The Relationship Between Eczema and Asthma Control Among Atopic and Non-Atopic
Patients

ABSTRACT

Rationale: There are few previous studies exploring the relationship between eczema and
asthma status in the context of atopy. The purpose of this study is to investigate this relationship
in a region with a high prevalence of asthma, within the New York City borough of the Bronx.

Methods: We reviewed 120 charts of asthma patients at Montefiore’s Asthma Center (MAC) at
their initial evaluation and last evaluation, with asthma severity assessed by Asthma Control Test
(ACT) scores. Patient criteria for atopy included 1 positive skin prick test and/or positive specific
immunoglobulin E test, and eczema status was determined by the presence of eczema history at
the time of patients’ initial evaluation. Demographic factors including BMI and healthcare
utilization were also assessed. Linear regression and t-tests were used for analyses.

Results: We observed no significant association between.eczema status and baseline ACT scores
in a high-risk population (p = 0.1364). However, significant improvements in ACT scores from
baseline to the last visit were observed in both eczema (p < 0.0001) and atopic patients (p <
0.0001). No significant change in ACT scores was noted in non-atopic patients.

Conclusions: There appears to be an association betweeneczema and asthma status in the
context of atopy. The findings demonstrate that early identification and management of eczema
within this context are vital for adequate asthma control. Further understanding of this
relationship can aid in providing tailored treatment strategies to treat both diseases, optimizing
health care outcomes and improving quality of life for affected individuals.



BACKGROUND

Asthma significantly impairs the quality of life among New York State residents, with over 1.4
million adults in the state currently carrying an asthma diagnosis.t The burden of asthma is
especially severe in the Bronx, a borough of New York City, which has disproportionately
elevated rates of asthma compared to the rest of the state. Specifically, the rate of asthma-related
emergency department (ED) visits in the Bronx stands at 198.6 per 10,000, compared to 68.9 per
10,000 for New York State overall.2 The prevalence of asthma-related morbidity, particularly
when associated with atopy, is notably high among racial and ethnic minorities in the
economically disadvantaged Bronx borough. Several possible causes for asthma morbidity
include exposure to indoor allergens, environmental tobacco smoke, and medication non-
adherence.3

In addition to indoor factors, exposure to outdoor air pollutants such as ozone and particulate
matter are well-established risk factors for asthma.[! Neighborhood-level characteristics,
including poor housing quality and other social determinants of health, may also play a
significant role in asthma exacerbations.[| These environmental and social factors contribute to
the disproportionately high rates of asthma in certain communities, such as the Bronx.
Understanding these contributing factors is crucial for developing targeted interventions to
reduce asthma morbidity in these high-risk populations.

Along with asthma, eczema is another chronic condition that widely impairs quality of life and
increases healthcare utilization throughout New York and the United States. This condition
affects 10.2% of those in the United States.[ | Eczema most commonly presents in childhood,
with 80% of individuals affected by eczema experiencing disease onset prior to age 6.1 The
prevalence of childhood eczema has risen significantly, increasing from 8% to 15% since 1997.
This demonstrates .the importance of prevention and early detection and treatment.[’
Additionally, there are significant healthcare disparities in eczema with Black children being 1.7
to 2.1 times more likely to be diagnosed with eczema compared to White children. ] Latinx and
Black children are also 3 times more likely to have persistent eczema than their White
counterparts;. further illustrating the disproportionate burden of eczema within these at-risk
populations.

While both asthma and eczema can manifest as either atopic or non-atopic, there has been
limited research on the relationship between atopy and these two conditions. It is known that
high levels of immunoglobulin (IgE), driven by type 2 helper (Th2)-mediated responses, are
characteristic of atopic conditions.[] However, 10% of childhood asthma cases associated with
eczema exhibit normal levels of total IgE without specific IgE responses to allergens.[!
Clinically, these patients are indistinguishable from those with elevated IgE levels. This
suggeststhat IgE-independent mechanisms may also play a role in the pathogenesis of both



eczema and asthma.[] Importantly, patients with both asthma and eczema tend to experience
worse clinical outcomes than those with either condition alone.*[

Building upon these existing gaps in knowledge, this study aims to further explore the role of
atopy in the association between eczema and asthma, with a focus on the Bronx, New York
City—a region with an extremely high prevalence of asthma. By examining the interplay
between eczema and asthma control in atopic versus non-atopic patients, this study seeks to
provide insights into potential mechanisms and management strategies. Understanding how
eczema status influences asthma control could lead to more tailored and effective treatments,
particularly for populations in high-risk areas like the Bronx.

