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Abstract: 
Objective: To determine the Prevalence and risk factors of eczema patients among the population in the Kingdom of Saudi Arabia. 
Methods: This research will employ a cross-sectional study design. This design is suitable for investigating the prevalence of 
eczema and identifying associated risk factors within the Saudi population. 
Results: The study included 612 participants. The most frequent gender among them was Female (n= 444, 72.5%) followed by 
Male (n= 168, 27.5%). The most frequent age among study participants was 18-28 years old (n= 322, 52.6%) followed by 29-39 
years old (n= 138, 22.5%). Participants were asked if they have eczema now. There 82 had eczema (13.4%), and 530 participants 

didn’t have eczema (86.6%).  Nature of the weather in the area where the participants live among the study with most of them 
having dry weather (n= 337, 55.1%) followed by humid weather (n= 275, 44.9%).  
Conclusion: Study results showed that most of the study participants are Female according to their gender. The most common of 
the participants were don’t have eczema. Most of them live in dry weather. In addition, most of study participants had good social 

connections. 
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INTRODUCTION: 

Endogenous dermatitis, such as atopic dermatitis 

(AD), and exogenous dermatitis, such as allergic and 

irritating contact dermatitis, are all included under the 

umbrella term of "eczema." AD is often referred to as 

"eczema" by the general population and those who are 

not dermatologists. Atopic dermatitis (AD) is only one 

kind of eczema; the term also refers to contact 

dermatitis, nummular eczema, and seborrheic 
dermatitis, all of which have symptoms like itching 

and erythema but are otherwise distinct. The most 

common kind of eczema is atopic dermatitis (AD). 

The most noticeable symptom of AD is a persistent 

rash that flares up and goes away repeatedly 

throughout childhood. There is a lack of IgE reactivity 

to environmental allergens in many persons with 

atopic eczema. In spite of this, "atopic eczema" and 

"atopic dermatitis" are still often used to represent ill-

defined inflammatory skin disorders characterized by 

surface changes, a propensity for flexures, and a 
familial or personal history of allergic rhinitis or 

asthma [2]. Individuals with eczema may have 

impaired physical and mental development as a result 

of the itching that often accompanies the condition [3]. 

Between two and twenty percent globally suffer from 

eczema, making it the most common form of pediatric 

inflammatory skin disease and a major source of 

morbidity and economic burden [4,5]. Although 

eczema has been on the rise in recent years, its 

prevalence varies widely across nations [2,6,7]. It is 

unclear what factors contribute to the wide variation in 

eczema incidence. A person's risk of developing 
eczema depends on their genetics, their environment, 

and their culture [3,6,8,9]. 

 

A total of 3,302 individuals, ages 5 to 7, of various 

racial and cultural backgrounds were surveyed in 

Southern California. Non-Hispanic individuals were 

more likely to be diagnosed with eczema, with the 

prevalence being 16.9% overall [6]. Ten thousand 

eight hundred and fifty-one Swedish youngsters 

participated in a cross-sectional research by Bornehag 

et al. A survey of parents revealed that one in every 18 
children had experienced eczema during the preceding 

year [10]. A increased risk of eczema was shown to be 

associated with having a family history of eczema 

and/or asthma, according to results from a prospective 

multicenter cohort research done in Italy. However, 

neither breastfeeding nor smoking were shown to 

increase the incidence of eczema [11]. 

 

The prevalence of eczema has reached epidemic 

proportions. By keeping an eye on this disease's global 

prevalence and risk factors, we can better understand 

how to alleviate its effects on people and cut down on 
the money needed to treat it. Public health should 

prioritize the identification and elimination of 

environmental and lifestyle variables that put people 

at risk for developing eczema [2].  

 

The research problem addressed in this study revolves 

around the prevalence of eczema and its associated 

risk factors within the Saudi population. While eczema 

is a well-documented skin condition worldwide, there 

is a paucity of comprehensive data regarding its 
prevalence and the factors contributing to its 

occurrence in Saudi Arabia. This knowledge gap 

hinders healthcare professionals' ability to provide 

targeted care and interventions to the local population. 

