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ABSTRACT

Background: There are gaps in our understanding of the epidemiology of atopic dermatitis (AD)
in adults.

Objective: To evaluate the prevalence and severity of AD in adults from countries/regions within
Asia, Eurasia, Latin America, Middle East, and Russia.

Methods: This international, web-based survey was performed in Argentina, Brazil, China,
Colombia, Egypt, Hong Kong, Israel, Malaysia, Mexico, Russia, Kingdom of Saudi Arabia (KSA),
Singapore, Taiwan, Thailand, Turkey, and United Arab Emirates. Questionnaires were sent to adult
members of online respondent panels for determination of AD and assessment of severity. A
diagnosis of AD required respondents to meet the modified United Kingdom (UK) Working Party
criteria and to self-report they had a physician diagnosis of AD. Severity of AD was determined
using Patient-Oriented Scoring of Atopic Dermatitis (PO-SCORAD), Patient-Oriented Eczema
Measure (POEM), and Patient Global Assessment (PGA).

Results: Among respondents by country/region the prevalence of AD ranged from 3.4% in Israel
to 33.7% in Thailand. The prevalence was generally higher in females versus males. Severity varied
by scale, although regardless of scale the proportion of respondents with mild and moderate
disease was higher than severe disease. PGA consistently resulted in the lowest proportion of
severe AD (range 2.4% China – 10.8% Turkey) relative to PO-SCORAD (range 13.4% China – 41.6%
KSA) and POEM (range 5.1% China – 16.6% Israel).

Conclusions: This survey highlights the importance of AD in adults, with high prevalence and
high morbidity among respondents and emphasizes that AD is not just a disease of childhood—
there is disease persistence and chronicity in adults.
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INTRODUCTION

Atopic dermatitis (AD) is one of the most com-
mon chronic inflammatory systemic diseases
requiring long-term management, such as
frequent application of emollients, topical medi-
cations and a close follow-up by healthcare pro-
fessionals, which may have negative consequences
on the mental health of patients with AD.1 It is
estimated that up to 30% of patients whose AD
was diagnosed during childhood will have
persistent disease throughout adulthood.2 A
minority of patients will also develop AD as
adults.3 A further concern is access to physicians
and treatment in developing countries.4 A lower
socioeconomic status may have a negative
impact on access to care and treatment in
developing countries. The pathophysiology of AD
is complex and involves T-cell driven
inflammation, epidermal dysfunction, and genetic
predisposition, and AD is associated with
increased risk of multiple comorbidities,
including asthma, allergic rhinitis, and food
allergy.5 Comorbidities also extend well beyond
atopic conditions to include other skin diseases,
bowel, joint, and cardiovascular abnormalities.
There are important differences in the
characteristics of AD among different ethnicities
from various geographical regions and age
groups, which may impact upon how AD is
diagnosed.6 It is therefore important that we
understand the geographical and age-related
variations in the disease burden of AD.7

The European Community Respiratory Health
Survey attempted to measure the epidemiology of
AD in the adult population in 11 European coun-
tries and the United States of America by relying
on the self-diagnosis of the disease by patients.8

The resulting prevalence over the 12-month
period varied significantly across countries, from
0.3% in Switzerland to 6.2% in Estonia. Other
sources confirm that the prevalence of AD in the
adult population lies in the lower range of 1%–3%.9

The differences in the estimation of prevalence
among adult patients comes from the absence of
a common diagnostic tool and a further
challenge is estimating the severity of AD among
patients. AD in adults is also underdiagnosed by
healthcare professionals and more awareness is
needed among physicians to identify cases in
adults.

The most common tools to assess the severity of
AD include the Patient-Oriented Scoring of Atopic
Dermatitis (PO-SCORAD),10 the Eczema Area and
Severity Index (EASI), and the Patient-Oriented
Eczema Measure (POEM).11,12 EASI and POEM
are core outcomes proposed by the Harmonizing
Outcome Measures for Eczema (HOME)
initiative.13 These tools are frequently used in
clinical trials, but rarely in epidemiological
studies. Consequently, as different tools are used,
it is difficult to compare studies estimating
prevalence of mild AD with those estimating the
prevalence of moderate or severe forms of the
disease.

