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Atopic dermatitis (AD) is a chronic skin disease with increasing prevalence worldwide. It is characterized by pruritic eczematous
lesions, a�ecting up to 20% of the children and negatively impacting their quality of life. Guidelines for AD management are
available worldwide, but speci�c guidelines for pediatric AD in Saudi Arabia are lacking. �is consensus document aims to
identify the needs for the diagnosis and management of pediatric AD in Saudi Arabia by gathering the opinions and recom-
mendations of key experts. We conducted a three-step modi�ed Delphi method to develop the present consensus. �e experts
agreed that pediatricians and dermatologists commonly encounter AD; however, it is still under-recognized in its early stage in
Saudi Arabia. �e family physicians should be involved in assessing suspected children with a family history of atopy, particularly
in patients with isolated lesions. Further, the experts con�rmed that AD diagnosis should be documented, showing assessment
criteria used, key morphological characteristics, and features used to ascertain the severity of the disease. �ere is still a need for
simple validated diagnostic criteria suitable for daily practice for pediatric AD.�e experts highlighted several medical conditions
that pertain to the diagnosis and management of AD in Saudi Arabia.
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1. Introduction

Atopic dermatitis (AD) is a chronic, relapsing-remitting skin
disorder, affecting up to 20% of children and 5–10% of adults
[1–3]. #e disorder presents with intense itching and re-
current eczematous lesions, often affecting patients with
atopy, including allergic rhinitis or asthma, and results in
significant morbidity and worsening quality of life (QoL)
[4, 5]. #e pathophysiology of AD is complex and multi-
factorial, including genetic causes, epidermal barrier defects,
altered immune responses, microbial colonization, and
lifestyle and environmental factors [6].

Pediatric AD is a common skin disease, commonly
presented during the first 6 months of age [7]. Approxi-
mately 60% of pediatric patients have AD symptoms during
the first one year of age [8] and about 85% by the age of 5 [9].
Pediatric patients with AD might have disease progression
or enter remission; however, the disease commonly persists
into adulthood [10]. In patients with obvious remission, they
maintain abnormal skin and tend to develop clinical
manifestations [11]. A cohort study reported that 50% of
children affected by AD persisted into adulthood and cor-
related with early onset of the disease, allergic rhinitis during
childhood, and hand eczema [12].

#e objective of AD management is to restore skin
barrier function, regulate abnormal immune responses, and
improve symptoms and signs in the short- and long-term
[13]. Topical corticosteroids and other topical agents are
considered first-line therapy in mild-to-moderate patients
[14]. When topical agents fail, further conventional systemic
treatments, including cyclosporin, methotrexate, azathio-
prine, and mycophenolate mofetil can be added [15]. Tar-
geted therapy with a dupilumab monoclonal antibody is
indicated for the treatment of moderate-to-severe AD in
adults and adolescents 12 years and older, and for treating
severe atopic dermatitis in children 6–11 years old, who are
candidates for systemic therapy [16].

Although the pathogenesis of AD is well recognized, the
consensus on daily management practice is limited [17, 18].
Available recommendations are focused on adult AD;
therefore, an expert panel consisting of dermatologists and
pediatricians from Saudi Arabia was convened to develop
a consensus on the unmet needs for the diagnosis and
management of pediatric AD and the importance of proper
referral guidance.#is expert panel meeting aimed primarily
to bring together practical treatment recommendations and
provide an easy guide for driving therapy and management
in daily clinical practice.

2. Methods

2.1. Study Design. #e development of the present consensus
was based on a three-step modified Delphi method, which
involved two rounds of voting and a virtualmeeting. A total of
11 pediatricians, pediatric dermatologists, dermatologists, and
experts from Saudi Arabia were recruited through a purposive
sampling technique. Experts were affiliated with educational
institutions or the Ministry of Health (MoH) from the
Kingdom and had active research profiles in the field of AD.

2.2. Survey Development and Voting. An online search was
conducted on Medline via PubMed to collect relevant in-
formation on AD diagnosis, severity assessment, manage-
ment approaches, education and research, and patients’
journey and referral. #e literature search included the key
terms atopic dermatitis, pediatric atopic dermatitis, atopic
eczema, Saudi Arabia, consensus, expert opinion, recom-
mendations, guidelines, treatment, and diagnosis. #e
statements were primarily extracted from studies with level 1
quality of evidence, as classified by Wright et al. [19]. A total
of 46 consensus statements were developed based on five
main areas: (i) the diagnosis and severity assessment of AD,
(ii) AD treatment, (iii) education and research of AD, (iv)
the impact of AD on caregivers, and (v) patient journey and
criteria for early referral. Each statement was considered
a consensus if it achieved an agreement level of ≥75% [20].
#e statements, which did not reach the agreement level,
were persevered for step two to be modified or omitted by
the experts.

3. Results

#e list of the statements with the agreement percentage is
reported in Table 1. At the 1st voting round, most statements
had achieved 100% consensus, except some of them had
obtained a rather low level of consensus. Following dis-
cussion and amendments introduced at the meeting, almost
all statements reached a higher level of consensus. Each
approved final statement is presented and discussed
hereafter.

4. Result and Discussion

#is consensus study aimed to identify the current needs in
diagnosing, assessing, and managing pediatric AD. High
agreement percentages for all statements were achieved,
suggesting that the process used was successful in attaining
consensus on different topics related to the diagnosis and
management of pediatric AD.

4.1.?eDiagnosis andSeverityAssessment ofAD. #e experts
confirmed that AD is commonly encountered by pediatri-
cians and dermatologists; nonetheless, it is still under-rec-
ognized in its early stage in Saudi Arabia. AD patients prefer
medical consultations by specialists rather than a family
medicine physician or a general practitioner. #is could be
one of the factors that result in significant waiting lists and
potentially delayed diagnosis and proper management [21].
In addition, family physicians in Saudi Arabia showed
several misconceptions when dealing with dermatological
conditions, including fear of prescribing topical cortico-
steroids, according to a survey in Jeddah. #is was driven by
the fact that undergraduate education was their only source
of dermatology knowledge [22]. Hence, the panel of experts
recommended that family physicians be involved in
assessing suspected children with a family history of atopy,
particularly in patients with isolated lesions, since in Saudi
Arabia, family practitioners are the ones who usually are
consulted for initial diagnosis and treatment [23, 24].

2 Dermatology Research and Practice



Ta
bl

e
1:

C
on

se
ns
us

st
at
em

en
ts

de
ve
lo
pe
d
an
d
co
ns
en
su
s
pe
rc
en
ta
ge

ob
ta
in
ed
.

