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Abstract
Purpose of Review Allergic contact dermatitis (ACD) affects 20% of children. However, diagnosis of ACD may be
underreported in children due to lack of recognition. Patch testing is the gold standard for evaluation of ACD in children but
poses unique challenges in this population.
Recent Findings Recent studies highlight the significance of ACD and the utility of patch testing in children. Evaluation of ACD
in children is difficult and requires knowledge of a child’s exposure history, careful selection of allergens, and knowledge of
specialized patch testing considerations to minimize irritation and maximize cooperation. Until recently, there were no agreed
upon patch test series for children. In 2018, a comprehensive pediatric baseline series was published enabling thorough evalu-
ation of ACD in children (Yu J, Atwater AR, Brod B, Chen JK, Chisolm SS, Cohen DE, et al. Dermatitis. 2018;29(4):206–12).
Summary This review provides an overview of the current literature, an update on pediatric ACD, and patch testing methods in
children to effectively evaluate and manage ACD.
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Introduction

Allergic contact dermatitis (ACD) occurs in children at a similar
frequency compared with adults [1]. ACD is a frequent comor-
bidity in children with underlying atopic dermatitis (AD) [2•].
Sensitization to contact allergensmay develop as early as infancy
[3]. According to recent publications, 27 to 95.6% of children
with suspected ACD have sensitization to one or more allergens
[4•]. In addition, children with and without AD can develop
ACD. Recognizing discerning clinical features can prevent the
delay of diagnosis in children with concurrent ACD and AD [2•,
5•]. Patch testing is the gold standard for diagnosing ACD in
children. The Thin-Layered Rapid Use Epicutaneous (TRUE)
test (Smart Practice, AZ, USA) is the only Food and Drug

Administration (FDA)-approved patch test series for use in chil-
dren 6 to 17 years [6]. However, due to the limitations of the
TRUE test including the inability to add or subtract allergens,
more expert-driven comprehensive patch testing series have re-
cently been published for use in children in the USA and abroad.
We present an update of the recent literature on pediatric ACD
and discuss important indications, techniques, and our clinical
experience of patch testing in children to effectively evaluate
and manage ACD in pediatric patients.

Pathophysiology of Allergic Contact
Dermatitis

Allergic contact dermatitis is a T cell mediated, delayed type
IV hypersensitivity reaction caused by cutaneous exposure to
a sensitizing allergen. During the sensitization phase, the al-
lergen comes into contact with the skin leading to the engulf-
ment and processing by antigen presenting cells [7].
Subsequently, these antigen presenting cells migrate to re-
gional lymph nodes where it is presented to naïve T cells
leading to clonal expansion of memory T cells [7]. In the
elicitation phase, re-exposure of the allergen leads to activa-
tion and mobilization of memory T cells to the site of allergen
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exposure eliciting the clinical manifestation of ACD which
includes pruritus, erythema, weeping, crusting, scaling, hyper-
keratosis, and lichenification [7]. ACD is primarily driven by
T helper 1 cells and cytotoxic T cells; however, recent re-
search has also implicated that Th2, Th17, and Th22 cells
may be involved in the development of ACD as there is some
evidence suggesting the use of dupilumab, a IL-4/13 inhibitor,
for ACD [8–10].

Allergic Contact Dermatitis in Children

Compared with adults, there are few large-scale studies of
pediatric ACD that have been published in North America
and Europe. The two largest North American studies are the
North American Contact Dermatitis Group (NACDG) [1] and
the Pediatric Contact Dermatitis Registry (PCDR) [5•]. The
largest pediatric contact dermatitis study from Europe is the
European Surveillance System on Contact Allergies (ESSCA)
from 2005 to 2010 [11]. The NACDG examined 883 children
younger than 18 years referred for patch testing from 2005 to
2012 [1]. This study found that children and adults had similar
rates of contact sensitization with 56.7% of children having a
relevant positive patch test reaction (RPPT) [1]. Children and
adults demonstrated significantly different RPPT for 27 aller-
gens. Children were more likely to have a relevant reaction to
nickel, cobalt, and Compositae mix but less likely to react to
fragrance mix I, balsam of Peru (Myroxylon pereirae),
and formaldehyde than adults. This suggests that chil-
dren may have unique environmental exposures and al-
lergen sensitivities than adults. Furthermore, investiga-
tors found that the TRUE test would have only detected
all of the positive patch test (PPT) reactions in 67% of
children who underwent patch testing [1].