Our survey provides comparable data on the
prevalence of AD among adult patients across a
number of countries in Asia, Eurasia, Latin Amer-
ica, and the Middle East, based on the most
extensively validated diagnostic criteria of the
United Kingdom (UK) Working Party and its trans-
lation in a self-reporting tool for patients in the
International Study of Asthma and Allergies in
Childhood.14,15 Another aim of our survey was to
provide a comparable and robust estimation of
the prevalence of the severity of AD in
participating countries.
METHODS

Study design

This was a cross-sectional general population
web-based survey carried out in Argentina, Brazil,
China, Colombia, Egypt, Hong Kong, Israel,
Kingdom of Saudi Arabia (KSA), Malaysia, Mexico,
Russia, Singapore, Taiwan, Thailand, Turkey, and
United Arab Emirates (UAE). A large and repre-
sentative sample of adult residents in each coun-
try/region answered a web-based questionnaire.
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The identification of the respondents suffering
from AD relied on the self-reporting of the condi-
tion by the respondent, based on criteria of the UK
Working Party, and on the respondent’s confir-
mation that the diagnosis of AD had been made by
a physician. Once identified as diagnosed with AD,
the current disease severity of the participant was
self-reported using the PO-SCORAD, the POEM,
and the Patients Global Assessment (PGA).

Survey population

The survey was sent to a representative sample
of the adult population in each country. The sam-
pling plan was based on the Quota Methods of
apportionment.16 Inclusion criteria included
individuals aged 18–65 years, who were able to
read and write the local language and were
members of an online panel. For China, Turkey,
and Egypt, the >55-year-old age group was
removed from the final analysis as the data were
deemed not to be representative of the adult
population based on inconsistencies in the pro-
portion of respondents compared with the known
populations in these countries; therefore, only re-
sults from the 18–54-year-old population were
analyzed for these countries.

Participant recruitment

Kantar Health (Paris, France) was responsible for
the recruitment of the survey respondents, who
were recruited through several online panels.
Panelists who met the inclusion criteria received an
email invitation from the panel to participate in the
survey. Invitation emails were sent according to the
recruitment quotas on gender, age group and re-
gion based on the demographic information
registered in the panelists’ profile. To reduce se-
lection bias, panelists were blinded to the research
topic when invited.

The survey was compliant with the United States
Health Insurance Portability and Accountability
Act. Participation in the survey was voluntary and
responses remained confidential. All participants
provided informed consent to participate before
they could access the survey portal. If potential
respondents agreed to participate in the survey
after reading the statement of informed consent,
they selected an “I agree to participate” option in
the electronic survey. No further instructions,
coaching or assistance was provided to
respondents in answering questions in the elec-
tronic survey.

Outcomes

The measurement of the prevalence of AD was
based on the diagnostic criteria of the UK Working
Party17 and the self-reporting of the receipt of a
diagnosis of AD by a physician.

The UK Working Party diagnostic criteria require
that the respondent have an itchy skin condition in
the past 12 months and meet at least 3 of the
following 5 criteria: onset of the itchy rash before 2
years of age; history of flexural involvement; his-
tory of generalized dry skin; history of asthma;
visible flexural dermatitis.

These criteria were adapted from the Interna-
tional Study of Asthma and Allergies of Childhood
(ISAAC)14 study to create a self-diagnosis tool for
patients.18 The UK Working Party criteria were
therefore covered by the questions from the
eczema section of the ISAAC questionnaire and
by 2 questions from the patient questionnaire
from the UK Working Party study covering the
diagnostic criteria. Among the criteria above, the
visible flexural dermatitis was originally meant to
be confirmed by a clinician upon examination of
the patient. In our survey, it was determined by a
series of questions presenting pictures that
illustrated the signs of visible dermatitis.

