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Background: Tissueinfiltration of CD4* T cells plays an impor -
tant rolein the pathogenesis of allergic diseases. T-cell traffick-
ing is mediated by specific chemokines and their receptors.
Objective: The purpose of this study was to investigate the
participation of the chemokines thymus and activation-regu-
lated chemokine (TARC) and cutaneous T cell-attracting
chemokine (CTACK) in a large population of patients with
allergic diseases.

Methods: Serum TARC and CTACK levels were measured in
455 patients with allergic disease. Patients were characterized
as having atopic dermatitis (AD), allergic asthma, allergic
rhinitis, or combinations or as healthy control subjects. Serum
TARC and CTACK levels were correlated with disease activity
in patients with AD. Furthermore, in 7 patients with AD,
serum TARC and CTACK levels were studied after the start of
systemic cyclosporin A treatment. Finally, TARC and CTACK
localization was checked by immunohistochemistry in lesional
skin biopsy specimens of patients with AD.

Results: Both TARC and CTACK serum levelsin patients with
AD were significantly higher than those in healthy control sub-
jects and patients with allergic respiratory disease. Further-
more, serum TARC and CTACK levels significantly correlated
with disease activity in patientswith AD. Serum TARC levels
paralleled clinical improvement in patientstreated with
cyclosporin A. Immunoreactive TARC was found in infiltrat-
ing cells and endothelial cells of the dermis but not in epider-
mal cells.

Conclusions: The serum TARC level is an objective parameter
for disease severity specific for AD. Furthermore, it isa
promising tool for treatment monitoring. (J Allergy Clin
Immunol 2004;113;334-40.)
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Infiltration of inflammatory cells into tissues is regu-
lated by chemokines. Chemokines are small, secreted
polypeptides that regulate the tissue-specific recruitment
and migration of lymphocytes by signaling through G
protein—coupled 7-transmembrane receptors. Important
chemokines in the skin-specific homing of T cells
include thymus and activation-regulated chemokine
(TARC) and cutaneous T cell—attracting chemokine
(CTACK). The receptor for TARC is CCR4,1 which is
expressed mainly on skin homing, cutaneous lymphocyte
antigen—positive (CLA*) T cells.2 In vitro studies have
shown that TARC induces the selective migration of lym-
phocytes of the T,;2 phenotype.1.34

Infiltration of effector/memory CD4* T cells of the
Tw2 phenotype in the skin or the airways plays an impor-
tant role in the pathogenesis of alergic diseases, such as
atopic dermatitis (AD), dlergic rhinitis (AR), and aller-
gic asthma (AA). Kakinuma et al> recently showed that
serum TARC levels are elevated in patients with AD
compared with patients with psoriasis and healthy con-
trol subjects (HCs). Furthermore, they showed that serum
TARC levels correlate with the severity of AD.5

Various cell types, including endothelia cells,2 den-
dritic cells,8 and keratinocytes,” have been suggested to
produce TARC. Furthermore, platelets have been found
to contain large amounts of TARC,8 causing the large dif-
ference between plasma and serum TARC levels that
have recently been reported.8

Studies showing TARC production in bronchial
epithelia cell lines® and nasal epithelial cellslO have sug-
gested that TARC might also play arolein allergic respi-
ratory diseases such as AA and AR.11-15 However, clini-
cal studies investigating serum levels in large groups of
phenotypically well-defined patients with allergic dis-
eases have not yet been performed.

