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Purpose: Atopic dermatitis (AD) causes significant physical and psychosocial distress. This study aimed to determine the self- 
reported prevalence of AD and evaluate disease-related knowledge among adult Jordanians.
Methods: A cross-sectional study was conducted from October to December 2025 using a self-administered online questionnaire 
distributed via social media. Data on sociodemographic characteristics, AD-related knowledge, awareness, clinical features, and 
treatments were collected from 818 Jordanian adults (aged ≥18 years) and analysed using SPSS 28.
Results: While 94.6% of participants had heard of AD, the median knowledge score was suboptimal at 8 (7–10) out of 14. Awareness 
was high regarding the necessity of regular moisturization (93.9%) and aggravating role of triggers (≥ 86.5%). However, knowledge 
gaps were observed regarding the disease’s hereditary nature (45.6% recognizing parental inheritance) and the “atopic march”; few 
recognized associations with asthma (30.4%) or allergic rhinitis (37.7%). The self-reported AD prevalence was 16.4% (n=134). 
Affected participants primarily reported itching (65.7%), redness (61.9%), and dryness with skin cracking (60.4%), with the hands 
being the most affected site (59.7%). Moisturizers were the most common treatment (49.3%), while AD affected daily performance in 
42.5% and sleep at night in 41.8% of affected participants. Lower socioeconomic status (among those without AD), male gender, and 
lack of a family history of AD (among those with AD) were significantly associated with lower knowledge scores.
Conclusion: Detailed knowledge of AD among Jordanian adults is insufficient, with significant gaps in hereditary nature and allergic 
associations (atopic march). Targeted public health educational initiatives are essential to improve understanding, promote disease self- 
management, and enhance patient quality of life.
Keywords: atopic dermatitis, atopic march, self-reported prevalence, awareness, knowledge, dermatology, skin disease, cross- 
sectional studies, Jordan

Introduction
Atopic dermatitis (AD) is a chronic skin condition marked by a cycle of itching, dryness, and inflammatory lesions. As 
one of the world’s most skin disorders, it impacts individuals of all age groups.1 Epidemiological data suggest 
approximately 6.3% of adults worldwide suffer from AD, underscores the significant global burden.2 Recent estimates 
from the Global Burden of Disease Study 2021 indicates that the global AD cases increased from 107 million in 1990 to 
129 million in 2021, with projections suggesting a rise to 148 million by 2050.3 The pathogenesis of AD is multifaceted, 
involving a genetic predisposition, epidermal barrier disruption, immune system dysfunction, and environmental 
triggers.4 Mechanistically, loss-of-function mutations in the filaggrin (FLG) gene impair skin barrier integrity, increasing 
transepidermal water loss and allergen penetration.5,6 This disruption is central to disease persistence and the main
tenance of chronic inflammation.6 Furthermore, AD is also frequently associated with asthma and allergic rhinitis, 
a progression known as the “atopic march”.7,8 Highlighting AD as a systemic immune-mediated inflammatory disorder.9

Exacerbations are triggered by environmental irritants, allergens, climate shifts, stress, and microbial colonization, leading 
to inflammatory flares.10 Management transitions from basic skincare (emollients and trigger avoidance) to topical 

Clinical, Cosmetic and Investigational Dermatology 2026:19 624003                                          1
© 2026 Saleh et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.php 
and incorporate the Creative Commons Attribution – Non Commercial (unported, v4.0) License (http://creativecommons.org/licenses/by-nc/4.0/). By accessing the work 

you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Clinical, Cosmetic and Investigational Dermatology                          

Open Access Full Text Article

https://doi.org/10.2147/CCID.S624003
Received: 12 May 2026
Accepted: 26 June 2026
Published: 10 July 2026

C
lin

ic
al

, C
os

m
et

ic
 a

nd
 In

ve
st

ig
at

io
na

l D
er

m
at

ol
og

y 
do

w
nl

oa
de

d 
fr

om
 h

ttp
s:

//w
w

w
.d

ov
ep

re
ss

.c
om

/
F

or
 p

er
so

na
l u

se
 o

nl
y.

