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Impact of Atopic Dermatitis and Chronic Hand
Eczema on Quality of Life Compared With Other
Chronic Diseases
Silvia Capucci, BSc, MSc,* Julie Hahn-Pedersen, MSc,† Andreas Vilsbøll, MSc,† and Nana Kragh, MSc†

The aim of this study was to conduct 3 literature reviews to examine the impact of atopic dermatitis (AD) and chronic hand
eczema (CHE) on health-related quality of life (HRQoL) compared with other chronic conditions by comparing reported utility
scores of 4 commonly used generic HRQoL instruments. A systematic search was performed using PubMed, ScienceDirect,
MEDLINE, EMBASE, Health Technology Assessment database, and ScHARRHUD. Inclusion criteria included, but were not
limited to, patients of any age, studies from any location, publications reporting utility data based on EuroQoL 5 dimensions,
the EuroQoL 5-dimension Visual Analog Scale, the Short-Form Health Survey, and the Short-Form 6 Dimensions in the
English language. Inclusion criteria were met by 16 articles for AD, 25 articles for chronic conditions, and 9 articles for
CHE. The findings of this review highlight that the disutility and loss in HRQoL of patients with AD and CHE are similar
to or higher than other chronic conditions, such as cancer or hepatitis.

Among inflammatory dermatological conditions, themost common
is dermatitis (also referred to as eczema).1 Dermatitis consists

of a group of conditions, including atopic dermatitis (AD) and hand
eczema.1 Atopic dermatitis is a common, chronic, inflammatory,
and relapsing condition.2 Young children are most frequently af-
fected, with the condition developing in approximately 60% of pa-
tients before they are 1 year old, although approximately 25% of
adults with AD experience disease onset in adulthood.2–5 The prev-
alence of AD varies between countries,6 but it is becoming more
prevalent worldwide, and in developed countries, approximately a
fifth of the population is now affected.4 Prevalence estimates also
differ because of diverse and nonstandardized case definitions of
AD7 and range from 2.1% to 8.1% in adults8 and from 15% to
30% in children.2,4 Atopic dermatitis is characterized by a fluctuating
course of xerosis, intense pruritus, blisters, papules, and erosions.9–11

Patients and caregivers suffer a great burden because the disease is un-
predictable, and the symptoms can cause sleeplessness, impair every-
day activities, and affect physical and psychological well-being.3,10–15

Because of the visibility of the condition, half of adult patients avoid
social interactions,11 and patients are more inclined to suffer from
anxiety, depression, and suicidal ideation than patients without
AD.14,16,17 Atopic dermatitis is associated with high morbidity and

What is currently known

� Atopic dermatitis (AD) is one of the most common dermatological
conditions in developed countries, and it is becoming more preva-
lent worldwide.

� Hand eczema is the most frequent dermatosis related to the hands
and often becomes chronic. Chronic hand eczema (CHE) can be
mild, moderate, or severe.

� Both AD and CHE have a negative impact on health-related quality
of life (HRQoL), and inflict a socioeconomic burden on patients
and the health care system.

What is not known

� How the disease burden and disutility of AD and CHE on HRQoL
compare with those of other well-recognized chronic conditions.
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What this study adds

� Using generic HRQoL instruments (EuroQoL 5 dimensions, the
EuroQoL 5-dimension Visual Analog Scale, the Short-Form Health
Survey, and the Short-Form 6 Dimensions) to quantitatively mea-
sure the burden/disutility of chronic conditions on HRQoL, this re-
view found that AD and CHE have a burden on HRQoL similar to or
higher than other chronic conditions such as vision disorders, hep-
atitis, and some types of cancer.

