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ABSTRACT

The Health Economics of Allergic Diseases (HEAD) registry is a European-based registry developed by the European
Academy of Allergy and Clinical Immunology in collaboration with national allergy societies to facilitate standardised al-
lergic disease management. Using an observational design, this first registry-based study describes care patterns for allergic
diseases and their impact on the healthcare system (diagnostic and management costs), society (missed work/school days and
disability pension/support) and patients (out-of-pocket costs) in 778 adults and children with allergic rhinitis, asthma, atopic
dermatitis and food allergy, from four countries (Belgium, Italy, Romania and Spain). The average total costs per patient and
per year were €1329.55 +1947.39, with indirect costs of €338.68 + 1629.61. Direct costs consisted of €82.74 + 585.90 for hospi-
talisations, €17.50 +125.07 for the emergency department, €172.94 + 323.17 for specialists, €22.70 +£132.42 for primary care,

Abbreviations: AD, atopic dermatitis; AIT, allergen immunotherapy; AR, allergic rhinitis; ARIA, allergic rhinitis and its impact on asthma; COVID-19, coronavirus
disease 2019; CRD, component-resolved diagnosis; CU, chronic urticaria; EAACI, European Academy of Allergy and Clinical Immunology; ED, emergency
department; EMA, European Medicines Agency; FA, food allergy; HCRU, healthcare resource utilisation; HEAD, Health Economics of Allergic Diseases; LTRA,
leukotriene receptor antagonist; NO, nitric oxide; OCS, oral corticosteroid; SCIT, subcutaneous allergen immunotherapy; SCORAD, SCORing Atopic Dermatitis; SD,
standard deviation; SLIT, sublingual allergen immunotherapy; UEMS, European Union of Medical Specialists.
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€4.85+136.84 for psychologists, €21.24 +82.47 for diagnosis and €104.81 +469.26 for treatments. Indirect costs were out-of-
pocket consultation fees (€16.24 + 106.40), medications (€161.90 & 710.58), transportation (€44.15 + 218.51), private insurance
(€16.77 £157.91), avoidance (€8.65+92.99) and environmental control (€99.33 & 955.23). Adults missed 1.02 + 3.20 workdays,
children missed 0.53 +£2.18 schooldays and burdened their families with 1.38 +13.83 lost days. There was a high degree of
heterogeneity across countries for management patterns and for costs. The significant burden of allergic diseases calls for

immediate action for better management.

1 | Introduction

Allergic diseases and asthma are among the most common
chronic diseases, substantially contributing to the global health
burden [1, 2]. In 2019, 262 million asthma cases and 171 million
atopic dermatitis (AD) cases were reported globally, including
81 million children with asthma and 5.6 million children with
AD [1, 2]. Data on asthma prevalence in children have been pub-
lished with median values of 25% [3]. It is estimated that one in
three people in Europe suffers from some form of chronic aller-
gic disease, namely allergic rhinitis (AR), asthma, chronic rhi-
nosinusitis, AD, chronic urticaria (CU), drug allergy (DA), food
allergy (FA), eosinophilic oesophagitis or insect venom allergy
[4-11].

Because the incidence and prevalence of allergic diseases in-
crease, the resulting burden for many healthcare systems re-
quires efficient management pathways coupled with sufficient
provisions and increased awareness [12-20].

To deliver proper allergy care throughout Europe, it is neces-
sary to evaluate the current management patterns and impact
to identify gaps and barriers in their approach. A survey among
European and non-European countries by the European
Academy of Allergy and Clinical Immunology (EAACI) and
the European Union of Medical Specialists (UEMS) section and
allergologist board showed that in most countries, allergy care
services are available but are highly heterogeneous in practices
[21]. The same survey reported that allergy specialties do not
exist or are just sub-specialties in many European countries.
In addition, access to specialised care is challenging, with long
waiting times and high costs. As a result, most allergic diseases
are self-managed, treated by pharmacists or in primary care
settings without proper allergy training, thus significantly im-
pacting the quality of care and desired outcomes. The lack of
political and societal awareness of the burden of allergic dis-
eases and asthma also hampers care quality for these patients
[14, 17, 19, 22, 23].

Estimating the true impact of allergic diseases is challenging due
to incomplete and unrepresentative data [17, 19]. On the other
hand, some practices may need to be appropriately evaluated in
terms of cost-effectiveness outside the clinical trial framework
in the long term, which would be necessary to standardise prac-
tices across Europe [24].

The overarching aims of the Health Economics of Allergic
Diseases (HEAD) registry, established by the EAACI in 2021,
are to harmonise allergic disease and asthma management and
establish a structure for collaborative projects in these fields
across European countries.

The aims of this cross-sectional study were to describe care pat-
terns and estimate the impact of these diseases when consider-
ing direct medical costs (healthcare perspective), out-of-pocket
costs for the patient (patient perspective) and all relevant costs
to society (societal perspective). The assessment of care patterns
and impact was stratified by disease and country.

2 | Methods
2.1 | Design

The design was cross-sectional. The observation period was set
at 12months. This is the baseline of a population-based multina-
tional registry intended to run longitudinally hereafter.

2.2 | Population

To be included in the HEAD registry, patients needed to fulfil
the following inclusion criteria: (a) specific diagnostic criteria
for the following target allergic diseases: AR, asthma, AD, DA,
FA and CU (Table S1); (b) any age/gender; (c) diagnosis in 2018
or before; and (d) at least one visit for the allergic disease during
2019 in the participating centres. The recruitment of allergy-
specialised centres was done at the country level by country co-
ordinators from the national allergy societies, trying to balance
the representativeness of the populations attended and fidelity
to the protocol. In principle, all centres were invited, but only
a proportion, different in each country, accepted to participate.

The selection of 2019 as the cut-off year was due to the con-
founding effect of the Coronavirus disease 2019 (COVID-19)
pandemic, which began disrupting all management pathways
for allergic diseases and asthma in March 2020.

The centres were instructed to draw a random sampling of the
patients attended in 2019. Random patient selection at the coun-
try level maintained the public/private ratio of specialised care
centres to ensure representativeness. The target sample was 200
patients per disease and country. However, the target samples
were not reached in all countries or diseases. Due to the data
incompleteness, patients from Germany and the Czech Republic
were not included in the final analysis. Similarly, pattern and
impact analyses were not possible for DA and CU.

2.3 | Measurements and Variables

Standardised measures are fundamental for valid registry-based
study results. The multinational HEAD registry thus employed
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standard terminologies to ensure the same significance of infor-
mation collected from different healthcare systems.

2.3.1 | Outcome 1: Care Patterns

The care pattern was defined by using specific assessments and
management options for each disease and its associations. We
characterised care patterns by assessing the frequency in which
different diagnostic tests and management options are used (full
list of considered tested and options are shown in Table S2).

2.3.2 | Outcome 2: Impact

The impact was studied over a 12-month period, with this time
frame being the last full observation year before the pandemic
(2018-2019). Therefore, data were collected for the interval be-
tween the last visit in 2019 (index visit) and a visit in 2018, occur-
ring approximately 12 months before the last visit in 2019.

The results are presented in three levels:

 Healthcare perspective: direct medical costs (consultations,
hospitalisations, visits to emergency department [ED]/spe-
cialist/primary care/psychologist, diagnostic tests, as well
as pharmacological and non-pharmacologic interventions).

« Societal perspective: indirect costs represented by the value
of production lost to society due to absence from work, days
lost by families, school days missed by paediatric patients,
disability and death.

« Individual perspective: indirect costs paid by the patient or
their families related to the disease. Out-of-pocket costs
were defined as additional costs not covered by insurance
or other sources, directly impacting the family budget. The
following data were collected: days lost by family members
taking care of the sick person; out-of-pocket costs of diag-
nosis, medications, private insurance, transport to the spe-
cialised centre, lifestyle changes (e.g., special diet for FA,
allergen avoidance or other environmental control) or other
out-of-pocket costs.

2.4 | Statistical Analysis

Descriptive data were expressed by central tendency and disper-
sion measures or absolute frequency and percentages for quantita-
tive and qualitative variables, respectively. Comparisons between
countries were performed using the Kruskal-Wallis rank-sum test
(continuous data) and chi-squared test (categorical data).

1. Outcome 1—Care patterns: For each disease, assessment
or management option, use or pattern frequency was es-
timated with 95% confidence intervals. Comparisons be-
tween patient characteristics and treatment patterns were
assessed by the chi-squared test for categorical variables
and Kruskal-Wallis for continuous variables.

2. Outcome 2—Impact: The costs were obtained by surveying
the country coordinators, who were instructed to search

official databases in their respective countries. The cur-
rency for each cost was collected for each country and con-
verted to Euro (€) of 2021, without inflation adjustment. For
the cost analysis, we used the active substance, assumed
that the same active ingredient had the same price, and
the price per dose was calculated (in cases with multiple
values for one active substance, we used the lowest value)
[23]. The analysis did not include drugs listed under ‘other
drugs’ and eye drops, gels, topical ointments and serums
due to the difficulty of calculating dose costs. The price
available for sublingual allergen immunotherapy (AIT)
(SLIT) or subcutaneous AIT (SCIT) was that of a 10-12-
month package. Therefore, the patient who received these
compounds had a cost of 10-12 months (available price)
since the computation period was 1 year (2018-2019). We
assumed two adrenaline auto-injectors for long-term man-
agement for the whole study period. The total hospitalisa-
tion cost was calculated using the sum of visits and length
of stay in intensive care unit or general ward. The total cost
of specialist, primary care, psychologist or emergency de-
partment visits was determined by calculating the sum of
the number of visits [25, 26].

Overall healthcare resource use utilisation (HCRU) was calcu-
lated as the sum of all costs (hospitalisations, ED visits, special-
ists, primary care visits and psychologist visits).

The total cost of diagnostic tests was determined by counting
each diagnostic test used and multiplying it by its cost. The total
treatment cost was the sum of the product price per dose of each
active ingredient multiplied by the number of treatment days.

All statistical analyses were performed using a two-sided hy-
pothesis at a 5% significance level, using the R statistical soft-
ware, version 4.3.0 [27], with a two-sided hypothesis at a 5%
significance level.

2.5 | Regulatory and Ethical Considerations

Regulatory and good clinical practice aspects followed the stan-
dards of the European Medicines Agency (EMA) and those of
the Agency for Healthcare Research and Quality for multina-
tional registries [28-31]. The registry ensured the European
Union's and national regulations on data protection and storage
(General Data Protection Regulation). Study procedures com-
plied with the Declaration of Helsinki [29] and good clinical
practice guidelines [31].

As data were collected during the pandemic in each country/
centre, the institutional review board was asked about the pos-
sibility of written informed consent exemption for retrospective
studies according to local regulations or telemedicine use proce-
dures to obtain verbal consent and data collection.

3 | Results

Six countries recruited patients in the HEAD registry: Belgium,
Czech Republic, Germany, Italy, Romania and Spain (Table S3).
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The target samples and data completeness were not reached in
all countries or diseases.

The study included 778 patients; 60% were females, with a mean
age of 34+ 21years. AR was the most common diagnosis (441;
60%) and CU was the least frequent (81; 12%). Most patients re-
ported never smoking (79%); 35% had a parental history of aller-
gic diseases and 3.8% had occupational exposure to allergens.
Sixty-six percent presented symptoms to indoor or outdoor aller-
gens, most frequently due to pollen (45%) and house dust mites
(37%). The most common comorbidity was gastro-oesophageal
reflux (5.5%) (Table S4).

