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Abstract
Introduction: The use of complementary and alternative medicine (CAM) in dermatology has been increasing in recent years. Patterns of CAM use by vitiligo patients have not previously been assessed in Saudi Arabia. Therefore, it is worth exploring the perceptions, knowledge, and attitudes of Saudi vitiligo patients toward CAM.
Methods: A cross-sectional study was conducted for 12 months among Saudi vitiligo patients at King Abdulaziz Medical City in
Riyadh. A validated self-administered questionnaire, comprised of four sections, was used to collect the data. Descriptive analysis
was used, and a chi-squared test was used to determine the association between dependent and independent variables.
Results: Two hundred patients with vitiligo were enrolled, 56% of whom were female. The average age was 31.6 ± 15.45 years. Approximately 52% of the patients were either current or previous users of CAM. Among the patients, 44.5% had been asked by their
dermatologist about their CAM use, and 18.5% preferred not to disclose their CAM use. Social media was the most common source
of information for CAM (28%).
Conclusions: More than half of the vitiligo patients in our study used some form of CAM. The most popular remedies were honey
(37%), Nigella sativa (29%), and olive oil (29%).
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Introduction
Vitiligo is a disorder characterized by depigmented white skin
patches due to the autoimmune destruction of melanocytes. Vitiligo affects 0.5% of the world population (1). Depigmentation of the
skin can be especially apparent in people with darker skin tones,
such as people of Middle Eastern, South Asian, and African origin, leading to major psychological distress (2). Vitiligo is divided
into two types: segmental and non-segmental. Non-segmental
vitiligo is the most common type and is likely to expand after development, whereas segmental vitiligo is a less common type that
is unilateral and more stable (3).
There are limited treatment options for vitiligo, ranging from
topical immunomodulators to surgical therapies. Treatment is not
effective in all patients and does not cure the disease (1). In localized vitiligo, topical corticosteroids or calcineurin inhibitors may
be utilized. Cutaneous atrophy is a major issue with prolonged
topical corticosteroid treatment, especially with class 1 corticosteroids (4). If the body surface area affected by vitiligo exceeds
20%, then the first-line treatment is narrowband UVB monotherapy. In a meta-analysis of non-surgical therapies, narrowband UVB
showed the highest success rate, 63%, compared to methoxsalen
plus UVA at 51% (5). Phototherapy, although effective at times, is
inconvenient and time consuming because the patient must come
to the hospital for treatment. Even after achieving successful repigmentation, 40% of patients relapse (6).
Due to unsatisfactory response to treatment, frequent side effects, and high relapse rates from conventional therapies, some
vitiligo patients may choose to pursue other sources of treatment

such as complementary and alternative medicine (CAM). Although
studies on CAM use among patients with skin diseases in general
have been conducted in Saudi Arabia (7), there are no studies on
the use of CAM in vitiligo patients. This study assesses the perceptions, knowledge, and attitude toward CAM among Saudi patients
with vitiligo.

Materials and methods
This was a cross-sectional study conducted at King Abdulaziz
Medical City (KAMC) in Riyadh, Saudi Arabia. The study was approved by the Institutional Review Board (IRB) at King Abdullah
International Medical Research Center on September 17th, 2018
(Approval no. RYD-18-419812-149638).
Saudi vitiligo patients were recruited at the phototherapy unit
of the dermatology outpatient clinic from August 14th, 2018 until August 22nd, 2019. Informed consent was obtained from all
patients enrolled. All willing participants were included except
those that did not speak either Arabic or English.
A bilingual (Arabic and English) validated questionnaire (8)
was acquired, modified, and revalidated. Two experts in dermatology and CAM were contacted for content validation. Clarity, objective coverage, and the absence of leading and double-barreled
questions were assessed. The questionnaire was found to be clear
and to cover the objectives of the study. Following expert content
validation, a pilot study of 35 Saudi vitiligo patients was carried
out. The data collected from the pilot study were analyzed and
yielded a Cronbach’s alpha score of 0.86.
The validated questionnaire used was comprised of 23 ques-
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tions divided into four sections: demographics, knowledge, attitudes, and perceptions (assessed through six Likert scale questions). A sample size of 197 was determined with a confidence interval of 0.95 to represent the population of Saudi vitiligo patients
at the hospital. The number of vitiligo patients visiting the phototherapy unit annually is approximately 400 patients.
The data were coded and analyzed using Statistical Package
for the Social Sciences (SPSS) version 23 (SPSS Inc., Chicago, IL,
USA). Data were presented as percentages, frequency tables, and
bar charts. Cross tabulation with the chi-squared test was used
to determine the association between independent variables (age
category, sex, level of education, employment and occupation,
marital status, and residence) and the dependent variables in Sections 2 and 3 (knowledge and attitudes). A Likert-type scale was
utilized to assess the perceptions and beliefs toward CAM, and
a perceptions and beliefs score was constructed with a value between 6 and 30 based on the six statements with five points each.
Perceptions and beliefs were analyzed using a t-test and one-way
ANOVA. Missing data were addressed by discarding questionnaires that had any missing answers. Questionnaires that had
two answers chosen where one was needed were also discarded.
Instructing the participants how to correctly complete the survey
ensured that the questionnaires were filled out correctly. The statistical significance value was set at less than 0.05 with a confidence interval of 0.95.