The PCDR is a multicenter, retrospective study of 1142 chil-
dren patch tested between 2015 and 2016 [5•]. Forty-eight per-
cent of children had one or more RPPT, and 48.3% of patients
had concurrent ACD and AD [5•]. The top ten allergens among
children consisted of metals (nickel, cobalt, and gold), fragrances
(fragrance mix I and balsam of Peru, topical antibiotics (neomy-
cin and bacitracin), emollient/emulsifier (propylene glycol), and
surfactants (cocamidopropyl betaine (CAPB)). This study com-
pared sensitization rates between younger (0–5 years) and older
children (6–18 years) and found that younger childrenweremore
likely to have relevant sensitizations to Compositaemix, CAPB,
and dimethyl dimethylol hydantoin than older children possibly
from exposure to personal care products including shampoos and
body washes. Older children were more likely to have relevant
sensitizations to disperse blue dyes and gold through exposure to
disperse blue dyes from clothing, food dyes, and toys [12].

The ESSCA study examined 6708 children (1 to 16 years)
patch tested between 2005 and 2010 across 11 European
countries [11]. The prevalence of one or more PPT in the

cohort was 36.9%. Younger children (0–5 years) had the
highest prevalence of one or more PPT (45.3%) compared
with children (6–12 years) (33.3%) and older children (13–
16 years) (34.4%). Furthermore, there was no difference in the
prevalence of one or more PPT between boys and girls as well
as between children with AD and without AD. Allergen sen-
sitization rates may vary by geographic regions. The 10 most
frequent allergens in children aged 1 to 16 years in European
countries were nickel sulfate, cobalt chloride, potassium di-
chromate, neomycin sulfate, balsam of Peru, para-
phenylenediamine, methylchloroisothiazolinone (MCI)/
methylisothiazolinone (MI), fragrance mix, lanolin alcohols,
and colophony [11].

Allergic Contact Dermatitis and Atopic
Dermatitis

One of the primary challenges in the diagnosis of ACD in
children is the high prevalence of AD in children which has
been estimated to be as high as 20% and maintaining a sensi-
tive threshold to test children with AD [13]. The coexistence
of ACD and AD was previously thought to be an inverse
relationship due to the differing T helper cell lineages impli-
cated in the pathophysiology [14]. Recent studies have
highlighted the high prevalence of ACD in children with
AD [1, 2•, 15, 16]. Lubbes et al. found that in 1012 children
(0–17 years) patch tested between 1996 and 2013, the preva-
lence of positive patch test reactions was similar between chil-
dren with AD (48%) and children without AD (47%) [15]. In
another study, AD patients were found to be statistically more
likely to have one or more PPT [17].

It is difficult to clinically differentiate between AD and
ACD in children as oftentimes both skin conditions involve
similar areas on the body including the lip, eyelids, hands, and
flexural distributions [18]. Skin barrier abnormalities in pa-
tients with AD could increase allergen exposure with repeated
application of topical medications and emollients possibly
leading to higher risk of contact sensitization [19]. Halling-
Overgaard et al. found that patients with AD had a nearly two-
fold increase in cutaneous absorption of topical medicaments
compared with patients without AD [20]. In addition, the fre-
quent use of topical treatments in AD patients such as emol-
lients and medicaments could lead to the development of sen-
sitization to ingredients used in these topical treatments, thus
leading to differing sensitization profiles between AD and
non-AD patients [21]. Furthermore, contact sensitization
may negatively influence AD skin, amplifying the effects of
contact irritants and allergens on the skin. It is important to
maintain a high index of suspicion for ACD in AD patients,
especially in children with worsening of AD or AD refractor
to topical treatments to prevent a delay of ACD diagnosis.
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According to the PCDR study, AD patients were more
likely to be sensitized to CAPB, lanolin, tixocortol-21-
pivalate, and parthenolide, which are commonly found in skin
care products used by AD patients [2•]. Notably, it has been
shown that patch testing with the patient’s personal products
such as topical corticosteroids, antibiotics, and emollients may
be instrumental in identifying culprit allergens [22].

Evaluation of Allergic Contact Dermatitis
in Children

Indications for Patch Testing in Children

Patch testing is the gold standard for the diagnosis of ACD in
children. Patch testing is indicated in childrenwith a suspected
history of ACD (acute or chronic), worsening or chronic re-
calcitrant dermatitis (> 2 months) despite topical treatment
including patients with history of AD, dermatitis presented
with atypical distributions such as face, eyelids, hands and
feet, and groin, adolescent or adult onset AD without history
of childhood eczema, and severe or widespread dermatitis
before initiating systemic therapy [21, 23–25]. Children pre-
sented with any of these findings should raise clinical suspi-
cion for ACD, and referral for patch testing is recommended.
A suggested algorithm for patch testing in children is provided
in Fig. 1.

