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Background: Although atopic dermatitis (AD) is becoming a pressing public health concern in the world,
Madagascar is underrepresented in the AD literature.
Objective:We aimed to study the demographic and clinical pattern of AD in adult dermatology outpatients.
Methods: A cross-sectional study was conducted in the Department of Dermatology, University Hospital,
Antananarivo, Madagascar. Patients[15 years old with a registered diagnosis of AD, from January 2010 to
February 2019, were included. AD was diagnosed by a dermatologist according to Hanifin and Rajka
criteria. The severity of AD was assessed using scoring atopic dermatitis (SCORAD).
Results: Forty-two cases of AD were included. The prevalence was 0.5%. The median patient age was
37 years. The age of onset of AD was before the age of 15 years in 38% of the patients and after the age of
15 years in 61.9% of the patients. There was a female preponderance (female to male ratio, 2:1), but no
correlation was found between sex and the severity of AD. People living in urban areas were the most
affected. According to SCORAD, 37 cases presented moderate AD and 2 cases presented severe AD.
Conclusion: The prevalence of AD in adult dermatology outpatients is still low, and moderate AD is the
most frequent form, according to SCORAD. ( JAAD Int 2021;4:28-31.)
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INTRODUCTION
Atopic dermatitis (AD) is a chronic inflammatory

skin disorder, characterized by intense itching and
eczematous lesions.1 AD can present for the first time
in adults (adult-onset AD),2 but 50% of childhood AD
persists into adulthood and becomes a chronic,
lifelong condition.3 Rates of AD prevalence in adults
vary widely depending on geography, likely because
of varied diagnostic criteria and international differ-
ences in clinical phenotype. According to studies of
21st century data for adults, the point prevalence of
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AD varied from 0.6% to 9.7%.4 Although atopic
dermatitis is becoming a pressing public health
concern, Madagascar is underrepresented in the
AD literature. So, we aimed to describe the de-
mographic and clinical pattern of AD in adult
dermatology outpatients.

METHODOLOGY
A cross-sectional study was conducted based on a

review of medical registries in the Department of
Dermatology, University Hospital Joseph Raseta
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Befelatanana, Antananarivo, Madagascar, which is
the only dermatologic specialist service in
Madagascar. Patients aged 15 years and older, who
required health care services from January 2010 to
February 2019 and who had a registered diagnosis of
AD, were included. The diagnosis of AD was made
according to Hanifin and Rajka criteria.5 Age, sex,
CAPSULE SUMMARY

d The prevalence of atopic dermatitis (AD)
in adult dermatology outpatients was
0.5% (95% confidence interval 0.37-0.69).

d The onset of AD was after the age of
15 years in 61.9% of the patients, and
moderate AD was the most frequent
form.
age of onset, associated co-
morbidities, personal and fa-
milial past medical history
(particularly personal and
familial atopy), and
geographic origin were ob-
tained. Clinical presentation
of AD, topographic distribu-
tion of lesions, and body
surface area involved were
evaluated. The severity of AD
was assessed by the derma-
tologist using the scoring

atopic dermatitis (SCORAD) index (retrospective
collection of data).

The study participants were informed about the
study procedures, and written informed consent was
obtained from all the patients before they were
included in the study. Consent was obtained from
all the patients before they were included in the
study for data extraction from the clinical record for
scientific purposes.

Data were collected using Microsoft Excel.
Statistical analyses were processed by ‘‘logiciel R
Epi info’’. The X2 test was used to analyze the results,
and P\ .05 was considered statistically significant.

RESULTS
Of 7875 patients [15 years old in the dermato-

logic registry from January 2010 to February 2019, 42
patients with AD were identified. The mean age 6
standard deviation of patients with AD was
39.04 6 16.30 years (min: 16 years; max: 69 years).
The age of onset of ADwas before the age of 15 years
in 38.1% of patients and after the age of 15 years in
61.9% of patients. There was a female preponder-
ance (female to male ratio, 2:1). No correlation was
found between sex and the severity of AD (P = .12).
Overall, 73.8% of the AD patients lived in urban
regions (developed regions where pollution is more
severe).

According to the SCORAD index, severe AD was
observed equally in patients living in urban areas as
in those living in rural area (one patient with severe
AD is living in an urban area and another patient lives
in a rural area). Of the AD cases, 75% were seen in
consultation during the winter (April and May).
Pruritus was present in 37 (88%) cases. Personal
atopy (allergic rhinitis and asthma) was present in 12
(60%) cases. A family history of atopy was noted in
13 (30.9%) cases, especially in those with a family
history of AD in 4 (9.5%) cases.

A papulovesicular lesion was present in 25
(59.5%) cases. Lichenified and impetiginized lesions
were present in 10 (23.8%) and 5 (11.9%) cases,
respectively. The distribution
of the participants according
to sociodemographic and
clinical characteristics is
shown in Table I. Skinfolds
were the area most involved
in adults with AD, in 21 (50%)
cases. The face was affected
in 15 (35.7%) cases and the
trunk in 13 (30.9%) cases.
The localization in the trunk
was correlated with the mild
form of AD according to the
SCORAD index (P = .029). The topographic distri-
bution of AD is shown in Table II. Photographs
representing the topographic distribution of AD are
shown in Figs 1 and 2.

