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ABSTRACT

Introduction: Atopic dermatitis (AD) is an
inflammatory disease causing severe skin itch-
ing. Data on patient–physician disconnect on
treatment satisfaction in patients with AD in
Japan are limited. We investigated
patient–physician disconnect on treatment sat-
isfaction in AD and if it influences treatment
patterns, clinical characteristics, and patient-
reported outcomes (PROs).
Methods: Data were drawn from the Adelphi
AD Disease Specific Programme (DSP), a real-
world, point-in-time survey of physicians and
patients with AD conducted in Japan from April
to July 2019. Patients and physicians were
grouped according to level of treatment satis-
faction (‘‘extremely satisfied’’ to ‘‘extremely
dissatisfied’’); with any level of dissatisfaction
recorded as ‘‘less than satisfied.’’ Data were col-
lected on treatment patterns, clinical charac-
teristics, and PROs including the Dermatology
Life Quality Index (DLQI), Patient-Oriented

Eczema Measure (POEM), EQ-5D-3L question-
naire, and Work Productivity and Activity
Impairment (WPAI) questionnaire.
Results: Data were provided by 184 patients
with AD and 56 physicians; 72.8% of
patient–physician pairs reported a fair (kappa
coefficient: 0.40) level of agreement on treat-
ment satisfaction, 51.6% of patient–physician
pairs were both satisfied, and 21.2% were both
less than satisfied. Satisfied physicians pre-
scribed a mean 1.2 fewer treatments than dis-
satisfied physicians (p\0.05). Cases where both
physician and patient were less than satisfied or
where patients were less satisfied than their
physicians reported the worst PROs, DLQI (both
less than satisfied: mean 10.7 versus patient less
satisfied than physician: 10.6 versus overall:
7.9), POEM (19.5 versus 17.3 versus 17.0), EQ-
5D-3L (0.82 versus 0.81 versus 0.87) (all,
p\0.05). Work impairment was highest when
both patient and physician were less than sat-
isfied (p\ 0.05). Physicians cited treatment
efficacy and patients cited efficacy and usability
as main reasons for dissatisfaction.
Conclusion: Overall, 12.0% of patients were
less satisfied with their AD treatment than the
physician, demonstrating some of the worst
PROs, suggesting unmet need that could be
improved by better patient–physician
communication.
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Key Summary Points

Why carry out this study?

There are limited data on the level of
patient–physician disconnect on
treatment satisfaction in patients with
atopic dermatitis (AD) in Japan.

We investigated patient–physician
disconnect on treatment satisfaction in
AD and its influence, if any, on physician
treatment patterns and patient-reported
outcomes (PROs).

What was learned from the study?

We found that 12.0% of patients were less
satisfied with treatment than their
physician and had some of the worst PROs
in the study sample.

Better communication could improve
patient–physician alignment on
treatment satisfaction and improve PROs
for those patients experiencing unmet
need.

INTRODUCTION

Atopic dermatitis (AD) is a chronic inflamma-
tory skin condition marked by extreme pruritus
(itching) and is frequently linked with atopic
and nonatopic comorbidities, reflecting the
systemic nature of the disease [1]. This condi-
tion causes inflammation and disruption of the
skin barrier, resulting in adverse effects on
patient quality of life (QoL) [2]. Patients with
AD often suffer from disturbance of sleep [3]
and skin pain [4] due to their condition, as well
as commonly experiencing impacts on their
social functioning and psychological wellbeing
[2].

AD is one of the most prevalent skin condi-
tions in Japan [5], tending to develop in child-
hood and often resolving itself with age. Despite
this, the prevalence of the disease in adolescents
(ages 13–17) ranges from 0.2% to 24.6% world-
wide [6] and affects 3.3% of adults in Japan [7].
AD has been linked to work and productivity
impairment, with one-third of adult patients
with AD absent from work due to this condition
[7]. This may result in larger-scale socioeco-
nomic strain in countries with high prevalence
of AD.

The main aim of treatment is to reduce the
number of flare-ups, control flare-ups which
occur, and reduce the itch and skin pain asso-
ciated with AD [8]. Topical corticosteroids and
topical calcineurin inhibitors are the current
standard therapies recommended by the Japa-
nese AD treatment guidelines for managing
inflammation in AD, and topical moisturizers
are recommended to alleviate cutaneous barrier
disruption [9, 10]. For severe refractory cases,
systemic treatment such as oral cyclosporin or
ultraviolet irradiation is an option [11]. Dupi-
lumab and baricitinib are approved systemic
agents for the treatment of moderate-to-severe
AD in Japan and have thus expanded the
available treatment options [12, 13].