D
om

ai
n

St
at
em

en
t

C
on

se
ns
us

pe
rc
en
ta
ge

(%
)

#
e
di
ag
no

sis
an
d
se
ve
ri
ty

as
se
ss
m
en
to

fA
D

(1
)A

D
is
co
m
m
on

ly
en
co
un

te
re
d
by

pe
di
at
ri
ci
an
sa

nd
de
rm

at
ol
og
ist
s;
no

ne
th
el
es
s,
it
is
st
ill
un

de
r-
re
co
gn

iz
ed

in
its

ea
rly

st
ag
e
in

Sa
ud

iA
ra
bi
a.
#

us
,a
n

ex
pe
rt
de
rm

at
ol
og
ist

sh
ou

ld
be

in
vo
lv
ed

in
th
e
as
se
ss
m
en
to

fs
us
pe
ct
ed

ch
ild

re
n
w
ith

a
fa
m
ily

hi
st
or
y
of

at
op

y,
pa
rt
ic
ul
ar
ly

in
pa
tie
nt
s
w
ith

iso
la
te
d

le
sio

ns
10
0

(2
)A

D
di
ag
no

sis
sh
ou

ld
be

do
cu
m
en
te
d,

sh
ow

in
g
th
e
cr
ite
ri
a
us
ed
,k
ey

m
or
ph

ol
og
ic
al
ch
ar
ac
te
ri
st
ic
s,
an
d
fe
at
ur
es

us
ed

to
as
ce
rt
ai
n
th
e
se
ve
ri
ty

of
th
e

di
se
as
e.
N
on

et
he
le
ss
,t
he
re

is
st
ill

a
ne
ed

fo
r
sim

pl
e
va
lid

at
ed

di
ag
no

st
ic

cr
ite
ri
a
fo
r
pe
di
at
ri
c
A
D

su
ita

bl
e
fo
r
da
ily

pr
ac
tic
e

10
0

(3
)#

e
us
e
of

av
ai
la
bl
e
di
se
as
e
se
ve
ri
ty

sc
al
es

an
d
Q
oL

sc
al
e
is
un

de
r-
ut
ili
ze
d
in

ro
ut
in
e
Sa
ud

ip
ra
ct
ic
e,
ow

in
g
to

th
ei
rc

om
pl
ex
ity

an
d
tim

e-
co
ns
um

in
g

na
tu
re
.A

lth
ou

gh
gl
ob

al
as
se
ss
m
en
ts

co
re
s
ha
ve

no
tb

ee
n
va
lid

at
ed

in
offi

ce
se
tti
ng

s,
th
ey

ca
n
be

us
ed

fo
r
th
e
sim

pl
e
cl
as
sifi

ca
tio

n
of

A
D

se
ve
ri
ty

10
0

(4
)
C
lin

ic
ia
ns

sh
ou

ld
ex
am

in
e
th
e
im

pa
ct

of
di
se
as
e
on

Q
oL

du
ri
ng

cl
in
ic

vi
sit
s.
#

er
e
is
a
ne
ed

fo
r
va
lid

at
ed

A
ra
bi
a
pa
tie
nt
-r
ep
or
te
d
ou

tc
om

es
to

m
ea
su
re

th
e
im

pa
ct

of
A
D

on
th
e
Q
oL

of
th
e
pa
tie
nt
s
an
d
th
ei
r
pa
re
nt
s/
ca
re
gi
ve
rs

10
0

(5
)
A
lth

ou
gh

la
b
te
st
s
an
d
bi
om

ar
ke
rs

ca
n
be

us
ed

in
iti
al
ly

in
th
e
di
ag
no

sis
of

A
D
,t
he
re

is
no

ne
ed

fo
r
bi
om

ar
ke
rs

fo
r
as
se
ss
in
g
th
e
se
ve
ri
ty

of
A
D

75
(6
)A

lth
ou

gh
A
D
is
pr
im

ar
ily

a
cl
in
ic
al
di
ag
no

sis
,m

an
y
un

re
qu

ir
ed

te
st
sa

re
us
ua
lly

or
de
re
d
by

th
e
he
al
th
ca
re

pr
ov
id
er
si
n
th
e
Sa
ud

is
et
tin

g,
de
sp
ite

th
e

la
ck

of
su
ffi
ci
en
t
da
ta

to
su
pp

or
tt
he
ir
di
ag
no

st
ic

an
d/
or

pr
og
no

st
ic

ut
ili
ty

10
0

(7
)
#

e
de
ve
lo
pm

en
ta

nd
ut
ili
za
tio

n
of

se
ve
ri
ty

sc
or
es
,w

ith
va
lid

at
ed

th
re
sh
ol
ds

fo
r
tr
ea
tm

en
tc

ho
ic
e,
ar
e
cr
iti
ca
ls
te
ps

as
th
e
tr
ea
tm

en
t’s

de
ci
sio

n
is

m
ai
nl
y
ba
se
d
on

di
se
as
e
se
ve
ri
ty

92

Dermatology Research and Practice 3



Ta
bl

e
1:

C
on

tin
ue
d.

D
om

ai
n

St
at
em

en
t

C
on

se
ns
us

pe
rc
en
ta
ge

(%
)

A
D

tr
ea
tm

en
t

(8
)
#

er
e
is
a
di
sc
re
pa
nc
y
be
tw
ee
n
de
rm

at
ol
og
ist
s,
pe
di
at
ri
ci
an
s,
al
le
rg
ist
s,
im

m
un

ol
og
ist
s,
an
d
fa
m
ily

ph
ys
ic
ia
ns

in
m
an
ag
in
g
at
op

ic
de
rm

at
iti
s
in

ch
ild

re
n

92

(9
)#

et
re
at
m
en
to
fp

ed
ia
tr
ic
A
D
sh
ou

ld
be

ba
se
d
on

sh
ar
ed

de
ci
sio

n-
m
ak
in
g
be
tw
ee
n
th
ep

ar
en
ts
/c
ar
eg
iv
er
sa
nd

th
ep

ro
vi
de
r.
Ed

uc
at
io
na
lp
ro
gr
am

sf
or

pa
re
nt
s
an
d
he
al
th

ca
re

pr
ov
id
er
s
ar
e
an

im
po

rt
an
t
el
em

en
to

fs
ha
re
d
de
ci
sio

n-
m
ak
in
g

10
0

(1
0)

#
e
sh
ar
ed

de
ci
sio

n-
m
ak
in
g
sh
ou

ld
in
vo
lv
e
th
e
fo
llo

w
in
g:

(i)
Tr
ea
tm

en
tg

oa
ls
an
d
ex
pe
ct
at
io
ns

10
0

(ii
)
St
ra
te
gy

pl
an
ne
d
to

re
ac
h
th
es
e
go
al
s

91
(ii
i)
#

er
ap
eu
tic

op
tio

ns
10
0

(iv
)
Ri
sk
s
an
d
be
ne
fit
s

10
0

(v
)
#

e
im

pa
ct

of
as
so
ci
at
ed

co
m
or
bi
di
tie
s

91
(v
i)
Pa

re
nt
s’
pr
ef
er
en
ce

92
(1
1)

In
th
e
lo
ca
lS

au
di

se
tti
ng

,t
he
ra
pe
ut
ic

pr
ot
oc
ol
s
ar
e
st
ill

la
ck
in
g.

