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Abstract

Background: Atopic dermatitis (AD) is the most common chronic skin disease in children. It is
chrcaterized by dry, itchy, eczematous skin symptoms. These symptoms produce dramatic negative
impact on quality of life (QoL) of patients.There is a paucity of study on patients’ QoL, the pattern

of treatment practices, and factors associated with poor QoL in children with AD in Ethiopia.

Objective: To assess QoL, treatment practice, symptoms control status and its associated factors

among children with AD at ALERT dermatovenerology unit, Addis Ababa, Ethiopia.

Method: Prospective observational study was conducted at ALERT comprehensive specialized
hospital dermatovenereology unit from September 01, 2022 to February 31, 2023. Structured
questionnaire and CDLQI tool were used to collect the data. Data were collected, entered and
analyzed using Statistical Package for the Social Sciences (SPSS®) version 25. Descriptive
statistics were used to summarize the data while multivariable binary logistic regression analysis
was used to determine factors associated with QoL. P-value <0.05 was considered as statistically

significant.

Results: Among 403 study partciapnst (53.6% , n= 216 ) were female. The mean (+SD) age of the
study participants was 8.04 (+3.40) years. The age onset of the disease in (41.7 %, n= 168) study
participants was mid onset. Among study participants, the majority of them, (84.6%, n= 341) had
pure AD.The duration of the disease in (76.4 %, n=308) patients were less than to 5 years. Among
study participants, the majority of them, (42.2 %, n= 170) had Sub- Acute phase, Non lessional
type AD (71.7 %, n= 289), followed by Moderate (57.6 %, n= 232). Topically applied readymade
medicine, antihistamine and emollient was given for (55.6 %, n = 224), (24.3 %, n= 98) and
(75.8%, n=305) partcipants, respectively. The mean CDLQI was 8.42(+ 3.57) crosponding to a
moderate effect. Domain of itching, dressing and sleeping was the utmost affected QoL. Majority
of the study partcipants (75.7%, n=305) had localized Pruritus followed by , dry skin (70.7%, n=
285) symptoms .AD symptoms was controlled among (76.9%, n = 310) patients. Multivariabel
logistic regression showed that government employed caregivers [AOR=5.5 (95% CI: [1.18,
27.61)], P=0.038; daily laborer caregivers [AOR = 16.23 (95 % CI: [1.78, 148.1)], P= 0.014
,having moderate AD [AOR = 4.20 (95% CI: [2.25, 7.8)], P=0.001), having Allergic rhinitis
comorbidities [AOR=20.6 (95% CI: [1.55,275.5)], P=0.022 and who use topically applied
Tacrolimus [AOR=5.63 (CI: 1.03, 30.92)] was signifcantly associated with QoL.



Conclusion: Emollients, topically corticosteroids, and antihistamines were the mainstay
treatment. AD has significant impact on the QoL of children, mainly through Symptom and
feeling , sleeping problems and dressing problems. Majority of children with AD symptoms were
controlled. Factors such as Government employee, daily laborer, moderate AD , allergic rhinitis,
and use of topical tacrolimus were considered to have poor QoL. Thus, widening the AD

management with education and evaluating of children QoL deemed to be imprortant

Keywords: - Atopic dermatitis (AD), Quality of Life (QoL), Child Dermatology Life Quality Index (CDLQI),
All Africa Leprosy, TB, and rehabilitation training Center (ALERT), Ethiopia.
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1. INTRODUCTION
1.1. Background

According to the definition of the Academy of American Dermatology (AAD), Atopic eczema or
Atopic dermatitis (AD) is a widespread, persistent, itchy, inflammatory dermatological illness
that affects all age groups. However, Children are more susceptible to it (Fleming et al., 2020,
Krakowski et al., 2008, Correale et al., 1999) with a wide range of severity and skin barrier
defects (Giam et al., 2016). This skin barrier defect allows for increased penetration of
environmental allergens and infectious organisms, which leads to skin irritation that lasts for a
long time. Although the defect barrier was formerly thought to be an epiphenomenon, it is now

believed to play a major role in the pathophysiology of the disease (Kabashima, 2013).

According to the worldwide burden of disease task statement, dermatology ailments are the
fourth-largest worldwide burden of non-fatal disease (Seth et al., 2017). Among these, AD
ranked as the 15" nonfatal disease with the largest disease burden among skin
diseases (Laughter et al., 2021). It impacted up to 2.4 percent of the global populace. The
incidence rate of AD ailments varies substantially between countries (Urban et al., 2021), On
average, 20% of children and 3% of the adult population are affected by the disease. According
to the recent findings, the incidence of AD is increasing in Africa and ranges from 4.7% to 23%

(Nutten, 2015, Sendrasoa et al., 2020).

AD is typically classified as new-born (age less than_2 years old), child (2—12 years old), and
adult, which is greater than 12 years old, but not over 60 years old. However, this age theory has
shifted (Tanei, 2020). The occurrence of AD ailments in adulthood and geriatrics has risen, and
the characteristics of geriatric AD have come into focus. Consequently, this recently defined
subtype of elderly AD (age > 60 years) was recently added to the classification of AD as a fourth
subtype (Tanei, 2015).

The clinical evidence of AD includes intense itching, dry, scaly , crusted, and eczematous skin
lesions and its pathogenesis is distinguished by interactions between skin barrier abnormalities
and immunological dysregulation (Boguniewicz and Leung, 2011). Recent evidence suggests
that AD is linked to meal allergies, bronchial asthma, and allergy coryza, with or without the

incidence of elevated IgE amounts (Barbarot et al., 2018).
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AD is a common disease with no satisfactory form of therapy. However, several types of
treatment approaches exist for alleviating the exacerbations of the disease, so-called flares, and
reducing the duration and degree of the flare. In the large majority of patients with mild-to-
moderate forms, AD can be managed by maintaining the skin barrier with emollients,
eliminating typical AD triggers, using specific behavioral techniques to minimize scratching,
using antibacterial treatments, and taking topical and/or systemic anti-inflammatory medicines.
Overall, the application of emollients is pivotal and the cornerstone of successful strategies for
the management of AD. It can reduce the need for topical corticosteroid creams (Thomsen, 2014,

Nygaard et al., 2017).

Topical corticosteroids, calcineurin inhibitors, and Phosphodiesterase 4 inhibitors are the three
types of FDA accepted topically applied medication for AD patients (Papier and Strowd, 2018).
Systemic therapy is an effective therapy approach for topical treatment refractory and hard-to-
treat AD with scant control (Megna et al., 2017). Cyclosporine is the second-line drug of choice
for the management of moderate-to-severe AD and refractory AD among adults (i.e., 16 years).
Azathioprine and Methotrexate are suggested as third-line treatments for children and adults with
moderate-to-severe AD. Mycophenolate mofetil is an appealing third-line therapy for moderate-
to-severe AD patients who are refractory to conventional management approaches and ineligible

for the other off-label immunosuppressant therapy (Johnson et al., 2019).

Results from multiple studies revealed that AD has a large effect on social functioning, mental
health, physical health, emotional health, and vitality, regardless of the age of the patient. In
general, AD has the same significant effect on health-related quality of life (HRQoL) as other
chronic and dermatologic conditions (Lifschitz, 2015). Various studies showed that AD has a
notably clinical and humanistic burden on patient-reported symptoms and QoL measures. It also
demonstrated that AD can cause anxiety and depression. In addition to its great economic burden
(Bruin-Weller et al., 2021). The current world AD-related treatment practices and the unfulfilled
requirements of moderate-to-severe AD with systemic therapies and other treatment modalities

are underreported (Wei et al., 2019).
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1.2.  Statement of the problem

There are no credible prevalence estimates for AD at a global level (Volke et al., 2022).
However, studies showed that a common trend in the occurrences of AD was higher among
children as compared to adolescents and adults (Sendrasoa et al., 2020). Globally, AD affects
15%—-20% of children. According to recent findings in Europe and the United States, the average
prevalence of AD among children is 20% (Bylund et al., 2020). Several genetic, immunologic
and environmental factors contribute to the complex pathophysiology of AD(Volke et al., 2022).
Due to these contributing factors, there are no reliable prevalence estimates for AD worldwide
(Langan et al., 2023).In addition to this; there is substantial variation of AD prevalence over time
by income and region . However, Prevalence data of AD is known only from some of the SSA

countries but ranges from 5% to 16%(Schmid-Grendelmeier et al., 2023).

In history, the occurrence of AD has been lower in Africa, theMiddle East, and North America
than in Europe and North America, but recent statistics show an increase in AD prevalence
throughout the developing world (Al-Afif et al.,, 2019). According to the evidence, AD
prevalence in Africa ranges from 4.7% to 23%. Thus, to our knowledge, impairments in health-
related QoL (HRQoL) have not yet been evaluated in child-onset AD (Sendrasoa et al., 2020,
Yoo et al., 2022).

There are several findings regarding the distribution of AD symptoms among children in
Ethiopia. In 1995, a study done in Addis Ababa by Melaku et al. showed that 2.6% of children
had AD symptoms (Melaku, 2000). Likewise, a study done in 2004 by Yemaneberhan et al. at
Jimma revealed that the overall prevalence of AD symptoms was 1.2%, but it was greater in the
main city area (1.5%) than in the rural zone (Yemaneberhan et al., 2004). However, in 2005, a
study done in rural Jimma among children aged 1 to 5 years revealed that the prevalence of AD
was 4.4% (Haileamlak et al., 2005). In 2015, research conducted at the Ayder referral hospital
reported that the magnitude of AD among children was 9.6% (Kelbore et al., 2015). This

evidence shows that the rate of AD among Ethiopian children has sharply increased.

QoL impairment among children with AD is highly correlated with Anti-AD treatment
modalities (Blome et al., 2016). The greater disease severity decreased QoL, work productivity,
increased activity impairment, and decreased treatment satisfaction (Bacci et al., 2023)

.Especially, topically applied Anti-AD treatment approach. Because, it is complex and laborious
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management practices .On top of that, an increase in healthcare cost associated with AD
treatment can decrease the overall QoL for the affected individuals and their families(Eichenfield

and Stein Gold, 2017).

Western nations have conducted substantial research on the various treatment options and
HRQoL among AD patients and provided their recommendations. However, these findings
cannot be automatically extrapolated to the African context, especially Ethiopia, because of the
variation in genetic make-up, environmental set-up, economic level, cultural factors, access to

health care, and availability of medicine (Torrelo, 2014).

In developing nations, like Africa, AD is an emerging public health concern. However, these
continents are still marginalized in dermatology literary works and in the health care system in
terms of resources, availability, treatment outcome, and patient QoL (Al-Afif et al., 2019).
Additionally, AD patients and their families have challenges with their social, clinical, and
academic performance (Schmidt et al.,, 2021), economical, occupational, personal, and
emotional(Marron et al., 2020). Together, these factors raise direct and indirect health care costs
and lower national productivity (Drucker et al., 2017). Children receiving AD treatment may
encounter difficulties, inconveniences, and stress (Kelbore et al., 2022). However, there is still
insufficient data on the burden of AD on the QoL of patients(Al-Afif et al., 2019) and the
effectiveness of common treatment among non-white ethnic groups (Kaufman et al., 2018). The
majority of evidence pertaining to the causes and factors linked to AD inducing low QoL in
children comes from Europe, the United States, and China (Kandowishi et al., 2016). Thus, this
finding is not extrapolated to Ethiopia because little is known concerning the treatment practices,
impact of AD on patients QoL, and contributing factors for poor QoL among children with AD.
Hence, due to the lack of the aforementioned data, this study necessitates evaluating the
treatment practices, health - related quality of life, and accompanying factors for quality of life

among children diagnosed with AD at the A.L.E.R.T. center dermatovenerology unit.
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1.3.  Significance of the study

The predominant skin characteristics of AD include moderate-to-intense itching, eczematous
lesions, xerosis, and lichenification. This symptom has a profound impact on the quality of life
(QoL) of children due to a restricted lifestyle, avoidance of social interaction, and impaired daily
activity performance (Campos et al., 2017, Na et al., 2019). Thus, evaluating and mapping the
evidence on the impact of AD on children's QoL has become an integral holistic strategy in
disease monitoring, and understanding the variables that lead to negative QoL is an important

practice for better treatment outcomes (Ali et al., 2020).

To date, there is a scarcity of data on AD treatment patterns globally, particularly in Africa.
Similarly, it has not been done in our country. Thus, based on the findings of these studies, it
may provide a thorough overview of current treatment patterns at the national level. This, in turn,
would enable clinicians, the dermatological care unit team, researchers, and patients to improve

the service provided to AD patients.

Despite the high disease burden associated with AD, data on treatment patterns are limited. Thus,
exploring AD treatment patterns can assist clinicians in improving disease management and
enhancing patient QoL. Thus, this study highlights commonly prescribed Anti-AD treatment,

which may contribute to decision-making in clinical practice.

In generally, to the best of our knowledge , no research has been conducted on the treatment
practices, QoL ,and associated factoers for poor QoL among children age between 5 years to
16 years with AD in ALERT center, which is the major dermatology center from all over the
region and this was the first study to provide some insight in AD related QoL, treatment pattern
and variables linked with poo QoL among children who visit dermatovenorolgy outpatient unit
and such findings serves as a basis for future evaluations on QoL and serving as a reference for
undertaking further study on AD . On top of that, this finding is used by healthcare workers,
healthcare facilities, and other concerned bodies to design strategies and local guidelines to

improve HRQoL and AD care among children.
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1.4. Literature review

AD is the most prevalent recurrent irritant dermatology ailment that has a significant burden on
health care resources and patients' quality of life. It impacts one-fifth of the world's children.
Globally, AD affects up to 20% of children and 3% of adults. However, newer evidence suggests
that AD is also common during adulthood (Nutten, 2015, Chernyshov, 2016).

Various studies have reported that the exact pathogenesis of AD remains unclear and
multifactorial. However, the underlying mechanism is well known. The most common suspected
underling and aggravated factors are gene susceptibility, debilitating skin barrier, impaired

immune responses, and behavioral factors (Andersen et al., 2017, Peng and Novak, 2015) .

In this context, decreased expression of the flaggrin (FLG) gene is one of the strongest underling
factors for the development of AD. This gene is an important skin protein for preventing dryness
and the entry of pathogenic microorganisms and nuisances (Ong, 2014). The link between
flaggrin gene alterations and AD is less well established among people of African origin, and
numerous researchers have been unable to discover the link. However, in Ethiopia, it has been
discovered that there is no link between the flaggrin protein sequence and the development of
AD (Kaufman et al., 2018). However, stress, bacterial or viral infections, exposure to meal
allergens, and personal sanitary factors can also exacerbate factors for the development of

AD (Tanei, 2020).

Data from the literature indicated that the incidence of AD in developing countries is gradually
approaching that of developed nations (Bonamonte et al., 2019, Bieber et al., 2017, Chernyshov,
2016, Chan et al., 2021, Nutten, 2015). In the LMIC countries, like the African continent, the
occurrence rate of AD ranges from 4.7% to 23% (Sendrasoa et al., 2020). Over the past thirty
years, the prevalence of AD in developed countries has increased two-to threefold, and the rates
appear to have reached a plateau at 10-20% (Birdi et al., 2020, Al-Afif et al., 2019).

According to the report of the International Study of Asthma and Allergies in Childhood
(ISAAC), the lifetime occurrences of AD at the age of 13 years were greater than 20% in
industrialized countries, 16% in South Africa, and 6% in Ethiopia. Furthermore, A tool-based

study in Ethiopia found that the lifetime prevalence of AD was 0.3% in rural areas (Nakamura et

al., 2018).
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1.4.1. Management practices of AD

AD is not curable, and many patients will need an on-going treatment approach. So the disease
management is focused on preventing exacerbations and alleviating symptoms (Ring et al.,
2012). Emollients are the pivotal treatment approach in both the acute and chronic phases of AD,
and petroleum-based moisturizers play major roles (Catherine Mack Correa and Nebus, 2012).
However, a comparative randomized control trial study conducted in the Philippines in 2008 by
Dillague et al. revealed that Virgin coconut oil (VCO) emollient was substantially more effective
than virgin olive oil (VOO) emollient in decolonized S. aureus, reducing dryness and being anti-
inflammatory without causing side effects in the management of moderate to severe AD

(Dillague et al., 2008).

Emollient treatment combined with topical corticosteroids produces a positive clinical outcome
and sparing effect in all cases of AD (Msika et al., 2008) . According to a 2006 randomized
controlled trial study done in France, emollient therapy dramatically decreased the amount of
high-potency topical corticosteroid consumption in infants with AD. Besides, it provides
corticosteroid-sparing properties in the treatment of AD. (Grimalt et al., 2007). Furthermore, a
related study carried out in the USA in 1997 and 1998 by Lucky et al. and Hanifin et al. showed
that adjunctive emollient therapy can be advised due to its clinical benefits in its corticosteroid
sparing effects and improving outcomes in the treatment of AD (Lucky et al., 1997, Hanifin et
al., 1998). However, there aren’t enough studies to determine the frequency of application and

amount of emollient applied (Hon et al., 2010).

For more than 60 years, topically applied glucocorticoids have been the cornerstone for AD
management in decreasing severe and recurrent symptoms of AD in both adults and children.
When the AD lesion d doesnot improve with frequent moisturizer and appropriate skin carethey

are typically added to the treatment plan (Choi et al., 2020, Ellis, 2021).

Due to their anti-inflammatory, antiproliferative, immunosuppressive, and vasoconstrictive
effects, topical agents such as topical glucocorticosteroids and topical calcineurin inhibitors are
the most frequently prescribed first-line medications in the management of AD during acute
flare-ups and as maintenance therapy in outpatient settings (Thomsen, 2014, Krakowski et al.,

2008, Mudaliyar et al., 2020).
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Clinical trials have shown that TCS is therapeutically effective for the management of AD flare-
ups when used for up to four weeks (Buys, 2007). However, it could be used up until the itching
and inflammation has subside and the skin is smooth and feels normal (Page et al., 2016). The
severity of AD influences the choice of TCS potency; if AD is mild to moderate, a mild (class I)
to moderately potent (class II) TCS is recommended, whereas for severe AD, a highly potent
(class IIT) TCS is recommended. When there is inadequate therapy, a higher class of TCS can be
utilized (Van Halewijn et al., 2019).

The FDA has approved a new class of topically applied non-steroidal anti-inflammatory
management agents as second-line agents for short duration of treatment and moderate to severe
non-recurrent chronic AD in immunocompetent patients older than 2 years refractory to other
topical prescription treatments. These topically applied medications are provided as an option to
topically applied corticosteroids for management of acute flares and maintenance therapy of AD

(Krakowski et al., 2008, Sidbury, 2004, Siegfried et al., 2016, Silverberg, 2017).

Tacrolimus with strengths of 0.1% and 0.03 % in ointment dosage form and pimecrolimus with
strength of 1% in cream dosage form are the two currently approved TCI formulations globally.
Tacrolimus 0.1% and 0.03 % ointment formulations are indicated for children with moderate-to-
severe AD, whereas Pimecrolimus 1% cream is recommended for children with mild-to-
moderate AD and for treatment of AD that is refractory to other treatments or contraindicated.
TCIs are preferred for areas of delicate skin (e.g., face, eyelids, groin, or armpits) and cases
where topical corticosteroids have failed, thereby reducing the risk of adverse effects (Johnson
et al., 2019, Carr, 2013). Three studies compared the therapeutic efficacy of topically applied
pimecrolimus and tacrolimus on mild-to-severe AD among child study participants, and the
findings revealed that tacrolimus had better efficacy than pimecrolimus. However, a single adult
study revealed that pimecrolimus was therapeutically less effective than moderate TCS (EI-

Batawy et al., 2009).

A one-year interventional study on children and infants with AD conducted in Germany in 2002
by Wahn et al. and Kapp et al. revealed that Piemecrolimus cream reduced the need for TCS use
with fewer AD flare-ups and improved overall control of AD (Wahn et al., 2002, Kapp et al.,

2002). Studies have shown that TCIs are used for thin and sensitive skin regions and
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dramatically minimize the need for topical corticosteroids for long-term management of facial

AD in all age groups (Murrell et al., 2007, Draelos, 2008, Zuberbier and Brautigam, 2008).