Overall, 40% had been diagnosed with a single allergic disease,
while 5.1% presented four or more different allergic diseases
among the targeted ones (Table S5). The most common associa-
tion was between AR and asthma (38.0%), followed by AD with
AR (15.9%) and FA with AR (15.4%) (Table S6).

3.1 | The Across-Country Average Impact
of Allergic Diseases (AR, Asthma, AD and FA)

3.1.1 | Total Costs

Total healthcare costs per patient and year were €1329.55
(€3513.02), ranging from €532.58 in Romania to €2802.30 in Italy.

3.1.2 | Direct Medical Costs

Overall, treatments constituted the highest expense fraction
(€546.89) and psychology visits the lowest (€6.23) (Table 1).
Highest expense distribution varied across countries. For in-
stance, Belgium had higher costs for diagnostic tests (€721.02)
and hospitalisations (€524.39) than for treatments (€163.39),
and Italy and Spain had high emergency visit costs (€520.00 and
€306.10, respectively). Specialist visits were similarly distributed
across countries. Regarding visits to psychologists, information
was only available for Italy and Romania (Table 1).

3.1.3 | Societal Costs

On average, adult patients missed 1.61 (4.33) workdays, which
translated to an average cost of €9.49 (72.90), while family mem-
bers were burdened with 1.57 (15.41) lost days, equivalent to
€30.00 (237.00) (Table 1). Paediatric patients missed 1.61 (4.33)
school days (Table S12). Belgium reported the highest impact on
patient families and the highest number of missed school days,
and Italy had the highest impact on lost workdays.

3.1.4 | Individual Costs

The average indirect cost of allergic diseases ranged from €18.61
in Spain to €562.89 in Belgium (mean €201.56). On average,
main costs were due to out-of-pocket medications (€118.74), fol-
lowed by environmental control (€25.56) and costs of transpor-
tation to a specialised centre (€23.11) (Table 1). Belgium reported
the highest out-of-pocket costs (€562.89), mainly resulting from

private insurance, environmental control and medications.
Romania had the highest out-of-pocket medication costs, and
Italy presented the highest allergen avoidance costs.

Table 2 shows the impact of allergic diseases stratified by disease.
Overall, asthma led to the highest costs, with €2240.83 (2620.34)
per patient and year, followed by AD, with €1566.45 (5621.58).

3.2 | Allergic Rhinitis
3.2.1 | Description and Care Patterns

Of the 778 patients included in the study, 441 (56.7%) had an AR
diagnosis, 56% were women, with a mean age of 31+ 19years.
Most of them had never smoked (80%), and 27% had allergic and
non-allergic comorbidities. The most frequent associations were
with asthma (70%) and gastro-oesophageal reflux disease (6.1%).
Parental history of allergic diseases was reported by 43% of pa-
tients, while 92% reported symptoms to allergens, mainly pollen
(67%) and house dust (51%), as well as cat (25%) and dog epithe-
lial (20%) (Table S7).

Except for Belgium, most AR patients were diagnosed by an al-
lergist (72%) and had persistent (72%) and moderate-to-severe
disease (63%), according to the allergic rhinitis and its impact
on asthma (ARIA) duration and classification (28). The most
common tests used to diagnose AR were skin prick tests (84%),
serum total immunoglobulin E (IgE, 66%) and serum allergen-
specific IgE (46%) (Table 3). More than 50% of Romanian and
Spanish patients were reported to be diagnosed with component-
resolved diagnosis (CRD).

Most AR patients were treated with oral antihistamines (78%),
followed by intranasal corticosteroids (49%). Overall, SCIT and
SLIT were prescribed in only 10% and 7.9% of patients, respec-
tively, with Italy and Romania prescribing mainly SLIT and
Spain SCIT (Table 3). There were no reports of oral corticoste-
roid (OCS) use in either country.

3.2.2 | Impact

The average annual impact per AR patient on healthcare costs
was €538.06 (972.30), mainly composed of treatment costs
(€278.03) and specialist visits (€129.31). There were significant
differences between countries in terms of specialist visits, these
costs being the highest in Romania (€185.98). Italy reported
the highest primary care costs (p=0.001) and HCRU costs
(p<0.001) (Table 4). Diagnostic tests and treatments resulted in
an average cost of €56.98 +£127.57 and €278.03 +737.68, respec-
tively (Table 4). Diagnostic test (€127.02) and treatment (€463.73)
costs were significantly higher in Spain than in other countries.

AR patients led to an average indirect cost of €173.04 (598.15),
the highest being in Romania (€347.90), mainly due to out-of-
pocket medications and private insurance payments, and the
lowest indirect costs were found in Spain (€17.33) (Table 4).
On average, adult patients missed 0.46 (1.80) workdays, which
translated to an average cost of €4.41 (34.28), while family mem-
bers were burdened with 0.70 (6.94) lost days, equivalent to
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TABLE 2 | Impact of allergic diseases by disease.

Atopic
Impact (% of the total Allergic rhinitis, dermatitis, Food allergy,
costs) n=441 Asthma, n=407 n=207 n=199 p
Healthcare impact 538.06 (972.30) 2240.83 (2620.34) 1566.45 (5621.58) 1324.36 (2030.10) <0.001
(72.5%) (93.6%) (84.0%) (89.0%)
Hospitalisations 45.68 (536.23) 45.80 (409.76) 31.01 (352.18) 260.17 (807.65) <0.001
Emergency visits 4.56 (68.23) 1420.10 (1442.23) 5.88 (48.51) 480.57 (421.92) <0.001
Specialist visits 129.31 (183.27) 215.61 (262.54) 171.70 (306.62) 137.63 (164.38) <0.001
Primary care visits 23.51(107.26) 32.53(119.14) 7.13 (29.85) 10.00 (39.75) 0.017
Psychologist visits — 0.17 (2.96) 31.78 (352.22) — 0.159
Diagnostic tests 56.98 (127.57) 176.23 (194.01) 348.66 (3522.48) 121.10 (298.60) 0.988
Treatments 278.03 (737.68) 312.10 (1699.09) 988.63 (4251.54) 314.89 (1876.50) 0.002
Societal impact 30.91 (281.90) 30.02 (93.54) 52.47 (203.04) 56.63 (267.92) <0.001
(4.2%) (1,2%) (2.8%) (3,8%)
Workdays lost 4.41 (34.28) 9.10 (42.13) 26.97 (154.86) 3.86 (16.18) 0.164
Days lost by family 26.49 (280.22) 20.92 (85.66) 25.50 (82.13) 52.77 (268.07) <0.001
Individual impact 173.04 (598.15) 123.79 (392.98) 214.08 (521.84) 106.10 (296.27) <0.001
(23.3%) (5.2%) (11.5%) (7.1%)
Out-of-pocket 5.85 (28.85) 8.05 (44.99) 27.14 (83.83) 18.86 (98.04) <0.001
consultations
Out-of-pocket 120.92 (548.74) 65.26 (324.82) 111.31 (360.08) 21.61 (84.49) <0.001
medications
Private insurance (not 12.06 (127.24) 9.41 (71.61) 24.31 (111.29) 28.08 (127.24) <0.001
reimbursed)
Cost for environmental 18.62 (105.64) 26.37 (127.69) 20.85 (88.72) 4.80 (42.33) <0.001
control at home
Cost for avoidance 0.53 (6.26) — 7.76 (72.47) 17.75 (103.12) 0.007
Costs of transport to a 14.63 (54.30) 14.48 (55.02) 20.41 (72.41) 14.99 (64.73) <0.001
specialised centre
Other out-of-pocket 0.47 (6.27) 0.23(3.07) 2.29 (14.34) — 0.990
expenses
All costs 742.02 (1292.87) 2394.64 (2630.31)  1864.56 (5828.00) 1487.37 (2127.39)  <0.001

Note: Data expressed as mean (SD). p-values from multi-way ANOVA.

€26.49 (280.22) (Table 4). Paediatric patients missed 2.77 (12.33)
school days (Table S8). Belgium reported the highest number of
missed school days and the cost of days lost by the family, and
Italy presented the highest cost of missed workdays.

3.3 | Asthma

3.3.1 | Description and Care Patterns

The HEAD registry included 407 patients with asthma; 56%
were women, with a mean age of 34+20years. The majority

never smoked (77%); 38% of patients had a parental history of
atopic disease, 4.7% recounted occupational exposure and 83%

presented symptoms in response to indoor or outdoor allergens,
with pollen and house dust mites being the most common (56%
and 50%, respectively) (Table S9). The most frequently associ-
ated disease was AR (74%), followed by 8.6% gastro-oesophageal
reflux disease and 7.1% rhinosinusitis with nasal polyps. Most
patients were partially controlled (Table 5) and 241 (72%) experi-
enced no exacerbations during the study period, with an average
exacerbation number of 0.5 (0.5).

In 60% of cases, patients were diagnosed by an allergist. Commonly
employed diagnostic tests, without specifying a specific asthma
type, were spirometry (88%), bronchodilator test (55%), skin prick
test (69%), serum total IgE (62%) and CRD (48%). Exhaled nitric
oxide (NO) was frequently measured in Belgium (75%), while no
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TABLE 3 | Allergic rhinitis: diagnosis, severity, health care resources and treatment by country.

Across-country
Variable average, n=441 Belgium,n=49 Italy,n=45 Romania,n=117 Spain, n=107 4]

Who made the diagnosis?

Allergist 318 (72%) 9 (18%) 35 (78%) 104 (89%) 55 (51%) <0.001
Pulmonologist 30 (6.8%) 26 (53%) 0 (0%) 4 (3.4%) 0 (0%) <0.001
Paediatrician 61 (14%) 11 (22%) 9 (20%) 5(4.3%) 36 (34%) <0.001
Internal 1(0.2%) 1(2.0%) 0 (0%) 0 (0%) 0 (0%) 0.138
Medicine
Primary care 6 (1.4%) 1(2.0%) 0(0%) 1(0.9%) 3(2.8%) 0.527
ENT Surgeon 3(0.7%) 1(2.0%) 0 (0%) 2 (1.7%) 0 (0%) 0.421
Other 0 (0%) 0 (0%) 0 (0%) 0(0%) 0 (0%) —
Number of 1.0 (1.0-1.0) 1.0 (1.0-1.0) 1.0 (1.0-1.0) 1.0 (1.0-1.0) 1.0 (1.0-1.0) 0.138
diagnostic
professionals
ARIA duration
Intermittent 110 (28%) 23 (62%) 31 (70%) 15 (13%) 33 (38%) <0.001
Persistent 287 (72%) 14 (38%) 13 (30%) 100 (87%) 54.(62%)
ARIA severity
Mild 146 (37%) 30 (79%) 25 (56%) 35 (31%) 43 (51%) <0.001
Moderate-to- 248 (63%) 8 (21%) 20 (44%) 78 (69%) 42 (49%)
severe
VAS
2018 6.0 (4.0-8.0) 5.0 (1.0-8.0) 4.5(3.0-8.2) 7.0 (4.0-8.0) 6.0 (4.0-8.0) 0.007
2019 4.0 (3.0-7.0) 5.0 (2.0-8.0) 4.0 (3.0-6.0) 3.0 (2.0-5.00) 5.0 (3.0-8.0) 0.058

Diagnostic tests (ever performed)

