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Background: Atopic dermatitis (AD) is increasingly common,

with a point prevalence of more than 30% in some countries,

and is characterized by visible skin lesions and intense itching.

Objective: The International Study of Life with Atopic Eczema

(ISOLATE) is the first large-scale study to assess the effect of

AD on the lives of patients and society, how patients and

caregivers manage the condition, and how well patients and

caregivers currently believe that AD is controlled.

Methods: Two thousand two patients (>13 years) and

caregivers of children (2-13 years) with moderate-to-severe AD

randomly selected from 8 countries underwent standardized

telephone interviews using questions developed in collaboration

with national eczema patient groups and physicians.

Results: During each year, patients spend, on average, 1 of 3

days in flare. The majority of patients receive prescription

topical corticosteroids to treat flares; however, 49% of

respondents are concerned about using these agents.
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On average, patients and caregivers delay initiating treatment

for 7 days after onset of a flare. Only 24% of patients and

caregivers feel confident they can manage AD flares adequately.

Seventy-five percent of caregivers and patients feel that being

able to effectively control AD would be the single most

important improvement to their or their child’s quality of life.

The avoidable secondary economic cost of AD is estimated at

V2 billion per year across the European Union.

Conclusion: ISOLATE highlights the need to improve patients’

control of AD to reduce the significant effect this condition has

on the patient and society.

Clinical implications: ISOLATE shows that patients with AD

are untreated for half the time they are in flare, and thus there

is an urgent need for physicians to ensure that the patients are

educated and confident in using medication as prescribed to

gain disease control. (J Allergy Clin Immunol nnnn;nnn:

nnn-nnn.)

Key words: Flare, patient management, atopic dermatitis, atopic

eczema, International Study of Life with Atopic Eczema

Atopic dermatitis (AD), also known as atopic eczema,
is a chronic relapsing skin condition characterized by
intense itching, dry skin, and inflammation. Around 50%
of cases are diagnosed by the age of 1 year,1 with at least
one third of patients having persistent disease throughout
adulthood.2,3 It is one of the most common skin diseases
worldwide, and in some countries it has a point prevalence
of 30% or higher.4,5

Despite its frequency, AD is often perceived by the
medical community and by wider society as a minor
dermatologic condition,6 with patients having to endure
symptoms over time. However, studies in selected groups
of adult patients have shown that AD has a greater effect
on quality of life than other common skin diseases, such
as psoriasis.7 AD also has a greater negative effect on
the mental health of patients compared with other chronic
conditions, such as diabetes and hypertension.8 In children
the negative effect of AD can extend to a patient’s family
and affect the care of other unaffected siblings.9

Because of the genetically determined pathophysiol-
ogy,10 there is no complete cure for AD, and therefore
management currently focuses on avoidance of triggers,
skin hydration, and reduction of skin inflammation.11

Reactive use of topical corticosteroids to treat the
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Abbreviations used
AD: Atopic dermatitis

ISOLATE: International Study of Life with Atopic Eczema

PIQoL-AD: Parent’s Index of Quality of Life–Atopic

Dermatitis

QoLIAD: Quality of Life Index for Atopic Dermatitis

inflammation, in conjunction with emollients to treat
dry skin, has formed the cornerstone of disease manage-
ment.11 Treatment with topical corticosteroids offers rapid
and effective relief of AD symptoms in most patients.
However, there are safety concerns associated with their
long-term use, primarily cutaneous adverse events12

(eg, skin atrophy), as well as possible systemic side
effects.13 There is also some evidence to suggest that
patients worry about using topical corticosteroids, which
can lead to noncompliance.14

The recent introduction of a new class of nonsteroid
immunomodulators, the topical calcineurin inhibitors, is
intended to complement existing treatment options in
patients with AD and overcome some of the drawbacks of
topical corticosteroid therapy.3

The distressing nature of this condition can have seri-
ous implications for patients with AD, families, and care-
givers. Concern over treatment side effects leading to
noncompliance might also lead to reduced disease control
and increased morbidity and burden of disease. However,
there is a lack of comprehensive, large-scale, current re-
search into how patients actually perceive and manage
their condition and how well they believe their symptoms
are controlled.

The International Study of Life with Atopic Eczema
(ISOLATE) is the first large-scale study initiated to rigo-
rously address the following questions: (1) How does AD
currently affect the lives of patients and caregivers? (2)
Does the effect of AD vary with age, sex, and severity of
disease? (3) How do patients and caregivers currently
manage the condition? (4) How well do patients believe
that their AD is controlled?

