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ABSTRACT

Background: In 2006, the Korean Atopic Dermatitis Association (KADA) working group released 
the diagnostic criteria for Korean atopic dermatitis (AD). Recently, more simplified, and prac-
tical AD diagnostic criteria have been proposed.
Objective: Based on updated criteria and experience, we studied to develop and share a con-
sensus on diagnostic criteria for AD in Koreans.
Materials and Methods: For the diagnostic criteria, a questionnaire was constructed by search-
ing the English-language literature in MEDLINE and the Cochrane Database of Systematic 
Reviews. A modified Delphi method composed of 3 rounds of email questionnaires was adopted 
for the consensus process. Fifty-four KADA council members participated in the 3 rounds of 
votes and expert consensus recommendations were established.
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INTRODUCTION

Atopic dermatitis (AD) is a chronic inflammatory skin disorder 
characterized by intense itching and recurrent eczema1. Different 
prevalence rates have been reported worldwide as the diagnosis 
of AD is based on a heterogeneous clinical presentation which 
varies with age and race2. There have been various diagnostic cri-
teria such as Hanifin-Rajka (HR) criteria, the earliest and highly 
renowned criteria, International Study of Asthma and Allergies in 
Childhood (ISAAC) criteria, and United Kingdom (UK) Working 
Party criteria which is a modified criteria suitable for epidemio-
logic studies3-6. Based on these criteria, consensus and guidelines 
used in diagnosing AD in clinical practice have been reported by 
various groups of AD and allergy specialists worldwide so far.

Recently more streamlined diagnostic criteria for AD have 
been suggested by some expert groups from various countries that 
take into account the practice. For example, American Academy 
of Dermatology (AAD) working group has provided guidelines for 
diagnosis and management7. The Diagnostic guideline is orga-
nized into four categories of essential features, important features, 
associated features, and exclusionary conditions. According to 
the criteria, a diagnosis of AD requires essential features such as 
pruritus, eczema with typical morphology, and age-specific pat-
tern, along with a history of chronic or relapsing course. An expert 
working group from Japanese Dermatological Association (JDA) 
has also suggested diagnostic criteria for AD, including pruritus, 
typical morphology, and distribution with chronic or chronically 
relapsing course8. The final diagnosis of AD requires the presence 
of all three features as above. Features and items that are consid-
ered minor criteria are not essential for the diagnosis of AD, but 
they are relevant findings that may help aid the diagnosis of AD.

The diagnostic criteria for Korean AD has been developed in 
2006 by Atopic Dermatitis Research Group (ADRG) of Korean 
Atopic Dermatitis Association (KADA) composed of four major 
features and thirteen minor features that represent characteristic 
morphology of Korean patients with AD based on HR criteria9. 
Diagnosis of AD requires at least 2 of the 4 major features and 4 
of the 13 minor features. However, the association of each minor 

feature with AD has not yet been clarified and the prevalence varies 
depending on the study populations and the criteria referenced. In 
addition, the global trend toward more concise and practical diag-
nostic criteria for AD as mentioned earlier has created an unmet 
demand for attempts to rationalize current diagnostic criteria of 
Korean AD patients. In this context, KADA has developed updated 
diagnostic criteria for AD.

MATERIALS AND METHODS

A six-member task force formed to develop Korean diagnostic 
guideline for AD conducted a systematic review of the literature. 
The literature review identified items that needed to be revised 
or newly added to the diagnostic criteria for AD developed by the 
Korean ADRG in 2006. The task force team members organized 
the guideline development process and established new items for 
diagnostic criteria and diagnostic aids. Fifty-four council members 
from KADA participated in this study as panelists and provided 
input on the new diagnostic guideline.

Literature review
MEDLINE, from 1990 to July 2022, and Cochrane Database of 
Systematic Reviews, from 2000 to July 2022, were searched for 
English-language literature to identify evidence of best practices to 
develop clinical guidelines10. The search strategy combined titles 
and keywords, including “atopic eczema” or “atopic dermatitis” 
and “screening” or “evaluation” or “diagnosis.” Diagnostic criteria 
were selected as the questionnaire domains.