REVIEW
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several comorbidities and is the primary contributor to skin-related
disability.3,11,18 Apart from having a negative impact on health-
related quality of life (HRQoL),3 AD also puts a socioeconomic bur-
den on both patients and the health care system. Atopic dermatitis
has been shown to affect concentration and mental health, with re-
sultant absenteeism and presenteeism effects,10,11,13–15 as well as in-
creased health care consumption and out-of-pocket payments.10,14,19

Hand eczema is a type of dermatitis that develops on the hands
and is commonly related to certain occupations.20 Hand eczema is
a heterogeneous disease and is linked to several different morphol-
ogies and etiologies.1 It may be acute or chronic and ranges from
mild to severe.1 Symptoms include inflammation, edema, scaling,
fissures, and hyperkeratosis.1 Chronic hand eczema (CHE) can be
defined as a hand eczema lasting for longer than 3months or relaps-
ing 2 or more times per year.1 Although hand eczema is one of the
most frequently occurring skin diseases,21 and its prevalence is in-
creasing,22 CHE prevalence is difficult to estimate because not all pa-
tients seek treatment.23 It is estimated that hand eczema affects 2%
to 10% of the general population.24 There is a high risk of hand ec-
zema becoming chronic, with up to two-thirds or more developing
CHE.25 Fifty-two percent of hand eczema cases are associated with
occupational exposure according to a Europeanmulticenter study,25

whereas CHE represents 9% to 35% of all occupational diseases.26

Fifteen percent of CHE patients are excluded from the labor mar-
ket,21 and 8% of patients have to change occupations.1 Symptoms
of CHE can persist for 10 to 15 years after onset and result in
long-term sick leave.27 Chronic hand eczema has a significant neg-
ative impact on the physical, social, and psychological HRQoL of
patients and presents a great burden not only to patients but also
to society and the health care system.1,24

The impact or burden of a specific condition is closely associated
with the condition's effect on HRQoL, among other factors.28

Utility-based instruments are often used tomeasure HRQoL and as-
sign a weight or value to each health state to quantify the impact or
burden of a disease.28 This information is needed to allocate re-
sources appropriately to improve health outcomes.29 The impact
of serious chronic conditions, such as cancer, is fairly well under-
stood and reported, but less is known about how the impact of
AD and CHE compares with other chronic conditions. Therefore,
the objective of this study was to understand the disease burden of
AD and CHE on HRQoL in relation to other well-recognized
chronic conditions by comparing disutilities derived from different
generic HRQoL index instruments. The HRQoL instruments vary
widely, and there is no consensus about the best measure of
HRQoL.29 Therefore, 4 different instruments were included in this
review because these instruments have different characteristics and
can highlight the multidimensional aspects of the burden of
these conditions.

METHODS

Three separate systematic literature reviews were conducted accord-
ing to the principles of systematic reviewing embodied in the

Cochrane handbook30 and guidance published by the Centre for Re-
views and Dissemination.31 The first review was conducted to deter-
mine the impact of AD on HRQoL; the second to determine the
impact of CHE on HRQoL; and the third to determine the impact
of other chronic conditions on HRQoL for comparison to AD and
CHE. The review was limited to 4 frequently used generic health
HRQoL instruments to make comparisons across different chronic
conditions: the EuroQoL 5-dimension scale (EQ-5D), the EQ-5D
Visual Analog Scale (EQ-5D VAS), the Short-Form 36 Health Sur-
vey (SF-36), and the Short-Form 6 Dimensions (SF-6D). The
EQ-5D and SF-6D, in particular, are widely used in health technol-
ogy assessments (HTAs) to calculate utility scores.32,33 Because a key
aim of the review was to compare several conditions, disease-
specific instruments were not considered. For the chronic disease
search, results were limited to review articles to limit the broad scope
and prohibitively large number of articles describing individual
studies across all chronic diseases. Different search, assessment,
and extraction strategies were used for the CHE review because it
was a larger review that explored a variety of outcomes in addition
to HRQoL—only relevant details of this review are included in
this article.

Search Strategy

Several databases were searched using various terms. For the AD
and chronic conditions reviews, PubMed and ScienceDirect were
searched from 2000 to June 2019 for full publications, and 2016 to
June 2019 for conference abstracts. For the CHE review, MEDLINE,
EMBASE, ScHARRHUD, HTA database, and HTA agency websites
were searched. MEDLINE was searched from database inception
until July 2017, whereas the other databases were searched from in-
ception until July 2018. Only conference abstracts and presentations
for the last 3 years were included.

