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KEY POINTS

� Atopic dermatitis (AD) therapy can be a challenge in many cases.

� Persistence into adulthood often reflects the more severe cases and such patients have the added
problems of hand eczema and thick nummular lesions that resist topical medications.

� Within this group are patients labeled as having adult-onset AD, a designation that is hard to define
and probably represents those whose childhood eczema was simply forgotten.

� Management is difficult for most adult cases and should not be diverted by questionable labels.
INTRODUCTION: DEFINING ADULT-ONSET
ATOPIC DERMATITIS IS DIFFICULT

How is a reliable diagnosis conferred? Is it a
distinct, exclusive phenotype? Do such patients
relate to certain genotypes? It is known that, in
general, AD begins in childhood, often infancy.
Then it may regress in many or most instances,
perhaps leaving only a few clues to its prior state,
such as hand eczema, dry skin, lowered itch
threshold, periods of flare with psychological
stress, IgE-mediated allergies, infections, and sea-
son changes.

Interestingly, 4 decades ago, when gathering
diagnostic indicators of AD,1,2 most clinical focus
revolved around adult cases, probably because
they were more severe, thus persisting and finding
their way to dermatologists. AD in children was
generally much easier to control. Also, primary
care physicians had typically been taught that
AD was an allergic disease and the children were
often referred to allergists.

With the recognition of distinctions between pe-
diatric AD and adult AD (and perhaps the growth of
the pediatric dermatology subspecialty), new
attention was turned to criteria that applied to
the range of infants, children, and adults. The
advent of topical calcineurin inhibitors caused
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somewhat of a shift to new clinical approaches
for childhood AD. Revised diagnostic guidelines,3

more inclusive of children, appeared as a direct
result of an American Academy of Dermatology
meeting focused on topical calcineurin inhibitors,
agents that were seen as possibly safer than
topical corticosteroids (TCSs) for use in children.
These advances helped promote the distinction
between pediatric and adult eczemas and brought
many more children into the offices of an
increased range of practitioners. That in turn led
to greater consciousness of dermatologists
regarding adult forms of AD. The disease was al-
ways assumed to be characterized by onset in
childhood. But many adults had no recollection
of childhood eczema.

Increased awareness of the full spectrum of AD
may have influenced the suggestion of adult-onset
AD as a distinct entity, starting with an Australian
report in 2000,4 and subsequent reports have
come from many sectors, including Italy,5,6

Turkey,7 Greece,8 Taiwan,9 and India.10

Unfortunately, there are no validated criteria for
defining this category. Hence, new questions
arise, including those that began this article.
Some features help explain apparent onset of AD
during adulthood (Box 1). Clear diagnosis of
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Box 1
Features associated with claims of adult-onset
atopic dermatitis

� Childhood spent in humid sunny or tropical
climate

� First AD diagnosis made only after change of
residence to a cold dry climate or exposure to
central heating

� Onset of hand eczema after all other features
of AD have regressed

� Recurrence of AD after infection or other
stressor

Box 2
Differential diagnosis in adult atopic dermatitis

� Allergic contact dermatitis

� Irritant contact dermatitis

� Psoriasis

� Seborrheic dermatitis

� Cutaneous lymphoma

� Scabies
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adult-onset AD requires absence of childhood his-
tory. Certainly, people spending childhood and
adolescence in warm, sunny, humid regions might
never have had diagnosable AD. That clearly is the
situation with many of the patients who immigrate
or study in the United States from Southeast Asia
and South and Central America. Beyond the tran-
sition to drier climates, the trappings of first-world
living, with central heating and overbathing, are
likely another major stimulus for adult-onset AD
among relocated individuals.
Conversely, for patients who have not made

such transitions, it seems imprecise to make a
diagnosis of adult-onset AD. Mild cases of previ-
ous childhood eczema are likely to be missed.
Naleway and colleagues11 reported a high rate of
recall bias in clinic-recorded AD patients who
had forgotten their past eczema at a rate of
approximately 40%; only 70% of the parents
remembered the past occurrence in their children.
Are there really cases of adult-onset AD in
nontropical climates or are they resultant from pa-
tient/parent recall failure? Similar to the Naleway
study, Moberg and colleagues12 found that a third
of patients with documented AD in childhood had
forgotten it by the second or third decade. In their
study they confirmed that patients who were more
severe and had AD later in life were much more
likely to recall that illness. They were also more
likely to have hand eczema. That chronic, often
recalcitrant, localized problem was seen as 1 fac-
tor facilitating the recollection of eczema.
This entire subject is fraught with many crucial