CTACK is another recently identified chemokine that
is thought to play an important role in the tissue-specific
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Abbreviations used

AA: Allergic asthma
AD: Atopic dermatitis
AR: Allergic rhinitis

CLA: Cutaneous lymphocyte antigen

CsA: Cyclosporin A

CTACK: Cutaneous T cell—attracting chemokine

HC: Healthy control subject

LSS: Leicester Severity Score

PGA: Physician’s Global Assessment

TARC: Thymus and activation-regulated chemokine

homing of T cells to the skin.16 CTACK is congtitutively
expressed in epidermal keratinocytes of the skin6 and is
the ligand for CCR10. Similarly to TARC, CTACK pref-
erentially attracts CLA* T2 cells from peripheral
blood.16-18 However, since CTACK is constitutively
expressed by epidermal cells, it may be involved in basal
trafficking of T cells through the skin during normal
immune surveillance.1? Furthermore, in vitro experi-
ments have demonstrated that CTACK production could
be superinduced by pro-inflammatory cytokines, which,
together with the increased expression of vascular E-
selectin, may further explain the increase of memory T
cellsin the skin during cutaneous inflammation.18

The aim of this study was to investigate the specifici-
ty of increased TARC and CTACK serum levelsin aller-
gic disease and to evaluate TARC and CTACK as disease
severity parametersin patientswith AD. Finally, we stud-
ied the specific location of TARC and CTACK in lesion-
al skin biopsy specimens of patients with AD by
immunohistochemistry.

METHODS

Patients and samples

Sera from 455 human subjects were obtained (Table I). Patients
with AD were diagnosed according to the criteria of Hanifin and
Rajka.19 Patients with AR were diagnosed on the personal history of
allergic symptoms and a positive nasal provocation, as described by
Lebel et a.20 Patients with AA were selected on having a metha-
choline PC, of <9.8 mg/mL or areversibility of 29% after inhala-
tion of salbutamol.

Severity of AD was evaluated by using the Leicester Sign Score
(LSS; range, 0 to 108), in which severity is scored by 6 clinical fea-
tures (erythema, purulence, excoriation or crusting, dryness or scal-
ing, cracking or fissuring, and lichenification) graded at 6 defined
body sites on a scale of 0 (none) to 3 (severe).2 For all 455 sera,
TARC levels were determined; from a subset of 163 samples,
CTACK levels were determined.

In 7 patients with severe AD who had aflare, serum TARC and
CTACK levels were determined before and during treatment with
ord cyclosporine (CsA) (3 to 5 mg/kg per day). Severity of AD was
evaluated by using the LSS, and response to treatment was scored
by using the Physician's Global Assessment (PGA) score. The PGA
is an overall assessment from 0 to 5 of a patient’s eczema, taking
into consideration the quality and extent of lesions relative to the
baseline assessment (0 = clear [100%)], 1 = almost clear [90% to
99% improvement], 2 = marked improvement [50% to 89%)], 3 =
modest improvement [<50%], 4 = no change, and 5 = worse).
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TABLE I. Demographics

Age LSSsev
Groups N (mean = SD) (mean = SD)
HC 31 30.0+ 10.1 —
AA 16 29.6+11.8 —
AA + AR 62 26.1+124 —
AR 70 28.9+ 10,0 —
AD 49 284 +11.4 23.00 + 11.57
AD +AA 21 21.8+10.2 18.90 + 20.83
AD +AA + AR 120 26.3+9.6 20.39+ 12.15
AD + AR 86 27.0+11.0 13.99 + 6.52
Total 455 27.2+10.8 —
ELISA

Serum TARC measurements were performed with the use of a
flexible, 96-well polyvinyl chloride plate (Becton Dickinson
Franklin Lakes, NJ) coated with a murine monoclonal antibody
against human TARC (MAB364, R & D Systems, Abingdon, Unit-
ed Kingdom). A goat biotinylated TARC antibody was used for
detection (BAF364, R & D Systems). The monoclonal antibody was
applied to the plates overnight at 4°C. Plates were then washed 3
times with PBS containing 0.05% Tween-20 (PBS-Tween) and then
blocked for 1 hour with 200 uL PBS containing 1% BSA per well
at room temperature. Subsequently, standard dilutions and samples
were added and incubated for 1 hour at room temperature. After
washing as described above, plates were incubated for 1 hour with
the biotinylated antibody. After washing as described above, the
plates were incubated with streptavidin-poly horseradish peroxidase
(Sanquin Research, Amsterdam, The Netherlands) diluted in PBS
containing 2% milk (Protifar, Nutricia, Zoetermeer, The Nether-
lands) for 40 minutes at room temperature. After washing as
described above, staining was performed by adding substrate (50-
76-00, KPL, Gaithersburg, Md); the reaction was stopped by adding
1 mol/L phosphoaric acid. Optical densities were measured at 450
nm with a Bio-Rad microplate reader (Biorad Laboratories, Inc,
Hercules, Calif). Recombinant human TARC (364-DN, R & D Sys-
tems) was used as standard. The concentration of the chemokine
was calculated from the standard curve generated by a curve-fitting
program. The minimum detectable dose of TARC was 20 pg/mL.

