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Abstract Aeroallergens are relevant eliciting factors of
allergic rhinoconjunctivitis and bronchial asthma but also of
atopic eczema. The use of allergen-specific immunotherapy
as in respiratory atopic diseases is controversial in patients
with atopic eczema, but refined diagnostic methods to
characterize subgroups of patients with relevant allergies
and the results of smaller controlled studies give rise to new
approaches in this field. This article reviews the theoretical
problems and practical results associated with allergen-
specific immunotherapy in atopic eczema.
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Introduction: Allergy and Atopic Eczema

The chronic inflammatory skin disease atopic eczema (atopic
dermatitis, atopic eczema/dermatitis syndrome) is character-
ized by recurrent intense pruritus and a typically age-related
distribution and skin morphology [1–4]. Because there is no
specific marker for atopic eczema, diagnosis is made by a
combination of clinical features. The role of allergy in
eliciting and maintaining the eczematous skin lesions was
controversial until the past decade, mainly due to a lack of
specificity of the classic tests for IgE-mediated hypersensi-
tivity. Among the allergens found to be relevant in atopic
eczema, aeroallergens and food allergens (in children) are
most important [5]. Therapeutic consequences of the
diagnosis of an allergy are based on avoidance strategies,

which can be very difficult for the patient. In many cases, the
determination of the clinical relevance of (often multiple)
IgE-mediated sensitizations for the skin disease must use
time-consuming methods of diagnosis, such as placebo-
controlled provocation testing.

It has long been known that environmental substances
such as aeroallergens can produce flares in some patients
with atopic eczema [5]. An epicutaneous patch test with
allergens known to elicit IgE-mediated reactions, and the
evaluation of eczematous skin lesions (atopy patch test
[APT]) can be used as diagnostic tools in characterizing this
subgroup of patients. Patients with atopic eczema often
have elevated serum levels of IgE that may correlate with
disease severity. Also, aeroallergen avoidance, especially
with regard to house dust mites, can result in marked
improvement of skin lesions [1, 6–9]. The hypothesis is that
Langerhans cells bind and present “immediate-type” aller-
gens [10], which penetrate the impaired epidermal barrier in
atopic eczema patients [11]. This concept is derived from
studies showing IgE and IgE-binding structures on the
surface of epidermal Langerhans cells [12, 13] together
with mite allergen [11, 14]. From APT biopsies, allergen-
specific T cells have been cloned [15, 16]. These T cells
showed a characteristic T-helper type 2 (Th2) secretion
pattern initially, whereas 48 hours after allergen provoca-
tion, a Th1 pattern was predominant. This same pattern is
also found in chronic lesions of atopic eczema.

Several groups demonstrated that eczematous skin
lesions can be induced in patients with atopic eczema via
patch testing with aeroallergens [11, 14, 16–18]. Patch
testing of aeroallergens, especially in patients with atopic
eczema, was first documented in 1982 by Mitchell et al.
[19]. We performed several studies to standardize the
methods of APT on nonabraded skin and subsequently
defined the relationship to clinical covariates. With the
developed methods [20, 21], significant correlations of
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APT result, and patients’ histories were obtained in several
studies [22–24]. The results of these studies sustain the
concept of atopic (extrinsic/allergic) versus nonatopic
(intrinsic) eczema with a heterogeneity of disease sub-
groups as in bronchial asthma and rhinoconjunctivitis.

Thus, immediate-type sensitizations not only play a role in
the elicitation of respiratory atopic diseases in the same patients
suffering from eczema, but also in the etiopathophysiology of
atopic eczema. Allergen-specific hyposensitization/immuno-
therapy (ASIT, allergen vaccination) is a method of causal
treatment of allergic diseases that has been in clinical use since
1911 [25]. It is defined as “repeated application of increasing
doses of the relevant allergen until reaching loss of symptoms
or a maintenance dose” [1, 26–29]. The immunologic effects
of ASIT are not yet completely understood. The mechanisms
have been extensively reviewed elsewhere [26] and are
summarized in Table 1 [1]. ASIT is widely used on an
evidence-based background for the treatment of allergic
rhinoconjunctivitis, insect venom anaphylaxis, and with
increasing frequency in allergic bronchial asthma. On the
other hand, use of ASIT in patients with atopic eczema is
controversial due to contradictory clinical observations and
theoretical immunologic considerations.