The design and implementation were guided by population, in-
terventions, comparators, outcomes, and study types with full de-
tails provided in the Supplemental Table 1 of the Appendix
(http://links.lww.com/DER/A37). The populations of interest were
patients of all ages withmild to severe AD, CHE (International Clas-
sification of Diseases, 10th Revision codes L20, 23, 24, 35, and L30) or
chronic conditions. Outcomes of interest were quality of life and
utility data based on EQ-5D, EQ-5D VAS, SF-36, and SF-6D for
mild to severe AD, CHE, and chronic conditions. Study types con-
sidered for inclusion were published economic evaluations; clinical
trials and reports of HRQoL and utility data based on EQ-5D,
EQ-5D VAS, SF-36, and SF-6D from original research for AD; cost-
ing studies, reviews, and HTAs; reports of disease-specific and ge-
neric patient-reported outcome measures (PROMs), including
utility studies for CHE; and published literature reviews for chronic
conditions reporting utility values derived from EQ-5D, EQ-5D
VAS, SF-36, and SF-6D for chronic diseases. The search strategies
are presented in more detail in the Supplemental Tables 2 and 3 of
the Appendix (http://links.lww.com/DER/A37). To avoid bias in
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disease selection, the search terms for the chronic conditions review
were generic and not specific for defined chronic conditions.

Articles in English and publications from all countries, except
Asia and Africa for the CHE review, were included. Other inclusion
criteria were a requirement for studies about AD to report EQ-5D–,
EQ-5D VAS–, SF36–, and/or SF-6D–derived utility index scores at
baseline; CHE studies were required to report data on utilities elici-
tation exercises or HRQoL, including PROMs; and for chronic con-
ditions, only systematic reviews that report EQ-5D, EQ5D VAS,
SF-36, and SF-6D utility index scores were included. For AD, studies
that included patients with comorbidities or focusing on disease
treatment or not reporting utility values at baseline were excluded,
as well as studies not reporting mean mental and physical SF-36
component scores. Studies from Asia and Africa and studies involv-
ing patients with any disease other than CHE were excluded from
the CHE search. The following publications were excluded from
the chronic conditions search: studies including patients with any
comorbidity, studies not reporting EQ-5D–, EQ-5D VAS–, SF-36–,
and SF-6D–derived utility index scores at baseline, reviews not
reporting a range of scores for EQ-5D and SF-36 or not reporting
meanmental and physical SF-36 component scores, publications fo-
cusing on disease treatment, reviews not reporting directly on pri-
mary publications, publications about the validity of PROMs, and
discussion articles onHRQoL in various disease areas. No gray liter-
ature or reference lists were searched.

Article Assessment and Data Extraction

For all 3 reviews, searches were conducted, and results were assessed
by a single researcher according to publication relevance in provid-
ing information on each of the review questions, and irrelevant re-
cords were removed. Titles, abstracts, and full texts of remaining
publications were assessed for relevance against protocol criteria
by 1 reviewer for AD and chronic conditions publications and inde-
pendently by 2 reviewers for CHE publications. For the AD and
CHE reviews, quality assessment and risk of bias were assessed using
the Adapted Newcastle Ottawa Scale34 and the Cochrane Risk of
Bias tool.30 AMSTAR35 was used to assess the quality of systematic
reviews included in the CHE literature review. The number of re-
cords excluded and included at each stage for all 3 reviews were re-
corded in the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses36 flow diagram (Supplemental Figs. 1A–C in the Ap-
pendix, http://links.lww.com/DER/A35).

For all reviews, data were extracted by 1 reviewer. Extracted data
included study design, country, population, disease severity, HRQoL
instrument(s) used, HRQoL outcomes reported, and strengths and
limitations. A second reviewer was involved in the data extraction
of the CHE review. For all reviews, queries at any step of study assess-
ment and data extraction were resolved by an independent reviewer.

