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ABSTRACT

Background: Studies have suggested that women overreport symptoms in nondermatologic
disease. Gender-dependent differences in patients’ perception of dermatologic disease are poorly
described. The description of possible gender differences in morbidity in a skin disease with compa-
rable prevalence in men and women may therefore provide relevant data.

Objective: The goal of this study was to examine gender-dependent differences in the self-reported
morbidity of patients with atopic dermatitis (AD).

Methods: Questionnaires from members of the Atopisk Eksem Forening (Danish Association of
Atopic Eczema) aged 215 years were analyzed. Data were gathered regarding age, sex, disease dura-
tion and severity, and localization of AD, including the results of the Dermatology Life Quality Index
(DLQI), a quality-of-life questionnaire designed for use in adults (ie, patients aged >135 years).

Results: Questionnaires from 112 patients were analyzed. The final study population comprised
88 females and 24 males; mean age was 35.3 years (range, 15-77 years). For women, a significant pos-
itive correlation was found between DLQI score and disease severity (P < 0.001) and also between
DLQI score and visible regions affected by disease (P = 0.001); these correlations were not observed
in men. For the total number of body regions affected, a significant correlation with severity was
found for women (P = 0.001) but not for men. No significant differences between men and women
were noted for age, disease duration, overall disease severity, or quality of life as assessed using the
DLQI.

Conclusion: Self-reported morbidity is highly consistent among women with AD, but not so
among men. Normally visible areas of AD appear to affect women significantly more than men.
(Gender Med. 2004;1:125-130) Copyright © 2004 Excerpta Medica, Inc.
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INTRODUCTION

It is frequently observed that although they live
longer than men, women report higher rates of
morbidity, disability, and health care utiliza-
tion.I3 A gender-dependent disparity would
therefore appear to exist between morbidity and
mortality. One common explanation for
women'’s higher rates of morbidity reported in
many studies* is that sex-specific differences
influence how symptoms are perceived, evaluat-
ed, and acted on. It is widely assumed that
women not only are more ready to report illness
and to seek help, but also have greater flexibil-
ity to accommodate illness. In a study of 215
psoriasis patients, Gupta and Gupta’ found that
men were more afraid than women of losing
their jobs and believed there were greater reper-
cussions for taking time off from work for med-
ical appointments. Compared with men in
industrial countries, women have a shorter
working day and can therefore more easily
schedule medical visits. Also, in Denmark, pri-
marily mothers take their children to medical
appointments and thus have more contact with
health providers. However, the few studies that
have examined morbidity in men and women
with the same conditions or symptoms (eg, a
study of subjective symptoms after myocardial
infarction,® a study of diabetic patients,” and a
general British cross-sectional survey of women
and men'%) have yielded inconsistent results. In
a study of patients with the common cold,
Macintyre!! did find that men were significant-
ly more likely to overrate their symptoms com-
pared with women (P < 0.005).

A MEDLINE search of relevant articles pub-
lished between 1975 and 2004 yielded little
gender-specific research in dermatology. A study
by Roenigk and Roenigk!? found lower morbid-
ity among men with psoriasis compared with
women, and further determined that because
society tends to place less importance on the
appearance of men, this reduces their psychoso-
cial stress and thus morbidity. Another study by
Schmid-Ott et al!3 found that women with pso-
riasis believed they were more stigmatized than
men. Studies relevant to atopic dermatitis (AD)
included epidemiologic research by Olesen et al.}4
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For infants aged O to 1 year, they found a
male:female ratio for AD of 1:1.25; for
those aged 1 to 2 years, the male:female ratio
was 1:0.8. Conversely, another epidemiologic
study’s found a female preponderance among
adults with AD.

Skin barrier function is a crucial area of
research in AD. Diminished skin barrier func-
tion, decreased water content of stratum
corneum, and increased blood flow to eczema-
tous skin are found in patients with AD com-
pared with controls.?-1® Gender differences
have not been demonstrated for transepidermal
water loss.'®?1 An important component of
skin barrier function is the composition of skin
lipids, and no correlation has been found
between the number of stratum corneum cell
layers and the skin’s lipid composition in either
men or women.??

Dermatologic conditions principally differ
from other diseases by being public—that is,
“visible”—and therefore immediately apparent
to others. Attention to one’s own appearance is
not equally distributed between the sexes, and
women are greater consumers of cosmetics and
other appearance-enhancing products than
men.?3 Skin disease may therefore be speculated
to affect women's self-reported health to a high-
er degree.

The purpose of the present study was to
examine gender differences in the self-reported
morbidity of patients with AD.

PATIENTS AND METHODS
A questionnaire was sent to 250 members of
the Atopisk Eksem Forening (AEF), the Danish
Association of Atopic Eczema. In addition to
patients (n = 200) and their families, the asso-
ciation includes physicians, nurses, and med-
ical company representatives. In this study, we
examined gender differences in persons with
AD aged =15 years, because younger children’s
questionnaires were completed by a parent or
guardian, and because self-perceived gender
differences were expected to be smaller in pre-
pubescent children.

