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Atopic dermatitis is a complex disorder caused by the interplay
between multiple genetic and environmental factors. Particularly
in patients with severe disease, the effect is not just an itchy rash
but also the secondary effects on the psychological well-being of
the patient and their carers, particularly disturbed sleep. The aim
of this review is to provide health care professionals with
a holistic approach to the management of difficult-to-treat atopic
dermatitis, defined as atopic dermatitis seemingly unresponsive
to simple moisturizers and mild potency (classes VI and VII)
topical corticosteroids. The critical importance of education and
advice is emphasized, as is the seminal role of secondary bacterial
infection and polyclonal T-cell activation in causing acute flares
in patients with severe, generalized disease. In atypical cases or
those that do not respond to treatment, alternative diagnoses
should be considered. � 2012 American Academy of Allergy,
Asthma & Immunology (J Allergy Clin Immunol: In Practice
2013;1:142-51)

Key words: Atopic dermatitis; Eczema; Review; Compliance;
Corticosteroids; Tacrolimus; Cyclosporine
aUniversity of Manchester, Royal Manchester Children’s Hospital, Manchester,
United Kingdom

bUniversity of Cape Town, Red Cross Children’s Hospital, Cape Town, South Africa
cSignature Allergy/Immunology, St Louis, Mo
dThe Children’s Hospital of Philadelphia, Philadelphia, Pa
eBoston Children’s Hospital, Boston, Mass
fLudwig-Maximilians-Universität, Munich, Germany
No external funding was received for this review.
Conflicts of interest: H. Subramanian is on the GlaxoSmithKline speakers’ bureau.
J. Spergel is on the AAAAI Board, has received research support from the
Department of Defense, has received lecture fees from Nutricia and Abbott, has
received payment for development of educational presentations from Abbott, and
has stock/stock options in DBV. L. C. Schneider has received research support
from Astellas Inc and is on the National Eczema Association Scientific Advisory
Board. A. Wollenberg has received consulting fees from Astellas and Novartis;
has received research support from and provided expert testimony for Merck; has
received lecture fees from Astellas, Merck, MEDA, L’Oreal, Pierre Fabre,
Janssen, Hans Karrer, Novartis, ALK-Scherax; Merck-Sharp-Dohme, Glaxo-
SmithKline, Stiefel, and Basilea; has received payment for manuscript preparation
from Springer and Thieme; has received payment for the development of
educational presentations from Janssen; and has received travel support from
Astellas, Basilea, and GlaxoSmithKline. The rest of the authors declare that they
have no relevant conflicts of interest.

Cite this article as: Arkwright PD, Motala C, Subramanian H, Spergel J, Schneider
LC, Wollenberg A. Management of difficult-to-treat atopic dermatitis. J Allergy
Clin Immunol: In Practice 2013;1:142-51. http://dx.doi.org/10.1016/j.jaip.2012
.09.002.

Received for publication July 5, 2012; revised September 15, 2012; accepted for
publication September 19, 2012.

Available online December 17, 2012.
Corresponding author: Peter D. Arkwright, MD, MB, DPhil, Senior Lecturer in
Pediatric Immunologist, University of Manchester, Royal Manchester Children’s
Hospital, Manchester, M13 9WP, United Kingdom. E-mail: peter.arkwright@
nhs.net.

2213-2198/$36.00
� 2012 American Academy of Allergy, Asthma & Immunology
http://dx.doi.org/10.1016/j.jaip.2012.09.002

142
SIZE AND EXTENT OF THE PROBLEM
Recent population surveys from both sides of the Atlantic

suggest that the prevalence of atopic dermatitis (AD) is approx-
imately 17% to 18%.1,2 The proportion of patients having
a physician diagnosis of AD is however only 15% to 37% of the
total. Of those who see a primary care physician, AD severity
scoring indicates that >70% of patients have mild disease that is
dealt with in primary care, but approximately 20% having
moderate and 2% severe AD, often requiring referral to
specialists such as general pediatricians, dermatologists, or aller-
gists.3 Between 1994 and 2004 there were 7.4 million visits of
children younger than 18 years to US physicians for AD.4

Topical corticosteroids were prescribed in 25% to 34% and
calcineurin inhibitors in 23% of visits. The national estimated
cost of treatment for this condition is as high as US $3.8 billion
per year.5 For the purposes of this review, we define difficult-to-
treat AD as AD apparently unresponsive to simple moisturizers
and mild potency (classes VI and VII) topical corticosteroids,
often requiring referral to a specialist.