points of contrast and conflicting yet poorly docu-
mented opinions. Hand eczema is often a late co-
morbidity associated with AD and it is a frequent
one. In the authors’ Oregon Health & Science Uni-
versity registry, when 950 AD patients were
assessed from 1980 to 1998, 59% had current
hand eczema,13 a figure in line with other
studies.14,15 Many such patients may have only 1
to 2 mild, dorsal hand lesions, which are assumed
to be AD combined with contact irritancy and are
easily controlled with TCS. Therein lies a possible
confusing conflict with dermatologists who insist
that large proportions of such patients may actu-
ally have allergic contract dermatitis (ACD), with
AD considered a lesser possibility. Even with
patch testing, the causative distinction between
the AD versus ACD is often unclear because pa-
tients with AD typically have epidermal barrier de-
fects that can predispose to contact sensitization
without actual delayed hypersensitivity lesions.
Thus, although all 59% of the authors’ hand
eczema patients also had AD, and although most
were adults, only a small proportion had patch
testing and documented ACD. Proof of ACD did
not negate the presence of AD based on well-
documented criteria.2 Some studies may also be
unreliable because, especially in patients with
palmar dominance, psoriasis may have been an
underlying predisposition. Psoriasis and eczema
are frequently misdiagnosed and patient recall
may simply pick one or the other from memory
or from family conditions (differential diagnosis of
AD presented in Box 2). It seems to be useful to
obtain biopsies when there is morphologic uncer-
tainty between eczema versus psoriasis. Unfortu-
nately, the biopsy may add uncertainty because
many dermatopathologists frequently use the
confusing “psoriasiform dermatitis” hedge. The
most important indication for biopsy in patients
with adult AD is to rule out possible cutaneous
T-cell lymphoma.
The bottom line is that whether these cases are

adult onset or adult recurrence of AD, they should
be diagnosed and managed appropriately as AD.

Management of Atopic Dermatitis in Adults

Physicians experienced in dealing with adult AD
tend to agree that management is often difficult.
Most experts voice the opinion that childhood
AD is much easier to deal with; this may partly
reflect skin inflammation levels that are much
closer to the surface and within range of safe
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TCS control. In adults, the presence of more
lichenified lesions creates a higher threshold for
the efficacy of topical agents. Plus, the frequency
of hand eczema is much greater. Hand eczema re-
mains among the most difficult inflammatory skin
problems facing caregivers. If ACD can be proved,
then avoidance may be curative, but, for most of
these patients, only partial control with medica-
tions is possible (Box 3).

The lichenification in adult AD, along with the
frequent involvement of thick-skinned areas like
hands, wrists, ankles, and feet often puts thera-
peutic responsiveness beyond reach of topical
agents. Use of superpotent TCSs is more
frequent, yet these often do not provide much re-
lief in areas where the skin is thicker. To help
overcome this deficiency, patients are usually
advised to practice effective prehydration, such
as soaks, swims, or wet cloth coverings, for 20 mi-
nutes prior to TCS application.16 Occlusion with
vinyl or nitrile gloves is also used, although, for
patients with AD, occlusion can stimulate sweat-
ing and the consequent itch can negate the
benefit. Perhaps the biggest problem is that
optimal compliance with all of these measures
occurs at a very low rate.

Prevention and protection are equally important.
If hand eczema is unresponsive to recommended
hydrations and TCS therapy, patients may need
to optimize protection from frequent hand washing
and inflammatory stimuli. An ideal approach is to
apply white cotton gloves when awakening and
cover these with loose-fitting plastic gloves
whenever wetting or irritant exposure is encoun-
tered. For such patients, patch testing must also
Box 3
Factors for assessing atopic dermatitis in adults

� Verify diagnosis: AD versus ACD versus
psoriasis

� Personal history of allergies or childhood
eczema?—

“Facial/flexural itch”?

Ask parents if any childhood “eczema/
allergies”?

Any pediatrician-diagnosed “food allergy”?

� Family history of eczema/allergies

� Occupation—contact with irritants or known
contact allergens

� Childhood residence—tropical climate, devel-
oping world, or in southern United States or
Europe
be a strong consideration. Unfortunately, even
when a causative allergen is proved, avoidance
may be difficult. Deleterious occupational expo-
sures can constitute a situation in which job
change could be curative but financial factors
make it impossible. Effective protection becomes
a less-than-ideal goal.

When all of these efforts fail and the adult
eczema persists, consideration must be given
to systemic therapies. It probably is best if physi-
cians took an oath to never use systemic cortico-
steroids beyond a 1-week trial, which, if
nonbeneficial, should indicate the much safer
and effective approach of prescribing oral cyclo-
sporine A (CsA), even if the recalcitrance only af-
fects the hands. A 2-week trial is indicated and a
dose of 5 mg/kg is crucial for quickly assessing
benefit in such a recalcitrant problem. Patients
generally note onset of pruritic relief within 4
days to 7 days and by 1 month, dosage can
begin to taper. Projected duration of (CsA) ther-
apy is usually 6 months to 12 months because
lichenification reduces only slowly. When well-
controlled, patients can be transitioned to topical
agents, to ultraviolet therapy or to other oral
agents, such as methotrexate or azathioprine,
while CsA is reduced and discontinued. The
evolving development of new systemic agents
for AD, such as the interleukin 4Ra blocker, dupi-
lumab, and JAK inhibitors, may also bring more
effective therapy for those unfortunate patients
with adult AD.

In conclusion, adult-onset AD is unable to be
classified as a distinct, defined phenotype but
more likely as an eczema affecting those Moberg
and colleagues12 labeled “forgetful” patients and
parents. This must not distract from the impor-
tance of adult AD as an often recalcitrant problem
that can be difficult for physicians to manage. It
also represents a prominent segment of occupa-
tional dermatitis which, in turn, is the largest
component of occupational diseases. Involvement
limited to the hands causes dermatologists to hes-
itate with necessary systemic therapy to liberate
patients from continuing misery.
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