In December 2002, all members of the AEF
received a 12-item questionnaire devised by



the authors to assess patients’ knowledge of
and experience with AD. The questions cov-
ered general information such as sex, age, and
duration of disease, as well as more disease-
specific items. The respondents were asked to
grade the severity of their skin disease (on a
scale of 1-3) with the following question: Most
of the time is your eczema mild (1), moderate
(2), or severe (3)? In addition, a body chart was
provided, on which respondents were asked to
mark the areas affected by AD. The body was
divided into 8 regions: 3 regions that are usu-
ally visible (head, neck, and hands) and 5
regions that are usually not visible (arms,
breast and abdomen, back, legs, and feet). A
score for each region was given (0 = absent or
1 = present). Maximum total visible score was
3 and the maximum total body score was 8.
The remaining items (the results of which are
not included in this article) asked patients
about the cause and treatment of AD, what
information sources they had used to obtain
knowledge about the condition, expectations
they had of an AD educational program, and
whether their choice of education and/or
employment was influenced by the presence of
the skin disease.

The respondents were also asked to complete
the Dermatology Life Quality Index (DLQI).**
This questionnaire is designed for use in adults
(ie, patients aged >15 years). It is self-explanatory
and is usually completed in 2 minutes. Scores
range from O to 30, where a high score is equal
to diminished quality of life. Questions cover
6 areas of interest: (1) symptoms and feelings;
(2) daily activities; (3) leisure; (4) work and
school; (5) personal relationships; and (6) treat-
ment. The general scoring guidelines provided
by Finlay and Khan were used for the DLQI.2*

The local ethics committee (Hilleroed County
Ethics Committee) approved the study. No oral
or written consent from patients was required
for participation.

Statistical Analysis

For parametric data, the Student t test and the
likelihood ratio chi-square test were used.
Kruskal-Wallis (KW) 1-way analysis of variance
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was performed on the nonparametric data.
With the KW test, observations are ranked
regardless of which group they belong to; for
each group, the sum of the ranks is calculated.
The SYSTAT version 9.0S (SPSS Inc., Chicago,
Illinois) statistical program was used to analyze
all statistics. A P value of <0.05 was considered
statistically significant.

RESULTS

Questionnaires were mailed to all 250 members
of the AEF. A total of 182 (72.8% of total mem-
bership, ~91.0% of patient members) question-
naires were returned. Seventy of the 182 ques-
tionnaires were from patients aged <15 years or
from unaffected members and were therefore
not used. Of the 112 questionnaires analyzed,
109 were complete; 3 questionnaires had 1 to 2
questions unanswered but were considered ade-
quate to be included in the further analysis. The
mean age of our final study population was 35.3
years (range, 15-77 years); there were 88
females and 24 males. Gender differences in dis-
ease experience and body region location are
shown in Tables I and IIL

Gender, Disease Duration, and Severity

The 112 patients had a mean duration of AD
of 28.6 years (range, 2-77 years). The mean dis-
ease duration was 79.3% (range, 5%-100%) of
the patients’ lifetime. Disease severity was mild
in 31.8% (28/88) of females and 33.3% (8/24) of
males; moderate in 51.1% (45/88) of females
and 41.7% (10/24) of males; and severe in
16.0% (14/88) of females and 25.0% (6/24) of
males. Severity was unknown for 1 woman. No
significant differences between men and
women were observed for age, AD duration, or
disease severity.

Gender and Disease Location

Except for the region “feet,” women marked
AD more frequently than men for all locations.
Women had a mean of 5.27 regions with AD,
whereas men reported a mean of 3.95 (mean
difference, 1.32; 95% CI, 0.47-2.16). This was
highly significant for the head, neck, breast,
and abdomen. For the visible regions (head,

127



GENDER MEDICINE

Table . Gender differences in atopic dermatitis (AD)
by age, disease duration, severity, regions,
and Dermatology Life Quality Index {DLQI)

score.
Females Males
(n = 88) (n = 24)
Age, mean (SD), y 34.2(107) 39.2(15.7)
Disease duration,
mean (SDJ, y 28.0(13.1) 31.1(19.9)
Lifefime disease duration,
mean (SD), % 80.3 (24.4) 75.5 (30.9)
Self-reported disecse
severity, no. (%)
Mild 28 (31.8) 8 (33.3)
Moderate 45 (51.1) 10 (41.7)
Severe 14 {15.9) 6 (25.0)
No. of body regions with
AD, mean (SD) 5.27 (1.8) 3.95(1.9)
No. of visible regions with
AD, mean (SD)” 235(07) 175 (0.9)
DLQI scoref 974 (6.4) 9.44 (6.2)
*P = 0.001.

IDLQ score is based on a scale from O to 30, where a higher
score equals a diminished quality of life.

neck, and hands), 78.3% of the women report-
ed that AD was present compared with 55.7% of
the men. Women reported a mean of 2.35 visi-
ble regions and men reported a mean of 1.75
visible regions (mean difference, 0.60; 95% ClI,
0.26-0.95; P = 0.001).