Therefore, the primary research problem is to 

determine the extent of eczema in Saudi Arabia and 

understand the specific factors that may be driving its 

occurrence. Without this critical information, 

healthcare systems are limited in their capacity to 

address the needs of individuals suffering from 

eczema in the region. 
 

Additionally, the research problem extends to the 

broader public health domain. Eczema is a chronic 

condition with a significant impact on the quality of 

life of affected individuals. It is essential to identify 

the risk factors that make certain segments of the Saudi 

population more vulnerable to eczema. By doing so, 

public health officials and policymakers can develop 

evidence-based strategies to reduce the incidence of 

eczema and its associated burdens on healthcare 

systems and individuals. This research problem thus 

extends to questions related to health disparities and 
social determinants that may contribute to the 

prevalence of eczema within Saudi Arabia. 

 

Lastly, the research problem is important from an 

international comparative perspective. Understanding 

the prevalence and risk factors of eczema in Saudi 

Arabia not only serves the local population but also 

contributes to the global body of knowledge on this 

skin condition. It allows for cross-cultural 

comparisons, which can be instrumental in 

deciphering the universal and culturally specific 
factors that influence eczema's occurrence. Therefore, 

the research problem carries significance beyond 

Saudi Arabia, contributing to the broader field of 

dermatology and public health research. 

 

METHODS: 

Study design  

This research will employ a cross-sectional study 

design. This design is suitable for investigating the 

prevalence of eczema and identifying associated risk 

factors within the Saudi population. 
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Study approach  

The study will be conducted in multiple healthcare 

facilities and clinics across various regions in Saudi 

Arabia to ensure representation from both urban and 

rural areas. 

 

Study population  

The target population for this study comprises 

individuals of all age groups residing in Saudi Arabia. 
 

Study sample  

A random sample of n participants will be drawn from 

the target population. The sample size will be 

determined using statistical calculations to ensure 

adequate power and representation. 

 

A multi-stage random sampling method will be 

employed, with the initial selection of regions, 

followed by a random selection of healthcare facilities, 

and finally, a random selection of participants from 
each facility. 

 

Study tool  

The study will utilize standardized questionnaires to 

gather information on demographics, medical history, 

and potential risk factors. Clinical assessments will be 

conducted using standardized dermatological 

evaluation protocols. 

 

Data collection  

Data will be collected through structured interviews 

and clinical assessments. Participants will be asked 
about their medical history, family history, and various 

potential risk factors associated with eczema. Clinical 

assessments will include a dermatological 

examination to confirm the presence of eczema. 

 

Data analysis  

Data will be analyzed using appropriate statistical 

techniques. Descriptive statistics will be used to 

summarize demographic information, prevalence, and 

risk factor distribution. Inferential statistics, such as 

logistic regression, will be employed to identify 
significant associations between risk factors and 

eczema. All analyses will be performed using 

statistical software (SPSS). 

 

Ethical considerations  

The research will adhere to ethical guidelines, 

including obtaining informed consent from 

participants. An institutional review board (IRB) 

approval will be obtained from the relevant authorities 

to ensure the ethical conduct of the study. Privacy and 

confidentiality of participants' information will be 
maintained throughout the study, and participants will 

have the right to withdraw their participation at any 

time without consequences. 

 

RESULTS: 

The study included 612 participants. The most 

frequent gender among them was Female (n= 444, 

72.5%) followed by Male (n= 168, 27.5%). Figure 1 

shows the gender distribution among study 

participants. The most frequent age among study 

participants was 18-28 years old (n= 322, 52.6%) 

followed by 29-39 years old (n= 138, 22.5%). Figure 
2 shows the age distribution among study participants.  

 

 
Figure 1: Gender distribution among study participants 
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Figure 2: Age distribution among study participants 

 

Participants were asked if they have eczema now. There 82 had eczema (13.4%), and 530 participants didn’t have 

eczema (86.6%).  Figure 3 shows the percentage of how to have eczema from the participants.  

