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Abstract: Latin America (LA) encompasses about 8.5% of the world’s population, exhibits ethnic/racial
heterogeneity and social inequality. We hereby present a 20-year literature review (2004–2023) on
epidemiology, diagnosis, clinical and laboratory features, quality of life and management of atopic
dermatitis (AD) in LA. Highest AD prevalence for children aged 6–7 years was reported in Ecuador
(22.5%) and Colombia (20.9%), for adolescents in Colombia (24.6%) and for all ages, in Brazil (20.1%).
Regions with a predominantly Black population in LA varied significantly, ranging from 4.4% in
Northern Brazil to 10.1% in Cuba, indicating genetic variation among African subgroups. Filaggrin
loss-of-function mutations showed variants seen in Europeans in 9.3% of Chilean patients and studies
in Brazil revealed impaired expression of filaggrin and claudin-1 in the skin but increased expression
in conjunctival epithelia of AD patients. The most reported AD features included erythema, pruritus,
and dry skin, with marked lichenification. Severe pruritus was reported by 54.4% of patients and a
high impact on quality of life was detected in 50% of adults with AD. In Brazilian referral hospitals,
65.6% of patients were classified as having severe AD, and 56% had one or more hospitalizations
during their lifetime, indicating a need for better disease control. Diagnosing AD is challenging due
to broad clinical features, ethnoracial variations and lack of universal diagnostic criteria. Furthermore,
lack of physician training, barriers to medication access, and socioeconomic inequalities hinder
effective disease management in LA.

Keywords: atopic dermatitis; Latin America; epidemiology; ethnic/racial; clinical features

1. Introduction

Atopic dermatitis (AD) is a chronic, relapsing inflammatory skin disease that often
presents in childhood and is estimated to affect 15–20% of children and 1–3% of adults
worldwide [1]. The pathophysiology of AD is multifactorial, and clinical characteristics
are varied. AD is associated with a high disease burden that has a profound impact on
quality of life [2,3]. Latin America (LA) encompasses about 8.5% of the world’s population
and is one of the regions with the most social inequality [4]. This inequality, combined
with diverse racial/ethnic, geographical, and social elements in the region contributes
to healthcare disparities that make understanding and treating conditions such as AD
challenging. The objective of our study is to fill this gap by applying a systematic approach
to screening the literature specifically for studies examining the epidemiology, clinical
and laboratory features, ethnic/racial variations, and therapeutic management linked
to AD in Latin America. The authors describe future directions that may help alleviate
present challenges.
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2. Materials and Methods
Review Strategy

PubMed, Embase and Google scholar databases were the databases utilized for this
review, with the search terms: (“atopic dermatitis” OR “atopic eczema”) AND (“Latin
America”). The studies were then assessed based on title and abstract for relevance to AD
and association with prevalence and ethnicities. We included English-language articles
published between 2004 to 2023. The considered relevant papers were accessed and
included in the review.

3. Results

The search terms resulted 30 articles in PubMed, 365 in Embase, and 4210 in Google
Scholar. When including the keywords (“race” OR “ethnicity”) in the main search, the
results showed only 2 publications in PubMed, 3 in Embase, and 912 in Google Scholar,
but still with subjects that did not match with the purpose of this article. We excluded all
articles that did not match the aim of this current review and accessed the relevant papers
related to the theme. Figure 1 illustrates the results of the search.
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Figure 1. Results of the web search. Graphic illustration of the web search, keywords included in the
main search and selection of articles.

