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Abstract

Background/Objectives: Eczema is a common chronic debilitating skin condi-
tion in childhood. Data on the epidemiology and natural history of eczema across
the life course are lacking. This analysis aimed to describe these epidemiological
features in Australian children and adults.

Methods: Data collected on eczema from four Australian cohort studies were an-
alysed: namely HealthNuts, Melbourne Atopic Cohort Study (MACS), Tasmanian
Longitudinal Health Study (TAHS) and the Australian arm of the European
Community Respiratory Health Survey (ECRHS).

Results: Among children aged under 6years, 28.8%-35.6% have ever-had ec-
zema, and 16.7%-26.6% had ‘current eczema’. Among those aged 6-12years,
14.6%-24.7% had ‘current eczema’ with 12.0%-18.5% of those at ages of 6 and
10years classified as having moderate-to-severe eczema according to the Scoring
of Atopic Dermatitis (SCORAD) index. In adults, the prevalence of ‘eczema ever’
ranged between 13.8% and 48.4%. The 12-month period prevalence of eczema was
15.1% at age 18, while current eczema was 8.5% at an average age of 51, and 8.8%
at an average age 53years. Eczema was more common among young boys, but
this difference became non-significant for older children and early adolescents.
In contrast, eczema was more common for adult women than men.
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INTRODUCTION

Eczema (atopic dermatitis) is a highly prevalent inflamma-
tory skin disease characterized by skin dryness and itchy
lesions."* It is strongly associated with other allergic condi-
tions including asthma,” allergic rhinitis and food allergies.*

Globally, the 12-month prevalence rate of eczema was
reported to be 13.5%-41.9% in children aged 6-month up to
18years,” and ranged between 2.2% and 17.6% in adults.*’
However, eczema is known to have significant geographi-
cal variation both within and between countries.**® For in-
stance, in the International Study of Asthma and Allergies
in Childhood (ISAAC) Phase Three, the prevalence of ‘cur-
rent eczema’ ranged from: 0.9% in India to 22.5% in Ecuador
for the age group 6-7years, and 0.2% in China to 24.6% in
Columbia among adolescents aged 13-14 years. In Australia,
the life-time prevalence of eczema from birth to the age of
44years was reported as 41.6%, with females being more
commonly affected (48.4%) than males (35.9%).1°

Childhood eczema is considered to be the starting point
for the “atopic march”, which describes the potential progres-
sion from atopic dermatitis to asthma and allergic rhinitis
over time, usually but not necessarily in that order.>'° Thus,
childhood eczema is also a strong predictor of food allergies
in children, and significantly associated with subsequent in-
cident asthma throughout adult life."" Approximately, 60%
of eczema cases develop in the first year of life, and it can
persist to adolescence and adulthood.'*"?

Eczema is a well-recognized burden in terms of mor-
bidity, quality of life and healthcare costs.'* Furthermore,
severe cases of eczema are associated with substantial
psychosocial distress and systemic comorbidities.” For
instance, children with severe eczema are at risk of chal-
lenging behavioural problems and their parents struggle to
manage the condition successfully, with more severe dis-
ease associated with greater parental stress.* Childhood
eczema that persists into adulthood is frequently accom-
panied by a higher burden of other allergic diseases.

Most previous Australian epidemiological studies on
eczema have been carried out in children. However, pub-
lished data on the epidemiology of eczema in Australian
adults were limited,° making it difficult to examine trends
in the prevalence of eczema from childhood to adulthood.
Therefore, designing studies to better understand the epi-
demiology of eczema from childhood through adolescence
to adulthood is important. However, this has been limited

Conclusions: Eczema is common both in children and adults. The proportion of
severe eczema in children was substantial.

atopic dermatitis, cohort studies, eczema, incidence, prevalence, severe eczema

by practical challenges such as the fluctuating nature of
eczema’>'® and the need for a long duration of follow up,
which can be costly and logistically difficult.

Hence, to make the best use of available data, we aimed to
present those from already established cohorts in Australia to
describe the epidemiology of eczema in the Australian pop-
ulation across the life course, albeit mainly cross-sectionally
for different age epochs. Thus, this study aimed to mea-
sure the prevalence (lifetime, 12-month period or current
prevalence), incidence (new onset) and severity of eczema
among Australians from childhood to adulthood.