Results
Sociodemographic data
A total of 200 patients were enrolled. Females comprised 56% of
participants (Table 1). The mean age was 31.6 ± 15.45 years. The
most frequent level of education stated by patients was higher education (37%). Most patients were single (46.5%) and employed in
the government sector (32.5%). Almost all the participants lived in
the city rather than in rural areas. Approximately 52% of patients
used some form of CAM (Table 2).
Table 1 | Patient characteristics (n = 200).

Characteristics
Age:
Under 18
18–30
31–45
46–60
Over 60
Sex:
Male
Female
Education:
No formal education
Elementary
Intermediate
High school
Higher education
Social status: Married
Single
Divorced
Widowed
Employer:
Government
Private sector
Student
Unemployed
Residence:
Urban
Rural
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Frequency
8
64
58
35
5
88
112
19
25
27
55
74
90
93
8
9
65
13
60
62
199
1

Percentage
19.0%
32.0%
29.0%
17.5%
2.5%
44.0%
56.0%
9.5%
12.5%
13.5%
27.5%
37.0%
45.0%
46.5%
4.0%
4.5%
32.5%
6.5%
30.0%
31.0%
99.5%
0.5%

Table 2 | Use of complementary and alternative medicine (CAM) among participants (n = 200).

Characteristics
CAM users Non-CAM users p-value
Age:
Under 18
16 (15.4%)
22 (22.9%)
.051
18–30
35 (33.7%)
29 (30.2%)
31–45
34 (32.7%)
24 (25.0%)
46–60
14 (13.5%)
21 (21.9%)
Over 60
5 (4.8%)
0 (0.0%)
Sex:
Male
40 (38.5%)
48 (50%)
.101
Female
64 (61.5%)
48 (50%)
Education: No formal education 12 (11.5%)
7 (7.3%)
.092
Elementary
12 (11.5%)
13 (13.5%)
Intermediate
18 (17.3%)
9 (9.4%)
High school
21 (20.2%)
34 (35.4%)
Higher education
41 (39.4%)
33 (34.4%)
Social status: Married
47 (45.2%)
43 (44.8%)
.741
Single
46 (44.2%)
47 (49.0%)
Divorced
5 (4.8%)
3 (3.1%)
Widowed
6 (5.8%)
3 (3.1%)
Employer:
Government
28 (26.9%)
37 (38.5%)
.068
Private sector
8 (7.7%)
5 (5.2%)
Student
28 (26.9%)
32 (33.3%)
Unemployed
40 (38.5%)
22 (22.9%)
Residence: Urban
103 (99.0%) 96 (100.0%) > 0.99
Rural
1 (1.0%)
0 (0.0%)
Total
104 (52.0%) 96 (48.0%)
CAM = complementary and alternative medicine.

