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Adult-onset atopic dermatitis

Esen Ozkaya, MD
Istanbul, Turkey

Adult-onset atopic dermatitis (AD) is a recently introduced subgroup of AD. Apart from the most typical
flexural lichenified/exudative pattern in adults, patients may also have nontypical morphology and
localization. The aim of this retrospective study was to find the frequency of nontypical morphology and
localization in adult-onset AD and to evaluate the accuracy of United Kingdom Working Party’s criteria in
detecting those cases. Among 376 patients consecutively diagnosed with AD according to criteria of
a previous study, 63 patients (34 women and 29 men) (16.8%) with onset of AD after the age of 18 years
were allocated to the adult-onset group. A total of 7 patients (11.1%) had nonflexural involvement with
nummular (6.3%), prurigo-like (3.2%), or follicular (1.6%) patterns that could not be attributed to contact
sensitivities. A total of 14 patients (22.2%) did not fulfill the United Kingdom Working Party’s criteria. It was
interesting that United Kingdom Working Party’s criteria did not cover the same patients as did the previous
study’s criteria in nearly one fourth of the cases. (] Am Acad Dermatol 2005;52:579-82.)

dult-onset atopic dermatitis (AD) is a newly
Aintroduced subgroup of AD."* Apart from the

most typical flexural localization and ecze-
matous pattern in adults, patients may also have
a nonflexural distribution® and other morphologic
variants such as nummular or prurigo-like pattern.s’6
The aim of this retrospective study was to find the
frequency of nontypical morphology and localiza-
tion of dermatitis in patients with adult-onset AD
diagnosed according to the criteria of Hanifin and
Rajka.” Furthermore, the accuracy of United Kingdom
(UK) Working Party’s criteria® in detecting those
patients was evaluated.

PATIENTS AND METHODS

Retrospective analysis of the patients’ files re-
vealed a total number of 376 patients with AD diag-
nosed consecutively according to the criteria of
Hanifin and Rajka’ in our outpatient clinic between
June 1996 and June 2003. All of the patients were
white. Of the patients, 63 (16.8%) were allocated to
the adult-onset group as the age of 18 years was
arbitrarily used as the cut-off mark. The severity of AD
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was assessed according to the Rajka and Langeland
score.”

Patients with or without typical morphology and
distribution were noted. Morphology of dermatitis
was evaluated as follows: typical lichenified/exuda-
tive eczematous pattern or other variants such as
nummular, prurigo-like, follicular, seborrheic derma-
titis-like, and mixed patterns.

Localization of dermatitis was evaluated as fol-
lows: typical flexural sites (antecubital/popliteal/
neck/wrist/ankle) with or without involvement of
other parts of the body, and nonflexural involve-
ment. Site of onset was also recorded.

Concomitant mucosal atopic disease (allergic
rhinoconjunctivitis and/or bronchial asthma) was
determined according to personal history, skin
prick testing (Hal-Brial, Haarlem, Holland), and/
or specific IgE levels using UniCAP/Pharmacia CAP
System allergens (Pharmacia and Upjohn Diagnos-
tics, Sweden) against a selection of 9 aeroallergens
(Dermatophagoides pteronyssinus, Dermatophagoides
farinae, Alternaria alternata, Cladosporium ber-
barum, Artemisia vulgaris, Secale cereale, grass mix,
tree mix, and cat hair). Family history of AD and/or
mucosal atopy was recorded.

Serum total IgE levels were determined using
UniCAP/Pharmacia CAP System (Pharmacia and
Upjohn Diagnostics). Levels more than 150 IU/mL
were regarded as high.

Patch test with an extended European standard
series of 32 allergens'® (Chemotechnique Diagnostics,
Sweden, and Hal-Brial) were performed in 19 pa-
tients (12 patients with hand lesions and 7 with non-
typical morphology and distribution of AD) to rule
out possible contact factors. In addition, mycologic
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Table 1. Localization in adult-onset atopic
dermatitis

No. (%) of

Localization patients (N = 63)

Flexural alone (antecubital/popliteal/ 4 (6.3)
neck/wrist/ankle)

Flexural and other sites *52 (82.5)
Face 31 (49.2)
Hands 29 (46.0)
Eyelids 26 (41.3)
Extansors (elbow/knee/ 21 (33.3)

outer aspects of limbs)
Lips 19 (30.2)
Trunk 19 (30.2)
Feet 12 (19.1)
Seborrheic areas (scalp/retroauricular) 9 (14.3)
Nipple 3 (4.8
Generalized 3 (4.8)

Nonflexural alone 7(11.1)

*The total number of patients with involvement of flexural and
each other site are more than 52 because patients can have
multiple site involvement.

and bacteriologic examinations were performed for
patients with nummular lesions.