Consensus process
A modified Delphi method comprising three rounds of email 
questionnaires was adopted for the consensus process. In round 
1, panelists were asked to provide their opinions on the need to 
streamline current Korean diagnostic criteria for AD. In round 2, 
panelists were asked to provide their opinions on whether they 
agreed that the following each item should be in the diagnostic 
criteria: 1) pruritus, 2) eczema with age-specific pattern, 3) chronic 
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Results: Diagnostic criteria for AD include pruritus, eczema with age-specific pattern, and chronic or 
relapsing history. Diagnostic aids for AD encompass xerosis, immunoglobulin E reactivity, hand–foot 
eczema, periorbital changes, periauricular changes, perioral changes, nipple eczema, perifollicular accen-
tuation, and personal or family history of atopy.
Conclusion: This study streamlined and updated the diagnostic criteria for AD in Korea, making them 
more practicable for use in real-world clinical field.

Keywords: Atopic dermatitis; Dermatitis; Diagnosis; Guideline; Korea



or relapsing history11, 4) symmetric distribution, and 5) family 
or personal history of atopy. In round 3, the panel was asked to 
give their opinions on whether they agreed or disagreed with the 
inclusion of minor features in the existing Korean diagnostic cri-
teria for AD, as well as features suggested by the HR criteria or 
other criteria, as diagnostic aids. The items required for panelists 
to answer were as follows: 1) xerosis, 2) immunoglobulin (Ig) E 
reactivity, 3) atypical vascular response, 4) hand–foot eczema, 5) 
scalp eczema, 6) periorbital changes, 7) periauricular changes, 8) 
perioral changes, 9) nipple eczema, 10) pityriasis alba, 11) perifol-
licular accentuation, 12) keratosis pilaris, 13) hyperlinear palms, 
14) ichthyosis, 15) itch when sweating, 16) tendency toward cuta-
neous infection, 17) early-age onset, 18) anterior neck folds, 19) 
intolerance to wool and lipid solvents, 20) food intolerance, 21) 
course influenced by environmental or emotional factors, and 
22) lichen amyloidosis. The panelists were asked to provide their 
opinion for each item above as 1) “agree” or “disagree” and 2) free 
comments. The consensus was defined as ≥70% of participants 
agreeing with a survey statement. An item agreed upon by ≥50% 
and <70% of participants was further discussed in the following 
meeting organized by KADA’s task force team members. An item 
that did not meet 70% of participants agreeing was classified as 
“consensus-out” and excluded from the updated diagnostic cri-
teria of AD in Korean.

RESULTS

Of the 54 panel members, 45 participated in the first round of 
the survey (83% response rate), and 43 (95.6%) agreed that the 
current diagnostic criteria of AD by the KADA ADRG should be 
streamlined and revised in a concise and more practical manner. 
The level of agreement with each diagnostic criterion suggested in 
rounds 2 and 3 is presented in Table 1. The final KADA consensus 
on the diagnostic criteria of AD is shown in Table 2.

DISCUSSION

Diagnostic criteria
1) Pruritus
Most patients with AD suffer from itching. Itchiness is regarded 
as the foremost symptom in patients with AD and is included in 
nearly all well-known diagnostic criteria sets, such as the HR cri-
teria, UK working group criteria, AAD criteria, and JDA criteria12. 
In a study investigating practice parameters of AD conducted by a 
joint task force of the American Academy of Allergy, Asthma, and 
Immunology and the American College of Allergy, Asthma, and 
Immunology, pruritus, scratching, and chronic, relapsing, or both 

eczematous lesions are major hallmarks of AD13. In a retrospective 
single-center study that included 5,000 Korean patients with AD, 
pruritus was the characteristic symptom observed in every patient 
with AD14. Pruritus is often described as the most troublesome 
symptom of AD, and atopic itch is one of the main factors that 
lowers the quality of life of patients with AD worldwide11,15. In a 
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Table 1. The level of agreement on each item of the diagnostic criteria of AD
Diagnostic criteria (all 3 below are required for diagnosis of AD) Agreement 

(%)
1. Pruritus 94
2. Eczema with age-specific pattern 88

i. Face, neck and extensor involvement in infants
ii. Current or previous flexural lesions in any age group

3. Chronic or relapsing history 96
Diagnostic aids
1. Xerosis 100
2. Immunoglobulin E reactivity 90
3. Atypical vascular response 41
4. Hand–foot eczema 93
5. Scalp eczema 46
6. Periorbital changes 90
7. Periauricular changes 85
8. Perioral changes 78
9. Nipple eczema 90
10. Pityriasis alba 61
11. Perifollicular accentuation 85
12. Keratosis pilaris 63
13. Hyperlinear palms 51
14. Ichthyosis 37
15. Itch when sweating 34
16. Tendency toward cutaneous infection 22
17. Early-age onset 10
18. Anterior neck folds 17
19. Intolerance to wool and lipid solvents 5
20. Food intolerance 20
21. Course influenced by environmental or emotional factors 17
22. Lichen amyloidosis 37
23. Family or personal history of atopy 82
AD: atopic dermatitis.