Serum CTACK measurements were performed with the use of 96-
well Costar EIA/RIA high-binding plates coated with a murine mon-
oclonal antibody against human CTACK (MAB3761, R & D Sys
tems). A biotinylated goat anti-human CTACK antibody (BAF376, R
& D Systems) was used for detection. Recombinant human CTACK
(376-CT, R & D Systems) was used as standard. The same protocol
used for the TARC ELISA (described above) was used. The mini-
mum detectable dose of CTACK was 20 pg/mL. Datafor TARC and
CTACK levels obtained are presented as means + SDs.

Immunohistochemistry

Punch biopsy samples (3 mm) were taken from the (sub)acute
lesional skin of patients with extrinsic AD (n = 5) and healthy con-
trol subjects (n = 3). The skin biopsy specimens were snap-frozen
in liquid nitrogen, subsequently embedded in Tissue-Tek (Sakura,
Zoeterwoude, The Netherlands) OCT compound (Miles Inc), and
stored at —80°C. Frozen 6-um sections were cut and fixed in ace-
tone. Samples were preincubated with normal goat serum (DAKO,
Glostrup, Denmark) and subsequently incubated for 1 hour with
rabbit anti-human TARC (Peprotech, Rocky Hill, NJ). The samples
were then incubated for 60 minutes with biotin-conjugated goat
anti-rabbit 1gG (Vector, Burlingame, Calif). Samples were finally
incubated for 30 minutes with streptavidin-AP (DAKO). After
washing (PBS-Tween), samples were incubated for 30 minutes with
avidin biotinylated alkaline phosphatase complex (DAKO). AP
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FIG 1. Serum levels of TARC in patients with AD are significantly increased (*P < .05) compared with HCs
and patients with AA, AA + AR, and AR. Serum TARC levels are shown for patients with AA (n = 16), AA +
AR (n =62), AR (n = 70), AD (n = 49), AD + AA (n = 21), AD + AA + AR (n = 120), and AD + AR (n = 86) and
for HCs (n = 31). Horizontal bars indicate mean values.
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FIG 2. Serum levels of CTACK in patients with AD are significantly increased (*P < .05) compared with HC
and patients with AR. Serum CTACK levels are shown for patients with AR (n =11), AD (n = 36), AD + AA (n
=14), AD + AA + AR (n =49), AD + AR (n = 34), and HC (n = 19). Horizontal bars indicate mean values.

activity was demonstrated for both chemokines by using naphthol
AS-BI phosphate (Sigma, Steinham, Germany) as substrate and
new fuschin (Merck, Whitehouse Station, NJ) as chromogen until
red staining was visible. Exogenous AP activity was inhibited by
addition of levamisole (Sigma) to the reaction mixture. Samples
were finally counterstained with Mayer hematoxylin.

Statistical analysis

Data were analyzed with the Mann-Whitney U test. Correlation
coefficients were determined by using the Spearman rank correla-
tion test. All comparisons were 2-sided. P values of <.05 were con-
sidered statistically significant.

RESULTS

Serum TARC and CTACK levels are
specifically elevated in patients with AD

As shown in Figs 1 and 2, serum TARC and CTACK
levels were increased in all 4 groups of patients with AD

with statistical significance (P < .001) compared with
both nonallergic subjects (HCs) and patientswith allergic
respiratory disease only (AR, AA, and AA + AR).