METHODS
Data sources

The project was undertaken by obtaining data from four
cohort studies: the HealthNuts study,'” Melbourne Allergy
Cohort Study (MACS),' Tasmanian Longitudinal Health
Study (TAHS)" and the Melbourne arm of the European
Community Respiratory Health Survey (ECRHS). These
data were analysed to describe the prevalence, inci-
dence and severity of eczema among a wide age range of
the Australian population (from infancy to middle age).
Because the cohorts varied by sampling frame, time peri-
ods, underlying risk of atopy and ages, it was not possible
to combine the datasets from these studies.

Ethics was approved by Monash University Human
Research Ethics Committee (Project Number: 22646),
the Research Ethics and Governance office of the Royal
Children's Hospital Melbourne (Project Number: 32294)
and the Office of Research Ethics and Integrity of the
University of Melbourne.

The HealthNuts study

This study recruited a population-based sample of in-
fants (n = 5276) between 2007-2011 and investigated the
natural history and risk factors for developing allergic
disorders including food allergy, asthma, hay fever and ec-
zema in children. Participants were recruited at the age of
12 months from council-run immunization sessions across
Melbourne. Parents completed questionnaires and re-
searcher observed eczema assessments were conducted.'”
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In the recruitment questionnaire, data were collected on
itchy skin rashes, medication used for rashes and parental-
report of doctor-diagnosed eczema. At the ages of 4, 6 and
10years, the entire cohort was approached to complete a
questionnaire which included the validated ISAAC ques-
tions.?° In addition, the duration, age of onset, remission
of eczema in the preceding 12 months, frequency of night-
time itch and the use of steroid medications were assessed.
Furthermore, at 6 and 10years of age, an assessment with
the Scoring of Atopic Dermatitis severity (SCORAD) was
conducted. SCORAD is a widely used instrument to assess
the clinical signs of eczema severity with scores ranging
between 0 and 103 points, and categorized as mild if the
score <25, moderate if 25-50 and severe if >50.21?* The
detailed methods and questions used to assess eczema at
each follow up are presented in Table 1.

Melbourne Atopic Cohort Study (MACS)

MACS was a single centre birth cohort of 620 babies,
born between 1990 and 1994, and their families, who
were recruited from antenatal clinics in Melbourne.'®
Only families with a history of allergic disease were
eligible. The babies were assessed regularly every
4weeks from birth to 14months, then at 18months
and 2years, annually from ages 3 to 7years and then at
mean ages of 12, 18 and 25years. Eczema was assessed at
each follow up. A summary of methods and questionnaires
employed at each follow up is presented in Table 1.

Tasmanian Longitudinal Health Study
(TAHS)

Tasmanian Longitudinal Health Study was commenced
in 1968 when the parents of all Tasmanian schoolchildren
(probands) born in 1961 (who were aged 7years at the
time of the baseline survey) were recruited. Parents com-
pleted questionnaires for 8583 probands (99%) and 21,043
siblings, as well as for themselves. Subsequent follow-up
studies were conducted when the participants were aged
12,18, 30,43 and 53 years.19 Eczema assessment questions
are summarized in Table 1.

European Community respiratory health
survey (ECRHS Melbourne site)

The ECRHS study was developed in response to a per-
ceived increase in the prevalence of asthma and allergic
diseases. For the first wave of the cohort conducted in
1990-1994 (ECRHSI), young adults aged between 20 and

" e43
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TABLE 1 Eczema assessments and definitions by cohort study
and age of participants in the four cohort studies

Age

Data source (years) Eczema assessment (definition)

HealthNuts 1 « Current eczema: Parent report of a
doctor-diagnosis of eczema

4,6 & 10 « Currenteczema: ISAAC criteria®
« Doctor-diagnosed eczema ever: Parent
report
Severity of eczema:
. SCORAD index™
. One or more nights per week of sleep
disturbance®

N =

MACS 0-2 « Doctor-diagnosed eczema or any
rash, treated with topical steroid
preparation (excluding rash that
only affected the scalp or nappy

region)