Table 2. KADA consensus on diagnostic criteria of atopic dermatitis
Diagnostic criteria (all 3 below are required for diagnosis of AD)
1. Pruritus
2. Eczema with age-specific pattern

i. Face, neck and extensor involvement in infants
ii. Current or previous flexural lesions in any age group

3. Chronic or relapsing history
Diagnostic aids
1. Xerosis
2. Immunoglobulin E reactivity
3. Hand–foot eczema
4. Periorbital changes
5. Periauricular changes
6. Perioral changes
7. Nipple eczema
8. Perifollicular accentuation
9. Family or personal history of atopy
KADA: Korean Atopic Dermatitis Association, AD: atopic dermatitis.



study from Turkey that assessed sensitivity and specificity as well 
as positive/negative predictive value (PPV/NPV) for both the HR 
criteria and UK working group criteria, pruritus was highly sen-
sitive for diagnosing AD. The sensitivity of “pruritus” in the HR 
criteria was 97%, its specificity was 34%, the PPV was 77%, and 
the NPV was 82%. Separately, the sensitivity of “itchy skin” in the 
UK criteria was 97%, its specificity was 36%, the PPV was 77%, 
and the NPV was 82%16.

2) Eczema with age-specific pattern
Clinical features of AD vary in appearance, complicating diagno-
sis for some patients. However, AD has characteristic patterns of 
distribution, which differ according to age13,17.

As per the HR criteria, the typical morphology and distribu-
tion of AD include facial and extensor involvement in infants and 
children, as well as flexural lichenification or linearity in adults. 
Akan et al.16 reported that the sensitivity, specificity, PPV, and NPV 
for typical morphology and distribution in the HR criteria were 
99%, 51%, 82%, and 94%, respectively.

In infants, AD typically manifests as acute eczema, presenting 
as diffuse erythematous patches and oozing papulovesicles, start-
ing from the cheeks and spreading across the face. The extensor 
surfaces of extremities are frequently affected, while the diaper 
area is typically spared18,19. In childhood AD, skin lesions com-
monly appear on the flexor surfaces of extremities, such as the 
antecubital and popliteal fossae17,18. Oozing and crusting become 
less common, and visibly dry skin may start to appear in this age 
group. In the AAD criteria, facial, neck, and extensor lesions are 
prevalent among infants and children with AD, while flexural 
lesions typically spare the groin and axillary regions across all age 
groups7. According to the JDA criteria, lesions in infantile AD are 
documented on the scalp and face, frequently spreading to the 
trunk and limbs. In the childhood phase, the neck and flexural 
surfaces of the arms and legs are commonly affected8.

In adults, the morphology and distribution of AD appear much 
more diverse according to various factors including disease dura-
tion, disease activity, and accessibility to scratching. Head, neck, 
hands, and feet as well as flexural area are considered to be greater 
predilection sites of involvement despite of heterogenous clinical 
presentation of adult AD. Lichenification is commonly presented 
in this age group. In addition, nipple eczema as well as chronic 
hand–foot eczema may appear as common manifestations in 
adults with a history of AD13,20. In the JDA criteria, AD lesions 
in adolescents and adults typically exhibit greater severity on the 
upper half of the body, such as the face, neck and trunk. In addi-
tion, symmetry is mentioned as one of the important features in 
adult AD in some studies8,20,21.

Therefore, patients with AD have eczema with age-specific 
morphology and distribution defined as face, neck, and extensor 

involvement in infants and current or previous flexural lesions in 
any age group. Additional research is required to elucidate the fea-
tures of adult AD and atypical presentations of AD in any age group 
which are not consistent with the characteristics mentioned above.