REASONS FOR TREATMENT FAILURE

Incorrect diagnosis

An uncommon but important cause of treatment failure is
incorrect diagnosis. Diagnosis of AD is based on Hanifin and
Rajka’s Clinical Diagnostic Criteria (3 of 4 major criteria:
pruritis, typical appearance and distribution, chronicity,
personal or family history of atopy, as well as at least 3 minor
criteria)6 or a modification developed more recently by the
British Association of Dermatologists7 and the American
Academy of Dermatology Consensus Conference on Pediatric
Atopic Dermatitis.8

Medical conditions that may be confused with AD are listed
in Table I. These conditions include other primary skin,
immunodeficiency, and metabolic diseases, as well as skin
infection, malignancy, and drug reactions. Rashes that are not
typical of AD because of their distribution, lack of pruritus, or
poor response to appropriate application of topical ointments;
patients with a past medical history of medical problems such as
systemic infections or gastrointestinal symptoms; and patients
with an unusual family history should alert the physician to
alternative diagnoses.

Lack of education and compliance
The reason for treatment failure in more than one-half of

patients referred to specialist centers is that the treatment is not
being administered.9-11 Reasons for inadequate administration
are summarized in Table II. Doctors often have insufficient
time to educate patients and their caregivers about the correct
application of ointments and creams,12 and this adversely
affects compliance.13 In one published survey, only 5% of 51
parents attending a specialist pediatric dermatology clinic had

http://dx.doi.org/10.1016/j.jaip.2012.09.002
http://dx.doi.org/10.1016/j.jaip.2012.09.002
mailto:peter.arkwright@nhs.net
mailto:peter.arkwright@nhs.net
http://dx.doi.org/10.1016/j.jaip.2012.09.002


J ALLERGY CLIN IMMUNOL: IN PRACTICE
VOLUME 1, NUMBER 2

ARKWRIGHT ETAL 143
TA

Dis

Pri

N

K

P

Pri

S

W

Pri

A

Oth

S

S

S

D

M

LEK
Abbreviations used

AD- A
BLE

ease

mary

ethe

erato

soria

mary

evere
esp

isko

mary

crod

er

kin i
and

Bac

Fun

eborr

cabie

rug
top

alig

Cut

Lett

TI, L
topic dermatitis

APT- A
topy patch test

SIT- S
pecific immunotherapy
received/recalled receiving any explanation of the causes of AD or
a demonstration as to how to apply topical treatments.14 Written
action plans should be considered because they will help to
reinforce the information provided at the consultation.15 Many
countries have patient support groups that provide useful
supplementary literature, for example, in the United States, the
National Eczema Association, in the United Kingdom, National
Eczema Society, and in Canada, the Eczema Society of Canada.

Hypersensitivity reactions to treatment
Vehicles or active ingredients in topical medication may

directly inflame the skin, either because of chemical irritation or
immune hypersensitivity. For example, urea-containing emol-
lients may cause stinging, and tacrolimus ointment and pime-
crolimus cream may cause transient burning and erythema,
lasting 3 to 5 days. Thiols, primary amines, alkenes, and alkyl
halides have the capacity to form covalent bonds with surface-
bound proteins on keratinocyte membranes, resulting in delayed
I. Brief guide and distinguishing features of diseases that may
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hypersensitivity responses.16 Examples are propylene glycol,
formaldehyde, and sorbitan sesquioleate that are used as vehicles
in emollients,17 chemical stabilizers (eg, ethylenediamine)
incorporated into topical medication,18 and even some haloge-
nated corticosteroids (hydrocortisone-17-butyrate and beta-
methasone-17-valerate).19

Patients who report that the ointment or more often cream
makes their AD flare should be considered for a period of
avoidance and patch testing. Patch testing detects delayed cellular
hypersensitivity to allergens and is typically performed by
dermatology and allergy specialists with the use of international
guidelines to a battery of 50 or more different chemicals. The
procedure requires a number of visits to specialist units over
a period of 4 to 5 days for application, removal, and then
interpretation of the results. A recent North American multi-
center review of 427 adults with contact dermatitis showed that
of standardized patch testing allergens, the 5 most common
positives were nickel sulfate, fragrance mix I, p-phenylenedi-
amine, thimerosal, and cobalt chloride.20

Secondary skin infections
Most patients with AD carry Staphylococcus aureus on their

skin.21,22 Skin infections, particularly with staphylococcus-
expressing exotoxins are known to exacerbate AD.23-26 Group A
be mistaken for AD
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TABLE II. Reasons for noncompliance with medication

Medication unavailable
� Patient runs out of medication and does not go to the physician
for further scripts.