Serum TARC and CTACK levels correlate with
disease activity in AD

Serum TARC and CTACK levels correlated with LSS
severity scores (r = 0.56 and 0.52, respectively; P < .001)
(Fig 3). No significant correlation was found between
serum TARC levels and Lebel scorein any of the patient
groupswith AD and AR. Furthermore, no significant cor-
relation was found between the serum TARC levels and
PC,o methacholine in any of the AD patient groups with
AA (data not shown). The relatively low mean serum
TARC vaue (699.2 + 724 pg/mL) inthe AD + AR group
(Fig 1) can be explained by a lower mean LSS for that
specific group of patients (13.9 vs 23.0, 18.9, and 20.4,
respectively, in the other 3 AD-positive patient groups).
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FIG 3. Serum TARC and CTACK levels in patients with AD correlated with disease severity. Comparison is
shown between serum TARC levels (n = 177) and disease severity (LSS) (A) and between serum CTACK lev-
els (n = 76) and disease severity (LSS) (B) in patients with AD.

Serum TARC levels during systemic
treatment in patients with AD

In al 7 patients treated with systemic CsA, serum
TARC levels showed a significant decline during the first
month of treatment (P < .01). The average serum TARC
level decreased from 5058 pg/mL before treatment to
643 pg/mL after 1 month of treatment (Fig 4). The serum
TARC concentration decrease paralleled clinical
improvement (all patients showed a PGA of <2 within 1
month of treatment). In 1 patient, serum TARC levels
showed an increase during tapering of the dose of CsA.
This increase was followed by clinical deterioration of
eczema afew days later (data not shown).

Localization of TARC and CTACK in the skin

Immunoreactive TARC levels were detected in
endothelial cells and dermal infiltrating cells in lesional
skin of patients with AD (Fig 5) and to a much lesser
extent in the skin of healthy control subjects (data not
shown). No epidermal keratinocytesin lesional AD skin
biopsy specimens or in HC skin biopsy specimens
stained positive for TARC (Fig 5). CTACK was detected
mainly in the basal layers of the epidermis in both AD
and HC skin biopsy specimens (data not shown), as
described previously.22

DISCUSSION

To evaluate a possible role for serum chemokine lev-
els in atopic diseases, we determined serum TARC and
CTACK levels in phenotypically well-defined groups of
alergic patients. We conclude that serum TARC levels
are specifically elevated in patients with AD irrespective
of allergic respiratory comorbidity. Several recent reports
have suggested that TARC might be important not only
inallergic skin disease but also in alergic respiratory dis-
eases (AA and AR).1113 The discrepancy between our
results and other studies that have investigated patients
with alergic respiratory diseasell12 may be the result of
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FIG 4. Serum TARC levels show significant decrease during treat-
ment with cyclosporine. Serum TARC level of 7 patients with AD
with a flare were evaluated before and during treatment with
cyclosporin A. Four patients were given cyclosporine at a dose of
5 mg/kg body weight per day; 2 patients received a dose of 3
mg/kg per day for the duration of the study. All patients showed
a 50% to 99% improvement after 1 month of treatment. Serum
CTACK levels showed a less prominent decrease (from 1438.4
pg/mL before treatment to 832.6 pg/mL after 1 month and 722.5
pg/mL after 2 months) compared with serum TARC levels.

the inclusion of patients with AD in the alergic respira-
tory disease patient groups. However, several findings
have indicated that bronchial epithelial cells and nasal
epithelial cells can produce TARC.10.14.23 |n patients
with AR, low serum TARC levels might be explained by
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FIG 5. Immunoreactive TARC was detected in the lesional skin of patients with AD. A, No positive staining
was detected in the epidermis. B, TARC was detected in the dermal endothelial cells and infiltrating dermal
cells of the lesional AD skin. C, Isotype control. D, No immunoreactive TARC was found in biopsy specimens

from skin of HC (original magnification x200).

local production of TARC in nose epithelial cells, being
insufficient to lead to a systemic increase. However, in
patients with AA, despite the large epithelia surface, we
also did not find increased serum TARC levels. Thisindi-
cates that the results of studies that use bronchia cell
lines and mouse models cannot simply be extrapolated to
normal human airway cellsin vivo.