Other survey questions included whether a
respondent was seeing a physician for the man-
agement of AD and whether they had a history of
atopic comorbidities: asthma, hay fever, rhinitis,
food allergies, and keratoconjunctivitis.

Variables used to report severity of atopic
dermatitis

Patient-Oriented Scoring of Atopic Dermatitis (PO-
SCORAD)10

Respondents were asked to assess the severity
of their AD over the last 3 days using the AD self-
assessment scoring system, PO-SCORAD. The
assessment was performed in 3 sections: first, the
extent of the body area involved; second, the in-
tensity of symptoms, where participants were
asked to score six symptoms corresponding to AD
(dryness, redness, swelling, oozing/scabs, scratch
marks, and thickening of skin), using a 4-point vi-
sual analog scale19 (0 ¼ absence; 3 ¼ severe); and
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third, subjective symptoms of pruritus and sleep
loss, where participants were asked to rate the
intensity of their itching and their sleep quality
using a visual analog scale19 ranging from 0 (no
itching/no insomnia) to 10 (unbearable itching/
total insomnia).

The PO-SCORAD severity score was determined
by the following: a). The sum of the percentage
corresponding to the body areas affected by AD;
b). The sum of the points from the responses
regarding each of the six symptoms; c). The sum of
the answers to the 2 visual analog scales. The total
PO-SCORAD score ¼ A/5 þ (7*B)/2 þ C. Severity
groups were defined based on the total score,
where respondents with a PO-SCORAD score of
<25 were assigned to the mild group, 25–50 to the
moderate group, and >50 to the severe group.10

Patient-Oriented Eczema Measure (POEM)

The eczema severity monitoring tool, POEM,
was used to measure the frequency of seven
symptoms of eczema over the last week on a 5-
point scale (0 ¼ no day; 4 ¼ every day) (ques-
tions are listed in Supplementary Table 1). The
POEM scoring algorithm consisted of summing
the points of each of the seven symptoms and,
based on the total score, the severity groups
were defined as follows: combined score of 0–7
were assigned to the mild group, 8–16 to the
moderate group, and >16 to the severe group.20

Patients Global Assessment (PGA)

Respondents self-assessed the severity of their
disease using the PGA scoring system, by checking
1 answer that best described the intensity of their
AD over the previous week as either mild, mod-
erate, or severe.

Statistical analyses

Means, standard deviations, and medians were
reported for continuous variables and number and
proportions for categorical variables. Differences
between variables were analyzed by the Z-test, and
differences between continuous variables by the
Student t-test. The analyses were carried out using
DAISIE version 2.4.82. A weighting was applied to
each country’s sample so that the structure of the
weighted sample matched the structure of the
overall adult population. All percentages reported
in this report are for the weighted sample.
RESULTS

Survey population

The recruitment of respondents is shown in
Fig. 1. Overall, 1 612 750 adults were invited to
participate in the survey, of which 250 325
(15.5%) entered the survey and 132 826 (8.2%)
completed the survey. In China, Egypt, and
Turkey, the >55-year-old age group was
removed from the analysis as the data was
deemed to be not representative of the adult
population, leaving a survey population of 129 996
respondents. Response rates in the survey popu-
lation ranged from 4.7% (6694/142 000) in Hong
Kong to 12.1% (9642/80 000) in Russia. The
gender distribution of the final sample was well
balanced across most participating countries,
except for the Saudi Arabia and the United Arab
Emirates where there were more male re-
spondents, and for Hong Kong and Russia where
there was a slightly higher proportion of females
(Fig. 2A). The age distribution of the final sample is
shown in Fig. 2B.
Prevalence of atopic dermatitis

Prevalence of AD is defined as respondents who
met the UK Working Party criteria and who self-
reported a physician diagnosis of AD. The lowest
prevalence of AD was reported in Israel (3.4%) and
the highest prevalence was in Thailand (33.7%,
Fig. 3A).