Nasal endoscopy 14 (3.2%) 6 (12%) 2 (4.4%) 3(2.6%) 2(1.9%) 0.016
Nasal lavage 2(0.5%) 0 (0%) 0 (0%) 2 (1.7%) 0 (0%) 0.326
Nasal brushing 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) —
PNIF 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —
Rhinomanometry 19 (4.3%) 0(0%) 0(0%) 0(0%) 1(0.9%) 0.577
Acoustic 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —
rhinometry
Nasal hyper- 0 (0%) 0(0%) 0 (0%) 0(0%) 0 (0%) —
reactivity test
Nasal NO 7 (1.6%) 5 (10%) 0 (0%) 0 (0%) 0 (0%) <0.001
Skin prick test 371 (84%) 34 (69%) 45 (100%) 109 (93%) 79 (74%) <0.001
Serum total IgE 291 (66%) 27 (55%) 37 (82%) 81 (69%) 77 (72%) 0.036
Serum allergen- 204 (46%) 30 (61%) 35(78%) 34 (29%) 73 (68%) <0.001
specific IgE

(Continues)
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TABLE 3 | (Continued)
Across-country
Variable average, n=441 Belgium,n=49 Italy,n=45 Romania,n=117 Spain, n=107 4]
Component 169 (38%) 6 (12%) 13 (29%) 59 (50%) 55 (51%) <0.001
resolved
diagnosis in
serum
Blood eosinophils 20 (4.5%) 0 (0%) 1(2.2%) 7 (6.0%) 0 (0%) 0.021
Microbiological 17 (3.9%) 11 (22%) 0(0%) 0(0%) 1(0.9%) <0.001
tests
Other 102 (23%) 2 (4.1%) 34.(76%) 7 (6.0%) 43 (40%) <0.001
Number of 3.0 (1.0-4.0) 3.0 (1.0-4.0) 4.0 (4.0-5.0) 3.0 (1.0-4.0) 4.0(1.5-5.0)  <0.001
diagnostic tests
Pharmacological interventions
Intranasal 6 (1.4%) 1(2.0%) 0 (0%) 3(2.6%) 2(1.9%) 0.762
decongestants
Intranasal 10 (2.3%) 2 (4.1%) 1(2.2%) 2 (1.7%) 2(1.9%) 0.803
antihistamines
Intranasal 1(0.2%) 0(0%) 0(0%) 0(0%) 0 (0%) —
cromones
Oral 343 (78%) 37 (76%) 34.(76%) 85 (73%) 82 (77%) 0.918
antihistamines
Intranasal 217 (49%) 28 (57%) 30 (67%) 70 (60%) 72 (67%) 0.508
corticosteroids
Intranasal 20 (4.5%) 0 (0%) 1(2.2%) 16 (14%) 0 (0%) <0.001
corticosteroid +
antihistamine
Oral 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) —
corticosteroids
LTRA 44(10.0%) 12 (24%) 0 (0%) 19 (16%) 13 (12%) 0.005
SCIT 46 (10%) 0 (0%) 3(6.7%) 5 (4.3%) 36 (34%) <0.001
SLIT 35 (7.9%) 1(2.0%) 15 (33%) 15 (13%) 2(1.9%) <0.001
Other 18 (4.1%) 5(10%) 4(8.9%) 6 (5.1%) 3(2.8%) 0.215
Other health care resources
Hospitalisations 5(2.4%) 0(0%) 2(4.7%) 3(12%) 0(0%) 0.203
Specialist visits 120 (74%) 15 (71%) 19 (50%) 6 (86%) 10 (38%) <0.001
ED visits 3(1.5%) 1(4.0%) 1(2.3%) 0(0%) 1(2.8%) 0.412
Primary care 95 (44%) 2 (8.7%) 10 (23%) 35(92%) 16 (40%) 0.019
visits
Psychologist 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —
visits

Note: Data expressed as n (%) or as median (P25-P75). The p-value was calculated with Pearson's chi-squared, Fisher's exact test or the Kruskal-Wallis rank-sum test.
Abbreviations: ARIA, allergic rhinitis and its impact on asthma; ED, emergency department; ENT, ear-nose-throat; IgE, immunoglobulin E; LTRA, leukotriene
receptor antagonists; NO, nitric oxide; PNIF, PEAK nasal inspiratory flow; SCIT, subcutaneous immunotherapy; SLIT, sublingual immunotherapy; VAS, visual

analogue scale.
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patient underwent this diagnostic test in Romania. Blood eosino-
phils were measured in only 0.5% of cases (Table 5).

Most patients were treated with the combination of inhaled
corticosteroid-long-acting beta-agonists (ICS-LABA) (67%),
followed by leukotriene receptor antagonist (LTRA) (29%),
with only 7% receiving biologicals. A similarly low level of
AIT prescription as for AR was noted: 6.1% for SCIT and 4.2%
for SLIT, with a trend to prescribe SCIT in Spain and SLIT in
Italy. Vaccination level (flu vaccine, etc.) was also very low (2%)
(Table 5).

3.3.2 | Impact

The average annual cost of an asthma patient to the healthcare
system was €2240.83 (€2620.34), the resources used during exac-
erbations representing the most important part of the cost. Italy
had the highest costs for specialist visits (€361.54), exacerbation
HCRU (€4800.00) and primary care visits (€87.18) (Table 6). The
diagnostic test costs were highest in Belgium (€273.09) and low-
est in Italy (€109.37). The average cost for asthma control treat-
ment was €831.66 and the highest in Italy (Table 6). There were
country differences in the use of ICS (p=0.045), ICS-LABA
(p<0.001) and long-acting antimuscarinic agents (LAMAS)
(p=0.047). The average cost for treating asthma exacerbations
was €28.96, which was the highest in Italy (Table 6).

Regarding individual costs, asthma patients incurred an average
cost of €123.79, the highest cost being in Belgium, followed by
Romania and Italy (Table 6). Out-of-pocket consultation costs
were significantly higher in Belgium (€35.16) and out-of-pocket
medications in Romania (€135.55). On average, adult patients
missed 1.23 (3.56) workdays, which translated to an average
cost of €9.10 (42.13), whereas family members were burdened
with 0.75 (2.87) lost days, equivalent to €20.92 (85.66) (Table 6).
Paediatric patients missed 3.04 (6.26) school days (Table S8).
Belgium reported the highest number of missed school days and
cost of days lost by the family, whereas Spain reported the high-
est cost of missed workdays.

3.4 | Atopic Dermatitis
3.4.1 | Description and Care Patterns

The registry included 207 AD patients, of which 55% were
women, with a mean age of 24+ 18years, 80% never smoked,
44% had a parental history of atopic disease, and 72% presented
symptoms with indoor or outdoor allergens, with pollen and
house dust mites being the more common allergens (49% and
41%). The most frequent allergic disease associations were with
AR (65%) and asthma (60%) (Table S10).

Diagnosis was performed by allergists (39%), dermatologists
(27%) or paediatricians (27%). In Belgium, most cases were di-
agnosed by dermatologists, in Romania by allergists and by
paediatricians in Italy and Spain. The most common diagnos-
tic tests were skin prick tests (59%) and serum total IgE (58%).
Serum-specific IgE and blood eosinophils were recommended
in one-third of cases. SCORing Atopic Dermatitis (SCORAD)

was reported for 27% of cases, mainly in Romania and Italy.
Microbiological tests were used in only 3.9% of cases (Table 7).

Most patients (62%) received topical corticosteroids, followed by
oral antihistamines (35%), with only 8% receiving biologicals,
mainly in Italy. The rate of systemic steroid or immunosuppres-
sant use was very low (1.9%, respective 4.8%). Forty-five percent
experienced AD flares during the study period, with an average ex-
acerbation number of 0.9+ 0.9, with 0.3+ 0.3 flares requiring OCS.

3.4.2 | Impact

AD burdened the healthcare system with an average of €1566.45,
ranging from €147.00 in Romania to €6266.07 in Italy. In Romania,
costs mainly came from HCRU, while in Italy, they resulted from
treatments and, more specifically, from the use of biologicals
(Table 8). The average costs for treating an AD flare were €1.11
(4.25) and the highest cost was in Italy.

Individual costs amounted to €214.08, with the largest expense
being out-of-pocket medications. On average, adult patients
missed 3.33 (9.08) workdays, which translated to an average
cost of €26.97 (154.86), while family members were burdened
with 0.74 (2.47) lost days, equivalent to €25.50 (82.13) (Table 8).
Paediatric patients missed 1.32 (3.56) school days (Table S8).
Belgium reported the highest number of missed school days and
the cost of days lost by the family, whereas Italy reported the
highest cost of missed workdays.

3.5 | Food Allergy
3.5.1 | Description and Care Patterns

The registry included 199 FA patients; 57% were women, with
a mean age of 24 + 18years. More than half of the patients also
had AR (63%), almost half had AD (49%), and 48% reported a pa-
rental history of atopic diseases (Table S11). Seventy-six percent
of patients had no allergic comorbidities (Table S11). Peanuts
and hazelnuts were the most common allergens (16% each), fol-
lowed by milk, apple and walnuts (14%) (Table S12).

FA diagnosis was mainly performed by allergists (65%) and pae-
diatricians (25%) (Table 9). Most patients had serum total IgE de-
terminations (64%), LDH (lactate dehydrogenase) (61%) and skin
prick tests (58%) for diagnosis. Twenty-nine percent (29%) were
diagnosed with an open-food challenge, and only two patients
were subjected to a double-blind food challenge.

Forty-seven percent (47%) used adrenaline auto-injectors, and
41% participated in educational sessions (Table 9). They had, on
average, 10 £ 4 oral immunotherapy sessions. Fifty-eight percent
experienced no episodes during the study period, 36% presented
one episode and 6.1% underwent two episodes.

3.5.2 | Impact

FA patients burdened healthcare with an average of €1324.36
(€2030.10), significantly higher in Italy. The entries of this
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TABLE 5 | Asthma: diagnosis, control of symptoms and treatment by country.