Pre-Patch Testing Considerations

Patch testing in children is a unique challenge due to compli-
ance and collaboration needed from both the patient and par-
ents to ensure that the testing is carried out properly. Patch
testing requires three visits including an initial visit to obtain a
history and for patch application, a second visit 24 to 48 h later
for patch removal, and a final visit 72 to 96 h after patch
placement for evaluation and counseling. The first and third
visits can last anywhere from 30 to 60 min. Parents should be
informed that the delayed patch test reactions may occur up to
3 weeks after patch testing in some patients [23]. At our cen-
ter, parents are instructed to be aware of any new reactions that
may occur during this period; however, remarking of the
patches is not necessary, and patients can resume normal ac-
tivities. If new reactions occur, patients are asked to take a
close-up picture of the site of reaction and the entire back.
The patch test expert will work with the parent and patient
to figure out if this represents an actual delayed patch test
reaction and if so identify the culprit allergen. This may re-
quire additional visits and re-testing of certain allergens.

Patches should be marked and reinforced with hypoallergenic
adhesive tape to avoid dislodging (Fig. 2). Patients should be
advised to wear a dark shirt at the patch application visit to avoid
staining clothes from markings. Throughout the week, patients

should keep their back dry by avoiding baths and showers, as
well as minimizing strenuous physical activities such as gym
class and sports to avoid sweating and dislodging of the patches.

Parents should also bring in the child’s personal products
including moisturizers, emollients, and prescribed and over-
the-counter topical treatments. This should be brought in its
original container with the ingredient list. Small quantities of
leave-on products may be tested if any product is suspected to
be the cause of the child’s ACD. Small portions of other items
such as rubber from shoes, pieces of clothing, or items from
the child’s hobbies or toys may also be tested. Detailed infor-
mation on test concentration and vehicles for less common
substances should be clarified beforehand. The book of De
Groot is an extremely useful source of information in this
direction [26•].

Children with generalized dermatitis or extensive dermati-
tis involving the back are not candidates for patch testing due
to risk of false-positive or “angry back” reactions and may
need to reschedule their visits. Ideally, the child should not
be on any systemic immunosuppressants prior to patch testing
as this may lead to false-negative readings. However, there are
some studies demonstrating that patients on low doses of im-
munosuppressant such as oral prednisone and methotrexate,
and biologic therapies such as dupilumab and adalimumab
may still produce clinically relevant patch test reactions [21,
27–31]. Nevertheless, there is a lack of literature regarding the
use of systemic immunosuppressive medication and patch
testing in children to establish definitive clinical recommen-
dations [21, 25]. Topical corticosteroids on the site of patch
testing should also be discontinued at least 1 week prior to
patch testing to avoid suppression of patch test reactions [32].
Children presenting for patch testing also should not have a
suntan or have intensive ultraviolet radiation exposure on their
back for at least 6 weeks prior to testing [33].

Clinical History and Physical Exam

A thorough evaluation of exposures may help uncover relevant
allergens in children. Exposures to various personal care prod-
ucts (e.g., moisturizers, shampoos, soaps, diaper wipes, laundry
detergents), topical and systemic medication history, hobbies
(e.g., toys, arts and crafts, musical instruments), school activi-
ties (e.g., sports, games), and after-school occupations are rel-
evant [34–37]. Children also spend time with other caretakers
(e.g., teachers, grandparents, day care), and thus, potential ex-
posures outside the home may also contribute to ACD [38].

Understanding the clinical distribution of ACD in children
may also provide significant information to culprit allergens
and help select allergens to test (Table 1). The face, hands, feet,
arms, and legs are commonly affected areas for pediatric ACD
[1, 49]. Sources of ACD involving the face could include per-
sonal care products such as shampoos, face creams, and face
washes. Other possible sources of facial ACD include connubial
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ACD from perfumes or para-phenylenediamine hair dye used by
caregivers [38]. Sources of eyelid dermatitis include aerosolized
products such scented candles and essential oil diffusers, which
have gained recent popularity [50]. Airborne contact dermatitis
may also affect other exposed sites such as the neck, extensor
forearms, and dorsal hands [50].