A brief study on children comparing TCI and TCS revealed that tacrolimus ointment at
concentrations of 0.03% and 0.1% had a higher efficacy than 1% hydrocortisone acetate cream
or ointment. Another two pediatric study findings pointed out that 1% pimecrolimus had a better
therapeutic efficacy than 1% hydrocortisone acetate and 0.1% triamcinolone acetate (El-Batawy
et al., 2009, Chen et al., 2010) . In 2009, a comparative RCT study done by Doss et al. showed
that Tacrolimus 0.1% ointment has superior efficacy to fluticasone 0.005% ointment for twice-
daily treatment of adults with moderate to severe facial AD in whom conventional therapy was

inadequately effective or not tolerated (Doss et al., 2009).

Topically applied 2% Crisaborole ointment is recommended for the management of atopic
dermatitis in patients greater than 2 years of age (Paller et al., 2016). This agent may provide an
alternative for patients with TCS phobia (Riahi and Lam, 2021). In many cases of AD, the
recommendation of systemic therapy for severe cases of AD that are refractory to TCS and TCI
therapy is still debatable (Buffmann and Novak, 2017, Simon and Bieber, 2014). A phase III
randomized non-inferiority clinical trial carried out in France by Goujon et al. revealed that
Methotrexate at 15 mg/wk in the 50% reduction of SCORAD was 8% (4 of 50) and 42% (18 of
43) in the cyclosporine arm at a dose of 2.5 mg/kg/d in moderate-to-severe AD at week

8 (Goujon et al., 2018).

The present evidence does not support the use of antihistamines in the management of AD.
Nevertheless, once-daily systemic second generation antihistamines (Loratadine and Cetirizine)
remain the gold standard for treating AD symptoms like pruritus and are advised in many clinical
treatment protocols (Klein and Clark, 1999). In 1997, a multicenter randomized, double-blind
parallel trial study conducted by Patel et al. showed that loratadine as a daily dose was more

effective than cetirizine in the management of symptoms of atopic dermatitis (Patel et al., 1997).
1.4.2. Factors assciated with the risk of AD

Numerous risk factors have been associated with an increased likelihood of AD, and these
factors include modest family members, greater socioeconomic status, educational status

irrespective  of  ethnicity, rural to urban migration, and high antibiotic
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consumption (WILLIAMS, 1992), exposure to allergens, skin irritant products (woolen fabrics,
exfoliating soaps, and detergents), stress, skin dryness, skin infection, environmental exposures
for dry weather, genetics, allergen foods such as peanuts, eggs, gluten, soy,soy and dairy
products, and consumption of alcohol are contributing factors to the increased worldwide
prevalence of AD (Oninla et al., 2021). However, people whose family members have AD are
far more at risk of having it (Thomsen, 2014).

A cross sectional study carried out at Ayder referral hospital in 2015 by Kelbore et al. revealed
that the prevalence of atopic dermatitis was reported to be 9.6%. Mother caregiver, personal
asthma and hay fever histories, mother AD history, child age, and weaning age were all
independent predictors of AD (Kelbore et al., 2015). Another cross-sectional evaluation and
nested case-control study carried out in Jimma in 2004 showed that the prevalence of AD was
found to be 4.4% in youth, and it was proportionately greater in urban and rural locations.
Children with intestinal parasite infections and highly educated parents tend to have higher rates
of AD, but these trends are unrelated to numerous risk factors for AD that have been associated
with studies in developed nations, such as breastfeeding or weaning practices, family size, or

living conditions that are crowded (Haileamlak et al., 2005).

Deficiencies in certain micronutrients and vitamins are known to influence the severity of AD
symptoms Vitamin A deficiency can worsen extrinsic AD by increasing Th2-mediated
inflammation and mast cell activation (Yang et al., 2020). In addition, Zinc insufficiency is a
very typical risk factor for AD among children, according to a 2020 retrospective investigation
on 14-year-old children conducted by Ehlayel et al., which indicated that severe AD and high
total IgE levels are risk factors related to zinc insufficiency. In severe AD and refractory AD for
standard therapy, supplementation of oral zinc might be warranted to lessen disease

severity (Ehlayel and Bener, 2020).
1.4.3. Factoers affecting quality of life among children with AD

AD has an intense effect on all magnitudes of a patient’s QOL, and moderate-to-severe AD is
associated with mental disorders, reduced QoL, impaired self-esteem, and suicide. The QoL
burden of moderate-to-severe AD is comparable to that of psoriasis, chronic obstructive

pulmonary disease, cardiovascular disease, and diabetes (Van Halewijn et al., 2019). Major
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contributing factors to poor quality of life (QoL) in AD patients include fatigue, itching, activity

restriction, sadness, and sleep loss (Tollefson and Bruckner).

Sleep disturbances have been found to be a substantial contributor to the decline in patient QOL
and a central cause of QOL impairment in AD patients. The severity of sleep deprivation is
proportional to the frequency of skin complaints (Alomayri et al., 2020). Approximately, 47%—
80% of children with AD and in 33% - 87.1% of adults with AD experience sleep disturbances
(Chang et al., 2014) and both children and their parents can lose about 1-2 hours of sleep per
night. Besides, AD impacts social interaction and mental wellness, and has an even greater
impact than diabetes on the families of young patients. This includes direct and indirect financial
costs, time spent on treatment, sleep deprivation (1-2 hours/night), and physician

appointments (Su et al., 1997, Barbeau and Bpharm, 2006).

In 2021, in Croatia, a study conducted by Lugovi¢-Mihi¢ et al. noted that the chronic, recurrent,
and severe character of AD meaningfully lessens patient quality of life, often causing Pruritus ,
insomenia, and consequent anxiety and depression (Lugovi¢-Mihi¢ et al., 2021). Another
correctional study done in Bangladesh to assess the influences of AD on HRQOL among 184
AD patients showed that patients with severe EASI scores and self-perceived severe AD were
more likely to have problems with their QOL (Nagata et al., 2021). Similarly, another study done
in Nigeria to assess the Impact of AD on the HRQOL of children, which included 47
participants, described that Children who have a more severe condition have a lower quality of

life (Puddicombe et al., 2018).

In Egypt, in 2017, an investigation was conducted on 400 AD patients, and this study came to the
conclusion that AD has an adverse impact on children, adolescents, and families QoL regardless
of socio-demographic and socioeconomic factors (Sedik et al., 2017). A similar study was done
in Egypt on 85 AD study participants at Ain Shams University Children's Hospital, and the study
indicated that the QOL of children was positively linked to their caregivers QOL, which
indicates that quantifying the QOL of patients should not be relied on to measure its impact on
the patient because the QOL of all family members is adversely impacted as well (Hossny et al.,

2020).
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In 2012, in Spain, a study conducted by Sénchez-Pérez et al. among 151 adult and child AD
participants showed that AD patients showed worse HRQoL than the general population.
Children with AD often have behavioral problems, such as greater dependency, fear, limited
participation in sports, and sleep disorders, which can cause daytime sleepiness and difficulties at
school due to the presence and intensity of pruritus (Sanchez-Pérez et al., 2013).

1.4.4. Pattern of AD symptoms

Pruritus is among the most common dermatological complaints, and it is one of the hallmark and
most burdensome symptoms of AD. Pruritus is reported to be present for 12 hours a day or more
in nearly two-thirds of AD patients with moderate to severe atopic dermatitis. The daily
prevalence of pruritus in AD patients ranges from 28% to 91%, and few people have an absence
of itch for more than a week or month at a time (Murota et al., 2021, Tivoli and Rubenstein,

2009).

Pruritus can have a negative impact on mental health, causing symptoms including hyperactivity,
generalized anxiety, and even serious depressive disorders. It has seriously degraded people's
quality of life.Pruritus is an internalized sensation whose diagnosis is largely subjective. Despite
its greatly negative impact, clinicians and investigators confronted difficulty in diagnosing,
managing, and knowing the maximum duration of purities resolved after treatment (Nowak and
Yeung, 2017, Smith et al., 2019). Moreover, no qualitative assessment of its characteristics
according to severity has been published to date. Thus, exploring the pattern of AD pruritus after

treatment can increase knowledge and improve treatment outcomes.
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Conceptual framework

The following conceptual framework was developed after reviewing different literatures on
factors associated with Qol among children with AD in different parts of the world (Xu et al.,
2019, Kelbore et al., 2015, Bacci et al., 2023, Ghani et al., 2012, Kahlout et al., 2021).

Socio-demographic Clinical characteristics
B AD type, Duration of AD, onset
Age, sex, residency area, child of AD, Phase of AD, AD
caregiver, educational level of characteristics, severity of AD,
caregiver and chid, caregiver affected body parts,
employment level and income Comorbidity

Quality of life
(QoL)

Treatment related characteristics

(Topically applied management practices,
systemic management approach

Figure 1: Conceptual framework was developed from different literature for factors associated
with QoL among children with AD at ALERT comprehensive specialized hospital,
dermatovenerology unit, Addis Ababa, Ethiopia, September 01, 2022 to February 31, 2023.
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2. OBJECTIVES

2.1.  General Objectives

e To assess the quality of life, treatment practice, and associated factors for QoL among
patients with atopic dermatitis (AD) at the dermatovenerology department of ALERT
specialized hospital, Addis Ababa, Ethiopia

2.2.  Specific Objectives

e To assess quality of life (QoL) among patients with AD at the dermatovenerology unit of the

ALERT specialized hospital.

e To assess the treatment practices of patients with AD at the dermatovenerology unit of the

ALERT specialized hospital.

e To assese AD symptoms pattern of patients with AD at the dermatovenerology unit of the
ALERT specialized hospital

e To assese AD symptoms pattern and control status after treatment of patients with AD at the
dermatovenerology unit of the ALERT specialized hospital.

e To identify factors associated with poor QoL in patients with AD the at dermatovenerology

unit of the ALERT specialized hospital.

2.3. Research equations

e What is the impact of AD disease on HRQoL among children?
e What are the most commonly prescribed anti-AD medcation?
e What is the status of AD symptoms control after treatment?

e What are factors associated with qualitie of life in AD patients?
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3. METHOD
3.1. Study setting

This study was carried out at the dermatovenerology unit of ALERT, a specialized tertiary
referral hospital. It is located 7 kilometers southwest of Addis Abeba on the road to Jimma in
Kolfe Keranio sub city, Addis Ababa, Ethiopia. The center delivers extensive clinical services in
the different service departments. These include trauma and emergency, gynecology,
antiretroviral therapy and tuberculosis, mental rehabilitation and counseling, dermatovenerology,
leprosy treatment, general reconstructive surgery, leprosy ulcer and RMC, retina and ophthalmic,
pediatric and NICU, orthopedic surgery, ergotherapy and physiotherapy, and innovation and
research institutes. Currently, the unit is providing service for the community at 13 dedicated
ambulatory clinics with eight senior dermatovenereologists, 25 dermatovenereologists as
residents, 30 postgraduate students, and 11 clinical nurses. There are 30 beds that provide
inpatient dermatology services. The unit provided dermatovenerology services for 165 AD

patients per month at an ambulatory clinic.
3.2.  Study Design and Period

A prospective observational study design was used to collect data from September 1, 2022, to
February 31, 2023. In order to accomplish these research objectives, data was initially collected via
patient interview and chart review to collect socio-demographic, clinical characteristics, treatment
practice, and QoL, and in the second phase (post-treatment), AD symptoms improvement status

was collected via observation.

3.3. Population

3.3.1. Source Population

All children who visited the ALERT specialized hospital outpatient dermatovenerology unit for any

type of dermatology diagnosis were considered the source population.
3.3.2. Study Population

All Children with AD visited the ALERT specialized hospital outpatient dermatovenerology unit

and fulfilled the inclusion criteria.
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3.4. Eligibility criteria
3.4.1. Inclusion criteria

e All children diagnosed with AD as per Hanifin-Rajka diagnostic criteria for the last 4 weeks
and having active follow-up.

e Naive AD children as per Hanifin-Rajka diagnostic criteria.

e Those who were willing to participate in this study.

e Patients whose ages are 5 to 16 years old.
3.4.2. Exclusion criteria

e Parent/family member(s)/caregiver(s) and child with mental health problems, hearing
impairments.

e Patient who had chronic major skin disease (Psoriasis, Acne vulgaris, Seborrheic dermatitis,
Vitiligo and dermatophytosis).

e Participants who had not answered two or more questions in CDLQI questionnaires.

3.5. Sample size determination and sampling techniques

3.5.1. Sample size determination

The sample size was computed based on a single population proportion formula. Since, there was
no previous study conducted on the HRQoL among AD patients in Ethiopia, for sample

estimation “P” value was taken as 50 % that the probability of HRQoL be is 50%.

n=Zq2’P(1-P)
42
Where,
n- Desired sample size for population >10,000;
Z-is standard normal distribution usually set as 1.96 (which corresponds to 95% confidence level);
P— Prevalence =50 % (0.5)

d — Is the degree of accuracy desired (marginal error is0.05);

So, n=(1.96)>*0.5(1-0.5) =384

26



(0.05)*
By Adding 10% of contingency for non-response, droup out and refuse particpants .The final

sample size to 384*10%=38.4=384+38.4 =422 4, the final sample size is 422.

3.5.2. Sampling technique

The Health Management Information System (HMIS) registration book of the
dermatovenereology unit showed that the average number of AD patients who came to the
ALERT dermatovenereology unit one day per week for a total of 24 weeks was 1728 children (24
*72). A systematic random sampling technique was used based on the list of patients’
appointment records by calculating the sampling interval as K=N/n (where N (1728) is the
number of patients per six months and n (4) is the sample to be taken per day). Then study
participants were taken at every 4" interval for interviews. This was made for the purpose of
participant distribution throughout the study periods for better representativeness. An
identification code was written on the selected participants’ MRN cards to avoid repeat selection.
The process was repeated on each of the clinic days. When a recruited study participant was

absent, the subsequent study participant was chosen and then moved on at a regular interval.

3.6. Study variables

3.6.1. Dependent variables

e Quality of life (QoL)

3.6.2. Independent variables

e Socio-demographic characteristics : Sex, age, martial statues, religion, resident
education, occupation, monthly income

e Clinical characteristics: types of AD, AD duration since diagnosis was made /symptoms
appear, Age at onset, AD classification and characteristics, AD severity categories, affected
body parts, family history atopy, medical history of the patient, medical history of caregiver
and therapeutic intervention.

e Treatment practices : AD treatment approach , topically applied compounded medicine ,

topically applied readymade medicine and systemic therapy approach
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e Observed AD symptoms and control status: AD symptoms distribution, severity, and over

all AD symptoms control status.

3.7.  Data collection and management

3.7.1. Data Collection Instruments

Data were collected using a structured data abstraction tool through interviews with patients or
their caregivers and a patient’s medical chart review.The first part of the tool comprised socio-
demographic characteristics (sex , age , residence area , caregiver , paternal educational
attainment, maternal educational attainment , caregiver employment and monthly income ),the
second part contained clinical characteristics ( AD type , duration , age onset ,classification,
characteristics, severity , affected body parts, family history of AD, medical history of patient
and caregiver), the third part contained treatment practices ( treatment modalities , topical non
compounded medicine ,topical compounded medicine ,systemic therapy , emollient therapy) , the
fourth part contained observed AD symptoms and control statues (observed AD symptoms ,
pruritus severity and distribution and AD symptoms control statues) and the last part contained
CDLQI tool which was used to measure QoL. All tools were translated into the local Amharic
language and administered to willing study participants. A psychometric analysis was conducted

for the CDLQI tool before conducting this study.
Assessment of Health related Quality of life assessment (HRQoL)

HRQoL was measured using the Children’s Dermatology Life Quality Index (CDLQI) tool .This
tool is applicabel for 5 to 16 years old. This tool was widely used in more than 80 countries and
was translated into more than 110 languages, including Amharic (university, 1995). It includes a
ten- item QoL survey with six subdomains: symptoms and feelings (questions 1 and 2), leisure
(questions 4, 5, and 6), school or vacations (question 7), personal relationships (questions 3 and
8), sleep (question 9), and treatment (question 10). Each question of the CDLQI is answered as
‘not at all,” ‘only a little,” ‘quite a lot,” or ‘very much’, and scored 0, 1, 2, or 3, respectively. The
only exception to this scoring system is question 7, in which the option answer very much' is
replaced with "prevented school,' and is similarly scored 0 — 3 (RaZnatovi¢ Purovi¢ et al., 2019,
Puddicombe et al., 2018). The following classification is proposed for the impairment in quality

of life score caused by atopic dermatitis: no effect (0-1 score) , small effect (2—6 score) ,
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moderate effect (7—12 score) , very large effect (13—18 effect) , and extremely large effect (19—
30 score) (Waters et al., 2010). CDLQI scores 0 up to 5 were considered to no impact on QOL,”
while those scoring >6 were considered to have “impact on QOL (Mohta et al., 2020). The
severity of AD was evaluated using objective SCORAD by dermatovenereologiest .It contains
extent and intensity of the AD lesions, divided into three levels: < 15 mildly sever , 15-40

moderately sever , > 40 severely affected (Sur et al., 2020).
3.7.2. Data Collection Procedure

Patients who were examined by dermatovenereologists for atopic dermatitis as per the criteria of
Hanifin and Rajka were asked about their interest in participating in this study. The dermatology
Nurse Practitioner gave consent or assent voluntary for participants and instantly collected
information with regard to socio-demographic characteristics, treatment-related characteristics,
and QoL. Subsequently, clinical characteristics, severity of AD, and observed AD symptoms
were collected by dermatovenereologists through interviewing and chart review. After 4 weeks
of post-treatment, the dermatovenereologiest evaluated AD symptoms and control status. The
same dermatovenereologiest was involved for consistency of data collection. One trained clinical
pharmacist was supervisor, and one dermatovenereologistst and dermatology Nurse Practitioner

working in the dermatovenerology unit was involved in the data collection procedure.

3.8. Data quality assurance

Before conducting this study, the principal investigator and advisor validated the CDLQI tool on
200 AD children. A pre-test was done at the ALERT dermatology unit on 5% (n=15) of AD
patients before 2 weeks of real time periods for data collection. The final data collection tool was
advanced with some corrections after a thorough evaluation of feedback obtained during the pre-
test periods. The pre-tested patients were not included in the study. Finally, the collected data
were reviewed and checked for completeness before data entry. To maintain the quality of the
data, supervisors and data collectors were trained for 1 day with regard to data collection,
sampling strategy, ethical principles, and data handling methods before the actual involvement of
data collection. Data was collected by one dermatologist and one dermatology Nurse Practitioner
with close supervision by a clinical pahrmaciest. The selection of data collectors was based on

clinical and data collection experiences.
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3.9. Data analysis and interpretation

The collected data was checked and tabulated for its completeness manually and introduced to a
personal computer using Statistical Package for Social Science (SPSS) version 25. Descriptive
statistics were used to describe the socio-demographic characteristics, clinical characteristics,
treatment pattern, AD symptoms control and HRQoL. Descriptive statistics of frequencies and
percentages were used to define categorical variables. Continuous variables were viewed as
means and standard deviations. The Pearson correlation test was applied to check the
multicollinearity of independent variables, and variables with a correlation coefficient of <0.7
were considered for the final model. The logistic regression model's goodness of fit was
evaluated using the Hosmer-Lemeshow test. To identify predictors of HRQoL, a logistic
regression model was utilized. Univariable binary logistic regression analysis was performed to
relate each variable to quality of life; variables with a p-value <0.25 were fitted into multivariate
logistic regression to ascertain independent variables linked to HRQoL. The Odds Ratio (OR)
was used as a measure of the strength of the association, and a p-value < 0.05 was used to

indicate statistical significance.

