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Hand eczema is a disease with a potentially profound ef-
fect on an individual’s life in terms of daily functioning 
and interpersonal relationships. Accordingly, methods for 
measuring health-related quality of life (QoL) are increa-
singly used to evaluate the effect of various treatments. 

In studies of skin diseases the most widely used 
dermatology-specific questionnaire is the Dermatology 
Life Quality Index (DLQI) (1). The various scales app-
lied, in the context of skin diseases, were evaluated by 
Both et al. (2). Their paper, which evaluated the inter-
pretability of the DLQI, revealed a need for reports 
concerning the minimal change of score that is relevant 
to the patients. A similar need was expressed in a review 
by Basra et al. (3). 

The aim of the present study was to explore poten-
tial factors related to a low health-related QoL among 
patients with hand eczema and to examine the responsi-
veness of the DLQI score to clinical changes.

MATERIALS AND METHODS
The study involved six private clinics and three outpatient 
clinics at university hospitals. The study population comprised 
consecutive hand eczema patients, aged 18 years or older, refer-
red with present hand eczema to one of the clinics and enrolled 
during the period January 2006 to February 2007. At the first 
consultation the clinical severity of hand eczema was assessed 
by the patients using a self-administered photographic guide 
(4). All patients were patch-tested with the European Baseline 
Series (5). In the case of exposure to other known allergens, 
additional patch tests were applied, for example the hairdressing 
series in hairdressers. Patients completed a self-administered 
questionnaire at the time of patch testing. 

Approximately 6 months later (median 7 months; range 
4–15 months) patients received a questionnaire package by 
post, which included a follow-up questionnaire and a self-
administered photographic guide. The DLQI questions were 
included in both the baseline and the follow-up questionnaire 
(permission granted). A detailed description of the study cohort 
including a dropout analysis of the non-respondents has been 
published previously (6). 

The DLQI is a 10-item questionnaire covering six aspects of 
daily life experienced during the past week. It is calculated by 
summing the score, of each question, with a maximum score of 
30 and a minimum score of 0; the higher the score, the greater 
the impairment in QoL (1). In this study cut-off points were 
made dichotomizing the DLQI total score into low QoL cor-
responding to the one-third of the cohort with the highest score 
(score 7–30) and a score < 7 identifying those with moderate 
to high QoL at baseline. By subtracting the DLQI score, the 
course from baseline to follow-up was defined as improved or 
unchanged/diminished QoL.

The data from the DLQI questionnaires were analysed by 
non-parametric statistics, as the DLQI score of the cohort was 
not normally distributed (Kolmogorov-Smirnov test, p < 0.001). 

The Wilcoxon signed-rank test was used to compare paired data, 
and the Mann–Whitney test or Kruskal-Wallis test was used for 
analysis of two or more independent groups. 

The association of the explanatory factors with the likelihood 
of having a low QoL (score ≥ 7) at baseline or having improved 
in QoL by the time of follow-up was analysed using a logistic 
regression model. Results were expressed as odds ratios (OR) 
with 95% confidence intervals. Statistical significance was 
defined as p < 0.05. All analysis was carried out using Statistical 
Products and Service Solutions package (SPSS Inc., Chicago, 
IL, USA) for Windows (release 15.0).

RESULTS

The study population comprised 799 patients, each 
centre provided from 18 to 184 individuals. The median 
age of the cohort was 41 years (age range 18–84 years) 
at baseline, 65.2% (n = 521) were women and 34.8% 
(n = 278) were men (6). The present clinical severity, 
assessed by the patients using the self-administered 
photographic guide, was reported as severe or very 
severe by 25.3% of the patients, 35.0% had moderate 
symptoms, 33.1% had mild symptoms and 6.7% repor-
ted being free of hand eczema (6). In all, 697 patients 
(response rate 87.2%) completed all 10 questions on 
the DLQI questionnaire at baseline; 571 individu-
als completed the DLQI at follow-up. The median 
DLQI score was 4.0 points (interquartile range (IQR) 
2.0–9.0, range 0–30) at baseline, and the mean score 
was 6.0 (standard deviation (SD) 5.5). In all, 6.6% of 
the population had a score of 0 points initially, and 
0.1% achieved the maximum score of 30 points. Self-
reported clinical severity was significantly associated 
with impairment in QoL, with a median score range 
from 2.0, among those who were free of hand eczema 
at the time of inclusion, to 9.5 points among patients 
with very severe hand eczema (Table SI (available at 
http://www.medicaljournals.se/acta/content/?doi=10.
2340/00015555-1093)). Patients with contact allergy 
had a higher median DLQI score than did the rest of 
the cohort (5.0 points vs. 4.0 points) (Table SI). The 
association of greater impairment in QoL with clinical 
severity and with contact allergy was confirmed by a 
logistic regression analysis. Furthermore, the patient’s 
age was relevant: in the adjusted regression model 
a greater impairment in QoL was found among the 
youngest patients, while the impairment declined with 
increasing age (Table SI). 

