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Quality of life in patients with vitiligo: A descriptive 
study on 83 patients attending a PUVA therapy unit 
in Imam Reza Hospital, Mashad 

Sir,
Vitiligo is disfiguring in all races, particularly 
in patients with darker skin, because of stronger 
contrasts. Patients suffer from poor body image and 
low self-esteem and also experience a considerable 
level of psychological burden.[1] Moreover, in Iran, 
there is a strong negative public attitude toward this 
disease. Since ancient times, patients with vitiligo 
suffered the same mental abuses as patients with leprae 
and, maybe, the two diseases have been confused  
clinically.[2]

In a descriptive study, we assessed the Dermatology 
Life Quality index (DLQI) in Iranian patients 
attending the PUVA therapy unit of the Dermatology 
Department in Imam Reza Hospital, Mashhad-Iran. 
The Persian version of DLQI was completed by 83 
vitiligo patients between February 2006 and February 
2007. DLQI comprises of 10 questions classified into 
six categories, which include symptoms and signs (Q 
1 and 2), daily activity (Q 3 and 4), leisure (Q 5 and 
6), work and school (Q 7), personal relationships (Q 
8 and 9) and treatments (Q 10). Each question gets a 
score from 0 to 4. Then, the index score is calculated 
by summarizing the scores and results in a maximum 
of 30 and a minimum of zero. The higher the score, the 
more impaired the quality of life.

Fifty-one females and 32 males between 16 and 59 
years of age were included in this study, with disease 
duration from 3 months to 50 years (mean duration of 
9.9 ± 9.4 years). The lesions were limited to exposed 
areas in four, to non-exposed areas in 26 and presented 
in both areas in 53 patients. Thirty-eight patients had 
lesions in sexually important areas of the body.

The different aspects of the patient's life according to 
our questionnaire (mentioned above) were impaired 
as following: Q1, 48.2%; Q2, 42.1%; Q3, 9.6%; Q4, 
47%; Q5, 16.8%; Q6, 14.4%; Q7, 9.6%; Q8, 48.2%; Q9, 
15.2%; Q10, 16.9%.

The mean DLQI score in our patients was 7.54 ± 
4.97, within the range of 0–20. The mean DLQI score 
for women and men were 8.6 ± 5.2 and 5.8 ± 4.1 
respectively. Thus, the quality of life was influenced 
more significantly in females than in males (P = 0.013). 
The mean DLQI score was highest in the 3rd decade of 
life, but it was not statistically different between the 
age groups (P = 0.278).

There was no statistically meaningful association 
between distribution of the lesions in the body 
(exposed vs. unexposed areas) and DLQI score. The 
mean score was not significantly affected by the marital 
state of the patient, although, in the male group, single 
patients and, in the female group, married patients 
had higher scores. It is important to keep in mind 
that extramarital sexual relationship in our country is 
strongly prohibited for women and our single patients 
might not mention sexual problems.

With multiple linear regression models, we found 
that higher DLQI score had an association with living 
in the rural areas and with involvement of sexually 
important areas of the body, although these P-values 
were not significant. In most of our patients, little 
or no sport activity impairment was noticed in both 
sexes, which may be caused by a lesser tendency to 
take part in sport activities in our country.

This study quantities the burden of vitiligo on the 
quality of life of a sample of Persian patients, expressed 
as an overall mean DLQI score of 7.54. This value is 
very close to that found by Aghaei and coworkers in a 
study of 70 Iranian patients (mean score, 7.05).[3] But, 
there are variable results in different sites of the world, 
from a DLQI score of 4.82 in England to a DLQI score 
of 14.72 for a study in Saudi Arabia.[4] Mechri and 
coworkers assessed psychiatric morbidity and quality 
of life in vitiligo and concluded that the quality of 
life decreases in vitiligo patients and is related to the 
psychiatric comorbidity.[5]
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Differences in methodology, such as patient 
recruitment and population characteristics, makes 
comparison between studies difficult. Overall, higher 
DLQI scores in Iranian and Saudi Arabian patients 
may be caused by their cultural and relegious beliefs 
as well as their darker skin color.

Studies show major impairments in patient’s life 
quality. These results should awake the interest of 
physicians in this "cosmetic" disease, especially 
in groups found to be at higher risk of quality life 
decrements.