3.10. Ethical considerations

This study began after obtaining formal permission from Professor Andrew Y. Finlay,
department of dermatology, Cardiff University School of Medicine, Heath Park, and Cardiff,
UK, to utilize the Amharic version of the CDLQI questionnaire with references number of ID
CUQoL1720. The Ethical Review Board of the School of Pharmacy, College of Health Sciences,
Addis Ababa University provided ethical permission (Ref. No. ERB/SOP/479/14/2022) as well
as a letter of cooperation and ethical clearances from ALERT/AHRI ethical review board was
provided (PO-56-22). Informed consent and assent was available in Amharic language. Written
Informed consent and assent was taken from all the participants prior to administration of
questionnaires. The study participants were given the option to refuse or cease participation at
any time, as well as the opportunity to ask any questions they had about the study. There were
also ensured about the anonymity and confidentiality of data. The data were analyzed in
aggregate, and all other personnel information was kept entirely secret throughout the study

period.
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3.11. Dissemination of results

The findings from this study were disseminated to the Ministry of Health, Addis Ababa City
Administration Health Bureau, Ethiopia Public Health Institutes, Ethiopian Food and Drug
Authority, and the respective hospital to consider interventional measures for the feature.
Scientific workshops, conferences, and panel discussions will be considered to disseminate the
findings of this research to any other concerned bodies. The findings of this study will be

published in a reputable scientific journal.
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3.12. Operational Definitions

e Health related Quality of life: CDLQI <6 were classified as having “no QoL impact”
whereas scored > 6 were classified as having a “QoL impact” (Mohta et al., 2020).

e Early-onset AD: debut at birth to 2 years old , mid onset AD: begin at 3-7 years Late-onset
AD: begin after the onset of puberty or 8 up to 17 years (Kolb and Ferrer-Bruker, August
13,2021.).

e Mild AD: SCORAD score 0-14, Moderate AD: SCORAD score 15-40 and Sever AD
SCORAD score >40 (Stalder et al., 1993, Sur et al., 2020).

e Acute AD: a vesicular, weeping, crusting eruption. Sub-acute AD; dry, scaly, erythematous
papules and plaques and Chronic AD: lichenification, thickening, from repeated scratching
(Ferri, 2021).

e Lesions Type : lesion that have 1.5-3 cm in diameter and marked with erythema, crusty
appearance, and oozing/weeping to a smoother (Girolomoni et al., 2021)

e Pure AD: without concomitant respiratory symptoms(Tay et al., 1999) and Mixed AD means
concomitant respiratory allergies like asthma or rhinitis(Pastar et al., 2005).

e Localized pruritus is confined to a certain part of the body and generalized pruritus is
widespread and not limited to a specific body area (Wilson, 2012).

e Acute AD pruritus is well-defined as pruritus with duration < 6 weeks and Chronic
pruritus/itching is itching lasting > 6 weeks (Reich et al., 2017).

e Numerical rate scale of pruritus = 0 (no pruritus), NRS 1-2 (mild pruritus), NRS 3-7:
moderate pruritus , NRS 8-9( severe pruritus )and NRS > 9 (very severe pruritus)(Talamonti
et al., 2021).

e Controlled defined as: improving/ stable AD signs and symptoms” and uncontrolled defined
as changeable / deteriorating slowly / rapidly the symptoms of AD(Anderson et al., 2021,
Chovatiya et al., 2022).
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4. RESULTS

4.1. Sociodemographic characteristics of study partcipants

A total of 422 patients were recruited for the present study. A total of 403 (53.6 female and 46.4
male) study subjects were included for final analysis, with a 95.5% response rate. The mean (+SD)

age of the participants was 8.04 (+3.40) years. The most commonly affected age group was 5 years
(41.2 %, n =166), followed by 610 years (32.5 %, n=131).

Of the total study participants, three-fourths (77.9 %, n = 314) lived in urban areas, and caregivers
were mothers (63.3%, n = 255). Nearly half of the study participants (46.7%, n = 188) levels of
education were preschool, and half of the study participants caregivers (49.9%, n = 201) had
completed higher education. Of the total study participants, caregivers (39.5%, n = 159) were

government employees, and caregivers (147, n = 36.5%) earned monthly income (> 5001 birrs).

Table 1: Socio-demographic characteristics of AD patients attending at ALERT
comprehensive specialized hospital , dermatovenerology unit , Addis Ababa, Ethiopia,

September 01, 2022 to February 31, 2023 (n=403).

Variable Category Number | Percent
Sex Female 216 53.6
Male 187 46.4
Age (in years) 5 Years 166 41.2
6 - 10 Years 131 325
11 -16 years 106 26.3
Residences area Rural 89 22.1
Urban 314 77.9
Children caregiver Mother 255 63.3
Father 126 31.3
Grand parent 11 2.7
Other* 11 2.7
Children educational level Pre-school 188 46.7
Primary school 195 48.4
Secondary school 20 5.0
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Caregiver educational level Unable to read and write 03 0.7
Primary school 87 21.6
Secondary school 112 27.8
Higher education 201 49.9
Care giver employment statues Farmer 15 3.7
Gov. employee 159 39.5
Housewife 142 35.2
Day labourer 23 5.7
Merchant/self-employed 60 14.9
Others** 04 1.0
Care giver Monthly income | Very low (<860) 142 35.2
(ETB)*** Low (861-1500) 7 1.7
Average (1501-3000) 41 10.2
Above average (3001-5000) 66 16.4
High (=5001) 147 36.5

ETB; Ethiopian birr, * NGO institution female guardian, elderly sister elderly brother and legal
guardian ** Priest, athlete, marriage / relationship counselor, and hospital porter ***As per the

Ethiopian civil service civil servants monthly salary scale,
4.2.  Clinical characteristics of study partcipants

As depicted in Table 2, the mean (+SD) ages of study participants at which AD diagnosis was
4.79 (+ 3.85) years, ranging (from 1 to 16 years). In this study, (49.1%, n = 198) of AD diseases
occurred at mid onset (began at 3-7 years), and the duration of AD in patients who were less than
5 years was accounted for (76.4 % %, n = 308). Of the total participants (84.6%, n= 341) had
Pure AD, (37.5%, n= 75) had sub-acute type, and (71.7 %, n= 289) had Non-lesions type of
AD. More than half (57.6 %, n= 232) of the study participants had moderate form AD.
Regarding the sites affected, mixed body (45.2%, n=182) site involvement was the most
predominant. As described in Table 2, a positive family history of atopy was reported in (27.8 %,
n= 112) one of their parents. Family history of Bronchial asthma, Atopic eczema, and Allergic

rhinitis together was reported in (30 %, n= 121) study subjects. In this study, the majority of
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(83.1 %, n= 335) the study participants and (80.1%, n= 323) the caregivers had no history of

medical illness at the time of presentation.

Table 2: Clinical characteristics of AD patients on observation at ALERT comprehensive

specialized hospital , dermatovenerology unit , Addis Ababa, Ethiopia, September 01, 2022

to February 31, 2023 (n=403).

Variable category n (%) Mean +SD | Range
Types of Atopy Pure AD 341 (84.6%) 1.15+0.361
Mixed AD 62 (15.4 %)
Duration of AD ( Years) | <5Years 308 (76.4 %) 2.235 +
>5 Years 95 (23.6 %) 0.424
Age at onset of AD | Early onset 153 (38.0 %) 4.785 + 1 1-16
diagnosis (Years) Mid onset 168 (41.7 %) 3.85
Late onset 82 (20.3 %)
Current AD phase Acute phase 104 (25.8%)
Sub- Acute phase 170 (42.2 %)
Chronic phase 129 (32.0 %)
AD characteristics Lesional type 114 (28.3 %)
Non lessional type 289 (71.7 %)
AD severity categories | Mild (0-14) 145(36.0 %) 20.20 + | 1.90-
(SCORAD) Moderate (15-40) 232(57.6 %) 10.63 56.30
Sever (>40) 26 (6.5%)
Affected body parts Flexural surfaces of | 99 (24.6 %)
extremities
Extensor surfaces of | 66 (16.4 %)
extremities
Face (forehead, | 56 (13.9%)
cheeks, chin)
Mixed body site 182 (45.2 %)
Number of  Family | One of the parents 112 (27.8 %)
Positive for atopy Both parents 9 (2.2 %)

35




None 282 (70 %)

Positive Family history | Atopic eczema | 29 (7.2 %)
atopy Allergic thinitis | 25 (6.2 %)
Bronchial asthma 67 (16.6%)
Negative family | 282(70.0%)

history of atopy

Medical illness history of | Asthma 16 (4.0 %)

patient Epilepsy 4 (1.0 %)
Sinusitis 21 (5.2 %)
Bronchitis 17 (4.2%)
RTI 10(2.5%)
No history of 335 (83.1%)
medical illness

Medical illness history of | HIV/AIDS 2 (0.5 %)

caregiver Asthma 51(12.7 %)
Epilepsy 0 (0%)
Hypertension 15 (3.7 %)
Diabetic mellitus 5(1.2%)
Others* 7 (1.7 %)

No history of | 323 (80.1%)

medical illness

RTI: Respiratory tract infection, SCORAD: Scoring Atopic Dermatitis *Hyperthyroidism,

chronic GI upset, hemorrhoids, sinuses, Gout, cataract and leprosy

4.3.  Atopic dermatitis treatment approach

Figure 2 showed that, More than half of the study participants (55.6%, n = 224) utilized topically
applied non-compound medication. Of these treatment approach, 138 (34.2%,n= 138) study
participant treated with topically non- compounded medicine with emollients, followed by
(7.9%,n=32) monotherapy of topically applied medicine and (7.4 %, n= 30) topically non

compounded medicine with systemic therapy and emollients (Table 3).
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B Topically compounded medcine H Topically Non-compounded medcine

Figure 2: Treatment modality of atopic dermatitis among AD patient attending at ALERT
comprehensive specialized hospital , dermatovenerology unit , Addis Ababa, Ethiopia,

September 01, 2022 to February 31, 2023 (n=403).

Among topically applied readymade medicine users, almost half (49.4 %, n= 199) of the study
participants utilized topical corticosteroids and (6.2 %, n = 25) topical calcineurin inhibitors. The
most commonly prescribed topical steroid preparation as monotherapy was Mometasone furoate
(26.8 %, n= 108), followed by Betamethasone (19.4 %, n =78) and Tacrolimus (6.2 %, n=25)
(Table 4), whereas (44%, n=179) of the study participants prescribed for topical applied
combination medicine. The most commonly prescribed topically applied combination medicine
was betamethasone with Salicylic acid (15.6 %, n= 63), followed by betamethasone with white

soft paraffin (11.7%, n=47) and momentasone with white soft paraffin (6.0%, n=24)(Table 5).

As table 3 showed , (24.4 %, n= 98) study partcipnats prescribed for systemic antihistamine
therapy.Of this systemic treatment approach, Loratadine prescribed for (8.9 %, n = 36) study
partcipants, followed by Desloratadine (8.7%, n= 35) and Cetirizine (6.0%, n= 24) study
partipants. Where as, Chlorpheniramine (0.7%, n= 3), was the least often given systemic

treatment approach.

In this study, a total of two-thirds of the study participants (75.6%, n=305) were prescribed for
emollients. Of the study participants, More thatn half of the study partcipants (53.3%, n=215)

37



were prescribed for paraffin-based emollients , followed by Liquid paraffin (19.1%, n= 77) ,
white soft paraffin (1.0%, n=4), and other types of emollients (2.2%, n =9).

Table 3: Anti-atopic dermatitis treatment pattern of AD patients on attending at ALERT
comprehensive specialized hospital , dermatovenerology unit , Addis Ababa, Ethiopia,
September 01, 2022 to February 31, 2023 (n=403).

List of prescribed treatment modalities n (%)
Topically non- compounded and emollients 138 (34.2%)
Topically compounded , systemic therapy and emollients 33 (8.2 %)
Topically non- compounded only 32 (7.9%)
Topical compounded only 31 (7.6 %)
Topically compounded and systemic therapy 12 (2.9 %)
Topically compounded and emollients 104 (25.8 %)
Topically non compounded , systemic therapy and emollients 30(7.4 %)
Topically non- compounded and systemic therapy 10(2.4%)

Table 4: Anti-atopic dermatitis of ready-made topical treatment pattern of AD patients
attending at ALERT comprehensive specialized hospital , dermatovenerology unit , Addis

Ababa, Ethiopia, September 01, 2022 to February 31, 2023(n=403).

List of Non-compounded topical therapy n (%)
Mometasone furoate 108 (26.8 %)
Betamethasone 78 (19.4 %)
Tacrolimus 25 (6.2%)
Clobetasol 13 (3.2%)
Other * 179 (44%)
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*Topically applied Mixed (compounded) medicine. Example: 3 % Salicyclic Acid + 30 gram
Betamethasone Dipropionate + 60 gram White soft paraffin.

Table 5: Anti-atopic dermatitis topically applied compounded medicine pattern among AD
patients on observation at ALERT comprehensive specialized hospital , dermatovenerology

unit , Addis Ababa, Ethiopia, September 01, 2022 to February 31, 2023(n=403).

List of compounded prepration

Topical steroid SA Urea SA & Urea FA WSP
Betamethasone | 63 (15.6 %) | 1 (0.2 %) 21 (5.2 %) - 47 (11.7 %)
Clobetasol 1(0.2%) - - - 4 (1.0 %)
Mometasone 5(1.2%) --- 10 (2.5 %) 3 (0.7 %) 24 (6.0 %)

SA = Salicyclic acid , WSP = White soft parffine and FA = Fusidic acid

4.4. Health related Quality of Life Domains

In this study, the overall mean (£SD) CDLQI score was 8.42 (£3.57), out of 30. Most of the
study participants (62 %, n = 248) experienced a moderate effect, and (2 %, n = 7) had an
extremely large effect, this signified that children with AD had a moderate effect on their QoL
(Figure 3). The current study’s findings showed that Clothes/shoes domain was recorded as the
highest impact QoL domain with a mean (£SD) score of 1.83 (£0.78) , and this domain presented
that 108(26.8%, n=108) of study participants believed that AD affected the clothing they wore
over the past week very much (they had to change or wear different/special clothes).
Furthermore, symptoms domain was recorded as having the highest impact on QoL with a mean
(SD) score of 1.83 (£0.78), and (23.6%, n= 95) study participants thought that their skin had
been sore or painful very much over the past week. Similarly, the sleep domain was noted as the
most affected QoL domain with a mean score of 1.47(+0.84), in this domain (51.4%, n= 207)
study participants thought that AD did affect sleep only a little. However, 58(14.4) study
participants thought that AD did affect sleep very much.

In this study, the lowest affected QoL was noted in the avoiding swimming or other sports
activities) domain, with a mean score of 0.27 (£0.48), in this domain, the majority (74.2%,

n=299) of the study participants thought that AD did not avoid them from swimming or other
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sports activities because of AD, while (24.6%, n=99) study participants thought that it did affect
them to only a little extent. Regarding the school /holiday domain, it was the least affected
domain with a mean score of 0.34(+0.52), and more than half (68.0%, n= 274) of study
participants thought that AD did not affect their school or holiday related activities. Furthermore,
teasing and bullying were the lowest affected domain with a mean value of 0.35(+0.50), in this
domain, 264(65.5) study participants thought that AD did not cause teasing and bullying (Table
6).

m No effect (0-1)
m Small effect (2-6)
Moderate effect (7-12)

248, 62% m Very large effect (13-18)

m Extreme large effect(19-30)

Figure 3: The overall effect of CDLQI distribution among AD patient attending at ALERT
comprehensive specialized hospital , dermatovenerology unit , Addis Ababa, Ethiopia,

September 01, 2022 to February 31, 2023(n=403).

Table 6: Mean and response rate of CDLQI score among AD patient attending at ALERT
comprehensive specialized hospital , dermatovenerology unit , Addis Ababa, Ethiopia,
September 01, 2022 to February 31, 2023 (n=403).

Mean Responses n (%)
CDLQI Domain

(£SD) Not at all | Only alittle | Quite alot | Very much
Symptoms 1.83(+0.78) | 0(0) 164 (40.7%) | 144(35.7%) | 95 (23.6%)
Feeling 0.34(+0.52) | 176(43.7) | 189(46.9) 30(7.4) 8 (2.0)
Affect Friendship 0.68(+0.69) | 219(54.3) | 172(42.7) 10(2.5) 2(0.5)
Affect Clothes/shoes 1.76(+0.92) | 27(6.7) 150(37.2) 118(29.3) 108(26.8)
Affect Leisure/hobbies | 0.42(+0.52) | 241(59.8) | 156(38.7) 6(1.5) 0(0)
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Affect Swimming/sports | 0.27(+0.53) | 299(74.2) | 99(24.6) 4(1.0) 1(0.2)
School/holidays 0.34(+0.52) | 274(68.0) | 120(29.8) 9(2.2) 0(0)
Teasing/bullying 0.35(+0.50) | 264(65.5) | 135(33.5) 4(1.0) 0(0)
Sleep problem 1.47(+0.84) | 33(8.2) 207(51.4) 105(26.1) 58(14.4)
Treatment problem 0.80(+0.85) | 166(41.2) | 178(44.2) 32(7.9) 27(6.7)
4.5. Observed AD symptoms and control status

According to the Hanifin and Rajik diagnosing criteria, all study participants exhibited pruritus.
Of these pruritus symptoms, the most commonly observed pruritus was localized Pruritus (75.7%,
n=305), followed by generalized Pruritus (24.3 %, n= 98). According to the severity of AD
pruritus, acute and chronic type pruritus were reported (49.4%, n =199 and 50.6%, n= 204) study
participants, respectively. Alongside pruritus, other AD symptoms like dry skin in (70.7%, n=
285), Lichenification (12.2 %, n = 49), Oozing & crusting (10.7 %, n = 43) and inflamed skin
(6.5%, n = 26) were observed at presentation. After 4 weeks of post treatment observation, AD

symptoms were controlled among two thirds (76.9%, n = 310) of study partcipants (see Figure 4).

AD disease symptoms control statues

Controlled

W Uncontrolled
76.9

Figure 4: AD disease symptoms control statues among AD patient attending at ALERT
comprehensive specialized hospital , dermatovenerology unit , Addis Ababa, Ethiopia,

September 01, 2022 to February 31, 2023 (n=403).
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4.6. Factors associated with quality of life

To substantiate which variables were associated with QoL among children with AD, a bivariate
logistic regression model was performed, followed by a multivariable logistic regression model
(Table 10). In the bivariate analysis, twelve variables, including age, paternal educational level,
caregiver Job categories, caregiver monthly income, AD classification, AD severity, affected
body site, Medical history of the patient, Topically Non - compounded medicine, Emollient
therapy, Pruritus distribution, and Severity of Pruritus, were found to be expressively associated
with poor QoL with a P-value < 0.25. These variables were moved into the multivariable logistic
regression analysis to determine possible associations between the independent variables and
quality of life. The findings of the multivariable logistic regression model revealed that five
variables, including caregiver job (Government employee and daily laborer), AD severity
(Moderate AD), Medical history of the patient (Allergic Rhinitis) and Topically non-
compounded therapy (Tacrolimus), were found to be statistically significant factors associated
with poor QoL at p-values less than 0.05. Participants whose caregiver was a government worker
were 5.5 times more likely to have poor QOL than those whose caregiver was farmer
[AOR=5.5, 95% CI: 1.09 — 27.60]( 0.038) . Participants whose caregiver was a daily laborer
were 16.23 times more likely to have poor QOL than those whose caregiver was farmer

[AOR=16.23, 95% CI: 1.78 — 148.1](0.014) .