RESULTS

The age range of 63 patients (34 women and 29
men) was 19 to 71 years (mean: 31.6) with an age of
onset range of 18 to 71 years (mean: 28.3). Most of the
patients (73.0%) developed AD between age 18 and
29 years, followed by 30 to 39 years (14.3%), 50 to 59
years (6.3%), 40 to 49 years (4.8%), and 70 to 79 years
(1.6%). None of the patients reported early infancy
onset with long clearance and subsequent late recur-
rence in adulthood. The duration of the disease ranged
from 6 months to 25 years (mean: 40.9 months).

AD was mild in 49.2% of patients, moderate in
39.7%, and severe in 11.1%.

Body-site distribution of AD is shown in Table I.
The main involved sites were flexural areas (88.9%)
whereas 11.1% of patients had nonflexural involve-
ment with lesions mainly on trunk and extremities.

Regarding site of onset, a typical flexural (mainly
antecubital/popliteal) onset of AD was seen in the
majority of cases (n = 37; 58.7%), followed by hands
(14.3%), eyelids (12.7%), and other less frequent
areas such as trunk (6.3%), neck (3.2%), face (3.2%),
and extremity extansors (1.6%). The main reported
site of onset was hands in women (17.6%) and
eyelids in men (17.2%).

A typical lichenified/exudative pattern was the
most frequent morphologic type of dermatitis
(71.4%), followed by a mixed type (17.5%) compris-
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ing lichenified plus seborrheic dermatitis—like pat-
tern in 7 patients, lichenified plus nummular pattern
in 3 patients, and lichenified plus nummular plus
seborrheic dematitis—like pattern in one patient.

A total of 7 patients (11.1%) had the following
nontypical morphologic variants: 4 patients (6.3%)
had nummular pattern alone, whereas two patients
(3.2%) had prurigo-like pattern alone, and one pa-
tient (1.6%), follicular pattern alone.

A personal and/or family history of atopy was
presentin 45 patients (71.4%). Mucosal atopic disease
was detected in 36 patients (57.1%) with house dust
mite antigens as the most relevant allergens (83.3%).
Mucosal atopy preceded AD in a majority of cases
(54.8%).

Serum total IgE level was high in 57.1% of patients
with a range from 167 to 13,424 IU/mL (mean: 786.7
IU/mL).

Patch testing revealed positive results in 7 of 12
those tested with hand lesions, and in one patient with
nummular lesions on trunk and extremities. The most
frequently diagnosed allergens were nickel (n = 5),
alone or in combination with other metals, and chro-
mate (n = 1). Fragrance mix was positive in another
patient. All sensitivities had past clinical relevance.
The current dermatitis could not be related to contact
sensitivities in any patient. No fungal or bacterial
infection were detected in nummular lesions.

Regarding the frequency of the diagnostic criteria
of Hanifin and Rajka,” 50.8% of the patients had 4
major criteria whereas 49.2% had 3 major criteria. As
an important finding, 7 patients with 3 major criteria
showed a different morphology and/or site of in-
volvement not included in the criteria of Hanifin and
Rajka.”

The most frequent minor criterium was immediate
(type D skin test reactivity (78.7%). Regarding clinical
findings, the most frequent minor feature was itch
when sweating (77.8%), followed by intolerance to
wool (74.6%), and xerosis (68.3%). The number of
positive minor features ranged from 3 to 13 in the
whole group (mean = 7). Patients with 6 or fewer
minor features had mainly a mild disease whereas
patients with more than 6 minor features had mod-
erate to severe AD (P = .01; chi-square = 6.4; 95%
confidence interval = 1.3-14.2).

Interestingly, 14 patients (22.2%) with the di-
agnosis of AD according to the criteria of Hanifin
and Rajka’ could not fulfill the UK Working Party’s
criteria (Table II). These included 7 patients with
nontypical morphology and localization of dermati-
tis, and 7 patients with lack of xerosis and atopic
mucosal disease. The frequency of minor criteria of
Hanifin and Rajka’ ranged from 3 to 12 in those 14
patients (mean: 6.8).
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Table IL Characteristics of 14 patients with adult-onset atopic dermatitis not covered by the United Kingdom

Working Party’s criteria

Age of AD

AD according
to Hanifin and  AD according
Mucosal Rajka’ criteria to UK Working

Patient Sex Age,y onset,y Morphology Localization Xerosis atopy (major + minor) Party criteria
1 M 20 18 Follicular Elbow, knee Yes Yes Yes(3 + 7) No
2 Jeis Sapt) 19 Nummular Extremity, trunk, hands Yes Yes Yes (3 + 6) No
3 Eo 2B 28 Nummular Extremity, foot Yes Yes Yes(3 + 4) No
4 M 37 35 Nummular Extremity, trunk No Yes Yes (3 + 5) No
5 et v 29 Prurigo-like Trunk Yes Yes Yes(3+9) No
6 M 29 20 Prurigo-like Trunk Yes Yes Yes(3 +9) No
/4 ME ) 21 Nummular Extremity, trunk Yes Yes Yes (3 + 12) No
8 M 22 22 Lichenified/exudative Flexural No No Yes(3 + 8) No
9 e 29 20 Lichenified/exudative Flexural No No Yes(3 + 3) No

10 B 68 45 Lichenified/exudative Flexural No No Yes (4 + 10) No

1 o 1 20 Lichenified/exudative Flexural No No Yes (3+ 6) No

12 M 28 2L Lichenified/exudative Flexural No No Yes(3 +9) No

13 B30 23 Lichenified/exudative Flexural No No Yes(3 + 5) No

14 iz B3 46 Lichenified/exudative Flexural No No Yes (3 + 3) No

AD, Atopic dermatitis; F, female; M, male; UK, United Kingdom.