3) Chronic or relapsing history
In many previous investigations, AD has been defined as chronic 
inflammatory skin disorder which usually follows relapsing 
course7,8. Patients with AD commonly suffer from exacerbation and 
remission of AD coming and going over time. In HR criteria, chronic 
or chronically relapsing dermatitis has been included as major fea-
tures. A sensitivity >90% concerning chronic or relapsing dermatitis 
for the diagnostic criteria of AD has been documented in previous 
investigations16,22. Although “chronic or relapsing history” has not 
been included in the diagnostic criteria for Korean AD developed by 
ADRG of KADA 2006, Kim et al.23 reported that “chronic or relaps-
ing history” showed 83% of sensitivity and 97% of specificity for 
the diagnosis of Korean AD. Meanwhile, in childhood AD, disease 
remission was observed in approximately 75% of patients before 
adolescence, while adult AD was observed later in the remaining 
25%24. Other investigations suggested that chronic persisting course 
since early childhood has been observed in 30%–60% of patients 
with AD25,26. Further study is needed for the consensus in terms of 
chronicity which may refer to AD persistent over 6 months whereas 
2 months in infant AD8,11. Based on the above, KADA suggests that 
chronic or relapsing history as the diagnostic criteria of AD.

Diagnostic aids
1) Xerosis
Dry skin is one of the most commonly observed skin manifesta-
tions in AD patients across regions and age groups27. Impaired 
skin barrier function, one of the main pathomechanisms of AD, 
might have a significant impact on xerosis. Filaggrin deficiency 
and a reduced level of natural moisturizing factor associated with 
type 2 inflammation were demonstrated to be associated with 
xerosis in patients with AD28. Since its initial inclusion as a minor 
feature in the HR diagnostic criteria in 1980, xerosis has been 
mentioned as a clinical feature in almost every national diagnostic 
criteria set published to date. The diagnostic criteria for Korean 
AD established by the KADA ADRG included xerosis as one of the 
minor criteria9, and analysis of clinical presentations of Korean AD 
patients by Chu et al.14 revealed that 87% of patients had xerosis. A 
study of Korean school-age and adolescent AD patients reported 
that xerosis was more frequently observed in the infancy-onset 
group compared to the preschool- and childhood-onset groups29. 
Dry skin as one of the diagnostic features of AD can be similarly 
emphasized in elderly patients. A questionnaire-based study 
conducted in the United States reported a sensitivity of 81.5%, 
specificity of 46.9%, PPV of 33.9, and NPV of 88.4% for dry skin in 
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patients with AD30. While AD may present other features with age, 
dryness is a classic symptom associated with skin barrier dysfunc-
tion at any age. In this context, dryness is a key diagnostic aid31.

2) IgE reactivity
The HR criteria, which were developed in the 1980s, included 
the requirement for both elevated IgE level and positive skin test 
results as minor criteria for AD diagnosis3. Hanifin and Rajka3 
reported that 80% of AD patients manifest type I hypersensitivity. 
However, the presence of a positive skin prick test does not nec-
essarily indicate the presence of AD, as it can also be positive in 
individuals without AD. Currently, type 1 hypersensitivity test have 
been replaced by the serum IgE test for specific antigens because 
the skin prick test is not only an invasive, time-consuming, and 
possible provocation of allergic reactions, but also requires infra-
structure and expertise to complete. The clinical classification of 
patients with AD based on the presence of high positive results of 
specific IgE antibodies to aeroallergens demonstrates a sensitiv-
ity and specificity of 62.6% and 79.1%, respectively. The PPV and 
NPV for this classification are 61.0% and 80.0%, respectively32.

The laboratory finding most frequently linked to AD is an 
increased total and/or allergen-specific serum IgE level33. How-
ever, it is important to note that this feature is not always present 
in affected individuals, with approximately 20% of AD patients 
having normal IgE level lower than the total serum of 100 IU/mL33. 
The reference range of “high” serum IgE is not clearly defined, and 
this varies with age and ethnicity34. In some cases, individuals may 
develop elevated IgE level later in the disease course, and recent 
research has suggested that elevated IgE might be a secondary 
outcome related to skin barrier defects and epicutaneous sensi-
tization33. The total IgE level may vary depending on the severity 
of the disease, yet it’s not consistently reliable. Severe AD patients 
have normal level, and elevated IgE level can also occur in various 
nonatopic conditions, including parasitic infections, some cancers, 
and autoimmune diseases7. Therefore, some studies have acknowl-
edged that serum IgE level is often elevated but rarely helpful in 
diagnosis of AD35,36. Furthermore, elevated allergen specific IgE 
level is not specific to AD since it also can be found in a signifi-
cant portion of the general population37. Some patients may exhibit 
immediate hypersensitivity reactions, while others may not.