3.1. Epidemiology of AD

Two large multicenter studies have provided important data on the prevalence of AD
in Latin America. The International Study of Asthma and Allergies in Childhood (ISAAC)
Phase 1 showed that the prevalence varied in different Latin American countries, ranging
from around 4% in Mexico to as high as 10.9% in Chile in 6 to 7-year-olds and 10.8% in
Paraguay in 13 to 14-year-olds [5]. Phase 3 of ISAAC was completed seven years later and
included significantly more centers than Phase 1, spanning 14 Latin American countries. For
children ages 6 to 7, the Latin American centers with the highest AD prevalence included
Quito, Ecuador (22.5%) and Barranquilla, Colombia (20.9%). For adolescents, prevalence
ranged from 2.8% in the Mexicali Valley, Mexico to 24.6% in Barranquilla, Colombia [5].
Another international, multicenter study found that Brazil had the highest prevalence of
AD in all age groups among Latin American countries (20.1%) [6]. Smaller studies have
also been conducted to examine the prevalence of AD within Latin American countries.
For example, Garcia et al. reported that in Bogota, Colombia, 42.3% of children in their
study had dermatological conditions, and 6.5% had AD [7]. Another study in Brazil found
mean AD prevalence rates of 8.2% in schoolchildren and 5.0% among adolescents [8]. A
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recent study evaluating one-year prevalence of AD in Brazil through a population-based
telephone survey, revealed that the age-adjusted prevalence of AD was 2.27% [9]. Data on
the epidemiology of adult AD in Latin America are extremely limited, with one multicenter
retrospective study in Brazil named ADAPT SA, a multicentric, non-interventional study to
describe clinical features and disease management of adult patients with atopic dermatitis
followed at tertiary hospitals [10].

Studies in the US and Europe have shown a higher AD prevalence in Black children,
but the mean prevalence in LA regions with a predominantly Black population varied
significantly, ranging from 4.4% in Northern Brazil to 10.1% in Cuba [5,11]. This supports
the notion that there is genetic variation among African subgroups. Furthermore, certain
genes involved in immune regulation and epithelial barrier function are involved in the
pathogenesis of AD in specific ethnic groups. Filaggrin loss-of-function mutations, for
example, play a key role in the development of AD in European populations [11]. The
population in some of the LA countries is predominantly of European origin. A study in
Chile showed that filaggrin variants commonly seen in European patients with AD were
observed in 9.3% of Chilean patients [12]. There was an impaired expression of filaggrin
and claudin-1 (a tight junction protein), in the skin of Brazilian patients. Interestingly, these
proteins were found to be increased in conjunctival epithelial cells of patients with AD
when compared to healthy controls, which could reflect a reactive response to AD-induced
inflammation [13]. Differences in climate, humidity, and UV exposure can also all contribute
to disease prevalence. A positive correlation between prevalence of AD and latitude was
found in ISAAC Phase 1, and ISAAC Phase 3 further showed that the prevalence and
severity of AD were higher in centers near the Equator [5,14]. The association between
latitude and the prevalence of AD symptoms has been further demonstrated in other Latin
American studies [8].

3.2. Immunological Studies in AD

One Brazilian analysis found increased expression of IL-22 in AD dermal lesions,
emphasizing a possible Th22 deviation in these patients [15]. In another study, Orfali et al.
reported increased IL-17 in both the serum and skin lesions of AD patients when compared
to controls, as well as increased IL-22-expressing CD4/CD8 T cells in AD lesions and an
impaired CD4 cytokine response after staphylococcal enterotoxin administration [16].

An ongoing pilot study from a Brazilian referral university hospital on atopic dermati-
tis in adults evaluated the clinical presentation, the expression of skin barrier proteins in
cutaneous and ocular epithelia and the in situ immunological profile of Th17 and Th22 axes.
The initial findings showed distinct patterns regarding the expression of skin barrier pro-
teins in the cutaneous and ocular epithelia of AD patients, with variations in ethnic/racial
profile (Figure 2—Unpublished data).