� Physician unwilling to prescribe adequate amounts of
medication because of concerns about toxicity or cost.

Medication is available but not used
� Patient/parents are unaware of the correct frequency and the type
of medication that should be applied for effective management
of AD.

� Patient/parents lack motivation; AD felt not to be so bad that
treatment is required.

� Patient/parents have poor time management skills.
� Application is left to children who are too young to apply the
medication effectively.

� Patient’s/parent’s perception is that treatment does not work.
� Patient’s/parent’s perception is that treatment has unacceptable
side effects.

� Patient’s/parents perception is that treatment is cosmetically
unacceptable (eg, shiny ointments to face of teenagers).

� Medication makes AD worse.
� Medication is painful to apply.
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or C streptococci are less common triggers.27 Clinical features
that suggest secondary bacterial skin infection are (1) painful,
oozing, or crusting lesions; (2) an asymmetrical distribution; and
(3) extensive disease. Methicillin-resistance S aureus is a growing
problem in patients with AD.28,29

Other microbes can also cause flares. In particular, the
development of monomorphic vesicles suggests secondary
infection with the herpes simplex virus. This is one of the true
emergencies in clinical dermatology, requiring prompt systemic
antiviral therapy.30 Malassezia species are common skin
commensals and in 75% of adults. It is found particularly in the
head and neck area, leading to tinea vericolor. In infants, it is
more likely to be associated with seborrheic dermatitis than
with AD.31,32

Food and aeroallergens
Food-induced flares occur in approximately one-third of

infants and young children and in 5% to 10% of older children
with moderate to severe AD but are uncommon in adults.33 The
diagnosis of food-induced flares is not as straightforward as the
diagnosis of immediate-type allergic reactions to foods (urticaria
and angioedema). Unlike immediate-type hypersensitivity reac-
tions, food-induced flares in AD may occur, even when the food-
specific IgE is negative. Thus, although allergen-specific IgE and
skin prick tests may be helpful in supporting the clinical diag-
nosis of immediate hypersensitivity reactions, they may be falsely
negative in patients with food-related AD flares.34 False-positive
specific IgE tests are also common because patients with AD
often have high concentrations of total serum IgE.

Patch testing is theoretically more relevant because it measures
delayed rather than immediate hypersensitivity reactions.35 The
European Task Force on Atopic Dermatitis has developed a stan-
dardized technique for the atopy patch test (APT).36,37 APT is an
epicutaneous patch test that uses allergens known to elicit IgE-
mediated reactions such as cow’s milk protein, house dust mite,
and pollens rather than antigens that classically only cause a delayed
contact dermatitis. A study that investigated patch testing in 437
children with AD and possible food allergy concluded that APT
added little to predicting the likelihood of food-exacerbated
eczema.38 A review on the topic concluded that current evidence
was insufficient to recommend APT in routine practice.39

The diagnosis of food-induced flares of AD thus rests with
a 4-week period of dietary exclusion of the specific food to
confirm that the AD improves. In patients in whom the clinical
history suggests an immediate hypersensitivity to the food,
a formal physician-observed food challenge should then be per-
formed at a medical facility to confirm that the food does induce
an allergic reaction.40 When the clinical history indicates that
a flare of AD occurs over hours to days after eating the food,
reintroduction of the food can be undertaken at home to confirm
whether it does indeed lead to an exacerbation of the AD.
Particularly in infants and young children, exclusion of specific
foods supervised by dieticians may reveal food triggers that are
not apparent from the clinical history or rule out foods that
caregivers believe cause the AD to flare.

A Cochrane review of 9 randomized controlled trials of food
exclusion concluded that there is no benefit of milk and egg
exclusion, few food diets, or elemental diets in unselected
patients with AD.41 However in selected cases, foods allergens
may be an important trigger. For instance, evidence suggests that
egg avoidance in patients with a history of egg allergy does reduce
AD severity.41,42 Patients with a clear history of eczema flares
after eating specific foods are most likely to benefit from a trial of
avoidance. In infants and young children with AD who do not
respond to emollients and mild potency corticosteroids, a trial off
cow’s milk formula might be undertaken with the help of a die-
tician. It should be made clear to the patient that the trial of food
avoidance is initially for 4 weeks after which time the effect of
this intervention is to be reviewed. Many children will outgrow
food-related flares; therefore, in patients in whom food is
a trigger, reevaluation is required at 6- to 12-month intervals.