#
es
e
pr
ot
oc
ol
s
sh
ou

ld
in
co
rp
or
at
e

(i)
#

er
ap
eu
tic

go
al
s
(e
nd

po
in
ts
,t
im

e
po

in
ts
)

10
0

(ii
)
C
ri
te
ri
a
fo
r
el
ig
ib
ili
ty

fo
r
to
pi
ca
lt
he
ra
pi
es
,i
nc
lu
di
ng

no
ns
te
ro
id
al

to
pi
ca
lt
he
ra
pi
es

91
(ii
i)
C
ri
te
ri
a
fo
r
m
on

ito
ri
ng

re
sp
on

se
to

sy
st
em

ic
tr
ea
tm

en
ts

10
0

(1
2)

#
el
on

g-
te
rm

m
an
ag
em

en
to

fp
ed
ia
tr
ic
A
D
is
st
ill
ch
al
le
ng

in
g,
ow

in
g
to

th
ev

ar
ia
bi
lit
y
in

effi
ca
cy

of
av
ai
la
bl
et
he
ra
pi
es

in
di
ffe
re
nt

pa
tie
nt
s’
pr
ofi

le
s

an
d
th
e
re
m
itt
en
t-
re
la
ps
in
g
co
ur
se

of
th
e
di
se
as
e

10
0

(1
3)

Se
ve
re

A
D

in
ch
ild

re
n
is
lik

el
y
to

pe
rs
ist

in
ad
ol
es
ce
nc
e
an
d
ad
ul
th
oo

d
A

lo
ng

-t
er
m

cu
ra
tiv

e
st
ra
te
gy

in
cl
ud

in
g
pa
tie
nt

ed
uc
at
io
n,

tr
ig
ge
r
av
oi
da
nc
e,
pr
op

er
sk
in
ca
re
,a

nd
co
m
pl
ia
nc
e
to

ph
ar
m
ac
ol
og
ic

th
er
ap
ie
s
an
d

no
np

ha
rm

ac
ol
og
ic

m
ea
su
re
s
is
es
se
nt
ia
l

10
0

(1
4)

M
an
y
ch
ild

re
n
w
ith

m
od

er
at
e-
to
-s
ev
er
e
A
D

ar
e
no

tr
ec
ei
vi
ng

sy
st
em

ic
th
er
ap
y
be
ca
us
e
of

a
la
ck

of
re
co
m
m
en
da
tio

ns
co
nc
er
ni
ng

in
di
ca
tio

n
an
d

ap
pr
op

ri
at
e
tim

in
g
of

sy
st
em

ic
tr
ea
tm

en
ts

#
e
in
tr
od

uc
tio

n
of

sy
st
em

ic
th
er
ap
ie
s
is
us
ua
lly

de
la
ye
d,

w
hi
ch

im
pa
ct
s
th
e
re
sp
on

se
to

th
er
ap
y

91
(1
5)

Sy
st
em

ic
st
er
oi
ds

ar
e
eff
ec
tiv

e
bu

ta
re

as
so
ci
at
ed

w
ith

un
ac
ce
pt
ab
le
sh
or
t-
an
d
lo
ng

-t
er
m

ad
ve
rs
e
ev
en
ts
an
d,
th
er
ef
or
e,
sh
ou

ld
be

us
ed

w
ith

ca
ut
io
n

an
d
in

ve
ry

lim
ite
d
ci
rc
um

st
an
ce
s
fo
r
se
ve
re

ex
ac
er
ba
tio

ns
fo
r
a
sh
or
tc

ou
rs
e

10
0

(1
6)

Be
ca
us
e
of

sa
fe
ty
co
nc
er
ns
,m

an
y
im

m
un

os
up

pr
es
siv

e
tr
ea
tm

en
ts
(s
uc
h
as

az
at
hi
op

ri
ne
,c
yc
lo
sp
or
in
e,
an
d
m
et
ho

tr
ex
at
e)

ar
e
no

tr
ec
om

m
en
de
d
fo
r

lo
ng

-t
er
m

us
e
in

ch
ild

re
n
w
ith

A
D
.I
ns
uffi

ci
en
t
da
ta

ex
ist

to
m
ak
e
cl
ea
r
re
co
m
m
en
da
tio

ns
re
ga
rd
in
g
th
e
op

tim
al

im
m
un

os
up

pr
es
sa
nt
s
do

sin
g
or

du
ra
tio

n
91

(1
7)

#
e
lim

ite
d
nu

m
be
r
of

ap
pr
ov
ed

th
er
ap
ie
s
do

es
no

ta
llo

w
th
e
de
ve
lo
pm

en
to

fa
th
er
ap
eu
tic

al
go
ri
th
m

92
(1
8)

#
e
in
tr
od

uc
tio

n
of

ne
w
bi
ol
og
ic
th
er
ap
ie
sw

ill
lik

el
y
al
lo
w
fo
ri
m
pr
ov
ed

tr
ea
tm

en
to

fp
ed
ia
tr
ic
A
D
an
d
at
te
m
pt

to
ad
dr
es
st
he

un
m
et
ne
ed
so

fA
D

tr
ea
tm

en
t
in

th
is
po

pu
la
tio

n
91

(1
9)

Re
al
-w

or
ld

da
ta

an
d
lo
ca
le

xp
er
ie
nc
e
w
ith

ne
w

bi
ol
og
ic

th
er
ap
ie
s
ar
e
ne
ce
ss
ar
y
to

ev
id
en
tly

su
pp

or
tt
he

us
e
of

bi
ol
og
ic
s
fo
r
in
di
ca
te
d
pa
tie
nt
s

91
(2
0)

A
co
ns
id
er
ab
le
pr
op

or
tio

n
of

ch
ild

re
n
w
ith

A
D

in
Sa
ud

iA
ra
bi
a
do

no
ta

de
qu

at
el
y
co
m
pl
y
w
ith

th
e
pr
es
cr
ib
ed

tr
ea
tm

en
t.
A
s
m
os
tt
re
at
m
en
ts
ar
e

ad
m
in
ist
ra
te
d
at

ho
m
e
w
ith

lit
tle

ho
sp
ita

ls
er
vi
ce
s
in
vo
lv
em

en
t,
th
er
e
re
m
ai
n
sig

ni
fic
an
t
ch
al
le
ng

es
in

en
su
ri
ng

op
tim

al
tr
ea
tm

en
t
co
m
pl
ia
nc
e

91

(2
1)

#
e
ch
ro
ni
ci
ty

an
d
ne
ce
ss
ity

fo
r
m
ul
tip

le
tr
ea
tm

en
t
ve
hi
cl
es

m
ay

ad
d
to

th
e
co
m
pl
ex
ity

of
tr
ea
tm

en
t
an
d
ba
rr
ie
rs

to
ad
he
re
nc
e

10
0

(2
2)

In
Sa
ud

iA
ra
bi
a,
pa
re
nt
s’
co
nc
er
ns

ov
er

th
e
sa
fe
ty

pr
ofi

le
so

ft
op

ic
al
an
d
sy
st
em

ic
th
er
ap
ie
sc

an
le
ad

to
co
m
pl
ia
nc
e
iss

ue
sa

nd
tr
ea
tm

en
td

el
ay
so

r
re
st
ri
ct
io
ns

91

(2
3)

C
or
tic
op

ho
bi
a
is
a
re
al

iss
ue

in
Sa
ud

iA
ra
bi
a
an
d
ne
ed
s
to

be
pr
om

pt
ly

re
co
gn

iz
ed

an
d
ov
er
co
m
e
by

pa
tie
nt

ed
uc
at
io
n
pr
og
ra
m
s

10
0

(2
4)

O
th
er

fa
ct
or
s
th
at

co
nt
ri
bu

te
to

lim
ite
d
co
m
pl
ia
nc
e
in

Sa
ud

iA
ra
bi
a
in
cl
ud

e
th
e
fin

an
ci
al

bu
rd
en

of
lo
ng

-t
er
m

tr
ea
tm

en
ta

nd
lim

ite
d
aw

ar
en
es
s

am
on

g
pa
re
nt
s/
ca
re
gi
ve
rs

82

(2
5)

V
ar
io
us

st
ra
te
gi
es

sh
ou

ld
be

ex
am

in
ed

to
im

pr
ov
e
ad
he
re
nc
e
to

to
pi
ca
lt
re
at
m
en
t,
su
ch

as
te
le
m
ed
ic
in
e
te
ch
no

lo
gy

an
d
pr
oa
ct
iv
e
in
te
rm

itt
en
t

tr
ea
tm

en
t
st
ra
te
gi
es

91

(2
6)