http://orcid.org/0000-0003-0158-0732
http://orcid.org/0000-0001-9831-7572
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/4.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


corticosteroids, calcineurin inhibitors, and systemic immunosuppressants.11 However, achieving optimal disease control 
remains challenging,12 frequently driven by poor treatment adherence, corticosteroid phobia, and inadequate self- 
management.13 Patient awareness and knowledge are critical to improving treatment adherence and clinical outcomes.14–16 

Many patients lack adequate knowledge regarding the correct topical dosing, such as the fingertip units, leading to suboptimal 
effectiveness.17 Additionally, corticosteroid phobia negatively influences treatment adherence.16 Consequently, effective 
management requires extensive patient education on emollients use, bathing techniques, and therapies such as wet 
wraps9,16,18 to improve disease control and overall quality of life.9

Previous studies identify persistent gaps in understanding disease management and atopic comorbidities18,19 which 
fuel misconceptions in real-life settings.13,16 Despite growing international and regional literature, epidemiological data 
and assessment of AD knowledge and awareness among the general adult population in Jordan remain severely lacking, 
as local research has largely focused on AD therapy in specific subgroups, such as paediatric cohorts or adults.20–22 

Accordingly, this study aimed to determine the self-reported prevalence of AD among adult Jordanian and evaluate their 
disease-related knowledge and awareness to help guide targeted educational and awareness strategies.

Methodology
Study Design and Setting
This study adopted a cross-sectional design aimed at assessing the level of knowledge, awareness, and general attitudes 
regarding AD via anonymous Google form (one response per participant) targeting the adult Jordanian public between 
October and December 2025. The study protocol was conducted in strict according to declaration of Helsinki, and 
approved by the Department of Pharmaceutics and Pharmaceutical Technology and the Institutional Review Board 
(IRB) of Deanship of Academic Research at the University of Jordan (decision no.489/2025). Participants were fully 
informed about the research objectives and assured of the confidentiality of all submitted responses, as well as their 
absolute right to withdraw from the study at any time without consequence. No personally identifiable information was 
collected.

Data Collection
Data were collected using a structured, digital, self-administered questionnaire created via Google Forms and distributed 
remotely to the adult population in Jordan. The survey instrument (Supplementary Appendix 1) was adapted from 
a previously validated and reliable instrument designed by ZahrAllayali et al23 which was successfully deployed to 
evaluate public AD awareness within a comparable regional demographic in Saudi Arabia. The first section of the 
questionnaire consists of an informed consent form. The second section (9 questions) is a demographic profile, aimed to 
collect participants’ demographic data such as gender, age, nationality, location, education, monthly income, employ
ment, marital status, and family history of AD. The third section was about AD knowledge and attitude (a total of 14 
true/false questions covering the disease nature, role of treatment, importance of the use of daily moisturizers, risk 
factors, triggers, and how it affects quality of life). Based on this section items, a 14-point knowledge score was 
calculated as the sum of equally weighted binary items (one point for each correct response and zero for an incorrect or “I 
do not know” response); the full scoring key, correct answers, reliability estimate, and threshold used to interpret 
suboptimal knowledge are provided in the Supplementary Appendix 2.

The fourth section (2 questions) asked about diagnosis with AD, and specialty of the physician. The fifth section (8 
questions) is clinical characteristics, including symptoms, affected areas, severity, symptoms frequency, impact on quality 
of life, and treatment modalities. The clinical manifestations reported in this study were based on participant-reported 
symptoms. Consequently, disease status was assessed through the subjective perception of disease burden and symptom 
frequency, rather than clinically measured severity via validated instruments such as the Eczema Area and Severity Index 
(EASI) or Scoring Atopic Dermatitis (SCORAD).
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Tool Translation and Validation
The questionnaire was reviewed for content validity by an expert panel consisting of two dermatology specialists and two 
clinical pharmacists. The panel assessed the relevance, clarity, and appropriateness of the items in relation to AD 
knowledge, awareness, clinical characteristics, and treatment-related domains. The Brislin Translation Model24 was then 
applied to ensure linguistic and conceptual equivalence between the original English instrument and the Arabic version. 
Two independent translators performed forward translation from English into Arabic, producing two separate Arabic 
versions. These versions were compared and reconciled by the translators and research team into a single Arabic draft. 
Subsequently, two independent translators performed independent back-translation from Arabic into English. The back- 
translated versions were compared with the original English questionnaire, and any discrepancies were discussed and 
resolved by consensus among the translators and researchers.

