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Historical perspective

For a long time, clinicians have suspected that
psychological and social factors play a role in
the development or course of some skin dis-
eases. Of the various skin diseases, atopic der-
matitis (AD) has received particular attention
as a "psychosomatic" disorder (27). The early
psychosomatic literature attempted to describe
a specific personality profile or identify a specif-
ic unconscious conflict that characterized the
AD patient. AD patients have been described as
individuals who are insecure, dependent, sensi-
tive, have a tendency to repress emotions, and
have difficulty expressing anger (10, 27).
Scratching symptoms in AD have been inter-
preted as symbolic of self-punishment or an
unconscious expression of sexual conflict or ag-
gression (10).

The psychosomatic approach to defining a
specific AD personality profile has been exten-
sively criticized (22). Studies have been meth-
odologically inadequate, failing to use standard
psychological instruments, lacking adequate
controls, and failing to establish causal relation-
ships. There has been little consensus in the
literature of a particular AD personality type.
Furthermore, recent controlled studies using
standard psychological instruments have found
no significant differences between children with
AD and children with other skin disorders or
normals (20, 21). Over time, there has been a
shift away from these attempts to identify an
AD "personality type".

More recently, a biobehavioral approach has
directed psychological studies (10). According
to this approach, the course of AD in a genet-

ically predisposed individual is influenced by a
complex interaction of biological, psychological,
and social factors. Although the mechanisms
are not clearly understood, it is theorized that
eczematous flares may be the result of psycho-
logical variables such as stress stimulating cer-
tain pathophysiological reactions such as: in-
creased sympathetic arousal, peripheral
vascular changes, liberation of histamine in the
skin, and a lowered itch threshold (10). As a
result, an itch-scratch cycle is initiated that per-
petuates skin lesions (11). This article reviews
several recent studies that have taken a biobe-
havioral perspective to the study of AD in chil-
dren.

Stress and AD symptomatology

In the psychological literature, studies have
found relationships between stress and suscepti-
bility to various health problems (23). Some of
the earlier studies were based on the assump-
tion that major life events which occurred in the
recent past were related to the onset or exacer-
bation of symptoms. The events included acute
and dramatic events such as marriage, divorce,
death of a family member, moving to a new
house, and major change in job status. Re-
search has shown that major life events are
related to symptoms in children with chronic
illnesses (3).

In contrast to the major life events approach,
the impact of relatively minor stresses that char-
acterize everyday life has become a focus of
research interest. The assumption underlying
this line of inquiry is that ongoing, annoying,
and chronic practical problems such as mis-
placing or losing things, being overloaded with
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responsibilities, and not getting along with a
family member, are also a source of significant
stress for the affected individual. Research has
shown that these more minor chronic stresses
may be even more predictive of disease symp-
tomatology than major life events (9).

In the AD area, there have been several
studies that associate stress from major life
events with the onset or exacerbation of AD
symptoms (4, 25). These studies found that
stress, such as separation from parents by di-
vorce, death of a family member, and other
physical illness, occurred in the recent past just
prior to eczematous flares. These early studies
are limited, however, in that they measured
major life events on the basis of subjective in-
terviews or required distant retrospective recall
by asking adult patients to recall stresses from
childhood. There have been very few systematic
studies directly assessing stress in children.

Recently, we (12) systematically examined
both major life events and chronic everyday
problems in a sample of 44 AD children (26
girls, 18 boys) with a mean age of 6.9 years
(range = 2 to 21) who were diagnosed as having
AD using standard criteria (14). The Life
Events Record (8) was used to assess major life
events. Two checklists of everyday problems
were used. The first was composed of repeated
ongoing "generic" stresses commonly exper-
ienced by children with and without health
problems. Example items were: "getting bad
grades in schoool", and "arguing with parents
about chores". The second was an 18-item
checklist that consisted of problems specifically
related to AD treatments and lifestyle adjust-
ments to AD such as "putting on creams",
"taking medicine", and "dressing differently".