METHODS
Patient cohort

Patient charts from the Montefiore Asthma Center (MAC) Database within our institution’s
electronic health record (EHR) system. Montefiore :Medical Center (MMC), the largest
healthcare provider in the Bronx, cares for around 40,000 asthma patients across its inpatient and
outpatient services. In response to the need_for patient-focused interventions to enhance
education and outcomes among a vulnerable population in the Bronx, the MAC was established
in June 2011, providing a unique team<based approach to provide high quality care with
collaboration between pulmonologists, allergists/immunologists, respiratory technicians, and
asthma educators. The MAC Database was created within our institution’s EHR system and
facilitated the collection of demographic characteristics and healthcare outcomes of patients with
severe or refractory asthma who received treatment at the MAC from 2011-2015. Patients in this
database are 18 years of age and older and have severe asthma. Severe asthma is defined as
having at least one haspitalization, one emergency department visit, or having received oral
corticosteroids at least.once for.an asthma exacerbation in the previous year. Further information
about this template can be found in Kaur et al.** From this template, an eczema-focused database
was created.with. chart review of these patients with asthma. This eczema-focused database
includes characteristics of asthma patients includingtotal IgE (elevated IgE is > 150 TU/ml),
eosinophilia. (>.300 cells/uL), skin prick test (SPT) positivity, and history of eczema.
Demographic characteristics include gender, age range, insurance, race, number of
hospitalizations, number of ED visits, Asthma Control Test (ACT) initial scores, and ACT last
visit scores. This study was approved by the Institutional Review Board at the Albert Einstein
College of Medicine.

Chart review procedures

Manual chart review was conducted to obtain patient-level information including history of
eczema, atopy status, and other demographic information were extracted from the EHR system,
and included in the eczema-focused database. Patient criteria for atopy were 1 positive skin prick
test and/or positive specific IgE test, and eczema status was determined by the presence of



eczema history at the time of patients’ initial evaluation. Patients with available chart-based
information about eczema status and baseline ACT scores, and last visit ACTscores® were
included in this study.

Statistical Analysis

Descriptive statistics were utilized to summarize characteristics of patients. Results were
reported as meanzstandard deviation [SD] or median + interquartile range (IQR). These clinical
and demographic characteristics were analyzed and compared within the cohort of patients chart-
identified to have asthma and stratified by age group (19-39 years, 40-59 years, 60-85 years),
gender, atopic status, eczema status, and food allergy history. For analysis, t-tests were used to
compare baseline ACT scores by eczema status, last visit ACT scores by eczema;status, eczema
patients by baseline versus last visit ACT scores, non-eczema patients by baseline versus last
visit ACT scores, baseline ACT scores by atopic status, last visit ACT scores by atopic status,
atopic patients by baseline versus last visit ACT scores, and nonatopic patients by baseline
versus last visit ACT scores.T-tests were chosen as theyallowed for effective assessment of
differences in means between these groups and over time. Linear regression with interaction
terms was performed as it allowed to determine the association between asthma and atopy with
baseline ACT scores and between asthma and atopy with last visit:ACT scores. A p-value < 0.05
was used as the criterion for statistical significance, indicating the threshold at which observed
differences were considered unlikely to have occurred by chance.

RESULTS

Demographic, clinical, and laboratory characteristics of the entire cohort

Of 227 patients with severe or refractory asthma who received treatment at the MAC from 2011-
2015, 120 patients who met the inclusion criteria were included in this study. The four groups
analyzed were atopic.asthma patients, non-atopic asthma patients, eczema and asthma patients,
and non-eczema asthma patients.