At present, a reliable biomarker for differentiating AD 
from other conditions is lacking. Nevertheless, IgE reactiv-
ity is commonly correlated with AD in laboratory assessments 
and is employed as a diagnostic aids in clinical studies for the 
condition17,38-40.

3) Hand–foot eczema
While there is no direct association between AD and hand–foot 
eczema, AD patients may be more prone to develop hand–foot 

eczema than those without AD. This may be because AD often 
involves dry and sensitive skin, which can make the hands and feet 
more susceptible to irritants and allergens that can trigger hand–
foot eczema. There appears to be a correlation between AD and 
hand–foot eczema, with some studies suggest that people with AD 
are more likely to have hand-foot eczema compared to those with-
out AD16,41. According to a meta-analysis study, AD is linked with a 
higher occurrence of hand eczema, with odds ratio (95% confidence 
interval) of 2.35 (1.47–3.76) for point prevalence, 4.29 (3.13–5.88) for 
1-year prevalence, and 4.06 (2.72–6.06) for lifetime prevalence42. 
The HR criteria for AD include a “tendency toward non-specific 
hand and foot dermatitis” as a minor criterion, which further 
supports this association3. In studies conducted on Korean popula-
tions, the frequency of hand–foot eczema in individuals with AD has 
been reported to vary between approximately 20%–40%, although 
there may be differences depending on the study43,44. Although there 
appears to be a correlation between AD and hand–foot eczema, the 
exact nature of this association and the relative importance of this 
criterion in diagnosing AD require further research.

4) Periorbital changes
In the HR criteria, minor features involve Dennie–Morgan infraor-
bital fold and orbital darkening3. The Dennie–Morgan infraorbital 
fold was observed in >70% of AD patients as a single fold, but a 
double fold has also been observed in a small percentage. It was 
recently described as ocular and periorbital changes in the section 
of associated features of AAD criteria and has been cited in recent 
reports7. There was a paper published that additionally described 
eyelid involvement17. Gu et al.45 conducted a criteria validity study 
that considered all of the following: orbital dermatitis, infraorbital 
fold, periorbital pigmentation, periorbital darkening, wrinkles, 
and darkening around the eyes in the past year. In a study from 
northern India, infra-orbital darkening yielded a sensitivity of 
52.5%, specificity of 85.4%, PPV of 88.3%, and NPV of 46.1%, 
while infra-orbital folds showed a sensitivity of 90.1%, specificity 
of 68.8%, PPV of 85.9%, and NPV of 76.7%22. In a study of pediat-
ric patients with AD in Korea, a hospital-based questionnaire of 
eye eczema revealed a sensitivity of 48.8%, specificity of 78.7%, 
PPV of 88.2%, and NPV of 32.2%46. Dennie-Morgan orbital folds 
demonstrate a higher prevalence in pediatric populations when 
compared to adults. Conversely, additional orbital conditions like 
orbital darkening, anterior subcapsular cataract, recurrent con-
junctivitis, and keratoconus are less frequently observed in both 
pediatric and adult demographics47. Periorbital eczema and hyper-
pigmentation were observed in 47%–52% of patients with AD in 
Korea14,48. For a more comprehensive and unified terminology, we 
suggest periorbital changes as diagnostic aids.

Meanwhile, recurrent conjunctivitis, keratoconus, and anterior 
subcapsular cataracts have been described as minor features of 
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ophthalmic complications in the HR criteria3. In addition, allergic 
rhinitis/rhinoconjunctivitis is described as part of the assessment 
for clinical associations of AD in the AAD criteria7.

5) Periauricular changes
The associated features of the AAD criteria include periauricu-
lar lesions, which are not included in the HR criteria3,7. Earlobe 
rhagades, which are fissures located at the base of the earlobes, 
retro-auricular fissuring, or affected localization (ears) have been 
described as symptoms of AD35,49. There have been few statistical 
studies on the findings of periauricular changes, although Chen 
et al.30 confirmed a rash on the head and neck to have a sensitivity 
of 44.4%, specificity of 91.4%, PPV of 63.2%, and NPV of 83.2%. 
Periauricular eczema has been observed in 26%–56% of patients 
with AD14,43,50. For more comprehensive and unified terminology, 
we suggest using periauricular changes as diagnostic aids.