A large variety of laboratory24 and clinical measure-
ments?> have been linked to disease severity in AD,
which reflects the difficulties in defining a selective and
objective marker that best relates to disease severity.
This has led to a wide variation in outcome measure-
ments in clinical studies that is hindering evidence-
based practice.26 The chemokines TARC and CTACK
have recently been suggested as useful objective mark-

ers for disease activity in AD.522 |n this report, we have
additionally shown that TARC and CTACK serum levels
correlate with LSS severity and are specific markers for
AD. This substantiates the usefulness of these parame-
ters as obj ective markers for disease severity in AD. Fur-
thermore, we have shown that in patients with severe
AD, serum TARC levels parallel disease severity during
treatment with CsA. Moreover, the data indicate that
TARC may play arole early in the cascade leading to
skin inflammation, making it a possible target for thera-
py. CTACK serum levels were aso tested during CsA
treatment; however, we found a less pronounced corre-
lation with disease severity in patients treated with CsA
in comparison with TARC. This may be explained by the
more constitutive production of CTACK .17
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We have measured TARC levelsin serum. Fujisawa et
al8 have recently shown that platelets contain TARC and
that furthermore the TARC content of platelets in
patientswith AD isdramatically elevated. We determined
serum/plasma TARC ratios for 10 patients with AD and
10 HCs (with comparable platelet counts) and also found
an increased serum/plasma TARC ratio in patients with
AD (average £ SD, 6.2 + 2.0) compared with HCs (aver-
age = SD, 2.4 + 0.8). The role of elevated TARC levels
localized in platelets of patients with AD remains
unknown but might be explained by the phenomenon of
chemokine sink, as described in erythrocytes.2”

The cellular source of TARC production has been the
subject of debate since it was first described in 1996.28
Early reports showed immunohistochemical staining for
TARC locaized to the endothelid and infiltrating cells in
AD skin biopsy specimens?29 and production primarily by
monocytes and dendritic cells.6-30 However, other publica-
tions showed immunohistochemical staining for TARC in
the epidermis and no staining in the vessals of the skin.531
These latter findings were substantiated by in vitro experi-
ments with the transformed keratinocyte cell line HaCaT 32
34 and in amouse mode! for AD that also showed immuno-
histochemical staining for TARC in the epidermis.3> How-
ever, Albanes et a36 and Lebre et a (manuscript submit-
ted) failed to induce TARC production in primary cultures
of human keratinocytes. We found positive staining for
TARC in endothelial cells and infiltrating cells in the der-
mis of lesional AD skin biopsy specimens. No immunore-
active TARC was found in the epidermis of AD lesiona
skin biopsy specimens. Our results further substantiate the
suggestion that production of TARC is a phenomenon spe-
cific to the HaCaT cell line and is not relevant for normal
human keratinocytes.3” CTACK was found to be expressed
at high levelsin the epidermis of lesional skin biopsy spec-
imens from patients with AD compared with nonlesional
skin and skin biopsy specimens from HCs. Taken together,
these findings support the hypothesis that TARC and
CTACK may work in a sequential way, with TARC acting
mainly in the first steps of T-cell recruitment by inducing
integrin-dependent adhesion and transendothelial migra-
tion of T cells* and CTACK playing a mgjor role in the
migration of T cellsinto the upper layers of the skin. Final-
ly, T cellsinfiltrating the epidermis may result in the induc-
tion of apoptosis in keratinocytes, resulting in spongiosis,
the histologic hallmark of eczema.38

In conclusion, elevated serum TARC levels are specif-
ic for patientswith AD. Additionally, we have shown that
serum TARC but not CTACK levels correlate with dis-
ease severity during systemic treatment with CsA. In
summary, we suggest that the use of TARC as a selective,
objective, and quantitative outcome measure will eventu-
aly lead to better interpretability of study resultsin the
future. Further research will determine the potential roles
of TARC as an objective and possibly predictive marker
in the management and monitoring of AD.