METHODS

The study was conducted in 8 countries between July and

September 2004 (see Table E1 in the Online Repository at www.

jacionline.org). Patients (>13 years) and caregivers (of children 2-

13 years old) with moderate to severe AD as defined by their treating

physician underwent in-depth telephone interviews apart from those

in the United States and the United Kingdom, where interviews were

conducted face to face to enable the EQ-5D15 questionnaire to be

administered. The results of the EQ-5D will be reported separately.

A minimum of 150 patients per country was recruited to enable

analysis of results on a local basis. The results were weighted acc-

ording to the prevalence of AD for each country to ensure that each

country was fairly represented within the total pool (see Table E1 in

the Online Repository at www.jacionline.org).

An independent UK-based survey company, NOP World Health,

conducted the interviews and analyzed the results. Patients were

contacted through their treating physician, who had been randomly

selected from published registers representative of the geographic
spread of the population in the relevant country. The majority of the

physicians were office- or hospital-based dermatologists (55%) and

pediatricians (39%), whereas a minority were primary care physicians

(7%). To reflect everyday clinical practice, the physicians were each

asked to recruit 5 patients with moderate-to-severe AD based on and

reflecting the proportions of their typical workload. The treating

physician also obtained the consent of the patient or caregiver to

participate in the study. Patients were then contacted by NOP World

Health.

Patients and caregivers were initially screened, and any patients

not experiencing a flare of AD within the last 6 months were excluded

from the survey. A flare was defined as a sudden worsening of

symptoms requiring a physician consultation or application of pre-

scription medication.

A nonstandard questionnaire consisting of 40 single and multipart

questions for patients older than 13 years and 37 single and multipart

questions for caregivers looking after children aged 2 to 13 years was

developed in collaboration with all the potential stakeholders in the

treatment of AD (ie, national eczema patient groups, practicing

physicians, and medical experts from the 8 countries involved in the

study). The questions were divided into sections focusing on the

extent and severity of AD signs and symptoms, including flare

characteristics, the significance of the flare to the individual patient or

caregiver, the effect of the AD flare on daily life (eg, school or work

and social life) and relationships, and the management of the flare,

including attitudes to current treatment options and level of support

from physicians and patient groups. In addition, one section concen-

trated on the effect of AD on patient and caregiver health-related

quality of life by using either the 25-item Quality of Life Index for

Atopic Dermatitis (QoLIAD)16 for patients older than 13 years or

the 28-item Parent’s Index of Quality of Life–Atopic Dermatitis

(PIQoL-AD)17 for caregivers of patients aged 2 to 13 years. The full

ISOLATE questionnaires can be viewed in the Online Repository

(see Figs E1 and E2 at www.jacionline.org). Descriptive statistics

were used to describe the sample. In addition, a P value of .05 or

less was used as the criterion for statistical significance to enable anal-

ysis of the results across different age, sex, and disease severity groups.

A data analysis of the effect of AD on patient productivity across

the European Union was carried out by using the methodology

outlined in Table I18-20 to quantify the socioeconomic burden of the

condition.

ISOLATE generated a large pool of data, and the results relating to

overall disease effect and management are reported here. The authors

intend to publish data from specific subanalyses in relevant medical

journals.

RESULTS

Patient characteristics

A total of 2002 patients and caregivers from 8 coun-
tries took part in ISOLATE (see Table E1 in the Online
Repository at www.jacionline.org). Sixty percent of the
respondents were patients (>13 years), and 40% were
caregivers looking after children (2-13 years). Table II
shows that the distribution of patients by age, sex, and
disease characteristics is similar to that of other published
AD surveys.21 The proportion of patients with moderate-
to-severe AD is also in line with the caseload of the treat-
ing physicians who nominated the patients to take part in
the study (68.5% with moderate AD and 31.5% with
severe AD).