The odds ratio of having poor QOL among having moderate participants was 4.2 times higher
than those participants who had mild AD [AOR=4.2 (95% CI: 2.25, 7.83] (P=<0.001). Those
who had AR comorbidities had 20.6 times [AOR = 20.6, 95 %CI: 1.55 - 275.5]( p=0.022) greater
odds of having poor QOL than those who had Asthma comorbidities. Those who use topically
applied Tacrolimus had 5.63 times [AOR=5.63, 95% CI: 1.03 — 30.92] (0.047) greater odds of
having poor QoL than those who used topically applied bethamethasone dipropionate. The
remaining socio-demographic characteristics, clinical characteristics and treatment modalities
were not demonstrate statistically significance with poor QoL after multivariable analysis was

conducted in the present study.
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Table 7 : Factors associated with QoL among AD patient

comprehensive specialized hospital , dermatovenerology unit ,

September 01, 2022 to February 31, 2023 (n=403)

attending at A.L.E.R.T
Addis Ababa, Ethiopia,

Variable CDLQI score n (%) Bivariate analysis Multivariate analysis
CDLQI <5| CDLQI >6 Crud OR (95% CI)| P Adjusted OR (95%CI) P

Age
5 years 41(24.70) | 125(75.30) 1.00 (Ref))
6-10 years 25(19.08) | 106 (80.62) 1.39(0.79,2.44) 0.249 | 1.13(0.39,3.24) 0.822
11-16 years 21(19.81) | 85(80.19) 1.33(0.73,2.40) 0.350 | 1.14(0.31,4.18) 0.842
Paternal educational level
Pre-school 46(24.47) | 142(75.53) 1.00 (Ref))
Primary school 35(17.95) | 160(82.05) 1.48(0.90,2.42) 0.119 | 1.12(0.38,3.29) 0.838
Secondary school 06(30) 14 (70) 0.76(0.28,2.08) 0.588 | 0.38(0.66,2.17) 0.276
Job categories
Farmer 07(46.67) | 8(53.33) 1.00 (Ref))
Government employee 33(20.75) | 126(79.25) 3.34(1.13,9.88) 0.029 | 5.5(1.09,27.60) 0.038*
Housewife 30(21.13) | 112(78.87) 3.27(1.09,9.73) 0.034 | 1.97(0.15,26.13) 0.608
Daily laborer 02(8.70) 21(91.30) 9.19(1.57, 53.93) 0.014 | 16.23(1.78,18.1) 0.014*
Merchant/self-employed 13(21.66) | 47(78.33) 3.16(0.97,10.36) 0.057 | 5.57(0.94,32.84) 0.057
Other 02(50) 02(50) 0.88(0.09,7.95) 0.906 | 1.50(0.10,22.32) 0.769
caregiver monthly income
Very low (<860) 30(21.13) | 112(78.87) 1.00 (Ref))
Low (861-1500) 03(42.85) | 04(57.14) 0.36(0.08,1.68) 0.193 | 0.13(0.00,3.13) 0.207
Average ( 1501-3000) 10(24.39) | 31(75.60) 0.83(0.37,1.88) 0.656 | 0.24(0.02,3.03) 0.267
Above average (3001-5000) | 13(19.69) | 53(80.30) 1.09(0.53,2.26) 0.813 | 0.34(0.03,4.11) 0.398
High (>5001) 31(21.08) | 116(78.91) 1.00(0.57,1.76) 0.994 | 0.25(0.02,3.02) 0.278
AD classification
Acute 26 (25) 78(75) 1.00 (Ref))
Sub-acute 43(25.30) | 127(74.70) 0.98(0.56,1.73) 0.957 | 1.13(0.55,2.35) 0.739
Chronic 18(13.95) | 111(86.04) 2.06(1.06,4.01) 0.034 | 2.06(0.85,5.02) 0.112
AD severity
Mild 56(38.62) | 89(61.37) 1.00(Ref.)
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Moderate 31(13.36) | 201(86.63) 4.08(2.46,6.76) 0.000 | 4.20(2.25,7.83) <0.001
Sever 0(0) 26(100) | --emeee- 0.998 | -------- 0.998
Affected body site

Flexor surface 22(22.22) 77(77.78) 1.00(Ref.)

Extensor surface 14(20.90) | 53(79.10) 1.08(0.51,2.30) 0.839 | 1.05(0.42,2.58) 0.925
Face 19(34.55) | 36(65.45) 0.54(0.26,1.12) 0.100 | 0.79(0.31,1.99) 0.617
Mixed body site 32(17.60) 150(82.41) 1.34(0.73,2.46) 0.347 | 1.15(0.53,2.52) 0.725
Medical history of patient

Asthma 04(25) 12(75) 1.00(Ref.)

Epilepsy 01(25) 03(75) 1.00(0.08,12.56) 1.000 | 0.86(0.04,17.88) 0.921
Allergic rhinitis 01(4.76) 20(95.23) 6.67(0.67,66.84) 0.107 | 20.6(1.55,25.5) 0.022*
Bronchitis 04(23.52) 13(76.47) 1.08(0.22,5.33) 0.922 | 2.69(0.39,18.55) 0.315
RTI 02(20) 08(80) 1.33(0.19,9.08) 0.769 | 1.88(0.20,17.48) 0.580
None 75(22.38) | 260(77.61) 1.16(0.36,3.68) 0.807 | 2.26(0.57,8.95) 0.244
Topically non compounded medicine

Betamethasone dipropionate | 26 (33.33) | 52 (66.67) 1.00(Ref))

Clobetasole dipropionate 01(7.7) 12(92.30) 6.00(0.74,48.69) 0.093 | 8.01(0.85,75.27) 0.069
Mometasone Furoate 29 (26.85) | 79 (73.15) 1.36(0.72,2.57) 0.340 | 1.75(0.78,3.93) 0.172
Tacrolimus 02 (8) 23(92) 5.75(1.26,26.28) 0.024 | 5.63(1.03,30.92) 0.047*
Other 29(16.20) 150(83.80) 2.59(1.39,4.79) 0.003 | 1.41(0.66,2.99) 0.377
Emollient therapy type

WSP/LP emollient 45(20.93) 170 (79.06) 1.00(Ret.)

Liquid paraffin 15(18.51) | 66 (81.49) 1.56(0.65,2.05) 0.614 | 1.69(0.78,3.65) 0.176
Other 04(44.44) | 05(55.56) 1.35(0.65,2.79) 0.421 | 0.58(0.08,3.94) 0.584
None 23 (23.46) | 75(76.53) 0.38(0.09,1.55) 0.178 | 1.59(0.77,3.28) 0.207
Pruritus distribution

Localized Pruritus 71(23.28) | 234(76.72) 1.00(Ret.)

Generalized Pruritus 16(16.32) | 82(83.67) 1.56(0.86,2.83) 0.148 | 1.21(0.55,2.68) 0.633
Severity of Pruritus

Acute 50(25.12) 149(74.88) 1.00(Ref.)

Chronic 37(18.13) 167(81.87) 1.56(0.94,2.45) 0.089 | 0.98(0.50,1.90) 0.960

* statistically significant at P<0.05
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S. DISCUSSION

AD is highly prevalent in Africa, where prevalence rates seem to have plateaued at 4.7 % to
23% (Sendrasoa et al., 2020) .Many environmental, social, and economic factors relevant to
Africa contribute to increasing prevalence and burden of AD (Al-Afif et al., 2019). The rise in
the prevalence of AD has considerably an impact on the health-care service and psychosocial
cost from poor QoL of both children and caregiver (Schmid-Grendelmeier et al., 2019). Due to
Unavailability of essential drugs, newer anti-AD medicine , inaccessible of specialists in
dermatology , lack of regionally relevant diagnostic tool (Schmid-Grendelmeier et al., 2019, Al-
Afif et al., 2019) the magnitude of disease and QoL burden in LMIC has not been sufficiently
quantified in the literature (Mahmoud et al., 2023).

Determining country specific QoL, Management practices and Identifying factors related to
QoL is crucial to strengthening the national skin diseases control program. Thus, this study
provides thorough view of the AD related treatment practices, QoL and predictors for QoL
among children. According to this study, the total mean (+SD) score of the CDLQI score was
8.44(+4.20), corresponded to a moderate effect on the patients QoL. The finding is in agreement
with a study done in Thailand 7.5 (Wisuthsarewong et al., 2015), China ;7.7 (Chuh, 2003),
Malaysia ;8.0 (Ghani et al., 2012), Singapore ;8.5 (Ho et al., 2010), turkey ;8.97 (Balci et al.,
2007), Iran ;9.44 (Mohammadi et al., 2020) and Ivory Coast ;9.9 (Kouassi et al., 2021).
However, our finding was smaller than that of a study done in Serbia , which was 17.11 ,
corresponding to a very large effect (Raznatovi¢ Purovi¢ et al., 2019). An explanation for this

variation might be majority of Serbian’s study participants had moderate and severe

cases. Morover, Our finding was higher than that of a study done in Brazil ; 5.4 (Campos et al.,

2017) , in USA ; 5.8 (Fivenson, 2002) and in Korea 6.6(Kim et al., 2012).The first possible
explanations for this discrepancy could be that majority of AD cases in our study were mild to

moderate AD .However, The aforementioned studies included mild AD case participants.

In the current study, AD had significant negative effect on the QoL of 72 % participants (62%
with moderate effect, 8 % with very large effect, and 2 % with extreme very large effect). This
result is similar to a study done in Brazil (38% with moderate effect, 34 % with a large
effect) (Amaral et al., 2012) and in Iran (38% with moderate effect, 27% with large effect)
(Mohammadi et al., 2020). However, this finding is higher than to a study done in Saudi Arabia,
where 58.3 % study partcipants had significant negative QoL ( 29.6 moderate effects, 17.4 very

large effects, and 11.3 extreme large effects). This variation might be due to the
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sociodemoraphic variation of the study participants and the less severe AD participants were

involvement.

Various research reported various results in relation to the CDLQI domain responses, and the
majority of the studies findings showed that feelings and educational activities were the most
and least reported domains, respectively (Salek et al., 2013). In the present study, the highest
reported CDLQI components were symptoms , cloth/shoes and sleeping problems. However,
disturbances in swimming / sports activities were the least affected CDLQI components. This
result is in line with studies done in Iran (Mohammadi et al., 2020) and Malaysia (Ghani et al.,
2012). However, a study done in Saudi Arabia showed that Symptoms and emotions were the
most affected domains, while the school domain was the least affected (Aldosari et al.,
2023).Moreover, a study done in Serbia revealed that school/holidays and itching were the most
affected domains, while problems with sleep and treatment were the least affected domains
(Raznatovi¢ Purovi¢ et al., 2019). This discrepancy might be due to the sociodemographic

variation of the study participants.

In this study, two-thirds (75.6 %, n = 305) of the study participants prescribed emollient
therapy. This finding was higher than that of a study done in Brazil (56.9 %) (Campos et al.,
2017) in italy (55.1)(Geat et al., 2021) in india ( 15.12%) (Giri et al., 2014) and Netherland (
54.9%)(van Halewijn et al., 2023). This discrepancy might be due to the fact that two-thirds of
our study participants had skin dryness and crusting skin. However, the finding of this study
was lower than that of a study done in France (100%) (Héron et al., 2023) and india (95%)
(Scaria et al., 2011). This variation could be due to the fact that the majority of the study

participants in the aforementioned studies had AD flare and sub-acute AD.

In the current study, more than half (55.6%) of the study participants prescribed topically
applied ready-made medicine. Among these therapeutic approaches, almost half (49.4%) of the
study participants were prescribed topical steroids. This finding is in line with a study done in
Italy (45.7%) (Geat et al., 2021) , Egypt (45.9) (Hossny et al., 2020) ,Brazil (51%)(Campos et
al., 2017) and Netherland (49%)(van Halewijn et al., 2023). This is due to the fact that topical
applied corticosteroids are the first line therapeutic approach for both adults and children to
treat inflammatory symptoms, acute flares, and pruritus (Maliyar et al., 2018). However, this
study is lower than a study done in South Korea (72.2%)(Lee et al., 2022), USA (86.7%) (Paller
et al., 2020) and two indian studies (42.2%)(Giri et al., 2014) and (75%)(Scaria et al., 2011).
The probable reason could be that the majority of the participants in the above studies might

have moderate to severe AD, proxy severity level 1 AD, acute, and sub-acute stage AD.
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In this study , salicylic acid was the most commonly combined start material with
betamethasone (15.6 %, n = 63) .This is the fact that compounding of betamethasone with
salicylic acid is recommended for steroid-sensitive dermatoses accompanied by excessive
epidermal keratinization and AD (Pastuszka and Kaszuba, 2012) . On top of that, Salicylic acid
play a role in altering the pH of the skin and enhancing the efficacy of topically administered
steroid medication (Van Vloten, 1990) and prescribing of unconventional therapy with
extemporaneous compounded medicine has an important role in the management of chronic and

unresponsive AD (Beebeejaun et al., 2022).

In this study, systemic antihistamine were prescribed for (24.4%) study participants. This
finding is comparable with a study done in USA (19.9%) (Anderson et al., 2021) and in Brazil
(21.6)(Campos et al., 2017). This is the fact that Antihistamines are therapeutic approach for
management of atopic pruritus symptoms and to enhance patient sleeping quality (Langeland et
al., 1994).However, this study finding is lower than that of studies done in South Korea
(76.1%)(Lee et al., 2022), USA (46.6%) (Paller et al., 2020) and two Indian studies
(42.2%)(Giri et al., 2014) and (75%)(Scaria et al., 2011). The major discrepancy could be
majority of the study participants might be found on acute and sub-acute AD.

Pruritus was the main observabed symptoms in this study, similar to four indian studies
(100%) (Bindu, 2017) , (98%) (Kumar et al., 2014), (81%) (Pandya and Agrawal, 2020), and
(70%) (Sehgal et al., 2015), Greece (95.2%) (Siafaka et al., 2020) and the USA (47.1)(Chatrath
and Silverberg, 2023). The second most commonly observed symptom was skin dryness, which
in line with two indian studies (82%) Kumar et al. (Kumar et al., 2014) and (80)(Sehgal et al.,
2015).However, it was lower than that of a study done in Greece by Siafaka et al. and India by
bindu et al. (100%) (Siafaka et al., 2020, Chatrath and Silverberg, 2023). This contradiction

might be due to genetic , climate and environmental variation.

This study finding underscored that majority (76.9 %, n=310) of study participants AD
symptoms were controlled after 4 weeks of post treatment. This finding is in line with a
retrospective study done in Korea (Chung et al., 2012) . However, a 6 month prospective study
and multicenter retrospective analysis done in Japan (Fukaya et al., 2016, Furue et al., 2003)
showed that the rate of AD symptoms improvement among children was 52 % and 40 % ,
respectively. This discrepancy may be because of the use of mono therapy of topical TCS in the
above studies . However, In this study, diverse treatment approachs were prescribed. The
second reason might be due the difference in the study participants’ characteristics of avoiding

of any triggering factors and compliance on their treatment.
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Identification of possible factors that accelerate to poor QoL is important task to obtain
complete pictures of children with AD. In this study, the multivariable analysis proved that
government employees and daily laborers were found to be independent factors for having poor
quality of life than farmer. This the fact that being an employee caregiver might
decrease children's continuity care and attention. However, this finding was different from a
study done in Singapore (Xu et al., 2019, Xu et al., 2020) . The reason for this discrepancy
might be due to the differences in socioeconomic status, working hours and child care setup of

the study participants.

According to our finding, moderately impaired AD is one of the independent predictors for low
QoL. This view is reinforced by a study conducted in Singapore and Thailand (Xu et al., 2019,
Wisuthsarewong et al., 2017). The likely reason could be the fact that having a greater severity
of AD had greater disease burden, causing marked pruritus, sleep disruption, and apparent

physical signs.

This study also demonstrated that the comorbidity of AR has a siginficantly association with
QoL. This observation is in line with a study done in Jimma (Yemaneberhan et al., 2004). The
most likely explanation might be that AR symptoms affect QOL domains such as daily

activities, school performance, and sleep disturbance. This makes children embarrassed.

The result of our study confirmed that patients in receipt of topically applied Tacrolimus were
associated with QoL impairment. This result is contrary to a study done in Thailand
(Wisuthsarewong et al., 2017). The first possible explanation for this variation in this study is
the unavailability of Tacrolimus across all pharmacies, and the second reason could be that
topically applied Tacrolimus has transient burning sensation of the skin during application

(Puterman and Green, 2014).

Aside from the above associated variable, this study didn’t demonstrate age related association
factors. However, a study done in Singapore revealed that older children are associated with
poor QoL (Xu et al., 2019). The first probable reason might be the fact that older age is highly
involved in different activities; thus, any problems that impact their activities could have poor
QoL, and the second reason could be due to the adjustment of confounding variables. On top of
that, a study done in Nigeria showed that caregiver monthly income has an associated factor
(Kayode et al., 2023). However, the current study model did not demonstrate such findings.
This variation could be due to the adjustment of confounding variables, and socioeconomic

differences.
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6. LIMITATION OF THE STUDY

The study's limitation should be taken into consideration when interpreting the findings
because the individuals had previously been treated with a different anti-AD management
strategy, which could have an impact on clinical features, QoL status, and outcomes. Despite
this, the findings of this study might not have always been as accurate for all AD patients
since a short follow-up period and a single study site was done. The study was conducted in a

single study area, which does not have to mirror the situation in other areas.
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7. CONCLUSION

This study found that emollients, topically corticosteroids, and antihistamines were the most
commonly prescribed medications. AD has significant impact on the QoL of children, mainly
through Symptoms and feelings , sleeping problems and dressing problems domain in
relation to studies conducted in other countries so far. In 1 month a considerable number of
children with AD symptoms were controlled. Furthermore, factors such as Government
employee, daily laborer, moderate atopic dermatitis, allergic rhinitis, and recipe of topically
applied tacrolimus were significantly associated with worse QoL.Thus, the need to widening

the AD management with education and evaluating of children QoL deemed to be imprortant.
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8. RECOMMENDATIONS

To improve quality of life, clinical examination practices and treatment outcome validated
tools are recommended for dermatologists. We also recommend a treatment guideline which
could be a pharmacological or non-pharmacological intervention, to prevent the AD symptoms
of itching and scratching. According to our study findings, we also recommend that tailored
health education be delivered for government employers, daily laborer caregivers. Moreover,

since our study is done in one center, we recommend multicenter studies.

51



REFERENCES

AL-AFIF, K. A. M., BURAIK, M. A., BUDDENKOTTE, J., MOUNIR, M., GERBER, R., AHMED, H. M.,
TALLMAN, A. M. & STEINHOFF, M. 2019. Understanding the burden of atopic dermatitis in
Africa and the Middle East. Dermatology and therapy, 9, 223-241.

ALDOSARI, B. M., SHADID, A. M., ALEKRISH, K. A., ALRESHIDI, I. G., ALTURKI, A. Y., AL SULAIMAN, M.
A. & AL SHEIKH, A. 2023. Childhood Atopic Dermatitis: A Nationwide Measurement of
Quality of Life among Saudi Patients. Saudi Journal of Medicine & Medical Sciences, 11, 157.

AL, F., VYAS, J. & FINLAY, A. Y. 2020. Counting the burden: atopic dermatitis and health-related
quality of life. Acta Dermato-Venereologica, 100.

ALOMAYRI, W., ALANAZI, N. & FARAJ, F. 2020. Correlation between atopic dermatitis and sleep
quality among adults in Saudi Arabia. Cureus, 12.

AMARAL, C.S. F. D., MARCH, M. D. F. B. P. & SANT'ANNA, C. C. 2012. Quality of life in children and
teenagers with atopic dermatitis. Anais brasileiros de dermatologia, 87, 717-723.

ANDERSEN, Y. M., EGEBERG, A., SKOV, L. & THYSSEN, J. P. 2017. Comorbidities of atopic dermatitis:
beyond rhinitis and asthma. Current dermatology reports, 6, 35-41.

ANDERSON, P., AUSTIN, J., LOFLAND, J. H., PIERCY, J. & JOISH, V. N. 2021. Inadequate disease
control, treatment dissatisfaction, and quality-of-life impairments among US patients
receiving topical therapy for atopic dermatitis. Dermatology and Therapy, 11, 1571-1585.