Across-country Belgium, Romania,
Variable average, n =407 n=>55 Italy, n=39 n=112 Spain, n=82 4]
Who made the diagnosis?
Allergist 244 (60%) 8 (15%) 28 (72%) 85 (76%) 39 (48%) <0.001
Pulmonologist 66 (16%) 32 (58%) 4(10%) 21 (19%) 2 (2.4%) <0.001
Paediatrician 55 (14%) 14 (25%) 8 (21%) 5 (4.5%) 24 (29%) <0.001
Internal medicine 2(0.5%) 1(1.8%) 1(2.6%) 0 (0%) 0 (0%) 0.227
Primary care 5(1.2%) 3(5.5%) 0(0%) 0(0%) 2(2.4%) 0.061
ENT surgeon 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) —
Other 1(0.2%) 0(0%) 0(0%) 0(0%) 0(0%) —

Diagnostic tests (ever performed)

Spirometry 358 (88%) 47 (85%) 38 (97%) 107 (96%) 61 (74%) <0.001
Bronchodilator test 223 (55%) 33 (60%) 35(90%) 63 (56%) 37 (45%) <0.001
Airway hyperreactivity 29 (7.1%) 8 (15%) 11 (28%) 0(0%) 10 (12%) <0.001
test

Exhaled NO 167 (41%) 41 (75%) 5(13%) 0 (0%) 28 (34%) <0.001
10S 0 (0%) 0(0%) 0(0%) 0(0%) 0 (0%) —
Body plethysmography 12 (2.9%) 4(7.3%) 3(7.7%) 0(0%) 0(0%) 0.002
Skin prick tests 279 (69%) 33 (60%) 36 (92%) 92 (82%) 42 (51%) <0.001
Serum total IgE 253 (62%) 34 (62%) 32(82%) 74 (66%) 52 (63%) 0.162
Serum allergen specific 175 (43%) 32 (58%) 33 (85%) 30 (27%) 54 (66%) <0.001
IgE

Component resolved 195 (48%) 25 (45%) 26 (67%) 66 (59%) 45 (55%) 0.194
diagnosis in serum

Blood eosinophils 2(0.5%) 1(1.8%) 0(0%) 1(0.9%) 0(0%) 0.590
Sputum cellularity 59 (14%) 11 (20%) 9 (23%) 7 (6.3%) 12 (15%) 0.017
Chest X-rays 16 (3.9%) 9 (16%) 2(5.1%) 0 (0%) 0 (0%) <0.001
HRCT 23 (5.7%) 2(3.6%) 1(2.6%) 11 (9.8%) 0 (0%) 0.013
Therapeutic trial with 1(0.2%) 0(0%) 0(0%) 1(0.9%) 0(0%) 0.665
steroids

Microbiology tests 39 (9.6%) 3(5.5%) 1(2.6%) 0(0%) 12 (15%) <0.001
Other 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —

Control of symptoms (2018)

Daytime symptoms 126 (39%) 20 (43%) 8 (22%) 36 (40%) 29 (48%) 0.069
Night awakening 82 (25%) 10 (21%) 3 (8%) 15 (17%) 21 (34%) 0.012
Need of rescue treatment 88 (27%) 16 (34%) 6 (16%) 17 (19%) 29 (48%) <0.001
Activity limitation 147 (45%) 17 (36%) 6 (16%) 30 (34%) 25 (41%) 0.084

Control of symptoms (2019)

Daytime symptoms 77 (23%) 10 (22%) 5 (14%) 33 (31%) 13 (22%) 0.162
Night awakening 46 (14%) 6 (13%) 3(8%) 13 (12%) 10 (17%) 0.607
(Continues)
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TABLE 5 | (Continued)
Across-country Belgium, Romania,

Variable average, n =407 n=>55 Italy, n=39 n=112 Spain, n=82 4]
Need of rescue treatment 57 (17%) 8 (18%) 5(13%) 21 (20%) 15 (25%) 0.532
Activity limitation 101 (30%) 9 (20%) — 27 (25%) 14 (24%) 0.008

Pharmacological interventions
ICS 71 (17%) 6 (11%) 4(10%) 20 (18%) 12 (15%) 0.543
LABA 9 (2.2%) 0 (0%) 0 (0%) 0 (0%) 1(1.2%) 0.472
Ultra-LABA 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0(0%) —
ICS-LABA 272 (67%) 35 (64%) 33 (85%) 77 (69%) 45 (55%) 0.011
ICS-ultra LABA 1(0.2%) 0 (0%) 0 (0%) 0 (0%) 1(1.2%) 0.472
LAMA 22 (5.4%) 1(1.8%) 1(2.6%) 6 (5.4%) 11 (13%) 0.023
ICS-LABA-LAMA 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —
LABA-LAMA 1(0.2%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —
Ultra LABA-LAMA 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —
LTRA 116 (29%) 28 (51%) 4(10%) 55 (49%) 20 (24%) <0.001
Biologicals 29 (7.1%) 1(1.8%) 1(2.6%) 6 (5.4%) 10 (12%) 0.049
OCS as controller 4 (1.0%) 0(0%) 0(0%) 2(1.8%) 0(0%) 0.367
SCIT 25 (6.1%) 0 (0%) 0 (0%) 2 (1.8%) 22 (27%) <0.001
SLIT 17 (4.2%) 0(0%) 9 (23%) 4(3.6%) 1(1.2%) <0.001
Vaccination 9 (2.2%) 3(5.5%) 1(2.6%) 5 (4.5%) 0 (0%) 0.227
Other 55 (14%) 17 (31%) 7 (18%) 9 (8.0%) 8 (9.8%) <0.001

Other health resources
Hospitalisations 6 (3.0%) 2(6.9%) 0(0%) 4 (16%) 0(0%) 0.105
Specialist visits 122 (78%) 23 (100%) 30 (94%) 3(60%) 19 (76%) <0.001
ED visits 15 (7.4%) 4 (14%) 1(2.5%) 2 (7.4%) 7 (19%) 0.056
Primary care visits 99 (47%) 3(12%) 18 (49%) 44 (96%) 11 (33%) <0.001
Psychologist visits 1(0.6%) 0(0%) 0(0%) 1 (17%) 0(0%) 0.681

Note: Data are expressed as n (%). the p-value was calculated using Pearson's chi-squared test.

Abbreviations: ED, emergency department; ENT, ear-nose-throat; HRCT, high-resolution computed tomography; ICS, inhaled corticosteroids; IgE, immunoglobulin
E; I0S, impulse oscillometry; LABA, Long-acting Beta-antagonists; LAMA, long-acting muscarinic antagonists; LTRA, leukotriene receptor antagonists; NO, nitric
oxide; OCS, oral corticosteroids; SCIT, subcutaneous immunotherapy; SLIT, sublingual immunotherapy.

cost were evenly distributed across HCRU, diagnostics and
treatment, except in Belgium and Italy, where hospitalisation
and acute episode costs mainly drove the costs, respectively
(Table 10).

Individual costs amounted to a mean €106.10 (296.27) and
were significantly higher in Belgium. On average, adult pa-
tients missed 0.30 (0.90) workdays, which translated to an
average cost of €3.86 (16.18), while family members were bur-
dened with 3.43 (30.39) lost days, translated to €52.77 (268.07)
(Table 10). Paediatric patients missed 2.61 (5.61) school days
(Table S8). Romania reported the highest cost of days lost by
the family, Belgium the highest number of missed school days,
and Italy the highest cost of missed workdays, although it was

not possible to consider all the multidisciplinary professionals
involved.

4 | Discussion

This registry-based study described care patterns for allergic
diseases and their impact on healthcare systems, society and
individuals, with valuable insights into the economic burden
of allergic diseases and asthma across Europe. The analysis in-
cluded costs of diagnosis and management, missed work/school
days, disability pensions and out-of-pocket expenses. Patients
with one or more of the following conditions were included: AR,
asthma, AD and FA.

1689



(senunuo))

L0

100°0>

100°0>
100°0>
100°0>

6200

0

100°0>

100°0>
100°0>
100°0>

100°0>

100°0>
€10
100°0>

100°0>

0

100°0>

11070

(Te'TLS) 90°61 Y

(to's) 1T¥
(16'L) 0S°L
(€¥°591) 2O'6L
(91°001) OT'TE

YoL)t1e

(LLLY) 69°9T

(98°21) LS'¥
(O¥'91) TL'TT
(06°€S) TL'€S

(9L597) L9°0TT

(€0°L6T) 61705
(¥STv) SL'8Y

(€THSE) STHET

(00°0) 00°009T

(00°95L) 00°20€T
(%9°86)

(F€°6£01) L9°S€9T

(L8°00) L6'T
(10°202T) 9€°081
(05°€) 66°0
(88'9) ¥6'v
(sre)ery
(L89)€0T
(1941 L¥'9
(€9 1E0
(Ssv 8ot

(Ir'v€) 1€°0C
(EL°S9) LY'6L

(¥0°L8) O¥'6TT

(SLv) svo

(I€°TT) €8°€T
(cree) ovv

(0S°1¥7) 60°€0T

(00°0) 9€°€95
(85°009) 50°8
(00'¥1ST) 00°688

(%t°L8) (S6°€08T) 66°T6TT

(6t°050%) 99°1€8

(0D ¥T'1
(29'9) 60°€
(€6'10) €76
(Lzom)sts

(6L9)€6'T
199671

(90D €6'T

(€TT1D8S'T
(L8'S7) L9TT
(10°$2) 9T°19

(S€°¥9) LE'60T

(0T°'821) 8T'L8
(80°96) 8€°ST

(0L'0%1) S 19¢

(00°0) 00°008%

(00°690t) 00°C18S

(%L°86) (1S°SOTH) 9¥°9L29

(£6'L6) 06'S

(90°9) 50°¢
(18°9)9L°C

(20°12) 16'01

(£5'822) 9€795¢

(£5°0€2) 60°€LT

(I¥'¥2) 60°S
(STse) LT'L

(¥Z°621) 00°0TT

(00°0) 00°00%
(P8'LLE) EL'TL

(00°'182) 00°6ZL

(%0°€L) (1£°62S) 0€'+26

(00°€T) L9L°0
(00°669T) 0T TZE
(T0+61) 8¢°0
Or9) 6T€
(18°9) vL'¥
(FL'¥6) LO'ST
(#6'SS) 9T +1
(Loero
(9€°9) 67°1
(600) LT°0
(8€'82) 98°L

(TT8)$9'1
(L1°92) LT'41
(LeveD) Steot

(T0'+61) €T°9LT

(96'0) LT'0

(PT'61T) €5°C€
(6T°LET) LO6T

(¥S790) 19°STC

(LLOEPT) €0 TOPT

(9L'60%) 08°SY

(00°85¥7) 00°826T

(%9°€6)

(r€°0292) £8°0¥CC

SO0

SIS[[0IIUOD BUWIISY
$189) [B2130[01OIOTA
siiydoursoa poorg
HS] [210) WINISS
73] o1yroads-winiag
$1893 3orid urys
SO yim Terx onnaderay],
se1-X 1S9YD
AydeiSowsAyyord Apog
ON Poreyxg

189)
KianoearradAy Aemiry

159} I0JB[IPOYOUOIg
Anoworidg
)89} onsougerq

SIISTA
ys13o10104sd jo s3s0)

SJISTA
ared Arewnid jo s3s0D

SSIA (I JO $150D
S)ISI1A ISI[B103dS JO 150D

NIDH
Pa1B[I-UOIIRqIdIBX

suonesIfedsoy jo s3so0)

1500 NYOH

joeduwil a1eoyI[eoH

78 =1u ‘uredg

ZIT=1Uu ‘eruewioy

6E=1Uu ‘ATerr

SS=u ‘winidg

aSeroae

AIIUN03-SS0I0Y

(s3soo
18103 943 Jo %) 1oeduuy

‘A1junod Aq pue [[e1oao poedwr eWYISY | 9 TAV.L

Allergy, 2025

1690



‘Adesayjounuww [endurgns ‘117 ‘Aderoyjounwwil SNodURINOGNS ‘LIS ‘SPIOIAISOIIII0D [BIO ‘SO OPIX0 OLIIU ‘ON ‘sIstuogejue 103dodal ouaLII0ON N[

‘Y.L ‘sistuogdejue orurreosnur unoe-guol ‘vN VT ‘sistuogeiue-eiog Sunoe-3uo ‘vg v ‘A ulnqodounwwi ‘g3J ‘SPIoIaISOd11I00 PI[eYUI ‘ST ‘UOIBSI[IIN 90IN0SAI dIBdYI[BAY ‘NYDH ‘Jusuniedop Aousdiowe ‘(H :SUOHRIAIQQY

*J$9) WINS-YUBI SI[[eA-TEYSNIY 3} YIIM PIUTL}qO 1M sdnfea-d *((S) UBSUI UT PassaIdxa d1e BIe( :2JON