To establish face validity and content clarity, a pilot study was conducted with a convenience sample of 10 adult 
participants selected from diverse demographic backgrounds, in accordance with established methodological guidance for 
initial cognitive debriefing and pre-testing. Pilot participants completed the digital survey to assess question comprehen
sibility, identify potential ambiguities in the Arabic phrasing, and determine the average completion time. Minor wording 
modifications were made to improve readability, while no structural modifications or conceptual changes were required 
based on participant feedback. Therefore, pilot data were omitted from the final analysis, and the questionnaire was finalized 
for distribution. Internal consistency of the 14-item binary knowledge score was acceptable in the current sample, with 
a KR-20/Cronbach’s alpha value of 0.649. A threshold of 0.5 was considered appropriate because the score was based on 
dichotomous knowledge items, and lower alpha values may be expected with binary response formats.25–28

Sampling and Recruitment
The sample size was calculated for a cross-sectional study using the single-population proportion formula (eq.1). In the 
absence of reliable national estimates for AD prevalence and awareness in Jordan, a conservative proportion of 50% was 
assumed to ensure adequate precision. Using a 95% confidence level (Z = 1.96) and a margin of error of 5%, the 
minimum required sample size was 385 participants. To account for the cluster sampling design (same cluster, ie, same 
city, same university) (design effect = 1.5) and an anticipated non-response rate of 10%, the final target sample size was 
increased to approximately 650 participants.

An online questionnaire link was disseminated digitally via sharing its link across various social media platforms, 
including WhatsApp, Facebook, and Instagram, to maximize reach across different age groups and geographic areas. 
Participation was entirely voluntary, and the inclusion criteria required respondents to be Jordanian adults aged 18 years 
or older, currently residing in the Hashemite Kingdom of Jordan, and able to read and understand Arabic.

Statistical Analysis
Data were analyzed using IBM SPSS Statistics version 28.0. Categorical variables were summarized as frequencies and 
percentages. Participants were classified according to self-reported AD status into those with AD and those without AD. 
Bivariate associations between AD status and participants’ demographic characteristics, as well as differences in 
knowledge items between the two groups, were examined using Pearson’s chi-square test. A two-sided p value of less 
than 0.05 was considered statistically significant.

To evaluate factors associated with AD knowledge among participants without AD, the knowledge score was treated 
as the dependent variable. Before model construction, the distribution of the knowledge score was assessed using the 
Shapiro–Wilk test and normal Q–Q plots. These assessments indicated that the knowledge score was not normally 
distributed; therefore, quantile regression analysis was performed rather than parametric linear regression. The indepen
dent variables entered into the model were age group, gender, educational level, monthly income, employment status, 
marital status, and family history of AD in one of the parents. Regression coefficients, 95% confidence intervals, and 
corresponding p values were reported.
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Multicollinearity among the independent variables was assessed using variance inflation factor values prior to fitting 
the regression model. No evidence of multicollinearity was identified. Statistical significance was set at p < 0.05 
throughout the analysis.

Results
Demographic Information and Clinical Characteristics
Table 1 shows participants’ demographic characteristics. A total of 818 participants were included in the study, of whom 
684 (83.6%) reported not suffering from AD and 134 (16.4%) reported suffering from AD. Most participants were aged 
21–30 years (57%), the majority of respondents were female (67.1%), while 32.9% were male. Regarding educational 
level, most participants held a bachelor’s degree (69.1%), and reported a monthly income of 500–1000 JOD (44.5%). 
More than half of participants were students (44.9%), and most were unmarried (69.3%). Regarding family history 
of AD, the majority (82%) reported no family history, while 18% reported a positive family history. Bivariate analysis 
was conducted to assess the association between AD and different demographical variables and the only significant 
association was found between AD and family history of AD (p value <0.001).