We thank the DUMASS group3® and Marja Oldhoff for collecting
the patient serum samples. We also thank Inge de Vegt and Marloes
L aaper for excellent technical support.

Hijnen et al 339

REFERENCES

1. Imai T, Baba M, Nishimura M, Kakizeki M, Tekagi S, Yoshie O. The T
cell-directed CC chemokine TARC is a highly specific biological ligand
for CC chemokine receptor 4. JBiol Chem 1997;272:15036-42.

2. Campbell JJ, Haraldsen G, Pan J, Rottman J, Qin S, Ponath P, et al. The
chemokine receptor CCR4 in vascular recognition by cutaneous but not
intestinal memory T cells. Nature 1999;400:776-80.

3. Bonecchi R, Bianchi G, Bordignon PP, D’ Ambrosio D, Lang R, Borsatti
A, et al. Differential expression of chemokine receptors and chemotactic
responsiveness of type 1 T helper cells (Tyls) and T2s. J Exp Med
1998;187:129-34.

4. Imai T, NagiraM, Tekagi S, Kakizaki M, NishimuraM, Wang J, et d. Selec-
tive recruitment of CCR4-bearing Th2 cells toward antigen-presenting cells
by the CC chemokines thymus and activation-regulated chemokine and
macrophage-derived chemokine. Int Immunol 1999;11:81-8.

5. Kakinuma T, Nakamura K, Wakugawa M, Mitsui H, TadaY, Saeki H, et
al. Thymus and activation-regulated chemokine in atopic dermatitis:
serum thymus and activation-regulated chemokine level is closely relat-
ed with disease activity. JAllergy Clin Immunol 2001;107:535-41.

6. Vulcano M, Albanesi C, Stoppacciaro A, Bagnati R, D’ Amico G, Struyf
S, et al. Dendritic cells as a major source of macrophage-derived
chemokine/CCL22 in vitro and in vivo. Eur J Immunol 2001;31:812-22.

7. Vestergaard C, Kirstejn N, Gesser B, Mortensen JT, Matsushima K,
Larsen CG. IL-10 augments the IFN-gamma and TNF-alpha induced
TARC production in HaCaT cells: a possible mechanism in the inflam-
matory reaction of atopic dermatitis. J Dermatol Sci 2001;26:46-54.

8. FujisawaT, Fujisawa R, KatoY, Nakayama T, MoritaA, Katsumata H, et
al. Presence of high contents of thymus and activation-regulated
chemokine in platelets and elevated plasma levels of thymus and activa-
tion-regulated chemokine and macrophage-derived chemokine in patients
with atopic dermatitis. JAllergy Clin Immunol 2002;110:139-46.

9. Berin MC, Eckmann L, Broide DH, Kagnoff MF. Regulated production
of the T helper 2-type T-cell chemoattractant TARC by human bronchial
epithelial cellsin vitro and in human lung xenografts. Am J Respir Cell
Mol Biol 2001;24:382-9.

10. Terada N, Nomura T, Kim WJ, Otsuka Y, Takahashi R, Kishi H, et al.
Expression of C-C chemokine TARC in human nasal mucosa and its reg-
ulation by cytokines. Clin Exp Allergy 2001;31:1923-31.

11. Leung TF, Wong CK, Chan IH, Ip WK, Lam CW, Wong GW. Plasma
concentration of thymus and activation-regulated chemokine is elevated
in childhood asthma. JAllergy Clin Immunol 2002;110:404-9.

12. Sekiya T, Yamada H, Yamaguchi M, Yamamoto K, Ishii A, Yoshie O, et
al. Increased levels of a TH2-type CC chemokine thymus and activation-
regulated chemokine (TARC) in serum and induced sputum of asthmat-
ics. Allergy 2002;57:173-7.