Hand dermatitis in children could be related to a new popular
childhood activity, “slime,”which is typically made with various
household substances [40]. Ingredients for “slime” include com-
mon allergens such as methylisothiazolinone, fragrances, surfac-
tants, plant-derived allergens, and formaldehyde releasers [40].
Recently, a novel source of methylisothiazolinone, a common

Indications for patch testing in children:
1. Suspected history of ACD
2. Worsening or chronic recalcitrant dermatitis (> 2 months) despite topical treatment 
3. Dermatitis in atypical distributions (e.g. face, eyelids, hands and feet, groin) 
4. Adolescent or adult onset AD without history of childhood eczema
5. Severe or widespread dermatitis before initiating systemic therapy

Patch testing with baseline series, supplemental allergens 
pertaining to patient’s exposure history and physical exam, 
and ± personal products 

Age <8 years old Age ≥8 years old 

Patch test occlusion for 24 hours to 
reduce irritant reaction and 
preliminary reading [40, 54]

Patch test occlusion for 48 hours and 
preliminary reading

• Final reading at 72 to 96 hours [2] 
• Delayed reading at 7 days if suspected allergens are metals, 

corticosteroids, topical antibiotics, certain preservatives [57-59]
• Determination of clinical relevance for positive patch test reactions
• Advise patient and parents to report any late patch reactions up to 3 

weeks after testing, no remarking of patch tested areas is necessary

• Education and counseling for allergen avoidance
• Provide safe product list

• Follow up 4 to 12 weeks
• Re-assess clinical relevance

• Obtain thorough exposure history (e.g. personal care products, topical 
medications, hobbies, sports, activities, home, school, day-care)

• Complete skin exam 

Fig. 1 Algorithm for patch testing
in children

41    Page 4 of 9 Curr Allergy Asthma Rep (2020) 20: 41



allergen among children, has also been identified in certain “wa-
ter-based” nail polish marketed for children causing hand derma-
titis [41].

Leg dermatitis may be associated with shin guards used in
sports containing potential allergens such as neoprene rubbers or
glues [34, 43]. ACD affecting diaper areas should raise clinical
suspicion for ACD as this region is usually spared in patients
with AD. Culprit allergens associated with contact dermatitis in

the diaper area include botanical extracts, fragrances, and preser-
vatives in diaper wipes as well as disperse dyes and rubber com-
pounds (benzothiazoles) in diapers [44–46].

There are also increasing reports of systemic contact der-
matitis in children through ingestion, inhalation, and transcu-
taneous and intravenous exposure of sensitized allergens [47].
Causes of systemic contact dermatitis include common food
ingredients such as balsam of Peru (Myroxylon pereirae),

Fig. 2 Patch Testing in a 5-year-
old and 10-year-old child. a Patch
testing in 5 years old with an 80-
allergen test panel. b Patches
affixed with Scanpor in a 5 years
old. c Patch testing in 10 years old
with an 80-allergen test panel. d
Patches affixed with Scanpor tape
in a 10 years old

Table 1 Distribution of dermatitis and potential culprit allergens

Site Sources Allergen

Face [38, 39] Shampoos, soaps, cosmetics Preservatives, fragrances
Electronic devices, cell phones Nickel
Connubial Fragrances, para-phenylenediamine

Eyelids Shampoos, soaps, cosmetics, diffusers Preservatives, fragrances, cocamidopropyl betaine
Hands [36, 40–42] Moisturizers, soaps Preservatives, fragrances

Toy: homemade “slime” Methylisothiazolinone, fragrances, surfactants,
plant-derived allergens, formaldehyde releasers

Nail polish Methylisothiazolinone, acrylates
Musical instruments, toys Nickel, cobalt

Feet Shoes Rubber accelerants, potassium dichromate, dyes
Extremities [43] Shin guards Para-tert-butylphenol formaldehyde resin, rubber accelerants
Diaper [44–46] Diapers Adhesives, rubber accelerants

Diapers wipes and preparations Fragrances, preservatives, lanolin
Systemic [47, 48] Citrus fruits, tomatoes, flavoring in soft drinks

and condiments (e.g., ketchup)
Balsam of Peru

Packaged foods, breads, condiments and medications
(e.g., coated pills, gel caps, liquid formulations)

Propylene glycol

Grains, beans, legumes, shellfish, chocolate, coffee Nickel
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propylene glycol, and nickel [47, 48]. Rare cases of systemic
contact dermatitis to carmine, a red dye in foods such as red
velvet cupcakes, have also been reported in children [51].

