly important for the family practitioners
to refer the family so that treatment can start earlier and be
effective.
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