Details of the severity of AD and treatment among the patient’s cohort are reported in Figures 1–3 and Table 2. As 
illustrated in Figure 1, more than half of AD cohort reported itching symptom (65.7%), followed by redness (61.9%) and 
dryness with skin cracking (60.4%). Small raised bumps were reported by (39.6%), while oozing or scaling with crust 
formation was the least frequently reported symptom (28.4%). Figure 2 illustrates most commonly affected body sites 
among AD cohort. The hands were the most commonly reported site of skin rash (59.7%), followed by the face (21.6%) 

Table 1 Participants’ Demographic Characteristics

Parameter Participants without 
Atopic Dermatitis 

(n=684)

Participants with 
Atopic Dermatitis 

(n=134)

Total Sample 
(n=818)

P value

Frequency (%) Frequency (%) Frequency (%)

Age 18–20 111 (16.2%) 18 (13.4%) 129 (15.8%) 0.748

21–30 383 (56.0%) 83 (61.9%) 466 (57.0%)

31–40 76 (11.1%) 12 (9.0%) 88 (10.8%)

41–50 70 (10.2%) 12 (9.0%) 82 (10.0%)

51 and older 44 (6.4%) 9 (6.7%) 53 (6.5%)

Gender Female 456 (66.7%) 93 (69.4%) 549 (67.1%) 0.538

Male 228 (33.3%) 41 (30.6%) 269 (32.9%)

Educational level High school or less 98 (14.3%) 14 (10.4%) 112 (13.7%) 0.483

Diploma 71 (10.4%) 12 (9.0%) 83 (10.1%)

Bachelor’s degree 465 (68.0%) 100 (74.6%) 565 (69.1%)

Postgraduate degree 50 (7.3%) 8 (6.0%) 58 (7.1%)

Monthly income <500 221 (32.3%) 46 (34.3%) 267 (32.6%) 0.813

500–1000 304 (44.4%) 60 (44.8%) 364 (44.5%)

>1000 159 (23.2%) 28 (20.9%) 187 (22.9%)

Employment status Student 309 (45.2%) 58 (43.3%) 367 (44.9%) 0.786

Employment 239 (34.9%) 51 (38.1%) 290 (35.5%)

Unemployment 136 (19.9%) 25 (18.7%) 161 (19.7%)

Marital status Unmarried 475 (69.4%) 92 (68.7%) 567 (69.3%) 0.857

Married 209 (30.6%) 42 (31.3%) 251 (30.7%)

Is there a family history of atopic dermatitis 

(Atopic dermatitis) in one of the parents?

No 588 (86.0%) 83 (61.9%) 671 (82.0%) <0.001

Yes 96 (14.0%) 51 (38.1%) 147 (18.0%)
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and the chest or back (14.2%). Lower frequencies were reported for the elbow (12.7%), neck (10.4%), ankle (9.0%), knee 
(7.5%), and sensitive areas (4.5%). Table 2 shows that AD symptoms varied in frequency, with 29.9% of participants 
reporting rarely symptoms and the same proportion reporting them more than once a week. In addition, (42.5%) stated 
that AD affected their daily activities or work/study performance, while 41.8% reported that itching disturbed their sleep 
at night. Figure 3 illustrates treatments used by participants with AD. The most frequently used treatment was moisturizer 
(49.3%), followed by topical corticosteroids (37.3%) and antihistamines (14.9%), whereas a small portion used chronic 
corticosteroids (7.5%), topical immunosuppressants (3.7%), and chronic immunosuppressants (1.5%).

65.7%

61.9%

60.4%

39.6%

28.4%Oozing or scaling with crust
formation

Small raised bumps

Dryness and skin cracking

Redness

Itching

0% 10% 20% 30% 40% 50% 60% 70%

Participants with AD (%)

Figure 1 Reported skin symptoms among participants with Atopic dermatitis (n=134).