BACCI, E. D., CORRELL, J. R., PIERCE, E. J., ATWATER, A. R., DAWSON, Z., BEGOLKA, W. S. & BUTLER, L.
2023. Burden of adult atopic dermatitis and unmet needs with existing therapies. Journal of
Dermatological Treatment, 34, 2202288.

BALCI, D. D., SANGUN, O. & iINANDi, T. 2007. Cross validation of the turkish version of children’s
dermatology life quality index. J Turk Acad Dermatol, 1, 71402a.

BARBAROT, S., AUZIERE, S., GADKARI, A., GIROLOMONI, G., PUIG, L., SIMPSON, E., MARGOLIS, D., DE
BRUIN-WELLER, M. & ECKERT, L. 2018. Epidemiology of atopic dermatitis in adults: results
from an international survey. Allergy, 73, 1284-1293.

BARBEAU, M. & BPHARM, H. L. 2006. Burden of atopic dermatitis in Canada. International journal of
dermatology, 45, 31-36.

BEEBEEJAUN, M., BROWN, M., HUTTER, V., KRAVITZ, L. & MCAULEY, W. 2022. The effect of dilution
of fusidic acid cream and betamethasone dipropionate cream in complex extemporaneous
mixes on formulation performance. International Journal of Pharmaceutics, 624, 121988.

BIEBER, T., ANGELO, M., AKDIS, C. A., TRAIDL-HOFFMANN, C., LAUENER, R., SCHAPPI, G. & SCHMID-
GRENDELMEIER, P. 2017. Clinical phenotypes and endophenotypes of atopic dermatitis:
where are we, and where should we go? Journal of Allergy and Clinical Immunology, 139,
S58-564.

BINDU, V. 2017. Atopic dermatitis in children: a clinico epidemiological study and the role of dietary
restrictions in disease severity. International Journal of Research, 3, 168.

BIRDI, G., COOKE, R. & KNIBB, R. C. 2020. Impact of atopic dermatitis on quality of life in adults: a
systematic review and meta-analysis. International Journal of Dermatology, 59, e75-e91.

BLOME, C., RADTKE, M. A., EISSING, L. & AUGUSTIN, M. 2016. Quality of life in patients with atopic
dermatitis: disease burden, measurement, and treatment benefit. American journal of
clinical dermatology, 17, 163-169.

BOGUNIEWICZ, M. & LEUNG, D.Y. 2011. Atopic dermatitis: a disease of altered skin barrier and
immune dysregulation. Immunological reviews, 242, 233-246.

BONAMONTE, D., FILONI, A., VESTITA, M., ROMITA, P., FOTI, C. & ANGELINI, G. 2019. The role of the
environmental risk factors in the pathogenesis and clinical outcome of atopic dermatitis.
BioMed research international, 2019.

BRUIN-WELLER, M. D., PINK, A. E., PATRIZI, A., GIMENEZ-ARNAU, A. M., AGNER, T., ROQUET-GRAVY,
P.-P., FERRUCCI, S. M., ARENBERGER, P., SVENSSON, A. & SCHUTTELAAR, M. L. 2021. Disease
burden and treatment history among adults with atopic dermatitis receiving systemic

52



therapy: baseline characteristics of participants on the EUROSTAD prospective observational
study. Journal of Dermatological Treatment, 32, 164-173.

BUBMANN, C. & NOVAK, N. 2017. Systemic therapy of atopic dermatitis. Allergologie Select, 1, 1.

BUYS, L. M. 2007. Treatment options for atopic dermatitis. American family physician, 75, 523-528.

BYLUND, S., VON KOBYLETZKI, L. B., SVALSTEDT, M. & SVENSSON, A. 2020. Prevalence and incidence
of atopic dermatitis: a systematic review. Acta dermato-venereologica, 100, 320-329.

CAMPOS, A. L. B., ARAUJO, F. M. D., SANTOS, M. A. L. D., SANTOS, A. D. A. S. D. & PIRES, C. A. A.
2017. Impact of atopic dermatitis on the quality of life of pediatric patients and their
guardians. Revista Paulista de Pediatria, 35, 05-10.

CARR, W. W. 2013. Topical calcineurin inhibitors for atopic dermatitis: review and treatment
recommendations. Pediatric Drugs, 15, 303-310.

CATHERINE MACK CORREA, M. & NEBUS, J. 2012. Management of patients with atopic dermatitis:
the role of emollient therapy. Dermatology research and practice, 2012.

CHAN, L. N., MAGYARI, A., YE, M., AL-ALUSI, N. A., LANGAN, S. M., MARGOLIS, D., MCCULLOCH, C. E.
& ABUABARA, K. 2021. The epidemiology of atopic dermatitis in older adults: A population-
based study in the United Kingdom. PloS one, 16, e0258219.

CHANG, Y.-S., CHOU, Y.-T., LEE, J.-H., LEE, P.-L., DAI, Y.-S., SUN, C,, LIN, Y.-T., WANG, L.-C., YU, H.-H. &
YANG, Y.-H. 2014. Atopic dermatitis, melatonin, and sleep disturbance. Pediatrics, 134,
e€397-e405.

CHATRATH, S. & SILVERBERG, J. I. 2023. Phenotypic differences of atopic dermatitis stratified by age.
JAAD international, 11, 1-7.

CHEN, S.-L.,, YAN, J. & WANG, F.-S. 2010. Two topical calcineurin inhibitors for the treatment of
atopic dermatitis in pediatric patients: a meta-analysis of randomized clinical trials. Journal
of dermatological treatment, 21, 144-156.

CHERNYSHOQV, P. V. 2016. Stigmatization and self-perception in children with atopic dermatitis.
Clinical, cosmetic and investigational dermatology, 9, 159.

CHOI, J., DAWE, R., IBBOTSON, S., FLEMING, C., DONEY, A. & FOERSTER, J. 2020. Quantitative
analysis of topical treatments in atopic dermatitis: unexpectedly low use of emollients and
strong correlation of topical corticosteroid use both with depression and concurrent asthma.
British Journal of Dermatology, 182, 1017-1025.

CHOVATIYA, R., BEGOLKA, W. S., THIBAU, I. J. & SILVERBERG, J. I. 2022. Impact and associations of
atopic dermatitis out-of-pocket health care expenses in the United States. Dermatitis, 33,
S43-S51.

CHUH, A. A. 2003. Validation of a Cantonese version of the children's dermatology life quality index.
Pediatric dermatology, 20, 479-481.

CHUNG, Y., KWON, J. H., KIM, J., HAN, Y., LEE, S.-I. & AHN, K. 2012. Retrospective analysis of the
natural history of atopic dermatitis occurring in the first year of life in Korean children.
Journal of Korean Medical Science, 27, 723-728.

CORREALE, C. E., WALKER, C., MURPHY, L. & CRAIG, T. J. 1999. Atopic dermatitis: a review of
diagnosis and treatment. American family physician, 60, 1191.

DILLAGUE, K., TTUNDAWAN, B. & VERALLO-ROWELL, V. 2008. Coconut versus Olive Qil in Atopic
Dermatitis: A Randomized Controlled Trial. Dermatitis, 19, 174.

DOSS, N., REITAMO, S., DUBERTRET, L., FEKETE, G., KAMOUN, M. R., LAHFA, M. & ORTONNE, J. P.
2009. Superiority of tacrolimus 0- 1% ointment compared with fluticasone 0- 005% in adults
with moderate to severe atopic dermatitis of the face: results from a randomized, double-
blind trial. British Journal of Dermatology, 161, 427-434.

DRAELQS, Z. D. 2008. Use of topical corticosteroids and topical calcineurin inhibitors for the
treatment of atopic dermatitis in thin and sensitive skin areas. Current medical research and
opinion, 24, 985-994.

53



DRUCKER, A. M., WANG, A. R, LI, W.-Q., SEVETSON, E., BLOCK, J. K. & QURESHI, A. A. 2017. The
burden of atopic dermatitis: summary of a report for the National Eczema Association.
Journal of Investigative Dermatology, 137, 26-30.

EHLAYEL, M. S. & BENER, A. 2020. Risk factors of zinc deficiency in children with atopic dermatitis.
European Annals of Allergy and Clinical Immunology.

EICHENFIELD, L. F. & STEIN GOLD, L. F. 2017. The disease burden of atopic dermatitis. Semin Cutan
Med Surg, 36, 592-594.

EL-BATAWY, M. M. Y., BOSSEILA, M. A.-W., MASHALY, H. M. & HAFEZ, V. S. G. 2009. Topical
calcineurin inhibitors in atopic dermatitis: a systematic review and meta-analysis. Journal of
dermatological science, 54, 76-87.

ELLIS, K. D. 2021. Managing Atopic Dermatitis in Children. US Pharm, 46, 28-33.

FERRI, F. F. 2021. Ferri's Clinical Advisor 2022, E-Book, Elsevier Health Sciences.

FIVENSON, D. 2002. The effect of atopic dermatitis on total burden of iliness and quality of life on
adults and children in a large managed care organization. Journal of Managed Care
Pharmacy, 8, 333-342.

FLEMING, P., YANG, Y. B., LYNDE, C., O'NEILL, B. & LEE, K. O. 2020. Diagnosis and management of
atopic dermatitis for primary care providers. The Journal of the American Board of Family
Medicine, 33, 626-635.

FUKAYA, M., SATO, K., YAMADA, T., SATO, M., FUJISAWA, S., MINAGUCHI, S., KIMATA, H. &
DOZONO, H. 2016. A prospective study of atopic dermatitis managed without topical
corticosteroids for a 6-month period. Clinical, cosmetic and investigational dermatology,
151-158.

FURUE, M., TERAO, H., RIKIHISA, W., URABE, K., KINUKAWA, N., NOSE, Y. & KOGA, T. 2003. Clinical
dose and adverse effects of topical steroids in daily management of atopic dermatitis. British
Journal of Dermatology, 148, 128-133.

GEAT, D., GIOVANNINI, M., BARLOCCO, G., PERTILE, R., PACE, M., MORI, F., NOVEMBRE, E.,
GIROLOMONI, G., CRISTOFOLINI, M. & BALDO, E. 2021. Assessing patients’ characteristics
and treatment patterns among children with atopic dermatitis. Italian Journal of Pediatrics,
47, 1-6.

GHANI, A. A. A, NOOR, N. M., MUHAMAD, R. & ISMAIL, Z. 2012. Quality of life and its associated
factors among children with atopic eczema in Kelantan, Malaysia. International Journal of
Collaborative Research on Internal Medicine & Public Health, 4, 0-0.

GIAM, Y. C., HEBERT, A. A., DIZON, M. V., VAN BEVER, H., TIONGCO-RECTO, M., KIM, K.-H.,
SOEBONO, H., MUNASIR, Z., DIANA, I. A. & LUK, D. C. K. 2016. A review on the role of
moisturizers for atopic dermatitis. Asia Pacific Allergy, 6, 120-128.

GIRI, V. P., GIRI, O. P., KANODIA, S., YADAV, L. & GUPTA, S. K. 2014. Prescription pattern in atopic
dermatitis in skin outpatients in a tertiary care teaching hospital at Darbhanga, Bihar, India.
Int. J. Sci. Study, 2, 10-13.

GIROLOMONI, G., DE BRUIN-WELLER, M., AOKI, V., KABASHIMA, K., DELEURAN, M., PUIG, L.,
BANSAL, A. & ROSSI, A. B. 2021. Nomenclature and clinical phenotypes of atopic dermatitis.
Therapeutic Advances in Chronic Disease, 12, 20406223211002979.

GOUIJON, C., VIGUIER, M., STAUMONT-SALLE, D., BERNIER, C., GUILLET, G., LAHFA, M., LE BOUEDEC,
M.-C. F., CAMBAZARD, F., BOTTIGIOLI, D. & GRANDE, S. 2018. Methotrexate versus
cyclosporine in adults with moderate-to-severe atopic dermatitis: a phase Ill randomized
noninferiority trial. The Journal of Allergy and Clinical Immunology: In Practice, 6, 562-569.
e3.

GRIMALT, R., MENGEAUD, V. & CAMBAZARD, F. 2007. The steroid-sparing effect of an emollient
therapy in infants with atopic dermatitis: a randomized controlled study. Dermatology, 214,
61-67.

54



HAILEAMLAK, A., DAGOYE, D., WILLIAMS, H., VENN, A. J., HUBBARD, R., BRITTON, J. & LEWIS, S. A.
2005. Early life risk factors for atopic dermatitis in Ethiopian children. Journal of Allergy and
Clinical Immunology, 115, 370-376.

HANIFIN, J. M., HEBERT, A. A., MAYS, S. R., PALLER, A. S., SHERERTZ, E. F., WAGNER, A. M., TULEY, M.
R. & BAKER, M. D. 1998. Effects of a low-potency corticosteroid lotion plus a moisturizing
regimen in the treatment of atopic dermatitis. Current Therapeutic Research, 59, 227-233.

HERON, D., NOSBAUM, A. & BRAUN, C. 2023. Management of atopic dermatitis by pediatricians: A
French national survey-based study. Archives de Pédiatrie, 30, 136-141.

HO, R. C., GIAM, Y., NG, T., MAK, A., GOH, D., ZHANG, M. W., CHEAK, A. & VAN BEVER, H. P. 2010.
The influence of childhood atopic dermatitis on health of mothers, and its impact on Asian
families. Pediatric allergy and immunology, 21, 501-507.

HON, K., CHING, G., LEUNG, T., CHOI, C,, LEE, K. & NG, P. 2010. Estimating emollient usage in patients
with eczema. Clinical and Experimental Dermatology: Clinical dermatology, 35, 22-26.

HOSSNY, E. M., SHOUSHA, G. A., WASSIF, G. 0. & HANA, S. M. 2020. A study of health-related quality
of life in pediatric atopic dermatitis. Egyptian Journal of Pediatric Allergy and Immunology
(The), 18, 61-69.

JOHNSON, B. B., FRANCO, A. |, BECK, L. A. & PREZZANO, J. C. 2019. Treatment-resistant atopic
dermatitis: challenges and solutions. Clinical, Cosmetic and Investigational Dermatology, 12,
181.

KABASHIMA, K. 2013. New concept of the pathogenesis of atopic dermatitis: interplay among the
barrier, allergy, and pruritus as a trinity. Journal of dermatological science, 70, 3-11.
KAHLOUT, A. M., AL FARAJ, A. A., AKBIK, M. R., ASHOUR, A. A., ABOU AMER, W., AL-MASLAMANI, L.
K., SEYAM, N. I., ABDULRIDHE, S. K., ALMANSOUR, T. & KHUDADAD, H. 2021. Prevalence of

Atopic Dermatitis and its Associated Factors Among 4-12-Month-Old Infants Attending
Primary Health Care Corporation in Qatar. Middle East Journal of Family Medicine, 7, 124.

KANDOWISHI, R., MUKESI, M., MOYO, S. & ERXUN, K. 2016. An Investigation of the Occurrence of
Atopic Dermatitis in Khomas Region School Children, Windhoek, Namibia. Int J Aller
Medications, 2, 019.

KAPP, A., PAPP, K., BINGHAM, A., FOLSTER-HOLST, R., ORTONNE, J.-P., POTTER, P. C., GULLIVER, W.,
PAUL, C., MOLLOY, S. & BARBIER, N. 2002. Long-term management of atopic dermatitis in
infants with topical pimecrolimus, a nonsteroid anti-inflammatory drug. Journal of Allergy
and Clinical Immunology, 110, 277-284.

KAUFMAN, B. P., GUTTMAN-YASSKY, E. & ALEXIS, A. F. 2018. Atopic dermatitis in diverse racial and
ethnic groups—uvariations in epidemiology, genetics, clinical presentation and treatment.
Experimental dermatology, 27, 340-357.

KAYODE, O. B., MOKOATLE, C. M., RATHEBE, P. C. & MBONANE, T. P. 2023. Factors Associated with
Atopic Dermatitis among Children Aged 6 to 14 Years in Alimosho Local Government, Lagos,
Nigeria. Children, 10, 893.

KELBORE, A. G., ALEMU, W., SHUMYE, A. & GETACHEW, S. 2015. Magnitude and associated factors
of Atopic dermatitis among children in Ayder referral hospital, Mekelle, Ethiopia. BMC
dermatology, 15, 1-10.

KELBORE, A. G., ENBIALE, W., MOSAM, A. & VAN WYK, J. M. 2022. Mapping research evidence on
quality of life in children with atopic dermatitis in sub-Saharan Africa: a scoping review
protocol. Systematic Reviews, 11, 1-6.

KIM, D. H., LI, K., SEO, S. J., 1O, S. J., YIM, H. W., KIM, C. M., KIM, K. H., KIM, M.-B., KIM, J. W. & RO, Y.
S. 2012. Quality of life and disease severity are correlated in patients with atopic dermatitis.
Journal of Korean medical science, 27, 1327-1332.

KLEIN, P. A. & CLARK, R. A. 1999. An evidence-based review of the efficacy of antihistamines in
relieving pruritus in atopic dermatitis. Archives of dermatology, 135, 1522-1525.

KOLB, L. & FERRER-BRUKER, S. J. August 13, 2021. Atopic Dermatitis, StatPearls Publishing, Treasure
Island (FL).

55



KOUASSI, Y. I., AHOGO, K., BIA, O., KOUASSI, K., KOUROUMA, H., ALLOU, A., GBANDAMA, K., KASSI,
K., ECRA, E. & KALOGA, M. 2021. Assessment of the Quality of Life of African Black Children
with Atopic Dermatitis by the CDLQI Score. Journal of the Portuguese Society of Dermatology
and Venereology, 79, 33-36.

KRAKOWSKI, A. C., EICHENFIELD, L. F. & DOHIL, M. A. 2008. Management of atopic dermatitis in the
pediatric population. Pediatrics, 122, 812-824.

KUMAR, M. K., SINGH, P. K. & PATEL, P. K. 2014. Clinico-immunological profile and their correlation
with severity of atopic dermatitis in Eastern Indian children. Journal of natural science,
biology, and medicine, 5, 95.

LANGAN, S. M., MULICK, A. R., RUTTER, C. E., SILVERWOOD, R. J., ASHER, I., GARCIA-MARCOS, L.,
ELLWOOD, E., BISSELL, K., CHIANG, C. Y. & SONY, A. E. 2023. Trends in eczema prevalence in
children and adolescents: A Global Asthma Network Phase | Study. Clinical & Experimental
Allergy, 53, 337-352.

LANGELAND, T., FAGERTUN, H. & LARSEN, S. 1994. Therapeutic effect of loratadine on pruritus in
patients with atopic dermatitis: A multi-crossover-designed study. Allergy, 49, 22-26.

LAUGHTER, M., MAYMONE, M., MASHAYEKHI, S., ARENTS, B., KARIMKHANI, C., LANGAN, S.,
DELLAVALLE, R. & FLOHR, C. 2021. The global burden of atopic dermatitis: lessons from the
Global Burden of Disease Study 1990-2017. British Journal of Dermatology, 184, 304-309.

LEE, J. H., CHOI, A., NOH, Y., OH, I.-S., JEON, J.-Y., YOO, H.-J., SHIN, J.-Y. & SON, S. W. 2022. Real-
world treatment patterns for atopic dermatitis in South Korea. Scientific reports, 12, 13626.

LIFSCHITZ, C. 2015. The impact of atopic dermatitis on quality of life. Annals of Nutrition and
Metabolism, 66, 34-40.

LUCKY, A. W., LEACH, A. D., LASKARZEWSKI, P. & WENCK, H. 1997. Use of an emollient as a steroid-
sparing agent in the treatment of mild to moderate atopic dermatitis in children. Pediatric
dermatology, 14, 321-324.

LUGOVIC-MIHIC, L., MESTROVIC-STEFEKOV, J., FERCEK, I., PONDELJAK, N., LAZIC-MOSLER, E. &
GASIC, A. 2021. Atopic Dermatitis Severity, Patient Perception of the Disease, and
Personality Characteristics: How Are They Related to Quality of Life? Life, 11, 1434.

