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Oftentimes, parents have the following 

misconceptions about FA: FA causes gastrointestinal 

symptoms, AD can be due to cow’s milk allergy, cow 

milk must be replaced by soy, children cannot be 

tested for food allergy before the age of 5 years, 

and food allergy is a lifelong condition. Some of the 

consequences of these misconceptions include the 

fact that infants and young children with AD are put 

on a certain diet without any allergy testing being 

done. 

 

There is little information regarding: (1) what 

dietary advice is provided to families, (2) who gives 

this advice and whether there is adherence to the 

dietary advice, (3) and impact on quality of life. 

There are specific reports that demonstrate 

increased anxiety in families of children with FA to 

egg and peanut. It has also been shown that 25% of 

patients and care givers do not recall basic dietary 

advice correctly and that non adherence is more 

common in children with more than one FA and 

with weak social support. 

In conclusion, FA plays an important role in 

patients with moderate to severe AD. Consultation 

with a dietician is needed because it is not easy for 

the patients; the dietician should provide a written 

plan and the advice must be repeated. Finally, if 

there is a history of if anaphylaxis, a prescription of 

EpiPen should be provided. 

Linda De Raeve, Brussels (Belgium)  

Department of Dermatology of the Brussels University hospital 

Clinical Professor and responsible for the training in Dermatology of the students 

in Medicine and the residents in Dermatology 

 

 Session 3: Patient Diversity: The Influence of Beliefs, 

Culture, and Behavior on Treatment Adherence 

Food allergy- fact or fantasy? 

Food allergy (FA) is a serious public health 

problem affecting people of all ages (effects about 

8% of children in the USA). There has been a true 

rise in the prevalence of food allergy, although food 

allergy is overly reported by patients. Several stud-

ies report co-occurrence of other allergic conditions 

in patients with food allergies. Specifically, the 

prevalence of food allergies in patients with moder-

ate to severe AD is 30 to 40%. Filaggrin mutations 

may increase the risk for transcutaneous allergic 

sensitization 

Currently, there is no cure for food allergy. The 

diagnosis and management of food allergy varies a 

lot among physicians. Furthermore, there are many 

misconceptions that exist among physicians regard-

ing the topic. Many primary care doctors do not 

provide patients with the means to manage their 

food allergies. 

To help with this variation, the National Insti-

tute of Allergy and Infectious Diseases established a 

consensus for the diagnostic criteria of food allergy. 

Most children with FA will tolerate milk, egg, 

soy and wheat. Far fewer will tolerate tree nuts and 

peanuts. The time course of FA varies by food. Risk 

factors for FA include family history of FA and pres-

ence of AD (25-33% of individuals under 5 years of 

age with moderate to severe AD had IgE mediated 

FA). FA should be considered if a patient has ana-

phylaxis, if a patient has symptoms followed by in-

gestion of a specific food on more than one occa-

sion, and in infants and children with moderate to 

severe AD. FA is diagnosed utilizing an appropriate 

medical history and identification of the causative 

food. In order to manage food allergy, the patient 

must avoid the allergen. Furthermore, food allergen 

avoidance may reduce the severity of AD in pa-

tients. Currently, however, there is no evidence 

available on whether food allergen avoidance will 

alter the actual course of AD. Avoidance of poten-

tially   allergenic   foods  for   managing  AD  patients  

without  documented  or  proven FA is  not  recommended 

as it puts the patient at risk for nutritional deficiency. 

  

Countering of beliefs

� Explain
� What FA is

� How to recognize symptoms

� Importance of allergy testing

� Treatment

� Avoidance FA specific

� Education

- Diet

- Label reading (European law 2011)

� Periodic re-evaluation

� improve dietary adherence
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Topical Corticosteroids (TCS) are the main-

stay of AD treatment and are required for months 

or years to control the disease. However, poor 

adherence may lead to poor outcomes. Many 

factors can lead to poor adherence including the 

patient’s psychological profile, the relationship 

between the patient and doctor, and fears about 

treatment. 