3.3. AD: Diagnosis and Clinical Practice Guidelines

A study in Mexico found that 42% of physicians used these criteria to achieve a di-
agnosis of AD, whereas a survey completed by AD Therapeutic Area Experts throughout
Brazil showed that 82% of AD experts use it [17,18]. However, there are other diagnostic
criteria available. Countries in Latin America such as Colombia, Argentina, and Brazil have
their own clinical practice guidelines for AD diagnosis and management [19]. Adhering
to diagnostic criteria is extremely important to objectively evaluate patients and avoid
misdiagnoses. The diagnosis of AD may be delayed in LA due to the presence of other
tropical cutaneous diseases that present with pruritus and lichenification such as scabies,
papular urticaria, and miliaria. Studies in tropical countries showed that up to 80% of
infectious dermatoses such as scabies were initially misdiagnosed as AD [20]. The use
of ancillary tests to assist in the diagnosis of AD has also been discussed. AD has been
characterized as extrinsic (IgE mediated) and intrinsic (non-allergic), and levels of IgE
may correlate with disease severity [21]. Therefore, measuring levels of this immunoglob-
ulin may be helpful when diagnosing AD. In one epidemiologic study of 80 Brazilian
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patients, the mean circulating IgE level was 18,340 UI/mL [21]. However, this must be
interpreted carefully in Latin America, for a large part of the non-allergic population may
have increased IgE levels due to the high incidence of helminth infections, which could
cause sensitization [22]. A study conducted in a poor urban area of Brazil found positive
associations between the number of helminth infections and the production of allergic
inflammatory markers including peripheral eosinophilia, increased serum IgE levels, and
helminth antigen-stimulated Th2 cytokine production [23].
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Art, provided by Servier, licensed under a Creative Commons Attribution 3.0 unported license.

3.4. Clinical Characteristics, Impact on Quality of Life, and AD Assessment

The Brazilian ADAPT study analyzed the clinical characteristics of AD and found that
most patients presented with flexural lesions in the popliteal and antecubital regions, and
lesions distributed on extensor surfaces such as the extremities and trunk [10]. At the first
visit, the main AD reported features were erythema (54.5%), pruritus (55.1%), and dry skin
(48.7%), and lesions had the characteristic lichenified or eczematous morphology [10]. In
a cohort of 1,650 Argentinian patients with AD, 40% experienced high itch intensity and
frequency, and 96% reported bleeding and suppuration [24]. A cross-sectional study in
Colombia found that disease distribution was mostly flexural and combined with either
eyelid dermatitis, hand eczema, or cheilitis, and that most patients suffered from moderate
disease when evaluated using body surface area (BSA) and eczema area and severity index
(EASI) score [25]. In a recently published abstract, results from a study evaluating the
burden of AD in Brazil, Mexico, and Argentina found that severe pruritus (Worst Pruritus
NRS > 7) was reported by 54.4% of patients and with effect on the quality of life close to
50% of the 180 evaluated patients [26].

A Brazilian study evaluated AD patients using the Beck depression inventory, the
inventory of stress symptoms for adults, and the dermatology life quality index (DLQI)
and found that 38.7% of patients had moderate to severe depressive symptoms and 22.6%
had severe depressive symptoms. Furthermore, 73.3% of patients experienced symptoms
of psychological stress, and 45.2% reported a significant QoL impairment. Pruritus was
one of the main symptoms that contributed to these findings [27]. In Argentina, one
survey-based study reported that AD impacted quality of life in 85.6% of participants [24].
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Sleep disorders are also a common comorbidity and contribute to reduced QoL, as well as
emotional and functional impairment. Latin American children with AD have higher values
on the Children’s Sleep Habits Questionnaire (CSHQ) than controls, meaning that they
experienced more sleep disorders including sleep anxiety, night awakening, parasomnias,
and daytime sleepiness. High CSHQ scores were also found to correlate with increased
disease severity [28]. Unfortunately, these psychological factors are not usually adequately
addressed in many LA countries, with only 11.8% of AD patients reporting they received
therapy or psychological support in the ADAPT study [10].

