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Abstract

Background:Atopic dermatitis (AD) is a pruritic disease that usually starts in early
infancy with an international prevalence rate of 15— 30% in children and 2-10% in adults.
Measuring the impact of AD on the quality of life is very useful as it allows patients to
express their feelings and appreciate their physicians’ concerns. It improves doctor-patient
communication and helps in disease management.

Objective:A cross sectional observational study that was conducted aimed to determine
the effect of atopic dermatitis on the quality of life among children and adolescents at-
tending dermatology outpatient clinics at Kasr Al Ainy hospital and Pediatric specialized
hospital, during the period from November 2015 to June 2016.

Methods:A sample of 400 children, adolescents and their families were included in
the study. They were asked to fill the QOL questionnaires (Children Dermatology Life
Quality Index (CDLQI), Dermatology Life Quality Index (DLQI) and Dermatitis Family
Impact questionnaire (DFTI).

Results:Results of the study showed that 48% of AD patients aged (6-16) has very large
effect on QOL, 47.3% have extremely large effect and 4.8% have moderate effect while
52% of AD patients aged (16-18) has extremely large effect on QOL and 47% have very
large effect. Families of AD patients have very large effect on QOL where 44% have ex-
tremely large effect.

Conclusion:This study concluded that AD has a negative impact on the QOL of chil-
dren, adolescent and their families irrespective to socio-demographic and socioeconomic
factors.
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Introduction:

Atopic dermatitis (AD) is a chronic inflam-
matory pruritic skin disease that usually
starts in childhood and early adolescence.
(1) Mostly, atopic dermatitis starts before
the age of five years with slight female to
male predominance (1.3 to 1).(2) The prev-
alence of AD has increased for unknown
reason; however it is believed that environ-
mental factors, pollutants, exposure to al-
lergies are the main causes of this increase.
(3) The latest prevalence for AD showed
that 5 - 20 % of children are affected world-
wide.(4)

There are multiple risk factors for
atopic dermatitis mainly a positive family
history of atopy.(5) Early day care, farm an-
imal, pets in early life and the excessive use
of broad-spectrum antibiotics may be risk
factors due to a general increase in expo-
sure to non-pathogenic microbes.(6) Food
allergy could be association or an exacer-
bating factor for AD.(7)

There are three age-group stages of atopic
dermatitis: infantile (infancy to 2 years old)
present as lesions on the extensor surfac-
es and cheeks or scalp, childhood (2 to 12
years old) present as lichenified plaques in
a flexural distribution, and the adult stage
(older than 12 years) present as thickened
skin mostly over the face, wrists and fore-
arms. (8) Atopic dermatitis can present in
three clinical phases, acute phase presents
with a vesicular, weeping, crusting erup-
tion, sub-acute phase presents with dry,
scaly, erythematous papules and plaques
and the chronic phase which is usually as-
sociated with lichenification from repeated
scratching.(9)

The criteria for diagnosing atopic derma-
titis are published by the United Kingdom
working group on atopic dermatitis with
the aim of developing a minimum list of

reliable discriminators for atopic dermati-
tis.(10) The published criteria include one
mandatory and at least three of five major
criteria. The mandatory criterion is the ev-
idence of pruritic skin, including the report
by a parent of a child rubbing or scratching
while the major criteria are history of skin
creases being involved, history of asthma
or hay fever, the presence of generally dry
skin within the past year, symptoms begin-
ning in a child before the age of two years
and/or visible dermatitis involving flexural
surfaces.(10)

The optimal management of atopic derma-
titis requires an approach that involves the
elimination of exacerbating factors, resto-
ration of the skin barrier function and hy-
dration of the skin, patient education, and
pharmacologic treatment of skin inflam-
mation.(11) Many patients with atopic der-
matitis can initially be treated by a family
physician. Patients should be referred to
a specialist (e.g., dermatologist, allergist)
when the diagnosis is uncertain, inadequate
response to the appropriate therapy and if
treatment with systemic immunosuppres-
sive agents is being considered.(12)
Topically applied corticosteroids and emol-
lients are the mainstay of therapy for atop-
ic dermatitis. Topical corticosteroids are
applied one or two times per day for 2-4
weeks. Emollients should be used multiple
times per day in association with topical
corticosteroids.(13)  Oral antihistamines
may be beneficial in the setting of sleep loss
secondary to itch, but should not be substi-
tuted for management of AD with topical
therapies.(14)