 

In AD, therapeutic adherence is an issue. AD 

treatment is complex as the patient and caregiv-

ers require skills: how to apply the topical treat-

ment, where to apply it, how much to apply and 

when to apply. 

 

 

TCS phobia has a prevalence of 40 to 70% in 

studies depending on the way you ask the ques-

tion. Many questions remain regarding steroid 

phobia including its origins, management,  preva-

lence,  identity, impact, and nature. TOPICOP is a 

TCS phobia study designed to better define the 

phenomenon. The first part of the study was the 

construction of a questionnaire that was distrib-

uted to patients, with 208 individuals filling it out. 

It was found that TCS phobia is correlated with 

the need for reassurance. The study also found 

that TCS phobia is correlated with the need for 

reassurance, TCS passing through the blood, a 

prior adverse event, inconsistent information 

about the quantity of cream to apply, and a lack 

of desire to apply the TCS. It was shown that TCS 

was unrelated to AD severity or the duration of 

AD. 

 

Adhesion and topical corticosteroid phobia in AD 

Helene Wastiaux, Nantes (France)  

Dermatologist at Nantes CHU 

 

From this, it is clear that a score assessing 

TCS phobia can be important to screen and con-

sider phobia in the management of patients as 

well as to assess the impact of TPE. 

The next step is the validation of TOPICOP in 

other countries and cultures, with the goal of 

better understanding the variation of phobia 

among patients depending on the clinical setting. 

How can we currently manage TCS phobia in 

everyday clinical practice? It is important to pro-

vide clear, targeted information and advice about 

AD and its treatment (with written action plans).  

Patients must also be able to express their beliefs. 

When counseling patients, the health care pro-

vider must also avoid negative words (e.g. a little, 

not too much, unfortunately, be careful). It is also 

important that other health care providers are 

properly trained. 

Provide Provide Provide Provide clearclearclearclear informationinformationinformationinformation

• Target information

• Explain clearly and honestly
– Principles of action, systemic effects (metaphor)
– Risks
– The quantity of cream to apply
– Treatment areas
– When to start and stop the cream

• Care Demonstration

• written action plans

• Anticipate pharmacists warnings
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In addition to yin and yang, there is a five 

phase theory: wood, fire, earth, metal, and water. 

These five elements must be in balance to keep 

the body healthy. Depending on the five elements, 

there are different manifestation of a disease. 

There are also six excesses: wind, cold, fire/heat 

(aversion to heat), dampness (oozing in eczema), 

dryness, and summertime. 

 

Why should we use TCM for AD? AD is a 

chronic disease so complementary or alternative 

medicine may be beneficial.  Furthermore, in the 

Chinese population, the deep trust in efficacy of 

TCM stems from peoples' faith. While TCM may be 

effective in the treatment of AD, to date, there is a 

lack of large-scale investigations on the use of 

TCM to treat AD.  

The limited evidence that does exist includes 

the efficacy of using acupuncture to treat severe 

AD in which after 1 month and 1 year the patients 

improved significantly. Recently in Taiwan, a ran-

domized, double-blind trial using xiao-feng-san 

showed some dramatic effects in AD outcomes. 

Furthermore, one study showed that ⅔ of paBents 

in Taiwan used TCM, an important finding because 

many patients do not inform their health care pro-

viders about what they are doing at home. 

 

Taiwan is located in South East Asia and has a 

population of 23 million people (98% of the popu-

lation is Chinese). Since 1995, Traditional Chinese 

Medicine (TCM) has been reimbursed by the gov-

ernment, which is one of the reasons TCM is so 

common in Taiwan. A recent study showed that 

63% of patients use it in Taiwan. 

The philosophy of TCM is: “The tendency of 

Chinese thought is to seek out dynamic functional 

activity rather than to look for the fixed somatic 

structures that perform the activities. Because of 

this, the Chinese have no stem of anatomy compa-

rable to that of the West.” - Ted Kaptchuk, The 

Web That Has No Weaver 

TCM is a broad range of medicine practices 

sharing common concepts which have been devel-

oped in China and are based on a tradition of more 

than 2000 years, including various forms of herbal 

medicine, acupuncture, and  massage. TCM is not 

the same thing as Chinese herbal medicine. Herbal 

medicine is only one part of TCM and the term 

“herbal medicine” is actually misleading. 