Instrument Description

The EQ-5D is a generic and standardized instrument to measure
health outcomes and HRQoL. It defines health states by using utility

scores covering 5 dimensions of responder's status: mobility, self-
care, usual activities, pain/discomfort, and anxiety/depression.37

By using preference-based valuation, the health states can be calcu-
lated to a utility score ranging from less than 0 to 1 (negative values,
states worse than death; 0, death; 1, perfect health).38 The EQ-5D
VAS is a vertical scale where responders evaluate their health on a
visual scale numbered from 0 to 100, where 0 is the worst health
imaginable and 100 is the best health imaginable.38 Whereas
EQ-5D and EQ-5D VAS focus on general HRQoL questions,
SF-36 assesses physical and mental QoL in more detail and provides
a better overview of the burden of disease. The SF-36 is a patient-
reported survey of health consisting of 8 health concepts that are
grouped in a physical component score (PCS) and mental compo-
nent score (MCS). The health concepts are role limitations due to
physical as well as emotional/personal problems, bodily pain,
energy/fatigue (vitality), physical functioning, emotional well-
being, social functioning, and general health perception.39 The
SF-36 also has 1 question that enquires about change in health
state.39 The range of the scale is between 0 and 100, where 0 repre-
sents the least favorable health state, and 100, the best health state.39

The SF-6D is a short-form version of the SF-36, and it includes 7 of
the 8 dimensions of the SF-36—general health perception is ex-
cluded, and physical and emotional role participation/limitation is
combined.40 The aim of this tool is to show the value that re-
sponders place on different health limitations. Scores range from 0
to 1, where 0 is the worst health state, and 1, the best health state.40

Analysis and Synthesis

For all health conditions, the ranges of reported results were com-
pared descriptively. Because of a lack of standardized reporting of
variability, formal statistical comparisons or meta-analysis was not
feasible.

RESULTS

The initial search strategies identified 1604 publications for AD,
8020 for CHE, and 10,310 for chronic diseases. After deduplication
and exclusion based on title, abstract, and full-text review, quality,
and bias assessment, 16 publications were included in the AD re-
view, 9 publications were included in the final review for CHE,
and 25 publications were included in the other chronic conditions
review (Supplemental Figs. 1A–C in the Appendix, http://links.
lww.com/DER/A35).

Of the 16 studies included in the AD review, the majority reported
EQ-5D, 5 studies reported EQ-5DVAS, 5 reported SF-36, and 4 stud-
ies reported SF-6D. Nine of these studies were cross-sectional, 3 were
randomized control studies, 1 study was longitudinal, 1 case-control,
1 validation, and 1 was a retrospective cost-of-illness study (see Sup-
plemental Table 4 in the Appendix [http://links.lww.com/DER/A37]
and Supplemental Figs. 1A–C in the Appendix [http://links.lww.
com/DER/A35]). Of the 9 studies included in the CHE review,
EQ-5D scores were reported by 7 studies, whereas EQ-5D VAS
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scores were reported by 4 studies, and no data for SF-36 or SF-6D
were found. Identified study types included economic evaluations,
cost of illness, surveys and cross-sectional studies, observational co-
hort studies, and validation studies (see Supplemental Table 5 in the
Appendix, http://links.lww.com/DER/A37). Of the 25 studies in-
cluded in the chronic conditions review, data on EQ-5D were re-
ported in 16 reviews, EQ-5D VAS in 5 reviews, SF-36 in 7 reviews,
and SF-6D in 3 reviews. Six reviews described cancer; 4 reviews de-
scribed liver diseases; 3 reviews described cardiovascular diseases; 2
reviews each described kidney diseases, type 2 diabetes, vision condi-
tions, and rheumatoid arthritis; and 1 review each described psoriasis,
systemic lupus erythematosus, systemic sclerosis, and ankylosing
spondylitis (see Supplemental Table 6 in the Appendix, http://links.
lww.com/DER/A37).