MAHMOUD, O., YOSIPOVITCH, G. & ATTIA, E. 2023. Burden of Disease and Unmet Needs in the
Diagnosis and Management of Atopic Dermatitis in the Arabic Population of the Middle East.
Journal of Clinical Medicine, 12, 4675.

MALIYAR, K., SIBBALD, C., POPE, E. & SIBBALD, R. G. 2018. Diagnosis and management of atopic
dermatitis: a review. Advances in skin & wound care, 31, 538-550.

MARRON, S., CEBRIAN-RODRIGUEZ, J., ALCALDE-HERRERO, V., DE ARANIBAR, F. G.-L. & TOMAS-
ARAGONES, L. 2020. Psychosocial impact of atopic dermatitis in adults: a qualitative study.
Actas Dermo-Sifiliogrdficas (English Edition), 111, 513-517.

MEGNA, M., NAPOLITANO, M., PATRUNO, C., VILLANI, A., BALATO, A., MONFRECOLA, G., AYALA, F. &
BALATO, N. 2017. Systemic treatment of adult atopic dermatitis: a review. Dermatology and
therapy, 7, 1-23.

MELAKU, K. 2000. Atopic eczema in school children. Ethiopian Journal of Health Development, 14,
105-108.

MOHAMMADI, S., KHALILI, M., FARAJZADEH, S., SAFIZADEH, H., AMIRI, R., AFLATOONIAN, M. &
SHAHABI, S. 2020. Evaluation of Reliability and Validity of Persian Version of Children’s
Dermatology Life Quality Index (CDLQI) Questionnaire and Practical Use. Journal of Skin and
Stem Cell, 7.

MOHTA, A., SINGH, A., NYATI, A.,, AGRAWAL, A., NAHAR, D., LAL, M., GUPTA, D. & JAIN, S. K. 2020.
Evaluation of impact of tinea capitis on quality of life in pediatric patients using children's
dermatology life quality index and its correlation with disease duration. International journal
of trichology, 12, 213.

MSIKA, P., DE BELILOVSKY, C., PICCARDI, N., CHEBASSIER, N., BAUDOUIN, C. & CHADOUTAUD, B.
2008. New emollient with topical corticosteroid-sparing effect in treatment of childhood

56



atopic dermatitis: SCORAD and quality of life improvement. Pediatric Dermatology, 25, 606-
612.

MUDALIYAR, V. R., PATHAK, A., DIXIT, A. & KUMAR, S. S. 2020. An open-label prospective study to
compare the efficacy and safety of topical fluticasone versus tacrolimus in the proactive
treatment of atopic dermatitis. Dermatology Practical & Conceptual, 10.

MUROTA, H., KOIKE, Y., ISHII, K., CALIMLIM, B. M., LUDWIKOWSKA, M., TOUMI, M. & KAWAGUCH], 1.
2021. Evaluating the burden of pruritus due to atopic dermatitis in Japan by patient-
reported outcomes. Journal of Medical Economics, 24, 1280-1289.

MURRELL, D., CALVIERI, S., ORTONNE, J., HO, V., WEISE-RICCARDI, S., BARBIER, N. & PAUL, C. 2007. A
randomized controlled trial of pimecrolimus cream 1% in adolescents and adults with head
and neck atopic dermatitis and intolerant of, or dependent on, topical corticosteroids. British
Journal of Dermatology, 157, 954-959.

NA, C. H., CHUNG, J. & SIMPSON, E. L. 2019. Quality of life and disease impact of atopic dermatitis
and psoriasis on children and their families. Children, 6, 133.

NAGATA, A., KAZI, T., AKTER, Z., NODY, F. A., KHAN, M. S., SHAHRIAR, A. S. M., ISLAM, M. S,,
NAKAGAWA, T. & INUI, S. 2021. The Influence of Atopic Dermatitis on Health-Related Quality
of Life in Bangladesh. International journal of environmental research and public health, 18,
11593.

NAKAMURA, T., HAIDER, S. & CUSTOVIC, A. 2018. Understanding the heterogeneity of atopic
dermatitis in childhood. Current Allergy & Clinical Immunology, 31, 124-130.

NOWAK, D. & YEUNG, J. 2017. Diagnosis and treatment of pruritus. Canadian Family Physician, 63,
918-924.

NUTTEN, S. 2015. Atopic dermatitis: global epidemiology and risk factors. Annals of nutrition and
metabolism, 66, 8-16.

NYGAARD, U., DELEURAN, M. & VESTERGAARD, C. 2017. Emerging treatment options in atopic
dermatitis: topical therapies. Dermatology, 233, 333-343.

ONG, P.Y. 2014. New insights in the pathogenesis of atopic dermatitis. Pediatric research, 75, 171-
175.

ONINLA, O. A., AKINKUGBE, A. O., OTIKE-ODIBI, B. I., ORIPELAYE, M. M. & OLANREWAJU, F. O. 2021.
Atopic Dermatitis in Adults: Epidemiology, Risk Factors, Pathogenesis, Clinical Features, and
Management. Atopic Dermatitis-Essential Issues. IntechOpen.

PAGE, S. S., WESTON, S. & LOH, R. 2016. Atopic dermatitis in children. Australian family physician,
45, 293-296.

PALLER, A. S., SIEGFRIED, E. C., VEKEMAN, F., GADKARI, A., KAUR, M., MALLYA, U. G., HEROUX, J.,
MIAOQ, R. & MINA-OSORIO, P. 2020. Treatment patterns of pediatric patients with atopic
dermatitis: A claims data analysis. Journal of the American Academy of Dermatology, 82,
651-660.

PALLER, A. S., TOM, W. L., LEBWOHL, M. G., BLUMENTHAL, R. L., BOGUNIEWICZ, M., CALL, R. S.,
EICHENFIELD, L. F., FORSHA, D. W., REES, W. C. & SIMPSON, E. L. 2016. Efficacy and safety of
crisaborole ointment, a novel, nonsteroidal phosphodiesterase 4 (PDE4) inhibitor for the
topical treatment of atopic dermatitis (AD) in children and adults. Journal of the American
Academy of Dermatology, 75, 494-503. e6.

PANDYA, N. & AGRAWAL, A. 2020. Assessment of clinical profile of children aged 9-16 years with
atopic dermatitis. Indian Journal of Child Health, 223-226.

PAPIER, A. & STROWD, L. C. 2018. Atopic dermatitis: a review of topical nonsteroid therapy. Drugs in
context, 7.

PASTAR, Z., LIPOZENCIC, J. & LIUBOJEVIC, S. 2005. Etiopathogenesis of atopic dermatitis-an
overview. Acta Dermatovenerologica Croatica, 13, 0-0.

PASTUSZKA, M. & KASZUBA, A. 2012. Status of combination drugs with betamethasone dipropionate
and salicylic acid in the treatment of skin diseases. Advances in Dermatology and
Allergology/Postepy Dermatologii i Alergologii, 29, 196-204.

57



PATEL, P., GRATTON, D., ECKSTEIN, G., ABERER, W., PRYZBILLA, B., CHELLY, M. & DANZIG, M. 1997. A
double-blind study of loratadine and cetirizine in atopic dermatitis. Journal of dermatological
treatment, 8, 249-253.

PENG, W. & NOVAK, N. 2015. Pathogenesis of atopic dermatitis. Clinical & Experimental Allergy, 45,
566-574.

PUDDICOMBE, O., ODUSOTE, O., LESI, F. & AYANLOWO, A. 2018. Impact of atopic dermatitis on the
quality of life of Nigerian children: A hospital-based cross-sectional study. South African
Journal of Child Health, 12, 137-142.

PUTERMAN, A. & GREEN, R. 2014. Topical and systemic pharmacological treatment of atopic
dermatitis. South African Medical Journal, 104, 716-719.

RAZNATOVIC DUROVIC, M., JANKOVIC, J., TOMIC SPIRIC, V., RELIC, M., SOJEVIC TIMOTUEVIC, Z.,
CIRKOVIC, A., BPURIC, S. & JANKOVIC, S. 2019. Does age influence the quality of life in
children with atopic dermatitis? Plos one, 14, e0224618.

REICH, A., BOZEK, A., JANISZEWSKA, K. & SZEPIETOWSKI, J. C. 2017. 12-item pruritus severity scale:
development and validation of new itch severity questionnaire. BioMed research
international, 2017.

RIAHI, A. & LAM, J. M. 2021. Crisaborole 2% Ointment for Mild-to-Moderate Atopic Dermatitis. Skin
Therapy Letter, 26, 1-4.

RING, J., ALOMAR, A., BIEBER, T., DELEURAN, M., FINK-WAGNER, A., GELMETTI, C., GIELER, U.,
LIPOZENCIC, J., LUGER, T. & ORANIE, A. 2012. Guidelines for treatment of atopic eczema
(atopic dermatitis) part I. Journal of the European Academy of Dermatology and
Venereology, 26, 1045-1060.

SALEK, M., JUNG, S., BRINCAT-RUFFINI, L., MACFARLANE, L., LEWIS-JONES, M., BASRA, M. & FINLAY,
A. Y. 2013. Clinical experience and psychometric properties of the Children's Dermatology
Life Quality Index (CDLQI), 1995-2012. British Journal of Dermatology, 169, 734-759.

SANCHEZ-PEREZ, J., DAUDEN-TELLO, E., MORA, A. & SURINYAC, N. L. 2013. Impact of atopic
dermatitis on health-related quality of life in Spanish children and adults: the PSEDA study.
Actas Dermo-Sifiliogrdficas (English Edition), 104, 44-52.

SCARIA, S., JAMES, E. & DHARMARATNAM, A. 2011. Epidemiology and treatment pattern of atopic
dermatitis in patients attending a tertiary care teaching hospital. Int J Res Pharm Sci, 2, 38-
44,

SCHMID-GRENDELMEIER, P., RABENJA, F. R., BESHAH, A., BALL, M., DLOVA, N., FAYE, O., FLOHR, C.,
HSU, C., MAVURA, D. & MANUEL, R. 2023. How to integrate atopic dermatitis in the
management of skin neglected tropical diseases in Sub-Saharan Africa? Journal of the
European Academy of Dermatology and Venereology: JEADV.

SCHMID-GRENDELMEIER, P., TAKAOKA, R., AHOGO, K., BELACHEW, W., BROWN, S., CORREIA, J.,
CORREIA, M., DEGBOE, B., DORIZY-VUONG, V. & FAYE, O. 2019. Position statement on atopic
dermatitis in sub-saharan Africa: current status and roadmap. Journal of the European
Academy of Dermatology and Venereology, 33, 2019-2028.

SCHMIDT, S. A. J., MAILHAC, A., DARVALICS, B., MULICK, A., DELEURAN, M. S., SORENSEN, H. T., RIIS,
J. L. & LANGAN, S. M. 2021. Association between atopic dermatitis and educational
attainment in Denmark. JAMA dermatology, 157, 667-675.

SEDIK, E., H ELEISHI, N. & M FAWAZ, L. 2017. Atopic Dermatitis and the Quality of Life in Children,
Adolescents and Their Families. The Egyptian Family Medicine Journal, 1, 1-15.

SEHGAL, V. N., SRIVASTAVA, G., AGGARWAL, A. K., SAXENA, D., CHATTERJEE, K. & KHURANA, A.
2015. Atopic dermatitis: A cross-sectional (descriptive) study of 100 cases. Indian Journal of
Dermatology, 60, 519.

SENDRASOA, F., RANAIVO, I., RAZANAKOTO, N., ANDRIANARISON, M., RAHAROLAHY, O.,
RATOVONJANAHARY, V., SATA, M., RAKOTOARISAONA, M., RAMAROZATOVO, L. &
RAPELANORO RABENJA, F. 2020. Epidemiology and associated factors of atopic dermatitis in
Malagasy children. Allergy, Asthma & Clinical Immunology, 16, 1-5.

58



SETH, D., CHELDIZE, K., BROWN, D. & FREEMAN, E. E. 2017. Global burden of skin disease: inequities
and innovations. Current dermatology reports, 6, 204-210.

SIAFAKA, V., ZIOGA, A., EVRENOGLOU, T., MAVRIDIS, D. & TSABOURI, S. 2020. lliness perceptions and
quality of life in families with child with atopic dermatitis. Allergologia et Imnmunopathologia,
48, 603-611.

SIDBURY, R. 2004. Topical Calcineurin Inhibitors (TCls). NEJM Journal Watch. Dermatology.
SIEGFRIED, E. C., JAWORSKI, J. C., KAISER, J. D. & HEBERT, A. A. 2016. Systematic review of published
trials: long-term safety of topical corticosteroids and topical calcineurin inhibitors in

pediatric patients with atopic dermatitis. BMC pediatrics, 16, 1-15.

SILVERBERG, N. B. 2017. Atopic dermatitis prevention and treatment. Cutis, 100, 192.

SIMON, D. & BIEBER, T. 2014. Systemic therapy for atopic dermatitis. Allergy, 69, 46-55.

SMITH, M. P., LY, K., THIBODEAUX, Q., WEERASINGHE, T., WU, J. J., YOSIPOVITCH, G., BHUTANI, T. &
LIAO, W. 2019. Emerging methods to objectively assess pruritus in atopic dermatitis.
Dermatology and therapy, 9, 407-420.

STALDER, J., TAIEB, A., ATHERTON, D., BIEBER, P., BONIFAZI, E., BROBERG, A., CALZA, A., COLEMAN,
R., DE PROST, Y. & GELMETTI, C. 1993. Severity scoring of atopic dermatitis: the SCORAD
index: consensus report of the european task force on atopic dermatitis. Dermatology, 186,
23-31.

SU, J. C., KEMP, A. S., VARIGOS, G. A. & NOLAN, T. M. 1997. Atopic eczema: its impact on the family
and financial cost. Archives of disease in childhood, 76, 159-162.

SUR, M., BOCA, A. N., ILIES, R. F., FLOCA, E., TATARU, A. & SUR, L. 2020. Correlation between quality
of life and disease severity of pediatric patients with atopic dermatitis. Experimental and
Therapeutic Medicine, 20, 1-1.

TALAMONTI, M., GALLUZZO, M., SILVAGGIO, D., LOMBARDO, P., TARTAGLIA, C. & BIANCH]I, L. 2021.
Quality of life and psychological impact in patients with atopic dermatitis. Journal of Clinical
Medicine, 10, 1298.

TANEI, R. 2015. Clinical characteristics, treatments, and prognosis of atopic eczema in the elderly.
Journal of Clinical Medicine, 4, 979-997.

TANEI, R. 2020. Atopic dermatitis in older adults: a review of treatment options. Drugs & Aging, 37,
149-160.

TAY, Y. K., KHOO, B. P. & GOH, C. L. 1999. The profile of atopic dermatitis in a tertiary dermatology
outpatient clinic in Singapore. International journal of dermatology, 38, 689-692.

THOMSEN, S. F. 2014. Atopic dermatitis: natural history, diagnosis, and treatment. International
Scholarly Research Notices, 2014.

TIVOLL, Y. A. & RUBENSTEIN, R. M. 2009. Pruritus: An updated look at an old problem. The Journal of
clinical and aesthetic dermatology, 2, 30.

TOLLEFSON, M. & BRUCKNER, A. Section on Dermatology. Atopic Dermatitis: Skin-Directed
Management. Pediatrics [Internet]. 2014 [citado 12/04/2017]; 134 (6) 1735-44.

TORRELO, A. 2014. Atopic dermatitis in different skin types. What is to know? Journal of the
European Academy of Dermatology and Venereology, 28, 2-4.

UNIVERSITY, C. 1995. Children’s Dermatology Life Quality Index (CDLQI).

URBAN, K., CHU, S., GIESEY, R. L., MEHRMAL, S., UPPAL, P., NEDLEY, N. & DELOST, G. R. 2021. The
global, regional, and national burden of atopic dermatitis in 195 countries and territories: an
ecological study from the Global Burden of Disease Study 2017. JAAD international, 2, 12-18.

VAN HALEWIN, K. F., BOHNEN, A. M., VAN DEN BERG, P. J., PASMANS, S. G., BINDELS, P. J. &
ELSHOUT, G. 2019. Different potencies of topical corticosteroids for a better treatment
strategy in children with atopic dermatitis (the Rotterdam Eczema study): protocol for an
observational cohort study with an embedded randomised open-label controlled trial. BMJ
open, 9, e027239.

VAN HALEWIIN, K. F., VAN DER MOST, F., BOHNEN, A. M., PASMANS, S. G., BINDELS, P. J. &
ELSHOUT, G. 2023. Atopic Dermatitis in Children in the General Population: Baseline

59



Characteristics, Medication Use, and Severity Measures in the Rotterdam Eczema Study.
Dermatitis®.

VAN VLOTEN, W. 1990. Therapeutic implications of corticosteroid formulations. Journal of
Dermatological Treatment, 1, S11-S13.

VOLKE, A., TOOMPERE, K., LAISAAR, K.-T., OONA, M., TISLER, A., JOHANNSON, A., KALLAVUS, K.,
LANG, K., KIISK, E. & UUSKULA, A. 2022. 12-month prevalence of atopic dermatitis in
resource-rich countries: a systematic review and meta-analysis. Scientific Reports, 12, 15125.

WAHN, U., BOS, J. D., GOODFIELD, M., CAPUTO, R., PAPP, K., MANJRA, A., DOBOZY, A., PAUL, C.,
MOLLOY, S. & HULTSCH, T. 2002. Efficacy and safety of pimecrolimus cream in the long-term
management of atopic dermatitis in children. Pediatrics, 110, e2-e2.

WATERS, A., SANDHU, D., BEATTIE, P., EZUGHAH, F. & LEWIS-JONES, S. Severity stratification of
Children's dermatology life quality index (CDLQI) scores. British Journal of Dermatology,
2010. WILEY-BLACKWELL PUBLISHING, INC COMMERCE PLACE, 350 MAIN ST, MALDEN
02148 ..., 121-121.

WEI, W., GHORAYEB, E., ANDRIA, M., WALKER, V., SCHNITZER, J., KENNEDY, M., CHEN, Z., BELLAND,
A., WHITE, J. & SILVERBERG, J. I. 2019. A real-world study evaluating adeQUacy of Existing
Systemic Treatments for patients with moderate-to-severe Atopic Dermatitis (QUEST-AD):
baseline treatment patterns and unmet needs assessment. Annals of Allergy, Asthma &
Immunology, 123, 381-388. e2.

WILLIAMS, H. C. 1992. Is the prevalence of atopic dermatitis increasing? Clinical and experimental
dermatology, 17, 385-391.

WILSON, M. 2012. Evidence-based clinical decision making In: Henderson MC, Tierney LM, Smetana
GW, eds. The Patient History: An Evidence-Based Approach to Differential Diagnosis. New
York, NY: McGraw-Hill.

WISUTHSAREWONG, W., NITIYAROM, R. & BOONPUEN, N. 2017. Childhood atopic dermatitis: Impact
on quality of life in Thai children and their families. Astrocyte, 4, 144.

WISUTHSAREWONG, W., NITIYAROM, R. & NGAMCHERDTRAKUL, P. 2015. The validity and reliability
of the Thai version of Children’s Dermatology Life Quality Index (CDLQI). J Med Assoc Thai,
98, 968-73.

XU, X., OLSSON, M., BAJPAI, R., AAN, M. K. J., YEW, Y. W., WONG, S., FOONG, A., THNG, S., JARBRINK,
K. & CAR, J. 2020. Concordance between physician-rated and caregiver-perceived disease
severity in children with atopic dermatitis: a cross-sectional study. Acta Dermato-
Venereologica, 100, 1-7.

XU, X., VAN GALEN, L. S., KOH, M. J. A., BAIPAI, R., THNG, S., YEW, Y. W., HO, V. P. Y., ALAGAPPAN,
U., JARBRINK, K. S. A. & CAR, J. 2019. Factors influencing quality of life in children with atopic
dermatitis and their caregivers: a cross-sectional study. Scientific reports, 9, 1-10.