The basic philosophy of TCM is “yin and yang.” 

Yin means negative  and yang is positive. Balance 

between the two is the goal. For AD, cold means 

yin and yang means hot]. Furthermore, acute AD is 

yang. 

Use of traditional Chinese medicine in atopic dermatitis  

and its impact on treatment adherence 

Chia Yu Chu, Taipei (Taiwan) 

Associate Professor, Department of Dermatology  

National Taiwan University College of Medicine 

 

Philosophical background (1)
Yin and yang

Phenomenon Yin Yang
Celestial bodies moon sun
Gender female male
Location inside outside
Temperature cold hot
Direction downward upward
Degree of humidity damp/moist dry
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The top ten single herbs for AD have been iden-

tified. Xiao-feng-san (eliminate wind powder) is the 

most commonly prescribed herbal formula for AD 

patients. It is thought to disperse wind, eliminate 

dampness, clear heat, cool blood, nourish the 

blood, and stops itch. The most commonly used 

herb is bai-xian-pi (cortex dictamni). 

However there are some negative components 

to TCM use.  For example, infections after using 

TCM in AD (impetigination and eczema herpeticum) 

can occur. In this situation, it is important to con-

vince the patient to use western medicine (e.g. anti-

biotics and TCS). The reason for this is illustrated in 

a tragedy in July 2012, when a doctor used an illegal 

agent with a lot of arsenic, which lead to the death 

of a patient in Taiwan. 

 

A systematic review exists for the use of Chi-

nese herbal medicine for the treatment of AD. In 

conclusion, patients can potentially reduce their 

steroid use if TCM is used in combination with 

western medicine. 
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Communication is dependent on actions but be-

hind actions are emotions/thoughts, values/

priorities, and fundamental interpersonal needs. 

The focus in this lecture is regarding  fundamen-

tal/interpersonal needs. The audience was asked 

to take a personality evaluation with the outcome 

being categorized as one of four personality types: 

>  Promoter 

>  Facilitator 

> Controller 

>  Analyzer 

Alain Golay, Geneva (Switzerland)  

Professor in Medicine and head of the Service of Therapeutic Education for Chronic 

Diseases, diabetes and obesity at the Geneva University Hospital  

When you have a patient, you have to assess the 

power (dominant or reserved) of the patient and 

the emotion (extrovert or introvert) of the patient. 

The promoter and facilitator are expressive and 

the controller and analyzer are reserved. The fol-

lowing table highlights some of the key differences 

between personality types: 

 

Session 4:  Adapting the Approach According to the Patient  

Therapeutic education and patient personality 

Promoter 

• always looking in the future, open minded, not 

reliable/always late. 

• needs impact/strong personality 

• learning mode: identification 

• therapeutic attitudes: in denial, have to focus on 

longer term 

• compliance: bad adherence 

  Facilitator 

• anytime, accepting + (“yes man”), authenticity - 

(we don’t know what they like) 

• needs friends/membership 

• therapeutic attitudes: support the patient and 

his/her environment 

• compliance: dependent on family 

   Controller 

• authenticity, not accepting (they say what they 

think), in the present 

• needs challenge/achievement 

• learning mode: experience/practical learning 

• therapeutic attitudes: propose a lifestyle which 

does not interfere with their professional life 

• compliance: dependent on results 

  Analyzer 

• not open mind, reliable, thinks about past 

• needs security 

• learning mode: reading 

• therapeutic attitudes: prescribe in detail 

• compliance: dependent on health care provider 

A patient is neither wrong nor right  

He thinks differently ! 

He is different ! 
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The internet is a passive instrument for 

learning. It can be an important tool to connect 

to our patients. It can also be an active tool so 

we can engage with our patients. Dr. Lio’s Chi-

cago Integrative Eczema Center has a website 

which has a lot of information about eczema. 