These measures of stress were related to sev-
eral measures of symptom severity. To quantify
the cutaneous involvement, the examining spe-
cialist nurse mapped skin areas showing ec-
zematous signs on a body chart and a percent-
age of skin area affected was determined. A
standard symptom score sheet was completed
by the nurse to quantify symptoms having oc-
curred in the previous 3 to 6 months in areas
including: course of symptoms (i.e. continuous
vs remission periods), intensity of day and night

scratching, antibiotic and antihistamine use.
Several medical variables also were controlled
statistically: serum IgE concentration deter-
mined by radioimmunoassay, and age of onset
of AD symptoms.

Although other authors have found that ma-
jor life stress and everyday problems affect AD
symptoms, no significant correlations between
life events scores and everyday problem meas-
ures with symptoms severity were found in this
study. However, the AD problem checklist was
significantly related to AD. The more distress
associated with AD, the higher the percentage
of body area affected by AD, the more contin-
uous the course, the greater the intensity of day
and night scratching, and the more antihista-
mine and antibiotics taken.

In conclusion, stress does appear to be an
important predictor of AD symptoms in chil-
dren. Distress associated with AD may lead to
more severe symptoms, possibly because of
more scratching. Another logical possibility is
that children with more severe disease have
more distress. Euture research needs to further
examine the nature of the relationship between
distress and symptoms severity.

Pamily environment and parent personality

Childhood chronic illness has a significant im-
pact on the family. The family often exper-
iences emotional distress surrounding a child's
illness. The family's lifestyle is usually disrupt-
ed by frequent health care visits and ongoing
treatment at home. Research has shown that
childhood illness can be a major source of stress
which can influence adjustment in all family
members (26).

On the other hand, the parents and family
can have a significant impact of the child's
illness. The family plays an important role in
the medical management of the child's health
problems. Eamily members are involved in, or
assume primary responsibility for implementing
the medical care of the child. Research has
found that dysfunctional families often have
problems adhering to treatment prescriptions
and thereby, may contribute to poor symptom
management in the child (16).
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Parents are responsible for much of the med-
ical care of the child with AD including the
application of topical lubricating creams, and
giving frequent soaking baths. Family routine
must at times be altered to accommodate AD
treatments. Some families appear to adjust well,
whereas other families appear to experience dis-
tress associated with having an AD child.

For these reasons, several authors have ex-
tended their focus beyond the AD patient to
study the parents and the family unit. Among
the earliest concepts discussed in the AD litera-
ture were maternal overprotection and maternal
rejection (18). Authors have claimed, for in-
stance, that the AD child is rejected because
parents dislike touching the child (22). Other
family variables that have been described as
related to AD included conflict in the family
and inadequate disciplinary practices of the par-
ents. These early speculations were limited,
however, in that they were based on subjective
clinical impressions without adequately con-
trolled investigation of the parents of AD chil-
dren.

Recently, several controlled studies (20, 21)
have assessed the relationship of personality va-
riables in the parents to AD symptoms in the
child. Several psychodiagnostic instruments
were administered to both the mother and fa-
ther. Mothers were found to be less emotional,
less spontaneous, more under control, and
more strict in educational practices in compari-
son to controls. Fathers tended to be more
irritable as compared to controls. Conflict
among family members and difficulties in emo-
tional relationships also were found in AD fam-
ilies.

Salomon & Gagnon (24) recently conducted a
well-controlled investigation of very young AD
children (6 to 10 months old) and their
mothers. Observers went into the home on five
occasions and recorded mother-child interac-
tions. The results indicated that there were sig-
nificant, yet subtle, differences between AD
parent-child dyads and matched controls.
Mothers were less aware and less involved with
their children except when children were overly
seeking attention or engaging in negative be-
haviors.

Gil et al. (12) examined the relation of family
environment to several indices of AD symptom
severity in the sample of 44 children previously
described. The Family Environment Scale (19)
was applied to provide information in several
areas including cohesion, expressiveness, con-
flict, independence, organization, control, and
moral-religious emhasis.