3-7 « One or more episodes of eczema in
12months

12 o Current eczema: ISAAC? criteria

18 & 25 « history of eczema and either one
or more episodes of eczema in
12months or the use of eczema
medications.

o Current eczema: ISAAC? criteria

TAHS 7 « Any eczema: infantile/flexural/
generalized

Clinically assessed eczema: flexural,
generalized

12 « Current eczema: flexural, generalized
eczema

18 « Eczema since previous survey (after
mean age 12years)

30 o Eczema ever: ever had one or more
episodes of eczema

43 « Eczema ever: ever had eczema or any
kind of skin allergy
53 » Current eczema: ISAAC criteria
ECRHS" [&11 » Eczema ever: “Have you ever had

eczema or any kind of skin allergy?”

III « Eczema ever: “Have you ever had
eczema or any kind of skin allergy?”
o Current eczema: ISAAC criteria

Note: New onset eczema: If participants did not have eczema in previous
surveys and only reported having eczema in the most recent survey, they
were classified as new onset' eczema, otherwise considered as ‘pre-existing’
eczema.

“ISAAC definition of ‘current eczema’: a positive response to all three
questions: ‘Have you (your child) ever had an itchy rash that was coming
and going for at least 6 months? AND ‘Have you (your child) had this itchy
rash in the last 12 months? AND ‘Has this itchy rash at any time affected
any of the following places: the folds of the elbows, behind the knees, in front
of the ankles, under the buttocks or around the neck, ears or eyes?

bSee text for description of age ranges in ECRHS waves.
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44years (n = 876 in the Australian centre in Melbourne)
were selected at random from population-based registers.
Follow-ups were carried out from 1998 to 2002 (ECRHSII)
and 2008 to 2014 (ECRHSIII).

Eczemawasassessedinall the three waves. Unfortunately,
the questions used were not consistent. In ECRHS-I and
I1, only life-time prevalence of eczema was assessed (see
Table 1). During the ECHRS III, current prevalence of ec-
zema was assessed using the ISAAC questionnaire.

Dermatology

RESULTS
Baseline characteristics of participants

The baseline characteristics of participants included in
HealthNuts, MACS, TAHS and ECRHS are presented in
Table 2.

From a total of 5276 participants in HealthNuts, 4954 chil-
dren (50.9% males) had complete data on detailed eczema
questions at age of 1 year and were included in this analysis.
Of those, 3030 (61.2%), 3267 (65.9%) and 2958 (59.7%) also
had full questionnaire assessments that included eczema
using the ISAAC questionnaires at ages of 4, 6 and 10years.
Those lost to follow up were not significantly different by sex
compared with those who continued in the study.

In the MACS cohort, a total of 619 probands (51.1%
males) were assessed for eczema at baseline. Because of
the inclusion criteria, the prevalence of allergic conditions
in family members was high.

A total of 8583 children (51.2% males) were recruited
in the TAHS baseline survey in 1968, then aged between
5.1 and 7.9years (mean +SD, 6.5 +0.3years) and over half
(51.2%) were male. Overall, 96.3% of the children were
born in Australia.

The Australian baseline ECRHS included a sample of
876 young adults, who were then aged between 20 and
44years (mean=+SD, 34.7+6.8years), 80.3% were born
in Australia and over half (52.9%) were female. Overall,
72.7% of participants who took part in ECRHSI also took
part in ECRHSII, and 36.3% in ECRHSIII; responders were
older and more likely to be women than non-responders.
However, there was no significant difference in the prev-
alence of reported ‘eczema or skin allergy’ at baseline
(ECRHSI) between those who did or did not take part in
ECRHSII or ECRHSIII surveys.

Prevalence of eczema in children

In HealthNuts, at an average age of 1-year, the prevalence
of parent-reported eczema was 26.6% (95% CI: 25.4%-
27.8%) (Figure 1). According to ISAAC criteria, around

one in every six children at ages of 4, 6 or 10years had
current eczema (Figure 2).

In MACS, 46.1% (95% CI: 42.0%-50.2%) of children
under 2years of age ever had eczema. The prevalence of
eczema in those aged 0-1years was 35.6% (31.8%-39.5%),
and for 1-2years it was 30.6% (27.0%-34.5%). For annual
follow ups between ages of 3 and 7years the prevalence of
eczema declined from 36.6% to 18.3% (Figure 1). By ISAAC
criteria, the prevalence of current eczema was 17.6%
(14.1%-21.9%) at an average age of 12years (Figure 2).