House dust mite and other aeroallergens are often implicated
as triggers of AD.43 Standard skin prick tests and allergen-specific
IgE measurements cannot be used to assess delayed hypersensi-
tivity reactions to these or other allergens. Studies are conflicting
as to whether standard measures of dust mite avoidance reduce
AD severity.44-47 Measures for dust mite control should be
considered, especially in patients with concurrent asthma or
perennial rhinitis triggered by dust mites. In patients whose AD
consistently flares when they are around animals, contact with
these animals should be avoided.
Psychosocial factors
The psychosocial effect of AD on the child and the parents is

well recognized, particularly in relation to sleep disturbances at
night. Sleep deprivation can impair daytime functioning of both
patients and their children, and in parents it is associated with an
increased level of anxiety and depression.48,49 In a study of 284
adults with AD, stress and emotional state were reported as
a commonly reported trigger,50 and emotional response was just
as, if not more, likely to be of primary concern in patients and
their caregivers as the severity of the AD itself. Number and
duration of sleep disturbances during the night provide a simple
measure of the effect the AD is having on quality of life. Social
factors in the home and school/work environment (eg, family
disharmony, bullying, and other significant life events) should be
enquired about in the clinical history because they may affect the
severity of the disease.51
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Adults compared with children

Although 85% of AD presents by 5 years old and 70% remits
by adolescence, AD that persists into adulthood can be difficult
to manage. AD starts in adulthood in 2% to 8% of cases, and in
these patients alternative causes should be considered (Table I).
Food-related flares are common in infants and young children,
but they are relatively rare in adults. In adults, contact irritant
and allergic dermatitis after exposure to perfumes, deodorants,
washing powder, gloves, and jewelry at home or to chemicals and
dusts from occupational exposure in the workplace need to be
considered, in which case avoidance will be an important part of
the patient’s management.52 Fungal infection with Malassezia is
more common, particularly when AD affects the head and neck.
If skin scrapings are positive, topical antifungal therapy is indi-
cated.53 Psychological factors that affect both home and work life
should also be considered because studies suggest that behavioral
therapy may be beneficial.54
THERAPEUTIC OPTIONS
The management of difficult-to-control AD should focus on

the questions listed in Table III. A thorough history of the
patients’ symptoms, medication use, and understanding of the
disease; physical examination; and identification of possible
trigger factors as detailed earlier should be obtained. Patients
with refractory AD should be managed by specialists (pediatri-
cians, dermatologists, or allergists) with the necessary expertise
and support staff (nursing and dietary). Hospitalization should
be considered for patients who are resistant to outpatient
therapy. In many cases, intensive education and adherence to
therapy, as well as treatment of secondary infections and removal
of allergens or stressors, result in sustained improvement of AD.
If the diagnosis is in doubt because of atypical clinical features or
poor response to treatment, a second opinion should be sought.
Skin biopsy is not indicated for patients with AD unless alter-
native diagnoses are being considered for which histology or
microbiology may provide additional useful information.
TABLE III. Approach to difficult-to-treat AD

I. Is the diagnosis of AD correct?

II. Does the patient have a good understanding of AD?
� Chronic disease/exacerbations and remissions
� No cure
� Appropriate general measures

III. Is current treatment optimum?
� Adherence
� Under treatment: hydration, inadequate prescription of steroid,
cost constraints

� Topical therapy not applied properly

IV. Are there any trigger factors?
� Infection: bacterial (eg, Staphylococcus aureus), viral

(eg, herpes simplex), fungal (eg, tinea corporis)
� Allergens: foods, aeroallergens
� Irritants: detergents, soaps, chemicals, preservatives, clothing,

heat

V. Are there any psychosocial disturbances?
� Emotional stress: anger, frustration, anxiety, family dysfunction,
bullying

Difficult-to-treat AD is defined as AD that does not respond to simple moisturizers
and mild-potency (classes VI and VII) topical corticosteroids and typically requires
referral to specialists.
Patient education and compliance

An appreciation of the chronic nature of AD, exacerbating
factors, and appropriate treatment options is important for both
patients and family members. A systematic review of randomized
controlled trials that involved educational intervention in
adolescent and adult patients reported significant benefits,55

including improved self-care, increased knowledge of treatments,
and improved disease control.56-59 Educational interventions
should be delivered by suitably trained personnel and need
regular reinforcement. Clinicians need to provide both general
information and detailed skin care recommendations. Clear
verbal and written outlines of the skin care plan are essential for
a good outcome. Availability of patient-oriented support orga-
nizations and updates on progress in AD research are also
beneficial.