Patients’ knowledge of CAM
The most frequently used form of CAM was honey (37%), followed
by Nigella sativa (29%) and olive oil (29%; Fig. 1). Interestingly,
four patients stated that dairy products are beneficial for vitiligo,
and two patients found that stopping dairy products was beneficial. Two patients mentioned that sulfur water was beneficial for
vitiligo and two other patients stated that tamarisk tree extract
was beneficial. Sunbathing was stated as beneficial for vitiligo by
one patient. Ginkgo biloba was known to be beneficial for vitiligo
in 10.5% of patients. Common sources of information included
social media (28%), family members (25%), and other vitiligo patients (24%). Females were more likely to use henna and Saussurea costus (p = 0.01 and p < 0.01, respectively). Males were more
likely to use honey (p = 0.01). Patients with higher education were

Figure 1 | Frequently used forms of complementary and alternative medicine
(CAM).
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more likely to use Ginkgo biloba (p = 0.02). Older patients were
more likely to use olive oil (p < 0.01) and Nigella sativa (p < 0.01).
Patients’ knowledge of CAM
The most common reason (35.6%) for using CAM was patients’
belief in its benefits for vitiligo (Fig. 2). Although more than half
of patients had used CAM at some point, only 19% were current
users. Approximately half of the patients (44.5%) were asked by
their dermatologist about their possible use of CAM. Some patients (18.5%) preferred not to inform their dermatologist about
their use of CAM, even if asked. Most users (45.6%) do not use
CAM regularly (Fig. 3). CAM and conventional medications were
used concurrently in 41% of patients.
Patients’ perceptions and beliefs toward CAM
The score constructed to assess patients’ perceptions and beliefs
toward CAM had a mean of 16.8 ± 3.8. The highest score recorded
was 26 out of 30, and the lowest was 6. Patients that tried CAM in
the past and patients currently using CAM both had more positive
perceptions toward CAM than those that had not tried it (p < 0.01,
both). Patients using prophetic medicine modalities such as olive
oil, cupping therapy, honey, and Nigella sativa had more positive

Figure 2 | Reasons for using complementary and alternative medicine (CAM).

Figure 3 | Frequency of use of complementary and alternative medicine (CAM).

perceptions toward CAM (p < 0.01, for all four CAM modalities).
Patients that tried henna as a cosmetic option and those using
Polypodium leucotomos supplements for managing vitiligo also
had a more positive perception toward CAM (p < 0.01 and p = 0.02,
respectively). Patients that used dairy products and desert truffles also had more positive perceptions toward CAM (p = 0.01 and
p < 0.01, respectively). A statistically significant association between weekly use of CAM and better perceptions toward CAM
compared to less frequent, irregular, and even daily use was present (p < 0.01). The statements used in this section and the frequency and percentage of each option are found in Table 3.

Discussion
CAM has become a more popular option in dermatology (9) as
well as medicine in general (10) in recent decades. Although no
study, to our knowledge, indicates a prevalence of CAM among
Saudi vitiligo patients, the use of CAM among dermatology outpatients in Saudi Arabia was found to be approximately 40% (7).
The prevalence of CAM use in Saudi Arabia in general ranges from
21.6% to 90.5% (11). More than half of Saudi vitiligo patients in
this study (52%) have used some form of CAM at some point in
their lives. This may be explained by the chronic nature of vitiligo
compared to many other dermatological conditions as well as the
slow treatment response.
The mainstay of treatment of generalized vitiligo is narrowband UVB phototherapy, which requires two to three sessions of
phototherapy per week on nonconsecutive days (4) for a duration
of months to years, with better treatment response seen at longer
treatment durations (12). Frequent clinic visits, long treatment
duration, risk of relapse, and side-effects such as xerosis and
pruritus may influence patients’ decision to pursue alternatives
such as CAM, and may account, in part, for the high prevalence
of CAM use in our study population because the study population
was comprised of patients recruited from the phototherapy unit
at our hospital.
Honey, Nigella sativa (the “black seed” of prophetic medicine),
and olive oil were the three most common types of CAM used by
vitiligo patients in our study. All three remedies are mentioned in
prophetic medicine, and therefore prophetic medicine might be
considered one of the more important sources of information for
Saudi patients with vitiligo.
Vitiligo occurs due to the autoimmune destruction of melanocytes by cytotoxic T-cells in genetically predisposed individuals.
Furthermore, melanocytes in patients with vitiligo are more susceptible to oxidative stress (3). Honey was found to have superior
outcomes compared to silver sulfadiazine in the treatment of
burns (13). The antimicrobial and antioxidant effects of honey are
well documented and can potentially be useful in vitiligo (14, 15).
Extracts prepared from Nigella sativa and thymoquinone, a phytochemical found in Nigella sativa, have been shown to increase
pigmentation without significant side effects (16). Moreover, Ni-

Table 3 | Patients’ beliefs and perceptions toward complementary and alternative medicine (CAM).