The results indicated that certain dimensions
of family environment were related to AD
symptomatology. Children from families scor-
ing high on independence and organization had
significantly lower percentage of body area by
AD, a less continuous a course (i.e., more
remissions), and less night scratching. Thus,
families emphasizing regular routines, self-re-
liance, independent thinking, and clearly desig-
nated family responsibilities were associated
with reduced symptoms in their children. Also,
children from families scoring high on moral-
religious emphasis were reported to use signif-
icantly more medications.

Statistical techniques were employed to con-
trol for IgE concentration and age of onset of
AD, as well as the subjects' sex and current
age. The results showed that the family envi-
ronment dimensions were important predictors
of symptom severity even after taking certain
medical variables into consideration.

In conclusion, the parents and family envi-
ronment appear to be related to AD symptom
severity. There are two possible explanations
for this relationship. First, children with severe
AD may disrupt even organized families and
lead to less consistent parental approaches. An-
other possible explanation is that certain family
styles may be more consistent, promote better
compliance with treatment regimens, and en-
courage more responsible, independent care on
the part of the child. These families may be less
stressful and thus result in less symptoms.

Parental response to scratching

The behavioral consequences provided by the
parent are significant factors in a young child's
environment. Extensive research has been con-
ducted in the behavioral assessment of parent-
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child interactions and has found that certain
problem behaviors in children such as non-
compliance and aggression are often inadver-
tently maintained through parental responses
such as attention to inappropriate child behav-
ior (5). Even seemingly positive responses by
the parent such as reassurance have been asso-
ciated with higher levels of distress and mal-
adaptive responses by the child (6).

In AD, parents are often confused about
what to do in response to their child's scratch-
ing. There have been case descriptions of par-
ents using disciplinary practices such as sending
the child to his/her room, spanking the child,
scolding him/her or otherwise punishing the
child for scratching (1). Parents criticize the
child or engage in lengthy rational explanations
as to why the child should not scratch. Despite
these attempts to reduce scratching, children
continue to scratch. Case study findings have
suggested that attention given in response to
scratching, even seemingly negative attention,
may actually maintain or increase scratching;
ignoring or withdrawal of attention may reduce
scratching (1, 2, 7). Few systematic studies
have been conducted in this area, however.

Recently, we (13) systematically examined
parents' responses to scratching in their chil-
dren in a controlled laboratory situation. Thirty
children (15 girls and 15 boys) with a mean age
of 5.6 years (range 3 to 13 years) who were
diagnosed as having AD using standard criteria
(14) served as subjects. This sample had a mean
percentage of body area affected by AD of
16.5% (SD = 16.3%). Most of the children had
a history of AD dating back to infancy. Subjects
also had severe chronic AD that was not re-
sponsive to usual medical care.

Parent-child interactions were videotaped as
commonly done to examine parent-child behav-
ior patterns. Videotapes were then scored by
trained observers who recorded the occurrence
of three child behaviors: 1) scratching (child
used fingernails on skin), 2) rubbing (child
moved hand(s) or any soft object across skin),
and 3) child request/itch statements (child asks
parent to scratch or rub skin or child makes
statement such as "It itches". The occurrence
of four parent behaviors were also recorded: 1)

scratching (parent scratches child's skin), 2)
rubbing (parent rubs child's skin), 3) "stops"
(parent attempts to stop the child from scratch-
ing or rubbing), and, 4) attention (parent at-
tends to the child's behavior).

The results indicated a very strong relation-
ship between child and parent behavior. Par-
ents almost always paid attention to scratching-
related behaviors in child. The more attention
from the parent immediately following any of
the child's scratching-related behavior, the
more the child scratched and rubbed. As the
child's scratching increased, the parent signif-
icantly increased attempts to stop the child from
scratching. On the other hand, as the parent
increased attention to task involvement, rather
than scratching, the child significantly de-
creased scratching and rubbing. Thus, social
responses from parents when the child is
scratching, such as attention or actual physical
contact in the form of parent scratching and
rubbing, may reinforce or promote an increase
in the level of child scratching. Social responses
from the parent when the child is not scratching
may reduce the level of child scratching by
reinforcing the child's involvement in other
more appropriate activities.