Patch Testing Series in Children

While history and physical exam usually provide clues of
potential culprit sensitizers, unsuspected allergens may also
be clinically relevant. Therefore, a general baseline series of
allergens having the highest proportion of clinical relevance in
children is recommended for ACD evaluation (Table 2) [23].

The TRUE™ test is FDA approved for patch testing in
children over 6 years old. While this allows for convenient
in-office patch testing, one concern when using this pre-made
patch test is the inability to interchange allergens based on
exposure history. This is a critical consideration in younger
and smaller children who have limited surface area on the
back upon which to perform patch testing. In addition, the
TRUE™ test does not contain some of the common pediatric
allergens such as methylisothiazolinone, propylene glycol,
CAPB, and fragrance mix II [1, 5•]. In 2018, a US-based
expert consensus-derived pediatric baseline patch test series
consisting of 38 allergens was established for use in children
over 6 years old [52••]. Other countries have also proposed
baseline series for patch testing in children. Australia has a
pediatric baseline series consisting of 30 allergens [53].

Furthermore, the NACDG 70 allergen series, American
Contact Dermatitis Core 80 allergen series, and European
baseline series are thought to be appropriate screening series
in children over 12 years of age, if space allows [1, 49, 54].
The authors’ experience is that the back of a 6-year-old child
can fit 40 to 60 allergens [52••].

Patch Testing Technique

Small quantity of allergens dissolved in petrolatum (approxi-
mately 20 mg) or aqueous solution (approximately 15 uL of
liquid) are deposited in 8 mm Finn Chambers® and applied to
the back (avoiding the spine) and affixed with hypoallergenic
adhesive (Scanpor, Actavis Norway AS/Norgesplaster,
Vennesla, Norway) tapes [32]. When other test chambers are
used, the optimal doses of petrolatum and liquid test substances
should be based on a dose per unit area [55]. Placement of
patches on the abdomen or thighs can also be done. Similar patch
test concentrations are used in children and adults. However,
special consideration may be needed when testing infants due
to potential risk of irritant reactions [23]. Furthermore, it is rec-
ommended to test the patient’s personal products in conjunction
to baseline series. Leave-on products can be tested as is, and
rinse-off products should be diluted in water by 1/100 to 1/
1000 to minimize irritation [26•].

Table 2 Comparison of patch testing series for children

Series TRUE™ test Pediatric baseline series* NACDG standard
series/ACDS core series

European baseline series
(DKG)

European baseline
series for children
(DKG)

Description 35 allergens and 1 negative
control with no revision

38 allergens and frequent
update based on
epidemiologic data in
children

70–80 allergens and
frequent update based
on epidemiologic data
in adults

27 allergens and frequent
update based on
epidemiologic data in
adults

12 allergens and frequent
update based on
epidemiologic data in
children

Strengths • Ready to use
• Easy to apply
• FDA approved

• Customizable
expert-driven compre-
hensive series

•Can fit on smaller children

• Customizable
expert-driven compre-
hensive series

• Customizable
expert-driven compre-
hensive series

•Can fit on smaller children

• Customizable
expert-driven compre-
hensive series

• Can fit on smaller
children

Limitations • Pre-made patch test kit and
not customizable

• Same allergen series for
adults and children

• May miss detection of
relevant allergens in 30% of
patients [1]

• Does not contain some
common allergens among
children (e.g., MI, PG,
CAPB, fragrance mix II).

• Requires preparation and
skill nursing staff to
place and remove
allergens

• May not be suitable for
younger children with
limited surface area

• Requires preparation
and skill nursing staff
to place and remove
allergens

• Requires preparation and
skill nursing staff to
place and remove
allergens

• Requires preparation
and skill nursing staff
to place and remove
allergens

*Allergens in the pediatric baseline series not present in the TRUE test: amidoamine, benzophenone-3, cinnamic aldehyde, clobetasol-17-propionate,
cocamidopropyl betaine, Compositaemix, decyl glucoside, DMDM hydantoin, fragrance mix II, iodopropynyl butylcarbamate, methylisothiazolinone,
propylene glycol, propolis, p-tert-butylphenol formaldehyde resin, sesquiterpene lactone, tea tree oil

ACDS, American Contact Dermatitis Society; CAPB, cocamidopropyl betaine; DKG, the German Contact Dermatitis Research Group; FDA, Food and
Drug Administration; MI, methylisothiazolinone; NACDG, North American Contact Dermatitis Group; PG, propylene glycol; TRUE, Thin-layered
Rapid Use Epicutaneous
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The general consensus for adolescent (>13 years) is to fol-
low standard procedure performed in adults with the removal
of patches at 48 h and reading at 72 to 96 h [23, 24]. Some
centers have proposed for occlusion times of 24 h especially in
younger children (< 8 years old) or children with AD or gen-
eralized dermatitis to reduce irritant reactions [49, 56]. To
increase cooperation from the child during patch application,
distraction tools such as games and videos and collaborating
with parents to provide motivational incentives for the child
can be incorporated [57, 58].