HRQoL Results for AD

Where possible, data were grouped based on disease severity and
used for comparison, rather than using data of the general AD pop-
ulation. Data stratified by disease severity were available for the
EQ-5D and SF-6D, whereas for the EQ-5D VAS and SF-36, only
general AD population results were reported. For mild AD, the
EQ-5D index was reported in 1 study, with a reported score of
0.85.41 For moderate AD, the EQ-5D range was 0.7742 to 0.80,41

and for severe AD, the range was 0.6143 to 0.76.41 The EQ-5D values
range from 0.6143 to 0.9444 in the general AD population. The
EQ-5D VAS values for the general AD population ranged between
a lower limit of 63.645 and an upper limit of 76.8.46 The lower limit
for the SF-36 PCS was 46.5 (general AD population),47 and the up-
per limit was 52.6 (mild AD).48 For the SF-36 MCS, the lower limit
was 38.5 (severe AD),48 and the upper limit was 51.1 (mild AD).48 In
chronic diseases, differences of 2.5 and 5 points are considered clin-
ically meaningful,49 and the difference of 8 points between the lower
limit of PCS (46.5) and MCS (38.5) indicates that AD causes a high
psychological and social burden on patients. For mild AD, the range
of SF-6D values was 0.73.50,51 to 0.80.41 Moderate and mild AD had
the same upper limit of 0.80,41 but moderate AD had a decreased
lower limit of 0.64.50,51 Severe AD had the worst SF-6D scores, with
a lower limit of 0.5950,51 and an upper limit of 0.75.41

HRQoL Results for CHE

Data were available for all disease severities for the EQ-5D, but only
for moderate and severe CHE for the EQ-5D VAS. The EQ-5D
scores for mild CHE ranged from 0.8152 to 0.9753 and for moderate
to severe CHE from 0.5054 to 0.80.55 The EQ-5D VAS scores for
moderate to severe CHE ranged from 36.456 to 74.2.55 No data were
available for SF-36 or SF-6D.

HRQoL Results for Chronic Diseases

Data for chronic diseases were grouped based on disease area, and
mean upper and lower limits are reported for each HRQoL instru-
ment. Overall EQ-5D lower and upper limits for chronic disease

were −0.1857 to 0.98.57,58 Both the lower and upper ends of the over-
all range are associated with cancer, reflecting the wide range of var-
iability in HRQoL across cancers. Given variability and overlapping
ranges across diseases, there was a lack of clear trends across dis-
eases. For EQ-5D VAS, general lower and upper estimates were
18.759 to 89.60 As for the EQ-5D utility index, cancer displayed the
greatest range for the VAS, and vision conditions were associated
with relatively higher values than other chronic conditions. The
SF-36 PCS values ranged from 2261 to 68.2,62 and SF-36MCS values
ranged from 30.361 to 76.4,62 with lowest HRQoL observed for rheu-
matoid arthritis and the highest for kidney disease. The SF-6D
values ranged from 0.55 for rheumatoid arthritis63 to 0.88 for car-
diovascular disease.64

Overall Analyses Comparing AD, CHE, and
Chronic Diseases

When comparing AD and CHE to other chronic diseases, the
EQ-5D estimates for the dermatological conditions tended to fall
within the range observed for other chronic conditions (see Supple-
mental Figure 2 in the Appendix [http://links.lww.com/DER/A38]).
The upper estimates of moderate and severe AD (0.80 and 0.76, re-
spectively) are lower than most chronic conditions, suggesting that
AD can potentially have a substantial impact on HRQoL, equivalent
to or greater than a number of other chronic conditions. However,
the lower limits of moderate and severe AD (0.77 and 0.61, respec-
tively) are higher than the lower limits of most other chronic condi-
tions. The EQ-5D estimates for CHE differ greatly based on disease
severity (mild, 0.9753; moderate, 0.8055; severe, 0.5054). According to
these values, mild CHE has one of the lowest impacts on HRQoL in
both the upper and lower limits. However, moderate to severe CHE
has one of the lowest HRQoL values, indicating a greater burden
compared with other chronic conditions.