The demographic and clinical characteristics for the cohort are shown in Table 1, stratified by
age. Females comprised 80% of the cohort, reflecting a female predominance in this patient
population. The majority of patients were Hispanic (55.8%), followed by Black non-Hispanic
(37.5%). Other ethnicities, such as Asian and White, were represented in smaller percentages.
The majority of patients had commercial insurance coverage (83.3%). In addition, 61.7% of the
patients were classified as obese with a BMI > 30, and 30.0% were overweight (BMI between 25
and less than 30). A minority of the cohort reported a history of eczema (11.7%), while food
allergies were more common, affecting 46.7% of patients. In addition, 35% of patients reported
having no asthma-related hospitalizations. 86.7% reported having at least 1 visit to the ED. In
terms of asthma control, the majority of patients (93.3%) had an initial ACT score of < 19,
indicative of poorly controlled asthma.



Laboratory characteristics for the entire asthma cohort (n=120) are summarized in Table 2. The
median serum total IgE level at baseline was 212 IU/ml. A significant portion of the cohort,
52.5%, had elevated IgE levels. In terms of absolute eosinophil counts at baseline, the median
value was 200.0 cells/uL, with a range from 100.0 cells/uL at the 25th percentile to 400.0
cells/uL at the 75th percentile. Notably, 33.3% of patients had elevated eosinophil counts.The
majority of patients were atopic, with 92.5% having a positive atopic status.

Comparison of Baseline and Last Visit ACT Scores in the cohort

ACT scores at baseline and last visit were compared across various groups. The average time
from the first visit to the last visit for this cohort was 16.1 months. Atopic patients exhibited a
significant improvement in ACT scores from baseline to the last visit (Figure 1). The mean
baseline ACT score for this group was 10.5, increasing to 15.0. The mean difference was 4.6
(SEM % 0.7412), with a 95% confidence interval from 3.1.to 6.0. This improvement was
statistically significant (p<0.0001). In contrast, non-atopic patients:-did.not show a statistically
significant change in ACT scores from baseline to the last visit (Figure 2). The mean baseline
score was 13, slightly increasing to 14.1. The mean difference was 1.1 (SEM % 2.643), with a
95% confidence interval from -4.5 to 6.7, and a p-value 0f0.6798.

For patients with eczema, there was a significant. improvement in ACT scores from baseline to
the last visit (Figure 3). The mean baseline ACT score was 8.9, which increased to 17.3 at the
last visit. The mean difference observed was 8.4 (SEM # 1.584), with a 95% confidence interval
from 5.2 to 11.7. This change was statistically significant (p<0.0001). Similarly, patients without
eczema also demonstrated significant improvement in ACT scores from baseline to the last visit
(Figure 4). The mean baseline score was 10.9, improving to 14.6 at the last visit. The mean
difference was 3.7 (SEM £ 0.7745), with-a 95% confidence interval from 2.2 to 5.3. This change
was statistically significant (p<0.0001).

Association Between Eczema Status and Baseline Asthma Control Test (ACT) Scores

The analysis investigating the association between eczema status and baseline ACT scores did
not reveal a statistically significant difference (Figure 5). The mean ACT score for patients with
an.eczema history was 8.9 compared to 10.9 for those without an eczema history. The difference
between these means was -2.0 (SEM * 1.360), with a 95% confidence interval ranging from -4.7
to 0.7. The p-value for this comparison was 0.1364, indicating no significant difference.
However, a significant difference was observed in the variances of these groups (F=4.667,
p=0.0034).

DISCUSSION

Our study, conducted within the socioeconomically diverse and high-asthma-prevalence Bronx
area, aimed to examine the relationship between eczema, atopy, and asthma control. No



significant correlation between eczema status and baseline asthma control was found. The
majority of patients (93.3%) had poorly controlled asthma at baseline, as indicated by initial
ACT scores of < 19. Although this is the case, the significant improvement in ACT scores by the
last visit for both eczema and atopic patients suggests that comprehensive asthma management,
perhaps enhanced by tailored treatment strategies for both diseases, may yield significant
benefits over time. The high prevalence of atopy within the cohort (92.5%) aligns with previous
findings highlighting the Bronx as a hotspot for atopic diseases, likely exacerbated by
environmental and socioeconomic factors.® The Bronx's unique environmental challenges,
including heavy traffic and associated pollution from three major highways, are well-
documented contributors to respiratory ailments.”® Studies have shown ‘that air pollution is
associated with elevated IgE levels and increased atopy prevalence; thereby supporting our
findings of elevated atopy and suggesting an environmental etiology.*