The total sample was balanced in terms of marital status
(patients >16 years) and employment status (patients >14
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TABLE I. AD and the burden of disease*

Source of lost

productivityy

Working hours in which performance

was affected or lost because of

absence (per year/per employee)

Total loss of working

hours in EU15 per year

Lost productivity per

year in EU15#

9.6% work time affected during flares 75.79� 36,201,145.66k 804,027,445

2.7 days lost per year because of

work absence

20.89§ 66,520,748.96{ 1,477,425,834

Total 2,281,453,279

Number of employees with moderate-to-severe AD in EU15 was calculated as follows: number of persons employed in EU15 (178,895,200) (Eurobusiness 2004)

3 prevalence of AD (1.78% based on UK data for adults older than 18 years, diagnosed/undiagnosed/treated and untreated). This result assumes 15% of

performance is affected, and this is a conservative estimate (eg, work impairment in chronic hand dermatitis is 17.1%).18 The estimate of lost productivity per

year is based on a human capital approach. Assuming diminishing marginal productivity, a profit-maximizing firm would employ additional labor until the

marginal revenue product of the last unit of employment equals the employment costs faced by the firm, where the latter is the gross wage, including additional

costs of employment, such as the employer’s contribution to national insurance and superannuation.19,20 Seventy-five percent of opportunity costs are direct costs,

and 25% are social contributions of employers.

*Costs do not include effects on labor market equilibrium, costs of forgone leisure time, and costs of household-productivity loss.

�Percentage time performance affected at work and days lost from work caused by AD per year based on results for greater than 18 years age groups Q13 and

Q14 of the ISOLATE study.

�Number of work days in flare per year (102) 3 average working hours per day (7.74) 3 work time affected during flares (9.6%).

§Average working hours per day (7.74) 3 days lost per year because of work absence (2.7).

kNumber of employees with moderate-to-severe AD in EU15 (3,184,334.56) 3 working hours performance affected or lost because of AD (75.79) 3 estimate

amount performance is affected (15%).

{Number of employees with moderate-to-severe AD in EU15 (3,184,334.56) 3 working hours performance affected or lost because of AD (20.89).

#Total loss of working hours in EU15 per year 3 V22.21 per hour.

TABLE II. Patient and disease characteristics

Age Sex Severity of disease

Total

(n 5 2002)

2-13 y

(n 5 779)

14-17 y

(n 5 125)

$18 y

(n 5 1098)

Male

(n 5 660)

Female

(n 5 1342)

Moderate

(n 5 1371)

Severe

(n 5 631)

Patient characteristics

Percentage of patients

By age, sex, and

disease severity

– 39 6 55 33 67 68 32

Female sex (%) 67 61 60 72 – – 67 67

Married or living with

partner (%; base >16 y)

52 – – 52 45 55 51 54

Employed (%; base >14 y) 61 – 16 60 62 61 64 56

Disease characteristics

Mean percentage of body

affected by last flare

19 23 15 17 17 20 13 33

Percentage of patients with face

and neck involvement

41 43 34 40 36 43 37 50
years) of the patients (Table II). However, a significantly
higher percentage of male patients (>16 years) were single
(46%) compared with the average for the total sample
(38%, P < .05).

The effect of AD on patients and caregivers

Disease characteristics. Fifty percent of the total
sample had been given diagnoses in the first 3 years of
life, and 24% were given diagnoses after the age of 18
years. Sixty-eight percent of the total sample had been
given diagnoses of moderate AD, and 32% were given
diagnoses of severe AD. The most commonly affected
part of the body in patients during AD flares was the
face and neck area, regardless of age, sex, or severity of
disease. Disease characteristics are summarized in Table
II. AD had been severe enough to warrant admission to
the hospital at some point in their life in 9% of patients
overall.

On average, patients experienced 9 flares per year,
lasting 15 days each time (Table III). In total, patients
spent 136 days per year in AD flare. Patients with severe
disease experienced significantly more frequent (11.1
per year) and longer (17.3 days) flares than the total sam-
ple (P < .05), resulting in more than 192 days spent in flare
each year on average. Those with severe disease also took
significantly longer to clear (9.6 days) compared with the
average for the total sample (8.2 days, P < .05).

Effect of the AD flare on patient and caregiver lifestyle.
The AD flare disturbs the sleep of patients for an average
of 7.3 nights during a flare (67 nights per year, Table III).
Patients with severe disease have significantly more
nights’ sleep affected (14.6 nights per flare, equivalent to
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TABLE III. Effect of AD

Age Sex Severity of disease

Total

(n 5 2002)

2-13 y

(n 5 779)

14-17 y

(n 5 125)

$18 y

(n 5 1098)

Male

(n 5 660)

Female

(n 5 1342)

Moderate

(n 5 1371)

Severe

(n 5 631)