Interestingly, although the child's percentage
of body area affected by AD was not associated
with any aspects of the child's behavior, it was
related to the behavior of the parents. The more
skin area affected by AD, the higher the level of
parent scratching, and the more attempts by the
parents to get the child to stop scratching. It is
possible that parents of children with more ob-
servable skin area affected by AD attempt to
alleviate the child's discomfort and inadvertent-
ly initiate scratching and rubbing the child's
skin.

Situational factors and scratching

Informal observation of children with AD re-
veals that children scratch more in some sit-
uations than in others. For instance, many chil-
dren scratch more during passive activities such
as watching TV and scratch less during active
activities such as doing homework, or playing
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sports or games. Parents often observe that
children scratch more at bedtime. Very little
systematic research has been done investigating
the effects of situational variables on scratching
in AD.

Recently, we (13) analyzed the effects of level
of structure on scratching in the sample of 30
AD children (15 boys, 15 girls) described
above. Children were videotaped for 10 min
while they were interacting with one parent.
The observation session was divided into two
conditions. Eor 5 min, the task was structured
with the parent and child working together on
building a model. Eive minutes of unstructured
time was also observed in which the parent and
child were not given any specific project and
toys were removed. Videotapes were then
scored by trained observers who recorded the
occurrence of child scratching, rubbing, and
requests/itch statements, and parent scratching,
rubbing, "stops", and attending.

Significant differences were found between
structured and unstructured tasks in both the
child and parent behavior. During unstructured
tasks, children engaged in significantly more
rubbing and requests/itch statements as com-
pared to the structured task. During the struc-
tured task, children scratched less. Parents gen-
erally exhibited more of all of parent behaviors
during the unstructured as compared to struc-
tured task. An important exception was that
parents attended to task involvement signifi-
cantly more than scratching during the struc-
tured task. Thus, children may be distracted
during certain tasks, and therefore scratch less.
Parents also appear to be more involved in the
task and direct less attention directly to child
scratching. This difference in the parent behav-
ior may be responsible for the differences in
child scratching.

Implications

In summary, psychological and social factors
are significantly related to symptom severity in
AD. Excessive distress in the child, disorga-
nization in the family, and certain responses of
the parent to scratching may serve to promote

increased symptoms in some children. Given
that these children may be "at risk", physicians
should screen the AD children by looking for
signs in the child, in the parent, and in the
family unit. There are several simple methods
that physicians could use to screen AD chil-
dren. Eirst, a checklist of AD problems could be
used to identify children with excessive distress.
Standard questionnaires of family functioning
are available to screen for conflict and disorga-
nization in familes. These instruments could
easily be completed by parents in the waiting
room in about 15 min. Second, direct observa-
tion of the parent-child interactions while the
child is in the hospital or doctor's office could
help identify parents who inappropriately re-
spond to scratching with excessive attention, or
actual scratching of the child's skin.

The research presented here has several im-
plications for ways to manage children identi-
fied as "at risk". Eirst, it is important to mini-
mize conflict and distress for the child and all
family members created by treatment regimens.
This might be accomplished by scheduling the
administration of treatments such as the appli-
cation of creams at regular times each day as a
planned routine and sharing responsibilities
among family members. Second, families
should foster organization, independence, and
responsibility in the child for the medical care
of AD. Involving the child in decisions about
when to schedule treatments and encouraging
the child to assume aspects of his or her own
care may promote a sense of control and re-
sponsibility. Third, it is important to minimize
distress outside the home, at the school and
with peers. Educational input at the school may
be essential for some children. Einally, mini-
mizing scratching is important. Parents who
have problems dealing with scratching can first
be advised to investigate the problem by keep-
ing a diary of scratching frequency, noting the
child's activity, mood, and parent's response.
Then, parents could be advised to: decrease
attention to scratching by increasing attention
and praise for other activities; minimize at-
tempts to stop scratching by physical restraint;
and structure other activities at vulnerable
times. In cases of children who have severe
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symptoms despite repeated interventions and
advice by physicians, referral for psychological
treatment such as biofeedback and behavioral
approaches (15), family therapy, or support
groups (17) may be indicated.
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