In the majority of countries, dermatologists most
frequently diagnosed respondents with AD, with
the exception being Saudi Arabia, where a higher
proportion of general practitioners/family physi-
cians were reported as the diagnosing specialist
(Fig. 3B). The prevalence of AD was significantly
higher among females in the surveyed Latin
American countries, Saudi Arabia, Egypt,
Malaysia, Russia, and Turkey (P < 0.05), but
significantly higher in males in Taiwan and United
Arab Emirates (P < 0.05), and the difference
between males and females was highest in
Turkey (30.9% among females vs 12.4% among
males) (Fig. 4A).

In Latin American countries, Hong Kong, Egypt,
Russia, Singapore, and Malaysia, AD prevalence
was highest in the 25–34 years and 35–44 years
age groups (Fig. 4B). The prevalence of AD was
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Fig. 1 Survey flowchart. AD, atopic dermatitis; KSA, Kingdom of Saudi Arabia; UAE, United Arab Emirates; UKWP, United Kingdom
Working Party.
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lowest in the 55–65 years age group in Argentina
(2.5%), Mexico (6.0%) and Malaysia (8.8%), and
among the 18–24 years age group in Colombia,
Brazil, Hong Kong, Israel, Thailand, Russia,
Taiwan, Egypt, Saudi Arabia, United Arab
Emirates, and Turkey. In the United Arab
Emirates, Saudi Arabia, Israel, and Turkey, AD
prevalence was highest for the 45–54 years age
group, and in Argentina, Brazil, Egypt, Hong
Kong, Malaysia, Russia and Singapore, the
highest AD prevalence was observed in the 35–
44 years age group.

Overall, the prevalence of AD was higher
among respondents with higher education levels
(Supplementary Table 2). The largest gap between
education groups was observed in Turkey, where
AD prevalence ranged from 8.1% among
respondents with a secondary education or lower
to 39.7% for respondents with postgraduate/
doctoral degrees (P < 0.05).

Across most countries, the prevalence of AD
was highest among urban dwellers (Fig. 4C). The
highest difference was observed in China, where
the prevalence of AD was 31.5% of urban
respondents compared with 8.2% of respondents
from rural areas (P < 0.05). In terms of regional
distribution, the prevalence was higher
(compared with other regions in the same
countries) in Central and South China, and in
Southwest China, in the Kowloon district of Hong
Kong, North East region of Thailand, Southern
region of Malaysia, West region of Singapore, in
the Do�gu Anadolu and Güneydo�gu regions of
Turkey, Central Federal District and Volga
Federal District of Russia, in the Madinah region
of Saudi Arabia, in Abu Dhabi and Un Al
Quaiwain regions of United Arab Emirates, Asyut
region of Egypt, Northern district of Israel, in the
Distrito Federal (DF) region of Mexico, in the
Southeast region of Brazil, in the Ciudad
Autónoma de Buenos Aires district of Argentina,
the Eastern region of Taiwan, and the Atlantic
region of Colombia (Supplementary Table 3).

Collectively, AD was highest among re-
spondents in higher income groups of most
countries/regions (Supplementary Table 4). The
largest difference occurred in Turkey where
prevalence was 47.5% among the highest income
level versus 8.5% for the lowest income level
group. The prevalence of AD was highest among
smokers versus non-smokers in all countries
(P < 0.05, Supplementary Fig. 1). In all countries,



Fig. 2 Gender distribution of the final sample (A), age distribution of the final sample (B). KSA, Kingdom of Saudi Arabia; UAE, United Arab
Emirates.
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the prevalence of AD was higher among heavy
drinkers (defined as excessive alcohol
consumption affecting health, relationships, and
capacity to work) versus non-drinkers (P < 0.05).
The highest difference was in Turkey where the
prevalence of AD reached 42.1% among heavy
drinkers versus 13.2% among non-drinkers
(P < 0.05, Supplementary Fig. 1). Data on
drinking habits were not collected from United
Arab Emirates, Saudi Arabia, and Egypt due to
the religious sensitivity of these countries.