Patient-reported outcomes (PROs) and
physician evaluation are the basis for the
assessment of treatment satisfaction and disease
progression in AD. It is essential that patient
and physician perceptions align in terms of
disease activity and treatment satisfaction to
optimize the treatment plan and achieve the
best possible outcome for the patient [14, 15].
Where there is agreement between patients and
physicians, health conditions tend to be more
stable [16].

Previous research has shown that there is a
disconnect in how patients with AD perceive
the severity of their symptoms when compared
with their physicians, with one study reporting
that almost one-third of patients rated symp-
tom severity differently from their physician
[17]. Other studies have reported gaps in the
communication and understanding of disease
burden between patients with AD and their
physicians [18], and Okubo et al. reported a
difference between patients with AD and
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physicians in Japan in their preference for a new
treatment, with 77% of physicians and just 46%
of patients saying they would opt in to new
treatment [19].

There is evidence that patient–physician
disconnect can affect patients’ willingness to
engage with treatment, with Kamei et al.
reporting that adherence to medication among
patients with AD in Japan was positively corre-
lated with their health literacy and satisfaction
with communication with their physician [20].
These findings demonstrate the importance of
assessing and quantifying the level of patient
and physician disconnect with respect to treat-
ment satisfaction. However, the available
research on the disconnect between patients
and physicians concerning success of treatment
regimens and status of disease in patients with
AD in Japan is limited. Therefore, the aim of
this study was to investigate the patient and
physician disconnect regarding AD treatment
satisfaction and to evaluate whether treatment
satisfaction gaps are associated with PROs,
clinical characteristics, and treatment patterns,
with a view to build on the sparse real-world
evidence of physician and patient perception
gaps in Japan.

METHODOLOGY

Study Design

Data were drawn from the Adelphi AD Disease
Specific Programme (DSP), a point-in-time sur-
vey of physicians and their adult patients with
AD in a real-world clinical setting conducted in
Japan between April and July 2019. Data were
collected through physician- and patient-com-
pleted questionnaires designed to gather infor-
mation on disease impact and treatment
satisfaction and included retrospective data
captured from each patient’s medical record. A
complete description of the survey methodol-
ogy has been previously published and vali-
dated [21, 22].

Participants

To be included in the study, physicians had to
be involved in AD management and see a
minimum of five patients with moderate-to-
severe AD monthly (including at least one
patient with moderate and one patient with
severe AD). The selected physicians were
instructed to complete a physician survey fol-
lowed by a physician-completed patient record
form (PRF) for the next five consecutively con-
sulting adult patients with AD. To meet the
inclusion criteria, patients were required to be
aged 15 years or older, diagnosed with AD, and
either have a history of or be currently experi-
encing moderate or severe disease.

Physician-Recorded Data

The PRFs included questions on patient demo-
graphics: age, sex, body mass index (BMI), and
work status; and clinical characteristics: disease
duration, physician-reported AD severity (mild,
moderate, or severe) at the time of consultation
and at initiation of current treatment, and cur-
rent body surface area (BSA) affected. The data
captured also included all the information
required to calculate a current score on the
Eczema Area and Severity Index (EASI) (range
0–72, higher score indicating greater severity)
for each patient, as well as current treatment
and physicians’ satisfaction with treatment. The
data collected on treatment patterns included
the total number of treatments ever prescribed
to the patient and the number of times the
treatment regimen was switched by the
physician.

Treatment satisfaction was assessed on a
Likert scale. Physicians were asked how satisfied
they were with patients’ current treatment
based on current disease control; they could
choose from seven options: ‘‘extremely satis-
fied,’’ ‘‘very satisfied,’’ ‘‘satisfied,’’ ‘‘neither satis-
fied nor dissatisfied,’’ ‘‘dissatisfied,’’ ‘‘very
dissatisfied,’’ ‘‘extremely dissatisfied.’’
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Patient-Reported Data

At the time of consultation, patients for whom
physicians completed a record form were invi-
ted to complete a patient self-completion (PSC)
questionnaire. The PSC included questions
about the symptoms that the patient experi-
enced daily, a range of PROs, and their satis-
faction with treatment, for which the patients’
responses could be matched with physician-re-
ported treatment satisfaction.

For symptoms of AD including skin itch,
sleep disturbance, skin pain, depression, and
anxiety, patients were asked to report how often
they experienced these symptoms (‘‘all the
time,’’ ‘‘regularly,’’ ‘‘sometimes,’’ ‘‘rarely’’) and
rate how much each symptom bothered them
(‘‘not at all,’’ ‘‘a little,’’ ‘‘moderately,’’ ‘‘very,’’
‘‘extremely’’).