100°0> (61°S80T) §8'7L9T (€L°S68T) TLY9€ET (TS°6201Y) TT'65€9 (96'L68) T6'S9TT (1€°0€92) ¥9'¥6€T 1500 [e10],
AIJUdD
100°0> (80°1T) €¥°¢€ (98'62) 65°CT (e¥'€D) 2901 (68¥11) €S°LE (T0°sS) 8t°¥1 pasiferoads e 03 j1odsuery,
_ J— J— —_ — —_ QOUEPIOAY
dwoy
100°0> (19°L2) so0°¢ (€5°0%) $9°9 (S¥°06) 65 €Y (L5°592) 60°68 (69'LT1) L£9C Je 010D [JUSWUOIIAUY
100°0> — — (91°0) £0°0 (26'8ST) LT 6V (19°'1L) 76 2ouRINSUI AJBALI]
¥'0 — (¢6'%) 850 — — (Lo'e) €0 yi[eay 19300d-J0-1n0 12Y310
100°0> (L6'1€) 6579 (S6°€05) SS's€T (PP'€L) 8T'LT (Seve1) 89°'€v (28'¥2€) 97°S9 suopedrpaw Jo300d-Jo-InQ
100°0> — (8921 6€°€ (te0)ot'0 (ov'L6) 9T°S€E (66%) S0'8 SUOIIR)[NSU09 39300d-J0-INO
100°0> (19'6%) 90°€T (L0°L0S) LL'SST (SToIn) 1S°'1L (1€°68%) €L¥ST (86°C6€) 6L°€TT joeduwr renprarpug
100°0> TeL9)vLet crooLry (zs'9) 0S'T r0'+v91) £S°6L (99'58) 26'0C Aqrurey £q 3sof seq
100°0 (IT+S) 8€°0T (9t'87) 6L°8 (€s€) L6 (19¥5) 9€'L (€TZy) 016 150 Sep3IOM
¥¥0°0 (SLv8)TTve (r6'€€) 96°CT (19°'s9) €T'1T (I¥°69T) 6898 (¥S°€6) T00€ jordul [B39100S
S1S00
T0 (Ss'182) £5°C€ (15°992) S0'9¢ (S6'0vY) TETL (009t (09°5L2) 96'8T JUSWI}EDI) UOLIBQISOEXH
— — — — — — LITS
- (0€°2€€) 66'661 (Ty'901) 6T'H1 — — (0LL02) 05°T9 LIDS
70 — (S8'LSTT) 7601 (TL6L6€) LT'LEY — (09°0€9T) ¥8°82T spedrgojorg
0T°0 (05'82D) +0°€9 (S£°0€) 8+°'81 (€STH) €T'TT (STV¥8) LV'LY (08°€8) 1L'S€ VIIT
L¥0°0 (65°197) L6'69 (6L°SS) 68°0T (0€90) 1T+ — (0¥'9¥D) €L¥T VINV'T
100°0> (€T°S07) 9L°€0T (96'87) TT°CT (LS's¥D) 8S°€LT (oT°€€) LE9 (0t°SST) 86'8S Vav1SOI
— — — — — — vavl
S¥0°0 (60°0%) TETT (0T'8p) TT'ET (09°1€) L¥'S (L8'1)90'T (00°6€) 65°6 SOI
d 78 =1u ‘uredg ZIT=1Uu ‘eruewioy 6E=1Uu ‘ATerr SS=u ‘winidg aSeroae (s3soo
AIIUN03-SS0I0Y 181031 343 JO %) 3oedw]

(ponunuod) | 9 HTIAVL

1691



TABLE 7 | Atopic dermatitis: diagnosis and treatment by country.

Belgium, Romania,
Variable n=207 n=29 Italy, n=22 n=30 Spain, n=48 P
Who made the diagnosis?
Allergist 81 (39%) 4 (14%) 0(0%) 28 (93%) 7 (15%) <0.001
Dermatologist 56 (27%) 16 (55%) 8 (36%) 1(3.3%) 6 (13%) <0.001
Paediatrician 56 (27%) 10 (34%) 15 (68%) 1(3.3%) 24 (50%) <0.001
Internal medicine 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) —
Primary care 0(0%) 0(0%) 0(0%) 0(0%) 0 (0%) —
Other 0(0%) 0 (0%) 0 (0%) 0(0%) 0 (0%) —
Diagnostic tests (ever performed)
SCORAD 56 (27%) 0 (0%) 10 (45%) 15 (50%) 8 (17%) <0.001
IGA 27 (13%) 0 (0%) 15 (68%) 0(0%) 0 (0%) <0.001
EASI 20 (9.7%) 0 (0%) 19 (86%) 0 (0%) 1(2.1%) <0.001
BSA affected (%) 14 (6.8%) 0 (0%) 7 (32%) 0 (0%) 1(2.1%) <0.001
Skin prick tests 123 (59%) 16 (55%) 15 (68%) 23 (77%) 17 (35%) 0.002
Serum total IgE 121 (58%) 18 (62%) 16 (73%) 22 (73%) 15 (31%) <0.001
Serum-specific IgE (whole 66 (32%) 15 (52%) 14 (64%) 517%) 12 (25%) <0.001
extract)
Blood eosinophils 65 (31%) 5017%) 16 (73%) 16 (53%) 13 27%) <0.001
LDH 13 (6.3%) 0 (0%) 13 (59%) 0(0%) 0 (0%) <0.001
Microbiology tests 8(3.9%) 0 (0%) 1(4.5%) 1(3.3%) 0 (0%) 0.372
Others 33 (16%) 14 (48%) 3 (14%) 7 (23%) 1(2.1%) <0.001
Pharmacological interventions
Oral antihistamines 73 (35%) 12 (41%) 15 (68%) 10 (33%) 16 (33%) 0.035
Topical corticosteroids 129 (62%) 18 (62%) 16 (73%) 14 (47%) 25 (52%) 0.232
Topical crisaborole 0(0%) 0(0%) 0(0%) 0(0%) 0 (0%) —
Topical 30 (14%) 4(14%) 9 (41%) 3 (10%) 4(8.3%) 0.004
immunosuppressants
Systemic 10 (4.8%) 0 (0%) 2(9.1%) 0 (0%) 3(6.3%) 0.194
immunosuppressants
Biologicals 17 (8.2%) 0(0%) 9 (41%) 0(0%) 1(2.1%) <0.001
Systemic corticosteroids 4(1.9%) 0(0%) 1(4.5%) 1(3.3%) 1(2.1%) 0.726
Phototherapy 8 (3.9%) 1(3.4%) 0 (0%) 0(0%) 1(2.1%) 0.661
Others 24 (12%) 11 (38%) 2(9.1%) 8 (27%) 0 (0%) <0.001
Other health resources
Hospitalisations 1(0.7%) 1(4.0%) 0 (0%) 0(0%) 0 (0%) 0.068
Specialist visits 58 (45%) 15 (68%) 16 (84%) 0(0%) 3(23%) <0.001
ED visits 4(2.8%) 1(4.0%) 1(4.8%) 1(17%) 1(5.3%) 0.794
Primary care visits 25 (18%) 1(4.3%) 4 (19%) 1 (17%) 3 (18%) 0.083
Psychologist visits 2(1.5%) 0 (0%) 2(9.5%) 0(0%) 0 (0%) 0.013

Note: Data are expressed as n (%). The p-value is from Pearson'’s chi-squared test.
Abbreviations: BSA, body surface area; EASI, Eczema Area and Severity Index; ED, emergency department; IGA, investigator's global assessment; IgE,
immunoglobulin E; LDH, lactate dehydrogenase; SCORAD, Scoring of Atopic Dermatitis.
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TABLE 9 | Food allergy: diagnosis and treatment by country.

Variable n=199 Belgium, n=35 Italy, n=25 Romania, n=12 Spain, n=78 P

Who made the diagnosis?

Allergist 130 (65%) 19 (54%) 25 (100%) 10 (83%) 33 (42%) <0.001
Pulmonologist 14 (7.0%) 14 (40%) 0(0%) 0(0%) 0(0%) <0.001
Paediatrician 50 (25%) 8 (23%) 1(4.0%) 1(8.3%) 38 (49%) <0.001
Internal medicine 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) —
Primary care 1(0.5%) 0 (0%) 1(4.0%) 0 (0%) 0 (0%) 0.169
ENT surgeon 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) —
Other 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —

Diagnostic tests (ever performed)

Skin prick tests 116 (58%) 5(14%) 25 (100%) 6 (50%) 64 (82%) <0.001
Prick-by prick 64 (32%) 26 (74%) 13 (52%) 2 (17%) 22 (28%) <0.001
Open food challenge 57 (29%) 19 (54%) 0 (0%) 3(25%) 24 (31%) <0.001
test

Double-blind food 2 (1%) 0(0%) 0(0%) 0(0%) 0 (0%) —
challenge test

BAT 0(0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) —
Serum total IgE 127 (64%) 27 (77%) 24 (96%) 5 (42%) 55 (71%) 0.004
Component resolved 84 (42%) 16 (46%) 22 (88%) 3(25%) 31 (40%) <0.001
diagnosis

Serum-specific IgE 29 (15%) 16 (46%) 1(4.0%) 0(0%) 10 (13%) <0.001
(whole extract)

Blood eosinophils 50 (25%) 4 (11%) 4 (16%) 5 (42%) 29 (37%) 0.012
Serum tryptase 104 (52%) 25 (71%) 24 (96%) 3(25%) 52 (67%) 0.818
Others 1(0.5%) 0 (0%) 0 (0%) 0 (0%) 1(1.3%) <0.001

Long-term interventions

Adrenaline 93 (47%) 21 (60%) 21 (84%) 5 (42%) 41 (53%) 0.026
auto-injector

Oral immunotherapy 28 (14%) 14 (40%) 0 (0%) 2 (17%) 11 (14%) <0.001
Sublingual 0(0%) 0(0%) 0(0%) 0 (0%) 0(0%) —
immunotherapy

Biologicals 4(2.0%) 0(0%) 0(0%) 0(0%) 4(5.1%) 0.285
Educational sessions 82 (41%) 18 (51%) 21 (84%) 6 (50%) 31 (40%) 0.002
Others 92 (46%) 7 (20%) 5(20%) 4 (33%) 39 (50%) 0.004

Other health resources

Hospitalisations 19 (12%) 15 (58%) 0(0%) 2 (29%) 2(8.7%) <0.001
Specialist visits 79 (57%) 21 (91%) 20 (83%) 1(20%) 11 (69%) <0.001
ED visits 18 (11%) 1(3.8%) 4 (16%) 4(36%) 8 (28%) 0.300