Theoretical Problems of Allergen-specific Immunotherapy
in Atopic Eczema

A transient increase in serum IgE levels often occurs in ASIT
and may be related to some of the known side effects of this
therapy, which are based on immediate-type reactions.

However, as specific IgE also has been shown to play a role
in the pathophysiology of atopic eczema (see above), this
transient increase may be a reason why atopic eczema flares
may be seen after starting ASIT. Another problem may be
seen in the principal mechanism of ASIT, which leads to a
switch from Th2 to Th1 cytokine patterns and is followed by
immunotolerance [27]. As described, serial biopsies in atopic
eczema showed a time course of inflammatory responses in
the skin, starting with a Th2 response, which was followed
by a Th1 pattern after 48 hours. A very similar Th1 cytokine
pattern is also found in chronic lesions of atopic eczema.
Even if the time course of cytokine pattern changes in ASIT
and the pathophysiology of atopic eczema are not directly
comparable, this similarity could be seen as a theoretical risk
leading to chronicity of skin inflammation. Increased
releasability of other involved effector cells during ASIT
may also add to the known altered reactivity in atopic
eczema patients, leading to acute symptoms [1].

Clinical Experience

In clinical discussions of the problems associated with ASIT
and atopic eczema, the deterioration of atopic eczema course
is often mentioned as a reason for the reluctance of clinicians
to treat patients with this disease with ASIT. However, this
point of view can hardly be proven from the literature.
According to the 1993 European Academy of Allergy and
Clinical Immunology position paper on immunotherapy,
severe atopic eczema is a relative contraindication for ASIT
[30], but the reasons for this remain unclear, and the
recommendation is not found in more recent guidelines.
Taken together, not much evidence is available to suggest a
special risk of ASIT in patients with atopic eczema. In
contrast, several studies have demonstrated improvements of
different degrees in patients with atopic eczema following
ASIT with house dust mite and other allergen extracts (see
below). In an animal ASIT model of atopic eczema in dogs,
Willemse et al. [31] also demonstrated marked improvement
of eczematous skin lesions in 59% of verum-treated, but only
20% of placebo-treated dogs. Principally, every ASIT bears
the risk of unwanted side effects such as increased local
reactions, anaphylactic reaction, serum sickness (rare), or
exacerbation of the atopic underlying disease (not rare) [29].
This holds true for the respiratory atopic diseases as well as
for atopic eczema.

If ASIT is acknowledged as an effective mode of therapy
in atopic eczema, at least three criteria should be fulfilled
apart from the safety considerations [32]:

& Aeroallergens (with which ASIT is usually performed in
respiratory allergies) should be considered as significant
factors in atopic eczema.

Table 1 Allergen-specific immunotherapy mechanisms

Induction of specific “protecting” IgG antibodies

•Blocking antigen

•Reducing IgE synthesis

•Blocking the IgE receptor of basophils and mast cells

Anti-idiotypic antibodies

Mucosal secretion of IgG and IgA antibodies

Induction of suppressor cells

Hapten inhibition

Reduction of inflammatory cells due to the following:

•Reduced recruitment

•Reduced activation

•Reduced releasability (mediators)

Tachyphylaxis

Induction of immunologic tolerance

Interleukin-10–induced anergy in peripheral T cells

T-helper type 2 to T-helper type 1 switch in reaction pattern

Induction of allergen-specific regulatory T cells

(Adapted from Ring [1])
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& Individual relevance of the allergen should be proven
by accurate diagnostic methods.

& A mode of ASIT should be available that has proven
efficacy and induces significant improvement in the
course of atopic eczema.