59.7%

21.6%

14.2%

12.7%

10.4%

9.0%

7.5%

4.5%Sensitive areas

Knee

Ankle

Neck

Elbow

Chest or back

Face

Hands

0% 10% 20% 30% 40% 50% 60% 70%

Participants with AD (%)

Figure 2 Most commonly affected body sites among participants with Atopic dermatitis (n=134).
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Participants’ Knowledge
Table 3 presents participants’ knowledge regarding AD according to AD status. Overall, the pattern of responses was 
largely similar between participants without AD and those with AD, with most comparisons showing no statistically 
significant differences. High proportions of correct responses were observed for having previously heard of AD (94.4% 
among participants without AD and 95.5% among those with AD), recognizing the importance of daily moisturization 
in AD treatment (94.0% vs 93.3%), and identifying perfumes or scented soaps as factors that may worsen AD (86.5% vs 
87.3%). In contrast, lower proportions of correct responses were reported for items addressing the possible association 
of AD with asthma (30.7% vs 29.1%) and allergic rhinitis (37.3% vs 39.6%), its effect on school performance (36.4% vs 
38.1%), vaccination schedules (24.6% vs 29.9%), and inheritance from a parent (44.3% vs 52.2%). The only statistically 
significant difference between groups was observed for the item asking whether every child with AD has the disease for 
life, where correct responses were lower among participants with AD than among those without AD (63.4% vs 74.4%, 
p = 0.011). The knowledge score distribution is shown in Figure 4. The median score was 8 (IQR 7–10) in the total 
sample, among participants without AD, and among those with AD; scores ranged from 0–14, 0–14, and 3–13, 
respectively. Using the prespecified threshold of <10 out of 14 (<70%) to indicate suboptimal knowledge, 556 
participants (68.0%) in the total sample were classified as having suboptimal knowledge, including 464 participants 
without AD (67.8%) and 92 participants with AD (68.7%).

49.3%

37.3%

14.9%

7.5%

3.7%

1.5%Immunosuppressants

Topical immunosuppressants

Corticosteroids

Antihistamines

Topical corticosteroids

Moisturizer

0% 10% 20% 30% 40% 50% 60%

Participants with AD (%)

Figure 3 Treatments used by participants with Atopic dermatitis (n=134).

Table 2 Severity of Atopic Dermatitis Symptoms Among Patient Cohorts (n=134)

Parameter Frequency (%)

How many times do the symptoms appear during the week? Rarely 40 (29.9%)
Once a month 37 (27.6%)
Once a week 17 (12.7%)

More than once a week 40 (29.9%)

Do you think atopic dermatitis affects your daily activities or your performance at work/study? No 77 (57.5%)
Yes 57 (42.5%)

Does the severity of itching affect your sleep at night? No 78 (58.2%)

Yes 56 (41.8%)
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Among participants without AD, the quantile regression model showed that educational level and income were 
the main predictors of AD knowledge (Table 4). Compared with participants holding a postgraduate degree, lower 
knowledge scores were observed among those with high school education or less (beta = −2.000, p = 0.002) and 
those with a diploma (beta = −1.500, p = 0.014), while the association for bachelor’s degree holders did not 
reach statistical significance (beta = −1.000, p = 0.057). Participants with a monthly income below 500 JOD had 
lower knowledge scores than those with income above 1000 JOD (beta = −1.000, p = 0.011). Gender, age group, 
employment status, marital status, and family history of AD were not statistically significant predictors in this 
subgroup.

Among participants with AD, the regression model showed a different pattern of predictors (Table 5). Female 
gender was associated with a higher knowledge score compared with male gender (beta = 1.500, p = 0.010), and 
absence of a family history of AD was associated with a lower knowledge score compared with having a family 
history (beta = −1.500, p = 0.009). Educational level, monthly income, age group, employment status, and marital 
status were not statistically significant predictors among participants with AD. These findings should be inter
preted with caution because this subgroup was smaller, which produced wider confidence intervals for several 
predictors.

Table 3 Participants’ Knowledge Regarding Atopic Dermatitis

Participants without Atopic 
Dermatitis (n=684)

Participants with Atopic 
Dermatitis (n=134)

P value

Incorrect Correct Incorrect Correct
Frequency (%) Frequency (%) Frequency (%) Frequency (%)

1. Can Atopic dermatitis be inherited from 

a parent?