Health-related quality of life was assessed
using the Dermatology Life Quality Index
(DLQI) questionnaire, which covers six
domains: symptoms and feelings, daily activi-
ties, leisure, work and school, personal rela-
tionships, and treatment. The options for the
patient’s response to how often they experience
certain symptoms/ issues are ‘‘not at all,’’ ‘‘a lit-
tle,’’ ‘‘a lot,’’ and ‘‘very much,’’ with corre-
sponding scores of 1, 2, and 3; a 0 is allocated to
an unanswered (‘‘not relevant’’) response. Totals
range from less to more important on a scale
from 0 to 30 and scores are regarded as clinically
relevant if there is a 5-point change from base-
line [23].

AD severity was measured with the Patient-
Oriented Eczema Measure (POEM), a validated,
patient-derived measure scored on a scale from
0 to 28, which assesses the patient’s experience
of seven domains over the last week: itch, sleep,
bleeding, weeping or oozing, cracking, flaking,
and dry skin. A lower score indicates a better
result in the POEM outcome measure [24].

The patient’s ability to work and perform
regular activities was measured using the Work
Productivity and Activity Impairment (WPAI)
questionnaire. The WPAI is composed of six
questions designed to determine employment
status, AD-related work absences, absences for
other reasons, how AD affects work productiv-
ity, hours worked, and how AD affects activities

outside of work. The recall period is defined as
the 7 days preceding the date on which the
questionnaire was completed, excluding the
day on which the questionnaire was completed.
Four parameters are used to score the answers
from the questionnaire: percentage of absen-
teeism, percentage of presenteeism, the per-
centage of total work impairment (derived from
combining absenteeism and presenteeism), and
percentage of impairment during out-of-work
activities [25].

Overall QoL was assessed with the EQ-5D-3L
questionnaire and analogue scale. The EQ-5D-
3L is comprised of two components: a
0–100 mm visual analogue scale that rates the
patient’s health and a descriptive system which
is composed of five dimensions (mobility, self-
care, usual activities, pain/discomfort, and
anxiety/depression), that are ranked in three
levels by the patient: ‘‘no problems,’’ ‘‘some
problems,’’ and ‘‘extreme problems’’ [26]. The
Japan-specific tariff was applied to EQ-5D-3L
scores. The population norms for EQ-5D-3L in
Japan in 2016 were reported as 0.957 in males
and 0.933 in females aged 30–39 years [27].

Ethics

The DSP fulfills the definition of a market
research survey under the European Pharma-
ceutical Market Research Association (EphMRA)
Code of Conduct and is therefore conducted to
market research, rather than clinical guidelines
[28]. Market research surveys are exempt from
requiring Institutional Review Board (IRB)
approval; however, the Western IRB (WIRB)
conducted a methodological review of the ato-
pic dermatitis DSP and provided an exemption
(institution protocol reference AG-8382).

The DSP was conducted in compliance with
the Declaration of Helsinki. Freely given,
specific, and informed consent was obtained
from each respondent to take part in the DSP
and for the processing of their personal data. All
data provided by physicians and patients were
anonymized.
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Statistical Analysis

In analyses where we were interested in patient
and physician alignment on treatment satis-
faction, we combined their responses and
compared groups where physicians and patients
were in agreement (both satisfied and both
dissatisfied) with groups where patients were
either less or more satisfied with treatment than
their physician.

In analyses that included the status of the
patient’s AD we combined patients that physi-
cians reported as improving and stable to form
the ‘‘controlled’’ group and combined patients
reported to be changeable, deteriorating slowly,
and deteriorating rapidly to form the ‘‘uncon-
trolled’’ group.

Numerical variables were described using
number (n), mean, and standard deviation (SD);
categorical variables were described using n and
percentages (%). Comparisons in descriptive
analyses were made using T-tests and analysis of
variance for numeric variables, and chi-squared
tests for categorical variables. Kappa analysis
was used to analyze the level of agreement
between patient and physician satisfaction with
treatment. Kappa statistics are measured on a
scale ranging from 0.00 to 1.00, with levels of
agreement categorized as follows: below 0.00
(poor), 0.00–0.20 (slight), 0.21–0.40 (fair),

0.41–0.60 (moderate), 0.61–0.80 (substantial),
and 0.81–1.00 (almost perfect) [29].