From Case Reports to Controlled Trials

Our own experience in a pair of monozygotic twins with
atopic eczema (with spring and summer exacerbations)
treated with grass pollen ASIT or placebo in a double-blind
fashion showed significant improvement and a decrease in
serum IgE in the twin treated with ASIT [33]. Several open,
uncontrolled study designs also demonstrated advantages of
ASIT in patients with atopic eczema; these data were often
published in national or non–Anglo-Saxon journals. Some
investigators in the 1970s and 1980s also showed improve-
ment of atopic eczema in controlled trials (Table 2). A
double-blind, controlled trial of ASIT with Dermatopha-
goides pteronyssinus in children with atopic eczema was
published in 1992 by Glover and Atherton [34]. This study
failed to demonstrate superiority over placebo after a
standard 8-month course of treatment with tyrosin-
adsorbed house dust mite extracts in 24 children with
atopic eczema and immediate hypersensitivity to this
allergen. However, in a second study phase, children were
randomly allocated to continue with active treatment or
placebo for an additional 6 months. The numbers were too
small to permit confident conclusions, but the clinical
scores suggested that prolonged hyposensitization may be
more effective than placebo with regard to several objective
parameters of eczema severity. The authors noted that a
high placebo effect led to problems in comparing the active
treatment. In the placebo-controlled study conducted by
Kaufman and Roth [35], the skin condition of 13 of 16
treated patients improved, whereas this effect was only
noted in 4 of 10 placebo-treated patients. Similar results
were reported by Warner et al. [36] and Zachariae et al.
[37], showing improvement of eczematous skin lesions
under ASIT with house dust mite extracts. The results of the
studies available are presented in Table 2.

Oral ASIT for D. pteronyssinus was not effective in a
controlled study enrolling a total of 60 children with atopic
eczema, who were observed for 3 years [38]. In contrast,
Mosca et al. [39] was able to show the effect of subcutaneous
conventional ASIT (n=41; 76% improved) and sublingual
route immunotherapy (SLIT; n=48; 64% improved). This
study also reported on medication used and adverse drug
reactions. The latter occurred in 15% to 20% (both groups).
Efficacy of both methods of ASIT was also demonstrated in
the multicenter trial by Zwacka et al. [40]. Mastrandrea et al.
[41, 42] reported on a 6-year-study in 35 selected atopic

eczema cases undergoing SLIT, with an average of 72%
remission of atopic eczema after 2 years. However, this
observational study also lacked a control group.

Later, Noh and Lee [43] reported in a pilot study on the
improvement of atopic eczema together with changes in T-
cell subpopulations induced by interferon-γ pretreatment
before ASIT with house dust mite allergens. Patients
receiving placebo, interferon-γ, or only ASIT showed no
treatment effect.

The attempt to achieve ASIT efficacy in atopic eczema via
some kind of additional immunomodulation is not new. In an
open study, Leroy et al. [44] showed impressive improvement
within 3 to 4 months in 10 patients with atopic eczema who
were injected with a mixture of allergen (D. pteronyssinus)
and allergen–antibody complexes. The rationale for this
approach was the efficacy of such complexes in suppressing
IgE antibody production through anti-idiotypic antibodies, a
process called idiotypic suppression. The authors corrobo-
rated their results in a controlled trial published in 1993
showing significantly reduced symptoms after 4 months in
the actively treated group only [45]. A total of 82% of the
treated patients had lasting substantial improvement (mean,
83%) in atopic eczema over 1 year.

Werfel et al. [46] investigated 89 patients with atopic
eczema showing a sensitization to house dust mite (CAP-
FEIA≥4) who were injected weekly with three different
doses of house dust mite allergen extract. With higher
allergen doses, a beneficial SCORAD (Scoring Atopic
Dermatitis [tool]) decrease occurred after 8 weeks com-
pared with a control group receiving a very low allergen
dose. The effect was maintained over 1 year and accompa-
nied by lower glucocorticosteroid use. A smaller double-
blind, placebo-controlled study involving 20 patients with
house dust mite or grass pollen sensitization also showed
objective and subjective symptom relief under ASIT [47].

Even if the results of the studies are interpreted very
carefully with regard to the therapeutic effects of ASIT, it is
remarkable that exacerbations of the skin disease during
this specific treatment were rare. In contrast, the treatment
was well-tolerated in most patients. The same was true for
studies in patients with coexistent atopic eczema who were
treated with ASIT for respiratory atopic diseases and
experienced not any more often flares of eczematous skin
lesions. One also has to keep in mind that eczema flares
were seen in the control or placebo groups as well.

