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Letters to the Editor
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Food allergen-free diet in severe 
atopic dermatitis related to food 
allergy 

Sir,
The long-term management of atopic dermatitis (AD) 
should take into consideration environmental factors 
including food allergy, as it may aggravate up to 33% 
of the patients,[1] mainly infants and children with 
severe AD.[2] There is no information concerning 
the follow-up of patients under specific eviction of 
offending food.[3] The aim of our study is to evaluate 
the evolution of the clinical score, the applied amount 
of topical steroids, and IgE levels, over time, through 
a prospective, observational uncontrolled study 
including 100 children with food allergy–related, 
severe AD. The diagnosis of AD was based on the 
criteria of Hanifin and Rajka. The patients’ age ranged 
from one month to four years with a median age of 
twenty months. Clinical evaluation was based on 
the SCORing Atopic Dermatitis (SCORAD) score 
assessing the severity of erythema, edema, excoriation, 
dryness, lichenification and their extent, as well as 
pruritus and sleep, as recommended by the European 
task force for AD. A SCORAD score of over 40 was 
required in order to consider the AD to be severe. 
The mean consumption of topical corticosteroids 
was estimated according to the patients’ history. Food 
allergy was suspected on the basis of a detailed history 
and was confirmed by skin prick tests (SPT), with 
specific standard extracts (Stallergenes, France) or 

fresh food allergens. Patients with positive SPT were 
further evaluated for specific serum IgE through the 
radioallergosorbent test (RAST) or chemoluminescent 
assay (Dome-Hollister-Stier) techniques. Food allergy 
was confirmed by elimination and later by double-
blind placebo-controlled food challenges, prior to 
initiation of the appropriate dietary intervention. 
Food allergy was related to egg in 67%, peanut in 
54%, milk in 30%, sea shells in 26.9%, wheat flour 
in 16.8%, fish in 11.2%, soy in 8.9%, and mustard in 
4.5%. None of these French children was vegetarian. 
The parents were asked to respect a specific eviction 
diet. The patients consulted every three months or in 
case of an AD flare. Informed consent was obtained for 
each patient and the study was approved by the Joint 
Committee for clinical investigation.

The mean consumption of corticosteroids was 30 g per 
month at the beginning of the study. The average level 
of total IgE was 1272 IU/ml on inclusion day and the 
mean SCORAD score was 53.6. Three children were 
excluded from the study as they did not comply with 
the eviction diet. In total, 97 children were observed 
for a protracted follow-up period of three years, which 
comprised  the clinical score, the topical steroid 
consumption, and the IgE serum levels.

The effects of a specific food eviction diet on clinical 
improvement, topical use of corticosteroids, and total 
IgE, are shown in Table 1. A global significant decrease 
over time was noticed for each of the three parameters 
studied. Considering the allergies diagnosed initially, 
reintroduction was possible within three years in 90% 
of the patients with allergy for egg, 95% for milk, 100% 
for wheat flour, and 50% for soy beans: the mean age 
for food allergy regression under an eviction diet was 
18 months for milk, three years for flour and eggs, and 
none for sea food and peanuts.

Table 1: Effect of specific food allergen–free diet on the 
clinical score, topical corticosteroid consumption, and total 
IgE level in a prospective five-year follow-up of  97 children 

with food allergy triggered flares of AD

Inclusion 
Day

3 months 1 year 3 years 5 years

Clinical	
Score

53.6 -78%	(11.94) -70%	(16.1) -75.6%	(13) -76%	(12)

Topic	
Steroids

30g -	84%	(5g) -	73%	(8g) -75%	(7g) -90%	(3g)

IgE	level	
(kU/l)

1272 1022 943 720 340
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There is a considerable lack of data regarding the 
short- and long-term effect of an eviction diet in 
children with AD, as dietary exclusion remains 
controversial and it is assessed in unselected  
patients.[4] This three-year prospective study 
demonstrates the benefit of food eviction diet on the 
clinical score and topical steroids consumption, as 
well as on the diminution of global IgE levels. Although 
allergologic controls discovered the occurrence of 
new allergies over time, leading to the introduction 
of new food evictions, the clinical score remained 
dramatically low (average score 13 as compared to 
an initial value of 53.6) with an 85% reduction in the 
amount of applied corticosteroids and low IgE levels. 
At the end of the follow-up, oral challenges to patients 
with negative SPT and low specific IgE level permitted 
a reintroduction, confirming their utility as the best 
markers for possible allergy loss.[3] Our data confirms 
that a selected eviction of implicated food may lead to 
an important remission of AD. Previous studies have 
shown similar results with complete regression of 
symptoms in 71.4% of AD patients with food allergy.[5] 
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Quality of life in psoriasis patients 
in KwaZulu Natal, South Africa 

Sir,
The uses of quality of life (QOL) indices have been 
detailed in a previous review.[1] Developing countries 
lag behind in making QOL a target of holistic patient 
care. This is the first QOL study on psoriasis, with a 
correlation of clinical severity and sites of involvement, 
conducted in South Africa (SA). It reflects on a 
multiracial community of predominantly the Indian 
and Black population group, in Stanger, KwaZulu 
Natal (KZN). 

This was a cross-sectional study conducted in the 
Dermatology Outpatient Clinic. Consenting patients 
underwent the following: Clinical confirmation of the 
type of psoriasis, Psoriasis Area and Severity Index 
(PASI) scoring, percentage body surface area (BSA) 
calculation by the rule of nines, site of involvement, 
nail changes, and assessment for psoriatic arthritis. A 
comprehensive demographic questionnaire was used. 
QOL was assessed by the Dermatology Life Quality 
Index (DLQI) and the Psoriasis Disability Index (PDI). 
These indices were also translated into Zulu for Black 
participants.

The demographic profile is illustrated in Table 1.

The mean PASI score of Black participants was 23.0 
(S.D. 14.6), which was significantly higher than that of 
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Table 1: Demographic Profile of the Study Sample

Mean age 50.4 (S.D. 13.96)
Gender
Females
Males

49.3%	(n	=	35)
50.7%	(n	=	34)

Ethnicity	
Asian
Black
White

75.4%	(n	=	52)
21.7%	(n	=	15)
2.9%	(n	=	2)

Residence	
Urban
Rural

63.8%	(n	=	44)
36.2%	(n	=	25)
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