Vitiligo patients experience anxiety and embarrassment 
when meeting strangers or beginning a new sexual 
relationship, and many feel that they have been the 
victims of rude remarks.[1] Dealing with psychological 
component of this disease is desirable to improve 
the patient's quality of life. Also, there is a need for 
accessible, accurate, community-based education 
about the natural history of vitiligo, the effectiveness 
of treatments and its expected duration. The provision 
of such information facilitates therapeutic selection 
by the patient, enhancing their understanding of 
treatment options and influencing the public attitude 
toward this disease.
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Angel’s kiss in three generations 

Sir,
Vascular stains are the most common capillary 
malformations (CMs) encountered in newborns. 
Similar stains called ‘‘salmon patch,’’ ‘‘angel’s kiss,’’ 
‘‘stork bite’’ occur in up to 40-50% of newborns but 
fade progressively during infancy and so termed as 
‘‘fading macular stains.’’ Angel’s kiss (AK) represents 
a subset of CMs that occupies a midline location of 
the glabellar region. Some macular stains particularly 
those on the nape of neck (stork bite) and rarely 
on the glabellar region (angel’s kiss) persist into 
adulthood without significant darkening and then 
called as medial telangiectatic nevus. Despite the 
high frequency CMs in the general population, only 
few families that show familial segregation of CMs as 
an autosomal dominant trait have been reported.[1-4]

We describe three generations including daughter, 
mother and grandmother with persisting AK located 
on the glabellar region. A 22-year-old girl (proband) 
presented with a vascular lesion on her forehead. She 
reported that she had this red discoloration without 
any change in color and size since birth. There was 
3×5 cm reddish butterfly shaped macule on the 
central part of her forehead and glabella [Figure 1a]. 
When questioned, the patient reported that in her 
family her mother and grandmother also had pinkish 
discoloration becoming paler with age on their 
forehead since birth. Her mother and grandmother 
were later examined. Her mother was 45-year-old and 

had a V-shaped 2×3 cm pinkish macule on her glabella 
becoming more evident during crying and after 
emotional reflections [Figure 1b]. Her grandmother 
was 70-year-old and had a 1.5×3 cm paler pinkish 
macule on her glabellar area [Figure 1c]. Physical 
examination of them were normal and family history 
was not supportive for other vascular malformations 
and internal disorders. Radiological examinations 
including cranial computerized tomography and 
abdomen ultrasonography for our patient and her 
mother were normal. Medial telangiectatic nevus 
(MTN) showed an autosomal dominant mode of 
transmission in three generations of family [Figure 2].

CMs presenting at birth and persisting in adulthood 
are of two types: (1) MTN, which is the most common 
form and (2) lateral telangiectatic nevus (LTN), so-
called port wine stain or nevus flammeus. CMs of birth 
appears in 50-74% of all newborn infants as irregular 
patches ranges salmon pink to red in color that is 
located primarily on the medial part of glabello-frontal( 
angel’s kiss), and occipito-nuchal regions of head 
(stork bite) or lumbosacral areas (salmon patch).[5,6] 

They are sometimes termed ‘‘fading macular stains’’ 
rather than true CMs because these lesions typically 
lighten significantly or disappear with in the first few 
years. If the capillary lesions of AK or the others do 
not involute during the first 5 years of life, they are 
called persistent MTN or if the lesions become much 
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Figure 1: (a-c) MTN on forehead  and glabella of the proband (a), her mother (b) and grandmother (c)
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lighter and smaller, in time they are called as residual 
MTN. In the literature MTN is detected in 40-55% 
of normal adults particularly those on the nape of 
the neck.[1-4] Van Baar et al.[7] supposed that 57.5% of 
stork bite at the nape persist throught life. However 
the macular stains of AK persisting in adulthood as 
MTN have been reported rarely in the literature. 

MTN are associated with other abnormalities such as 
umbilical hernias and hyperextensions of the joints 
as well odontodysplasia, multiple hamartomas and 
intracranial malformations, meningoencephalocele, 
meningomyelocele, spinal dysraphism, trisomy 13-15, 
Beckwith-Wiedemann syndrome, Down syndrome, 
mega cisterna magna, and craniofacial synostosis.[1,3,4] 
There was no clinical sign of these malformations and 
diseases in our patient and her family.

