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Background: Assessment of chronic hand eczema (CHE) is complex and warrants standardization.
Objective: We sought to guide clinicians on the assessment of CHE.
Methods:An electronic questionnaire regarding the diagnosis and assessment of CHEwas completed by councilors (n=45)

of the International Eczema Council, an international group of clinicians and researchers with expertise in CHE. The survey
consisted of 52 statements for consensus.

Results: Overall, nine statements (17.3%) had strong, twenty-three (44.2%) moderate, 12 (23.1%) low, and 8 (15.4%) very
low levels of agreement. Five statements had considerable disagreement, including the value of conducting a skin biopsy
(62.2%disagreement), investigating for possible type 1 reactions (60.0%), conducting a fungal culture (44.4%), finding no his-
tory of relevant allergens and/or irritants (31.1%) in most or all cases, and performing patch testing irrespective of lesion
location and morphology (28.9%). Agreement was generally highest among respondents from Europe (28.6–77.8% agree-
ment), followed by Asia (7.1%–35.7% agreement), North America (0%–35.5% agreement), and other (0%–13.3% agreement).

Conclusions: There were substantial differences of agreement, suggesting there are many knowledge and/or practice
gaps with respect to CHE. Future research is needed to inform evidence-based and/or consensus guidelines for CHE.
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Cinvolving eczema of the hands and wrists that persists for 3 or and publication plan.

hronic hand eczema (CHE) is a chronic inflammatory disease

more months or recurs 2 or more times within a 12-month time
frame.1 The condition is heterogeneous and shows variable
morphology, typically with more erythema, edema, vesicles, and
oozing in the acute phase, as well as erythema, xerosis, scales,
lichenification, hyperkeratosis, and fissures in the chronic phase.
Chronic hand eczema lesions may be located on the wrists, palms,
dorsal hands, and fingers and lead to nail dystrophy. Chronic hand
eczema patients may report that certain triggers including skin irri-
tants, proteins, and contact allergens elicit or worsen their disease.
They typically experience itch, pain, and burning sensation, which
can impede the performance of activities of routine daily living,
work, and recreation. Although most CHE patients have a mild to
moderate disease,2 the clinical course is often characterized by re-
current or persistent eczema that may last for many years.3 Preva-
lence of CHE is higher in women than in men4,5 and in persons
with a history of atopic dermatitis (AD).6 Chronic hand eczema
can be caused or aggravated by exposures from a variety of different
occupations, including industrial and health care workers.7–9

The diagnosis and assessment of CHE can be very complex and
require a stringent exposure analysis, adequate allergy testing, and
detailed patient education.10 Treatments include emollients, topical
corticosteroids, phototherapy, and use of systemic immunosuppres-
sants and retinoids.10 Various classification systems exist for
CHE11–16 and typically attempt to take into account etiology, mor-
phology, anatomical location, and temporal development. For ex-
ample, the Danish Contact Dermatitis Group classified hand
eczema (HE) into 6 groups: chronic fissured HE, recurrent vesicular
HE, hyperkeratotic palmar eczema, pulpitis, interdigital eczema,
and nummular HE.17 However, the clinical relevance of such classi-
fications may be limited, because there was no relationship found
between the type and underlying etiology of CHE.13 In addition,
there is no general consensus among dermatologists regarding
CHE classification.

As drug development for CHE is increasingly planned and im-
plemented on a global level, it is important to strive for global con-
sensus with respect to classifying and assessing CHE. This article
describes the results of a survey among eczema experts who are
members of the International Eczema Council (IEC).
METHODS

The International Eczema Council

The IEC (http://www.eczemacouncil.org), founded in 2014, is a
global nonprofit organization whose membership consists of 91
eczema experts from 22 countries on 6 continents. All councilors
and associates complete an application process in which they are
vetted for expertise in the field of eczema, including research track
record, and most members also regularly care for CHE patients
and do research in this area. All members have broad expertise
in AD and CHE. Although the survey was not anonymous, the
published results are anonymous as per the a priori research

Survey Development and Administration

An electronic questionnaire was developed by members of the IEC
hand eczema task force (JIS, RB, AW, EG-Y). Survey items were ex-
tracted using thematic analysis of the CHE guidelines previously de-
veloped by the European Society of Contact Dermatitis (ESCD).1

Each theme was edited for grammar and formatted as a proper sen-
tence. The final survey consisted of 52 statements regarding CHE
accompanied by scales ranging from “agree” to “neither agree nor
disagree” to “disagree.” The survey was sent to the IECmembership
between January 24, 2019, and February 20, 2019; 2 reminder
e-mails were sent to complete the survey. Study data were collected
and managed using Microsoft Excel.