Moisturizers

With the wider recognition of AD as primarily a disease of
skin barrier function,60,61 moisturizers remain an important
therapeutic intervention to reduce xerosis. They are steroid-
sparing and help to restore and maintain skin hydration.62-64

Moisturizers have a number of properties, including (1) occlusive
(lipids; eg, petrolatum/liquid paraffin) to prevent water loss and
in this regard ointments are better than creams; (2) humectant
(eg, glycerin, 5% to 10% urea, lactic acid) to attract water into
the stratum corneum; and (3) emollient (eg, cholesterol, fatty
acids) to smooth skin by filling spaces between skin flakes with
droplets of oil. Ceramides are a main lipid constituent in the skin
and play an essential role in barrier function and water retention.
The skin of patients with AD has a reduced total ceramide
content. Ceramide-dominant emulsions restore the normal
balance of the lipids and have been shown to reduce trans-
cutaneous water loss, but their advantage over other moisturizers
is yet to be determined.65

In terms of potential side effects, occlusives can cause a greasy
texture, folliculitis, and sweat retention and may not be tolerated
by adolescents and adults or by people living in hot climates.
Humectants used for long periods may lead to irritation and
long-term drying. Preservatives and fragrances, particularly in
creams, can cause contact dermatitis. To promote adherence,
families and patients should be given a choice of moisturizers.
For young children with severe AD, application of moisturizers
frequently, such as with each diaper change, may be useful.

Topical corticosteroids

Topical corticosteroids remain the mainstay of treatment in
AD. The choice of agent varies according to the location and
severity of the skin lesions. As a general rule and particularly in
children, the lowest potency corticosteroid that is effective should
be used. Corticosteroids should be used sparingly, and
a “fingertip unit” is sufficient to cover twice the area of the
handprint.66 Side effects are infrequent with low-potency topical
steroids even when applied over long periods. Skin atrophy is the
most common side effect with higher potency preparations.
Hypopigmentation, secondary infection, acne, and striae (which
are permanent) may also occur. Local side effects are most likely
to occur on the face, neck, and in the intertriginous areas; thus,
only a low-potency corticosteroid should be used on these areas.
If the response to mild-potency corticosteroids is suboptimal on
these areas, then calcineurin antagonists should be considered in
preference to more-potent steroids. Potent and very potent
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topical corticosteroids may be necessary for refractory AD. They
should be used for short periods, and very potent steroids should
be avoided in children.67 Particularly in infants and young
children with refractory AD, alternative diagnoses and food- and
infection-related triggers should be considered.

The vehicle through which the active steroid is delivered plays
an important role in absorption and can enhance its efficacy.
Generally, ointments are more effective than creams, because the
occlusive effect results in better penetration. Ointments also
contain fewer preservatives so the potential of irritant and allergic
reactions is lower. Solutions should be used on the scalp or other
hairy areas.

Inadequate prescription size is one of the most frequent
problems when treating patients with widespread or chronic
relapsing dermatitis. The average adult requires at least 840 g of
a moisturizer or topical medication to cover the body once a day
for a month. Patients become frustrated at both the expense and
inconvenience of refilling prescriptions for 15- and 30-g tubes.
Clinicians need to prescribe adequate amounts of topical corti-
costeroid for the extent of the disease.

Patients must clearly understand how and when to use topical
steroids. Proper application of the medication once or twice daily
to involved areas can eliminate many potential problems.
Applying topical steroids more than twice daily increases the
chance of side effects, makes the therapy more costly, and does not
increase efficacy. As the dermatitis improves, the frequency of use
may be reduced or a less potent topical corticosteroid prescribed.

Topical calcineurin inhibitors

Topical calcineurin inhibitors (pimecrolimus and tacrolimus)
are complex macrolide compounds and selectively inhibit cyto-
kine transcription in activated T cells. Because these drugs do not
cause skin atrophy, they are useful for facial and eyelid dermatitis
and other areas of delicate skin susceptible to side effects of
moderate and potent steroids. They should also be considered in
patients with chronic extensive AD not controlled with mild-
potency corticosteroids when prolonged application of more-
potent steroids would risk skin atrophy, adrenal suppression, and
other systemic side effects.68 In some patients it may be necessary
to step up to moderate-to-potent topical corticosteroids for 3 to 5
days to control acute flares on the limbs and trunk before step-
ping down to a calcineurin inhibitor. When the AD remains
quiescent, reduction in frequency of application of the calci-
neurin inhibitor to a few times a week or even to the use of
a cheaper mild-potency corticosteroid should be considered.