In addition to the above, for analyses such as
physician satisfaction with treatment, clinical
characteristics and number of treatment lines,
analysis groups were based on physician level of
satisfaction regardless of patient satisfaction.
Similarly, analyses of PROs, patient symptom
burden, and patient treatment satisfaction were
based on patient level of satisfaction.

RESULTS

In total, 56 dermatologists provided data on 265
patients. Of those patients, 184 completed a
PSC and were currently receiving prescribed
treatment. Patients in this sample had been
diagnosed for a mean of 11.6 years, were
38.5 years of age on average, and 57.1% were
male.

We found that overall, a total of 72.8% of
patients reported a fair level of agreement
(kappa coefficient: 0.40) with their physician on
assessment of treatment satisfaction, with
51.6% of these patients and physician pairs
reporting they were both satisfied with treat-
ment and 21.2% of pairs reporting they were
both less than satisfied with treatment (Table 1).

Table 1 Alignment of physician- and patient-reported satisfaction with treatment

n = 184 Patient-reported treatment
satisfaction

Kappa
coefficient

p-value

Satisfied Less than
satisfied

Physician-reported treatment

satisfaction

Satisfied 95

(51.6%)

22 (12.0%) 0.40 < 0.05

Less than

satisfied

28

(15.2%)

39 (21.2%)

Kappa analysis measures the level of agreement between physician and patient using a 6-point scale, with ratings of 0.0
as poor, 0.0–0.20 as slight, 0.21–0.40 as fair, 0.41–0.60 as moderate, 0.61–0.80 as substantial, and 0.81–1.00 as almost
perfect
Bold values indicate significant difference of p-values
p-value indicates agreement, rather than a difference between physician and patient
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Table 2 Physician-reported patient demographic and clinical characteristics by level of agreement with patient on treatment
satisfaction

Overall
(n = 184)

Both
satisfied
(n = 95)

Patient more
satisfied than
physician
(n = 28)

Patient less
satisfied than
physician
(n = 22)

Both less
than
satisfied
(n = 39)

p-value

Patient demographics

Patient age, mean years (SD) 38.5 (15.2) 37.9 (16.1) 39.6 (15.3) 40.4 (15.7) 37.9 (13.1) 0.884§

Patient sex, n (%) n = 184 n = 95 n = 28 n = 22 n = 39

Male 105 (57.1) 53 (55.8) 18 (64.3) 14 (63.6) 20 (51.3) 0.664�Y

Patient BMI, mean (SD) 23.7 (20.9) 21.6 (2.9) 22.9 (2.7) 22.4 (2.7) 30.2 (44.8) 0.177§

Patient employment, n (%) n = 176 n = 92 n = 27 n = 21 n = 36

Not employed 64 (36.4) 33 (35.9) 7 (25.9) 10 (47.6) 14 (38.9) 0.47�Y

Clinical characteristics

Time since diagnosis, mean years

(SD)

n = 184 n = 95 n = 28 n = 22 n = 39

11.6 (11.1) 11.1 (9.9) 11.8 (12.4) 23.3 (20.3) 9.6 (10.1) 0.291§

Physician-rated current severity of

patient’s AD, n (%)

n = 184 n = 95 n = 28 n = 22 n = 39

Mild 60 (32.6) 44 (46.3) 4 (14.3) 9 (40.9) 3 (7.7) \ 0.05�Y

Moderate 108 (58.7) 49 (51.6) 23 (82.1) 10 (45.5) 26 (66.7)

Severe 16 (8.7) 2 (2.1) 1 (3.6) 3 (13.6) 10 (25.6)

Describe this patient’s disease

currently, n (%)

n = 184 n = 95 n = 28 n = 22 n = 39

Controlled 128 (69.6) 79 (83.2) 17 (60.7) 16 (72.8) 16 (41.1) \ 0.05�Y

Uncontrolled 56 (30.4) 16 (16.8) 11 (39.3) 6 (27.2) 23 (59.0)

Is this patient currently

experiencing an acute episode

(flare-up)?, n (%)

n = 184 n = 95 n = 28 n = 22 n = 39

Experiencing a flare-up currently 33 (17.9) 9 (9.5) 7 (25.0) 3 (13.6) 14 (35.9) \ 0.05�Y

Current BSA, mean (SD) n = 172 n = 89 n = 26 n = 21 n = 36

26.9 (20.2) 24.8 (19.6) 27.5 (18.7) 24.0 (17.9) 33.4 (23.1) 0.158§

Current EASI score, mean (SD) n = 183 n = 95 n = 28 n = 21 n = 39

10.3 (8.1) 8.1 (6.7) 11.7 (7.0) 9.4 (6.3) 14.7 (10.5) \ 0.05§

Number of body areas affected by

AD, mean (SD)

n = 184 n = 95 n = 28 n = 22 n = 39

2.7 (1.2) 2.4 (1.1) 3.1 (0.9) 2.4 (1.3) 3.5 (1.0) \ 0.05§
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Patient Demographics and Clinical
Characteristics

Table 2 presents results from patient and
physician pairs in four groups based on their
agreement or lack of agreement on their satis-
faction with treatment.