 
Figure 3: Eczema distribution among study participants 

Nature of the weather in the area where the participants live among the study with most of them having dry weather 

(n= 337, 55.1%) followed by humid weather (n= 275, 44.9%). Figure 4 shows the nature of weather among the study 

participants. 

 
Figure 4: Nature of the weather distribution among study participants 
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Participants were asked to assess their factors and reasons for eczema. Their responses and results are presented in 

Table 1. 

Table 1: Identify factors and reasons for eczema among study participants  

survey item Yes No 

Do you have any allergy to any substance? 

152 460 

24.8% 75.2% 

Do you have chest pain? 

64 548 

10.5% 89.5% 

Do you have nasal allergies? 

133 479 

21.7% 78.3% 

Do you have persistent respiratory infections? 

68 544 

11.1% 88.9% 

Is there a family history of eczema? 

191 421 

31.2% 68.8% 

Do you have constant itching? 

102 510 

16.7% 83.3% 

Do you have psoriasis? 

26 586 

4.2% 95.8% 

Do you have other skin diseases? 

87 525 

14.2% 85.8% 

Have you ever had an itchy rash that came and went for at least six months? 

103 509 

16.8% 83.2% 

Have you had this itchy rash at any time in the past 12 months? 

94 518 

15.4% 84.6% 

Do you have carpets in your home? 

546 66 

89.2% 10.8% 

Does anyone smoke in your house? 

256 356 

41.8% 58.2% 

Are there currently flowering plants in your home? 

230 382 

37.6% 62.4% 

Are there currently pets in your home? 

150 462 

24.5% 75.5% 

Is there mold or moisture in your home? 

40 572 

6.5% 93.5% 

Do you use air conditioner? 

546 66 

89.2% 10.8% 

Do you have dry skin? 

273 339 

44.6% 55.4% 
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DISCUSSION: 

Patients with atopic dermatitis (AD) have a severely 

reduced QoL despite the condition being nonfatal. The 

worldwide burden of illness research found that 

among all skin disorders, AD had the largest 

disability-adjusted life-year (DALY) burden. Its 

DALY load is 0.36 percent of the overall DALY 

burden of all 359 illnesses and injuries included in the 
research [11], placing it among the top 15 among all 

nonfatal conditions. The impact of AD is much greater 

than that of other skin conditions. In terms of the 

disability adjusted life year (DALY) rate, AD is more 

than twice as burdensome as psoriasis and urticaria 

combined [11]. 

 

Atopic dermatitis (AD) is a chronic illness 

characterized by painful outbreaks of inflamed, dry, 

and itchy skin on a recurrent basis [12]. Patients with 

AD often also suffer from another kind of allergy 
illness, including asthma or hay fever. Although there 

is currently no known cure for AD, medications and 

self-care techniques have been shown to dramatically 

reduce itching and help prevent future outbreaks [13]. 

Flares are a common problem for people with 

moderate to severe AD, and they may have a 

significant impact on a person's ability to function in 

their daily life [14]. It was shown in a cross-sectional 

survey [15] that half of the dermatological patients in 

Iran also had mental comorbidities. A third of people 

in an international research said AD had an impact on 

their academic or professional lives, and fourteen 
percent of adults said it had slowed their career 

advancement [14]. In the late 20th century [16], the 

incidence of AD began to rise, eventually reaching 10-

20% among young people. It was previously believed 

that AD only afflicted children, however recent studies 

have shown that 3-5% of the general population is 

affected by AD as well [17]. 

 

The burden of AD may be estimated using scientific 

evidence, which can aid policymakers in making 

better treatment choices. Public health strategies, 
intervention prioritization, and resource allocation 

should all benefit from a deeper understanding of the 

AD burden [18]. Since AD does not often result in 

death, it is often overlooked in favor of more severe 

conditions. Nonetheless, several research [19-21] have 

emphasized that the humanistic load and psychosocial 

impacts of AD are severe and should not be 

underestimated. 