During the baseline TAHS survey (at average age 7years),
the prevalence of infantile, flexural and generalized eczema
was 9.9% (95% CI: 9.3%-10.5%), 9.7% (9.1%-10.3%) and 1.0%
(0.8%-1.3%), respectively. The prevalence of clinically as-
sessed flexural eczema at one time point was 2.3% (2.0%-
2.6%), and 15.0% (14.2%-15.8%) had ‘any eczema’. Due to
sampling and questionnaire differences, it was not possible
to describe the prevalence and incidence of eczema for the
follow up surveys in 1974 and 1981. However, the preva-
lence of flexural and generalized eczema was 2.9% and 1.7%
in a sub-sample of the TAHS study at age of 12years.

Prevalence of eczema in adults

The number of participants decreased over follow up of
the MACS cohort over time (n = 424 at 18, and n = 273
at 25years). Prevalence of eczema at age of 2 years was
not associated with completion of the 18- and 25-year
follow-ups. The 12-month period-prevalence of eczema
in participants aged 18 and 25years was 21.3% (95% CI:
17.7%-25.6%) and 26.7% (21.7%-32.4%) respectively.

Among adult participants of TAHS, the lifetime preva-
lence of eczema was 13.8% (12.2%-15.7%), 37.0% (35.8%—
38.3%) and 40.5% (38.9%-42.2%) at ages of 30, 43 and
53years, respectively (Figure 1).

Among ECRHS participants, the lifetime prev-
alence of eczema was 46.3% (43.1%-50.0%) for
ECRHSI, 48.4% (44.5-52.2%) for ECRHSII and 41.4%
(36.1-47.0%) for ECRHSIII (Figure 1). When ad-
justed for age and gender, the prevalence of ‘eczema
ever’ during ECRHSII was 31.1% (28.5-33.8%) and
ECRHSIII 27.0% (23.1-31.0%).

Eczema by age and sex of participants

The descriptive epidemiology of eczema by age and sex of
participants in the four cohorts is presented in Figure 1.
In HealthNuts, the prevalence of eczema in infants was
significantly higher among boys than girls (30.4 vs 22.6%,
p<0.001); however, there was no significant difference by
sex at later ages. In MACS, girls had a higher prevalence of
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TABLE 2 Baseline characteristics of participants in the four cohorts, n (%)

Characteristics HealthNuts (n = 4954)
Male 2521 (50.9)
Average age at recruitment 1 year
Number of siblings
0 2479 (48.5)
1 1734 (33.9)
2 668 (13.1)
3 178 (3.5)
4+ 57 (1.1)
Parental smoking
Mother smoked ever 1697 (33.3)
Father smoked ever 1958 (39.7)

Allergic conditions in siblings
Sibling with asthma -
Sibling with hay fever -
Sibling with eczema -

Allergic conditions in parents
Maternal asthma -
Maternal hay fever -
Maternal eczema -
Maternal food allergy -
Paternal asthma -
Paternal hay fever -

Paternal eczema -

Paternal food allergy -

Allergic conditions in any immediate family* member
Allergic rhinitis 2843 (53.9)
Asthma 3619 (30.7)
Dermatitis 765 (14.5)
Eczema 1611 (30.5)

Hay fever 2640 (50.0)
Food allergy 577 (11.2)

Immediate family: mother, father or sibling.

eczema than did boys; however, this difference only become
statistically significant during adolescence (* = 4.8, p<0.05
at 12years). Among adults, females were more likely to have
eczema than males (OR = 3.06; 95% CI: 1.84-5.07 at age of
18years, and OR = 1.94; 1.10-3.44 at age 25years).

In TAHS, at age of 7years both infantile and flex-
ural eczema were more common among boys than girls
(p<0.01). However, by 30, 43- and 53-years, females were
more likely to have eczema than males. Similarly, in the
ECRHS cohort ‘eczema ever’ was significantly higher for
females than males (ECRHSI p <0.001; ECRHSII p < 0.01;
and p = 0.071 in ECRHSIII).