YANG, H., CHEN, J. S., ZOU, W. J., TAN, Q., XIAO, Y. Z,, LUO, X. Y., GAO, P., FU, Z. & WANG, H. 2020.
Vitamin A deficiency exacerbates extrinsic atopic dermatitis development by potentiating
type 2 helper T cell-type inflammation and mast cell activation. Clinical & Experimental

Allergy, 50, 942-953.

YEMANEBERHAN, H., FLOHR, C., LEWIS, S., BEKELE, Z., PARRY, E., WILLIAMS, H., BRITTON, J. & VENN,
A. 2004. Prevalence and associated factors of atopic dermatitis symptoms in rural and urban
Ethiopia. Clinical & Experimental Allergy, 34, 779-785.

YOO, J., KOO, H. Y. R, HAN, K. & LEE, Y. B. 2022. Impairment of quality of life and mental health
status in adult-onset atopic dermatitis. Annals of Dermatology, 34, 278.

ZUBERBIER, T. & BRAUTIGAM, M. 2008. Long-term management of facial atopic eczema with
pimecrolimus cream 1% in paediatric patients with mild to moderate disease. Journal of the
European Academy of Dermatology and Venereology, 22, 718-721.

60



ANNEXES

8.1. ANNEX-I: English Version of Information Sheet

e Dear participant/Guardian, Good Morning/Afternoon/Good evening!

Hello, My name is , I am a member of the study that is carried out at

ALERT Hospital dermatovenerology unit, Addis Ababa, Ethiopia entitled “assess the quality
of life, treatment practices, and associated factors among atopic dermatitis patients at All
Africa Leprosy, TB and rehabilitation training center (A.L.E.R.T) Addis Ababa, Ethiopia:
prospective cross-sectional study’’. The study is being conducted by Mr. Minychel Wale
from Addis Ababa University, School of Pharmacy, Department of Clinical Pharmacy and
Pharmacology, postgraduate program. The main objective of this study is to assess the quality
of life, treatment practices, and associated factors among atopic dermatitis patients and to
identify determinants of quality of life among AD patients at ALERT Hospital

dermatovenerology unit.

Your answers and children information will remain confidential and your name and child
name will not be taking down. Participation in this study and giving permission for your child
is voluntary and you are not obligated to answer any questions and give permission for your

child to participate in this study .It takes 20 minutes.

Title of the study: Assessment of quality of life, treatment practices, and associated factors

among atopic dermatitis patients at All Africa Leprosy, TB and rehabilitation training center

(A.L.E.R.T) Addis Ababa, Ethiopia: A hospital based prospective cross-sectional study

Objective of the study: The aim of this study will be used to assess the quality of life,

treatment practices, and associated factors among atopic dermatitis patients at All Africa

Leprosy, TB and rehabilitation training center (A.L.E.R.T) Addis Ababa, Ethiopia.

Study location: This study will take place at ALERT center dermatovenerology department.

Procedures: If you agree to be in this study, you will be asked to do the following: If patient
is on already follow up initially she/he will interview socio-demographic information, clinical
characteristics , treatment pattern and quality of life for already follow up patients’ .However,
Characteristics of Atopic Pruritus variable will be ask after 4 weeks. For newly diagnosed
AD patients QOL domain and Characteristics of Atopic Pruritus variable will be fill after 4
weeks of follow up. Also note total amount of time required to fill the CDLQI tool has to be

records at the beginning or end of this section
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Risks/Discomforts: Some of the QOL questions are likely to produce some discomfort, but

you will be able to write your own felling and your data will be observed by data collectors.
Benefit: There will be no direct benefit to you from participating in this study. However, it is
hoped that the information gained from the study will help health professionals better
understand/learn more about AD and helping to create knowledge that will possibly benefit
others.

Compensation: There is no financial compensation for participating in this study.

Alternative: Agreeing to participate in this research will not change the normal medical care
and procedures which you are receiving. Your alternatives are to participate in this research
or not to participate in this research, but this will change nothing about your medical care

Rights of the participant: participating and not participating is the full right participants and

guardians in the study at any time. And also, the participant can skip question which does not
want to respond. Participants can ask any questions which is not clear for understanding.

Confidentiality: - To minimize the risks to confidentiality, we will storage, coding, password

protection, encryption, limited access to study records and study data will be handled as
confidentially as possible. If results of this study are published or presented, individual

names and other personally identifiable information will not be used.
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8.2. ANNEX II: English version of informed consent form

I have read the consent sheet in the language I comprehend and understood and have the
opportunity to ask the researcher any further questions I may have had. I understand that my
participation in this research is voluntary and I may withdraw at any time from the study

without affecting my treatment.

I understand that there is no possible risk to me in this study except the time spent to deliver
information for us. All information given by me will keep strictly confidential. It is my
voluntarily participation where i have no any obligation to participates in the study. If i feel
discomfort with the study, I have highly privileged to drop from the study. If i have any
questions related to this study or need to know the study results after the end of study I can
contact the PI of the study and AAU school of pharmacy Ethics review Committee on
+002511560212 or email to chairperson of nasifshemsu@gmail.com.

I understand that information from me will be used for this study and possibly other

published studies and by signing below I am consenting participate in this study.
For further inquiry, please contact with the listed address

Minychel Wale addressee: +251913909029, Email: minychelwale77@gmail.com

AAU Ethical review committee addressee: + 251 11156 0212 and ALERT hospital CEO
addressee: +251 11-321-1337

AHRI Ethical review committee addressee: +251 11834 2742

Are you willing to respond to the questions? Yes O No O

Signature of participant

Signature of interviewer Signature of Witness
Date starting time Ending time
OCompleted ORespondent not available ORefused Opartially completed
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8.3. ANNEX III: English version information sheet for children / guardian

e Dear participant/Guardian, Good Morning/Afternoon/Good evening!

Annex -I1I : Information sheet

Hello, My name is , | am a member of the study that is carried out at ALERT

Hospital dermatovenerology unit, Addis Ababa, Ethiopia entitled “assess the quality of life,
treatment practices, and associated factors among atopic dermatitis patients at All Africa
Leprosy, TB and rehabilitation training center (A.L.E.R.T) Addis Ababa, Ethiopia: prospective
cross-sectional study’’. The study is being conducted by Mr. Minychel Wale from Addis Ababa
University, School of Pharmacy, Department of Clinical Pharmacy and Pharmacology,
postgraduate program. The main objective of this study is to assess the quality of life, treatment
practices, and associated factors among atopic dermatitis patients and to identify determinants of

quality of life among AD patients at ALERT Hospital dermatovenerology unit.

Your answers and children information will remain confidential and your name and child name
will not be taking down. Participation in this study and giving permission for your child is
voluntary and you are not obligated to answer any questions and give permission for your child

to participate in this study .It takes 20 minutes.

Title of the study: Assessment of quality of life, treatment practices, and associated factors

among atopic dermatitis patients at All Africa Leprosy, TB and rehabilitation training center

(A.L.E.R.T) Addis Ababa, Ethiopia: A hospital based prospective cross-sectional study

Objective of the study: The aim of this study will be used to assess the quality of life, treatment

practices, and associated factors among atopic dermatitis patients at All Africa Leprosy, TB and

rehabilitation training center (A.L.E.R.T) Addis Ababa, Ethiopia.

Study location: This study will take place at ALERT center dermatovenerology department.

Procedures: If you agree to be in this study, you will be asked to do the following: If patient is
on already follow up initially she/he will interview socio-demographic information, clinical
characteristics , treatment pattern and quality of life for already follow up patients’ .However,
Characteristics of Atopic Pruritus variable will be ask after 4 weeks. For newly diagnosed AD

patients QOL domain and Characteristics of Atopic Pruritus variable will be fill after 4 weeks of
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follow up. Also note total amount of time required to fill the CDLQI tool has to be records at the
beginning or end of this section

Risks/Discomforts: Some of the QOL questions are likely to produce some discomfort, but you

will be able to write your own felling and your data will be observed by data collectors.

Benefit: There will be no direct benefit to you from participating in this study. However, it is
hoped that the information gained from the study will help health professionals better
understand/learn more about AD and helping to create knowledge that will possibly benefit
others.

Compensation: There is no financial compensation for participating in this study.

Alternative: Agreeing to participate in this research will not change the normal medical care and
procedures which you are receiving. Your alternatives are to participate in this research or not to
participate in this research, but this will change nothing about your medical care

Rights of the participant: participating and not participating is the full right participants and

guardians in the study at any time. And also, the participant can skip question which does not
want to respond. Participants can ask any questions which is not clear for understanding.

Confidentiality: - To minimize the risks to confidentiality, we will storage, coding, password

protection, encryption, limited access to study records and study data will be handled as
confidentially as possible. If results of this study are published or presented, individual names

and other personally identifiable information will not be used.
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8.4. ANNEXIV: English version assent form for children

This study is being conducted by Mr. Minychel Wale from AAU, college of health sciences,
school of pharmacy, department of clinical pharmacy & pharmacology postgraduate program.
The study will be conducted by recording medical findings from interviewing you. I am doing a
study to figure out the quality of life, treatment practices, and associated factors among atopic
dermatitis patients. We are asking you to take part in the research study because you are
diagnosed and treated for AD. If you agree to join this study, you will be asked to some
questions about socio-demographic information, clinical characteristics related information, and
quality of life. We will keep all your answers private, and will not show them to others. Only
your doctor and data collectors working on the study will see the data. We don’t think that any
big problems will happen to you as part of this study, but you might feel uncomfortable when we
ask about quality of life. You also might be upset if your families see your answers, but we will
try to keep your families from seeing what you write). We expect that the study will help you
by Closer monitoring, education about illness and improve quality of life. This study will help us
learn more about impact of AD on quality of life

You should know that: You do not have to be in this study if you do not want to. You won’t get
into any trouble with your doctors and treatment related activities if you say no, you may stop
being in the study at any time. And your parent(s)/guardian(s) were asked if it is OK for you to
be in this study. Even if they say it’s OK, it is still your choice whether or not to take part.

Sign this form only if you:

¢ have understood what you will be doing for this study, have had all your questions answered,

e have talked to your parent(s)/legal guardian about this project, and agree to take part in this
research

For further questions related to study, please contact with listed addressee

e Minychel wale: +251913909029

e AAU Ethical review committee addressee: + 251 11156 0212

e ALERT hospital CEO addressee: +251 11-321-1337

e AHRI Ethical review committee addressee: +251 11834 2742

This research study has been explained to me and I agree to be in this study.

Child/ Participant Name for Assent Date
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ANNEX V. (PATIENT INTERVIEW DATA COLLECTION FORMAT)

SECTION-I: SOCIO-DEMOGRAPHIC CHARACTERISTICS OF AD PATIENTS

S.NO | Characteristics Possible responses

1 Sex (_JFemale (JMale

2 Age (in years) (J<5 years (J5-10year (J11-16 year

3 Residences area (JRural (JUrban

4 Children care giver (_JMother (_JFather = (JGrandmother
(JGrandfather [ JOther

5 Educational attainment (Paternal) (_JPre-school (JPrimary school [ JSecondary school

6 Educational attainment (Maternal ) | (_JUnable to read and write (_JPrimary school
(_JSecondary school (_JHigher education

7 Care giver employment statues (_JFarmer (_Merchant/self-employed
(_JEmployee (_JUnemployed
(_JHousewife (JStudent
(_IDaily laborer (JOthers*

9 Care giver Monthly income

SECTION 2 : CLINICAL CHARACTERISTICS OF AD PATIENT

1 Types of AD ( Phenotypically) (J Pure AD (J Mixed AD

2 Duration of AD ( Years) (<5 Year (J>5Year

3 Age at onset of AD, per a year () Early onset (JMid onset ([ JLate onset

4 AD classification (JAcute (_JSub- Acute (JChronic

5 AD characteristics (_JLesional type () Non lessional type

6 AD severity (objective SCORAD) | (Mild (_JModerate (JSever
7 Affected body parts (_JExtensor surfaces of extremities

(JFlexural surfaces of extremities
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(_JFace (forehead, cheeks, chin)

( JMixed

Presence of atopic dermatitis

(_JOne of the parents [ JBoth parents (_JNone

Family history atopy

(_JAtopic eczema (+ve) (_JAllergic rhinitis (+ve)
(JAllergic asthma (positive)

(_JNegative for atopic eczema and respiratory atopy

10

Medical history of the patient

(JAsthma (JEpilepsy (] sinusitis () bronchitis

(] Others specify ......... () None

11

Medical history of caregiver

(JHIV 1 (JAsthma (JEpilepsy [ JHTN

(_IDiabetic mellitus (] Others specify ...... (JNone

SECTION THREE (3) :TREATMENT PARCTICES

Treatment modalities

(_JTopical compounded only

(_JTopical Non compounded only
(_JSystemic only (_JEmollients only
(_JBoth topical compounded and systemic
(_JBoth topical compounded and Emollients
(_JTopical Non compounded and systemic

(_JTopical Non compounded and Emollients

Topical Non compounded medicine

(J Yes (JNo

Types of Non-compounded
medicine

(_JTopical corticosteroids
(_JTopical calcineurin inhibitors (TClIs)

(_JTopical PDE4 inhibitor ( JOther ......... (JNone

List of non-compounded Topical
Medication

(_Betamethasone dipropionate 0.05 % ointment

(_JClobetasol propionate 0.05 % ointment
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() Hydrocortisone acetate 1 % cream
(] Fluocinolone acetonide 0.025 % cream
(_Mometasone furoate 0.1 % ointment

() Tacrolimus ([ JOther specify ..............

Topical Compounded formulation

(J Yes (J No

Type of Topical Compounded
medicine formulation

(JSalicylic Acid + Betamethasone + WSP
(_Betamethasone + WSP
(_Mometasone + WSP

(JSalicyclic Acid + Urea + Betamethasone + WSP
(JSalicyclic Acid + Urea + Mometasone + WSP
(JSalicyclic Acid + Mometasone + WSP
(_JClobetasol + WSP

(JUrea + Betamethasone + WSP

(_JFusidic acid + Mometasone + WSP

(_JSalicyclic Acid + Clobetasol + WSP

List of compounded medication

Systemic therapy

(J Yes (JNo

10

Types Systemic therapy

(_JEntral antihistamine
(_JParenteral Corticosteroids
(_JEntral Corticosteroids

(_JOthers specify................

11

List of systemic medication

(_JCetirizine 10mg Tablets

(_JLoratadine 5Smg Syrup

69




(_JDesloratadine 0.5 mg syrup

(_JChlorphenramine
(JOther specify............covennn.
12 Emollient (JYes (JNo
13 Emollients therapy type (_JWhite soft paraffin + Liquid paraffin

(_JWhite soft paraffin only
(] Liquid paraffin only (] Olive oil

(] Other specify ...

Section Four(4) : AD symptoms observation and control statues

1 Observed AD symptoms at base line | (_JPruritus

(_JDry skin
(JLichenification
(JOozing & crusting
(Jinflamed skin

2 Pruritus Distribution (_JLocalized pruritus ~ (J Generalized pruritus

3 Severity of pruritus (_JAcute pruritus (JChronic pruritus

4 AD symptoms control (J Controlled)
() Uncontrolled)
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The aim of this questionnaire is to measure how much your skin problem has affected your

ANNEX VI: CHILDREN'S DERMATOLOGY LIFE QUALITY INDEX

life OVER THE LAST WEEK. Please tick I one box for each question.

Hospital No/Code:.......covviiiiiiiiiiiiiien. CDLQIscore:...coviiiiiiiiiiiiannnnn.
NAME ..o Date:....oooiiii
AdAress:......ooviiiiii (OBase line score (JFollow-up score
1 | Over the last week, how itchy, Scratch, sore | OVery much
or painful has your skin been? OQuite a lot
OOnly a little
ONot at all
2 | Over the last week, how embarrassed or self- | OVery much
conscious up set or sad have you been | OQuite a lot
because of your skin? OOnly a little
ONot at all
3 | Over the last week, how much has your skin | OVery much
interfered your friendship? OQuite a lot
OOnly a little
ONot at all
4 | Over the last week, how much have you | OVery much
change or whom different special cloths /| OJQuite a lot
shoes because of your skin? OOnly a little
ONot at all
5 | Over the last week, how much has your skin | OVery much
trouble affected going out, playing or doing | (Quite a lot
hobbies? OOnly a little
ONot at all
6 | Over the last week, how much have you | OVery much
avoided swimming or other sports because of | (JQuite a lot
your skin trouble? OOnly a little
ONot at all
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7 | Last week was it school time? If school time, | OPrevented school
over the last week, how much did your skin | OVery much
problem affect your school work? OQuite a lot

OOnly a little
ONot at all

7 | Last week was it holiday time? How much, | OVery much
over the last week, has your skin problems | (JQuite a lot
interfered with your enjoyment of the | OOnly a little
holiday? (ONot at all

8 | Over the last week, how much trouble have | OVery much
you had because of your skin with other | OQuite a lot
people calling your names , teasing , bulling , | (Only a little
asking questions or avoiding you? (ONot at all

9 | Over the last week, how much has your sleep | OVery much
been affected by your skin problems? OQuite a lot

OOnly a little
ONot at all

10 | Over the last week, how much of a problem | OVery much

has the treatment of your skin been? OQuite a lot
OOnly a little
ONot at all

Note: Please check you have answered every question. Thank you!