13. Sugawara N, Yamashita T, Ote Y, Miura M, Terada N, Kurosawa M.
TARC in dlergic disease. Allergy 2002;57:180-1.

14, Kawasaki S, Tekizawa H, Yoneyama H, Nakayama T, Fujisawa R, |zu-
mizaki M, et al. Intervention of thymus and activation-regulated
chemokine attenuates the development of alergic airway inflammation
and hyperresponsiveness in mice. J Immunol 2001;166:2055-62.

15. ChvatchkoY, Hoogewerf AJ, Meyer A, Alouani S, Juillard P, Buser R, et
a. A key role for CC chemokine receptor 4 in lipopolysaccharide-
induced endotoxic shock. J Exp Med 2000;191:1755-64.

16. Morales J, Homey B, Vicari AP, Hudak S, Oldham E, Hedrick J, et al.
CTACK, a skin-associated chemokine that preferentially attracts skin-
homing memory T cells. Proc Natl Acad Sci U SA 1999;96:14470-5.

17. Reiss Y, Proudfoot AE, Power CA, Campbell JJ, Butcher EC. CC
chemokine receptor (CCR)4 and the CCR10 ligand cutaneous T cell-
attracting chemokine (CTACK) in lymphocyte trafficking to inflamed
skin. J Exp Med 2001;194:1541-7.

18. Homey B, Wang W, Soto H, Buchanan ME, Wiesenborn A, Catron D, et
al. Cutting edge: the orphan chemokine receptor G protein-coupled
receptor-2 (GPR-2, CCR10) binds the skin-associated chemokine CCL27
(CTACK/ALP/ILC). J Immunol 2000;164:3465-70.

19. Hanifin IM, Rajka G. Diagnostic features of atopic dermatitis. ActaDerm
Venereol 1980;92:44-7.

20. Lebel B, Bousquet J, Morel A, Chanal |, Godard P, Michel FB. Correla-
tion between symptoms and the threshold for release of mediators in
nasal secretions during nasa challenge with grass-pollen grains. JAller-
gy Clin Immunol 1988;82:869-77.



340 Hijnen et al

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

Sowden JM, Berth-Jones J, Ross JS, Motley RJ, Marks R, Finlay AY, et
al. Double-blind, controlled, crossover study of cyclosporin in adults
with severe refractory atopic dermatitis. Lancet 1991;338:137-40.
Kakinuma T, Saeki H, Tsunemi Y, Fujita H, Asano N, Mitsui H, et a.
Increased serum cutaneous T cell-attracting chemokine (CCL27) levels
in patients with atopic dermatitis and psoriasis vulgaris. J Allergy Clin
Immunol 2003;111:592-7.

Sekiya T, Miyamasu M, Imanishi M, Yamada H, Nakajima T, Yamaguchi
M, et a. Inducible expression of a Th2-type CC chemokine thymus- and
activation-regulated chemokine by human bronchial epithelial cells. J
Immunol 2000;165:2205-13.

Gutgesell C, Heise S, Seubert A, Stichtenoth DO, Frolich JC, Neumann
C. Comparison of different activity parameters in atopic dermatitis: cor-
relation with clinical scores. Br J Dermatol 2002;147:914-9.

Charman C, Chambers C, Williams H. Measuring atopic dermatitis
severity in randomized controlled clinical trials: what exactly are we
measuring? J Invest Dermatol 2003;120:932-41.

Charman C, Chambers C, Williams H. Measuring atopic dermatitis
severity in randomized controlled clinical trials: what exactly are we
measuring? J Invest Dermatol 2003;120:932-41.

Darbonne WC, Rice GC, Mohler MA, Apple T, Hebert CA, Valente AJ,
et al. Red blood cells are asink for interleukin 8, aleukocyte chemotax-
in. JClin Invest 1991;88:1362-9.