Clinical assessment of atopic dermatitis utilizes a variety of validated tools. Sanchez
et al. found that using international assessment guidelines such as SCOring Atopic Der-
matitis (SCORAD) and DLQI significantly reduced the severity of symptoms and improved
the quality of life in a cohort of Colombian AD patients [29]. Brazilian studies have shown
that 65.6% of patients were classified as having severe disease, and 56% of AD patients
had one or more hospitalizations during their lifetime, indicating a need for better disease
control [10,21]. Other Latin American studies suggest that comorbidities are linked to
increased disease severity, further highlighting the need to accurately assess the disease
burden in these patients [19].

3.5. Therapeutic Management of AD

First-line therapy in most Latin American clinical practice guidelines consists of
emollients, baths, and irritant avoidance [17,19]. Medications such as topical steroids and
topical calcineurin inhibitors (TCI) are also used as first- and second-line therapy [17,19,30].
Although topical steroids are considered to be easily accessible, efficacy and costs may vary,
and they can be associated with undesirable side effects such as cutaneous atrophy and
adrenal suppression [17]. TCIs are recommended for use in more sensitive areas such as
the face and genitals, although they are not widely used due to cost [17,30].

Phototherapy, oral corticosteroids, and systemic immunosuppressants such as metho-
trexate (MTX) and cyclosporine are used for more severe cases that do not respond to topical
therapy, but each comes with its unique set of challenges [17]. Although phototherapy is an
effective and safe method, it is not widely used for dermatitis in Latin America and is not
easily accessible for patients who live far away from phototherapy facilities [22,31]. Oral
corticosteroids are associated with significant side effects and are not meant for chronic
use, although they are often used in this manner in Latin America [22]. For example, a
study in Brazil found that corticosteroids were the most frequently used systemic AD
treatment, with 32.6% of patients taking oral steroids for a mean duration of 65.4 days [10].
Most systemic immunosuppressants are not approved for AD treatment in Latin American
countries and are used off-label [17]. These therapies also require frequent monitoring and
may be costly. Guidelines developed by the Latin American Society of Allergy, Asthma, and
Immunology AD Committee provided strong recommendations for the use of cyclosporine
A and weak recommendations for the use of methotrexate, stating that further studies are
needed to evaluate these treatments in Latin America [22]. However, both therapies are
still commonly used, with 24.1% of patients on cyclosporine and 13.4% of participants
on MTX in a Brazilian cohort of AD patients [10]. Furthermore, a recent Brazilian study
reported significant reduction of EASI, SCORAD, and pruritus after 24 weeks of MTX
therapy, thus recommending the use of this drug in refractory moderate to severe AD [32].
Biologic agents such as dupilumab are becoming more widely used in Latin America as
countries continue to approve its use, with a few countries such as Brazil even approving it
for children ages 6 to 11 years [19]. JAK inhibitors such as upadacitinib and baricitinib have
also been approved in various Latin American countries [31]. Unfortunately, accessibility
is limited due to cost, public vs. private coverage, and lack of objective measures assessing
disease severity (which are required for drug approval) [31]. Furthermore, patients may opt
to use alternative or complementary therapies, even though randomized controlled trials
are needed to prove their efficacy in AD. One study from Brasilia, Brazil showed that 63.5%
of children with AD had used alternative therapies such as homeopathy or phytotherapy
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to manage their disease [33]. Another Colombian study reported that 37% of patients used
alternative medicine as a treatment option [25].

Table 1 summarize the main findings of the articles included in this review.

Table 1. Main findings of the articles included in the study.

Authors Year Main Findings

Asher et al. [1] 2006 Increase in the world prevalence of eczema in children aged 6–7 and 13–14

Barreto et al. [4] 2012 LA is one of the world’s most unequal regions, with significant variation in poverty
among countries

Solé et al. [5] 2010 The mean prevalence of current eczema in schoolchildren in LA was 11.3%, and prevalence
varied significantly between centers in the region

Silverberg et al. [6] 2021 The global 12-month prevalence of diagnosed atopic dermatitis in the pediatric population
ranged from 2.7% to 20.1%, with Brazil having the highest prevalence.

