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INTRODUCTION

SUMMARY Health promotion has been defined by the World Health Orga-
nization’s (WHO) 2005 Bangkok Charter for Health Promotion as “the process
of enabling people to increase control over their health and its determinants,
and thereby improve their health”. One of the most important determinants
of health is quality of life. Hand eczema is a common skin disease that can ad-
versely affect the quality of life of patients. The aim of this study was to deter-
mine the quality of life in patients with hand eczema. This case-control study
was performed on 70 patients with hand eczema and 70 healthy controls. All
the patients filled out two questionnaires: Short Form 36 (SF-36) and Derma-
tology Life Quality index (DLQI). The data were analyzed using the statistical
software package for social sciences (SPSS).

The mean score score of quality of life in dimensions of physical functioning,
vitality, and general health in the SF-36 was lower compared to the control
group. The mean score in DLQI in patients with hand eczema was 8.68. There
was a significant negative correlation between the scores of different dimen-
sions of QOL obtained in the two questionnaires (SF36 and DLQI).

The study demonstrated that the quality of life in patients with hand eczema
was lower than that of controls. It seems advisable that psychiatric consul-
tations or psychotherapy be included in the treatment of chronic hand ec-
zema

KEY WORDS: quality of life, hand eczema, questionnaire

Health promotion has been defined by the World
Health Organization’s (WHO) 2005 Bangkok Char-
ter for Health Promotion as “the process of enabling
people to increase control over their health and its
determinants, and thereby improve their health”.
One of the most important determinants of health is
quality of life, and skin diseases are one of the most
important factors that influence it. Dermatoses can
cause changes in the self body image or cutaneous
body image of patients (1-3). Cutaneous body image
dissatisfaction has been associated with increased
suicidality in patients with skin diseases (2).
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Assessing the method of treatment and determin-
ing quality of life can improve our knowledge regard-
ing mental stress associated with skin diseases (4).

According to the studies performed in Italy (5),
USA (6), Australia (7), Denmark (8), Iran (9), England
(10) Tunisia (11), Sweden (12), Brazil (13), and other
countries (14-19) chronic dermatoses have a major
impact on the quality of life in patients.

Hand eczema is a common, chronic skin disease
that can negatively affect the quality of life, sex life,
and occupational options of patients (8,16,18,20)
and occupational contact dermatitis, one of the most
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common occupational diseases, often results in im-
paired quality of life and loss of work ability (21).

This study was performed to compare quality of
life in Iranian patients with hand eczema with quality
of life in healthy individuals.

METHODS

This case-control study was conducted on 70 pa-
tients with hand eczema and 70 controls. Inclusion
criteria included: having hand eczema and being
above 16 years of age. Exclusion criteria included:
having dermatoses other than the hand eczema, hav-
ing a chronic disease which would have an impact
on quality of life or having an obvious disability. The
survey was performed in the skin diseases clinic of
the Valiyy-e-asr hospital in Birjand, Iran between May
2011 and May 2012. All patients who came to the
clinic and fulfilled the inclusion criteria were told the
objectives of the study. The respondents gave their
informed consent to take part in the survey. The in-
stitutional ethical and research committee approved
the survey proposal.

Two Persian version of questionnaires DLQI
(which is a specific questionnaire) and SF-36 (which
is a generic one) were given to all those diagnosed
with hand eczema by a dermatologist, but the con-
trols only received the latter questionnaire. The con-
trols were selected from the general population and
matched with respect to age, gender, and occupa-
tion. They had no skin diseases or any other chronic
diseases which would affect their quality of life (such
as diabetes, asthma, cancers, etc.).

The DLQI questionnaire was created by Finlay and
Khan in 1992, and it has been widely used in many
countries since then (7,9-14,16,17).