Summarized findings from each cohort study by age
groups, the prevalence of ‘eczema ever’, 12-month period
or ‘current eczema’, as well as some severity measures, are
presented in Table S1.

MACS (n = 619)

Dermatology

TAHS (n= 8583)

= e45

ECRHS-I (n = 876)

316 (51.1) 4393 (51.2) 413 (47.2)
At birth 6.5+0.3years 34.7 + 6.8 years
66 (16.5) 923 (10.8) 54 (6.2)
191 (47.8) 1742 (20.3) 238(27.2)
100 (25.0) 2392 (27.9) 250 (28.5)
33(8.2) 1695 (19.8) 149 (17.0)
10 (2.5) 1882 (21.3) 185(21.1)
155 (25.1) 3033 (37.7) 289 (33.0)
203 (33.2) 4,819 (61.5) 526 (60.1)
219 (35.3) 2265 (10.7) -
135(21.8) 1263 (6.1) -

237 (48.7) 1950 (9.3) -

268 (43.3) 883 (11.0) 114 (13.2)
375 (60.6) 1830 (22.8) -

241 (38.9) = 311 (35.5)
239 (38.6) = =

158 (25.7) 853 (10.8) 84 (9.6)
284 (46.2) 1353 (17.3) =

126 (20.5) = 224 (25.6)
131 (21.3) - =

Since the ISAAC questionnaire was used by all four

cohorts at some survey point(s), we calculated the cur-
rent prevalence of eczema at ages of 4, 6 and 10years
(HealthNuts), 12 and 18years (MACS), at average age of
50.6years (ECRHSIII) and 53years (TAHS). As shown
in Figure 2, the prevalence of current eczema according
to the ISAAC criteria was 13.4%-21.6% in children and
5.8%-18.9% in adults.

Body areas affected by eczema

Eczema most commonly affected the folds of the elbows
(62.1%), behind the knees (56.8%), and the buttocks
(33.3%) in children aged 12 in MACS. In TAHS at age
53years, around the neck, eyes and ears (29.8%), folds of
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35% » Female e
40%
30% = Total 35%
25% 30%
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15% 20%
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10%
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5% 5%
0% 0%

1yr ayr 6yr 10yr 1yr 2yr 3yr 4ayr Syr 6yr Tyr 12yr 8yr  25yr
TAHS (Eczema ever) ECRHS (Eczema ever)

60% 70%
50% 60%
40% 0%
40%

30%
30%

20%
20%
0% 0%

7yr 30yr 43yr 53yr ECRHS-I (Ave age:34.7yr) ECRHS-II (Ave age:40.5yr) ECRHS-IIl (Ave age:50.6yr)

FIGURE 1 Prevalence (95% CI as red lines) of eczema by age and sex in the four cohort studies.
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FIGURE 2 Prevalence (95% CI as red lines) of ‘current eczema’ in children and adults according to ISAAC criteria.

the elbows (29.7%) and behind the knees (27.7%) were the
commonly affected areas in adults.

Age of onset of eczema

In the HealthNuts baseline survey, over three-quarters
(78.5%) of infants were reported to have developed it by
the age of 6-month. However, among adult participants of
TAHS surveyed at age 53years, the reported median age at
onset of eczema was 26years (interquartile range 10-44),

and two-thirds (68.8%) reported first having had eczema as
adults. In contrast, the distribution of self-reported age of first
eczema presentation among adult participants of the TAHS
followed a bimodal distribution in which new onset eczema
peaked during infancy and around middle age (Figure 3).

New onset eczema

Among children and adults with eczema investigated,
the majority had pre-existing disease (Figure 4). The
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proportion of new onset eczema followed a decreasing
trend with age. During the second wave of the ECRHS,
nearly a quarter (23.1%) of those who ever had eczema
or any itchy skin lesion did not have the condition dur-
ing the first wave. Similarly, a further 10.8% of those
who had eczema during the ECRHSIII had it for the
first time, i.e. did not have the condition during previ-
ous surveys.