Conclusions

The role of allergens in the pathophysiology of atopic
eczema has been proven in controlled studies of allergen
avoidance and APT [7, 9, 22, 24]. In respiratory atopic
diseases, ASIT plays an important role not only for
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treatment, but also in preventing further sensitizations and
progression to more severe respiratory disease (change
from rhinitis to bronchial asthma). Due to the well-
established specific immunologic and clinical effect, ASIT
has been recognized by the World Health Organization as
the only therapy that can affect the natural course of allergic
diseases [48]. In many patients with respiratory atopy,
atopic eczema of early infancy was the first manifestation
of atopic disease, often accompanied by sensitizations to
food or aeroallergens. One may speculate that ASIT in
these patients could be of preventive value, but this remains
to be proven in controlled trials.

In addition, patients with a positive APTand corresponding
history of eczema flares may be candidates for ASIT with the
eliciting allergen. The performed studies point to the safety of
ASIT also in atopic eczema if the treatment is performed
according to the guidelines. However, the final judgment on
the efficacy of ASIT in this diagnosis is still not possible due
to the lack of large controlled and randomized clinical trials
with modern allergen vaccines. Several of these trials are
currently being conducted in Europe. As ASIT works in the
sense of a biological responsemodifier, it may require a longer
time to exert all its effects on inflammatory reactions as usual
selected for pharmacotherapeutic trials [41]. The issue of
combining ASIT with immunomodulating (pre-)treatment
may also deserve further investigation in atopic eczema
patients. Thus, the addition of anti-IgE treatment (with a
monoclonal, commercially available antibody) to ASIT has
been shown to result in increased improvement in patients
with respiratory atopy [49]. New routes of administration of
ASIT have been investigated [42], and SLIT showed
encouraging results with a favorable profile of side effects.

In conclusion, ASIT may be a possibility for improvement
of the course of atopic eczema rather than a risk for
deterioration of the disease [50]. To date, it may be too early
to recommend ASIT as a general treatment option for atopic
eczema, but it may prove valuable for individually selected
patients who give their informed consent. Clinical studies
designed to investigate the efficacy of ASIT in these patients
should also record the quantities of rescue medication needed
in the investigated patients compared with the placebo group,
and longer observation periods and other appropriate outcome
measures for eczema improvement should be considered.

Disclosure No potential conflicts of interest relevant to this article
were reported.

References

1. Ring J. Allergy in Practice. Berlin: Springer; 2005.
2. Rajka G. Essential aspects of atopic dermatitis. Berlin: Springer; 1989.

3. Hanifin JM, Rajka G. Diagnostic features of atopic dermatitis.
Acta Derm Venereol (Stockh). 1980;114:146–8.

4. Leung DYM, Rhodes AR, Geha RS, et al. Atopic dermatitis
(atopic eczema). In: Fitzpatrick TB, Eisen AZ, Wolff K, Freedberg
IM, Austen KF, editors. Dermatology in General Medicine. 4th
ed. New York: McGraw Hill; 1993. p. 1543–63.

5. Morren MA, Przybilla B, Bamelis M, et al. Atopic dermatitis:
triggering factors. J Am Acad Dermatol. 1994;31:467–73.

6. Fukuda H, Imayama S, Okada T. Mite-free room (MFR) for the
management of atopic dermatitis. Jpn J Allergol. 1991;40:626–32.

7. Lau S, Ehnert B, Cremer B, et al. Häusliche Milbenallergenre-
duktion bei spezifisch sensibilisierten Patienten mit atopischem
Ekzem. Allergo J. 1995;4:432–5.

8. Sanda T, Yasue T, Oohashi M, Yasue A. Effectiveness of house
dust-mite allergen avoidance with atopic dermatitis. J Allergy Clin
Immunol. 1992;89:653–7.

9. Tan B, Weald D, Strickland I, Friedman P. Double-blind
controlled trial of effect of housedust-mite allergen avoidance on
atopic dermatitis. Lancet. 1996;347:15–8.