#
er
e
is
a
ne
ed

to
de
ve
lo
p
un

ifi
ed

va
lid

at
ed

cr
ite
ri
a
fo
ra

ss
es
sin

g
tr
ea
tm

en
tr
es
po

ns
e
in

pe
di
at
ri
c
A
D
,a
st
he
re

ar
e
no

ac
ce
pt
ed

cr
ite
ri
a
fo
rd

efi
ni
ng

tr
ea
tm

en
t
fa
ilu

re
10
0

(2
7)

#
er
e
is
no

co
ns
en
su
s
re
ga
rd
in
g
th
e
op

tim
al

tr
ea
tm

en
t
du

ra
tio

n
to

de
m
on

st
ra
te

th
e
effi

ca
cy

of
to
pi
ca
lt
re
at
m
en
ts

fo
r
A
D

91
(2
8)

#
er
e
ar
e
cu
rr
en
tly

no
ac
ce
pt
ab
le

bi
om

ar
ke
rs

th
at

w
ou

ld
pr
ed
ic
t
re
sp
on

se
to

tr
ea
tm

en
t
in

th
e
se
tti
ng

of
pe
di
at
ri
c
A
D

10
0

4 Dermatology Research and Practice



Ta
bl

e
1:

C
on

tin
ue
d.

D
om

ai
n

St
at
em

en
t

C
on

se
ns
us

pe
rc
en
ta
ge

(%
)

Ed
uc
at
io
n
an
d
re
se
ar
ch

of
A
D

(2
9)

Ed
uc
at
io
na
lm

ea
su
re
sa
re
cr
iti
ca
lc
om

po
ne
nt
so

fa
ny

tr
ea
tm

en
ts
tr
at
eg
y
fo
rA

D
.#

es
em

ea
su
re
ss
ho

ul
d
be

ta
ilo

re
d
ac
co
rd
in
g
to

pa
tie
nt
-a
nd

di
se
as
e-

sp
ec
ifi
c
fa
ct
or
s.
Po

ss
ib
le

ed
uc
at
io
na
lt
oo

ls
in
cl
ud

e
us
in
g
tr
ad
iti
on

al
m
at
er
ia
ls,

su
pp

or
tg

ro
up

s,
an
d
m
ob

ile
ap
ps

10
0

(3
0)

Ed
uc
at
io
na
li
nt
er
ve
nt
io
ns

sh
ou

ld
al
so

be
di
re
ct
ed

at
im

pr
ov
in
g
ad
he
re
nc
et
o
th
er
ap
y
an
d
th
eu

til
ity

of
di
st
ra
ct
io
n
te
ch
ni
qu

es
fo
rt
he

itc
h.
A
va
ri
et
y
of

ed
uc
at
io
na
li
nt
er
ve
nt
io
ns

ar
e
po

ss
ib
le
.#

es
e
ca
n
in
cl
ud

e
fa
ce
-t
o-
fa
ce

ed
uc
at
io
n
in

th
e
cl
in
ic

an
d
w
or
ks
ho

ps
,o

nl
in
e
m
at
er
ia
ls,

an
d
so
ci
al

m
ed
ia

10
0

(3
1)

#
e
ed
uc
at
io
n
m
ea
su
re
ss
ho

ul
d
ai
m

to
in
fo
rm

pa
re
nt
s/
ca
re
gi
ve
rs
ab
ou

ts
ym

pt
om

sa
nd

sig
ns

of
ba
ct
er
ia
li
nf
ec
tio

n
of

A
D
:w

ee
pi
ng

,p
us
tu
le
s,
cr
us
ts
,

ec
ze
m
a
fa
ili
ng

to
re
sp
on

d
to

tr
ea
tm

en
t,
ra
pi
dl
y
w
or
se
ni
ng

ec
ze
m
a,

fe
ve
r,
an
d
m
al
ai
se

91

(3
2)

W
ri
tte

n
ca
re

pl
an
ss
ho

ul
d
co
ve
rt
re
at
m
en
to

ffl
ar
es

an
d
ep
iso

de
so

fi
nf
ec
te
d
ec
ze
m
a
to

ed
uc
at
e
pa
re
nt
s/
ca
re
gi
ve
rs
on

w
he
n
to
pi
ca
lc
or
tic
os
te
ro
id
s

(a
nd

ot
he
r
tr
ea
tm

en
ts
)
ar
e
ap
pr
op

ri
at
e

10
0

(3
3)

In
Sa
ud

i’s
ro
ut
in
ep

ra
ct
ic
e,
th
er
ei
sl
im

ite
d
aw

ar
en
es
sa
nd

ut
ili
za
tio

n
of
va
lid

at
ed

di
ag
no

st
ic
cr
ite
ri
a.
#

us
,a
w
ar
en
es
sc
am

pa
ig
ns

sh
ou

ld
be

pr
om

ot
ed

to
ta
rg
et

th
e
kn

ow
le
dg
e
of

pr
im

ar
y
ca
re

pr
ov
id
er
s
an
d
pe
di
at
ri
ci
an
s
ab
ou

tt
he

di
ag
no

st
ic

cr
ite
ri
a
fo
r
A
D

10
0

(3
4)

#
er
e
is
a
lim

ite
d
nu

m
be
r
of

pu
bl
ish

ed
lit
er
at
ur
e
th
at

in
ve
st
ig
at
es

pe
di
at
ri
c
A
D

in
Sa
ud

iA
ra
bi
a.
Fu

tu
re

st
ud

ie
s
sh
ou

ld
fo
cu
s
on

ev
al
ua
tin

g
th
e

ep
id
em

io
lo
gy
,r
isk

fa
ct
or
s,
an
d
di
ag
no

st
ic

pa
th
w
ay
s
fo
r
A
D

in
th
e
ki
ng

do
m
,a
s
w
el
la

s
pa
tie
nt
s’
re
sp
on

se
s
to

tr
ea
tm

en
t

10
0

(3
5)

#
e
ab
se
nc
e
of

hi
gh

-q
ua
lit
y
da
ta
in
di
ca
te
st
he

ne
ed

fo
rm

or
e
co
un

tr
y-
ba
se
d
re
se
ar
ch

in
ve
st
ig
at
in
g
th
e
aw

ar
en
es
s,
tr
ea
tm

en
t,
ad
he
re
nc
e,
an
d
co
nt
ro
l

of
sy
m
pt
om

s
am

on
gs
t
A
D

pa
tie
nt
s
in

Sa
ud

iA
ra
bi
a

10
0

(3
6)

Fu
tu
re

st
ud

ie
ss
ho

ul
d
ev
al
ua
te
th
e
re
as
on

sb
eh
in
d
th
e
de
la
ye
d
di
ag
no

sis
of

pe
di
at
ri
c
A
D
in

Sa
ud

iA
ra
bi
a
an
d
pr
im

ar
y
ca
re

ph
ys
ic
ia
ns
’p
re
pa
re
dn

es
s

to
de
al

w
ith

A
D

pa
tie
nt
s

10
0

Im
pa
ct

of
A
D

on
ca
re
gi
ve
rs

(3
7)