According to the SCORAD index, a moderate
extent of lesions was presented by 27 (64.28%) cases
and extensive lesions ([40% of body surface area)
by 6 (14.3%) cases. The mean SCORAD index 6
standard deviation of patients with AD was
38.5 6 7.4 (minimum: 20; maximum: 66).
According to the SCORAD index, 37 (88%) cases
presented moderate AD and 2 (4.8%) cases pre-
sented severe AD (Table III).

DISCUSSION
Our study showed that the prevalence of AD in

adult (age[15 years) dermatology outpatients was
0.5% (95% confidence interval 0.37-0.69). Our result
was lower than those reported by previous studies.
Patients with AD do not usually present to a doctor.
Kim et al.6 in Korea found a prevalence of 2.6% in
adult dermatology outpatients. In a Cameroon
population-based study, Pefura-Yone et al7 in 2014
reported a prevalence of AD at 2.1%. A high
prevalence was reported in a United States
population-based study by Silverberg and Hanifin8

in 2013, which was 10.2%, and in Italy by Pesce et al9

in 2015, which was 8.1%. The prevalence varied
according to the diagnostic criteria used, the study
design, the study size, and the time period.

In our entire cohort, 50% of the patients lived in
urban areas (developed regions where pollution is
more severe). Concerning the AD patients, 31 adults
lived in urban areas and 11 adults in rural areas. Our
result was consistent with those reported by Velter



Table II. Topographic distribution of AD

Topography N %

Face 15 35.7
Skinfolds 21 50
Upper portion of the limb 14 33.3
Lower portion of the limb 13 30.9
Trunk 7 16.6
Generalized 1 2.3

AD, Atopic dermatitis.

Table I. Distribution of participants according to
sociodemographic and clinical characteristics

Characteristics N Percentage (%)

Sex
Male 14 33.3
Female 28 66.6

Age group (years)
[15-25] 12 28.5
[25-35] 9 21.9
[35-45] 4 9.7
[45-55] 6 14.6
[55-65] 10 24.3
[65-75] 1 2.4

Mean age: 39.04 years Minimum:
16 years

Maximum:
69 yearsMedian age: 37 years

Age of onset (years)
[0-15] 16 38.1
[15-30] 11 26.1
[30-70] 15 35.7

Geographical origin
Urban 31 73.8
Rural 11 26.1

Personal atopy
Allergic rhinitis 10 21.1
Food allergy 6 16.5
Asthma 2 5.9
Allergic conjunctivitis 2 3.3

Clinical presentation
Acute lesions
(papulovesicular lesions)

34 80.9

Impetiginized lesion 5 11.9
Lichenification 10 23.8

Body surface area
\15% 9 21.4
15%-40% 27 64.3
[40% 6 14.3

Fig 1. Atopic dermatitis on the neck.

Abbreviations used:

AD: atopic dermatitis
SCORAD: scoring atopic dermatitis
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et al,10 who found that 56% of AD patients lived in
urban areas. Several authors showed a relationship
between urbanization and the risk of allergic dis-
eases, including AD. Patients living in urban areas
were more affected by AD compared with the rural
population; this can be linked to lifestyle and the
environmental effect (pollution).11,12

The age of onset of AD was before the age of
15 years in 38.1% of the patients and after the age of
15 years in 61.9% of the patients; among these, 23.8%
had an age of onset between 15 and 35 years. Our
result was not consistent with the data reported by
the National Health Interview Survey in 2012, which
showed that 8% of adults presented childhood AD.3

Other studies reported a high prevalence of adult AD
whose age of onset was during infancy, such as a
Korean study6 that reported that 82% of adults
presented childhood AD, and a study in Italy by
Zeppa et al13 that reported that 52.4% of cases of AD
started in infancy or early childhood. Our result was
close to that reported by Hello et al,14 who found that
one-third of patients had AD starting in early
childhood. According to the literature, the severity
and the age of onset[ 2years are identified as risk
factors the persistence of AD.10,15

Allergic rhinitis and asthma were the personal
atopy most presented by patients (12 cases). Our



Fig 2. Atopic dermatitis inside the elbows.

Table III. Severity of AD according to SCORAD

SCORAD N Percentage (%)

\15 (Mild AD) 3 7.1
15-40 (Moderate AD) 37 88
[40 (Severe AD) 2 4.7

AD, Atopic dermatitis; SCORAD, scoring atopic dermatitis.
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result was consistent with those reported by Orfali
et al16 in Brazil and Zeppa et al13 in Italy,
which showed that respiratory atopy was the most
common personal history. Thirteen (30.9%) cases
had a familial history of atopy, especially a family
history of AD in 4 (9.5%) cases. According to the
literature, 70% of AD patients had a first-degree
relative with atopy compared with 20%-35% of
nonatopic subjects (people who don’t have clinical
manifestations mediated by IgE [AD, asthma, allergic
conjunctivitis...]).17

Concerning the severity of AD according to the
SCORAD index, the AD was mild in 7.1% of patients,
moderate in 88%, and severe in 4.7%. Our result was
consistent with international data in 2018,18 which
reported that most cases of AD in adults were
moderate. However, Kim et al6 reported that AD
was mild in 70.6% of Korean patients.

Even though our results were not representative
of the general population in Madagascar (partici-
pants were from a single institution), they were a
preliminary result of the prevalence of AD in our
country. Our department is the unique dermatology
center in Madagascar, where 6 dermatologists work,
and there is no dermatologist in private practice.
CONCLUSION
The present study showed that the prevalence of

AD in adult dermatology outpatients was still low
and the severity was moderate in most of the cases
(37 patients) according to the SCORAD index.

Conflicts of interest
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