 

Adults and teenagers alike bear the DALY burden of 

the widely widespread chronic inflammatory skin 

condition AD [11]. But until recently, AD was thought 
to be little more than a skin condition [22]. There have 

been several attempts to measure various facets of 

atopic dermatitis impact. Our goal was to synthesize 

the research on AD burden for both adults and 

adolescents from a variety of angles, including the 

human, economic, and clinical. With so many studies 

assessing each burden aspect, we were also able to 

categorize the effect by criteria such as severity. 

 
AD currently has no treatment options [23-25]. 

Results demonstrate a strong link between illness 

severity and HRQoL and lost productivity; keeping 

patients with low disease severity under control might 

alleviate most of the strain. This research should be 

seen as a first step in alleviating the effects of AD 

because it provides a snapshot of the full scope and 

contributing elements of AD burden. Researching 

particular policy initiatives that might enhance the 

prognosis of people with AD should be the next step 

in reducing the AD burden. To verify its applicability 
within the healthcare system structure and from a 

cultural viewpoint, this study should be evaluated at 

the local level. 

 

Although there is a great deal of research on AD, the 

majority of this information originates from higher-

income nations, therefore the burden of AD in low- 

and middle-income countries may be underestimated. 

However, this may be attributable to a lack of data and 

underreporting of AD in low- and middle-income 

countries, as reported in the global burden of illness 

research [11]. 
 

The research revealed that itching was the most often 

reported symptom of AD patients, with some instances 

reporting that it affected 100% of patients. This 

symptom was followed by depression and anxiety, 

highlighting the significance of psychological illness 

impact on patients with AD. This was further 

confirmed by the humanistic burden data, where 

psychological illness ranked first in terms of frequency 

of mentions in the literature. It is not surprising that 

sleep disruption ranks second among the humanistic 
load, just behind mental illness, given its association 

with nocturnal waking owing to itch [64]. The 

majority of people with AD do have sleep disruption, 

which may or may not be a problem for those who only 

experience it sometimes. However, the effect is 

magnified when the confounding factor is a chronic 

condition. Lack of sleep may have far-reaching 

consequences, such as the increased use of sleeping 

medicines, and is a common cause of distraction and 

fatigue [26-30]. 

 

Presenteeism may be substantially greater than 
absenteeism, which may be a result of sleep 
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disturbances causing workers to be drowsy and unable 

to focus on their work. For the whole population 

without regard to severity, lost production amounted 

to nearly a third of the year, and for the most severe 

cases, it surpassed half the year. Using HRQoL as a 

dependent variable, we found that the utility loss 

varied considerably among severity groups. This was 

validated using a multiple regression model in which 

severity, age, and sex all served as independent 
factors. 

 

A recent literature examining the burden of sickness 

due to AD in adults [31-35] is consistent with our 

findings about the humanistic load. It also notes that 

AD patients have a far higher burden of anxiety, 

depression, sleep difficulties, and general impairment 

than controls do. Literature results of substantial 

declines in QoL and increased burden of absence from 

school or work owing to AD [36]. 

 
In 2013, Drucker et al. calculated a total yearly cost 

per patient in the United States of America of between 

$3302 to $4463, which is quite close to our estimate of 

$4411. However, our prediction is not limited to the 

USA alone. Since low and medium income nations 

tend to have lower unit costs due to their 

comparatively low gross domestic product, it is likely 

that underreporting of the burden in these regions 

accounts for the closeness in these estimates [37-40]. 

 

CONCLUSION: 

Study results showed that most of the study 
participants are Female according to their gender. The 

most common of the participants were don’t have 

eczema. Most of them live in dry weather. In addition, 

most of the study participants had good social 

connections. 
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ANNEX 1: DATA COLLECTION TOOL 

1. What is your gender? 

 Male 

 Female 

 

2. How old are you? 

 Less than 18 

 18-28 

 29-39 

 40-50 

 51-61 

 62 and more 

 

3. Do you have eczema now? 

 Yes 

 No 

 

4. Do you have any allergy to any substance? 

 Yes 

 No 

 

5. Do you have chest pain? 

 Yes 

 No 

 

6. Do you have nasal allergies? 

 Yes 

 No 

 

 

7. Do you have persistent respiratory infections? 

 Yes 

 No 

 

8. Is there a family history of eczema? 

 Yes 

 No 

 

9. Do you have constant itching? 

 Yes 

 No 

 

10. Do you have psoriasis? 

 Yes 

 No 
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11. Do you have other skin diseases? 