DISCUSSION

AD is a common multifactorial disease that is often
thought to predominantly afflict infants and children.
Reports on adult disease are almost exclusively
related to the early-onset AD extending into adult
life. However, AD may begin for the first time at an
acult age. This subgroup, called adult-onset AD, has
been recently mentioned by Bannister and Freeman'
from Australia. There are few additional reports on
patients with adult-onset AD from Japan, Singapore,
Malaysia, and Italy.>*'" A change in the climate might
be one of the reasons for a delayed onset of AD.
Patients born in a humid climate may have subclinical
AD as a child that then blossoms into full-blown AD
when they move to a drier climate as an adult.

In this study, 16.8% of patients with the diagnosis
of AD according to the criteria of Hanifin and Rajka’
had adult-onset AD, whereas it varied between 13%
to 47% in other studies."**'" The rates were higher
in two studies performed in patch-test populations,
which underlines the importance of recognizing this
subgroup of AD, especially in evaluating patients
with negative patch tests."?

Adult-onset AD has a broad range of age of onset.
The oldest age at onset was 71 years in this series
whereas it was 79 years in another study.' The majority
of patients developed AD between 20 and 40 years of
age in previous reports on adult-onset AD."**

One of the most striking findings of this study was
the considerable number of patients (11.1%) with
nonflexural involvement (Table ID. In a recent study,
Ingordo et al® reported that in the early-onset group
flexural areas were more involved than in adult-onset

AD. Diepgen et al'? also stated that patients with
atopy can develop dermatitis without involvement
of the flexures.

As in early infancy, ' the scalp seems to be one of
the important sites of involvement in adult-onset AD,
as does male preponderance. It is important to
distinguish AD of seborrheic areas (scalp/retroau-
ricular region) from seborrheic dermatitis character-
ized by an early onset, greasy crusts, and absence of
pruritus.'*

Another striking finding was related with the
morphology of AD. A typical lichenified/exudative
pattern was most frequently seen. However, 7 pa-
tients (11.1%) had the nontypical morphologic var-
iants such as nummular, follicular, prurigo-like, and
seborrheic dermatitis—like patterns, a finding not
reported in previous studies on adult-onset AD.
These morphologic variants are well described in
the literature, nummular pattern being the most
commonly reported type in children and adults.'>'>
Indeed, Oranje and de Waard-van der Spek'® sug-
gested adding nummular pattern to the clinical signs
in young children. Papular, lichenoid, follicular, and
seborrheic dermatitis—like patterns are other well-
described forms of AD especially in children®¢13.15.16
whereas prurigo-like AD is the most frequently
reported morphologic variant in adults.>'® None of
the patients with nontypical morphology and distri-
bution of AD had current relevant contact sensitivities
in this series.

In this study, patients with adult-onset AD had
a mean number of 7 minor criteria according to
Hanifin and Rajka’ (range: 3-13). The severity of AD
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correlated well with the frequency of minor criteria:
the less the minor criteria the milder the disease. In
accordance to that, Lodén et al'” showed a positive
relationship between the number of minor criteria
and the severity of dryness.

The most interesting finding of this study was that
UK Working Party’s criteria did not cover the same
patients as the criteria of Hanifin and Rajka.” The
criteria of Hanifin and Rajka’ have been considered
as a gold standard for AD diagnosis for the last 20
years.'® Its simplified version, the UK Working Party’s
criteria, is more suitable for epidemiologic studies,
and has been validated in large investigations with
both high sensitivity and specifity.*'®'* Apparently,
there is no problem in detecting early-onset AD ac-
cording to these criteria. However, this study showed
that approximately one fourth of patients could not
be given the diagnosis of adult-onset AD according to
UK Working Party’s criteria in its current form.

In conclusion, adult-onset AD is an important
subgroup of AD with a broad range of age of onset.
Although a majority of patients has typical flexural
distribution and lichenified/exudative eczematous
pattern, a considerable number of patients could
have a different morphology (ie, nummular, follicu-
lar, prurigo-like, or seborrheic dermatitis—like) and
different distribution of AD. Therefore, I would sug-
gest considering these variants of localization and
morphology, and older age of onset, while evaluat-
ing patients according to the present diagnostic
criteria so as not to underdiagnose those with adult-
onset AD.
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