C
ar
in
g
fo
r
ch
ild

re
n
aff
ec
te
d
by

A
D

ca
n
be

an
ex
tr
em

el
y
tim

e-
co
ns
um

in
g
ta
sk

th
at

ca
n
im

pa
ir
pe
rs
on

al
re
la
tio

ns
hi
ps
,d

ec
re
as
e
ps
yc
ho

so
ci
al

fu
nc
tio

ni
ng

,c
au
se

sle
ep

lo
ss
,a
nd

ab
se
nc
e
fr
om

w
or
k
am

on
g
fa
m
ily

m
em

be
rs

of
aff
ec
te
d
pa
tie
nt
s.
Ea

rly
in
te
rv
en
tio

n
an
d
ps
yc
ho

th
er
ap
y
ar
e

re
co
m
m
en
de
d
to

ad
dr
es
s
th
es
e
Q
oL

im
pa
ir
m
en
ts

A
D

91

(3
8)

Ph
ys
ic
ia
ns

ne
ed

to
sp
ec
ifi
ca
lly

as
k
ab
ou

tQ
oL

im
pa
ir
m
en
ts
to

fu
lly

un
de
rs
ta
nd

th
e
to
ll
th
at

A
D

ta
ke
s
on

pa
tie
nt
s
an
d
th
ei
r
fa
m
ili
es
.F

am
ily

Q
oL

in
st
ru
m
en
ts
,s
uc
h
as

th
e
sh
or
te
ne
d
10
-q
ue
st
io
n
de
rm

at
iti
s
fa
m
ily

im
pa
ct

qu
es
tio

nn
ai
re
,c
an

be
us
ed

to
ev
al
ua
te

th
es
e
eff
ec
ts

w
he
n
av
ai
la
bl
e

91

(3
9)

In
th
em

ul
tid

isc
ip
lin

ar
y
ap
pr
oa
ch

w
ith

se
ve
re
pa
tie
nt
sp

sy
ch
ia
tr
ist
sm

ay
be

in
vo
lv
ed

to
pr
ov
id
et
he
ra
py

an
d
ed
uc
at
io
n
on

pa
re
nt
in
g
st
ra
te
gi
es
to

he
lp

ca
re
gi
ve
rs

92

(4
0)

N
on

pr
ofi

ta
bl
e
or
ga
ni
za
tio

ns
an
d
de
rm

at
ol
og
ic
al

so
ci
et
ie
s
ca
n
pl
ay

a
ro
le

in
pr
ov
id
in
g
ps
yc
ho

lo
gi
ca
ls
up

po
rt

an
d
ed
uc
at
io
n
to

he
lp

ca
re
gi
ve
rs

10
0

(4
1)

M
ul
tid

isc
ip
lin

ar
y
ed
uc
at
io
n
pr
og
ra
m
s
ar
e
ne
ed
ed

to
pr
ov
id
e
ed
uc
at
io
n
an
d
su
pp

or
tf
or

ca
re
gi
ve
rs

of
pa
tie
nt
s
w
ith

A
D

91

Pa
tie
nt

jo
ur
ne
y
an
d
cr
ite
ri
a
fo
r

ea
rly

re
fe
rr
al

(4
2)

A
la
rg
e
pr
op

or
tio

n
of

A
D

pa
tie
nt
s
in

Sa
ud

iA
ra
bi
a
ar
e
m
an
ag
ed

di
re
ct
ly

by
pr
im

ar
y
ca
re

ph
ys
ic
ia
ns

an
d
pe
di
at
ri
ci
an
s.
#

us
,k

no
w
le
dg
e
of

m
an
ag
em

en
tg

ui
de
lin

es
,a

pp
ro
pr
ia
te

us
e
of

la
bo

ra
to
ry

te
st
in
g,

an
d
pr
op

er
sp
ec
ia
lis
tr

ef
er
ra
ls
ar
e
cr
uc
ia
l

10
0

(4
3)

In
Sa
ud

iA
ra
bi
a,
on

ly
a
sm

al
lp
or
tio

n
of

A
D
pa
tie
nt
sa

re
re
fe
rr
ed

ea
rly

to
de
rm

at
ol
og
y
cl
in
ic
s.
#

er
ei
sl
im

ite
d
pr
ac
tic
al
kn

ow
le
dg
ea

m
on

g
he
al
th
ca
re

pr
ov
id
er
s
an
d
ge
ne
ra
lp

ra
ct
iti
on

er
s
ab
ou

tt
he

ea
rly

re
fe
rr
al

of
pe
di
at
ri
c
A
D

pa
tie
nt
s

92

(4
4)

Ty
pi
ca
lly
,p

ed
ia
tr
ic

pa
tie
nt
s
w
ith

A
D

ar
e
re
fe
rr
ed

on
ly

up
on

se
ve
re

di
se
as
es

an
d
no

re
sp
on

se
to

to
pi
ca
lt
re
at
m
en
t.
Ea

rly
re
fe
rr
al

to
a
sk
ill
ed

de
rm

at
ol
og
ist

m
ay

im
pr
ov
e
th
e
ou

tc
om

e
of

th
e
pa
tie
nt
s
be
fo
re

th
e
de
ve
lo
pm

en
to

fs
ev
er
e
A
D

10
0

(4
5)

In
Sa
ud

iA
ra
bi
a,
he
al
th
ca
re

pr
ov
id
er
sa

re
en
co
ur
ag
ed

to
re
fe
rc

hi
ld
re
n
w
ith

al
le
rg
ic
de
rm

at
iti
s,
w
ho

ha
d
a
fa
m
ily

hi
st
or
y
of

at
op

y,
up

on
th
e
pr
es
en
ce

of
th
e
fo
llo

w
in
g:

(i)
If
th
e
at
op

ic
ec
ze
m
a
is
se
ve
re

an
d
ha
s
no

tr
es
po

nd
ed

to
op

tim
al

to
pi
ca
lt
he
ra
py

10
0

(ii
)
If
tr
ea
tm

en
t
of

ba
ct
er
ia
lly

in
fe
ct
ed

ec
to
pi
c
ec
ze
m
a
ha
s
fa
ile
d

73
(ii
i)
#

e
di
ag
no

sis
is
or

ha
s
be
co
m
e
un

ce
rt
ai
n

82
(iv

)
C
on

ta
ct

al
le
rg
ic

de
rm

at
iti
s
is
su
sp
ec
te
d

82
(v
)
A
to
pi
c
ec
ze
m
a
gi
ve
s
ri
se

to
se
ri
ou

s
so
ci
al

or
ps
yc
ho

lo
gi
ca
lp

ro
bl
em

s
fo
r
th
e
ch
ild

91
(v
i)
M
an
ag
em

en
th

as
no

tc
on

tr
ol
le
d
at
op

ic
ec
ze
m
a
sa
tis
fa
ct
or
y
ac
co
rd
in
g
to

a
su
bj
ec
t

91
(4
6)

Pe
di
at
ri
ci
an
s
sh
ou

ld
ur
ge
nt
ly

re
fe
r
A
D

pa
tie
nt
s
if
ec
ze
m
a
he
rp
et
ic
um

is
su
sp
ec
te
d

91

Dermatology Research and Practice 5



#is statement is supported by previous cross-sectional
studies that showed that 26% out of a total of 243 children
had atopic dermatitis [25]. Another study published in 2019,
which included children from six schools in Eastern Saudi
Arabia, showed that the prevalence of skin disorders among
these children was 23.6%, of which 11 (11.3%) had allergic
dermatoses and 14 (11.8%) had eczema [26]. Another single-
center study in Jeddah showed that 41.7% of the children
attending the University’s dermatology clinic in 2017 had
AD [27]. On the other hand, a cross-sectional study in-
volving 1,337male children in Al Hassa reported a total of 47
(3.5%) children affected by eczematous lesions [28].