 Yes  

 No  

 

12. Have you ever had an itchy rash that came and went for at least six months? 

 Yes  

 No  

 
13. Have you had this itchy rash at any time in the past 12 months? 

 Yes  

 No 

 

14. Has this itchy rash ever affected any of the following places? 

 Flexors of the elbow joint 

 The front side of the foot 

 lower back 

 Behind the knee joint 

 Around the neck 

 The eyes 

 The second 

 Palm of the hand 

 I don't have a rash 

 

15. Do you have carpets in your home? 

 Yes  

 No  

16. Does anyone smoke in your house? 

 Yes  

 No  
17. Are there currently flowering plants in your home? 

 Yes  

 No  

 

18. Are there currently pets in your home? 

 Yes  

 No  

19. Is there mold or moisture in your home? 

 Yes  

 No  

20. Do you use air conditioner? 

 Yes 

 No 

 

21. Do you have dry skin? 

 Yes 

 No 

22. The nature of the weather in the area where you live? 

 humid weather 

 dry weather 
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APPENDIX 2: Participants responses to scale items 

variable Frequency Percent 

Age 

less than 18 61 10.0% 

18-28 322 52.6% 

29-39 138 22.5% 

40-50 68 11.1% 

51-61 20 3.3% 

62 and above 3 0.5% 

Gender 
Male 168 27.5% 

Female 444 72.5% 

 

 

Do you have eczema now? Frequency Percent 

Yes 82 13.4% 

No 530 86.6% 

 

 

The nature of the weather in the area where you live? Frequency Percent 

humid weather 275 44.9% 

 dry weather 337 55.1% 

 

 

Has this itchy rash ever affected any of the following places 

  Frequency Percent 

   Flexors of the elbow joint 36 5.9% 

 The front side of the foot 32 5.2% 

  lower back 15 2.5% 

  Behind the knee joint 17 2.8% 

  Around the neck 27 4.4% 

   The eyes 22 3.6% 

   The second 4 0.7% 

   Palm of the hand 31 5.1% 

  I don't have a rash 428 69.9% 
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Table 1: Identify factors and reasons of ekzema among study participants  

survey item Yes No 

Do you have any allergy to any substance? 

152 460 

24.8% 75.2% 

Do you have chest pain? 

64 548 

10.5% 89.5% 

Do you have nasal allergies? 

133 479 

21.7% 78.3% 

Do you have persistent respiratory infections? 

68 544 

11.1% 88.9% 

Is there a family history of eczema? 

191 421 

31.2% 68.8% 

Do you have constant itching? 

102 510 

16.7% 83.3% 

Do you have psoriasis? 

26 586 

4.2% 95.8% 

Do you have other skin diseases? 

87 525 

14.2% 85.8% 

Have you ever had an itchy rash that came and went for at least six months? 

103 509 

16.8% 83.2% 

Have you had this itchy rash at any time in the past 12 months? 

94 518 

15.4% 84.6% 

Do you have carpets in your home? 

546 66 

89.2% 10.8% 

Does anyone smoke in your house? 

256 356 

41.8% 58.2% 

Are there currently flowering plants in your home? 

230 382 

37.6% 62.4% 

Are there currently pets in your home? 

150 462 

24.5% 75.5% 

Is there mold or moisture in your home? 

40 572 

6.5% 93.5% 

Do you use air conditioner? 

546 66 

89.2% 10.8% 

Do you have dry skin? 