García et al. [7] 2020

A total of 42.8% of children aged 1–6 years old in Bogotá, Colombia presented with a
dermatologic disease

AD prevalence in this cohort was 6.5%

Solé et al. [8] 2006 Mean prevalence rates of atopic AD in 20 Brazilian cities was 8.2% among children ages
6–7 and 5.0% among adolescents aged 13–14

Miot et al. [9] 2023 One-year prevalence of AD in Brazil population-based telephone survey: age-adjusted
prevalence of AD of 2.27%

Arruda et al. [10] 2021

Common disease manifestations in adults with AD were pruritus and erythema (Brazil)

A total of 83% of patients had moderate to severe AD, with lichenified/eczematous pattern

Most common topical treatments: corticosteroids and emollients

Systemic treatments frequently reported: antihistamines and oral corticosteroids

Cárdernas et al. [12] 2022

Chilean patients: 11.1% of AD patients: carriers of filaggrin loss-of-function variants versus
5.2% of those without AD

Similar prevalence of filaggrin variant carriers to that of European populations

Callou et al. [13] 2022

Patients with AD: increased expression of filaggrin and claudin-1 in the ocular surface when
compared to healthy controls, despite decreased expression of these proteins in the skin

Possible reactive response of the ocular surface to AD-related inflammation

Weiland et al. [14] 2004
Prevalence of childhood eczema symptoms correlated positively with latitude and
negatively with mean annual outdoor temperature: does climate have an effect on
eczema prevalence?

Orfali et al. [15] 2018 In adults with AD, staphylococcal enterotoxins led to dysfunctional CD4+ T-cells that
produce IL-22

Orfali et al. [16] 2019 In patients with AD, staphylococcal enterotoxin A upregulated anergy-related genes and
led to a compromised response in CD4+ T cells in response to antigen stimulation

Borzutzky et al. [17] 2022
There are many knowledge gaps in AD knowledge and research in Latin America,
including updated prevalence, phenotypes and endotypes, specialist availability and
distribution, and public health policy

Mesquita et al. [18] 2019 AD prevalence estimated to be at 7% in Brazil, with the majority of experts (82%) using the
Hanifin and Rajka diagnostic criteria

Sanchez et al. [19] 2021

Validated clinical assessment tools should be used in AD to measure impact of treatment on
disease and effects of disease on quality of life; limited use LA

Barriers to AD treatment in LA: lack of physician and patient education, limited access to
care, and lack of national clinical practice guidelines and AD assessment tools
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Table 1. Cont.

Authors Year Main Findings

Caraballo et al. [20] 2016 Exposure to mite allergens, helminth infections, and insects in tropical regions may affect
the natural course of allergic diseases such as AD

Orfali et al. [21] 2013

Adult patients with AD: over half had moderate to severe disease, and 56% of patients with
>1 hospitalization

A total of 71/80 patients had concomitant respiratory disease

Disease severity: positive correlation with high IgE serum levels and eosinophil count

Sanchez et al. [22] 2014

LA Society of Allergy Asthma and Immunology: strongly recommends testing for
aeroallergens and food allergens in certain patients with AD

Moisturizers, topical steroids, oral steroids, phototherapy, and cyclosporine for certain
patients with AD are recommended

Alcântara-Neves et al. [23] 2014 Poor urban area in LA: 50% of children infected with at least 1 parasite
Eosinophilia > 4% in 74.3% of children, total IgE > 200 IU/mL in 59.7% of children

Echeverría et al. [24] 2022 Argentinian patients: AD with significant impacts on quality of life, including mood
alterations, sleep alterations, routine alterations, pain and economic impacts

Sanclemente et al. [25] 2021

AD mostly flexural, combined with either eyelid dermatitis, hand eczema, or cheilitis

AD associated with comorbidities such as sleep disturbances, anxiety, and depression in
Colombian patients