No. of flares per year 9.2 8.7 7.5 9.6 10.4 8.6 8.3 11.1

Total duration of flare, d 14.8 14 15.4 15.2 13.2 15.5 13.6 17.3

No. of days per year in AD flare 136.2 121.8 115.5 145.9 137.3 133.3 112.9 192.0

No. of nights sleep affected

during a flare

7.3 5.0 11.7 8.4 7.9 7.0 4.0 14.6

No. of times woken up at night

during a flare

1.8 1.8 2.0 1.8 1.8 1.9 1.5 2.5

Percentage of patients

Avoiding at least 1 everyday activity 86 86 83 87 83 88 84 90

School-work life affected 32 30 46 34 35 31 27 45

Home life affected 33 34 27 33 34 32 27 44

Social life affected 33 27 26 38 37 31 28 44

Percentage of time at work-school

performance affected during flare

9 7 10 10 9 9 6 15

No. of days absent from school-work

because of a flare

2.5 2.0 3.5 2.7 2.9 2.4 1.3 5.3
162 nights per year) compared with the total sample
(P < .05).

On average, 86% of patients avoid at least one type of
everyday activity while in flare (eg, bathing; wearing
shorts, skirts, or T-shirts; and swimming; Table III). The
flare also has an effect on the work-school, home, and
social lives of, on average, 33% of patients, increasing
to 44% of patients with severe disease (P < .05, Table III).

The AD flare also negatively affects overall patient
school-work performance and productivity (Table III). On
average, patients take 2.5 days off school or work per year
because of AD, and a further 9% of the time, their concen-
tration is affected at school or work while in flare. Patients
with severe disease take significantly more days (5.3 days)
off work or school per year because of AD, and their con-
centration is affected for an average of 15% of the time
while in flare compared with the total sample (P < .05).

An analysis of the effect of AD on adult patient per-
formance at work and occupational absence shows that the
social cost of lost productivity across the European Union
amounts to more than V2 billion per year (Table I).

Emotional effect of AD. On average, 55% of patients
are either always or sometimes worried about the next flare
of AD. Significantly more caregivers looking after youn-
ger children (62%) and those with severe disease (65%)
are worried about the next flare compared with the total
sample (P < .05).

ISOLATE demonstrates how the stigma of the AD flare
can affect patients’ self-esteem, mood, self-confidence,
and ability to establish and manage relationships (Table
IV). On average, 43% of patients are fairly or very con-
cerned about being seen in public during a flare. This is
significantly more common in adult patients (>18 years;
53%) and those with severe disease (51%) compared
with the total sample (P < .05). The AD flare has either
some or a huge effect on the self-confidence of 36% of
patients, increasing to 46% of those with severe disease
(P < .05) and 52% of those aged 18 to 35 years (P <
.05). Likewise, on average, 51% of patients are either
always or sometimes unhappy-depressed, and of these,
37% feel frustrated, 34% feel irritated-annoyed, 30% feel
sad-upset, and 27% feel helpless during a flare.

Twenty-seven percent of patients have experienced
bullying because of their AD, and this is significantly
worse in children (8-17 years; 39%) and those with severe
disease (33%, P < .05). Adult patients also feel discrimi-
nated against because of their AD in 11% of cases, and
14% believe that their career progression has been
hindered.

On average, 30% of patients and caregivers believe that
either their or their child’s AD has an effect on other
members of their family-household, increasing to 38% for
the 2- to 7-year age group and 40% in those patients with
severe disease (P < .05). On average, 21% of adult patients
with AD (>18 years) have experienced difficulty in
forming relationships. A significantly greater percentage
of male patients (30%) and those with severe AD (30%)
have experienced difficulty in forming relationships com-
pared with the average for the total sample (P < .05). This
might relate to the finding that a significantly higher per-
centage of male patients (>16 years) were single (46%)
compared with the average for the total sample (38%,
P < .05), as shown in Table II. In established relationships
12% of adult patients (>18 years) have, on average, expe-
rienced problems with their partner caused by AD.

