ease severity with specific parameters (eg, SCORAD in-
dex) before drawing a conclusion that severity does not
affect cataract development.

Dermatologists who care for pediatric and adolescent
patients with AD should refer these patients to be evalu-
ated and followed by an ophthalmologist. The risk fac-
tors for the development of PSC include the following:

* Infantile onset of AD

* Family history of AD, asthma, or hay fever
* Systemic corticosteroid use

* Elevated lipid peroxide levels.

Use of systemic corticosteroids in children with AD is not
recommended for routine care owing to the increased risk
of PSC development (as well as other systemic adverse ef-
fects) and the chronic nature of the condition.
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Screening for Ocular Complications

in Atopic Dermatitis

any dermatologists are aware of some associa-
tion between the use of systemic or periocular
topical corticosteroids (CSs) and glaucoma and
cataracts. However, few are aware of the occurrence of
atopic dermatitis (AD) and cataracts unrelated to treat-
ment. Regular ophthalmological examination is not part
of the routine dermatologic care of chronic AD for most
patients. This practice gap reflects several factors. First,
there are not good data on the prevalence of these com-

plications. Second, most cataracts and glaucoma cases are
asymptomatic and cannot be readily detected by derma-
tologists. Third, few dermatologists proactively inquire
about visual complaints in their review of systems. And
fourth, most dermatologists do not regularly interface with
ophthalmologists in the care of their patients with AD, nor
are they familiar with the ophthalmology literature.
Corticosteroids have been associated with posterior
subcapsular cataracts, while AD has been associated with
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pathognomonic shield-shaped anterior subcapsular cata-
racts as well as posterior subcapsular cataracts. Subcap-
sular cataracts can be visually disabling because they com-
monly affect the visual axis. The prevalence of cataracts
in AD is unknown. A commonly quoted figure is 8% to
10%, but this ranges from approximately 1% to 25% in
studies.! The problem is that all the published studies are
cross-sectional, sample different groups, and are highly
subject to selection and sampling bias.

Corticosteroids, regardless of the route of adminis-
tration, if administered in high enough doses for a long
enough period can lead to ocular hypertension or glau-
comatous optic nerve damage. Although there are pub-
lished reports of patients developing ocular hyperten-
sion and glaucoma from periocular application of topical
CSs, in a recent cross-sectional study, 37 of 58 patients
with AD of the eyelid had applied topical CSs to the eye-
lids, many for long periods or repetitively, and only 1 pa-
tient had transient ocular hypertension.! Increase in in-
traocular pressure from CS use is more likely in those
with known primary open-angle glaucoma (OAG), first-
degree relatives of individuals with OAG, those with high
myopia, children, older individuals, and individuals with
type 1 diabetes.” Because glaucomatous visual field de-
fects are usually not visually disabling until advanced,
early detection of increased ocular pressure and cessa-
tion of CS therapy is critical.

What can be done to narrow the practice gap? Pa-
tients with severe or chronic AD, particularly those re-
ceiving systemic CSs, should be periodically asked about
visual symptoms, particularly glare, diminished night vi-
sion, or difficulty reading, although most cases of cata-
ract and glaucoma are asymptomatic. All patients with
AD who receive prolonged or repetitive courses of sys-
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temic CSs (even on an alternate-day schedule) should have
intraocular pressure checked after a few weeks and regu-
lar ophthalmologic screening for cataracts and glau-
coma, at least annually, but more frequently if abnor-
malities are detected or systemic therapy is long-term.
Those with AD receiving CSs who also have a family his-
tory of glaucoma, have been glaucoma suspects, are known
“steroid responders,” or have other risk factors should
have more frequent monitoring of intraocular pressure
regardless of the route of CS administration. Those who
are currently applying topical CSs to the eyelids for more
than 4 weeks or have been chronically or repetitively ap-
plying topical CSs to the eyelids should undergo intra-
ocular pressure measurements, and if possible, switched
to topical calcineurin inhibitors. Most eye care profes-
sionals are as unsophisticated in their knowledge of der-
matology as dermatologists are of ophthalmology, and
good communication between specialists is essential.
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