Patients can go and click on resources: there 

are videos (collection of speakers’ power point 

presentations), words (articles/editorial 

pieces), and links (AD Associations such as 

Foundation pour la Dermatite Atopique). Most 

of  us have this for our patients. 

The other part Dr. Lio is trying to work on is 

a more interactive part. The Chicago Integra-

tive Eczema Center has a facebook page so that 

patients can communicate with the center. Via 

the facebook page, the center is able to con-

nect with other groups such as the National 

Eczema Association.  He also has a twitter page 

where he can put ideas out to the public in a 

quick way. He has about 80-90 followers 

(mostly allergists, dermatologist) who re-tweet 

his posts. With social media there is a new 

level of connection with patients. 

 

  Technology in eczema 

Peter Lio, Chicago (USA) 

Assistant Professor Clinical  in the Department of Dermatology and Pediatrics at North-

western University, Feinberg School of Medicine. 

Co-founder and co-director of the Chicago Integrative Eczema Center 

 

The next 

level of tech-

nology will be 

the “quantified 

self.” Individu-

als can now 

track their 

sleep, weight, 

etc. with activity monitors. For AD, in the fu-

ture, patients can report their disease progress 

and medication use with a real time daily app, 

for example. Furthermore, a potential future 

direction may be with actigraphy, an activity 

monitor that measures movement. For exam-

ple, it can monitor, in real time, the scratching 

behaviors and sleep of patients. There is  pre-

liminary evidence to suggest that actigraphy 

wristband monitoring can be used to continu-

ously assess disease.  Dr. Lio is currently con-

ducting a pilot study with Galderma to evaluate 

scratching behaviors and sleep in eczema over-

time in both patients and mothers. 

 

 

 

Tracking and Shaping
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What are your thoughts on using technology in clinical research so that patients can self assess 

themselves? 

This is a great point so that the patient can monitor themselves. Also the doctor can follow them 

before the patient even comes in. I think we are going to enter whole new level of research and un-

derstanding of disease. 

 

Are you manipulating the patient by assessing their personality? 

No, this is a tool to help me work with patients and people in general. One has to deal differently 

with different people. 

 

How long does it take to define the personality of a patient? 

Sometimes several visits, but sometimes right away. The most important thing is to assess the 

power of the patient and the emotion of the patient.  

 

Does this personality assessment work for adolescents? 

Yes, very well. 

 

While all this technology is great, isn’t there something to be said about the patient physically 

being seen by the doctor? 

It is just complementary but not a replacement with the physical doctor patient relationship. 

 

 

 Discussion 
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Background: 

In 2008, a guideline for the treatment of AD in 

mainland China was established. In 2011, the AD 

Foundation was founded in China. The study 

objective was to evaluate the validity of TPE on 

treatment and long-term management of AD as 

well as to evaluate the effects of TPE on quality of 

life. 

 

Methods: 

The study included 6 educational centers and 

included patients from 2-14 years of age who 

were randomized to either the educational group 

or the non educational group. The form of 

education utilized included an educational  DVD, 

educational class, and dermatology consultation. 

The educational DVD had four parts that included 

the treatment and management of AD, food 

allergy, psychology of AD patients, and how to 

take care of the skin of AD patients. 

TPE in children with AD: a multicenter randomized  
controlled study of 580 pts in China 

Yuan Liang, Beijing (China)  

Department of Dermatology  

Beijing Children’s Hospital, Capital Medical University 

 

Results: 

• SCORAD: in the test group: score decreased 

45.11 to 15.47 while in the control the 

SCORAD from 41.97 to 17.93 at 6 months 

• QOL: At 6 months, the score decreased from 

9.55 to 3.65 in the test group while in control 

it was 9.19 to 4.61. 

• At the end of study,  the patients knew the 

significance of emollient use and how to use 

it correctly and how to choose effective emol-

lients 

 

Conclusion: 

Compared to the control group, the dryness 

of skin, lichenification,  SCORAD, quality of life, 

and the knowledge of emollient use improved 

significantly in research subjects who received 

TPE. 