There was a trend that patients who were less
satisfied than their physician had experienced
AD for longer than patients in the other groups
(mean 23.3 years); however, this was not sta-
tistically significant. We found differences in
distribution of patients with mild, moderate,
and severe AD across the satisfaction groups
(p\ 0.05). Where both the patient and physi-
cian were satisfied, patients were more likely to
have milder (p\ 0.05) and more often con-
trolled disease (p\ 0.05) than where both
patient and physician were less than satisfied.
There was a significant difference between
groups in the proportion of patients experienc-
ing a flare-up at the time of data collection.
Overall, where patients and physicians were
both dissatisfied, 35.9% of these patients were
experiencing a flare-up at the time of data col-
lection, 25.0% for patients who were more sat-
isfied than the physician, 13.6% for patients
who were less satisfied than the physician, and

9.5% when both were satisfied (p\0.05).
Overall, patients experienced a mean of 4.0
symptoms during acute episodes per year,
however, this was considerably higher where
both physician and patient were less than sat-
isfied [mean (SD) per year: 6.7 (6.0)]. Similarly,
EASI scores were also significantly different
between groups (p\0.05). Higher EASI scores
were recorded where both patient and physician
were less than satisfied (mean 14.7) and where
the patient was less than satisfied but the
physician was satisfied (mean 11.7).

Table 3 shows that physician satisfaction is
closely associated with observable clinical
characteristics and disease status. For patients
where the physician was satisfied (n = 117
patients), a higher proportion of these patients
had mild (p\0.05) and controlled disease
(p\ 0.05), and fewer flare-ups (p\0.05). Simi-
larly, these patients were reported to have
lower mean BSA, EASI score, and number of
flare-ups over the last 12 months (all, p\0.05).

Key reasons for physician dissatisfaction
with treatment were centered around ineffec-
tiveness, with lack of control of pruritus, lack of
overall efficacy, and persistent symptoms being
the most cited reasons for dissatisfaction
(Fig. 1).

Table 2 continued

Overall
(n = 184)

Both
satisfied
(n = 95)

Patient more
satisfied than
physician
(n = 28)

Patient less
satisfied than
physician
(n = 22)

Both less
than
satisfied
(n = 39)

p-value

Number of symptoms (of any

severity) experienced during a

typical acute episode (physician-

reported), mean (SD)

4.0 (5.6) 2.8 (5) 4.7 (5.7) 3.2 (5.5) 6.7 (6.0) \ 0.05§

CCI, mean (SD) n = 184 n = 95 n = 28 n = 22 n = 39

0.06 (0.32) 0.06 (0.32) 0.0 (0.0) 0.0 (0.0) 0.13 (0.47) 0.308§

The ‘‘controlled’’ group combined patients that physicians reported as improving or stable and the ‘‘uncontrolled’’ group
combined patients that were reported as changeable, deteriorating slowly, or deteriorating rapidly
BSA body surface area, BMI body mass index, EASI Eczema Area and Severity Index, SD standard deviation
Higher EASI scores indicate quality of life is more impaired
§Analysis of variance
�YChi-squared test
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Treatment Patterns

Patients whose physicians were less than satis-
fied had received a greater number of treat-
ments in total than patients whose physicians
were satisfied with treatment (p\0.05, Fig. 2).

Similarly, in cases where the physician was
less than satisfied with treatment, patients had
their treatment switched more often, with more
of these patients receiving a greater number of
2–3? treatment regimens over the course of
their disease (p\ 0.05, Fig. 3).

Patient-Reported Outcomes

Lower mean DLQI scores (better QoL) were
reported in the groups where the patient was
satisfied, regardless of physician satisfaction.
Where patients were less than satisfied, the
mean DLQI score was similar to cases where
both the patient and their physician were less
than satisfied (Fig. 4a). In the case of the POEM,
which measures symptoms, the highest scores
(worst QoL) were reported by the groups with
any dissatisfied participant (either patient or
physician) (Fig. 4b), whereas EQ-5D-3L scores
followed a similar pattern to the DLQI, with the
groups where the patient was satisfied recording
the highest mean scores (indicating better QoL)
and those where the patient was less than sat-
isfied recording the lowest mean scores (Fig. 4c).