#e experts agreed that AD diagnosis should be docu-
mented, showing the criteria used, key morphological
characteristics, and features used to ascertain the severity of
the disease. Nonetheless, there is still a need for simple
validated diagnostic criteria for pediatric AD suitable for
daily practice. AD diagnosis is mainly clinical. It is not
usually challenging in children with chronic relapsing-re-
mitting eczema in typical body areas or adults with similar
lesions and a childhood history of AD. In addition, severity
evaluation of AD should depend on healthcare provider
assessment, given no assessment method adequately detects
this in clinical practice [29]. Moreover, the cause and
morphology of lesions can be changed with time. Indeed,
AD diagnosis is often by exclusion, although additional
diagnostic tests are usually needed, such as patch testing. It
should be recognized that chronic hand eczema can be
related to AD or may represent comorbidity of the condition
[30].

AD diagnosis can be based on the patient or family
history of atopies such as asthma or allergic rhinitis. Food
allergy associated with AD is frequently found in children
younger than 5 years. #us, a food allergy test may be
undertaken in patients of moderate or severe AD patients
who respond poorly after appropriate treatment [31]. #us,
an oral food challenge test should be performed on children
to confirm the diagnosis of food-induced eczema in patients
with AD to avoid unnecessary food avoidance [24, 32].

#e experts agreed that the use of severity scales and QoL
scale is under-utilized in routine Saudi practice, owing to
their complexity and time-consuming nature. Clinicians
should examine the impact of disease on QoL during clinical
visits. #e experts confirmed that there is a need for vali-
dated Arabia patient-reported outcomes to measure the
impact of AD on the QoL of the patients and their parents/
caregivers. Alzolibani investigated the QoL among patients
with AD in Saudi Arabia, using the Arabic version of the
infants’ dermatitis quality of life (IDQoL) index. #e study
showed that AD symptoms impaired the IDQoL of patients
and were correlated with the disease severity score. Itching,
mood, and time to get the child to sleep had a higher negative
effect on IDQoL [33]. Another study by Alzolibani showed
higher IDQoL scores among AD infants compared with
their respective controls (P � 0.00) [34]. A cross-sectional
study by Abolfotouh et al., including 283 adults with skin
diseases, showed that the QoL was good in 69% of the
participants. #e emotional domain was the most affected
(mean score 44.27± 27.06), then symptoms (31.45± 28.40)

and functioning (14.61± 22.75). After adjustment for po-
tential confounders, poorer QoL was significantly associated
with female gender (P � 0.03), older age (P � 0.003), rural
origin (P � 0.03), positive family history of the same le-
sion(s) (P � 0.01), shorter duration of ≤6months (P � 0.02),
generalized spread (P≤ 0.02), and lack of isotretinoin
treatment (P � 0.02) [35].

Although laboratory tests and biomarkers can be used
initially to diagnose AD, there is no need for biomarkers
for assessing the severity of AD. #ere are two subtypes of
AD, intrinsic and extrinsic. Normal total IgE levels were
shown in patients with an intrinsic form without specific
IgE. However, high total IgE levels were found in patients
with an extrinsic form of AD and are often sensitized to
multiple allergens [36]. #erefore, total serum IgE can be
used initially as a diagnostic biomarker for AD patients.
Many biomarkers have been investigated as a marker for
disease severity, such as serum thymus and activation-
regulated chemokine [37]. An Italian consensus stated
that a list of biomarkers and tests would be important in
the diagnosis of AD [38], especially in difficult-to-di-
agnose patients [39].

#e experts agreed that although AD is primarily
a clinical diagnosis, many unrequired tests are usually or-
dered by the healthcare providers in the Saudi setting, de-
spite the lack of sufficient data to support their diagnostic
and/or prognostic utility.#e development and utilization of
severity scores, with validated thresholds for treatment
choice, are critical steps as the treatment’s decision is mainly
based on disease severity. Assessment of disease severity is
vital regarding treatment planning and further in-
vestigations [40]. Several international scores have been used
for assessing the severity of AD, such as Eczema Area and
Severity Index (EASI) [41], Scoring Atopic Dermatitis
(SCORAD) [42], and Peak Pruritus Numerical Rating Scale
[43]. In 1980, Hanifin and Rajka developed criteria for
a diagnosis of AD presented in Table 2. #ree out of four
major criteria and 3 out of 23 minor criteria are needed for
AD diagnosis [44].

4.2. AD Treatment. #e experts agreed that there is a dis-
crepancy between dermatologists, pediatricians, allergists,
immunologists, and family physicians in managing atopic
dermatitis in children. Further, the treatment of pediatric
AD should be based on shared decision-making between the
parents, caregivers, and provider. #e goals of such treat-
ment are to reduce symptoms, including pruritus and
dermatitis, decrease exacerbations, and avoid therapeutic
risks. #e shared decision-making should involve treatment
goals and expectations, strategy to reach these goals, ther-
apeutic options, risks and benefits, the impact of associated
comorbidities, and parent’s preference (Figure 1).#e expert
panel agreed that therapeutic protocols are still lacking in
Saudi Arabia. #ese protocols should incorporate thera-
peutic goals (endpoints, time points), criteria for eligibility
for topical therapies, including nonsteroidal topical thera-
pies, and criteria for monitoring response to systemic
treatments [45] (Figure 2). A long-term curative strategy
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including patient education, trigger avoidance, proper
skincare, and compliance to pharmacologic therapies and
nonpharmacologic measures is essential [46].

Redaet al. developeda treatmentguideline forADinadults
and children in the Middle East region [47]. #e guideline
recommended applying emollients on the entire body for all
patientswithADtoenhanceandprotect thebarrier functionof
the skin. In patients with acute mild-to-moderate AD in
a sensitive body area, the authors suggest applying topical
calcineurin inhibitor (TCI), twice daily. However, topical
corticosteroids (TCS) may be used for a few days before ap-
plying a TCI in some moderate patients. In acute severe AD,
TCS should be used for a few days. Once improvement occurs,
it is recommended to switch to pimecrolimus to be used on
sensitive skin regions or TCIs on other skin regions until
a complete resolution of lesions occurs. Despite the resolution
of symptoms and signs, continuous application of TCIs to the
previously affectedarea twiceor thriceweekly is recommended
to prevent symptoms relapse [47].

TCS are usually prescribed as a first-line treatment in
pediatric AD; however, Canadian experts agreed that TCS
do not need to be the only first-line treatment used. TCI
and phosphodiesterase-4 inhibitors can be considered as
first-line treatment in certain patients where corticoste-
roid use is not appropriate, including sensitive skin re-
gions such as the face and intertriginous areas. TCI should
not be used on inflamed skin because burning and

stinging may occur [29]. Maintenance therapy and flare
prevention in pediatric AD can be achieved with in-
termittent therapy with TCS or TCI. #is is a valuable
strategy in pediatric AD patients [29]. Many children with
moderate-to-severe AD are not receiving systemic therapy
because of a lack of recommendations concerning in-
dication and appropriate timing of systemic treatments.
#e introduction of systemic therapies is usually delayed,
which impacts the response to therapy. Systemic steroids
are effective, but they can cause undesirable short- and
long-term side effects; therefore, they should be consid-
ered with caution and in very limited circumstances for
severe exacerbations for a short course. While the decision
to initiate systemic therapy can be based on disease se-
verity and response to therapy, it may also be related to
impact on QoL and daily function, satisfaction with the
treatment regimen, adverse events, intolerance, drug in-
teractions, and poor adherence [48]. It is recommended
that clinicians establish the goals of systemic therapy and
carefully assess the patient before its initiation as recently
highlighted [49].