Session 5:   Diverse Assessment Models 

Conclusions：：：：

�Compared with control group, the dryness of skins, 

lichenification of lesions, SCORAD, quality of life and the 

knowledge of emollient use improved significantly from 

baseline to 6 months

�TPE is a feasible, effective and very important measures in 

AD management.

Multi-center research of Atopic 
dermatitis patients education in China
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The aims of this talk are the following: 

• summary of cochrane review update 2014 

• evidence base for health behavior change 

• application of this evidence to an intervention 

for AD 

• planning future research 

The original cochrane review was published 

in 2007 and an update has been published this 

year. The review only includes randomized con-

trolled trials. For the AD intervention programs, 

10 studies were included: 9 were educational and 

one was psychological. The interventions varied 

greatly and were conducted by various individu-

als including medical students, professional 

teams, and nurses. All were adjuncts to conven-

tional therapy rather than alternative to therapy. 

 The review had several limitations includ-

ing methodological weaknesses in selected stud-

ies, heterogeneity of outcome measures, and the 

heterogeneous nature of the interventions.  

There were, however, many large and robust 

studies. The inclusion of new studies, however, 

did not substantially alter the conclusion of the 

original review. From the original review it was 

shown that among the studies, there is a lack of 

detail about the intervention’s design, the studies 

did not use a complex interventional framework, 

few studies used an explicit theoretical base, and 

there was no standard outcome measure. 

 For the future, researchers need to think 

about the theoretical basis of the studies along 

with the outcome measures being used. For inter-

ventions to work best, we need to assess individ-

ual barriers- do the patients have the skills, be-

liefs, knowledge, capabilities, motivation and 

goals? We also need to tailor our strategies ac-

cording to our patients and we need a theoretical 

approach to assessment and the intervention. 

 

Therapeutic patient education in atopic dermatitis 

 and evidence-based medicine 

Fiona Cowdell, Hull (United Kingdom) 

Senior Research Fellow 

Graduate Research Director 

Faculty of Health and Social Care 

In regards to the outcome measures being used, 

the Harmonizing Outcome Measures for Eczema 

(HOME) initiation has looked at the core out-

comes in eczema including clinical signs, symp-

toms, long term control of fares, and quality of 

life. Although self efficacy measures are not in 

HOME, they are an important outcome too. 

An uncontrolled study was recently con-

ducted called the Eczema Education Programme 

(EEP), the first large scale eczema education inter-

vention in the United Kingdom. The EEP included 

1,800 referrals received in the first 3 years of the 

study. The intervention, based on social learning 

theory, was nurse led and nurse delivered. Each 

group had 5-10 people. The program was a total 

of 6 hours delivered over 2-3 weeks. The sessions 

were conducted at local childrens’ centers, com-

munity health clinics, and specialist clinics. A 

range of teaching techniques were used and con-

tent covered included an overview of eczema, 

infections, treatment, triggers, and how to use 

topical therapies. Everyone also received indi-

vidualized action plans. A total of 257 parent child 

dyads participated. 

From the study, there was statistically signifi-

cant improvements in various measures. In con-

clusion, EEP is a feasible option as an adjunct to 

usual care and can be delivered on a large scale.  

A large, multi-centered RCT is still needed to test 

the efficacy of the intervention. 

In summary, there is a relative lack of rigor-

ously designed trials and there is limited evidence 

of the effectiveness of psychological and educa-

tional intervention in childhood AD. Future inter-

ventions need to use complex interventions guid-

ance, robust and explicit theoretical based out-

comes. Consideration should also be given to du-

ration and frequency of intervention. 
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A medico-economic model for the care of AD patients 

Doris Staab, Berlin (GER) 

 
Medical Director of the Children's Department,  

Charité CBF asthma and eczema trainer 

Professor of Neurodermatist, management of academies and training 

 

A few years ago, a German AD intervention 

study was conducted which entailed 2 hour 

weekly sessions for a total of 6 sessions. Each 

group consisted of 6-8 families with an interdisci-

plinary team of trainers  (pediatricians/

dermatologists, psychologists, nurses and dieti-

cians). The topics discussed included basic medi-

cal information along with dealing with stress and 

itching, basic skin care, dietary issues, skin treat-

ment, and overall daily management.  Over 1000 

patients were recruited, all of whom were ran-

domized to either the intervention group or the 

control group. Changes in skin condition 

(SCORAD) were assessed. The children’s subjec-

tive severity score improved greatly in the inter-

vention group as did the “itching cognition.” 