The majority of the patients and caregivers (75%) be-
lieve that their treating physician is either very or fairly
sympathetic to either their or their child’s AD. The same
high percentage of patients and caregivers regard the
factual information provided by their doctor about the
condition as satisfactory (77%). However, 74% of pa-
tients and caregivers state that their physician has never
discussed the emotional effect that AD has had on their
lives.
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TABLE IV. Emotional aspects of AD

Age Sex Severity of disease

Total

(n 5 2002)

2-13 y

(n 5 779)

14-17 y

(n 5 125)

$18 y

(n 5 1098)

Male

(n 5 660)

Female

(n 5 1342)

Moderate

(n 5 1371)

Severe

(n 5 631)

Emotional aspects of AD

Percentage of patients during an AD flare

Fairly or very concerned about being

seen in public

43 29 50 53 38 46 40 51

With effect on self-confidence 36 24 36 45 31 39 32 46

Unhappy or depressed 51 52 52 51 49 53 48 59

Percentage of patients who have been teased

or bullied because of AD at some time

during their life

27 25 39 28 23 29 24 33

Effect of AD on relationships

Percentage of patients

Where AD has an effect on other

household members

30 37 25 26 33 29 26 40

Who find it difficult to form relationships

with a partner (base 5 adults)

21 – – 21 30 18 17 30

Who have experienced relationship problems

with an existing partner (base 5 adults)

12 – – 12 16 10 8 21

Who always or sometimes felt awkward

about a partner touching or seeing their

body during a flare (base 5 adults)

42 – – 42 40 43 39 50
In contrast to professional support, 84% of the patients
and caregivers were not aware of the existence of an AD
patient group, 12% were aware but have not contacted any
groups, and only 2% were in contact and receiving support
from an AD patient group.

Analysis of QoLIAD and PIQoL-AD single-item
responses. The analysis of the ISOLATE QoLIAD and
PIQoL-AD single-item response data confirms the nega-
tive effect of AD on patients and caregivers. The QoLIAD
and PIQoL-AD responses are presented in Table V.

The main effect of AD on the lives of adult patients
stems from embarrassment and not wanting to be seen in
public, as well as being restricted in the choice of clothes
the patient can wear and the unrelenting nature of the
condition itself. For caregivers, major factors are concerns
over what their child can wear (71%), worry about the way
their child looks (63%), feelings of being out of control
(52%), and also anxiety about what the future will hold
(46%). In addition to concerns about the effect of the
condition, 64% of caregivers are also worried about the
side effects of the treatment their child receives for
their AD.

Patient and caregiver management of
the AD flare

Sixty-five percent of the overall sample use topical
corticosteroids prescribed by their physician to treat the
AD flare. In 54% of cases, topical corticosteroids are used
as the main means of treating the flare. Although pre-
scribed emollients are used by 27% of patients overall,
only 4% use them as the main means of treating flares.
Pimecrolimus was used by 25% of respondents overall
and in 18% of cases as the main medication used to control
the AD flare. Tacrolimus was used by 9% of respondents
overall and in 6% of cases as the main medication used to
treat the AD flare.

Limitations of pharmacologic treatment. Despite their
widespread prescription, topical corticosteroids are a
concern for 49% of respondents overall and 56% of
caregivers of young children (P < .05). A further 18% of

TABLE V. QoLIAD and PIQoL-AD responses

Total

(%)

Patients with

severe AD (%)

QoLIAD parameter: Adults

I worry about my appearance. 73 82

I don’t want people to see my skin. 63 71

I get embarrassed when I am with

people I don’t know very well.

47 56

I can’t wear the clothes I want

to wear.

47 60

There is no release from it. 46 61

I am embarrassed about my

appearance.

44 54

PIQoL-AD parameter: Caregivers

I have to be careful what he

or she wears.

71 76

I worry about possible side effects

of his or her treatment.

64 71

I worry about the way he

or she looks.

63 70

I feel that I have no control over his

or her eczema.

52 61

I worry about his or her future. 46 57

Base 5 All patients: responses greater than 40% patients or caregivers

affected.
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the sample expressed concerns over oral medication, 7%
over herbal treatments (eg, Chinese remedies), and 6%
over topical steroid-free drugs, and 37% of the sample
had no concerns about any of the specified treatment op-
tions. Of those respondents who expressed concern about
the use of topical corticosteroid treatment, 89% of the
caregivers and 83% of the patients (>13 years) were either
very or fairly concerned regarding their use. Table VI
outlines the side effects of topical AD treatments that
patients had either experienced or over which they ex-
pressed concerns.

Compliance with pharmacologic treatment. Fifty-
eight percent of the sample restrict their use of topical
corticosteroids to particular sites, 39% use them less
frequently or for shorter time periods than prescribed,
and 66% use topical corticosteroids as a last resort. On
average, patients endured the symptoms of AD without
initiating specific treatment 47% of the time they were in
flare (7 days per flare, Fig 1). This level of noncompliance
is independent of disease severity.