Furthermore, the reliability and validity of the Per-
sian version of the DLQI questionnaire had been con-
firmed through a survey of a group of Iranian patients
with vitiligo in Shiraz, Iran (9). This questionnaire con-
tains ten multiple-choice questions; points for each

question range between “zero”and “three”. Total score
of every individual’s quality of life are the sum total
scores of all the questions, i.e. between 0 and 30; the
more an individual’s score, the worse his quality of
life. The questionnaire is separated into the follow-
ing features: symptoms and emotions (questions 1
and 2), diurnal actions (questions 3 and 4), leisure
time (questions 5 and 6), work and school (question
7), private communications (questions 8 and 9), and
therapy (question 10) (10).

SF-36 is a generic questionnaire which has been
applied in many countries (12,14,15,19,22-26). Reli-
ability and validity of the Persian version of SF-36
questionnaire has been confirmed through a survey
of a random sample of 4163 healthy individuals aged
>15 inTehran, Iran (24), and another survey of a group
of Iranian patients with thalassemia major in Shiraz,
Iran (25). It contains thirty-six components evaluating
8 dimensions of quality of life: Physical Functioning
(PF) and Role Physical (RP) that refer to role limitations
due to physical problems, Bodily Pain (BP), General
Health(GH), Vitality (VT), Social Functioning (SF), and
Role Emotional (RE) that refer to role limitations due
to emotional problems, and Mental Health (MH) (26).

The scores obtained in each of the domains are
summed up separately and range from 0 to 100; the
higher an individual’s score, the better his quality of
life.

Data were collected and analyzed by SPSS soft-
ware (version 19, SPSS Inc, Chicago, USA). Data
analysis was done using Descriptive Statistics, T test,
Analysis of Variance (ANOVA), Tukey ranged test, and
Pearson’s correlation coefficient test. The conclusions
were deduced based on a 5% significance level.

RESULTS

Out of total 140 patients in the study, 52.9% of the
cases were men and 47.1% women (Table 1).

The age of the patients and controls ranged from

Table 1. Comparison of case and control groups with respect to gender

Sex
Total Pvalue
Male Female

Group  Case Count 37 33 70
% within group 52.9% 47.1% 100.0%

Control  Count 35 35 70

o 0.735

% within group 50.0% 50.0% 100.0%

Total Count 72 68 140
% within group 51.4% 48.6% 100.0%
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16 to 49 years (mean + standard deviation (SD), 26.5
+6.74, and 25.7 *+ 6.34, respectively) (P>0.05). Most
of the patients were employed (47.1%), some were
housewives (18.6%), and the rest were students
(27.1%) or unemployed (7.2%). The case and control
groups did not have significant differences in age
and were homogenous in occupation and gender
(P>0.05).

SF-36

Comparison of the mean scores of QOL of the pa-
tients and controls in different dimensions using the
SF-36 questionnaire, demonstrated that the scores
were different in all the dimensions. However, statisti-
cally significant difference was found in the dimen-
sions of physical functioning, vitality, and general
health , with the patients having a lower mean score
compared to the controls (Table 2).

The QOL score in physical functioning in the con-
trol group (mean = SD, 85.93 + 14.40) was higher than
the score of the patients with hand eczema (mean +

SD, 72.64 + 25.73). The difference between the two
groups was statistically significant (P<0.001, t-test).

In the dimension of vitality the QOL score of the
control group (mean = SD, 65.93 £ 18.97) was high-
er than the score of the patients (mean + SD, 58.64
+ 20.30), what is statistically significant difference
(P<0.03)

The general health score of the control group
(mean + SD, 66.86 + 20.96) was higher than the score
of the patients (mean + SD, 53.71 £ 20.13). The differ-
ence between the two groups was statistically signifi-
cant (P<0.001, t-test).

There was statistically significant gender-related
differences in the QOL scores only in the dimension
of mental health, which was higher in men (P<0.05).
There was no statistically significant gender-related
difference in other dimensions.

Comparison of mean scores of QOL in the control
group based on age using analysis of variance (ANO-
VA) showed that the differences were not significant
(P=0.243).