381 (55.7%) 303 (44.3%) 64 (47.8%) 70 (52.2%) 0.107

2. Can a patient with Atopic dermatitis develop 
asthma?

474 (69.3%) 210 (30.7%) 95 (70.9%) 39 (29.1%) 0.759

3. Can a patient with Atopic dermatitis develop 

allergic rhinitis?

429 (62.7%) 255 (37.3%) 81 (60.4%) 53 (39.6%) 0.627

4. Can perfumes or scented soaps worsen 

Atopic dermatitis?

92 (13.5%) 592 (86.5%) 17 (12.7%) 117 (87.3%) 0.890

5. Can Atopic dermatitis affect school 
performance?

435 (63.6%) 249 (36.4%) 83 (61.9%) 51 (38.1%) 0.769

6. Can a child with Atopic dermatitis have 

difficulty making friends?

333 (48.7%) 351 (51.3%) 70 (52.2%) 64 (47.8%) 0.508

7. Can Atopic dermatitis affect eating habits? 309 (45.2%) 375 (54.8%) 61 (45.5%) 73 (54.5%) 1.00

8. Is Atopic dermatitis contagious? 174 (25.4%) 510 (74.6%) 27 (20.1%) 107 (79.9%) 0.227

9. Can Atopic dermatitis affect vaccination 
schedules?

516 (75.4%) 168 (24.6%) 94 (70.1%) 40 (29.9%) 0.232

10. Have you heard of atopic dermatitis Atopic 

dermatitis?

38 (5.6%) 646 (94.4%) 6 (4.5%) 128 (95.5%) 0.834

11. What is the role of treatment in Atopic 

dermatitis?

216 (31.6%) 468 (68.4%) 34 (25.4%) 100 (74.6%) 0.182

12. How important is daily moisturizing in 
Atopic dermatitis treatment?

41 (6.0%) 643 (94.0%) 9 (6.7%) 125 (93.3%) 0.696

13. Does every child with Atopic dermatitis have 

it for life?

175 (25.6%) 509 (74.4%) 49 (36.6%) 85 (63.4%) 0.011

14. Do some foods always worsen Atopic 

dermatitis in all patients?

251 (36.7%) 433 (63.3%) 58 (43.3%) 76 (56.7%) 0.172
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Discussion
This study aimed to assess the self-reported prevalence of AD and examine the level of knowledge and attitudes toward it 
among adults in Jordan. It also sought to provide a clearer understanding of how widespread the condition is within this 
population. The results are especially significant when compared with prevalence rates reported in other regions.

Table 4 Quantile Regression Model for Atopic Dermatitis Knowledge Score Among Participants Without Atopic Dermatitis

Parameter Coefficient Sig. 95% Confidence 
Interval

Lower 
Bound

Upper 
Bound

(Intercept) 10.000 0.000 8.390 11.610

Age 18–20 0.000 1.000 −1.342 1.342
21–30 0.000 1.000 −1.145 1.145

31–40 −0.500 0.410 −1.690 0.690
41–50 0.500 0.404 −0.675 1.675

51 all older*

Gender Female 0.500 0.096 −0.090 1.090
Male*

Educational level High school or less −2.000 0.002 −3.251 −0.749
Diploma −1.500 0.014 −2.692 −0.308
Bachelor’s degree −1.000 0.057 −2.031 0.031

Postgraduate degree*

(Continued)

Overall (n=818) Without AD (n=684) With AD (n=134)

0 1 2 3 4 5 6 7 8 9 1011121314 0 1 2 3 4 5 6 7 8 9 1011121314 0 1 2 3 4 5 6 7 8 9 1011121314
0%

5%

10%

15%

20%

25%

Knowledge score (0-14)

P
ar

tic
ip

an
ts

 (
%

)

Figure 4 Distribution of the 14-point Atopic dermatitis knowledge score overall and according to Atopic dermatitis status (n=818). The dashed line indicates the threshold 
for adequate knowledge (score of 10 or higher).
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Table 5 Quantile Regression Model for Atopic Dermatitis Knowledge Among Participants with Atopic Dermatitis