Primary care visits 31 (20%) 3(13%) 2 (8.0%) 3(38%) 9 (36%) 0.162

Psychologist visits 0(0%) 0(0%) 0(0%) 0 (0%) 0 (0%) —

Note: Data are expressed as n (%). the p-value is from Pearson's chi-squared test.
Abbreviations: BAT, basophil activation test; BSA, body surface area; EASI, Eczema Area and Severity Index; ED, emergency department; ENT, ear, nose and throat;
IGA, investigator's global assessment; IgE, immunoglobulin E; SCORAD, scoring of atopic dermatitis.
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TABLE 10 | Food allergy impact, overall and by country.
Across-
country Romania,
averagen=199 Belgium, n=35 Italy, n=25 n=12 Spain, n=78 P
Healthcare impact 1324.36 1311.46 (1475.93)  1817.85 (551.56) 631.46 (353.08) 1278.57 <0.001
(2030.10) (2597.00)
HCRU costs 888.37 (866.33) 1223.43 1544.00 489.59 (328.12) 589.23 (417.36) <0.001
(1426.30) (433.09)
Costs of 260.17 (807.65) 1000.00 — 72.94 (170.34) 40.38 (318.99) <0.001
hospitalisations (1371.99)
Acute episode 442.60 (363.46) 100.00 (0.00) 1200.00 (0.00) 140.84 (0.00) 400.00 (0.00) <0.001
HCRU costs
Costs of 137.63 (164.38) 118.57 (115.10) 204.00 (129.03) 199.52 (238.02) 115.38 (174.53) 0.003
specialist visits
Costs of ED 37.97 (141.76) 1.43 (8.45) 120.00 (300.00) 70.42 (130.89) 23.08 (71.94) 0.029
visits
Costs of PC 10.00 (39.75) 3.43 (11.36) 20.00 (81.65) 5.87 (14.52) 10.38 (28.94) 0.5
visits
Costs of — — — — — —
psychologist
visits
Diagnostic tests 121.10 (298.60) 63.77 (62.83) 93.85(380.32) 49.15 (53.21) 166.63 (347.36) <0.001
costs
Skin prick tests 18.03 (44.32) 5.71 (19.75) 4.02(9.39) 5.28 (10.01) 30.00 (57.31) <0.001
Prick-by prick 7.83 (17.67) 22.86 (27.93) 2.01 (4.70) 4.11 (12.18) 3.53(9.85) 0.001
Open food 8.67 (28.68) — — 22.20 (43.38) 13.25 (34.85) 0.006
challenge test
Double-blind — — — — — —
food challenge
test
Serum-specific 66.44 (262.25) 12.34 (12.32) 81.60 (358.70) 9.45 (27.33) 94.62 (300.16) 0.009
IgE
Serum total IgE 6.32(7.75) 9.14 (9.73) 2.63 (4.77) 1.71 (3.99) 6.94 (7.31) <0.001
BAT — — — —
Serum tryptase 3.47 (12.74) 13.71 (23.65) — — 0.51 (2.22) <0.001
Component- 9.03 (69.00) — 3.60 (15.02) 4.73(8.55) 15.48 (95.08) 0.003
resolved
diagnosis
Blood 1.33 (3.18) — — 1.68 (3.91) 2.31(3.88) <0.001
eosinophils
Long-term 314.89 (1876.50) 24.26 (26.95) 180.00 (129.90) 92.73 (70.05) 522.71 (2590.72) <0.001
treatment costs
Adrenaline 28.40 (37.60) 11.40 (9.44) — 34.04 (42.07) 44.25 (42.31) <0.001
auto-injector
Biologicals 204.00 (1857.30) — — — 392.31 (2569.03) —
Educational 82.50 (130.10) 12.86 (22.17) 180.00 (129.90) 58.68 (66.01) 86.15(145.88)  <0.001
sessions
(Continues)
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TABLE 10 | (Continued)
Across-
country Romania,
averagen=199 Belgium, n=35 Italy, n=25 n=12 Spain, n=78 P

Acute episode 0.28 (1.62) 0.34 (2.03) 0.01 (0.07) 0.73 (2.51) 0.27 (1.53) 0.83
treatment costs

Societal impact 56.63 (267.92) 126.13 (210.85) 11.68 (32.65) 256.25 (861.94) 9.14 (38.22) 0.001
Workdays lost 3.86 (16.18) — 11.68 (32.65) 4.78 (11.31) 2.95 (11.34) 0.09
Days lost by 52.77 (268.07) 126.13 (210.85) — 251.47 (863.39) 6.19 (35.10) <0.001
family

Individual 106.10 (296.27) 332.37 (492.63) 83.08 (224.74) 145.00 (297.06) 5.96 (22.41) <0.001

impact
Out-of-pocket 18.86 (98.04) 74.74 (193.11) 0.12 (0.60) — 2.69 (16.72) <0.001
consultations
Out-of-pocket 21.61 (84.49) 60.34 (96.32) — 85.83(232.08) 1.28 (11.32) <0.001
medications
Other out-of- — — — — —
pocket health
Private 28.08 (127.24) 120.29 (244.00) 0.08 (0.40) — — <0.001
insurance
Environmental 4.80(42.33) 20.57 (86.70) — — — —
control at home
Avoidance 17.75 (103.12) 8.57 (50.71) 74.52 (226.64) 41.67 (116.45) — 0.002
Transport to 14.99 (64.73) 47.86 (124.80) 8.36 (12.11) 17.50 (57.54) 1.98 (5.73) <0.001
a specialised
centre

Total costs 1487.37 (2127.39) 1770.30 1912.63 1033.43 (1290.92) 1293.94 <0.001
(1832.55) (594.12) (2600.31)

Abbreviations: BAT, basophil activation test; HCRU, healthcare resource utilisation; IgE, immunoglobulin E; PC, primary care.

The average total costs per patient and year were €1531, with
€202 corresponding to the individual's burden. Healthcare costs
(€1329) were primarily driven by treatments (€546) and spe-
cialist visits (€222). Adults missed 1.61 workdays, children 6.81
school days and family members lost 1.57days caring for pa-
tients. Asthma had the highest disease burden, with an annual
cost of €2757 per patient.

Economic evaluation results are not easily generalisable due to
differences in economic circumstances, approved indications,
insurance decisions, local guidelines according to the existence
of training or allergology specialisation and healthcare systems
between countries. However, different studies have shown that,
despite geographical differences, allergic diseases, especially
asthma, are among the main contributors to the increase in
healthcare expenditures [21, 32, 33].

Our findings revealed a substantial economic burden associated
with allergic diseases, with an average annual cost of €1531.11
per patient. This figure encompasses both direct and indirect
healthcare costs that individuals and society bear. The fact that
healthcare costs account for €1329 of the total amount (88.8%)
underscored the significant strain these conditions place on

healthcare systems, as well as household finances due to out-
of-pocket expenses [26, 34]. Concerning HCRU, our results
demonstrated that treatments and specialist visits were the pri-
mary drivers of healthcare costs, accounting for €546 and €222,
respectively. Even if AIT is part of the cost, it is the only disease-
modifying treatment with a precise duration period available for
allergic disorders that would reduce healthcare costs, improve
symptoms and decrease the need for pharmacotherapy due to
its prolonged effect [35]. The societal impact of allergic diseases
represents 2.6% of the total cost and is evident with the produc-
tivity loss observed. Adults missed an average of 1.61 workdays
yearly, while children lost 6.81 school days. Additionally, family
members lost 1.57days caring for patients, indicating a ripple
effect extending beyond the affected individuals. The produc-
tivity loss associated with allergic diseases has significant im-
plications for individuals and society. Allergic conditions lead
to substantial absenteeism and presenteeism, ultimately affect-
ing work performance and quality of life [36]. These findings
emphasise the need for effective management strategies that
not only alleviate symptoms but also minimise daily life dis-
ruptions. The study revealed that individuals bear an average of
€201.56 in out-of-pocket expenses annually (13.2% of the total).
While this represents a smaller proportion of the total costs, it
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is not insignificant and may represent a financial challenge for
some patients, potentially affecting treatment adherence and
quality of life.

Among the allergic conditions studied, asthma emerged as the
most burdensome, with an annual cost of €2757 per patient, with
€831.66 spend on asthma controller medication. This finding
aligns with previous research highlighting the significant eco-
nomic impact of asthma. For example, in the United Stated the
analysis of the 2008-2013 household component of the Medical
Expenditure Panel Survey reported an annual per-person incre-
mental medical cost of asthma of $3266 (in 2015U.S. dollars), of
which $1830 was attributable to prescription medication, $640 to
office visits, $529 to hospitalisations, $176 to hospital-based outpa-
tient visits and $105 to emergency room visits [37]. The resources
used during exacerbations represented the most important part of
the costs, suggesting that targeted interventions for asthma man-
agement could yield substantial financial benefits. Patients with
asthma have incremental mean differences in different resources
(outpatient and emergency department visits and hospitalisations),
and direct and indirect costs are associated with asthma severity
[38]. Real-world studies have demonstrated in patients with per-
sistent asthma that allergy is associated with greater healthcare
resource utilisation and expenditures, with medication being the
largest expense component [21, 33, 39]. This suggests that optimis-
ing prevention (patient education on the use of inhaler devices),
and treatment strategies as well as improving specialist care ef-
ficiency could lead to cost reductions without compromising pa-
tient outcomes. We also report significant absenteeism related to
asthma, similar to the data reported by the United States where
total annual school and work days lost due to asthma ranged from
22.4 thousand (Wyoming) to 1.5 million days (California) and ab-
senteeism costs ranged from $4.4 million (Wyoming) to $345 mil-
lion (California) [40].

The average annual impact per AR patient on healthcare costs
was €538.06, mainly composed of treatment costs and specialist
visits. This result is similar to the FERIN study, conducted in
Spain reporting direct costs of €553, but lower than the TOTALL
study, conducted in Sweden, reporting direct costs of €210.3
[13, 41].

AD burdened the healthcare system with an average of €1566.45,
ranging from €147.00 in Romania to €6266.07 in Italy. The re-
sults align well with a systematic review conducted in European
countries reporting direct medical costs ranging between €307
and €6993 per person and per year [42]. Similar to our results,
prescription medications and specialist dermatologist visits
were the main contributors, and costs increased with disease se-
verity or with uncontrolled disease. The highest cost incurred by
AD in our study was related to the use of biologicals, similar to
the total direct costs of €5191 (€4382-6019) per patient per year
reported for patients with AD using systemic immunosuppres-
sive treatment [43].

In our study, FA patients burdened healthcare with an average of
€1324.36, similar to the data reported by the EuroPrevall study
(2016 international dollar per patient) [44], but significantly
higher than the data recently reported for Australia, where the
total Medicare cost associated with FA from age 1 to 4 years was
estimated to be €411.0 (95% CI €261.5-€549.0) per child [45].

Of note, these data come from a population-based longitudi-
nal study, while our data are cross-sectional and retrospective.
However, we report similar out-of-pocket costs (€106.10) to an-
other Australian study ($129) [46].

These findings have important implications for healthcare pol-
icy and clinical practice. They underscored the need for im-
proved prevention strategies to reduce the incidence of allergic
diseases, more efficient diagnostic and treatment pathways to
minimise healthcare costs, and support systems for patients and
families to reduce the societal impact.

They need to be weighed against the reality of each health sys-
tem. It is important to note that healthcare costs are reimbursed
differently in different countries. In Belgium, for example, even
though healthcare costs are quite high, patients are fully re-
imbursed, meaning that they have good access to care despite
the financial and societal burden. Also, some results, like the
high percentage of patients diagnosed by an allergist, may not
be representative because, in some countries, such as Belgium,
this speciality does not exist, and the specialists consulted are
usually pneumologists.

Visits to psychologists are critical due to emotional disorders
accompanying allergic diseases [47]. However, psychology visits
account for the lowest costs, very likely because they are not con-
templated in the public or private systems, or if accessible, the
waiting lists or the shortages make it impossible in reality [48].