Response data for each question were categorized into level of
consensus or agreement with 90% or more selecting “agree” consid-
ered as strong, 70% to 89% as moderate, 50% to 69% as low, and less
than 50% as very low agreement. In addition, responses for each
statement were stratified by continent of respondents (North
America, Europe, Asia, others).
RESULTS

Respondent Characteristics

Forty-five (49%) of 91 IEC councilors and associates responded to
the survey, with all respondents completing the survey. Respondents
were from institutions in Australia (n = 2), Austria (n = 1), Brazil
(n = 1), Canada (n = 4), China (n = 1), Denmark (n = 5), France
(n = 3), Germany (n = 6), India (n = 1), Israel (n = 2), Italy
(n = 2), Japan (n = 1), Korea (n = 2), the Netherlands (n = 1),
Singapore (n = 1), United Kingdom (n = 3), and United States
(n = 9). The distribution of responses is presented inTable 1. Response
rates for councilors and associates were 100% for Australia, China,
Denmark, India, Italy, and Singapore; 50% to 99% for Austria, Brazil,
Canada, France, Germany, Israel, Korea, and United Kingdom; and
less than 50% for Germany, Ireland, Japan, the Netherlands, Poland,
Spain, Switzerland, Taiwan, and Tanzania.

Level of Agreement and Disagreement

Nine statements (17.3%) had a strong level of agreement, including
the following: allergic HE can have spreading lesions to adjacent and
even distant areas from allergen exposure (100%); irritant HE can be
secondary to prolonged or repeated exposure to primary irritants
and depends on the duration and intensity of exposure to the poten-
tially responsible agent(s) (97.8%); interaction of the epidermis with
the outside environment contributes to CHE (97.8%); HE is a poly-
morphic eruption (95.6%); epidermal barrier defect in AD predis-
poses to the development of irritant contact dermatitis (ICD,
95.6%); diagnosis of allergic HE is confirmed with a positive patch
test reaction (93.3%); atopic HE is defined as HE in a patient with

http://www.eczemacouncil.org
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a history of previous or current AD (93.3%); diagnosis of protein
contact dermatitis is based on exposure to proteins and is supported
by a positive prick test or specific immunoglobulin E to suspected
items (91.1%); and hand eczema is localized to the hands and/
or wrists (90.9%).

Twenty-three statements (44.2%) had a moderate level of agree-
ment, 12 (23.1%) had a low level of agreement, and 8 (15.4%) had a
very low level of agreement. Five statements had a considerable level
of disagreement: value of conducting a skin biopsy in most CHE pa-
tients (62.2% disagreement), investigation for possible type 1 reac-
tions in all cases of CHE (60.0% disagreement), value in conducting
a fungal culture in most CHE patients (44.4%), lack of relevant aller-
gens and/or irritants in most cases of CHE (31.1%), and whether
patch testing should be performed irrespective of the location and
morphology of lesions (28.9%).

Regional Differences of Agreement

In general, level of agreement across all statements was highest among
respondents from Europe (28.6%–77.8% agreement), followed by
Asia (7.1%–35.7% agreement), North America (0%–35.5% agree-
ment), and others (0%–13.3% agreement).
DISCUSSION

Among a large international group of clinicians and researchers
with expertise in eczema, consensus was achieved for only a small
subset of items addressed in the ESCD guidelines for CHE.1 This
finding should be viewed in light of the overall lack of consensus re-
garding CHE classification and management at a global level.11–16

Level of agreement was low even among respondents from Europe,
but numerically even lower among those from North America and
Asia. Some of the disagreement may be due to lack of familiarity
with the ESCD guidelines outside of Europe. However, the disagree-
ment likely reflects regional differences in how clinicians perceive
CHE and/or how CHE presents clinically. There was a particularly
low level of agreement on many key aspects of the diagnosis and in-
vestigation of CHE, including the role of skin biopsy, patch testing,
testing for type 1 reactions, and fungal cultures. The lack of consen-
sus likely stems from important knowledge and practice gaps in
CHE and perhaps from cultural differences and limited experience
or education in CHE management, as well as access to diagnostic
workup. Furthermore, each of these diagnostic tests may be indi-
cated in individual patients to sort out the heterogeneous etiologies
of CHE and its mimics, including irritancy, type 1– and type 4–
mediated allergies, and idiopathic inflammation. However, routine
performance of all of these diagnostic tests in most CHE patients
may be inappropriate and a waste of health care resources. Chronic
hand eczema is one of the most common disorders in dermatologic
and occupational settings. There are woefully inadequate numbers
of patch testers available to patch test most CHE patients. Aside
from inadequate access to patch testing, some mild CHE patients
may improve with conservative treatment, including gentle skin care,
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use of emollients, and minimal topical anti-inflammatory therapy. In
such cases, patch testing and other diagnostic testing may be unnec-
essary. Together, the results underscore the need for further research
to fill these gaps.

Some respondents selected “neither agree nor disagree” for various
questions. These responses suggest that there is partial agreement. As
such, these items might be able to achieve better consensus in future
guidelines with minor modifications, whereas items with high levels
of disagreement may reflect more fundamental differences of opinion.