Table 2. Comparison of mean scores of quality of life (QOL) in different dimensions in SF-36 in case and con-

trol groups (n=70)

Dimension Group Mean Std. deviation Pvalue
Case 72.64 25.73

PF <0.001
Control 85.93 1443
Case 57.14 34.62

RP 0.822
Control 58.57 40.13
Case 52.38 37.46

RE 0.252
Control 60.00 40.77
Case 58.64 20.30

VT 0.030
Control 65.93 18.96
Case 58.34 19.24

MH 0.353
Control 61.43 19.94
Case 73.93 22.60

SF 0.410
Control 76.96 20.81
Case 74.14 20.86

BP 0.880
Control 74.68 21.04
Case 53.71 20.14

GH <0.001
Control 66.86 20.96

*Physical Functioning (PF), Role Physical (RP) refer to role limitations due to physical problems, Bodily Pain (BP), General
Health(GH), Vitality (VT), Social Functioning (SF), Role Emotional (RE) refer to role limitations due to emotional problems; and

Mental Health (MH)
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Table 3. Comparison of mean scores of DLQI in pa-
tients with hand eczema with respect to gender

Sex No. | Mean Std. deviation P value
Male 37 8.51 5.29
Female 33 8.88 5.51 0.778

However, comparison of QOL scores in patients
with respect to age (using ANOVA) showed that in the
dimensions of physical functioning, role physical, and
bodily pain the differences were significant (P<0.011,
P<0.012, P<0.014, respectively). Tukey’s range test
showed that the difference between two age groups
in patients (<20 and >30 years) in the dimension of
physical functioning was significant (P<0.017). In the
dimension of role physical, the difference between
two age groups, 21-30 year olds and over 30 year
olds, was significant (P<0.024). In the dimension of

bodily pain the difference between patients <20 and
>30 age groups was significant (P<0.019); those >30
had a lower QOL.

DLQI

DLQI scores in patients with hand eczema ranged
from 0 to 24 (mean + SD, 8.68 + 5.38). After compar-
ing mean DLQI scores with respect to gender, a a
difference between the men’s and women'’s scores
was found (mean + SD, 8.51 + 5.29 and 8.88 + 5.51,
respectively), but this difference was not statistically
significant (P=0.778) (Table 3).

There was not statistically significant difference
between mean DLQI scores with respect to age
(P=0.232, ANOVA).

Pearson’s correlation coefficient test revealed that
there was a significant negative correlation between
all the dimensions of QOL in the SF-36 questionnaire
and the scores obtained from the DLQI questionnaire.

Table 4. Pearson correlation between the scores of different dimensions of QOL obtained from the two ques-

tionnaires (SF36 and DLQ)I) in patients with hand eczema

Dimension DLQI
Pearson Correlation | -0.278
PF PF
P value 0.020
Pearson Correlation | -0.218 481
RP RP
P value 0.070 | <0.001
Pearson Correlation | -0.293 | 0.461 0.656
RE RE
P value 0.014 | <0.001 | <0.001
Pearson Correlation | -0.386 0.436 | 0.432" 0.304
VT VT
P value 0.00l <0.001 | <0.001 0.010
Pearson Correlation | -0.442 | 0.346 0.311 0.271 0.739
MH MH
P value <0.001 | 0.003 | 0.009 0.023 | <0.001
Pearson Correlation | -0.264 | 0.325 0.381 0414 0.169 0.319
SF SF
P value 0.027 0.006 0.00l <0.001 0.161 0.007
Pearson Correlation | -0.400 | 0.462" | 0.394 0.246 0.511 0.495 0.225
BP
BP P value 0.001 | <0.001 | 0.00I 0.040 | <0.001 <0.001 0.061
Pearson Correlation | -0.226 0.518 | 0.312" 0.372 0.548 0.432" 0.162 0.545
GH GH
P value 0.060 | <0.001 | 0.009 0.002 | <0.001 <0.001 0.181 <0.001
| Pearson Correlation | -0.429 | 0.728 | 0.798 0.765 0.690” 0.633 0.540" | 0.645 0.653
tota
P value <0.001 | <0.001 | <0.001 | <0.001 | <0.001 <0.001 | <0.001 | <0.001 |<0.001

* Physical Functioning (PF), Role Physical (RP) refer to role limitations due to physical problems; Bodily Pain (BP), General
Health(GH), Vitality (VT), Social Functioning (SF), Role Emotional (RE) refer to role limitations due to emotional problems; and
Mental Health (MH)
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In other words, the higher the QOL score in any of the
dimensions in SF-36, the lower DLQI score and vice
versa (Table 4).