Tacrolimus is available as an ointment only and is more potent
than pimecrolimus, which is available only as a cream.68 The
choice of product is influenced by desired potency and vehicle
characteristics. In the United Kingdom, the National Institute of
Clinical Excellence approves the use of topical tacrolimus for
children older than 2 years with moderate-to-severe dermatitis
not controlled by topical corticosteroids but does not recom-
mend it as first-line treatment in mild disease.69 In the United
States, the 0.03% preparation is licensed for children aged
between 2 and 15 years, and both the 0.03% and 0.1% prepa-
rations are licensed in older patients.

Proactive versus reactive application of topical

therapies
Traditional therapeutic paradigms call for reactive use of anti-

inflammatory topical treatment applied to all visibly affected skin
areas. An alternative approach is proactive therapy, which
essentially consists of long-term, low-dose intermittent topical
anti-inflammatory therapy (eg, low-to-moderate potency steroids
or topical tacrolimus 2 or 3 times weekly) applied to subclinical
inflammation that persists in the skin previously affected by
AD.70 Patient visits for clinical control and drug prescription are
scheduled at 3- to 4-month intervals. Clinical trials that studied
corticosteroid and tacrolimus ointment have shown the benefit of
proactive therapy, with an overall improvement, fewer exacer-
bations, an improved quality of life, and, in severe cases, lower
treatment costs.71-73
Systemic immunosuppressants and phototherapy
Most patients with AD can be effectively managed with

standard therapy: avoidance of trigger factors and topical emol-
lients and corticosteroids/calcineurin inhibitors. However,
a small subgroup of patients, despite adequate standard therapy,
continues to have troublesome AD and impaired quality of life.
These patients should be considered for second-line therapy,
including immunosuppressive drugs and phototherapy.

Cyclosporine, a calcineurin inhibitor that blocks T-cell acti-
vation, is effective treatment of severe AD.74,75 The key advan-
tage is the lack of the severe side effects associated with the
long-term use of oral corticosteroids. In contrast to many
European countries, the Food and Drug Administration has not
yet approved cyclosporine for this purpose. The theoretical
rational for using cyclosporine is that super-antigeneinduced
T-cell activation triggered by secondary bacterial skin infection
may underlie severe disease. Evidence suggests that cyclosporine
is most effective for patients with AD driven by secondary
bacterial skin infections rather than allergens, and once the
infection has been adequately treated with antibiotics.76 Cyclo-
sporine is usually started at 5 mg/kg per day in divided doses and
weaned by 1 mg/kg per day once a month, discontinuing the
medicine completely after approximately 6 months. The drug
dose in children and adults is the same, although one study of
adults with severe AD suggested that an initial starting dose of
150 mg twice a day may be as effective as 300 mg twice a day.77

One randomized placebo-controlled clinical trial suggested
that azathioprine may be effective in severe adult AD. Only 37
patients were enrolled and 16 (43%) withdrew (12 in the
azathioprine arm).78 Two trials have compared methotrexate
with azathioprine, and both were found to result in a reduction
in AD severity, but neither study had a placebo arm.79,80 Use of
systemic corticosteroids such as oral prednisone is not recom-
mended. Although there is often an initial dramatic clinical
improvement, rebound flares after discontinuation are common
and just as pronounced.81

Phototherapy is a second-line treatment for AD in adults but
requires personnel expertise for safe, effective delivery.82,83

Systematic reviews of randomized clinical trials conclude that
phototherapy is effective and beneficial in the short-term treat-
ment of AD in adults and adolescents, with high-dose UV-A1
useful as a single therapy for flares, whereas narrow-band UV-B,
UV-A, and bathe and UV-A are beneficial for all forms of AD.
Meta-analysis has not been possible because disease severity,
treatment regimens, and outcome scoring methods varied widely.
The long-term effects of phototherapy include an increased risk
of developing skin cancer, whereas the short-term adverse effects
include itch and acute burns.