Of the UK Working Party criteria, history of
generalized dry skin was the most common
symptom reported in the overall adult population
in all countries (Supplementary Table 5), with the
proportion being the highest in China (84.9%),
Hong Kong (72.8%), and Thailand (72.6%).

Patterns in physician management of atopic
dermatitis

Dermatologistswere thephysicianswhoweremost
actively involved in the management of AD. Indeed,
they are themain specialists managing AD inmost of
the cases: from 47.5% in Saudi Arabia to 78.7% in
China (Fig. 5A), while general practitioners and
allergists played a secondary role in the
management of AD. Among the AD prevalent
group, most respondents were receiving treatment
at the time, the highest figures were observed in
Saudi Arabia (90.6%), Malaysia (90.5%), and China
(90.0%) respectively (Fig. 5B).

https://doi.org/10.1016/j.waojou.2022.100724


Fig. 3 Prevalence of AD among adults (A), and specialists who diagnosed respondents’ AD (B). In B respondents had both self-declared AD
diagnosis by a physician and fulfilled the UKWorking Party criteria. AD, atopic dermatitis; KSA, Kingdom of Saudi Arabia; UAE, United Arab
Emirates; UK, United Kingdom.
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Comorbidities among respondents in the
prevalence of atopic dermatitis group

Collectively, in all countries, approximately 90%
of AD respondents reported at least 1 comorbid-
ity, with the highest figure from respondents in
Egypt (99.7%, Fig. 5C). Overall, rhinitis was the
most common comorbidity among the AD
prevalent respondents in all countries, reaching
91.3% in Saudi Arabia (Fig. 5D).

Severity of atopic dermatitis
There were differences in the severity distribu-

tions according to the scale (Fig. 6A). In almost all
countries, there were more severe patients
identified using the PO-SCORAD and the POEM
than with the PGA. This observation was most
pronounced in Saudi Arabia, where, among re-
spondents with AD, 41.6% were severe according
to PO-SCORAD, 7.2% with POEM, and 3.5% with
PGA. Collectively, there were slightly more severe
patients according to PO-SCORAD than with
POEM (except in Israel, where there were slightly
more severe patients according to POEM than with
the PO-SCORAD). The highest difference was also
in Saudi Arabia. According to the 3 scales, while
severity distributions differed between scales,
within each scale severity was similar across the
countries (Fig. 6A).



Fig. 4 Prevalence of AD across genders (A), by age group (B), by residential area (C). Asterisk indicates prevalence significantly higher
between male and female (P < 0.05). AD, atopic dermatitis; KSA, Kingdom of Saudi Arabia; UAE, United Arab Emirates.
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According to the PGA scale, there was a ma-
jority of mild patients in Middle East/Asian coun-
tries (up to 66.2% in Saudi Arabia and 61.7% in
United Arab Emirates), except in Malaysia, where
there was a majority of moderate patients ac-
cording to the PGA (48.7% vs 38.3% for mild ones).

https://doi.org/10.1016/j.waojou.2022.100724


Fig. 5 Among the patients with AD: main specialist managing AD (A), respondents currently receiving treatment (B), respondents that had
at least one comorbidity (C), and specific comorbidities (D). AD, atopic dermatitis; KSA, Kingdom of Saudi Arabia; UAE, United Arab
Emirates; UK, United Kingdom.
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According to PO-SCORAD, the majority of re-
spondents that were receiving treatment had
moderate-to-severe AD (Fig. 6B).
DISCUSSION