Health related quality of life (HRQOL) is
the capacity to perform the usual activities
for a person’s age and social life.(15) It
measures the impact of chronic diseases on
the patient’s and their families’ lives. Over

25% of children with AD suffered contin-
uous eczema associated with moderate to
severe HRQOL impairment.(16) In com-
parison with other chronic diseases, it was
found that parents rated moderate to severe
eczema as worse for the child than having
diabetes and similar to having asthma.(17)
It has a major effect on the life of the pa-
tient’s family through limitation of family
diet, eating out, pet ownership and avoid-
ance of certain household products such
as soaps and perfumed products. Negative
comments from others about fear of con-
tagion or the child’s appearance also cause
great distress and blame is often felt to be
apportioned by spouses or relatives (18).

Methods:

This study is a cross sectional observational
study that was done using El-Gilany Ques-
tionnaire and its Arabic version to assess
socio-economic status, Children’s Derma-
tology Life quality index (CDLQI), Derma-
tology life quality index (DLQI) and Der-
matitis family impact (DFI) to determine
the effect of atopic dermatitis on the quality
of life among 400 of children and adoles-
cents as well as their families who were
attending dermatology outpatient clinics at
Kasr Al Ainy hospital and Pediatric special-
ized hospital, on 3 working days per week
for 7 months from November 2015 to June
2016.

The sample size was calculated with 95%
Confidence Interval using Epi-Info version.
The sample size was 400 participants (chil-
dren and adolescents).(3) The included par-
ticipants aged 6 to 18 years old diagnosed
with atopic dermatitis according to U.K.
Working Party’s Diagnostic Criteria. The
excluded participants were those having
any factor that may affect the quality of life
e.g. chronic disease or used any relief med-

ication 1 week prior to the study.

The study passed through three phases:
Phase 1: Administrative issues: for protocol
revision and ethical approval by the family
medicine department, faculty of medicine
and Cairo university.

Phase 2: Construction of the study tools and
preparing the questionnaires which are

1. El-Gilany Questionnaire and its Ara-
bic version: This scale includes 7 domains
with a total score of 84, with a higher score
indicating better SES. It is validated too19)
2. Children’s Dermatology Life Qual-
ity Index and its Arabic version (CDLQI)
for children aged 6-16 years. It is self-ex-
planatory composed of 10 questions. It is
usually completed in one to two minutes.
Each question has four alternative respons-
es: “not at all”, a “little”, a “quite a lot”,

or “very much” with 0, 1, 2 and 3 scores
respectively. The CDLQI was calculated
by summing the score of questions, result-
ing in a maximum of 30 and minimum of
zero. The higher the score the greater the
impairment of life quality. All the ques-
tions referred to the preceding week. It is

validated tool(20)

3. Dermatology Life Quality Index (DLQI)
and its Arabic version for patients above the age
of 16. It is self-explanatory 10 questions ques-
tionnaire and is usually completed in one to two
minutes. The DLQI was calculated by summing
the score of questions, resulting in a maximum of
30 and minimum of zero. The higher the score,
the greater impairment of quality of life. It is vali-
dated tool. (21)

4. Dermatitis Family Impact Questionnaire
(DFI) and its Arabic version for the families of the
above mentioned 2 groups. DFI consists of simple
10 questions, usually filled in 2 minutes. Each
question was assigned a score from 0 to 3 with
the zero score indicated no influence and score 30
indicated the highest impairment of the function.
It is validated tool. (22)
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The approval to use these questionnaires
was taken by an email from the authors.
Phase 3: Field work (implementation)
phase: A structured patient interview was
done that took 15 minutes included screen-
ing for readiness to participate in the study/
informed consent, full history taking, phys-
ical examination and filling the question-
naires.

Phase 4: Data management and statistical
analysis: All collected questionnaires were
revised for completeness. Then the collect-
ed data were coded and entered on the com-
puter using spread sheet “Microsoft Of-
fice Excel Software” program, 2007. Data
management and statistical analysis were

Results:

performed using the Statistical Package
for Social Sciences (SPSS) version 21. Nu-
merical data were summarized using means
and standard deviations or medians and
ranges. Categorical data were summarized
as percentages. Comparisons between the 2
groups with respect to normally distribut-
ed numeric variables were done using the
t-test. Comparisons between more than 2
groups (SES) done with univariate ANOVA
test. Correlations were determined by using
Pearson’s test. P value of <0.05 was consid-
ered statistically significant.