Parameter Coefficient Sig. 95% Confidence 
Interval

Lower 
Bound

Upper 
Bound

(Intercept) 9.500 0.000 6.647 12.353

Age 18–20 −1.500 0.345 −4.635 1.635
21–30 −0.500 0.668 −2.800 1.800

31–40 −0.500 0.722 −3.278 2.278
41–50 −0.500 0.728 −3.339 2.339

51 all older*

Gender Female 1.500 0.010 0.373 2.627
Male*

Educational level High school or less −1.000 0.455 −3.643 1.643
Diploma 0.500 0.704 −2.099 3.099

Bachelor’s degree −1.500 0.182 −3.712 0.712

Postgraduate degree*

Monthly income <500 −0.500 0.457 −1.827 0.827
500–1000 0.500 0.456 −0.823 1.823
>1000*

Employment status Student 0.500 0.610 −1.438 2.438
Employment 0.000 1.000 −1.791 1.791

Unemployment*

Marital status Unmarried 0.500 0.571 −1.242 2.242
Married*

Is there a family history of atopic dermatitis (Atopic dermatitis) in 

one of the parents?

No −1.500 0.009 −2.619 −0.381

Yes*

Note: * indicates the reference group in the regression models.

Table 4 (Continued). 

Parameter Coefficient Sig. 95% Confidence 
Interval

Lower 
Bound

Upper 
Bound

Monthly income <500 −1.000 0.011 −1.768 −0.232
500–1000 −0.500 0.150 −1.181 0.181

>1000*

Employment status Student −0.500 0.257 −1.365 0.365
Employment 0.000 1.000 −0.722 0.722

Unemployment*

Marital status Unmarried 0.500 0.252 −0.357 1.357
Married*

Is there a family history of atopic dermatitis (Atopic dermatitis) in 

one of the parents?

No −0.500 0.178 −1.229 0.229

Yes*

Note: * indicates the reference group in the regression models.
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Our study showed that family history of AD was the only demographic variable significantly associated with AD 
status, while no significant associations were observed with other sociodemographic factors. Multiple cross-sectional 
studies have shown that children and adults with a familial history of AD or other atopic conditions have a significantly 
higher risk of developing AD, supporting the role of inherited defects in skin barrier function and immune 
regulation.29–31

The results of this study indicate that the self-reported prevalence of AD in this sample of the adult Jordanian 
population was 16.4%. When compared to the surrounding region, our findings are notably lower than the 30% AD 
prevalence reported among adult Saudis in one local study,23 yet they align more closely with the other regional data of 
the international AWARE-1 survey, which reported a comparable prevalence rate of 15.3% in Saudi Arabia.8 In contrast, 
other Middle Eastern studies report much lower rates; a survey of 4969 respondents in the UAE revealed an AD 
prevalence of 11.6%,8 a study in Kuwait found a prevalence of 6.4% among young adults aged 18–26 years,32 and 
a large-scale study of 8110 respondents in Egypt reported a prevalence of only 3.6%.8 Interestingly, these regional studies 
consistently noted a higher proportion of male respondents.

On a global scale, our findings (16.4%) closely mirror international data from the AWARE-1 survey in Taiwan, which 
reported a prevalence rate of 17.0%.8 However, wider global data demonstrates significant divergence. For instance, 
a lifetime prevalence of 21% was reported across all age groups in Finland.33 Conversely, much lower adult prevalence 
rates have been documented in Western and Asian nations, including 7.3% in the United States,34 4.4% in the European 
Union, 3.5% in Canada, and 2.1% in Japan.35 This marked global and regional variation likely reflects critical differences 
in baseline population characteristics, geographic climate, sampling methodologies, and whether the studies relied on 
self-reported questionnaires or clinically validated diagnostic criteria.36,37

Furthermore, household income demonstrated a significant positive correlation with disease-specific health literacy. 
Our findings demonstrated that low income group (below 500 JOD) was associated with a lower knowledge score than 
high an income group (above 1000 JOD). This was similar to a previous study in KSA where public AD Knowledge was 
significantly correlated with income levels.23