Jardim Criado et al. [26] 2023
Severe pruritus in 54.4% of patients

Impact on quality of life among 50% of patients older than 16

Castro et al. [27] 2014

A total of 18/31 patients with AD had moderate to severe depressive symptoms, and
7/31 had severe symptoms

A total of 96.8% of patients with AD reported stress

A total of 45.2% of patients had significant quality of life impairments

Urrutia-Pereira et al. [28] 2017
Children with AD had higher scores on the Children Sleep Habits Questionnaire than
controls, and this score significantly correlated with bedtime resistance, sleep anxiety,
nighttime awakening, and daytime sleepiness

Sanchez et al. [29] 2017 In a tropical population cohort of patients with AD, following international AD guidelines
and recommendations led to improvements in AD severity and quality of life

Aoki et al. [30] 2019

Brazilian consensus:

Therapeutic basic strategy for AD includes adequate skin hydration, topical
anti-inflammatory agents, avoidance of triggers, and educational programs

Systemic immunosuppressants recommended for patients with severe refractory AD

Patients may need to be hospitalized for control of AD flares

Sanchez et al. [31] 2023
Factors that contribute to healthcare disparities in AD in LA: lack of disease knowledge and
education, unequal distribution of resources, absence of clinical practice guidelines, and
cultural and linguistic barriers

Samorano et al. [32] 2021 Methotrexate for 24 weeks significantly reduced EASI, SCORAD, and pruritus in adult
patients with AD and is an effective second-line therapy for moderate to severe AD

Aguiar Júnior et al. [33] 2011 A total of 45/85 children used an alternative or complementary medicine to treat their AD;
Phytotherapy: most common choice

Adhikari et al. [34] 2016

Admixture impacts the genetic makeup of LA population

Genetic and social factors play a role in the structure of the population in Latin America,
with influence in biological diversity and disease susceptibility
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Table 1. Cont.

Authors Year Main Findings

Perreira et al. [35] 2014

In LA, patients with darker skin tones reported poorer health

Exposure to low socioeconomic status responsible for the association between skin color
and health

Batista et al. [36] 2015

Decreased expression of filaggrin and claudin-1 in lesional skin of AD patients compared to
controls

IL-17 expression and levels of Th1 and Th17 inflammatory cytokines were increased in AD
patients

Barbarot et al. [37] 2022 EPI-CARE study: Pediatric AD severity correlated with higher scores on the Dermatitis
Family Impact questionnaire, indicating a more severe caregiver burden, across regions

Rhodes et al. [38] 2007 The use of lay health advisors to address healthcare disparities among LA communities
may be effective, but stronger data are needed to support these interventions

Chen et al. [39] 2023 Education provided by Spanish-speaking community health care workers led to an
increased adherence to emollients in Hispanic children with AD

LA: Latin America; AD: atopic dermatitis.

4. Discussion

Latin America comprises a complex geographic region, with marked ethnoracial
heterogeneity. LA’s population is known, to date, as the largest admixed population in
the globe, due to migration currents from Europe, Africa and Asia over the centuries,
generating wide geno/phenotype diversity [34]. The base of official records relies on self-
identification, which may differ from the researcher/physician evaluating the individual,
or phenotypic classification. Moreover, studies performed in countries in LA show that
patients with skin of color are more associated with poorer health [35].

4.1. Epidemiology of AD

Limited epidemiology data on the prevalence of AD in LA have been published. This
paucity of data has been attributed to several factors, including lack of objective diagnostic
criteria and testing, as well as unstandardized nomenclature [17]. The differences in
prevalence studies can be partially attributed to the fact that AD is a complex disease that
involves an interplay between genetics, immunologic factors, and the environment, all of
which vary significantly across different regions of Latin America. The population in this
region is comprised of a diverse group of ethnic and racial backgrounds, with ancestry
studies showing a high genetic and phenotypic differentiation of Africans, Europeans, and
Native Americans, as well as a variable admixture in different regions of Latin America [34].