AD disease control

The majority of patients with AD (77%) and caregivers
(74%) do not feel fully confident managing the condition
without direction from the physician. This was not just
restricted to patients with severe disease but was also a
common theme in those with moderate disease and across
all age and sex groupings. Seventy-five percent of the
survey sample stated that being able to effectively control
their AD would be the single most important improvement
to their quality of life.

When given the option of several treatment modalities,
the majority of the patients (>13 years, 62%) and care-
givers (74%) would prefer to apply a nonsteroid treatment
as early as possible to either prevent a flare occurring or
prevent a flare from getting worse.

DISCUSSION

The results of ISOLATE highlight AD as a condition
that still has a significant physical and emotional effect on
patients and caregivers despite the availability of effective
treatment strategies and sources of patient support. Less
than optimal disease control results in patients experienc-
ing sleep deprivation, lack of concentration, and impaired

TABLE VI. Patient perception of topical AD treatment side

effects

Side effect

Patients-caregivers

concerned about

side effect (%)

Patients-caregivers

experiencing

side effect (%)

Skin thinning 28 15

Treatment resistance 18 11

Skin bleaching 17 14

Burning sensation 15 20

Rebound symptoms 15 12

Base 5 all respondents (n 5 2002).
school-work productivity. The resulting stigma of AD can
also affect the patient’s self-esteem, mood, self-confi-
dence, and ability to establish and manage relationships.
More than one third of patients report that AD has eroded
their self-confidence; a similar percentage of patients are
concerned about being seen in public, and half of patients
experience depression or unhappiness caused by their
condition. The occurrence of the next flare occupies the
thinking of more than half of patients and caregivers, even
when in remission.

The study has also highlighted several groups in whom
AD seems to have a particularly significant effect. For
example, adult males with AD are more likely to find it
difficult to form relationships and a greater proportion is
single compared with adult females. The exact reason for
this social isolation is not evident from this study and
warrants further investigation to optimize management of
this patient group. Although one might expect the effect of
AD to be greater in patients with severe disease, it is also
interesting to see how patients with moderate AD still
experience significant morbidity and burden of disease.

However, it is not a lack of available efficient treatments
but a disparity between the prescriber’s intention and
patient compliance that has led to patients experiencing
untreated AD symptoms. The majority of patients and
caregivers in the ISOLATE study used topical corticoste-
roid–based regimens to treat the AD flare. Although
topical corticosteroids are usually effective, concern over
their side effects has led to compliance issues and pa-
tients delaying or otherwise restricting the way in which
they use them. For this reason, 39% of patients and
caregivers used topical corticosteroids less frequently and
for shorter periods than recommended by their doctor,
and 66% used them only as a last resort. The fear of topical
corticosteroid side effects might also, at least partly,
explain why patients delay initiating treatment when the
disease flares. These delaying tactics result in patients
having untreated disease for half of the time they are in
flare. It is therefore not surprising given this level of
undertreatment and resultant residual disease that the most
important improvement to the quality of life of three
quarters of patients with AD would be to gain control over
their condition.

FIG 1. Flare management.
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ISOLATE also demonstrates the wider socioeconomic
implications of the undertreatment of AD. Lost produc-
tivity caused by occupational absenteeism and the amount
of time for which the AD flare affects patient performance
while at work could amount to more than V2 billion per
year across the EU (Table I).

The results of the ISOLATE study highlight AD as an
undertreated disease that has a significant, yet mostly
avoidable, negative effect on patients, their caregivers, and
society. The cost to both the individual and society could
be reduced if better treatment options were offered and
convincingly explained by the physician.

The results of the ISOLATE study demonstrate the
significant physical and emotional effect that AD currently
has on patients and caregivers, despite the availability of
effective treatment strategies. It also highlights the differ-
ences between prescriber intention and patient perception
of current management options, resulting in undertreat-
ment of this highly prevalent and distressing condition.
These results demonstrate a significant and urgent need to
improve the management of AD to help patients gain
disease control. ISOLATE also outlines the significant and
avoidable socioeconomic cost of AD to society in terms of
lost productivity and effect on learning capacity in youn-
ger patients.

We thank Bernd W. M. Arents and Monique Zwaan, Vereniging

voor Mensen met Constitutioneel Eczeem (VMCE), Nijkerk, The

Netherlands; J. Diniz Almeida, Asociación de Familiares y Pacientes
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