The median DLQI score at follow-up was 3.0 points 
(IQR 1.0–6.0, range 0–30). Among the 528 patients 
with a DLQI assessment at both baseline and follow-up, 
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a statistically significant improvement was observed 
(Wilcoxon signed-rank test, p < 0.001). The absolute me-
dian difference was 1 point, or 25% of the initial score. 
In all, 55.7% (n = 294) had a lower total DLQI score, 
while 44.3% (n = 234) had no change or were more 
affected by their hand eczema at follow-up compared 
with baseline. For clinical severity, assessed by the self-
administered photographic guide, improvement of the 
clinical symptoms was reported by 49.0% (n = 201). In 
this group the median DLQI score had declined by 2.0 
points (IQR 0.0; –5.0). Among the 38.5% (n = 158) of 
patients with unchanged clinical severity, the absolute 
difference was 0 point (IQR –2.25; 2.0), while the 12.4% 
(n = 51) of patients with aggravated clinical symptoms 
correspondingly increased in DLQI score by 1.0 point 
(IQR –1.0; 4.0). Patients with a positive patch test were 
more likely to improve in terms of QoL, with an OR of 
2.2 (IQR 1.4–3.4) (Table SII (available at http://www.
medicaljournals.se/acta/content/?doi=10.2340/00015
555-1093)).

DISCUSSION

This study shows that hand eczema has a measurable 
impact on QoL. The result supports previous papers 
addressing the subject and reporting a measurable 
negative influence of hand eczema with a mean DLQI 
score of 5.5–9.7 points (3, 7–9). However, according to 
a previously established banding system of the DLQI, 
a median score of 4 points should be considered as 
only a small effect (10, 11). The validity of the DLQI 
was supported by the fact that patients who assessed 
their visible symptoms more severely using the self-
administered photographic guide had a correspondingly 
higher DLQI score. 

When adjusted for the objective clinical finding, 
younger patients were more negatively affected in 
terms of QoL. A possible explanation is that, unlike 
younger patients, many older patients have had hand 
eczema for a long period, which could have led them 
to evolve certain coping strategies, thereby diminishing 
the implication of hand eczema on QoL. In contrast to 
a previous study of patients with occupational hand ec-
zema (8), QoL was not found to depend on the patient’s 
socioeconomic background. 

At the 6-month follow-up 55.7% had improved in 
terms of QoL. An association of self-reported clinical 
improvement with an increased QoL was found, which 
further supports the validity of the DLQI. Patients with 
a positive patch test result were more likely to improve 
compared with the rest of the cohort. Irrespective of the 
outcome of the patch test, the examination in itself has 
been shown to improve the QoL among patients with 
contact eczema (12). The present findings highlight the 
importance of patch testing not only to achieve a better 
clinical outcome, but also because personal knowledge 

of which allergens to avoid is seemingly an independent 
factor improving QoL. No information about medical 
treatment, adherence or other interventions during the 
follow-up period was provided by the study. These 
factors might interfere with the outcome, but were not 
adjusted for in the present analyses.

At the 6-month follow-up a statistically significant 
decrease in the total DLQI score was found. 

A benchmark of the minimal important difference of 
DLQI score has not yet been established for patients 
with hand eczema. Selecting patients who had reported 
a clinical improvement, the absolute median difference 
was 2.0 points. As the self-administered photographic 
guide conceptually illustrates meaningfully different 
levels of clinical severity of hand eczema, this suggests 
two points as a possible benchmark for the minimal im-
portant difference of the DLQI. However, this estimate 
is slightly lower, compared with the minimal important 
difference of the DLQI in other specific skin diseases 
(range 2.2–6.9), such as psoriasis, chronic idiopathic 
urticaria and hyperhidrosis (3, 13, 14). The relatively 
low initial median score and the small absolute dif-
ference from baseline to follow-up indicate a need for 
a more detailed scoring instrument as the complexity 
of the course seems difficult to capture in a two-point 
score value. A disease-specific instrument designed to 
evaluate the specific problems encountered by patients 
with hand eczema would be a potentially relevant supp-
lementary tool when monitoring the disease. 
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