10. Maurer D, Ebner C, Reininger B, et al. The high affinity IgE
receptor mediates IgE-dependent allergen presentation. J Immu-
nol. 1995;154:6285–90.

11. Gondo A, Saeki N, Tokuda Y. Challenge reactions in atopic
dermatitis after percutaneous entry of mite antigen. Br J Dermatol.
1986;115:485–93.

12. Bieber T. FCeRI on human Langerhans cells: a receptor in search
of new functions. Immunol Today. 1994;15:52–3.

13. Bieber T, de la Salle C, Wollenberg A, et al. Constitutive
expression of the high affinity receptor for IgE (FCeR1) on
human Langerhans-cells. J Exp Med. 1992;175:1285–90.

14. Tanaka Y, Anan S, Yoshida H. Immunohistochemical studies in
mite antigen-induced patch test sites in atopic dermatitis. J Derm
Science. 1990;1:361–8.

15. Ramb-Lindhauer CH, Feldmann A, Rotte M, Neumann CH.
Characterization of grass pollen reactive T-cell lines derived from
lesional atopic skin. Arch Dermatol Res. 1991;283:71–6.

16. van Reijsen FC, Bruijnzeel-Koomen CAFM, Kalthoff FS, et al.
Skin-derived aeroallergen-specific T-cell clones of TH2 phenotype
in patients with atopic dermatitis. J Allergy Clin Immunol.
1992;90:184–92.

17. Adinoff A, Tellez P, Clark R. Atopic dermatitis and aeroallergen
contact sensitivity. J Allergy Clin Immunol. 1988;81:736–42.

18. Maeda K, Yamamoto K, Tanaka Y, et al. House dust mite (HDM)
antigen in naturally occurring lesions of atopic dermatitis (AD):
The relationship between HDM antigen in the skin and HDM
antigen-specific IgE antibody. J Derm Science. 1992;3:73–7.

19. Mitchell E, Chapman M, Pope F, et al. Basophils in allergen-induced
patch test sites in atopic dermatitis. Lancet. 1982;I:127–30.

20. Darsow U, Vieluf D, Ring J. Atopy patch test with different
vehicles and allergen concentrations—an approach to standardi-
zation. J Allergy Clin Immunol. 1995;95:677–84.

21. Darsow U, Vieluf D, Ring J. The atopy patch test: an increased
rate of reactivity in patients who have an air-exposed pattern of
atopic eczema. Br J Dermatol. 1996;135:182–6.

22. Darsow U, Behrendt H, Ring J. Gramineae pollen as trigger
factors of atopic eczema: evaluation of diagnostic measures using
the atopy patch test. Br J Dermatol. 1997;137:201–7.

23. Darsow U, Vieluf D, Berg B, et al. Dose response study of atopy
patch test in children with atopic eczema. Pediatr Asthma Allergy
Immunol. 1999;13:115–22.

24. Darsow U, Vieluf D. Ring J for the APT study group: evaluating
the relevance of aeroallergen sensitization in atopic eczema using
the tool “atopy patch test”: a randomized, double-blind multicen-
ter study. J Am Acad Dermatol. 1999;40:187–93.

25. Fuchs E, Schadewaldt H. Die Einführung der Hyposensibilisier-
ung in die Heufiebertherapie durch Leonard Noon (1878–1913)

Curr Allergy Asthma Rep



und John Freemann (1877–1962) im Jahre 1911. Allergo J.
1996;5:298–300.

26. Elliot JR, Middleton MD, Charles E, Reed MD (eds.). Allergy:
Principles and Practice. Mosby, St. Louis, 4th edition, 1993.

27. Karl S, Ring J. Pro and contra of specific hyposensitization. Eur J
Dermatol. 1999;9:325–31.

28. Ring J. Spezifische Hyposensibilisierung bei atopischem Ekzem?
Allergo J. 1993;2:1–2.

29. Ring J, Przybilla B, Bongardts J. Safety of hyposensitization. In:
Cortada Macias JM, editor. Proc Annual Meeting of the EAACI
1987. Madrid: Abelló; 1987. p. 130–8.