4.2. Immunological Studies in AD

The pathophysiology of AD is known to involve an immune component. The altered
immune response is a Th2-driven inflammation with cytokines such as IL-4 and IL-13
playing a key role in promoting inflammation and pruritus. Other pathways with the
involvement of a Th1 response and of regulatory T-cells such as Th17 and Th22 in AD
pathogenesis have also been recently explored [16,21,36]. Understanding differences in
AD immune phenotypes across various regions is crucial to developing and implementing
efficacious, targeted treatments for the disease.

Although a Th2 inflammatory response has been reported across various races and
ethnicities, a Th1-skewed response is most commonly seen in European Americans when
compared to African Americans or patients of Asian ethnicity [40]. Furthermore, Asian
patients have been shown to have a significantly higher Th17 and Th22 response in AD
skin [41]. There have been few immunological studies performed in Latin America, and
the immunologic phenotypes of AD patients in LA, as well as the impact of ethnoracial
variations influencing the immune dysfunction is still open to be explored.
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4.3. AD: Diagnosis and Clinical Practice Guidelines

The diagnosis of AD is primarily based on clinical features. One of the most widely used
diagnostic criteria was established by Hanifin and Rajka, and consists of basic characteristics
such as pruritus, typical morphology and distribution, a chronic relapsing disease course,
and history of atopy, as well as other minor criteria that contribute to the diagnosis [42].

Despite the availability of clinical practice guidelines, diagnosing AD remains a chal-
lenge in Latin America. In one Argentinian survey, up to 60% of patients had to visit at least
three physicians prior to receiving their AD diagnosis, and 25% of patients reported that
their AD diagnosis was delayed by at least 5 years [24]. When analyzing a cohort of patients
with AD from Brazil, a country of mixed races, it is noticeable that severity scores for AD,
such as EASI [43] and vIGA [44,45] are adequate for those patients where the erythema
is visible, including white and mestizo patients, where the erythema is still visible. In
white AD individuals, there is even a correlation of severity scores and pruritus, indicating
that they may reflect disease activity. This correlation, however, is not seen in the black
subjects, where the results show difficulties in adapting the vIgA, and maybe indicating
that other skin lesions should be valued, such as lichenification. Moreover, even though
the immune dysfunction of AD is Th2-driven, variations in the immune axis, with more, or
less involvement of the Th17 or Th22 depending on the ethnic profile of AD patients may
impact on therapeutic responses to targeted treatments over time [40,46].

4.4. Clinical Characteristics, Impact on Quality of Life, and AD Assessment

The clinical presentation of AD varies amongst different populations. It is important
to note that the ADAPT study consisted of a predominantly white patient cohort (71.7%),
which is not representative of the diverse ethnic population found in other regions of
Brazil. AD patients of African descent are more likely to present with lesions involving
the extensor surfaces, and flexural dermatitis is less common [11]. Furthermore, atypical
presentations such as perifollicular accentuation of lesions and lichen-planus-like lesions
are more commonly observed in darker-skinned individuals [11]. Therefore, physicians
should be aware that clinical characteristics of AD may differ in Latin American countries
depending on racial and ethnic backgrounds. Interestingly, the race and ethnicity reported
in many Latin American studies tends to be based on self-identification, which can differ
from examiner-assigned race and ethnicity. For example, studies show that Brazilians
tend to self-identify as white more often than interviewers categorized them as white, and
Peruvians tend to self-identify as mixed-race more often. This may affect the reliability of
the association between race and ethnicity and different aspects of disease [35].

AD is known to significantly impact quality of life (QoL) and has a detrimental effect
on mental health, school and work performance, and social interactions. Furthermore,
caregivers and families of AD patients can also have their quality of life negatively impacted
by the disease. The EPI-CARE study, conducted in multiple countries to assess the impact
of pediatric AD on caregivers and family, found that across geographic regions—including
Latin America—AD severity correlated with higher scores on the Dermatitis Family Impact
questionnaire, indicating a more severe caregiver burden. Parents and caregivers also
reported a higher number of missed workdays due to their child’s AD, and this correlated
with worsening AD severity [37].