A cost benefit analysis was also performed 

one year after the start of the study. There was 

about 278 Euro in savings of the therapeutic cost 

in the intervention group and only 70 euro in the 

control group. The intervention, however, cost 

612 euro per family. Therefore, after one year the 

intervention had no economic benefit. However, 

the cost benefit analysis has limitations in that 

the evaluation time was too short. Dr. Staab was 

convinced economic  benefit would be seen for a 

longer time point such as at 5 years. A cost effi-

cacy analysis was also done which showed that 

the costs per quantity of improvement in the in-

tervention group was 865 euro and 882 in the 

control group. 

In summary, patient and family education for 

AD is effective in all age groups. The program con-

ducted in Germany is very well accepted by par-

ents, child and adolescents alike. There are  simi-

lar programs that are run in France and Italy and 

the evaluations in these countries have shown 

similar results. The cost efficacy analysis shows a 

slight effect of the intervention. We should aim 

for funding by the health care systems (better 

outcome for less money). Importantly, the inter-

ventions in various countries vary significantly 

and the big question is: “how much is enough?” 

 

There are specific problems in AD such as 

the multiple hypotheses that exist on the genesis 

of the disease, its chronic and recurrent course, 

and its stigmatizing appearance. One of the issues 

with judging the effectiveness of AD treatment is 

the recurrent course of the disease with relapse. 

Therefore, the pre and post design of many stud-

ies make it difficult to assess the true efficacy of 

an intervention. 

 There is essentially four different ways to 

education patients: 

information: informed patient 

promotion of compliance: obedient patient 

training: the capable patient 

empowerment: the responsible patient 

The last one, “empowerment” is the basis 

on which we design our programs. The objective 

of the AD educational programs include improv-

ing self management skills and promoting a bet-

ter outcome of eczema 

  In Germany, the cumulative incidence of 

AD in school children is 15.6% with about 3 mil-

lion children with AD in Germany. The direct costs 

of AD in Germany is 1 billion euro, the indirect 

costs are 1 billion euro, making the total cost 

equal to 3.5 billion euro per year  in Germany.  

There are a variety of educational programs, 

which all vary in time and size. All have  been 

shown to be effective, but evaluation instruments 

and the time differ widely, making direct com-

parison between the different programs impossi-

ble. 

 

Epidemiologic background in Germany

�Cumulative incidence in school children (7 y) 15,6%
� Fartasch et al Hautarzt 2000

�Prevalence in 5-6y old children 10,2%
� Fartasch et al Hautarzt 2000

� 3 Million AD patients in Germany
• German Neurodermitiker-Bund (www.bnb-ev.de)

• 60% start in infancy
• 20-30% at age 1-5y

• 10-20% between 6 and 20y
• Szucs, 1995
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 Discussion 

 

If I give you one million dollars, what kind of therapeutic study would you study? 

There is not a one intervention fits all. What works in the UK, for example, will not work in the US. 

This is also a question of how much is enough? Giving only information is not enough. It highly    

depends on the trainer, resources, and the health care system as well.  

 

How effective is the adherence in these programs? Is there a high drop- out rate? 

In China, adherence is very good. In Germany, it is the same (once the patients and their families 

are enrolled, they stay enrolled). The problem in Germany is how do we reach the people who 

really need it but don’t want to participate. In the USA, adherence is very poor. The patients and the 

families will maybe attend the first one, but after they are unlikely to attend any sessions.  

In Mexico, the adherence is great. The patients really want to come. 
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