Unlike clinical trials, registries reflect diverse, real-world pop-
ulations, offering valuable insights for everyday practice [49], a
key strength of the HEAD registry. As an international regis-
try, HEAD considers variability in management patterns across
geographic regions due to multiple factors, including differences
in approved indications, insurance decisions and local clinical
guidelines.

Indirect costs often strongly influence the economic evaluation
of healthcare programmes. Due to the assumptions' limitations,
cost results may be underestimated.

This was a cross-sectional study with a 12-month observation
period nested in a population-based multinational registry. The
main limitations of cross-sectional studies derive from their high
sensitivity to biases, mainly selection (non-representative sam-
ple) and information (key study variables measured, collected
or interpreted inaccurately) bias. The study's observational na-
ture and the COVID-19 context may have made data collection
for indirect costs difficult (recall bias). On the other hand, the
observational nature could have favoured data underreporting.
The possible inaccuracy of the diagnostic coding and other co-
morbidities, or the lack of any variable that could influence the
results, should also be considered a limitation. Therefore, group
comparisons should be carefully interpreted, and cost estimates
may be underestimated due to the assumptions' limitations.
Moreover, the analysis does not incorporate population weight-
ing and the costs reported represent unadjusted averages based
on the study sample. Thus, the representativeness and gener-
alisability of the findings is of low certainty. Furthermore, the
results need validation by the upcoming prospective data collec-
tion by the registry.
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Even though the diseases studied have different distributions
by age as some were more prevalent in childhood and others in
adulthood, the analysis could not be carried out by strata due to
the small sample size of some illnesses. Consequently, the eco-
nomic estimates by the global disease could introduce bias, with
the average being skewed towards the group with the largest pa-
tient number (either children or adults).

The study focused on direct costs and some aspects of indirect
costs. Future research could explore intangible expenses, such
as the impact on quality of life, to provide a more comprehensive
picture of the total burden of allergic diseases.

As the burden of allergic disorders continues to rise across sev-
eral factors may be manipulated to mitigate risk. An opportune
window in immunological development appears to exist in early
life whereby certain exposures may promote or prevent the de-
velopment of an allergic disease [5, 50]. There is a growing inter-
est in building patients’ capacities to self-manage their chronic
health conditions. Increasing allergy literacy as a complement
of interrelated dimensions combining knowledge of allergy, safe
and self-regulatory behaviours, with the capacity to seek support
or treatment might further help to alleviate the disease burden
[5, 51, 52].

In conclusion, this registry-based study demonstrated the sub-
stantial economic burden of allergic diseases across Europe with
a high degree of heterogeneity between countries. The findings
highlighted the need for improved management strategies and
policy interventions to reduce this burden on healthcare sys-
tems, society and individuals. By addressing these challenges,
we will be able to work towards more efficient and effective care
for patients with allergic diseases, ultimately improving out-
comes and reducing costs.

Author Contributions

Ioana Agache, Maria Torres, Paulo Jorge Nogueira and Loreto
Carmona: conceptualisation; methodology; roles/writing — original
draft; and writing - review and editing. Loreto Carmona, Paulo
Jorge Nogueira and Maria Miguel Oliveira: methodology; formal
analysis; roles/writing - original draft; and writing — review and edit-
ing. All the remaining authors: investigation; methodology and writing
- review and editing.

Acknowledgements

This Project was supported by the European Academy of Allergy
and Clinical Immunology (EAACI) under the EAACI Research and
Outreach Committee, 43309 (2021-2024). Audrey Courtois, Helene
Simonis, Romain Nonis, Michel Crine, Christine Leon, Carine Sohy,
Virgine Doyen, Andre Benedicte, Charles Pilette, Irina Kaidalina,
Christophe Goubau, Katerina Absolonova, Ales Zlamal, Olga
Zlamalova, Phillip Globig, Margitta Worm, Angelika Sasien, Mehrak
Yoosefi Moridani, Federica Rivolta, Valentina Longo, Andrea Sangalli,
Francesco Murzilli, Carmela Montera, Mario Lo Schiavo, Corina
Bocsan, Corina Ureche, Cristian Budica, Diana Deleanu, Adriana
Muntean, Agnes Sandor, Carmen Teodora Dorican, Camelia Berghea,
Florin-Dan Popescu, Irina Bucur, Mariana Vieru, Laia Ferré, Alicia
Habernau, Agueda Larios, Jose Julio Laguna, Natalia Pérez Sanchez,
Oscar Asensio, Roser Ayats, Helena Larramona, Beatriz Torres-Pérez,
Alica Barra-Castro, Sergio Quevedo, Teresa Bracamonte, Manuel Diaz,
Miguel Tortajada, Dah Tay Jang.

Conflicts of Interest

I.A. reports Deputy Editor of Allergy journal. All the other authors re-
port no COIL.

Data Availability Statement

Data sharing is not applicable to this article as no new data were created
or analyzed in this study.

References

1.J.J.Lv, X. M. Kong, Y. Zhao, et al., “Global, Regional and National Ep-
idemiology of Allergic Disorders in Children From 1990 to 2019: Find-
ings From the Global Burden of Disease Study 2019,” BMJ Open 14, no.
4(2024): €080612.

2.Y. H. Shin, J. Hwang, R. Kwon, et al., “Global, Regional, and Na-
tional Burden of Allergic Disorders and Their Risk Factors in 204
Countries and Territories, From 1990 to 2019: A Systematic Analysis
for the Global Burden of Disease Study 2019,” Allergy 78, no. 8 (2023):
2232-2254.

3. A. Zanobetti, P. H. Ryan, B. Coull, et al., “Childhood Asthma Inci-
dence, Early and Persistent Wheeze, and Neighborhood Socioeconomic
Factors in the ECHO/CREW Consortium,” JAMA Pediatrics 176, no. 8
(2022): 759-767.

4. “EAACI White Paper on Research, Innovation and Quality Care,”
https://hub.eaaci.org/education_books/eaaci-white-paper/.

5.1. Agache, I. Annesi-Maesano, A. Bonertz, et al., “Prioritizing Re-
search Challenges and Funding for Allergy and Asthma and the Need
for Translational Research-The European Strategic Forum on Allergic
Diseases,” Allergy 74, no. 11 (2019): 2064-2076.

6.S. Dramburg, U. Grittner, E. Potapova, et al., “Heterogeneity of Sen-
sitization Profiles and Clinical Phenotypes Among Patients With Sea-
sonal Allergic Rhinitis in Southern European Countries-The @IT.2020
Multicenter Study,” Allergy 79, no. 4 (2024): 908-923, https://doi.org/10.
1111/all.16029.

7.S. E. Roberts, S. Morrison-Rees, N. Thapar, and J. G. Williams, “In-
cidence and Prevalence of Eosinophilic Oesophagitis Across Europe: A
Systematic Review and Meta-Analysis,” United European Gastroenter-
ology Journal 12, no. 1 (2024): 89-102.

8. M. Savour¢, J. Bousquet, J. J. K. Jaakkola, M. S. Jaakkola, B. Jacque-
min, and R. Nadif, “Worldwide Prevalence of Rhinitis in Adults: A
Review of Definitions and Temporal Evolution,” Clinical and Transla-
tional Allergy 12, no. 3 (2022): e12130.

9. B. Sousa-Pinto, J. A. Fonseca, and E. R. Gomes, “Frequency of Self-
Reported Drug Allergy: A Systematic Review and Meta-Analysis With
Meta-Regression,” Annals of Allergy, Asthma & Immunology 119, no. 4
(2017): 362-373.€2.

10. G. C. I. Spolidoro, Y. T. Amera, M. M. Alj, et al., “Frequency of Food
Allergy in Europe: An Updated Systematic Review and Meta-Analysis,”
Allergy 78, no. 2 (2023): 351-368.

11. H. Wecker, S. Ziehfreund, S. Sitaru, et al., “Burden of Atopic Derma-
titis in Europe: A Population-Centred Approach Leveraging Web Search
Data in 21 European Countries,” Journal of the European Academy of
Dermatology and Venereology 38, no. 8 (2024): 1637-1648.

12. K. S. Avdeeva, S. Reitsma, and W. J. Fokkens, “Direct and Indirect
Costs of Allergic and Non-Allergic Rhinitis in The Netherlands,” Al-
lergy 75, no. 11 (2020): 2993-2996.

13. C. Colas, M. Brosa, E. Antén, et al., “Estimate of the Total Costs of
Allergic Rhinitis in Specialized Care Based on Real-World Data: The
FERIN Study,” Allergy 72, no. 6 (2017): 959-966.

14. B. J. H. Dierick, T. van der Molen, B. M. J. Flokstra-de Blok, et al.,
“Burden and Socioeconomics of Asthma, Allergic Rhinitis, Atopic

1699


https://hub.eaaci.org/education_books/eaaci-white-paper/
https://doi.org/10.1111/all.16029
https://doi.org/10.1111/all.16029

Dermatitis and Food Allergy,” Expert Review of Pharmacoeconomics &
Outcomes Research 20, no. 5 (2020): 437-453.

15. N. Fyhrquist, T. Werfel, M. B. Bilo, N. Mulleneisen, and R. van Gerth
Wijk, “The Roadmap for the Allergology Specialty and Allergy Care in
Europe and Adjacent Countries. An EAACI Position Paper,” Clinical and
Translational Allergy 9, no. 3 (2019): 3, https://doi.org/10.1186/s1360
1-019-0245-z.

16. E. N. Mills, A. R. Mackie, P. Burney, et al., “The Prevalence, Cost
and Basis of Food Allergy Across Europe,” Allergy 62, no. 7 (2007): 717—
722, https://doi.org/10.1111/j.1398-9995.2007.01425.x.

17. B. I. Nwaru, L. Hickstein, S. S. Panesar, et al., “The Epidemiology
of Food Allergy in Europe: A Systematic Review and Meta-Analysis,”
Allergy 69, no. 1 (2014): 62-75.

18. C. L. Parr, W. Nystad, @. Karlstad, et al., “Ten-Year Trends of Na-
tional Healthcare Costs of Asthma, Allergic Rhinitis, and Atopic Ec-
zema in 3 Million Norwegians,” Allergy 77, no. 5 (2022): 1614-1616.

19. J. Strézek, B. K. Samolinski, A. Klak, et al., “The Indirect Costs of
Allergic Diseases,” International Journal of Occupational Medicine and
Environmental Health 32, no. 3 (2019): 281-290.

20. O. Vandenplas, D. Vinnikov, P. D. Blanc, et al., “Impact of Rhini-
tis on Work Productivity: A Systematic Review,” Journal of Allergy and
Clinical Immunology. In Practice 6, no. 4 (2018): 1274-1286.€9.

21.8S. B. Barnett and T. A. Nurmagambetov, “Costs of Asthma in the
United States: 2002-2007,” Journal of Allergy and Clinical Immunology
127, no. 1 (2011): 145-152, https://doi.org/10.1016/j jaci.2010.10.020.

22. A. Muraro, B. Steelant, S. Pietikainen, et al., “European Symposium on
the Awareness of Allergy: Report of the Promotional Campaign in the Eu-
ropean Parliament (26-28 April 2016),” Allergy 72, no. 2 (2017): 173-176.

23. B. Samolinski, A. Fronczak, P. Kuna, et al., “Prevention and Control
of Childhood Asthma and Allergy in the EU From the Public Health
Point of View: Polish Presidency of the European Union,” Allergy 67, no.
6(2012): 726-731.