30. Malling HJ, Weeke B. Immunotherapy. Position paper of the
European Academy of Allergy and Clinical Immunology. Allergy.
1993;48 Suppl 14:9–35.

31. Willemse A, van den Brom W, Rijnberk A. Effect of hyposensi-
tization on atopic dermatitis in dogs. J Am Vet Med Assoc.
1984;184:1277–80.

32. Saurat JH. Specific hyposensitization for atopic dermatitis: a new
era? Dermatologica. 1991;182:71–2.

33. Ring J. Successful hyposensitization treatment in atopic eczema:
results of a trial in monozygotic twins. Br J Dermatol.
1982;107:597–602.

34. Glover MT, Atherton DJ. A double-blind controlled trial of
hyposensitization to Dermatophagoides pteronyssinus in children
with atopic eczema. Clin Exp Allergy. 1992;22:440–6.

35. Kaufman HS, Roth HL. Hyposensitization with alum precipitated
extracts in atopic dermatitis: a placebo-controlled study. Ann
Allergy. 1974;32:321–30.

36. Warner JO, Price JF, Soothill JF, Hey EN. Controlled trial of
hyposensitisation to Dermatophagoides pteronyssinus in children
with asthma. Lancet. 1978;2:912–5.

37. Zachariae H, Cramers M, Herlin T, et al. Non-specific immuno-
therapy and specific hyposensitization in severe atopic dermatitis.
Acta Derm Venereol Suppl. 1985;114:48–54.

38. Galli E, Chini L, Nardi S, et al. Use of specific oral hyposensitization
therapy to Dermatophagoides pteronyssinus in children with atopic
dermatitis. Allergol Immunopathol. 1994;22:18–22.

39. Mosca M, Albani-Rocchetti G, Vignini MA, et al. La vaccinoter-
apia sub-linguale nella dermatite atopica. G Ital Dermatol
Venereol. 1993;128:79–83.

40. Zwacka G, Glaser S, Rieger B. Therapeutische Erfahrungen mit
Pangramin-SLIT im Vergleich zu einer subkutanen Immuntherapie
und zur symptomatischen medikamentösen Behandlung bei
Kindern mit Asthma bronchiale, Rhinokonjunktivitis und ato-
pischer Dermatitis. Allergologie. 1996;19:580–92.

41. Mastrandrea F. Immunotherapy in atopic dermatitis. Exp Opin
Invest Drugs. 2001;10:1–15.

42. Mastrandrea F, Serio G, Minelli M. Specific sub-lingual immu-
notherapy in atopic dermatitis. Results of a 6-year follow up of 35
consecutive patients. Allergol Immunopathol. 2000;28:54–62.

43. Noh G, Lee KJ. Pilot study of IFN-gamma-induced specific
hyposensitization for house dust mites in atopic dermatitis: IFN-
gamma-induced immune deviation as a new therapeutic concept
for atopic dermatitis. Cytokine. 2000;12:472–6.

44. Leroy BP, Lachapelle JM, Somville MM, et al. Injection of
allergen-antibody complexes is an effective treatment of atopic
dermatitis. Dermatologica. 1991;182:98–106.

45. Leroy BP, Boden G, Lachapelle JM, et al. A novel therapy for atopic
dermatitis with allergen-antibody complexes: a double-blind,
placebo-controlled study. Am Acad Dermatol. 1993;28:232–9.

46. Werfel T, Breuer K, Ruéff F, et al. Usefulness of specific
immunotherapy in patients with atopic dermatitis and allergic
sensitization to house dust mites: a multi-centre, randomized,
dose-response study. Allergy. 2006;61:202–5.

47. Silny W, Czarnecka-Operacz M. Spezifische Immuntherapie bei
der Behandlung von Patienten mit atopischer Dermatitis. Ergeb-
nisse einer placebokontrollierten Doppelblindstudie. Allergologie.
2006;29:171–83.

48. Bousquet J, Lockey RF, Malling HJ. WHO position paper.
Allergen immunotherapy: therapeutic vaccines for allergic dis-
eases. Allergy. 1998;53 Suppl 44:42.