273 339 

44.6% 55.4% 
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Logistic Regression 

 

Case Processing Summary 

Unweighted Casesa N Percent 

Selected Cases Included in Analysis 612 100.0 

Missing Cases 0 .0 

Total 612 100.0 

Unselected Cases 0 .0 

Total 612 100.0 

 

Dependent Variable Encoding 

Original Value Internal Value 

Yes 0 

No 1 

Block 0: Beginning Block 

Classification Tablea,b 

 

Observed 

Predicted 

 Eczema now 

Percentage Correct  Yes No 

Step 0 Eczema now Yes 0 82 .0 

No 0 530 100.0 

Overall Percentage   86.6 

Variables in the Equation 

 B S.E. Wald df Sig. Exp(B) 

Step 0 Constant 1.866 .119 247.306 1 .000 6.463 

 

Variables not in the Equation 

 Score df Sig. 

Step 0 Variables gender .017 1 .896 

any.allergy.substance 35.305 1 .000 

chest.pain 2.944 1 .086 

nasal.allergies 5.539 1 .019 

persistent.respiratory.infections 4.945 1 .026 

family.history 30.062 1 .000 

constant.itching 156.862 1 .000 

psoriasis 38.285 1 .000 

other.skin.diseases 6.227 1 .013 

itchy.rash.least.six.months 80.000 1 .000 

itchy.rash.past.12.months 93.661 1 .000 

itchy.rash.affected 40.547 1 .000 

carpets.in.home 5.548 1 .019 

smoke 1.070 1 .301 

flowering.plants.in.home .608 1 .435 

pets.in.home .092 1 .762 

mold.or.moisture.in.home 7.334 1 .007 

air.conditioner .497 1 .481 

dry.skin 21.497 1 .000 

nature.weather 2.155 1 .142 

age .454 1 .500 

Overall Statistics 215.016 21 .000 
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Block 1: Method = Enter 

Omnibus Tests of Model Coefficients 

 Chi-square df Sig. 

Step 1 Step 177.392 21 .000 

Block 177.392 21 .000 

Model 177.392 21 .000 

 

Model Summary 

Step -2 Log likelihood 
Cox & Snell R 

Square 
Nagelkerke R 

Square 

1 304.737a .252 .462 

 

Classification Tablea 

 

Observed 

Predicted 

 Eczema now 
Percentage 

Correct  Yes No 

Step 1 Eczema now Yes 41 41 50.0 

No 16 514 97.0 

Overall Percentage   90.7 

 

Variables in the Equation 

 B S.E. Wald df Sig. Exp(B) 

Step 1a gender .326 .353 .853 1 .356 1.385 

any.allergy.substance .894 .330 7.334 1 .007 2.446 

chest.pain -.327 .504 .421 1 .516 .721 

nasal.allergies -.385 .383 1.011 1 .315 .680 

persistent.respiratory.infections .174 .476 .133 1 .715 1.190 

family.history .438 .333 1.729 1 .188 1.549 

constant.itching 2.119 .349 36.941 1 .000 8.321 

psoriasis 1.135 .600 3.576 1 .059 3.110 

other.skin.diseases -.212 .404 .274 1 .601 .809 

itchy.rash.least.six.months .734 .453 2.630 1 .105 2.084 

itchy.rash.past.12.months .820 .460 3.182 1 .074 2.271 

itchy.rash.affected .052 .063 .685 1 .408 1.054 

carpets.in.home -.699 .501 1.945 1 .163 .497 

smoke -.757 .344 4.834 1 .028 .469 

flowering.plants.in.home .609 .359 2.871 1 .090 1.838 

pets.in.home -.550 .397 1.923 1 .166 .577 

mold.or.moisture.in.home .141 .559 .063 1 .802 1.151 

Air conditioner .087 .546 .025 1 .873 1.091 

Dry skin .639 .324 3.895 1 .048 1.894 

Nature weather .038 .320 .014 1 .906 1.038 

age -.019 .016 1.333 1 .248 .982 

Constant -7.144 2.118 11.379 1 .001 .001 

 

 