In general, AD and CHE have a narrower EQ-5D range com-
pared with other conditions, such as cancer (−0.18 to 0.98) and type
2 diabetes (0.20–0.94).

Similar to EQ-5D values, EQ-5D VAS scores for AD and CHE
fall within the range of other chronic conditions. Chronic hand ec-
zema has lower EQ-5DVAS scores in the lower limit (36.4) and up-
per limit (74.2) than most other chronic diseases, such as hepatitis,
type 2 diabetes, and vision conditions. On the lower limit, the
EQ-5D VAS score for AD was 63.6, which is slightly higher than
CHE and most other chronic conditions, with the exception of vi-
sion conditions. In the upper limit, AD had an EQ-5D VAS score
of 76.8, which was lower than for type 2 diabetes (80.0), cancer
(84.0), and heart diseases (89.0).

The SF-36 values for AD, both PCS and MCS, fall within the
range of values of other chronic conditions. Atopic dermatitis has
a higher PCS score in the lower limit (46.5) compared with all other
chronic conditions, but has a lower score (52.6) than most of the
chronic conditions in the upper limit. When considering SF-36 re-
sults for MCS, dermatological conditions perform worse than other
chronic diseases, with the HRQoL scores for AD lower than many
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other chronic conditions. For example, the upper limit of MCS for
AD was 51.1 compared with 76.4 for kidney diseases, whereas the
lower limit for AD was 38.5 compared with 43.6 for hepatitis. There
was a very slight increase in the upper limit for MCS compared with
PCS, but a significant decrease in its lower limit (from 46.5 for PCS
to 38.5 for MCS). These results suggest a greater negative impact of
AD on the mental and social aspects of HRQoL compared with
other conditions, perhaps due to the more visible impairment of
AD and the relative social stigma, as well as the inability of patients
to perform everyday activities. In contrast, all nondermatological
chronic conditions reviewed here had lower PCS than MCS scores
in both the upper and lower limits, highlighting the physical burden
as the main impairment of these diseases.

SF-6D data were available only for 2 chronic conditions. Overall,
HRQoLvalues for AD fall within the range of other chronic conditions.
The impact of AD onHRQoL appears to vary greatly based on disease
severity, particularly in the lower limit scores where there is a large
difference between mild and severe AD (0.73 vs 0.59, respectively).

DISCUSSION

Atopic dermatitis and CHE are among the most common skin con-
ditions and have a high burden in terms of health and sociopsycho-
logical HRQoL. In this review, commonly used, generic HRQoL
instruments were used to compare the impact and burden of derma-
tological conditions onHRQoL to other chronic conditions. Among
all HRQoL instruments explored, SF-36 appears to be the best at
communicating the impairment of AD on patients' lives. Key find-
ings from this review are that AD and CHE have a burden on
HRQoL similar to or higher than other chronic conditions such as
vision disorders, hepatitis, and some types of cancer. A systematic
review on psoriasis by Møller et al65 found that the lower and upper
limits for moderate to severe psoriasis were 0.52 and 0.9, respec-
tively, for EQ-5D and 50.7 and 75.1, respectively, for EQ-5D VAS.
The EQ-5D scores for psoriasis were similar to other chronic condi-
tions, but psoriasis had a lower impact on HRQoL than CHE and
AD in the upper limit.65 Psoriasis had EQ-5D VAS scores similar
to other chronic conditions and between AD and CHE in both lower
and upper limits.65 Short-Form 36 Health Survey values were avail-
able from another review, in which psoriasis was found to have a
higher SF-36 PCS score (56.2) than AD and other chronic condi-
tions in the upper limit, but one of the lowest PCS scores in the
lower limit (32.7).66 The SF-36 MCS score for psoriasis was lower
than those of many other chronic conditions and ranged from
35.7 to 52.4.66 The EQ-5D scores for psoriasis reported in this study
ranged from 0.48 to 0.74, and the EQ-5D VAS scores ranged from
55.3 to 76.4.66 The latter values were similar to those reported by
Møller et al.65 Among dermatological conditions, moderate to se-
vere CHE had a greater impact on HRQoL than both AD and pso-
riasis. A survey of approximately 33,000 adults found that people
with hand eczema reported significantly more problems in all 5 di-
mensions of the EQ-5D than people without hand eczema, and the
EQ-5D index was similar for psoriasis and hand eczema.67

