ATOPIC DERMATITIS
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Definition:

· Chronic, pruritic, superficial inflammation of the skin, frequently associated with a personal or family history of allergic disorders (e.g. asthma, allergic rhinitis).
· Atopic dermatitis is a chronically relapsing inflammatory skin disease typically associated with respiratory allergy. 
· Like asthma and allergic rhinitis, atopic dermatitis is associated with the local infiltration of T cells secreting IL-4, IL-5, and IL-13
· Over half of patients with atopic dermatitis will develop asthma and allergic rhinitis-often as they outgrow their atopic dermatitis.
Essentials of diagnosis & typical features:
· Pruritus
· Typical morphology and distribution
1. Facial and extensor papulovesicles involvement in infants and young children.

2. Flexural lichenification in older children and adolescents.

· Chronic or relapsing dermatitis.

· Personal or family history of atopic disease
Etiology:
· Susceptibility is genetic, but the disorder is triggered by various environmental agents and factors. 

· Numerous inhalants and foods produce wheal and flare reactions on scratch or intradermal tests
· Staphylococcus aureus exotoxins, such as enterotoxins A, B, and toxic shock syndrome toxin-1, can act as superantigens, contributing to persistent inflammation or exacerbations of atopic dermatitis.
· Patients with atopic dermatitis usually have high serum levels of reaginic (IgE) antibodies, peripheral eosinophilia, and high levels of cAMP phosphodiesterase in their WBCs

Epidemiology:

· Atopic dermatitis is predominantly a disease of childhood, with 5% of children affected.

· It usually starts after 2 months of age and by 5 years of age, 90% of the patients who will develop atopic dermatitis have manifested their disease. 
· It is uncommon for adults to develop atopic dermatitis without a history of eczema in childhood.
Symptoms and Signs

· Atopic dermatitis may begin in the first few months of life, with red, weeping, crusted lesions on the face, scalp, diaper area, and extremities.

· Pruritic, exudative, or lichenified eruption on face, neck, upper trunk, wrists, and hands and in the antecubital and popliteal folds
· In older children or adults, it may be more localized and chronic, typically appearing as erythema and lichenification in the antecubital and popliteal fossae and on the eyelids, neck, and wrists.

· Pruritus is constant; subsequent scratching and rubbing lead to an itch-scratch-rash-itch cycle.

· The dermatitis may become generalized 

· Secondary bacterial infections and regional lymphadenitis are common

· Diagnostic criteria for atopic dermatitis must include pruritus, typical morphology and distribution (flexural lichenification in adults), and a tendency toward chronic or chronically relapsing dermatitis.
· Acute atopic dermatitis is characterized by intensely pruritic, erythematous papules associated with excoriations, vesiculations, and serous exudate; subacute atopic dermatitis by erythematous, excoriated, scaling papules; chronic atopic dermatitis by thickened skin with accentuated markings (lichenification) and fibrotic papules.

Complications

· Patients with long-standing atopic dermatitis may develop cataracts while in their 20s or 30s. 

· Cataracts may be a feature of atopy or may result from extensive systemic and topical corticosteroid use. 

· Atopic keratoconjunctivitis is frequently associated with eyelid dermatitis and chronic blepharitis, and may result in visual impairment from corneal scarring.
· Patients with atopic dermatitis have increased susceptibility to infection or colonization with a variety of organisms. 
· These include viral infections with herpes simplex, molluscum contagiosum, and human papillomavirus 

· House dust mites in bedding, upholstered furniture, and carpeting may significantly exacerbate atopic dermatitis.

Diagnosis

· Diagnosis is based on the distribution and duration of lesions and often on a family history of atopic disorders and the presence of lichenification.
· Elevated serum IgE levels can be demonstrated in 80-85% of patients with atopic dermatitis, and a similar number have positive immediate skin tests or in vitro tests with food and inhalant allergens

Differential Diagnosis
· Seborrheic dermatitis may be distinguished by a lack of significant pruritus; its predilection for the scalp (so-called cradle cap); and its coarse, yellowish scales. 

· Allergic contact dermatitis may be suggested by the distribution of lesions with a greater demarcation of dermatitis than in atopic dermatitis

· Nummular eczema is characterized by coin-shaped plaques.

· Eczematous rash has been reported in patients with HIV infection.

Treatment
· Corticosteroid creams or ointments applied three times daily are most effective. 

· Because topical corticosteroids are expensive, supplemental use of white petrolatum, hydrogenated vegetable oil (as for cooking), or hydrophilic petrolatum (unless the patient is allergic to lanolin) may be advisable. 

· These emollients, applied between corticosteroid applications, also help hydrate the skin, which is important

· Older adults may benefit from treatment with ultraviolet radiation B, psoralen plus high-intensity ultraviolet A (PUVA), or narrow band ultraviolet A without psoralen.

· Bathing should be minimized if it exacerbates symptoms; soap should not be used on dermatitic areas because it may be drying and irritating. 
· Oils help lubricate the skin, and corticosteroid or emollient ointments should be applied within 3 min of bathing, before the skin is dried, to enhance effectiveness.

· Antihistamines may provide some relief but are often sedating and anticholinergics
· Antihistamines for pruritus (e.g. hydroxyzine, 10-25 mg at bedtime and prn)

· Oral corticosteroids should be considered a last resort but, if given, are best used in 1- to 2-wk courses.
· Systemic corticosteroids are indicated only for severe acute exacerbations. 
· Oral prednisone dosages should be high enough to suppress the dermatitis quickly, usually starting with 40-60 mg daily for adults
· For severe atopic dermatitis, consider systemic steroids for 1-2 weeks, e.g. prednisone 2 mg/kg/day po (max 80 mg) initially, tapered over 7-14 days. 