TABLE IV. Techniques of aeroallergen avoidance in patients with
a history suggestive of specific allergen-induced exacerbation
Local barrier

� Use oil-based emollients
� Use dry wraps, bandages, body suits for infants and young children
� Wear long trousers and long-sleeved shirts
� Use dust-proof covers for mattress and pillowcase

Avoidance
� Avoid playing on grass
� Avoid sitting, playing on the carpet
� Minimize carpeting, drapes, and upholstered furnishings
� Declutter sleeping quarters by removing fluffy toys and excess
pillows
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Treating secondary skin infections

Systemic antibiotics are often required to treat bacterial skin
infections, particularly S aureus, which is a common cause of AD
flares in children. The choice of antibiotics should be based on
sensitivities.28 It is not advisable to use antibiotics long term
because antibiotic resistance will develop. The antiseptics may be
effective in reducing bacterial load on the skin and recurrent
infections. Silver textiles (eg, DermaSilk, DreamSilk) and bleach
baths (dilute hypochlorite) may be helpful in keeping the density
of staphylococci low in patients with AD.84,85 Short-term use of
wet wraps in combination with mild (classes VI/VII) topical
corticosteroids can be beneficial in the treatment of acute flares
or refractory lichenified lesions.86 However, wet wraps can lead
to skin maceration, folliculitis, and secondary infections or rarely
adrenal suppression when used for prolonged periods in
combination with moderate-to-potent corticosteroids.87 In this
randomized study, 22% of children who used wet wraps for 4
weeks required antibiotics for secondary infection compared with
none on the children on conventional treatment.

Infections with Malassezia generally respond to topical keto-
conazole or miconazole, although the AD usually responds best
to topical immunosuppressants.31,32

Allergen avoidance

If a specific food is thought to exacerbate the patient’s AD,
avoidance for 4 weeks can be tried. Professional dietary advice
should be sought to ensure that the food is being completely
avoided and that the child does not experience nutritional defi-
ciencies, particularly iron-deficiency anemia and clinical or
subclinical rickets. After 4 weeks the food should generally be
reintroduced, or a physician-supervised food challenge should be
performed. Foods should be avoided long term only if they cause
a further flare of AD on rechallenge. Infants and young children
are most likely to have food-induced exacerbations. Milk, soy,
egg, and wheat account for 90% of foods that trigger AD.88

Food-related AD often resolves with time; therefore, intermittent
rechallenging of patients should be undertaken, typically at 6- to
12-month intervals. In patients said to have eczematous reactions
to multiple foods, food challenge may confirm that the child is
tolerant, particularly when the child is not in the core group
listed above. Blood-specific allergen IgE measurements and skin
prick tests may support the diagnosis if an IgE-mediated mech-
anism is suspected.

When there is a clear history of grass or house dust mite
exacerbating the patient’s AD, the allergen should be avoided
when possible. Avoidance strategies are listed in Table IV.

Pruritus
Pruritus is a ubiquitous and poorly tolerated symptom.

Sedating antihistamines may offer some symptomatic relief
through their sedative effects, but they have little direct effect on
the pruritus. Nonsedating antihistamines do not reduce the itch
in AD but may be helpful if the patient also has urticaria. Topical
corticosteroids and calcineurin inhibitors have been shown on
meta-analysis to be more effective than systemic therapies,
reducing pruritus scores by one-third.89 Counselling may be used
to try and break the itch-scratch cycle, as well as in adolescents
and young adults who may consider their skin disease disfiguring.
Relaxation or biofeedback techniques may also be of benefit,
especially in patients with habitual scratching.
Alternative therapies
Currently available therapies do not cure AD but rather

ameliorate the symptoms. Thus, there is a continuing desire by
patients and their caregivers to look for more effective alterna-
tives. One study found that 42% of parents with children with
AD had tried alternative therapies, most commonly homeopathy
and herbal remedies.90 Other treatments include aromatherapy,
hypnotherapy/biofeedback, and massage therapy. The evidence
for the efficacy for most of these therapies comes from uncon-
trolled case reports and series. Randomized, double-blind,
placebo-controlled trials are needed to determine whether any of
these approaches have any clinical benefit over and above their
placebo effect. The possible exception is Chinese herbal reme-
dies, whereby a number of studies are currently under way in
both the preclinical and clinical setting, particularly in acute
allergy and asthma, less so in AD, to determine whether they
might be developed as disease-modifying agents.91,92 At present,
however, no products are licensed, and clinicians should be aware
of the possible contact dermatitis (phytodermatoses) or systemic
toxicity from the herbs or in some cases from added immuno-
suppressive drugs.93