The most commonly clinician-reported assessments to evaluate disease extent, activity,
and severity include the SCORAD, the EASI, and the Investigator Global Assessment
(IGA). Patient-reported outcomes applied to evaluate patient-perceived symptoms and
effects of AD on QoL include the Patient Oriented Eczema Measure (POEM), Atopic
Dermatitis Control Tool (ADCT), and patient-oriented SCORAD. The use of these validated
instruments is extremely important for quantifying disease burden, treatment response,
and patient satisfaction. However, many of these assessments are not used in Latin America
due to lack of validation that is needed to account for linguistic and cultural differences [19].
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4.5. Therapeutic Management of AD

Many factors influence the AD management in the Latin American region. Access to
specialized care in many countries is limited due to lack of specialists, high patient volumes,
socioeconomic barriers, and lack of AD awareness and training among primary care
physicians [32]. The number of dermatologists per 100,000 inhabitants varies depending on
the country, ranging from 1.2 in Mexico to 9.2 in Uruguay [31]. Socioeconomic inequities
also hinder the access to and availability of certain AD treatments [31].

Despite recent advances in the era of targeted-oriented therapies, many patients in LA
are not satisfied with the care they receive for their AD. Results from studies in Argentina
and Brazil show that 40.5% of patients were not satisfied with their treatment regimen, and
33.7% of patients discontinued their medication due to poor effectiveness [10,24]. It is im-
portant to note that AD often requires a multidisciplinary team for disease assessment and
management, emotional support, and treatment of comorbidities, and that this approach
can be difficult to accomplish in many Latin American countries [17,19].

5. Future Directions

There are many knowledge gaps and unmet needs that need to be addressed in Latin
America to better understand, diagnose, and manage AD. A panel of AD experts noted
that one of the main ways to address these is to have more funding for research on these
topics [17]. The impact of certain demographic factors on disease severity needs further
exploration, for one study using data from Brazil, Colombia, Mexico, and Peru found
that individuals with darker skin color had lower odds of reporting good health, even
after adjusting for self-reported race/ethnicity or interviewer-described race/ethnicity [35].
Public health policy regarding AD needs to be improved to address the disease burden on
health, costs, and quality of life. Furthermore, inequities in access to specialized care and
AD treatments need to be acknowledged and better studied within the region [31]. Some
suggestions provided to improve these issues include continuing engagement in AD patient
advocacy groups to increase awareness, creating a Latin American AD disease registry, and
providing AD education to primary care physicians, patients, family, and caregivers [17].
One method of improving patient education and treatment compliance may include the use
of community health workers (CHW). In the United States, Spanish-speaking community
advisors have successfully improved health education and disease prevention among the
Latin American population [38]. Regarding AD, a study evaluating a CHW-led educational
program for Latin American caregivers of pediatric patients with AD reported increased
adherence to emollients over a 12-week period in the CHW group compared to the control
group. There was also a statistically significant increase in AD knowledge in the group
exposed to the educational program, further supporting the efficacy of this intervention [39].
Figure 3 illustrates the explored topics in this review and the major issues related in LA.
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6. Conclusions

Atopic dermatitis is a prevalent condition in Latin America that can have a substantial
impact on quality of life. Diagnosing AD is challenging due to broad clinical features and
lack of universal diagnostic criteria. Furthermore, lack of physician training, barriers to
access, and socioeconomic inequalities hinder effective disease management. Ethnoracial
disparities in AD need to be addressed, as they may impact not only in the diagnosis,
but also in severity scores which are relevant parameters for evaluating the efficacy of
therapeutic agents. More research needs to be performed to better understand the complex-
ities of AD in Latin America, and special attention should be placed on patient advocacy,
education, and public policy to enhance AD knowledge and improve the quality of life in
these patients.
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