49. Kühr J, Brauburger J, Zielen S, he Omalizumab Rhinitis Study
Group, et al. Efficacy of combination treatment with anti-IgE plus
specific immunotherapy in polysensitized children and adoles-
cents with seasonal allergic rhinitis. J Allergy Clin Immunol.
2002;109:274–80.

50. Bussmann C, Böckenhoff A, Henke H, et al. Does allergen-
specific immunotherapy represent a therapeutic option for
patients with atopic dermatitis? J Allergy Clin Immunol.
2006;118:1292–8.

51. Di Prisco de Fuenmayor MC, Champion RH. Specific hyposen-
sitization in atopic dermatitis. Br J Dermatol. 1979;101:697–700.

52. Chait I, Allkins V. Remission of life-long atopic dermatitis
after hyposensitisation to house dust mite. Practitioner.
1985;229:609–12.

53. Seidenari S, Mosca M, Taglietti M, et al. Specific hyposensitiza-
tion in atopic dermatitis. Dermatologica. 1986;172:229.

54. Heijer A. Hyposensitization with aeroallergens in atopic eczema.
Allergo J. 1993;2:3–7.

55. Pacor ML, Biasi D, Maleknia T. The efficacy of long-term
specific immunotherapy for Dermatophagoides pteronyssinus in
patients with atopic dermatitis. Recenti Prog Med. 1994;85:273–7.

56. Michils A, Farber CM, Van Vooren JP, et al. Sustained benefit of
interferon-alpha therapy and oral hyposensitization in severe
atopic dermatitis. Br J Dermatol. 1994;130:134–5.

57. Trofimowicz A, Rzepecka E, Hofman J. Clinical effects of
specific immunotherapy in children with atopic dermatitis. Rocz
Akad Med Bialymst. 1995;40:414–22.

58. Grewe M. Hyposensibilisierung bei atopischem Ekzem. Allergo J.
2000;9:351–3.

59. Petrova SIu, Berzhets VM, Al’banova VI, et al. Immunotherapy in
the complex treatment of patients with atopic dermatitis with
sensitization to house dust mites. Zh Mikrobiol Epidemiol
Immunobiol. 2001;1:33–6.

60. Pajno GB, Caminiti L, Vita D, et al. Sublingual immunotherapy in
mite-sensitized children with atopic dermatitis: a randomized,
double-blind, placebo-controlled study. J Allergy Clin Immunol.
2007;120:164–70.

61. Bussmann C, Maintz L, Hart J, et al. Clinical improvement and
immunological changes in atopic dermatitis patients undergoing
subcutaneous immunotherapy with a house dust mite allergoid: a
pilot study. Clin Exp Allergy. 2007;37:1277–85.

62. Cadario G, Galluccio AG, Pezza M, et al. Sublingual immuno-
therapy efficacy in patients with atopic dermatitis and house dust
mites sensitivity: a prospective pilot study. Curr Med Res Opin.
2007;23:2503–6.

63. Nahm DH, Lee ES, Park HJ, et al. Treatment of atopic dermatitis
with a combination of allergen-specific immunotherapy and a
histamine-immunoglobulin complex. Int Arch Allergy Immunol.
2008;146:235–40.

Curr Allergy Asthma Rep


	Allergen-specific Immunotherapy in Atopic Eczema
	Abstract
	Introduction: Allergy and Atopic Eczema
	Theoretical Problems of Allergen-specific Immunotherapy in Atopic Eczema
	Clinical Experience
	From Case Reports to Controlled Trials
	Conclusions
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e5c4f5e55663e793a3001901a8fc775355b5090ae4ef653d190014ee553ca901a8fc756e072797f5153d15e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc87a25e55986f793a3001901a904e96fb5b5090f54ef650b390014ee553ca57287db2969b7db28def4e0a767c5e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020d654ba740020d45cc2dc002c0020c804c7900020ba54c77c002c0020c778d130b137c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor weergave op een beeldscherm, e-mail en internet. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for on-screen display, e-mail, and the Internet.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200037000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003000200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