Percent

o T T T

T T
0 10 20 30 40 50 60
Age at first time of eczema

FIGURE 3 Age at first time of eczema as reported by TAHS
participants at age of 53years follow up.
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Eczema severity (HealthNuts)

According to the SCORAD classification, 12.1% (9.1%-
15.8%) of current eczema at age 6 years and 18.5% (15.3%—
22.0%) at age 10years were classified as moderate to
severe. At 4, 6 or 10years, 7.0%-7.9% of the children with
‘current eczema’ were kept awake at least one night per
week due to their itchy rash, and 10.7%-12.3% had been
treated with topical steroids for over 10days in a row.

DISCUSSION

By analysing data from four cohort studies among a wide
range of age groups, including children, adolescents and
adults, we have described the epidemiology of eczema from
infancy to the 6th decade of life in south eastern Australia
(Melbourne, Victoria and Tasmania). The prevalence of
‘eczema ever’, 12-month period-prevalence and ‘current ec-
zema’ were high in Australian children and adults.

Almost one third of children aged under 6years of age
ever had eczema, while nearly a quarter had ‘current ec-
zema’. This was similar to previous Western Australian
report of at least 1 in 3 children under 5years of age hav-
ing eczema.”®> Among children aged 6-12years, nearly 1
in every 5 children had ‘current eczema’, which was also

HealthNuts ¥ New Onset MACS
30% at

M Pre-existing 40%
25% 35%
30%

20%
25%
15% 20%
10% 15%
10%

5%
5%
0% 0%

1yr ayr 6yr 10yr 1yr 2yr 3yr ayr Syr 6yr Jyr  12yr  18yr  25yr
TAHS ECRHS

45% 50%
40% 45%
35% 40%
30% 35%
30%

25%
25%

20%
20%
15% 15%
10% 10%
5% 5%
0% 0%

7yr 30yr 43yr 53yr ECRHS | (Ave age:34.7yr) ECRHS Il (Ave age:40.5yr) ECRHS lll (Ave age:50.6yr)

FIGURE 4 Pre-existing and new onset eczema by age of participants in each cohort study (new onset: If participants had current eczema
for the first time during the most recent survey. For instance, new onset eczema at age of 25years was if the participant had ‘current eczema’

at 25 but never in any of the previous surveys).
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similar to previous reports from two population-based
birth cohorts from the UK.?* In MACS, a cohort of chil-
dren with a family history of allergic disease, almost one
in every five young adults (aged 18 and 25years) had ‘cur-
rent eczema’, while among middle-aged adults in TAHS
the prevalence of ‘eczema ever’ was also high. Almost a
third of TAHS participants at ages 43 and 53years, and
close to half of the ECRHS-II & III participants at aver-
age ages 40.5 and 50.6years ever had eczema, which was
comparable to previous Australian and international
reports.w’25

These high rates of eczema are consistent with interna-
tional findings. In the current analysis, we described the
prevalence of ‘current eczema’ in both children and adults
using ISAAC criteria, with 13.4%-21.6% of children hav-
ing ‘current eczema’, according to this definition. This is
consistent with a recently conducted international survey
of children and adolescents (6 months to <18years old)
from 18 countries that reported a 13.5%-41.9% prevalence
of eczema according to these same criteria.” For exam-
ple, the prevalence of eczema was 16.5% in the US, 25.4%
in Canada, 24.0% in the UK, and 17.1% in Australia.’ In
the current analysis, the prevalence of eczema was higher
among MACS participants, but the MACS study was a high-
risk cohort in that all infants recruited came from families
with a history of allergic diseases,'® so this estimate may
well not be fully representative of the general population.

Eczema was more common among boys at early ages,
but this difference became non-significant in older children
and early adolescents. Eczema was more common in female
than male adults. This is consistent with previous reports of
a lower prevalence of eczema in male adults and older age
groups,7’9 and a lack of association of eczema with sex in
children and adolescents.” Adolescence is known to be an
important period of potential change in the body's response
to allergens when eczema decreases in prevalence.*®

Age at first-presentation of eczema in the TAHS cohort,
as assessed at age of 53years using the ISAAC question-
naire, seemed to follow a bimodal distribution in which
new onset eczema peaked during infancy and around mid-
dle age. This bimodal distribution of eczema across the
lifespan could potentially be limited by recall bias, with
participants questioned during their sixth decade of life.
Previous studies have demonstrated that remembering
having eczema in childhood was mainly possible if it was
of long duration in childhood or adult onset type.”” Adults
might not accurately recall whether they had mild allergic
conditions as children.?®