Statements
1. CAM is safer than conventional medicine
2. Conventional medicine could be replaced by CAM
3. CAM can cure vitiligo
4. CAM can interact with other medications
5. CAM is effective in treating vitiligo
6. CAM has no side effects

Strongly
disagree
42 (21.0%)
42 (21.0%)
21 (10.5%)
13 (6.5%)
18 (9.0%)
23 (11.5%)

Somewhat
disagree
24 (12.0%)
53 (26.5%)
33 (16.5%)
18 (9.0%)
19 (9.5%)
39 (19.5%)

Neutral
90 (45.0%)
66 (33.0%)
106 (53.0%)
81 (40.5%)
105 (52.5%)
84 (42.0%)

Somewhat
agree
27 (13.5%)
30 (15.0%)
30 (15.0%)
60 (30.0%)
42 (21.0%)
43 (21.5%)

Strongly
agree
17 (8.5%)
9 (4.5%)
10 (5.0%)
28 (14.0%)
16 (8.0%)
11 (5.5%)

CAM = complementary and alternative medicine.
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gella sativa and thymoquinone have anti-inflammatory and antioxidant effects (17). The efficacy of Nigella sativa oil was compared
to fish oil in a double-blinded randomized controlled trial of 52
vitiligo patients. Patients that applied Nigella sativa oil twice daily
for 6 months were found to have a more statistically significant
decrease on the vitiligo area severity index (VASI) than patients
using fish oil. Treatment was not associated with any side effects
(18). Olive oil was commonly chosen by our patients. Phenolic acids found in olive oil have antioxidative as well as anti-inflammatory properties (19). Olive oil was also found to be protective from
acute radio-dermatitis if given as prophylaxis (20).
Some participants mentioned using types of CAM that might be
detrimental to their condition, such as sun-bathing. Sun exposure
might help in improving vitiligo; however, excessive sun exposure
might lead to sunburn and subsequently to the appearance of
new vitiligo patches. In addition, some patients stated that they
use creams and herbs whose names are unknown to them, and
that they purchased from apothecaries or traditional healers. Several participants have used apple cider vinegar, which may lead to
chemical burns if applied to the face or body because it contains
approximately 5% acetic acid (21). Chemical burns might lead to
the development of new vitiligo lesions and therefore worsen the
condition. In addition, the unwillingness of participants (18.5%)
to inform their physician of their use of CAM is concerning and
requires further study.
CAM options with some evidence of efficacy in vitiligo, such as

Acta Dermatovenerol APA | 2020;29:165-168
Ginkgo biloba (22) and Polypodium leucotomos (23), were less commonly mentioned by our study patients. In a placebo-controlled,
double-blinded study of 52 patients, patients given Ginkgo biloba
showed a statistically significant cessation of progression of vitiligo
compared to patients receiving a placebo. The effects were attributed to the immunomodulatory and antioxidative properties of Ginkgo biloba (22). Ginkgo biloba was mainly used by better-educated
patients, whereas less-educated patients used unproven options.
Therefore, increasing awareness among Saudi vitiligo patients
about CAM options with available scientific evidence is required.
Our study has some limitations. The study reflects the experiences of the participants rather than any objective assessment
of CAM in vitiligo. Another limitation is not assessing the clinical
characteristics of vitiligo.

Conclusions
More than half of the vitiligo patients in our study used some form
of CAM. The most popular remedies were honey, Nigella sativa,
and olive oil. Due to the high prevalence of CAM use among Saudi
patients with vitiligo, increasing awareness and public education
might be required. On the other hand, a better future understanding of CAM use among patients with skin diseases might help
identify effective therapies. Studies on CAM in dermatology in
Saudi Arabia seem to be limited compared to other fields. Therefore, more studies in this area are required in our community.
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