DISCUSSION

Hand eczema is a common skin disease of long
duration that can negatively influence the life qual-
ity, sex life and occupational options of patients
(8,16,18,20,21,27). The present study was performed
to measure how hand eczema affects health-related
quality of life (HRQL) in patients suffering from this
disease. After comparing mean QOL scores in differ-
ent dimensions between the cases and the controls
using the SF-36 questionnaire, it was found that the
scores were different in all the dimensions. But only
in the dimensions of physical functioning, vitality,
and general health was the difference statistically
significant, with the patients having a lower mean
score compared to the controls. Wallenhammar et
al. reported that patients with dermatitis had lower
scores in all the domains of SF-36 compared to a con-
trol group (12). Hutchings et al. found a relationship
between physical problems and psychological condi-
tions influencing work using SF-36 scores in patients
with occupational dermatitis. They suggested that
occupational dermatitis has a considerable impact
on quality of life (27). Nienhaus et al. showed that
allergic contact dermatitis caused by natural rub-
ber latex negatively influences the quality of life and
work capability of health care workers (28). Kiebert et
al. showed that patients with atopic dermatitis had
lower scores in domains of social functioning, mental
health and vitality than the general population (29).
Rajagopalan et al. found that patients with dermatitis
had a lesser score on mental health and vitality do-
mains of SF-36 than US population norms (30). These
results are consistent with our results.

Generally, in some of previous studies there was
no clear-cut correlation between QOL scores and
gender (27), but there were statistically significant
gender-related differences in QOL scores in SF-36 in
the dimension of mental health in our study. Women
reported more impaired HRQL in the dimension of
mental health. There was no statistically significant
gender-related difference in other dimensions.

Wallenhammar et al. also found HRQL to be more
impaired in women than in men in the mental health
domain using SF-36 in patients with contact der-
matitis (12), which correlates with our finding. They
suggested that contact dermatitis in females has a
greater effect on their mental health, which can be
because females and males are subjected to different
conditions at home and at work (12, 31-34).
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Comparing mean DLQI scores with respect to
age, there were no statistically significant differences.
However, comparison of mean QOL scores with SF-
36 in our patients regarding age showed that in the
dimensions of physical functioning, role physical, and
bodily pain, the differences were significant, unlike in
the oher study. Tukey's range test showed that the dif-
ference between the two age groups in patients (i.e.
those <20 and >30 years) in the dimension of physical
functioning was significant. In the dimension of role
physical, the difference between the two age groups,
21-30 and >30, was significant. In the dimension of
bodily pain the difference between patients in < 20
year and > 30 age groups was significant; the the > 30
age group had a lower QOL. These results may be due
to fear of loss of work ability in our patients.

The present study findings showed that the DLQI
scores in patients with hand eczema ranged from 0 to
24 (mean = SD, 8.68 + 5.38).

The mean DLQI score (8.68) in our patients was
higher than in the studies by Hutchings et al. (mean
DLQI=6.6) in the UK (Sheffield) (27), Ludwig et al.
(mean DLQI=5.33) in Brazil (Porto Alegre ) (14), and
Nienhaus et al. (mean DLQI=4.1) in Germany (Ham-
burg) (28). This difference between the studies can be
due to cultural or socioeconomic differences.

No statistically significant difference in DLQI scores
was found between men and women (mean +SD, 8.51
+ 5.29 and 8.88 + 5.51 respectively). Wallenhammar
et al. also found no gender-related differences with
DLQI (12), which corresponds to our result. However,
Ayala et al. found a correlation between DLQI score
and sex: women had lower QOL scores than men (5).
These results disagree with our result.