Histologically CMs are composed of capillary-like 
vessels that are dilated and/or increased in numbers. 
They have been suggested to be remnants of unmodified 
primitive capillary plexus. In contrast, neuronal 
marking is significantly decreased, suggesting that 
the lack of innervation may be the dilatation of the 
cutaneous capillaries. Linkage analysis recently led to 
the identification of a locus on 5q 13-22.[1-4]

Figure 2: Pedigree of family (three generations).
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Interdigital basal cell carcinoma of the hand: A rare 
site

Sir,
Basal cell carcinoma (BCC) is the most prevalent type of 
skin cancer in the white population, and it is the most 
common malignancy overall in humans.[1] It is usually 
seen on the face and neck area and approximately one-
third of BCCs are found on other parts of the body.[2]

Although commonly occurred and thoroughly 
described, it seems that BCC rarely develops on the 
palms and soles. The interdigital space is considered 
the rarest location of this tumor.[3] Three cases of an 
interdigital pedal BCC have been reported[3,4] but, to 
the best of our knowledge, this is the first case of an 
interdigital BCC of the hand.

A 63-year-old woman was referred to our department 
for evaluation of a 2-month history of an ulcerative 
lesion located at the second interdigital space of her 
right (dominant) hand [Figure 1]. The lesion was well 
defined, approximately 0.7 cm in diameter and oval 
shaped. The floor of the ulcer was slightly depressed 
below the skin surface and had a fleshy appearance. 
There was no inflammation around the lesion. A 
pearly translucent border with thin superficial vessels 

was seen, rising above the normal level in a few 
areas. The patient stated that she underwent topical 
antibacterial and antifungal treatment for 1 month, 
which was unsuccessful. Her occupation as a farmer 
was taken under consideration.

A 3 mm punch biopsy was performed and differential 
diagnosis included BCC, pyogenic granuloma, 
candidiasis and impetigo. Mycologic and bacteriologic 
examination, including potassium chloride (KOH) 
preparation, Gram stain and cultures obtained from 
the ulcer, were negative.

The pathologic evaluation revealed a large number of 
cells with large, oval, deeply basophillic nuclei and 
scanty cytoplasm. The peripheral cells were arranged 
in characteristic palisades [Figure 2]. The histological 
examination was compatible with basal cell carcinoma. 
Excision of the lesion was achieved via surgery and 
the defect was repaired with a full-thickness skin 
graft. Six months later, the surgical site healed with 
an excellent cosmetic and functional result [Figure 3].

BCC most frequently occurs on sun-exposed 
and sun-damaged skin. It develops slowly and 
metastasis is exceedingly rare. The etiology of the 
tumor is still unclear, but exposure to UV radiation 
is the main pathogenic factor.[5] The predisposing 
factors for developing BCC include skin phototypes 
I and II, prolonged exposure to ultraviolet light, 
arsenic exposure, chronic ulcer/trauma, scars 
resulting from burns, former therapeutic radiation, 
immunodeficiency, vaccines, viruses, tattoos, family 
history of skin cancer, inherited syndromes such as 
albinism, nevoid basal cell carcinoma syndrome and 
xeroderma pigmentosum.

The dorsum and the nail unit of the hand and, less 
frequently, the palm, the inner digital cleft and the web, 
as in our patient, often endures sunburns, chronic and 
intermittent exposure to sunlight and chronic trauma. 
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Figure 1: Rodent ulcer localized in the second webspace of her 
right hand
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However, the hand is not considered a common site 
of BCC.

In our patient, the appearance of the tumor in a  non-
typically sun-exposed region as the interdigital space, 
which lacks pilosebaceous follicles and the absence of 
known predisposing factors, raises questions regarding 
the pathogenesis of this carcinoma. Perhaps, her 
occupation as a farmer and, subsequently, the traumas 
that frequently occurred in her dominant hand may 
have predisposed to the development of the tumor in 
this unusual site.

Although a number of extensive reviews of hand 
carcinomas have been reported, they lack specific 
tumor location.[6] It is obvious that more cases of BCCs 
in unusual sites and further etiologic investigation 
need to be considered in the evaluation of the 
pathogenesis of this tumor. Physicians should be 
aware of the development of BCCs in unusual sites 
such as the interdigital spaces.

Figure 3: No recurrence and good cosmetic result was seen 6 
months after the excision

Figure 2: A large number of cells with large, oval, deeply 
basophillic nuclei and scanty cytoplasm were seen, arranged in 
characteristic palisades (H and E, x400)
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