Despite having good agreement on the typical histological findings
of hand eczema, most disagreed on the value of skin biopsy in CHE.
This discrepancy is likely related to the good agreement that histology
cannot differentiate between different etiologies of CHE.18 These results
are consistent with a previous report, which pointed out that differen-
tiation between allergic contact dermatitis (ACD), ICD, and AD re-
mains difficult if based solely on histology.19 Nevertheless, skin biopsy
may be helpful in selected cases to rule out other conditions such as
tinea, cutaneous T-cell lymphoma, or autoimmune blistering disease.

There was low agreement regarding the lack of relevant allergens
and/or irritants in most cases of CHE. The lack of agreement may
also stem from the lack of appreciation of the overlap between dif-
ferent forms of CHE, that CHE may be caused or maintained by
an unrecognized allergen, and that CHE may chronically persist
even after removal of the initial offending irritants/allergens.20 Clini-
cians should thoroughly attempt to identify and eliminate exposures
to causative allergens, irritants, and proteins in CHE, as this can lead
to remission. It is possible that early investigation and prompt elim-
ination of allergen exposure may reduce the persistence of CHE
caused by ACD. However, even in patients initially diagnosed with
ICD or ACD from specific irritant or allergen exposures, the CHE
can persist even after complete avoidance of such exposures. More-
over, a positive patch test to 1 or more allergens by itself does not
mean that the CHE is caused by ACD. First, it is imperative to estab-
lish clinical relevance of allergens identified by positive patch tests.21

Moreover, patients with CHEmay become sensitized to allergens af-
ter the initial development of CHE. Indeed, there was moderate
agreement about there commonly being combinations of ICD and
ACD and that ICD may set the scene for developing ACD. This
has ramifications on both patient education and treatment. The pre-
sumptive diagnosis of ICD alone may delay appropriate allergy test-
ing. Moreover, an incorrect diagnosis of ACD or ICD may delay
prescription of treatments that are needed to improve the disease
and lead to false hope that the CHE can be managed by avoidance
of exposures alone. This may delay appropriate treatment withmed-
ications that can reduce signs and symptoms.

Pompholyx is a noteworthy type of CHE.22 There was a moder-
ate to high level of agreement about pompholyx being a chronic ve-
sicular dermatitis and the distribution of lesions on the sides of the
fingers. However, there was a low to very low level of agreement
about the clinical course, relevant triggers, role of irritant, and/or al-
lergen exposures in pompholyx. It seems that pompholyx is a partic-
ular subset of CHE that requires further research and clarification.
The use of “pompholyx” has been previously discouraged.23 In
general, the terminology used for chronic vesicular HE varies by cli-
nician and region. Terms, such as pompholyx and dyshidrosis, are in-
appropriately used as synonyms for all chronic vesicular hand
eczema. However, these terms connote specific etiologies, risk factors,
and disease course, which are not relevant to most patients with
chronic vesicular HE. It is important that clinicians use the more pre-
cise terminology for chronic vesicular HE and consider the full spec-
trum of etiologies when assessing patients with chronic vesicular HE.

There were mixed levels of agreement about some of the com-
monly used nomenclature and/or classifications of CHE. Although
there was a high level of agreement about using hand eczema and
dermatitis synonymously, there was moderate agreement that the
term dyshidrosis is confusing and should be avoided, similar to a
previous report.23 Furthermore, there was a low level of agreement
about when to use the term pompholyx. The inconsistent and con-
fusing terminology used in CHE is concerning and may impair pa-
tient education and/or lead to the incorrect use of International
Classification of Diseases (ICD) codes. Ironically, there is only one
ICD, 10th Edition, code for dyshidrosis (pompholyx), but not for
any other CHE subtypes. The incorrect use of diagnosis codes
may limit epidemiology and health services research of CHE. So
far, the ICD, 11th Edition, classification does not add further nu-
ances. Most experts agreed that the term hand eczema should en-
compass lesions affecting the hands and/or wrists; only a few did
not agree with this definition. Some experts did not agree with the
classification of exogenous HE being caused by the interaction of
the epidermis with the outside environment. This lack of agreement
may stem from the consideration that all CHE is impacted by the
outside environment, regardless of the underlying etiology.

This study has several strengths, including use of a comprehen-
sive survey regarding the assessment of CHE response in a global
cohort of CHE experts. Limitations include lack of data collection
regarding respondent demographics or focus of practice, or reasons
for disagreement with guideline statements. We did not assess po-
tential conflicts of interest of respondents, because there were no
topics related to any branded diagnostic or therapeutic approaches.
We do not believe that the results are biased by any conflicts of in-
terest. Nevertheless, the study demonstrates the lack of consensus, as
well as regional variability. Future studies are warranted to better
understand how these factors impact perspectives on CHE.

In conclusion, there were numerical differences of agreement for
multiple aspects of CHE by continent, suggesting that experience
with and perception of CHE vary around the world. Future interna-
tional studies are needed and planned to determine whether there
are regional differences in how CHE presents. Finally, future con-
sensus guidelines for CHE should include expert stakeholders from
around the world.
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