No significant correlation was noted between
severity and the number of reported visible
regions for either women (KW test, 5.8) or men
(KW test, 5.0). For total body regions, a signifi-
cant correlation with severity was found for
women (KW test, 14.3; P = 0.001), but no corre-
lation was found for men (KW test, 1.0).

Gender, Disease Severity, Location, and
DLQI Score

The mean DLQI score for the study group was
9.67 (range, 0-29); no significant difference was
observed between men (9.44) and women
(9.74). A significant positive correlation was
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Table II. Self-reported location of atopic dermatitis
in 3 visible regions (head, neck, hands)
and 8 different body regions (including the
3 visible regions) for both sexes. Values are
given as number (%} of patients.*

Females Males
(=88 (0= 24
Body region involved
Face! 73 (83.0) 13 (54.2)
Neck? 67 (76.1) 12 {50.0)
Hands 67 76.1) 15 (62.5)
Arms 69 78.4) 15 (62.5)
Breast and abdomen$ 48 (54.5) 6 (25.0)
Back 48 (54.5) 10 {41.7)
Legs 63 (71.6) 16 (66.7)
Feet 29 (33.0) 8 (33.3)
No. of visible regions involved
] 13 (14.8) 12 (50.0)
2 31(352)  6(25.0)
3 44 (50.0) 6 (25.0)
No. of body regions involved
1 445  3(12.5)
2 4145 283
3 780  6(25.0)
4 10(11.4)  4(16.7)
5 19 21.6) 4 (167)
6 19 (21.6) 3 (12.5)
7 18 (20.5) 0 (0.0)
8 780  2(83

“Percentages may not total 100 due to rounding.
tP = 0.003.
iP=0.013.
§p = 0.010.

found between the 3 different severity groups
and DLQI score (KW test, 15.9; P < 0.001) and
also between visible regions and DLQI score (KW
test, 14.2; P = 0.001) for women; neither correla-
tion was observed for men. No correlation was
noted between age and DLQI score or between
total body regions and DLQI score for either sex.

DISCUSSION

In the present study, women’s ratings of the
extent and impact of AD have greater internal
consistency than those of men. Lesions located
in visible areas diminished quality of life more in
women than in men. We also noted that women



reported the presence of AD in far more anatom-
ical regions than men did, although no differ-
ences were found in disease duration or overall
intensity. This finding may reflect actual differ-
ences but is also in accordance with a study by
Jemec and Serup.?® They observed that, in a
group of 72 healthy volunteers, subjective com-
plaints of dry skin were more common in
women than in men (P < 0.001), although nei-
ther clinical nor objective measurements showed
any gender difference. They also found a signifi-
cant correlation between self-reported severity
and involved areas for women (P = 0.001) but
not for men. This positive correlation suggests
greater internal consistency in the women’s
response and supports the validity of the data.

It may be speculated that women have a cul-
turally determined higher ideal of physical
appearance than men and therefore give more
attention to their skin, thus increasing the sensi-
tivity of self-reported skin involvement. Patterns
of observation may also play a role, because
fewer men examine their skin with the same reg-
ularity as women. The detection threshold for
skin disease may therefore be genuinely higher
in men than in women, and women may thus
be more precise in their self-assessment of der-
matologic disease. For men, we found no corre-
lation between disease severity and impairment
of quality of life, or between visible regions and
DLQI score. In contrast, women had a signifi-
cant positive correlation between disease sever-
ity and impact on quality of life. Reduced qual-
ity of life was significantly linked (P = 0.001) to
AD reported in the visible areas, such as on the
head, neck, and hands, but not in the total body
regions. This finding suggests that normally vis-
ible areas of AD appear to affect women signifi-
cantly more than men.

Possible types of bias must be considered in
the study population. Anyone in Denmark can
become a member of the AEF; access to the asso-
ciation is unrestricted and does not involve reg-
istering of the member’s sex, education, employ-
ment, or socioeconomic background. Subjects
recruited from a patient organization, such as
the AEE are a select study population. These
organizations may be expected to have a major-
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ity of patients with moderate to severe disease
who join because they have a greater need for
information than those with mild or negligible
disease. The benefit of this study population,
however, is that the respondents have a higher
likelihood of having a correct diagnosis of AD;
they are generally informed about their disease;
and they are often highly motivated to answer
the questionnaire. Using a select study popula-
tion may therefore positively influence the qual-
ity of data for self-reported aspects of the disease.
The greater number of women in the present
study reflects a larger pattern of health care utiliza-
tion. Women generally use more health services,
and it has been estimated that 67% of women
worldwide make all the medical choices in society.26
No previous studies have specifically examined
gender differences in AD, and data from epidemio-
logic studies!*!>27 are not consistent with the
prevalence of AD between men and women.

CONCLUSION

We found that self-reported morbidity is highly
consistent among women with AD, but not so
among men. Normally visible affected areas
appear to affect women substantially more than
men. It is speculated that the differences in self-
reported morbidity between men and women
may reflect gender-specific differences in what is
considered stressful, and in coping with the dis-
figurement of dermatologic disease. Our study
suggests that patients with AD have gender-
dependent differences in self-reported morbidity.
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