Systemic steroids offer a limited therapeutic role in the
treatment of severe AD, both in children and adults [50–52].
Despite their anti-inflammatory effect, corticosteroids have
no direct effect on the restoration of the skin barrier and are
associated with significant side effects with long-term use
[53]. Further, a relapse often occurs post discontinuation.

Table 2: Major and minor criteria for diagnosis of AD according to Hanifin and Rajka.

Major features (3 of 4 required)
(1) Pruritus
(2) Typical morphology and distribution
(2.1) flexural lichenification or linearity in adults
(2.2) facial and extensor involvement in infants and children
(3) Chronic or chronically relapsing dermatitis
(4) Personal or family history of atopy, such as asthma, allergic rhinitis, and atopic dermatitis
Minor features (3 of 23 required)
(1) Xerosis
(2) Ichthyosis/palmar hyperlinearity/keratosis pilaris
(3) Immediate (type 1) skin test reactivity
(4) Elevated serum immunoglobulin E
(5) Early age of onset
(6) Tendency toward cutaneous infections (S. aureus and herpes simplex virus)/impaired, cell-mediated immunity
(7) Tendency toward nonspecific hand or foot dermatitis
(8) Nipple eczema
(9) Chelitis
(10) Recurrent conjunctivitis
(11) Dennie-morgan infraorbital fold
(12) Keratoconus
(13) Anterior subcapsular cataract
(14) Orbital darkening
(15) Facial pallor/facial erythema
(16) Pityriasis alba
(17) Anterior neck fold
(18) Itch when sweating
(19) Intolerance to wool and lipid solvents
(20) Perifollicular accentuation
(21) Food intolerance
(22) Course influence by environmental/emotional factors
(23) White dermographism/delayed blanch
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Schmitt et al. [50] conducted a controlled trial com-
paring oral prednisolone and cyclosporin versus placebo in
patients on topical therapy. Only 3% of the patients showed
improvement withmore than 75% concerning SCORAD at 2
and 4 weeks of follow-up after steroids administration. #is
study was discontinued after the occurrence of significant
eczema in the patients taking prednisolone [50].

#e Practical Allergy Consensus Group guidelines [54]
recommended that patients with acute flares may use a short
course of systemic corticosteroids; however, they should not
be used for long-term use, specifically in children. Conse-
quently, systemic corticosteroid administration in children
is not recommended. Short courses of treatment may be
considered in the following conditions: a severe exacerbation
with intense itching, a transient period before systemic
nonsteroidal immunomodulatory drugs, or the presence of
associated comorbidities such as a severe asthma exacer-
bation [55, 56].

Because of safety concerns, many immunosuppressive
treatments (such as azathioprine, cyclosporin, and metho-
trexate) are not recommended for long-term use in chil-
dren with AD. Insufficient data exist to make clear
recommendations regarding the optimal immunosuppres-
sants dosing or duration. Systemic immunosuppressants

represent avalid therapeuticoption for severe,widespread, and
refractory forms of AD since systemic corticosteroids have
a limited role in long-term therapeutic management [57].
Systemic immunosuppressants should beused inpatientswith
severe AD negatively affecting the child’s QoL. However,
systemic immunosuppressant therapy should only be used in
specialized institutions.#enumber of randomized controlled
trials investigating systemic therapies is limited; therefore,
comparing the relative efficacy of each treatment is difficult.
#e literatureproposes theuseof cyclosporin, but azathioprine
and methotrexate are also suggested [56].

#e expert panel agreed that the introduction of new bi-
ologic therapies will likely allow for improved treatment of
pediatricADandattempt toaddress theneedsofADtreatment
in this population. #e European Union and United States
Food and Drug Administration have approved dupilumab,
a human monoclonal antibody, as a first-line treatment for
patients aged over 6 years with moderate-to-severe ADwhose
disease is not effectively regulated with topical prescription
therapies or when systemic therapies are not advisable [14].

#e experts agreed that a considerable proportion of
children with AD in Saudi Arabia do not adequately comply
with the prescribed treatment. As most treatments are ad-
ministrated at home with little hospital services
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involvement, there remain significant challenges in ensuring
optimal treatment compliance. #e chronicity and necessity
for multiple treatment vehicles may add to the complexity of
treatment and barriers to adherence. In Saudi Arabia,
parents’ concerns over the safety profiles of topical and
systemic therapies can lead to compliance issues and
treatment delays or restrictions [58].

#e current consensus confirms that corticophobia is
a real issue in Saudi Arabia and needs to be promptly
recognized and overcome by patient education programs.
Fear of corticosteroids, known as corticophobia, is a sig-
nificant problem of clinical relevance, being related to de-
creased adherence to therapy and treatment failure in both
pediatric and adult patients [59–61]. A previous Italian
consensus agreed that corticophobia needs prompt recog-
nition and further strategies are needed to overwhelm it [38].
#e experts recommended educating the patients and
clarification about the use of corticosteroids and their side
effects and contraindications.

Other factors that contribute to limited compliance in
Saudi Arabia include the financial burden of long-term
treatment and limited awareness among parents/caregivers.
Various strategies should be examined to improve adher-
ence to topical treatment, such as telemedicine technology
and proactive intermittent treatment strategies. Adherence
to topical therapies for AD was quite high in surveys of
physicians in Southeast Asia, yet adherence to systemic
therapies was low [62].

#e need for effective interventions to improve long-
term adherence to moisturizing creams was also recognized
by the Italian consensus [38]. Poor adherence is a complex
phenomenon and may be related to several factors [63]. For
example, it has been noted that many adolescents change the
prescribed treatment regimen and do not always adhere to it
[46]. It is important to consider how emotional factors like
insecurity, inadequacy, anxiety, and depression affect atopic
patients [64]. Additionally, the family is afflicted by both
economic stresses related to the cost of treatment and by
a significant psychological burden, which are mostly heavy
in young and severely affected children, that may affect
treatment compliance [65].

Greater focus should be given to monitoring adherence
to therapy. Moreover, different types of topical agents may
be more suited to one form of AD than another [66]. #ere
are currently several topical treatment options available, and
the most appropriate choice for individual patients has the
potential to improve adherence to therapy [67]. Written
eczema action plans (EAP) may be helpful to increase ad-
herence to treatment and decrease treatment failure [68]. A
pictogram action plan can be especially helpful in young
children. Treatment response should be regularly monitored
and modified based on treatment response, tolerability, and
patient satisfaction [29].

4.3. Education and Research of AD. #e experts agreed that
educational measures are critical components of any
treatment strategies for AD. #ese measures should be
tailored according to patient- and disease-specific factors.

Possible educational tools include using traditional mate-
rials, support groups, and mobile apps [69]. #e education
measures should aim to inform parents/caregivers about
symptoms and signs of bacterial infection of AD, including
weeping, pustules, crusts, eczema failing to respond to
treatment, rapidly worsening eczema, fever, and malaise
[70]. Education programs for parents can have a significantly
positive effect on disease outcomes [71, 72]. Such programs
aim to dissipate misunderstandings concerning therapy
options and raise awareness of the importance of control
assessment methods [73]. Moreover, information and
communication technology (ICT) is a powerful tool that can
be leveraged to provide medical information to healthcare
providers and patients and promote validated tools for AD
severity and control [74, 75]. In the era of the COVID-19
pandemic, the use of ICT and telemedicine has dramatically
increased for the management of dermatologic patients [76].