Two readings are generally recommended: the first reading
at the time of patch removal and a second reading at 24 to 48 h
after patch removal. A delayed (> 72 h after patch removal)
reading may be necessary for certain allergens that may cause
delayed reactions such as topical antibiotics, corticosteroids,
certain preservatives, and metals [59, 60]. In children specif-
ically, one prospective study of 38 children aged 6 to 17 years
identified the following allergens causing delayed patch test
reactions: quaternium-15, formaldehyde, diazolidinyl urea,
epoxy resin, neomycin, and p-tert-butylphenol formaldehyde
resin [61]. Patients and parents should also be advised that any
delayed reactions may appear as late as 3 weeks after testing.

Patch test reactions are interpreted using standardized
criteria by the International Contact Dermatitis Research
Group (ICDRG) [62]. It is sometimes difficult to distinguish
between irritant and weak positive reactions, especially in pa-
tients with AD [21]. However, even questionable reactions
can sometimes be clinically relevant. For example, propylene
glycol (PG) may present as an irritant or weak positive reac-
tion [63]. Nonetheless, PG is almost always clinically relevant
regardless of strength of reaction [63]. The “crescendo” effect
of increasing reaction strength between the first and second
patch test reading is more likely to indicate a true positive
reaction. Determination of clinical relevance of the positive
reactions with regard to the child’s history, exposure, and
clinical presentation is also of the utmost importance.

Repeated Open Application Test

When suspected allergens produce doubtful or negative results
on patch testing, repeated open application test can be utilized
by testing specific products or other suitable formulations [32].
This test involves repeated application of the suspected aller-
gens on the volar arm twice daily for 10 to 14 days (up to
3 weeks) and observing for the development of dermatitis
[64]. If clinical dermatitis develops after repeated application
of the suspected substance, then a weak positive reaction is
highly relevant. In contrast, if dermatitis does not develop, the
suspected product causing a doubtful or negative reaction is
likely not relevant. This can be a useful method for clarifying
the relevance of a patch test reaction or evaluating the safety of
a new product.

Counseling and Avoidance

Detection, avoidance, and prevention are the main focus of
ACD management in children. Because children have less
control over their environment than adults, counseling should
also involve educating all individuals involved in the care of
the child including parents, grandparents, teachers, and care-
takers. The American Contact Dermatitis Society Contact
Allergy Management Program is a good resource that can be
offered to patients to provide a safe product list free of
offending allergens and cross-reactors [65].

Pre-Emptive Allergen Avoidance Strategy

Pre-emptively avoiding top offending allergens in children
has been suggested especially for children with limited access
to patch testing or when patch testing becomes a challenge in
those with generalized dermatitis, which could potentially
benefit one-third of children suffering ACD [4•].
Pediatricians and pediatric dermatologists can recommend
children with eczema and sensitive skin personal care prod-
ucts free of the most common allergens identified among chil-
dren which includes neomycin, balsam of Peru, fragrances,
benzalkonium chloride, lanolin, CAPB, formaldehyde, MCI/
MI, propylene glycol, and corticosteroids [4•].

Conclusion

ACD is a common dermatologic problem in children and a
high index of suspicion is necessary. A suspected history of
ACD, worsening or chronic recalcitrant dermatitis despite top-
ical treatment, prior to starting a systemic immunosuppressive
agent, and dermatitis presented with atypical distributions are
indications for patch testing in children. Patch testing tech-
niques and methodology in children have been examined
and discussed in this review. Clinicians should recognize that
many children may have concomitant AD and should main-
tain a sensitive threshold for ACD evaluation to avoid delay in
diagnosis. The availability of the TRUE test and establishment
of pediatric baseline series should minimize barriers of patch
testing for children [5•]. Furthermore, a thorough evaluation
of exposure history and physical exam will provide clues of
culprit sensitizers and help guide the selection of allergens to
patch test. It is essential to include all caregivers during
counseling on avoidance of relevant allergens to improve
compliance.
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