At ages of 6 and 10years in the HealthNuts study, 12.0%
and 18.5% of children respectively with ‘current eczema’
were found to have moderate-severe disease according to
the SCORAD. In the ISAAC Phase-3 global study, severe ec-
zema was defined as ‘current eczema’ associated with one or

Dermatology

more nights per week of sleep disturbance.® In HealthNuts,
about 10% of children with ‘current eczema’ fulfilled this
criterion; furthermore, at least 10% of children with eczema
were treated with topical steroids for over 10days in a row.
This use of steroids could be reasonably considered as a
measure of severity of eczema, as previous studies also re-
ported more frequent use of such preparations by children
with moderate-severe eczema than by children with mild
eczema.” Combining these proxy measures of eczema se-
verity, in the HealthNuts cohort about 10%-20% children
with eczema had a more severe form. This is substantial and
could have major impacts on the quality of life of children
and families, since severe eczema is known to be associated
with impaired sleep, poorer health outcomes and increased
healthcare utilization.® A recently conducted international
survey of children and adolescents from 18 countries re-
ported that, among children with eczema, the prevalence
of severe eczema was usually less than 15%, although this
varied across age groups and countries.’

Our study has multiple strengths. Firstly, it was based
on multiple cohorts that collected data from a diverse age
range of participants (infants, children, adolescents and
adults). We were able to describe the prevalence of eczema
using the internationally accepted ISAAC definition from
all cohorts which enabled a consistency of evaluation for
‘current eczema’ across age groups. The ISAAC questions
are known to provide adequate prevalence estimates at
the population level.” In some cohorts, flexural eczema
was also assessed clinically. All our cohorts were from
mainly populations of European heritage, which limited
generalizability, in the current multi-ethnic population of
Australia. However, it does provide a strong benchmark
for future multi-ethnic comparisons. The cohorts were re-
cruited between 1968 and 2011, providing a uniquely long
perspective; however, the obverse is that period effects
could well have affected the results.

It should be noted that comparisons of eczema preva-
lence could be affected by several limitations. Eczema as-
sessment questions varied considerably between cohorts
and at different waves of each cohort. This made it diffi-
cult to compare results either between or within cohorts.
Another limitation is that eczema severity measures were
lacking in three of the four cohorts and hence we were
not able to report on severity of eczema among adults.
Finally, the inclusion of MACS was problematic in that
participants came from high risk families, rather than the
general population. Indeed, the numerical signals for ec-
zema were as expected somewhat higher, but at least it
gave some comparative perspective to the range of eczema
epidemiology data in Australia.

In conclusion, eczema is common in both Australian
children and adults. It is more common among boys in
childhood, and among women in adulthood. It is also

85UB017 SUOWIWIOD BA1188.1D) 3]t [dde 8y} Aq pausenob ake Sape O ‘8sn J0 S9IN1 10} ARIq1T 8UIUO AB8|IA LD (SUONIPUOD-PUR-SLLIBY WD A8 1M Ae1q1 U1 |UO//:STY) SUORIPUOD PUe SWIS | 841 88S *[7202/90/20] U0 AkelqiTauljuo AB(IM ‘|10UN0D Uo1esssy [e9IPSIN PUY UifesH [euotieN Ad 996€T Ple/TTTT'0T/I0p/W00 A8 |m Akeiq pul|uo//sdiy woly pepeojumoa ‘T ‘€202 ‘0960077 T



EPIDEMIOLOGY OF ECZEMA IN SOUTH-EASTERN AUSTRALIA

Australasian Journal of

higher among participants with a positive family history
of eczema. A more definitive estimate of the epidemiology
and risk factors for eczema in Australia could be deter-
mined by designing a longitudinal national cohort study
primarily aimed at eczema assessment and using consis-
tent validated methods across the life span and in a more
diverse sample of the general population. This summary
of the epidemiology of eczema should ultimately help al-
location of resources both by government and the phar-
maceutical industry to improve patient outcomes.
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