Recently, Berg et al. investigated the association
between life gratification and medical diagnoses in a
sample of 392 participants aged 80 and older, with
no dementia (35). They found that men with angina
pectoris and eczema were less gratified with life com-
pared with men without these diagnoses, whereas
women with peptic ulcers were less gratified with life
compared with women without this diagnosis (35).
Other studies found that age and gender did not
seem to have a major impact on QOL, although con-
tradictory findings exist (36,37,38).

The difference between the results of different
studies could be due to methods and design of the
studies (QOL questionnaires), type and site of derma-
titis, age, cultural, or socioeconomic differences.

Quality of life evaluation in skin diseases (espe-
cially eczema) is an important issue, but how should
it be assessed? Skoet et al. based on a structured re-
view of the literature, supported a combination of
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generic questionnaires (e.g. the SF-36) and derma-
tology-specific (e.g. DLQI) to measure QoL in contact
dermatitis (36). However, DLQI has only 2 questions
that indirectly refer to occupational outcomes (39).
Coenraads et al. (39) suggested a life quality ques-
tionnaire on work-related dermatoses (mostly con-
tact dermatitis) should include questions on occu-
pational disability of both physical functioning and
interplay with co-workers. Kadyk et al. (37) used a QoL
questionnaire reformed from Skindex-16 to measure
QoL in allergic contact dermatitis. Recently, a study
was performed by Ayala et al. to create a novel tool
specifically designed to evaluate QOL in contact der-
matitis. Patients with contact dermatitis were given a
20-item questionnaire, which included some added
questions (5). They suggested a contact dermatitis
-specific questionnaire can be used to investigate
the effect on emotional functioning of the patient a
priori, and can lead to specific options, such as choos-
ing the proper medical treatment to be used, the as-
sessment of therapeutics effectiveness, the selection
of protective instruments, and the comparison with
QOL in other skin diseases (5).

Finally, it seems that the latest questionnaire or a
combination of generic questionnaires (e.g. the SF-
36) and dermatology-specific ones (e.g. DLQI) are the
best choices.

Yu et al. (40) studied the relationship between the
quality of life and depression in hand eczema patients
in South Korea. The patients’ quality of life was evalu-
ated by a self-administered questionnaire using the
Dermatology Life Quality Index (DLQI). Data on pa-
tients with depression was analyzed using the Beck’s
Depression Inventory (BDI-Il). The findings of this
study showed hand eczema adversely affected the
life quality and mood of patients. Thus, they recom-
mended that life quality alteration and psychological
support should be a part of the treatment for hand
eczema (40).

Recently, Dodington et al. reviewed all data re-
lated to clinical and psychometric characteristics of
the Dermatitis Family Impact Questionnaire from its
inception in 1998-2012 (41). This questionnaire is a
disease-specific scale used to evaluate the effect of
atopic dermatitis on the quality of life in the parents
and family members of children with this disease.
They found the usage of the Dermatitis Family Im-
pact questionnaire demonstrated the great effect of
atopic dermatitis on the quality of life in families with
children suffering from this disease (41).

Basra et al. also reviewed the published literature

and all data related to clinical and psychometric char-
acteristics of the Infants’ Dermatitis Quality of Life

Index questionnaire (IDQol) from its development
in 2001 until November 2012 (42). It is a question-
naire filled out parents to evaluate the effect of atopic
eczema on the life quality of infants aged 0-3 years.
They found that when planning to usage the IDQol,
researchers and practitioners must attention the va-
lidity of the data, related comparative clinical data,
and the potential bar on the responders (42).

CONCLUSION

The study demonstrated that quality of life in
patients with hand eczema was lower than that of
healthy controls. There was a significant gender-relat-
ed difference in QOL in the mental health dimension
according to SF-36. In other words, women with hand
eczema reported more impaired HRQL in the dimen-
sion of mental health than their male counterparts.

It seems advisable that psychiatric consultations
or psychotherapy be included in the treatment of
chronic hand eczema (especially occupational der-
matitis).
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