The results of this review are important to explore and quantita-
tively measure how dermatological conditions, despite not being
life-threatening diseases, impact patients' lives as much or even
more than life-threatening chronic diseases, especially with regard
to psychosocial aspects. This review helps to emphasize the disutility
and loss in HRQoL of patients with AD and CHE, which if well un-
derstood can help to optimize resource utilization for patients and
health systems and ensure that perhaps under-recognized diseases,
such as AD and CHE, will have sufficient resources allocated for pa-
tients to be controlled. These results could also be used to character-
ize the baseline and lower and upper limits of EQ-5D, EQ-5D VAS,
SF-36, and SF-6D utility estimates and HRQoL impact among pa-
tients with AD and CHE, which can serve as benchmarks for
future comparisons.

Strengths and Limitations

A strength of this review is the breadth of the review that included a
range of geographic locations, diseases, and widely used generic
HRQoL instruments. However, there are several limitations that
should be acknowledged. The HRQoL results may vary by country
given differences in perception of HRQoL aspects, especially in rela-
tion to psychological aspects and social life, as well as the preference
valuation of the health states used when deriving EQ-5D based util-
ity scores. This can lead to disparities when trying to compare the
studies from different countries. No statistical analysis or meta-
analysis was feasible, because many studies lacked standard devia-
tion and confidence intervals, such that comparisons are descriptive
in nature. Some dermatological studies included standard care (top-
ical emollients), whereas other studies did not specify any treatment.
Standard care was considered a baseline value, but it may be differ-
ent than no therapy at all. Studies also varied with respect to age of
the included population, and the difference in HRQoL in specific
areas, such as social and working life, can be very different for chil-
dren compared with adults. A methodological limitation was that
studies were reviewed and included by a single reviewer for both
the AD and chronic conditions reviews. Additionally, no search
for gray literature was performed, and only articles in English were
included. Finally, the definitions of AD, CHE, and their various dis-
ease severities are not standardized in the literature,68–70 potentially
influencing patients' impressions and descriptions of symptoms and
limiting the comparability of findings between studies.

Future Work

Standardization of disease and severity definitions for AD and CHE
and the criteria used to identify and characterize individuals with
AD and CHE is needed and will increase the comparability of out-
comes across future studies. It may also be beneficial for future work
if the causes of CHE are better understood and to compare the util-
ities of those who have a high risk of developing CHE (eg, high-risk
professions) to health utilities of the general population. Validated
preference-based health utilities associated with standardized dis-
ease scenarios are needed. This review highlighted the psychological

182 DERMATITIS, Vol 31 • No 3 • May/June, 2020



burden of AD compared with other diseases, possibly due to the so-
cial stigma of having a visible impairment, as well as the inability to
perform everyday activities. This impact could be explored further
by using the SF-36 and SF-6D to survey patients with CHE. Future
studies should also consider how to represent patients withmild and
moderate disease severity, as patients with severe disease are often
overrepresented.

CONCLUSIONS

Overall, this review helps to emphasize the disutility and loss in
HRQoL of patients with AD and CHE, whose lives can be as stren-
uous as those of patients living with other diseases, such as cancer or
type 2 diabetes. In particular, compared with most other chronic
conditions, moderate to severe AD and CHE have a bigger impact
on HRQoL—in terms of the upper limits of EQ-5D and SF-36 for
AD and the lower limit of EQ-5D VAS for CHE (SF-36 and
SF-6D values not available from identified studies). The results of
this review can assist in anticipating future resource needs for AD
and CHE, especially as AD and hand eczema prevalence rates
are increasing.
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