The mean age of the study participants was
8.5£2.9 with (51.5%) were females and
mostly living in urban areas (60.5%). The

Table (1): Socio-demographic characteristics of the study participants

Socio-demographic characters No. %
Age (years) Mean +SD 8.5+2.9
Range 6-18
Childhood 6-10 321 80.3
Early adolescent 10-13 42 10.5
Mid adolescent 14-15 14 3.5
Late adolescent 16-18 23 5.7
Gender Male 194 48.5
Female 206 51.5
Residency Rural 158 39.5
Urban 242 60.5
Socioeconomic status Very Low (score < 21) 4 1.0
Score=84
Low (score 22-42) 312 78.0
Moderate ( 43-63) 79 19.8
High (64-84
igh (64-84) 5 1.3
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socioeconomic status according to El Gila-
ny questionnaire was low in (78%) while
high status was found in only (1.3%).

The children aged (6-16 years) are catego-
rized according Children’s Dermatology
Life Quality Index (CDLQI) as addressed

extremely
large effect

44%

in figure (1). It shows that; 48% of children
with AD have very large effect on QOL,
47.3% have extremely large effect and
4.8% have moderate effect.

moderate
4%

Figure (1): Classification according to Children
Der matology Life Quality Index total score

The children aged >-16 years are catego-
rized according Dermatology Life Quality
Index (DLQI) as addressed in Figure (2).
It shows that 52% of AD patients have ex-
tremely large effect on QOL. On the other
hand, 47% have very large effect. Figure (3)
demonstrates that 52% of AD patients fam-
ilies have very large effect on QOL, 44%

Fig (2): Classification according to DLQI

have extremely large effect and 3% have
moderate effect according to Dermatitis
Family Impact Questionnaire (DFI). Table
(2) shows that there is a significant positive
correlation between CDLQI score and DFI
score (P value 0.001). However there is no
correlation between quality of life and the
soclo-economic status.

moderate
o

Fig (3): Classification of QOL according
to DFI




Table (2): Correlation between CDLQI score and DFI score

Age [Duration SES CDLQI
of disease
R A462%*
Duration of disease P valuo 0,001
R .008 .039
SES score P value 866 434
R .086 .090 .026
SUEQILICOIIE P value .085 .071 .598
DFI SCORE R .007 .084 -.085 473**
P value .890 .095 .090 <0.001

** Significant

Discussion:

In the present study, the majority of the
patients were of low socioeconomic status
(78%). In contrast, Al Shobaili (23) study
which was conducted at Qassim region in
Saudi Arabia and aimed to clarify the im-
pact of childhood atopic dermatitis on
family life, found that most of AD patient
were of intermediate socioeconomic state
(63.5%).This difference is mostly attribut-
ed to the fact that most patients who came
to Kasr Al Ainy hospital are of low SES.

In the current study, AD had large effect on
QOL in children where 48% of the patients
and 47.3% considered extremely large ef-
fect. In contrast, Amaral et al(24) which
was conducted at Brazil found that 38% of
the patients had moderate effect on QOL
and 34% had very large effect on QOL.
The current study stated that 47% of the
AD adolescent patients had large effect on
QOL and 52% considered extremely large
effect. A study done by Sanchez et al(25)
throughout Spain indicated that AD had a
very large effect in 27.1%, and an extreme-
ly large effect in 2.6%.

The present study showed that 52% of AD
patients, families had very large effect on

QOL, 44% had extremely large effect and
3% have moderate effect. On the other
hand Al Shobaili (23) found that 3.4% of
patients, families had normal QOL, 33.3%
were mildly affected and 66.4% were mod-
erately affected while 6.9% reported severe
effect in their QOL. This discrepancy may
be attributed to the differences between the
coping abilities of the patient’s families
where many interrelated factors come to
play a role.

In the present study we found that there is
statistically significant correlation between
CDLQI score and DFI score. This correla-
tion 1s not related to the socioeconomic sta-
tus. These results were in agreement with
Amaral et al. (24) who found a significant
relationship between CDLQI and DFI
scores. This means that the higher the score
the higher the expected value CDLQI score
DFI.

Conclusion:

It is evident that AD has a negative impact
on the QOL of children, adolescents and
their families irrespective to socio-demo-
graphic and socioeconomic factor.
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Study limitations:

*The adolescent participants of the study
were much more less than the children
group.

*The absence of a score for the severity of
atopic dermatitis and comparing it with the
quality of life in patients and their families.
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