Om.s. Lewis-Jones, A.Y. Finlay, May 1993, this must not be copied without the permission of the authors.

www.dermatology.org.uk
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8.5. ANNEX VII: Questionnaire, Amharic version (PATICE AP MEP $6)

PR1:PMGEAN/E
@M-2 PPA MLES +AFL/ANBLE ATLIPT A4/ PA/ATRAU?
MmS 2NMaA%, N 1@, AL NAACT UATHA P®8 ANIeT h&ed @-Nm

NTNYLL® PUITH AFTH BLCMFL+N FTMPT PULDT Mot I RIS ATRETT AT
+POH 11T N+AT PRUL 9°2P MTF ANA TH:  MmG+h PARNYLLMmIR PR8N ANN
RIACAELE MG ALYN NAET &CTA /N PEUL ToLP TEULI +994 NPIM TRILTA
PA y@-: PACAP ARANT AT PAET AOZEPT MAMLP PID- £$PX AT NIPP AT PART
NT°P ALMASI® = NHU MG NP +ATE LT AT AAEP PHATE P& aAMT
N&PLATT AR P+ARALt 1@ NG+ IC N+PPH ARANTFT PARARAN AT NG+ AT A+4
983 PANF@-I° :: DG+ 20 L PPTFT LMNSA:

emsk CON : PUITT ATTH LCMFL+Nh NAJF FMPT PULDFT mit I Ahgee
AIRRTTY AT +PPH 1ICTF 19279 NARAM. A&Zh P20 BR, N AT PAPAN dyddgD
NA,MT MONAAACT) , ABN ANN, AFEXP : PATFAT aALt £227 PhTTA met

PGk GAM : PHU MGTF PT AATD NAACT PATFA P88 Ah9PT hedA @Nm PUITH
APFTA 2CMFL+0 NASF FMMPT PULDTF Mt I ANIRT ATRRTY AT +P0H 11CF
amANFG 10

PegEk a09F NF . NARAM A&Ch P BB, N, AT PARAN MREI® NAMT THOhA
(RACTF) , 8N ANN, A TE4 P

PoSk YeF : NHU 5T @AM AGRUT h+haa>  payn+aoty aRZEPTF A8 AM.
EMPeA: ACAP N1 AALhE PUAIRT hFtA AR hUF TUNLRe-A1-hHN B!
AALN® NUAPT I MATET ATRRTY AF I PULMT met $A APMEP PRCIN= 1IC 1Y
PATTA 2CMFL+N POIANA Mt h 4 APRIFT NBA EMPPA= AABN PATTH
P FLHN YaOIR+ET

MUNER-NT-hHN a0 T AALh® NULPTF I AhIeT AJRRFY NapEansp pyhgeg
024 BMPA 1107 PULDY Mot AT PARTH LCMFL+N PMANh a-mAt h 4
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ARy FF LMPPA: A8 9P, P CDLQI aPu/Z P Adea-At 0aq PAL AT AMPAL P1H
anM7 dDEan/ P /G aDgR, /A £ADHINA:
PGk ALIPTF / ARAMFRT : 17878 P QOL MPEPT P+MAT AACRAFST AT FTR

1M PMEMSE AP £FAN, 11C 97 1Y PLNPT DRt & RFAA AT PACNP B2
NANANPTF &3 PA.=

PRGE DPI : NHU BTF BN EATEP ARCAP N MBI hLPLPIR. PFI°
NG+ P+7T@ AL PMG NAT™PPF NA ARTH RCTIFL+N PNAM AT848 AT AD-$+
A1 T £CSFPA.:

PTE NA  NHU BFF O RA+E P7THA TNA PAGR:

AT 0 NHU 9°CI°C @AM NAPA+E  PASNAF@-Y aRRNG PUAIRT AThNNN AT
124 F ARAGMIP. = PACAP ATt NHU FPCIPC BN ARA+E MLIR NHU TRCIRC
@AM AAATRA+E 103 170 97 U NA AATPTP ATANNNP o190 LR LIR:

+AFLD @NEF . NQITDI I FAFELPT AT ANST NHAM NHU 9RCIPC @A
mA+E AT AATPA+E g 0ONF 9@ = ATERUID +AFLE GPAN ACPAMT
PALLATINTFRYT BPE AOHAA BFAA: +AFLPT ATRLEY 9148 PAUF 15 Fm-9°
T PEPTT MMPS LFAN

FAM, BT : PIPNMLPIT ABIPTF ATRDIN PAGH MHINTF he aOhAhA PRA& $A
mpN$ AT PRGTT AHINT @-NT aR8ZA MHIEF: PHU D5t &Mt T eF+a> mege
PPN IANNE NPT AT AAT N4 PARAL AOLE m$IR AR ARM-ATP:

PATPMLESP PPLNAT N L PATMESP AN, LM
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$R2: PAMCT AT9° PEP L AOMESP PO
PESE OMES $67 NTULINT AT NTRLEM. £ ATNNMAAR : PG+ AM'T +en9Z
DPERPTF NAT AMPP ALN AAT = NHU FPCIRC BN PAT +ATE N PLATT dOUHY
+4.&F AT UNIRTRT ALATN NMT+| NTYIFMI° 1H APASE ATLIPTA +L & FAML:
NHU mTF AP aBZEY AAMT ha AL NG NA+PC II9° FaC  ATRAADR
+ e FAQ: NAS PHAM LAGE (ZEPT NNP PAML EMNSA: 2U NAL NESLAYT
PHaRAL+ +ATE ALY ATTR NG+ DD PRA+HE 98,4 PANEIR = MG+ AL ToF+t
PALATTE NPT hdg+ Pao+m a®Nt AA%: NHU mFF JC PARHARS. MEI® N+
MmLA N3A PRG+HT Mt OP NANT PG+T ADT AT PARA ANN RIACAT P4CMA,
A geeNc 919y hant NNAR +251111560212 @ME9® NATRLA AP dA

nasifshemsu@gmail.com AME LAM.::

NHU »FF @A PAD- AO/8 ARG IOTANTI® AT PF+aD MGET MmPgD AL AT LI M4
& FAL AT NHU NFTF NARLZ9° NHU DTF @-AMD AGRA+E £ P LT 17,

NTt IC A+PPH T D PRPF ANAPT NHHLHSG: ARGAPT IC £174

o PR8N ANN RINCAL P4CARAL AT ROINC ©19R79% NAQ £ A E4A + 251 11156 0212
o AACT PNTFA AEEA+251 11-321-1337

o AU AP JROINC 9192799 DAY+ RO A +251 11834 2742
ADPRPF AN AAMT L PLF 1P+2? AP O AA+NTa -9 O
+AF4 &CTD

PPA ML MPt LCT

PIRACTT LM

7 pEMCH N PNEP NG+

MMt

O+msed2A  OAN Asem 42759 O+PNLIF AATTIRONNLA P+MT
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$R3: PAMCT A9 PGk ao/E P AAST
-2 PPA OMLP +AFL/ANELE ATRIPY ARG/ PA/AORAY?
MmSs £hma%, Ny 10, At NAACT PNTHA P®8 Ah9eT hed @o-nm

NMhYLam PUITH AFTH BCMFL+N FAMPT PULDY MLt I AAJRT ATPRTFT AT
+0OH 11T NHAT PLUL IoLP mTF ANA 133 MG+ PAANYLM-I® PASA ANN RLACALT
MT ALTN PAEE 4CMA, T/NT PEUL TP TEALT +T94 NP1 TIRTA PA 1@
PACNP dRANT AT PAETF O0/EPTF MAMGP UPid- 28PA AT NP AT PAET AFoP
AEMASIR = NHU MFTF DN +ATE LT AT AAEP PHATE {28 AMT N&PLTIF
AR P+aRAlt Y@ NGk JC N+PPH  ARANFTY PADADAN AT NG+ AT8A+TS 918
PANF@-9™ :: MG+ 20 L PPTT LMNSA::

eng+k CON : PUITT ATTH LCTRL+N NAF FTMPTF PULDT Mt T ANIRT ATRLTT
AS +PPH 11T 99P19%  NARAM. A&ZNh PAI LR, N, AT PARPAA dReegD A M
MONAAACT) , A8.N ANN, AFER L : PATFAT AL+ P27 PNTTA MmGH

PGk GAM : PHU MTTF PT AATID NAACT UNTHA P88 Ah9PT hed @-Nn PUISTT
ATTH LCMFL+N NAF FMMPF PULDTF Mt I ANIRT ARATY A +P0°H 11CF
amANFS @

PGk 09§ NF : NARAM, AGZH PV BB, N, AT PARAN MIRRI® NAMT 0N (AACT) ,
R8N ANN, AR P

gk Y&F : NHU MFF @AM AGPT NtATae pap+ity aRZEPTF AT AM EMPPA:
ACAP NIk AALNE PURTRT AtHA AL NP UNLPE-NT-hHN dBZBT AALNP NULPTF ©
hATET ATRRTT ARG I PULDYF Mt PA MOMERP PLCIAE T1C 1T PATTH LCMFL+N
PmAND @Mt N 4 AFPTFF NBA EMPPA: ARBN PARTH £CMFL+N UdGR+ET:
MUYNLPO-N1-hHN A28 I AA LN NULPT I hAIET AGRRTY NAREARP PUNGRT 6L
EMPPA 17C77 PULDT Mt AT PATTA LCMFL+N PAIANN ®-MAt h 4 ATRYF++
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EMPPA: AT8U9°, © CDLQI dPuy/Py AdRA™AT fa9PALATM-T AMPAL P1H dPMY
anEan/ P G dbgh,/A LAPHINA:
PGk ALIPT / AACPAFRF - A7878 © QOL MPEPTF P+mAT AAMRAF+F AT TR 1H

PMREME& AP BFAX, 1€ AT 7 PLNPT NTRAF AR BFAN AT PACAP dBLE NANANPT
BAFPA.x

PGk DPI0 : NHU DTF @D ATEP ARCAP NedF mPI° ALFLPIR. PFI° o+
PH7T@m aBZE PMSG NAT™PPF NA A$TH BCTFL+N  PNAM ATRLS. AT  AD-dt
A1 T £C8FPA.:

PTE NA  NHU BFF O-AD RA+E P7THA TNNA PAGR:

AT : NHU JPCIRC @D NAPA+E PARPNA F@-7 AR eNE PURGRGT ATANNN AT LRFT
AEAMM-IP, = PACAP ATIceeF NHU FPCIPC ™D dPA+& MEI® NHU JRCIRC @D
AAATRA+E @ 1€ 917 U NA AP ATANNNP JoI9° AL R TP

+AFLm NEF  NITDI° IH +AFELPTF AT ANSTL N+AM NHU FCIPC DN dOA+6
AT AAGRATE aog ARG j@- o A8 R +AFLM ARAN ACPAMT PAILLATINTFMT B PR
MHAA RFAA: +AFLPT ATRLEY 9148 PAUYT TVGFMID MPEPTT AOMPP LFAL

FPAM LRI : PIPAMLPIT ALIPT ADDPIN PGH AOHINT D dDhAhA PRAS $A
mmNP AT PR HINT @MY ARELA THIEF: PHU DT O-MAT PF+a™> MEIP Pl [t
JANNE NPT AT ArT N914 PTRAL ARLE MmPIT AL ALM-AIP::

PAMPMELESP PPLNAT NO» LCTT PAMESP hPLN, LT
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$04 : PAMCE AT9° PALT PAIIRTF B

2U ®FF NARN ANN RINCHE NNALNA CTA, AT N&CTMNAE PLUL TPUC aRCYINC
+@92 NPIM. 9212FA PA PAAMET MGF 1M, = MG+ PTNLLM- PUNTRG 54T $A-TOMLP
NLL 1M MG+ PAAMEM PUITH A$TH LCMMFL+N NAF FMMPT PULDF Mot i
hAIRT ATRRTFT AT +PPH 1ICTF  AMOE 1@ AFFP ARFTA RCMFL+N NAF
NA+aRZaRZ 2GS AAFNAR AGE @AD AT8A+E ATMEPAT = BUTY Gt AMA+E
N+ATa™ AA  @UYNERE-N1-AhHN ARZET AALN® NULPT § ARIPT AJRRTY AG §
PULDF Mt mPE BMPPA: UATIR PHMAN MANTPT NAA A ARFRT® NG+ AL
PG ANTPP AT AZEANANPT NF AFE BFAA:
PHYU MG+ AhA ATRMUPSTTFU MY MIF@-I° +4% FICT NAEP AT NACAP hAFk NATY
ATANTE, 17 DA ALDF Mt NIMEP oFt ALAMPE 2FAA = N+HANTFP MANPT he
ACAPI® ANAGs 2FAA 7 NAANTFPT PREFT AT8PR AT ATLIIMAT = ™G+ NA
ARFTH RCTMFL+N NAF PULDF M&t ATSAAA I $CN AtTA ATRFCE NANAF@
FIOUCT ADMF £28PFA NAT AIMNSAT = £U mGF DA AROF mit +&0F PNAM
A18,M4 BLEPFA
£V MOP AANPT:
o ACNP NALAT NHU mFF ®-AM aUPT PANPTIR: a2A+& NALAT NRA+CTFP IC AT
NUAIRT 424+ AL NMIFM-9° FoC @AM ALTNMI:
o NMIFMI® IH, MG+ TSI LFAN ::
o MABP /ANST NHU mTH O-AD CPIP Mmé A1LPT +MLPPA. °I9° ATNY LU
NUPHI® AT ARA+EP MLID AATRA+E PACAP JRCeh, 1M

o AU DEIRNHA AR NMGHF IC A+LPHMDPEPT NHHLHG AEGAPT MPE LTAA:

PALN ANN RINCAL P4CTIA, A1 FROINE 192799 N9 4 AL 4A + 251 11156 0212

AACT PNTFA AL G-A+251 11-321-1337

AUZ A1 FROINC 9192799 a4 # 8 ¢-A +251 11834 2742
2UTY #% PON+AQY Nt+dS NF BLCA:

e AHU meF 9°F ATLMPLCT NHITHN:
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o MPEPF N+APAN,

e NAHU 2T+ NDAEP / nhe 929+ 2C h+1974

e NHU I°CIRC BN ATRA+E D+HaHa™

PAS.N ANN RINCAL PECMA, A7 FROINC 2192799 Nk AL LA:

RU PIRCIRC MG AR +NE-Chd ATIR NHU METF @AM AP ANTRTRAL-,

P+NAF& NP +7

goANCTT P+PNAD- ATP +7
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(CACPNRER
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OeNAT 9L27F PAAD-
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P A NAF

(JPL9™ 94+ NAF

eahc Nhs-

AT 2MPAN (Jgeygo

11

PAB/F KNS PUNTRT F¢h

OPATALN/ RN

CJPANY® NAF

P A NAF

(JPLI™ 1+ N

oehhc NAS

OART 2MPAL (Jgnygo

he

A 3: PURTT Ahh g

PUNIRT S8

OATE oC
OAnt @C
CINEgNt @C

PUNTPT HE

()®8 AL M F Paq$N AD Lkt

()&8 AL rF Paq$N P+pandDd PHNF AD e by F

ON@AD AT ACAT PARHPOC Rt

(P88 aMANAR $NT

()&8 AL rF Paq$N PpandDd PPNF AD L hYF AT NMAMD
PAMYF NCAT PAORHPOC AR LAt

()88 AL rF PaQ$N P+pdDdD PPNF AD L hYF AF PS8
TMANAA $NF

() PA+$anan pHNTF av eyt AT NAND PAMTT NCAT

81




PAHPOC L ALT
O)PA+anar pHNt ARt AT PE§ MANAA $NF

Lat+eaear PNt o ekt

AP (IR EATR

PA+edrdr PHNF APkt ALTT

(J&8 AR P@$N NCENAECLS $NT

(&8 AR PN NAAIRLT ALNTC N
(J®8 AL PM$N RNERSLATEH 0 ALNTC $NT
CIAALL.. Lgmge

PA+earar pHNF L HHCHC

ONFmM >0y $2TC721% 0.05 % PN+
ONFM >0 S2TC721T 0.05 % NedP
ONFmFNT NALT 0.1 % Nt
OnFm>NT NALT 0.1% néIP
OakenFNa TCTREF 0.05% $N+
OnfenFNa TCTREF 0.05 % NI
OhLeenctHny Arvtt 1% héoe
Oheeencrny Atvtt 1% 0N+
O&ANEE AVLTTLE 0.025% s
OPmY+0T &84T 0.1 % NeTP
OPrmmY+0T &R4%F 0.1% PN+

A (JPA9®m

PHpaeae NG AL ALY

AP LR EATR

Pteandn PpNF aP LA

OhCthAtC LS8 $NT+n NHAY

OhCthhtCLes PNTH+NdAR $NE

OnCthhtCL 8 2NT+HNAANLAN AL + NAHAY
CINCEPAEC LS $NTHNAAALAR ANE+HNLAR $NF
ONPCEPNEC LS $NF + NRLL+ NATHAY
OhCthhtCL 8 PNT+HNAANRAN+HNRL P+NNHAY
CIAALL... CJPAT®

PHpaedn PpNF A2 ALFHCHG

N@ND PAMTF NCAT PTHPOC
L it

LIAP (IR LA

10

Na.AD PAMTF NCAT PTAHPDC
a2 it

ONAE PAMAL PBZ AACE ML AT

ONaecd, PMmAD NCENAEC LS. AT

CONA& P.OAL NCEhAECL S 22kt
OAA...... CJPAg®

11

Na.AD PAMTF NCAT PTAHPDC
ameh1t HCHC

CJAFEHT 10 mg A7
COATZHY 5 mg P99,mm
Oed-t47% 5 mg PTA,MmM
Oed-t47% 10mg AThNA
(J8NAe£4.7 0.5 mg PaRMmM
8N t87 5 mg AThNA
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12 P#8 MANAR UNIPT ARYT AP
LR RATR

13 P$8 MANAA UNIRT KL TF OAHAY + AN Nt
CAHAY NF
AN #NT NF

ONHAY + hded- He
oLs HeFT NF
CIAA

LeAg™

h&4 4: hUh9T N3A Phae g

ATTH £CMFL2+N ARST A5 PaAhh NUL

nuhRTam- N3A PaRnhh NUL

1 URgRS e+Ea/Nt Y /[

2 PaRANh NCemt DAY NF TMANA JAMPAL TANN
3 PanAhh UPLATYH AMaL OnC Phee

4

Oaek NA™ +4 FE

) NM® P+AA T ALTIIR AA=
O 70 P+AA T AT AN
(] 9279° A@-M PAGR:

PMANA Mt

(IMmé& ) PA+AAA

83




AMHARIC VERSION OF CDLQI

CDLQI &o-m.t
PUPNTIFA €PC: cDLQl ™My F:
nge: pgeLans. M-Mmet:

PHU ®MELP AATY PESP U1 NAMPAL ULDT AL NNALD- ATRTF LALLM +605 dPANT 10
ANAPT AALTIRT8. M PR AL P’ TPART PRCH:

1. NNALD- ARYVF 88P 97 PUA PARANRA TN MM AT @NAT mEID | AB9 Nmge |

yaege NagAt yNZMm.? NMmge O

FanFy O

MG |

2. NNALMD- AGRTFHE NSB8P Yange 9o Pt 927 PUA PUGRZLT mRIR NPT | AB9 nmoe |

NARCAP NATEPANMNT OBgR1% T PARGL L ML YD PUHY AR +ATRRPF | MR O

1NC? Frany |

N&Bed-R O

3. NNAL®- AGRTHE PR8P NAF NALETTP AL 9°F PUA +&OF AL ZA? | AB9 nmoe |

NMmge O

FanF O

N6Bed-R ]

4. NNAL@ AFPYE NSBP NAF TPATPF 927 PUA PHAPDL IR AR AANATTY | AB9) Nmge | [

/ B TPTY AL CTPA? Nmge O

Franzy |0

Nebed-N |

5. NNALG: AGRHHE NS/ P FoIC NP @r6ps NAPOME: NAReR,MF LI | A5 Nmge |

NTCE o1 TMAALLPT I 9o PUA +OATF £ MCNFLA? NMmge O

Ty |O

N6Bed-R O

6. NNALD AGRTHE NSBP FoC PN T LT NPT MLIR hA AT N7CHTF 9°F | A8 nmye | L]

PUA +&PNPA/ATR LR hECAPFA? NMmge O

Ty O

N6Bed-R O

7. NNALD- ATRTHIHRIRUCTH NEA | PHIRUCT NEA-TH NINZ: NNALE® | hgeuct |
I 1NC? DL9P A9RTF PREP FoIC NFIRUCT NF | N NARAA

P AL TP PUA +R0OF A8 nmoe |
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ANECNPFA?

nmge

70 NF

Nee4-A

NNAL @ AFRT+E N9 1H 1NC? PN%A 1H NN NNAL G- ATPYF
PSSP FoC NIAT NLNF AT8LAAS
go7 PUA ANA APCNPFA?

AE NMgm

nmge

70 NF

NeZ-A

8. NNALM® AFP1F P8P FoC PN P+ NABLL NPT PAPMe-F F NNASFP
PAOA&T FANTTIFT MPEPT PAPMPP ML IR APF A.LCEPF 9o PUA
AIMIRU/A INC?

AE NMge

nmge

0 NF

NeZ-A

9. NNALD ATPTT P8P FC NATPAGP T°7F PUA +BAT LPCNFA?

AE° NMge

nmge

0 NF

Ne4-A

10. NNAL @D~ ATPTF ASSP P LLCTHF UNTRT I PUA F9IC M CNPFA?

AE NMgm

nmge

70 NF

Ne4-A

Qoo 0goooooOgoo o good o d

AL 0q: +7: / /

ANAPYT ARLTLYS PP AAN ATL+AM ££I°M :: ATACADTA Y=

M.S. Lewis-Jones, A.Y. Finlay, May 1993, 2U PA £4NA.P7T 4P aP7AND PANTT
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8.6. ANNEX VIII: CDLQI License grant

Dear Professor Alemseged Beyene

This email confirms that a free licence (ID CUQoL1700) has been granted to you to use
the Children's Dermatology Life Quality Index - CDLQI (text only version), for the purposes of
your study: Assessment of the quality of life , treatment practices and associated factors among
atopic dermatitis patients at All Africa Leprosy Tuberculosis and Rehabilitation Training
Center(ALERT), Addis Ababa , Ethiopia : A prospective follow up study, in accordance with
the terms and conditions of the licence.

You can download the guestionnaire from our website.

Please note: You must include the appropriate copyright statement at the end of every copy of
the questionnaire.

If you require further information, please contact: dermqol@cardiff.ac.uk.

Please quote your licence ID on all communications.
Regards,

Hillary Ba
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