Educational interventions should also be directed at
improving adherence to therapy and the utility of distraction
techniques for the itch. A variety of educational in-
terventions are possible. #ese can include face-to-face
education in the clinic and workshops, online materials, and
social media [77]. A family dealing with a chronic disease,
including AD, demands a multidisciplinary approach,
compromising bio-pharmacological, educational and in-
structive, and psychological support. #erapeutic education,
as defined by the World Health Organization (WHO) [78],
provides not only technical information about the disease
and corresponding treatments but also a customized plan
developed in partnership with the patient and the patient’s
caregivers [79].

Recently, medical research on themanagement of AD has
moved from biomedical, technical, and paternalistic patterns
to a biopsychosocial and educational model [56]. #ere is
limited awareness and utilization of validated diagnostic
criteria in Saudi’s routine practice. #us, awareness cam-
paigns should be promoted to target the knowledge of pri-
mary care physicians and pediatricians about the diagnostic
criteria for AD. Further research should focus on evaluating
the epidemiology, risk factors, and diagnostic pathways for
AD in the Kingdom, as well as patients’ responses to
treatment. #e absence of high-quality data indicates the
need for more country-based research investigating the
awareness, treatment, adherence, and control of symptoms
among AD patients in Saudi Arabia. Future studies should
evaluate the reasons behind the delayed diagnosis of pediatric
AD in Saudi Arabia and primary care physicians’ pre-
paredness to deal with AD patients [80, 81].

4.4. Impact of AD on Caregivers. #e experts agreed that
caring for children with AD is time-consuming, and can
impact personal relationships, reduce psychosocial func-
tioning, cause sleep impairment, and absence from work
among families of affectedpatients.Aprevious cross-sectional
study reported that caregivers of children with AD had sleep
impairment, exhaustion, and social isolation [82]. Similar
results were reported by another study where pediatric nurses
acknowledged sleep disturbance in parents of affected
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children with AD which negatively affected the whole family
[83]. #erefore, early intervention and psychotherapy are
recommended to address these QoL impairments in AD.

Physicians need to specifically ask about QoL impair-
ments to fully understand the toll that AD takes on patients
and their families. Family QoL instruments, such as the
shortened 10-question Dermatitis Family Impact Ques-
tionnaire, can be used to evaluate these effects when available
[84]. A cross-sectional study by Shobaili was conducted in
Qassim Region of Saudi Arabia from April to July 2009,
including 47 children with AD. #e parents of children with
AD were interviewed via a validated “Dermatitis Family
Impact Questionnaire.” Fifteen participants (3.4%) had
normal QoL, 104 (23.3%) were mildly affected, 297 (66.4%)
were moderately affected, while 31 (6.9%) reported severe
impairment in their quality of life. Sleep, monthly expen-
diture, and food preparation were the highest affected ac-
tivities. In addition, QoL disturbance was significantly
associated with the increasing severity of the disease [85].

In the multidisciplinary approach regarding severe pa-
tients, psychiatrists may be involved to provide therapy and
education on parenting strategies to help caregivers. Also,
nonprofitable organizations and dermatological societies can
play a role in providing psychological support and education to
help caregivers. #e ideal model of intervention integrates
different theoretical and operational models, with the partic-
ipation of a multidisciplinary team composed of the specialist
physician (pediatrician, allergist, and dermatologist), the psy-
chologist/psychotherapist, and other professionals, such as
nurses [56, 86].#e specialist works as the expert in therapeutic
education and first conducts a psychologically supportive
educational interview, including evaluation of symptoms, such
as itching and sleep disturbance, by quantitative tools, such as
the Patient-Oriented SCORAD [87] and a Visual Analogue
Scale of Pruritus and approaches for handling itching and sleep
impairment [88, 89]. #e clinical assessment includes some
psycho-diagnostic testing for parents and patients older than 4
years, which helps identify the most useful psychotherapeutic

intervention. Psychotherapeutic intervention, provided by
a professional expert, supports the patient and family in coping
with the emotional pain associated with the disease, improves
the stability of their existential and social life, and ultimately
improves adherence to treatment [56].

4.5. Patient Journey and Criteria for Early Referral. #e ex-
perts agreed that a large proportion of AD patients in Saudi
Arabia are managed directly by primary care physicians and
pediatricians. #us, knowledge of management guidelines,
appropriate use of laboratory testing, and proper specialist
referrals are crucial for primary care and pediatric physicians.
#e experts agreed that the percentage of misdiagnoses is
approximately 10%. Also, there is a delay in the diagnosis of
AD due to several factors, such as insufficient knowledge
among general practitioners and lack of MiTime available for
using assessment scores. #e experts stated that the average
duration for delayed diagnosis is around 4–6 months.
However, if it is severe eczema, patients are referred in 2 or 3
weeks. In mild patients, they are usually treated with topical
steroids which are available at the dispensary level.

In Saudi Arabia, only a small portion of moderate-to-
severe AD patients are referred early to dermatology clinics.
#ere is limited practical knowledge among healthcare pro-
viders and general practitioners about the early referral of
severe pediatric AD patients [90]. An experienced derma-
tologist should be involved in the proper diagnosis and
treatment of severe patients with AD and those who are re-
sistant to standard treatment, as other skin disorders such as
some genodermatoses, scabies, psoriasis, and cutaneous Tcell
lymphoma may be considered for differential diagnosis [91].
Specific attention should be given to children with severe AD
as they are more likely to persist into adulthood [92, 93].

A guideline for general practitioners for referral criteria
and timeline is required to ease the process of referral.
General practitioners are encouraged to refer children with
AD who have a family history of atopy, and upon the
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presence of the following conditions: severe atopic eczema
that has not responded to optimal topical therapy, failure of
bacterially infected ectopic eczema, uncertain diagnosis,
suspected contact allergic dermatitis, and serious social or
psychological problems caused by AD [94–96] (Figure 3).
#e experts agree that pediatricians should urgently refer
AD patients if eczema herpeticum is suspected. Eczema
herpeticum is an emergency in dermatology, mainly in
children aged less than 2 years, that requires urgent referral
to a proper pediatric institution for review andmanagement.
Eczema herpeticum can cause severe sequelae, including eye
or meningeal involvement leading to scarring [97].

#e referral system somehow varies among different
hospitals of the Ministry of Health. #e electronic referral
system proved to be of great help. Fortunately, Saudi Arabia
has an easy and quick referral system for dermatologists
[98, 99]. Hurdles of pediatric AD patient journey in Saudi
Arabia are shown in Figure 4.

5. Conclusion

Pediatricians and dermatologists commonly encounter AD;
however, it is still under-recognized in its early stage in Saudi
Arabia. #e use of available disease severity scales and QoL
scale is limited in routine Saudi practice, owing to their
complexity and time-consuming nature. #e present con-
sensus combined the best available evidence and clinical
experience to optimize the diagnosis and management of
AD in Saudi Arabia. #e experts developed several state-
ments to aid primary care physicians, dermatologists,

pediatricians, and family physicians in diagnosing and
managing AD presenting to primary and advanced
healthcare settings in Saudi Arabia. #e treatment of pe-
diatric AD should be based on shared decision-making
between the parents/caregivers and different specialties.
Proper assessment of severity and treatment with emollients
should be recommended. Multidisciplinary collaboration is
needed to develop a national guideline covering all stake-
holders to share their ideas and suggestions.
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