Overall, we found work productivity
impairment was highest where both patients
and physicians were less than satisfied with
treatment, with these patients reporting higher
activity impairment (49.5%) than when both
patient and physician were satisfied (25.9%)
(Table 4).

Table 5 presents the patient-reported burden
as high across all patient groups, but highest
where the patient was less satisfied than the
physician and where both the physician and
patient were less than satisfied. Sleep disruption
and skin pain were worse when there was any
treatment dissatisfaction irrespective of whe-
ther it was physician dissatisfaction, patient
dissatisfaction, or both (p\ 0.05 and p\ 0.05,
respectively, across the four groups).

Among the patients who reported being
dissatisfied with treatment, the most common
reasons for dissatisfaction differed to those
reported by physicians and concerned both
usability and efficacy, with 29.5% citing that it
left a greasy layer on their skin and 24.6% stat-
ing that it had not improved their condition the
way they had hoped and it was inconvenient/
messy to use. (Fig. 5).

DISCUSSION

Our research among Japanese dermatologists
and their adult patients with AD showed a dis-
connect between physician and patient satis-
faction with treatment for over a quarter of
patients (27.2%). The resulting kappa value of
0.40 indicates only a fair level of agreement
between physicians and their patients. Com-
pared with similar research in the USA and
Europe, the level of agreement was slightly
lower (USA 0.53; Europe 0.54) (data on file,
Adelphi Real World). Other published research
on psoriasis found a similar value (kappa, 0.37)
to that observed in the current study [30].

For patients who were more satisfied with
their treatment than the physician, this may be
because this group included a higher proportion
of patients with moderate or severe disease at
the time of data collection who may have lower
expectations for their treatment goals than their
physician. Similarly, it is possible that these
patients, while remaining moderate/ severe,
could still have seen some improvement from
treatment, and may view any improvement as a
good thing, even if it is not large, particularly if
the improvement occurs in very visible areas
such as the head or face, or if they have had
their condition a long time and have seen no
improvement until recently.

Patients who were less satisfied with their
treatment than their physician tended to have
worse PROs than patients who were satisfied.
This suggests that the physician may be una-
ware of the patient’s unmet need and that
physicians and patients may have different
treatment goals. One possible solution to this is
for physicians to use PRO instruments to help
them understand patient burden and which

512 Dermatol Ther (Heidelb) (2023) 13:505–522



symptoms are the most bothersome; however,
one study found these were seldom used to
assess the impact of AD on the patient’s daily
life [17]. This is further complicated by the fact

that psychocultural–social tendencies in Japa-
nese culture may mean that patients are less
forthcoming when describing their symptoms
and needs to their physician [31]. Similarly, in

Table 3 Patient clinical characteristics by physician satisfaction

Overall
(n = 184)

Physician satisfied
(n = 117)

Physician less than
satisfied (n = 67)

p-value

Time since diagnosis, mean years (SD) n = 58 n = 36 n = 22

11.6 (11.1) 12.1 (11.2) 10.7 (11.1) 0.646�

Patient current severity, n (%) n = 184 n = 117 n = 67

Mild 60 (32.6) 53 (45.3) 7 (10.4) \ 0.05�Y

Moderate 108 (58.7) 59 (50.4) 49 (73.1)

Severe 16 (8.7) 5 (4.3) 11 (16.4)

Describe this patient’s disease currently, n (%) n = 184 n = 117 n = 67

Controlled 128 (69.6) 95 (81.2) 33 (49.3) \ 0.05�

Uncontrolled 56 (30.4) 22 (18.8) 34 (50.7)

Is this patient currently experiencing an acute

episode (flare-up)?, n (%)

n = 184 n = 67 n = 117

Experiencing a flare-up currently 33 (17.9) 12 (10.3) 21 (31.3) \ 0.05�

Current BSA, mean (SD) n = 172 n = 110 n = 62

26.9 (20.2) 24.6 (19.2) 30.9 (21.4) 0.049�

Current EASI score, mean (SD) n = 183 n = 116 n = 67

10.3 (8.1) 8.4 (6.7) 13.5 (9.3) \ 0.05�

Number of body areas affected by AD, mean

(SD)

n = 184 n = 117 n = 67

2.7 (1.2) 2.4 (1.1) 3.3 (1.0) \ 0.05�

Number of symptoms at baseline (any severity),

mean (SD)