Imai T, Yoshida T, Baba M, Nishimura M, Kakizaki M, Yoshie O. Mole-
cular cloning of anovel T cell-directed CC chemokine expressed in thy-
mus by signal sequence trap using Epstein-Barr virus vector. JBiol Chem
1996;271:21514-21.

D’Ambrosio D, Albanesi C, Lang R, Girolomoni G, Sinigaglia F, Lau-
danna C. Quantitative differences in chemokine receptor engagement
generate diversity in integrin-dependent lymphocyte adhesion. J
Immunol 2002;169:2303-12.

Vestergaard C, Bang K, Gesser B, Yoneyama H, Matsushima K, Larsen
CG. A Th2 chemokine, TARC, produced by keratinocytes may recruit
CLA+CCR4+ lymphocytes into lesional atopic dermatitis skin. J Invest
Dermatol 2000;115:640-6.

3L

32.

33.

35.

36.

37.

38.

39.

J ALLERGY CLIN IMMUNOL
FEBRUARY 2004

Vestergaard C, Yoneyama H, Matsushima K. The NC/Nga mouse: a
model for atopic dermatitis. Mol Med Today 2000;6:209-10.

Zheng X, Nakamura K, Tojo M, Oyama N, Nishibu A, Satoh M, et al.
TGF-beta(1)-mediated regulation of thymus and activation-regulated
chemokine (TARC/CCL 17) synthesis and secretion by HaCaT cells co-
stimulated with TNF-alpha and IFN-gamma. J Dermatol Sci
2002;30:154-60.

Yu B, Koga T, Urabe K, Moroi Y, Maeda S, Yanagihara, et a. Differ-
ential regulation of thymus- and activation-regulated chemokine induced
by IL-4, IL-13, TNF-apha and IFN-gamma in human keratinocyte and
fibroblast. J Dermatol Sci 2002;30:29.

. Uchida T, Suto H, Ra C, Ogawa H, Kobata T, Okumura K. Preferential

expression of Th2-type chemokine and its receptor in atopic dermatitis.
Int Immunol 2002;14:1431-8.

Vestergaard C, Yoneyama H, Murai M, Nakamura K, Tamaki K,
Terashima Y, et al. Overproduction of Th2-specific chemokines in
NC/Nga mice exhibiting atopic dermatitis-like lesions. J Clin Invest
1999;104:1097-105.

Albanesi C, Scarponi C, Sebastiani S, Cavani A, Federici M, Sozzani S,
et a. A cytokine-to-chemokine axis between T lymphocytes and ker-
atinocytes can favor Thl cell accumulation in chronic inflammatory skin
diseases. J Leukoc Biol 2001;70:617-23.

TsudaT, TohyamaM, Yamasaki K, ShirakataY, YahataY, Tokumaru S, et
al. Lack of evidence for TARC/CCL 17 production by normal human ker-
atinocytes in vitro. J Dermatol Sci 2003;31:37-42.

Trautmann A, Akdis M, Kleemann D, Altznauer F, Simon HU, Greeve T,
et a. T cell-mediated Fas-induced keratinocyte apoptosis plays a key
pathogenetic role in eczematous dermatitis. J Clin Invest 2000;106:25-35.
Oosting AJ, Bruin-Weller MS, Terreehorst |, Tempels-Pavlica Z, Aal-
berse RC, de Monchy JG, et al. Effect of mattress encasings on atopic
dermatitis outcome measures in a double-blind, placebo-controlled
study: the Dutch mite avoidance study. J Allergy Clin Immunol
2002;110:500-6.



	Serum thymus and activation-regulated chemokine (TARC) and cutaneous T cell-attracting chemokine (CTACK) levels in allergic d
	METHODS
	Patients and samples
	ELISA
	Immunohistochemistry
	Statistical analysis

	RESULTS
	Serum TARC and CTACK levels are specifically elevated in patients with AD
	Serum TARC and CTACK levels correlate with disease activity in AD
	Serum TARC levels during systemic treatment in patients with AD
	Localization of TARC and CTACK in the skin

	DISCUSSION
	REFERENCES