6) Perioral changes
Cheilitis, which refers to inflammation of the lips, is frequently 
observed in AD patients and is considered one of the minor cri-
teria in the HR criteria3. Cheilitis can lead to notable discomfort 
and hinder daily activities, including eating, speaking, and smil-
ing. Studies have shown that cheilitis occurs in up to 40% of 
patients with AD and may be more common in those with severe 
disease48,51. While some studies have found no notable variances 
in the prevalence of cheilitis among patients with AD, others have 
reported it as a finding with high specificity but low sensitivity for 
AD diagnosis16,22,52. In studies conducted on Korean AD patients, 
there were conflicting results regarding the association between 
AD and cheilitis48,53. The frequency of cheilitis reported in Korea 
varies widely, ranging from <10% to 72%53,54. In this study, cheilitis 
was included in the diagnostic aids, but it is suggested to instead 
use the more inclusive term “perioral change.”

7) Nipple eczema
Several studies have reported an association between AD and nip-
ple eczema. The prevalence of nipple eczema in AD patients varies 
widely among studies, with some reporting rates as high as 12%–
23%43,55. However, certain studies have reported conflicting results, 
and the exact relationship between the two conditions remains to be 
determined16,22. Studies conducted in Korea have provided varying 
results regarding the correlation between AD and nipple eczema, 
with some reporting a significant difference and others reporting 
no difference48,53. The reported frequency of nipple eczema in Korea 
ranges from <10% to 20.7%23,48,53. Further studies are needed to bet-
ter understand the connection between AD and nipple eczema.

8) Perifollicular accentuation
The HR criteria include perifollicular accentuation in the associated 

features of AAD3,7. Dutta et al.52 noted that perifollicular accentu-
ation, unlike keratosis pilaris, is accompanied by itching, occurs 
mainly on the trunk, and shows similar prevalence rates in children 
and adults. Lahouel et al.56 found that perifollicular accentuation 
was notably more prevalent in patients with AD compared to nor-
mal controls. De et al.22 reported a sensitivity of 41.6%, specificity 
of 85.4%, PPV of 85.7%, and NPV of 41%. In Korea, perifollicular 
accentuation is prevalent in 57%–72% of patients diagnosed with 
AD. According to existing reports, perifollicular accentuation is fre-
quently noted in Koreans with AD and tends to be more pronounced 
in individuals with darker skin48,54. Therefore, perifollicular accen-
tuation is included as one of the diagnostic aids for AD.

9) Personal or family history of atopy
AD patients may present with a personal and/or family history of 
atopy, including asthma, allergic rhinitis, and AD. These patients 
are suspected to have a predisposition to IgE-mediated allergy8. 
Based on a literature review, a personal or family history of atopy is 
a key factor for AD diagnosis. This observation has been noted in a 
substantial portion of AD patients across numerous prior studies. 
The percentages of AD patients with personal and/or family histo-
ries of atopy have been reported to be 43%–85% and 30%–78% in 
previous studies, respectively29,50,57,58. Chu et al.14 determined that 
63% of the patients with AD in a single tertiary hospital in Korea 
had an personal or family history of atopy. Another Korean study 
reported personal and family histories of atopy in 35% and 44% of 
patients with AD, respectively59. In particular, a significant asso-
ciation has been observed between a personal or family history 
of atopy and childhood or early-onset AD60,61. However, because 
patients with AD exhibit diverse phenotypes, allergy presence is 
not consistently obligatory for AD diagnosis. Additionally, the sen-
sitivity and specificity of a personal or family history of atopy as 
a diagnostic criterion for AD vary across studies22,56. Therefore, 
inclusion of a history of atopy, either personal or familial, is sug-
gested as diagnostic aids.

Criteria excluded from minor features of previous 
diagnostic criteria for Korean AD
1) Atypical vascular response
Atypical vascular responses are characterized by abnormal or 
unusual reactions of blood vessels in the skin, such as facial pal-
lor, white dermographism, and delayed blanch response. These 
responses have been defined as features associated with AD by the 
AAD7. While most clinical studies have considered white dermog-
raphism as a minor criterion for diagnosing AD, several Indian 
studies have found that Indian AD patients do not exhibit white 
dermographism52,62-64. An atypical vascular response is also not 
included in the Japanese diagnostic criteria for AD8. These indicate 
the possibility of ethnic differences in atypical vascular responses.
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2) Pityriasis alba
Pityriasis alba mainly affects children and appears as pink/pale 
scaly patches27,65. Patients with a history of AD experience greater 
rates of pityriasis alba compared to the general population66. In 
studies of Korean patients with AD, the prevalence of pityriasis 
alba varied widely, ranging from 2.9%–64.6%53,59,67,68.