In the current study, the majority of respondents with self-reported AD were female (69.4%) compared to male 
(30.6%). While this numeric distribution reflects the global trend toward a female majority in adult AD cohorts post- 
puberty, our analysis confirmed that gender was not statistically significantly associated with AD status. This finding 
contrasts with larger-scale Western and Middle Eastern epidemiological surveys, which frequently demonstrate 
a statistically significant female predominance in adulthood that varies from the male predominance seen in childhood 
cases.1

In the present study, socioeconomic status demonstrated no significant association with AD. This contrasts with 
a large-scale English study utilizing primary care data from 3.85 million individuals, which identified a nuanced 
relationship: while higher socioeconomic status correlated with increased AD incidence in infants under age two, an 
inverse relationship was observed across all other age groups.38

The results of the present study indicate that the participants’ knowledge regarding AD was suboptimal, with 68% 
demonstrating inadequate knowledge and 32% exhibited good knowledge. In contrast, a study conducted in Saudi Arabia 
reported that the largest proportion of participants (43%) of demonstrated a fair level of knowledge, 30% had poor 
knowledge, and 26% exhibited a good knowledge.23 However, awareness of hereditary nature is lower in the current 
study, as only 45.6% of participants recognized that AD can be passed from parent to child, whereas a higher proportion 
(56.4%) reported that in cross-sectional study in Saudi Arabia.23

Our finding revealed that the hands among patients with AD is the most affected body site followed by face, chest, 
elbow, neck, ankle, knee, whereas a study conducted in USA found that the area of AD lesions was mostly in head/neck, 
followed by hands/fingers, front, upper extremities, and lower extremities.39 Nearly 43% participants reporting symptoms 
once a week or more which was less compared that of Saudi population (65%).23

In our study, more than half of AD cohort reported itching symptom, redness and dryness with skin cracking. This 
was similar to an international qualitative study found out that Itch, skin redness, and dry, flak, or scaly skin were the 
most frequently reported symptoms, with over 75% of patients suffering from these symptoms every 1 to 3 days.40
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The most common treatment which was reported in our study is the use of moisturizers (49.3%) followed by topical 
corticosteroids (37.3%). The use of moisturizers which is an indicator of basic treatment knowledge was less compared to 
a previous study conducted in parents of children (79% reported using a moisturizers).21 However, the low usage of 
advanced therapies (topical or systemic immunosuppressants) may reflect either a limited access and negative attitudes 
toward systemic medications which is a trend often seen in regional studies.

Limitations
This study is subject to several limitations. First, AD diagnosis was entirely self-reported by participants without clinical 
confirmation by a dermatologist. Consequently, this may lead to an overestimation or misclassification of prevalence 
rates, hence further studies using clinically validated criteria are needed to confirm the exact prevalence. Second, due to 
the survey-based nature of the study, a validated clinical severity assessment (such as Scoring Atopic Dermatitis 
(SCORAD)) was not performed, limiting our ability to correlate knowledge levels with objective disease severity. 
Third, the remote online recruitment via social media introduces potential selection bias and limits generalizability to the 
broader Jordanian population, as the sample was skewed toward younger adults and females, ie, a demographic 
imbalance observed in similar regional electronic surveys.41 Finally, exclusive reliance on a digital platform introduces 
selection bias by restricting participation to individuals with device access, stable internet connectivity, and functional 
digital literacy. This requirement potentially underrepresents older or lower-income populations.

Conclusions
This study demonstrates that AD knowledge among adult Jordanians is suboptimal, despite widespread recognition. 
While most participants were familiar with AD and moisturization benefits, significant gaps persist regarding inheritance, 
systemic comorbidities, and topical treatments. To translate these findings into clinical utility, we propose a multi-tiered 
public health framework. First, standardized patient education protocols should be integrated into routine primary care 
encounters and community pharmacy consultations. Second, health authorities must lead national, culturally tailored 
awareness campaigns using digital platforms and Arabic-language materials. These targeted interventions are crucial for 
enhancing self-management, reducing stigma, and improving treatment adherence in Jordan.
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