This is the first study to investigate the preva-
lence of AD in the adult population across partici-
pating countries from Asia, Eurasia, Latin America,
and the Middle East. The prevalence of AD ranged
from 3.4% in Israel to 33.7% in Thailand. This com-
pares with a prevalence of between 4.9% and
10.2% in recent United States adult studies and
4.4% in the European Union.21–23 This compares
with a recent study of pediatric patients across 18
countries which reported a prevalence of AD of
between 13.5% and 41.9%.24 Among most
countries, more female respondents than male
respondents reported having AD, which is in
agreement with another survey in adults from
Canada, France, Germany, Italy, Japan, Spain,
United Kingdom, and United States.21

Dermatologists were the most frequent spe-
cialists who diagnosed and managed AD in all
countries, except in Saudi Arabia, where general
practitioners were the most common diagnosing
physicians. These findings are comparable with an
earlier survey, which showed that dermatologists

https://doi.org/10.1016/j.waojou.2022.100724


Fig. 6 Severity distributions for PO-SCORAD, POEM and PGA for respondents with AD (A) and for respondents with AD receiving treatment
(B). AD, atopic dermatitis; PGA, Patients Global Assessment; POEM, Patient-Oriented Eczema Measure; PO-SCORAD, Patient-Oriented
Scoring of Atopic Dermatitis; KSA, Kingdom of Saudi Arabia; UAE, United Arab Emirates.
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were the main specialists involved in managing AD
in France, Germany, Italy, Spain, and Japan,21

although general practitioners were the principal
specialists managing AD in Canada and the
United Kingdom.21

Generally, AD was highest in urban populations
and lowest in rural populations, although the ma-
jority of respondents in our survey came from ur-
ban populations. Previous studies have shown that
urban residency is associated with a higher prev-
alence of AD.25,26 Air pollution in urban
environments has been reported to be a modest
risk factor for the increased prevalence of AD in
urban populations;27 however, the current study
underrepresented the rural populations, which
may be due to the lack of internet availability in
some rural areas, as well as a lower level of
education in some countries.

Atopic dermatitis was higher in the more highly
educated respondents with AD, and the preva-
lence of AD was higher in those who were
employed compared with those who were retired
or still in education. These findings are in agree-
ment with previous reports, which showed that
higher socioeconomic status and higher level of
family education were associated with an
increased prevalence of AD.28–33 Other studies
have also described a positive association
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between household income and the prevalence of
AD.29,30 The association between education,
household income and prevalence of AD may be
due to the higher purchasing power of this
group of respondents and better access to
healthcare.

In line with other studies, the prevalence of AD
in the current study was higher in smokers
compared with non-smokers.34–36 Furthermore,
current and past cigarette smoking has
previously been shown to be a risk factor for
adult-onset AD.36 Our study showed that AD was
higher in heavy drinkers compared with non-
drinkers. Other studies have shown that alcohol
intake during pregnancy significantly increased
the risk of offspring developing AD in childhood
compared with non-drinkers;37 however, a meta-
analysis reported that there was no consistent as-
sociation between maternal alcohol use and the
risk of offspring developing AD in adolescents and
adults.38

Across all countries, the most common UK
Working Party criterion was history of generalized
dry skin (range 37.9% Egypt – 84.9% China), which
concurs with findings from a previous study in
Europe, Japan, and North America.21 Reported
comorbidities in our study were high, with on
average 90.0% of respondents reporting at least
1 comorbidity, the most common being a history
of rhinitis (allergic rhinitis). These 4 comorbidities
were previously linked to an immunoglobulin-E
mediated type 2 inflammatory response associ-
ated with the atopic march in patients with AD.39

The prevalence of rhinitis in the current study is
higher than reported in other studies, which esti-
mated the prevalence of allergic rhinitis in adults
to be between 10 and 40%, worldwide;14,40–42

however, 1 study found a prevalence of acute
rhinitis of 54% among 13–14-year-old adolescents
in 1 region in Nigeria.43 Others have found that
the occurrence of rhinitis has increased markedly
in the last decade in the more affluent African
countries, China, Europe, and several Middle
Eastern countries.43–46 Of interest, a history of
food allergies ranged from 59.3% in Hong Kong
to 91.8% in Saudi Arabia, which is higher than
the reported prevalence of between 30% and
63% found in children with AD.47–49
Differences in the distribution of severity were
observed across the scales and across countries.
PGA consistently resulted in the lowest proportion
of severe AD (range 2.4% China – 10.8% Turkey)
relative to PO-SCORAD (range 13.4% China –

