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SUMMARY We have reviewed the progress of
40 children with severe eczema associated with food
intolerance. Even with highly motivated parents and
patients the emotional and financial burdens resulted
in many finding the diets impossible to maintain.
Three of 14 children (21 %) under 3 years of age, and
12 of 26 children (46%) over 3 years gave up diets,
with a subsequent relapse of their eczema.

Conventional medical opinion is slow to accept a
new approach to the management of common
disorders but once accepted this is often applied
uncritically. Hypoallergenic diets are now frequently
used to treat childhood eczema and we review the
results of this treatment in children with severe
eczema, in whom food intolerance had been estab-
lished as an important cause of their problems.

Patients

Forty children with severe eczema were studied.
This group comprised all the patients who had
presented to this clinic over a 2 year period, and had
completed a diagnostic schedule of hypoallergenic
diets with the result that their eczema had improved
considerably. At presentation, they had severe
eczema which had not responded well to conventional
treatment, including simple environmental changes,
topical steroids, and oral antihistamines. Their
attendance had usually been at the instigation of their
parents and thus at the outset most parents were
highly motivated to use a new approach to investiga-
tion and treatment. There were 21 boys and 19 girls
aged from 4 months to 13 years. The age of onset of
the eczema ranged from less than 1 week to 10 years,
but 36 of the children had had problems before age 2.
Other probable manifestations of atopy included
asthma in 23, rhinitis in 10, gastrointestinal
symptoms in 3, and angio-oedema in 3. Ten children
had no other manifestations. Prick skin tests to
common allergens gave immediate positive responses
in all but 6 patients. In 6 children, this was to foods
only, in 10 to inhalant allergens only, and in 18 to
both inhalants and foods.

Methods

Staged diagnostic hypoallergenic diets were intro-
duced after a full clinical assessment. When obvious
food allergens had been identified by history, skin
test, or IgE antibody measurements these were
excluded in addition to those indicated in the
standard diets (Table 1). Each diet was maintained
for 2 weeks. If there was a dramatic improvement in
the eczema, the forbidden foods were reintroduced
singly at 1 week intervals to determine which
produced an exacerbation. If the diet did not
produce an improvement in 2 weeks the next stage
of dietary restriction was introduced until an
improvement was achieved. Thus it was possible for
the family to draw up a shortlist of probable
offending foods. Each child was then rechallenged
with each of the foods on the shortlist to determine
that there was a reproducible reaction. This was
sometimes done on a double blind basis in hospital,
but for most patients admission was not considered
necessary. All 40 children ultimately improved using
this schedule, and with dietetic supervision they were
established on a stable and nutritionally sound diet.

Results

On the diets listed in Table 1, 7 patients improved on

Table 1 Diagnostic procedure for the identification
ofsuspectedfood allergy or intolerance
Stage I Stage 2 Stage 3 Stage 4

Avoid: Dairy Hypoallergenic Hypoallergenic Hospital
products diet 1 diet 2 admission
Egg Avoid: Dairy Foods allowed: Vivonex

products Lamb or (unflavoured)
Egg Rabbit or glucose
Chicken Cabbage and electrolytes
Game Carrots + distilled
Pork Celery water + sago
Offal Lettuce
Fish Fresh rhubarb
Shellfish Sugar
Fruit (except Treacle
rhubarb and Syrup
banana) Salt
Vegetables Sago
(except those Tomor margarine
listed in section 3) Water
Chemical Tea
additives (without milk)
Alcohol
Herbs and spices
Nuts
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Table 2 Foods producing reactions

Product No ofchildren

Dairy products 21
Egg 18
Citrus fruits 9
Colouring/preservatives 8
Nuts 8
Fish 6
Wheat 5
Tomatoes 4
Lamb 4
Chicken 4
Soya 3
Beans, marmite, rice, pork, potatoes, beef 1

stage 1; 19 on stage 2; 11 on stage 3; and only 3
required hospital admission for the most extreme
exclusion regimen. Foods which made the eczema
worse are listed in Table 2. As a few children reacted
to lamb, the meat in the stage 3 diet was changed to
rabbit half way through the study. After a minimum
of 3 months follow up 8 of 14 (57 %) children under 3
years of age maintained both the diet and the
improvement in their eczema, but over 3 years
of age only 9 of 26 (35 %) improved similarly.
One of the 2 children under 3 years of age who
relapsed while still on the diet was subsequently
shown to have developed allergy to a new food, and 3
children over 3 years of age relapsed while main-
taining the diet. Four children (3 under 3 years and
1 over 3 years) who improved and were maintained
on a diet developed asthma for the first time during
follow up. Three children (1 under 3 years and 2 over
3 years) failed to attend follow up after the diets had
been established and 15 (3 under 3 years and 12 over
3 years) gave up diets.

Discussion

It is becoming increasingly obvious to paediatricians
that food intolerance or allergy is an important cause
of eczema and this has been extensively reviewed by
Atherton.' Hill and Lynch2 used an elemental diet in
10 children with severe generalised eczema. Two
children rejected the diet the first week of the trial;
5 were maintained on the diet for varying periods and
the eczema remained under control, but the fate of
the remaining 3 is not described. The use of diets for
childhood eczema is amply justified, but the long
term results have not been fully investigated and
some patients reject diets despite the benefit.
We are still far from understanding the causes of

eczema and there are many factors apart from foods
that may exacerbate the disease, such as house dust
mites, which may cause problems by contact sen-
sitivity.3 Thus one can achieve a partial improvement

only with dietary restrictions. Furthermore,
nutritional deficiencies may also be important and
supplementation with essential fatty acids may be
more appropriate.4 Nevertheless, food intolerance is
probably more common than has been appreciated
generally, and in the absence of alternative
approaches diet may sometimes be useful.5

Great care is required in the application and
maintenance ofsuch diets, which may be nutritionally
incomplete. Furthermore, the diets may impose an
immense financial and emotional burden on children
and parents. Our results suggest that even with
highly motivated parents of children with severe
manifestations of food intolerance, diets will be
difficult to maintain in 20% of children under
3 years and up to 50% of children over 3 years.
Many of the patients and their parents indicated that
the diets were worse than the disease. In children
under 3 years dietary manipulation is vindicated-it
is often much easier to maintain a strict diet in
young children. Furthermore, food allergy often
subsides with age.6 7 In older children much greater
thought is required because school attendance and
greater sociability lead to enormous problems in
maintaining a strict diet. Our present practice in
older children with severe eczema is to present
details of our experience to the parents and patients
and allow them some time to consider before
embarking on dietary manipulations.
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