7.7 (4.5) 7.6 (4.7) 7.8 (4.3) 0.729�

Number of acute episodes symptoms (any

severity), mean (SD)

4.0 (5.6) 2.9 (5) 5.9 (5.9) \ 0.05�

CCI, mean (SD) 0.06 (0.32) 0.05 (0.29) 0.07 (0.36) 0.632�

AD atopic dermatitis, BMI body mass index, BSA body surface area, CCI Charlson Comorbidity Index, EASI Eczema Area
and Severity Index, SD standard deviation
Higher EASI scores indicate quality of life is more impaired
Significant p-values are in bold
�T-test
�YChi-squared test
�Fisher’s exact test
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the past physicians have not always disclosed
the full extent of a patient’s condition to them
[32]. Although communication has improved
extensively since Asai’s paper, our results sug-
gest that there is still a need to improve com-
munication between patient and physician.

It should be noted that the POEM behaved
slightly differently to both DLQI and EQ-5D-3L
in that for the POEM, worse scores were asso-
ciated with physician dissatisfaction. One pos-
sible explanation for this is that the POEM
focuses more on symptoms rather than feelings
and health status. Another study based on data

Fig. 1 Physician-reported reasons for dissatisfaction

Fig. 2 Mean number treatments ever prescribed to patients by physician satisfaction. §Analysis of variance
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from the USA reported that patients valued
skin-related QoL outcomes when rating the
severity of their AD, whereas physicians focused
on sleep disturbance [17].

Physicians who were less than satisfied with
treatment had prescribed a greater number of
different treatments and switched patients’
treatment regimens a greater number of times,
indicating that when physicians were dissatis-
fied, they took steps to improve the treatment
for the patient, whereas when the physician was
satisfied, they switched treatments less fre-
quently and patients were prescribed fewer dif-
ferent treatments overall. However, despite the
physician prescribing different treatments for
these patients, a subset of them remained less
than satisfied, indicating that there is an unmet
need in these patients.

Reported reasons for dissatisfaction with
treatment differed among physicians and
patients. While both indicated a lack of efficacy
as a key reason for dissatisfaction, more than a

quarter of patients stated they did not like that
the treatment left a greasy layer on their skin.
This suggests some misalignment between
patients and physicians on the most important
attributes for successful treatment; namely, that
patients were more concerned with usability
than physicians.

LIMITATIONS

Several limitations should be considered in the
evaluation of our findings. Patients included in
this survey may not reflect the general popula-
tion with AD as we were more likely to pick up
patients consulting more frequently and there-
fore who may be more severely affected by AD
than those who do not consult their physician
as frequently. Similarly, while minimal inclu-
sion criteria governed the selection of the par-
ticipating physicians, participation is
influenced by willingness to complete the sur-
veys. Patients provided data on a voluntary
basis, and might therefore be assumed to be
more engaged; however, this would not

Fig. 3 Percentage of patients that received 1, 2, or 3? treatment regimens by physician level of satisfaction. �YChi-squared
test

Dermatol Ther (Heidelb) (2023) 13:505–522 515



necessarily be reflected in their level of satis-
faction with treatment. As a result of the vol-
untary questionnaire completion and the fact
that we observed high levels of agreement in
the sample, some groups analyzed had small
patient numbers. The point-in-time design of
this study prevents any conclusions about cau-
sal relationships; however, identification of
significant associations was possible. Physician-
assessed severity was based on physician clinical
and professional judgement. With regards to
patient satisfaction expectations, these are sub-
jective and may differ on a patient-by-patient
basis; for example, it is possible that some
patients adjust to a new normal, that is, a life
with the condition rather than a life without it,
and therefore their expectations may become
lower over time. Where a patient may have
once hoped for total elimination of symptoms,

they may later hope for just ‘‘manageable’’
symptoms.