3) Keratosis pilaris
Keratosis pilaris is a frequently encountered follicular condition 
in children, and its prevalence varies widely, ranging from 0.75%–
34.4%69. People who have skin scaling and dryness, whether or not 
they have been diagnosed with ichthyosis vulgaris or AD, are more 
likely to have keratosis pilaris70. The presence of keratosis pilaris 
has been found to be linked to mutations in filaggrin, particularly 
the R501X and 2282del471. In one study, keratosis pilaris showed a 
sensitivity of 21.8%, specificity of 97.9%, PPV of 95.7%, and NPV 
of 37.3%22. In a Korean study, this finding was observed in 35.4% 
of AD patients and 22% of non-AD patients. In line with this, the 
study authors suggest it as a non-specific finding43. Therefore, we 
propose to distinguish and include perifollicular accentuation and 
keratosis pilaris as diagnostic aids. Finally, keratosis pilaris as well 
as pityriasis alba, which had agreement rates between 50%–70%, 
were the final exclusions from the diagnostic aids category.

4) Hyperlinear palms
Palmar hyperlinearity is characterized by the presence of more than 
five prominent lines, each longer than 1 cm, extending across the 
palm in patients52. Hyperlinear palms were observed in some cases of 
AD and have been associated with filaggrin gene mutations. The find-
ing is regarded as a non-specific feature in the diagnosis of AD13,72,73.

5) Itch when sweating
Sweating has been described as a risk factor that may aggravate 
atopic itching and overall AD symptoms44,74. Results of studies 
on the connection between “itching when sweating” and AD are 
heterogeneous14,46,55,56.

6) Tendency toward cutaneous infection
It is well known that patients with AD are prone to developing cuta-
neous infections such as Staphylococcus aureus, herpes simplex, and 
Malassezia furfur18. Proinflammatory cytokines associated with type 
2 inflammation, barrier dysfunction, and decreased antimicrobial 
defense in patients with AD may elevate the likelihood of developing 
cutaneous infections42. Cutaneous infection has been described as 
a complication rather than a diagnostic criterion of AD75,76.

7) Scalp scales
Scalp scales have been mentioned as a more common finding in 
Asians and have been reported mainly in association with young 

children27,76,77. However, the “scalp scale” item did not show a sig-
nificant difference in frequency between children diagnosed with 
AD and those without, indicating a potential lack of significance in 
AD in Koreans23. The scalp scale is not included in the HR criteria 
for AD, nor is it included in the AAD diagnostic criteria.

Differential diagnosis
The diagnosis of AD relies on criteria that include the various clin-
ical aspects mentioned in the previous parts, but often requires 
differentiation from other skin conditions or disorders. Other 
eczematous dermatoses, such as irritant/allergic contact derma-
titis, seborrheic dermatitis, xerotic eczema, and psoriasiform 
dermatoses should be prioritized for differentiation. However, 
before diagnosing AD, it is often necessary to rule out certain 
infectious skin conditions like scabies. In addition, in rare cases 
that do not respond well to appropriate treatment, a skin biopsy 
might be required to rule out early-stage cutaneous T cell lym-
phoma from the diagnosis, and blood tests to differentiate some 
connective tissue diseases may also be helpful. Although less com-
mon, some immunodeficiency disorders, nutritional deficiencies, 
and metabolic syndromes may need to be evaluated in neonates 
and infants with a clinical presentation of eczematous rashes that 
mimic the clinical presentation of AD.

Since clinical features of AD are heterogenous according to the 
various factors such as genetic predisposition, ethnicity, and age, 
the diagnosis of AD based on clinical presentation is still challeng-
ing. Population based large scale studies should be performed in 
the future to propose and validate more advanced diagnostic cri-
teria with higher levels of evidence Nevertheless, this study has 
strengths in that it updates the diagnostic criteria for Korean AD 
and streamlines them for practical application.
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