Future perspectives in the treatment of AD
Health care professionals are also striving to develop new and

improved therapies for AD. Much of the impetus is to try
therapies that (1) directly or (2) indirectly inhibit effector
immune responses.94 Examples of the former include biologics
such as omalizumab that neutralizes IgE, rituximab that triggers
apoptosis of B cells, and etanercept that blocks TNF-a. The
evidence for these therapies is currently case reports and series.
More work is required to determine whether biologics have
a place in routine AD therapy, or whether the cost or side effects
outweigh possible benefit, for example, efalizumab, an CD11a
antagonist that has been withdrawn partly because of its
perceived risk in causing progressive multifocal leukoencephal-
opathy. A related approach is therapies that indirectly inhibit the
immune response by promoting regulatory T-cell function.
Subcutaneous and sublingual specific immunotherapies (SITs;
eg, to house dust mite, pollen or cow’s milk protein) are another
approach, whereas use of bacterial adjuvants (probiotics) in an
effort to stimulate gastrointestinal tract regulatory T cells is
another. Although multiple, large studies have been published,
the results are mixed, and at present neither SIT nor probiotics
can be recommended in the routine treatment of AD.95-97

Although SIT is unlikely to be effective for all patients with AD,
it may have a role in a subgroup of patients in whom the clinical
features suggest that a specific allergen is the predominant
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FIGURE 1. Clinical approach to the management of AD.
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trigger.98 In view of the acknowledged importance of skin barrier
dysfunction and pruritus in AD, another approach is to develop
more effective emollients and nonantihistamine antipruritics, but
again these are still very much experimental.99,100
SUMMARY AND TREATMENT ALGORITHM
Patients with difficult-to-treat AD can often have their disease

controlled if a few simple steps are followed (Figure 1). Before
embarking on AD treatment regimes the diagnosis should be
confirmed. If the rash is atypical, the patient has additional
clinical problems, or an unusual family history, then other
primary skin conditions, primary immunodeficiency diseases,
metabolic conditions, primary skin infections, and malignancies
should be excluded. Once the diagnosis is confirmed, most
patients can be successfully managed simply by providing them
with information and advice about the condition and how to
apply emollients and mild-potency topical corticosteroids.
Compliance or lack of it should be assessed. If the physician has
insufficient time to impart this information, nursing support and
supplementary written information may be invaluable. AD
severity should be recorded at each visit to provide objective
assessment of response to treatment. Investigators Global
Assessment is a simple scoring system. Alternatively, Scoring
Atopic Dermatitis and Eczema Area and Severity Index are
validated but are more complex to use in a busy clinic.101

In an age of super-specialization, it is important not to ignore
the patient’s other atopic diseases such as asthma and allergic
rhinoconjunctivitis and to ensure that they have adequate
information about these conditions and their treatment. Food
allergens, particularly cow’s milk and egg, are most likely to
be important in infants and young children, whereas aero-
allergens may be clinically relevant in older children and adults.
Avoidance of specific foods may have dramatic beneficial effects
on selected patients identified on history. There is no evidence
for blanket avoidance of, for instance, cow’s milk protein in all
children with eczema. Although standard allergen-specific IgE
measurements and skin prick tests may be useful in confirming
the clinical diagnosis of immediate hypersensitivity, they have
less relevance in patients in whom foods cause T cellemediated
AD flares. Specific IgE measurements are likely to be falsely
positive in the latter situation, particularly in patients with AD
with high total IgE concentrations. Diets of children should not
be restricted because of specific IgE results unless there is a clear
clinical history of the specific foods exacerbating the AD. When
a food is removed from the diet to determine its role in causing
AD, it should be with the input of a dietician and initially for
a period of 4 weeks, after which time the food should be
reintroduced to confirm that it has indeed induced the flare.
Further studies are required before any recommendations can
be made as to the place of allergy patch tests in the management
of AD.

For patients with painful, oozing, crusting lesions, particularly
if asymmetrically distributed, secondary bacterial infection
should be considered as a potential exacerbating factor and
treated, usually with oral antibiotics (eg, cephalexin or
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flucloxacillin). If the AD is severe and generalized, topical
application of ointments may be difficult or impractical. After
any secondary infection is controlled, oral cyclosporine treatment
might be considered to dampen the excessive T-cell activity,
often triggered by bacterial superantigens. Cyclosporine can
usually be successfully weaned from a starting dose of 2.5 mg/kg
twice a day over 6 months, maintaining control with reintro-
duction of moisturizers and topical immunosuppressant drugs.
Inability to successfully wean the cyclosporine often implies
ongoing or recurrent secondary skin infection.

For those patients whose AD is still not controlled, a short
period of hospitalization may help to clear up issues of compli-
ance that had not been identified earlier, infection that cannot be
cleared by outpatient treatment, or important environmental
allergens or stressors. If all the above measures fail, or physicians
feel they lack the necessary time or expertise, then a second
opinion should be considered.
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