41.6% KSA) and POEM (range 5.1% China – 16.6%
Israel). The modest concordance between POEM
and PO-SCORAD may be attributed to these tools
measuring different aspects of AD, and no single
instrument fully capturing the multidimensional
features of AD.50 Of interest, similar findings were
reported across these scales in an earlier study
from Europe, Japan, and North America.21 A
large US study of 3495 adults with AD reported
that 31.8% of patients had severe AD when
measured by POEM, PO-SCORAD, and the
numeric rating scale for itch;23 however, only 4%
of patients had severe scores for all 3 assessments.

One of the limitations of the current study is that
it did not determine the onset of AD in the re-
spondents and we could not determine the pro-
portion of respondents that developed AD in
childhood compared with those who had an adult
onset of AD. Also, no data were collected on the
treatments that respondents were taking to alle-
viate their AD. The self-reported nature of the
survey is also a limitation and more rigorous
methods to validate comorbidities may be needed
in future studies. As the AD prevalence data was
higher than what was expected in some countries,
it was decided to conduct a re-contact survey to
understand whether this high prevalence was a
result of a confusion between the words atopic
dermatitis/atopic eczema and eczema in the self-
reporting question of the AD diagnosis. The re-
contact survey was designed to allow a sensitivity
analysis on AD prevalence to be conducted. All
respondents who previously reported having AD/
atopic eczema were re-contacted to answer a 5-
min questionnaire. Due to the low samples and
the low proportion of re-contacted patients, the
results of the re-contact survey were not exploit-
able (except for Taiwan). Despite the re-contact
results, further investigation into why some coun-
tries, such as Thailand, had a higher-than-expected
number of respondents with AD is warranted. The
prevalence of AD estimates in our survey may be
more representative of urban versus overall pop-
ulation in some countries where rural access to the
internet may be problematic. However, the survey

https://doi.org/10.1016/j.waojou.2022.100724
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used a quota system to ensure that the population
was representative of each country.

A further consideration is that response rates for
epidemiological studies have dropped dramati-
cally over recent decades, from rates of >90% in
the 1950s to 70% or lower in recent times.51

Previously reported response rates for various
web-based questionnaires/studies have ranged
from 19 to 87%.52 In our study 250 325 out of 1
612 750 (15.5%) entered the survey, but only 132
826 (8.2%) completed the survey. Also, despite
the caveat of a low response rate in our survey,
web-based questionnaires are known to gener-
ally improve data quality, since validation checks
were incorporated with prompts that alert re-
spondents when they enter implausible or incom-
plete answers.53 Furthermore, respondents were
blinded to the research question hence the
discontinuation rate should not be due to
informative bias.

In conclusion, this survey highlights the impor-
tance of AD in adults, with a high prevalence and
high morbidity among respondents. Our study
emphasizes that AD is not just a disease of child-
hood and the disease chronically persists in adults.
The prevalence of comorbidities appears very high
and may be due to the self-reported nature of this
survey. The results from our survey investigating
the prevalence of AD in the adult population in the
involved countries showed that dermatologists
were the specialists most frequently managing AD
across most countries, and that the prevalence of
AD was higher in urban respondents, in those who
were more highly educated, with higher incomes,
employed versus unemployed, smokers compared
with non-smokers, and heavy drinkers compared
with non-drinkers. Further investigation into the
methodology for assessing the global epidemi-
ology of AD, including age of onset, treatment,
and more data regarding systemic comorbidities is
clearly warranted.
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