CONCLUSIONS

While the majority of physicians and patients
were in agreement over treatment satisfaction,
for more than a quarter of patients this was not
the case. In addition, while worse outcomes
were seen in those patients where both the
physician and patient were less than satisfied
with control on current treatment, patients
who were less satisfied with their treatment
than their physician tended to have worse PROs
than patients who were satisfied. For these
patients, better communication between
physician and patient may improve this dis-
connect, and physicians could also use PROs to

Fig. 4 a Patient-reported Dermatology Life Quality Index
(DLQI), b Patient-Oriented Eczema Measure (POEM)
and c EQ-5D-3L by level of agreement with physician on
treatment satisfaction. DLQI Dermatology Life Quality
Index, POEM Patient-Oriented Eczema Measure. EQ-5D-

3L scores based on Japan-specific tariff. Lower EQ-5D-3L
and higher DLQI scores indicate more impaired quality of
life. Higher POEM scores indicate more severe atopic
dermatitis. §Analysis of variance
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Table 5 Patient-reported burden of AD by level of agreement with their physician on treatment satisfaction

Overall
(n = 184)

Both
satisfied
(n = 95)

Patient more
satisfied than
physician
(n = 28)

Patient less
satisfied than
physician
(n = 22)

Both less
than
satisfied
(n = 39)

p-value

Skin itch n = 176 n = 90 n = 27 n = 22 n = 37

Patients that experienced itch

day-to-day (regularly/all the

time), n (%)

95 (54.0) 43 (47.8) 16 (59.3) 15 (68.2) 21 (56.8) 0.308�Y

How bothered patients were

about itch, n (%)

n = 180 n = 91 n = 28 n = 22 n = 39

Not at all 7 (3.9) 6 (6.6) 0 (0.0) 1 (4.5) 0 (0.0) \ 0.05�Y

A little 53 (29.4) 37 (40.7) 5 (17.9) 5 (22.7) 6 (15.4)

Moderately? 120

(66.7)

48 (52.7) 23 (82.1) 16 (72.7) 33 (84.6)

Sleep disturbance n = 132 n = 57 n = 23 n = 16 n = 36

Patients that experienced sleep

disruption day-to-day

(regularly/all the time), n

(%)

14 (10.6) 3 (5.3) 2 (8.7) 5 (31.3) 4 (11.1) \ 0.05�Y

How bothered patients were

about sleep disturbance,

n (%)

n = 172 n = 85 n = 28 n = 22 n = 37

Not at all 38 (22.1) 28 (32.9) 4 (14.3) 4 (18.2) 2 (5.4) \ 0.05�Y

A little 68 (39.5) 35 (41.2) 12 (42.9) 7 (31.8) 14 (37.8)

Moderately ? 66 (38.4) 22 (25.9) 12 (42.9) 11 (50.0) 21 (56.8)

Skin pain n = 127 n = 57 n = 34 n = 23 n = 13

Patients that experienced skin

pain day-to-day (regularly/all

the time), n (%)

28 (22.0) 4 (7.0) 7 (30.4) 5 (38.5) 12 (35.3) \ 0.05�Y

How bothered patients were

about skin pain, n (%)

n = 173 n = 86 n = 28 n = 22 n = 37

Not at all 34 (19.7) 23 (26.7) 5 (17.9) 3 (13.6) 3 (8.1) \ 0.05�Y

A little 63 (36.4) 38 (44.2) 7 (25.0) 7 (31.8) 11 (29.7)

Moderately? 76 (43.9) 25 (29.1) 16 (57.1) 12 (54.5) 23 (62.2)

Depression n = 112 n = 51 n = 20 n = 9 n = 32
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Table 5 continued

Overall
(n = 184)

Both
satisfied
(n = 95)

Patient more
satisfied than
physician
(n = 28)

Patient less
satisfied than
physician
(n = 22)

Both less
than
satisfied
(n = 39)

p-value

Patients that experienced

depression day-to-day

(regularly/all the time),

n (%)

4 (3.6) 0 (0.0) 1 (5.0) 1 (11.1) 2 (6.3) 0.245�Y

Anxiety n = 125 n = 56 n = 22 n = 14 n = 33

Patients that experienced

anxiety day-to-day

(regularly/all the time),

n (%)

12 (9.6) 2 (3.6) 2 (9.1) 3 (21.4) 5 (15.2) 0.123�Y

How bothered patients were

about their psychological

wellbeing, n (%)

n = 169 n = 83 n = 28 n = 22 n = 36

Not at all 52 (30.8) 33 (39.8) 9 (32.1) 5 (22.7) 5 (13.9) \ 0.05�Y

A little 58 (34.3) 30 (36.1) 9 (32.1) 6 (27.3) 13 (36.1)

Moderately? 59 (34.9) 20 (24.1) 10 (35.7) 11 (50.0) 18 (50.0)

§Analysis of variance

Fig. 5 Patient-reported reasons for dissatisfaction
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help understand patient burden. All this com-
bined will allow physicians to recognize what is
important to a patient and potentially improve
clinical outcomes. These findings should be
reevaluated following the introduction of new
treatment options for AD since this survey was
conducted.
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