24. K.Y. Westerhout, B. G. Verheggen, C. H. Schreder, and M. Augustin,
“Cost Effectiveness Analysis of Immunotherapy in Patients With Grass
Pollen Allergic Rhinoconjunctivitis in Germany,” Journal of Medical
Economics 15, no. 5(2012): 906-917.

25.M. Y. Bertram, K. Stenberg, C. Brindley, et al., “Disease Control
Programme Support Costs: An Update of WHO-CHOICE Methodol-
ogy, Price Databases and Quantity Assumptions,” Cost Effectiveness
and Resource Allocation 15 (2017): 21, https://doi.org/10.1186/s1296
2-017-0083-6.

26. R. Chovatiya, W. S. Begolka, I. J. Thibau, and J. I. Silverberg, “Im-
pact and Associations of Atopic Dermatitis out-Of-Pocket Health Care
Expenses in the United States,” Dermatitis 33, no. 6s (2022): S43-s51.

27. A Language and Environment for Statistical Computing (R Founda-
tion for Statistical Computing, 2023), https://www.R-project.org/.

28. “Guideline on Registry-Based Studies,” https://www.ema.europa.
eu/en/guideline-registry-based-studies.

29. Association WM, “Declaration of Helsinki: Ethical Principles for
Medical Research Involving Human Subjects,” JAMA 310, no. 20 (2013):
2191-2194.

30.J. Bousquet, I. J. Ansotegui, R. van Ree, P. G. Burney, T. Zuberbier,
and P. van Cauwenberge, “European Union Meets the Challenge of the
Growing Importance of Allergy and Asthma in Europe,” Allergy 59, no.
1(2004): 1-4, https://doi.org/10.1111/j.1398-9995.2004.00425.x.

31. Integrated Addendum to ICH E6 (R1), “Guideline for Good Clinical
Practice E6(R2),” https://database.ich.org/sites/default/files/E6_R2_
Addendum.pdf.

32. O.Enilari and S. Sinha, “The Global Impact of Asthma in Adult Pop-
ulations,” Annals of Global Health 85, no. 1 (2019): 2, https://doi.org/10.
5334/a0gh.2412.

33. E. A. Finkelstein, E. Lau, B. Doble, B. Ong, and M. S. Koh, “Eco-
nomic Burden of Asthma in Singapore,” BMJ Open Respiratory Research
8, no. 1(2021): e000654, https://doi.org/10.1136/bmjresp-2020-000654.

34. A. T. Fong, S. Ahlstedt, M. A. Golding, and J. L. P. Protudjer, “The
Economic Burden of Food Allergy: What We Know and What We
Need to Learn,” Current Treatment Options in Allergy 9, no. 3 (2022):
169-186.

35. R. S. Bumbacea, R. Boustani, C. Panaitescu, et al., “Mechanisms of
Allergen Immunotherapy Supporting Its Disease-Modifying Effect,”
Immunotherapy 14, no. 8 (2022): 627-638.

36.J. Hellgren, A. Cervin, S. Nordling, A. Bergman, and L. O. Cardell,
“Allergic Rhinitis and the Common Cold - High Cost to Society,” Al-
lergy 65, no. 6 (2010): 776-783.

37. T. Nurmagambetov, R. Kuwahara, and P. Garbe, “The Economic
Burden of Asthma in the United States, 2008-2013,” Annals of the
American Thoracic Society 15, no. 3 (2018): 348-356.

38. H.J. Song, K. V. Blake, D. L. Wilson, A. G. Winterstein, and H. Park,
“Medical Costs and Productivity Loss due to Mild, Moderate, and Severe
Asthma in the United States,” Journal of Asthma and Allergy 13 (2020):
545-555.

39. P. W. Sullivan, M. J. Lanz, V. H. Ghushchyan, et al., “Healthcare
Resource Utilization, Expenditures, and Productivity in Patients With
Asthma With and Without Allergies,” Journal of Asthma 57, no. 9
(2020): 959-967.

40. T. Nurmagambetov, O. Khavjou, L. Murphy, and D. Orenstein,
“State-Level Medical and Absenteeism Cost of Asthma in the United
States,” Journal of Asthma 54, no. 4 (2017): 357-370.

41. L. O. Cardell, P. Olsson, M. Andersson, et al., “TOTALL: High Cost
of Allergic Rhinitis-a National Swedish Population-Based Question-
naire Study,” npj Primary Care Respiratory Medicine 26 (2016): 15082.

42. M. Augustin, L. Misery, L. von Kobyletzski, et al., “Systematic Lit-
erature Review Assessing the Overall Costs and Societal Impacts of
Moderate-To-Severe Atopic Dermatitis in Europe,” Journal of the Eu-
ropean Academy of Dermatology and Venereology 36, no. 12 (2022):
2316-2324.

43.A. LFM, K. J. M. van Nimwegen, M. Shams, et al., “Economic Bur-
den of Adult Patients With Moderate to Severe Atopic Dermatitis In-
dicated for Systemic Treatment,” Acta Dermato-Venereologica 99, no. 9
(2019): 762-768.

44. M. Fox, M. Mugford, J. Voordouw, et al., “Health Sector Costs of
Self-Reported Food Allergy in Europe: A Patient-Based Cost of Illness
Study,” European Journal of Public Health 23, no. 5 (2013): 757-762,
https://doi.org/10.1093/eurpub/ckt010.

45.X. Hua, K. Dalziel, T. Brettig, et al., “Out-of-Hospital Health Care
Costs of Childhood Food Allergy in Australia: A Population-Based Lon-
gitudinal Study,” Pediatric Allergy and Immunology 33, no. 11 (2022):
€13883.

46. H. Hiscock, P. Perera, M. L. Tang, M. H. Danchin, V. Sung, and J.
Karnon, “Costs and Uptake of a Community Model of Paediatric Food
Allergy Care Versus Specialist Hospital Care: A Before-And-After Con-
trolled Trial,” Journal of Paediatrics and Child Health 56, no. 8 (2020):
1225-1232.

47. M. Jarosz, S. Syed, M. Blachut, and K. Badura Brzoza, “Emotional
Distress and Quality of Life in Allergic Diseases,” Wiadomosci Lekar-
skie 73, no. 2 (2020): 370-373.

48. A. Bernardo, M. del Alvarez Vayo, C. Torrecillas, et al., “Pay Up or
Put it Off: How Europe Treats Depression and Anxiety,” Civio - Health,
https://civio.es/sanidad/2021/03/09/access-to-mental-health-in-eu-
rope/, 2021.

49. M. B. Leavy, Multinational Registries: Challenges and Opportunities:
Addendum to Registries for Evaluating Patient Outcomes: A User’s Guide,
Third Edition (Agency for Healthcare Research and Quality, 2018).

1700

Allergy, 2025


https://doi.org/10.1186/s13601-019-0245-z
https://doi.org/10.1186/s13601-019-0245-z
https://doi.org/10.1111/j.1398-9995.2007.01425.x
https://doi.org/10.1016/j.jaci.2010.10.020
https://doi.org/10.1186/s12962-017-0083-6
https://doi.org/10.1186/s12962-017-0083-6
https://www.r-project.org/
https://www.ema.europa.eu/en/guideline-registry-based-studies
https://www.ema.europa.eu/en/guideline-registry-based-studies
https://doi.org/10.1111/j.1398-9995.2004.00425.x
https://database.ich.org/sites/default/files/E6_R2_Addendum.pdf
https://database.ich.org/sites/default/files/E6_R2_Addendum.pdf
https://doi.org/10.5334/aogh.2412
https://doi.org/10.5334/aogh.2412
https://doi.org/10.1136/bmjresp-2020-000654
https://doi.org/10.1093/eurpub/ckt010
https://civio.es/sanidad/2021/03/09/access-to-mental-health-in-europe/
https://civio.es/sanidad/2021/03/09/access-to-mental-health-in-europe/

50. T. Haahtela, J. Jantunen, K. Saarinen, et al., “Managing the Allergy
and Asthma Epidemic in 2020s-Lessons From the Finnish Experience,”
Allergy 77, no. 8 (2022): 2367-2380.

51.Y.Y. Han, A. Gutwein, A. Apter, and J. C. Celeddn, “Health Literacy
and Asthma: An Update,” Journal of Allergy and Clinical Immunology
153, no. 5(2024): 1241-1251.

52. M. Pawellek, A. Koninger, M. Melter, et al., “Effect of Mothers’
Health Literacy on Early Childhood Allergy Prevention Behaviours:
Results From the KUNO-Kids Health Study,” BMC Public Health 24, no.
1(2024): 2420, https://doi.org/10.1186/s12889-024-19906-8.

Supporting Information

Additional supporting information can be found online in the
Supporting Information section.

Appendix A
The HEAD Study Group:

Belgium: Audrey Courtois; Helene Simonis; Romain Nonis; Michel
Crine; Christine Leon; Carine Sohy; Virgine Doyen; Andre Benedicte;
Charles Pilette; Irina Kaidalina; Christophe Goubau.

Czeck Republic: Katerina Absolonova; Ales Zlamal; Olga Zlamalova.

Germany: Phillip Globig; Margitta Worm; Angelika Sasien; Mehrak
Yoosefi Moridani.

Italy: Federica Rivolta; Valentina Longo; Andrea Sangalli; Francesco
Murzilli; Carmela Montera; Mario Lo Schiavo.

Romania: Corina Bocsan; Corina Ureche; Cristian Budica; Diana
Deleanu; Adriana Muntean; Agnes Sandor; Carmen Teodora Dorican;
Camelia Berghea; Florin-Dan Popescu; Irina Bucur; Mariana Vieru.

Spain: Laia Ferré; Alicia Habernau; Agueda Larios; Jose Julio Laguna;
Natalia Pérez Sdnchez; Oscar Asensio; Roser Ayats; Helena Larramona;
Beatriz Torres-Pérez; Alica Barra-Castro; Sergio Quevedo; Teresa
Bracamonte; Manuel Diaz; Miguel Tortajada; Dah Tay Jang.

1701


https://doi.org/10.1186/s12889-024-19906-8

	Economic Impact of Allergic Diseases and Asthma—The HEAD Pan-European Registry
	ABSTRACT
	1   |   Introduction
	2   |   Methods
	2.1   |   Design
	2.2   |   Population
	2.3   |   Measurements and Variables
	2.3.1   |   Outcome 1: Care Patterns
	2.3.2   |   Outcome 2: Impact

	2.4   |   Statistical Analysis
	2.5   |   Regulatory and Ethical Considerations

	3   |   Results
	3.1   |   The Across-Country Average Impact of Allergic Diseases (AR, Asthma, AD and FA)
	3.1.1   |   Total Costs
	3.1.2   |   Direct Medical Costs
	3.1.3   |   Societal Costs
	3.1.4   |   Individual Costs

	3.2   |   Allergic Rhinitis
	3.2.1   |   Description and Care Patterns
	3.2.2   |   Impact

	3.3   |   Asthma
	3.3.1   |   Description and Care Patterns
	3.3.2   |   Impact

	3.4   |   Atopic Dermatitis
	3.4.1   |   Description and Care Patterns
	3.4.2   |   Impact

	3.5   |   Food Allergy
	3.5.1   |   Description and Care Patterns
	3.5.2   |   Impact


	4   |   Discussion
	Author Contributions
	Acknowledgements
	Conflicts of Interest
	Data Availability Statement
	References
	 Appendix A