According to the 2024 Global Initiative for Asthma guidelines, allergic asthma commonly begins
in childhood and is associated with a past medical history of allergic diseases including eczema,
food allergies, and rhinitis as well as exacerbating factors such as obesity.?* This was reflected
within the cohort as there was a high prevalence of elevated BMI, food allergies, and other
comorbid conditions, factors that are crucial in understanding the broader implications of asthma
management. A substantial portion of the “patients were classified as obese (61.7%) or
overweight (30.0%), aligning with emerging evidence.that links obesity with poorer asthma
control and increased severity.”> Obesity, < potentially acting through mechanical and
inflammatory pathways, could exacerbate asthma symptoms and complicate its management,
underscoring the need for holistic approaches that address weight management as part of asthma
care.?> Moreover, the prevalence of food allergies in nearly half of the cohort (46.7%) adds
another layer of complexity to managing asthma, as food allergens can trigger exacerbations and
influence overall disease control.”® These' comorbidities, combined with the high prevalence of
atopy (92.5%), suggest a multifaceted interaction between asthma and allergic diseases, which
may be further influenced by environmental and socioeconomic factors prevalent in urban
settings like.the Bronx. These findings stress the importance of comprehensive care strategies
that go beyond standard asthma treatment to address the wide range of factors that can impact
disease control and quality of life.

Furthermore; the cohort displayed significant allergic inflammation, evidenced by elevated IgE
levels in 61.2% of patients, with median IgE levels substantially higher than those typically
observed in the general population. The median baseline IgE level in this study was 212 1U/mL
while the general United States population is about 40 1U/mL.* This finding is critical, as
elevated IgE is a hallmark of allergic asthma, which necessitates specific therapeutic
approaches.’® The eosinophilic profile of the patients further corroborates the allergic
underpinning of their asthma, with 36% displaying eosinophilia, suggesting a severe allergic
component to their asthma. Eosinophilia in the blood in patients with asthma has been associated
with more severe disease, worse control, as well as a poorer prognosis.**



In our cohort, the comparison of baseline and last visit ACT scores revealed significant
improvements in asthma control among certain subgroups. Atopic patients and those with
eczema showed marked improvements, with atopic patients demonstrating a mean ACT score
increase of 4.6 points and eczema patients exhibiting an even greater improvement of 8.4 points.
Previous in vitro and in vivo studies have suggested that prostaglandins and leukotrienes play a
key role in the pathogenesis of atopic dermatitis.”® These improvements in asthma control for
atopic patients and those with eczema could be influenced by the treatment plan targeting this
pathway. Interestingly, while patients without eczema also showed significant improvement in
their ACT scores, non-atopic patients did not experience a statistically significant change,
highlighting the potential impact of atopy and eczema on asthma control and the potential for
personalized treatment strategies.'®*Furthermore, recent studies support the importance of IgE
and eosinophil levels in allergy-related conditions, showing that elevated levels are predictive of

allergy test positivity and underscoring their relevance as markers in personalized asthma care.?®
27

The association between eczema status and baseline /ACT:.scores did not yield significant
differences, with the mean ACT score for patients with eczema only slightly lower than those
without (8.9 vs 10.9, respectively). The lack of a significant difference may suggest that while
eczema and asthma are often comorbid, the presence of eczema does not necessarily correlate
with worse baseline asthma control. However, previous studies have found that adults with
eczema have more persistent disease and.asthma exacerbations when compared to those
without.” This finding underscores the complexity of the relationship between these conditions
and the need for further investigation to identify the specific factors that influence asthma control
in patients with eczema.® The observed improvement in ACT scores over time, despite these
baseline similarities, emphasizes the effectiveness of comprehensive asthma management in this
high-risk population, regardless of initial eczema status.’

Our findings emphasize the importance of comprehensive asthma management that includes
environmental control measures, especially in urban areas with high pollution levels in which
asthma levels have been steadily rising." Early life exposure to nitrogen dioxide and mean
particulate matter is associated with asthma incidence by early and middle childhood, showing
the importance of longitudinal asthma control.*> The significant improvement in asthma control
over time inthis study highlights the efficacy of the multidisciplinary approach employed at the
Montefiore Asthma Center, including the use of inhaled corticosteroids and patient education on
adherence and inhaler technique.’

This study was limited by its observational design and the specific demographic and
environmental context of the Bronx, which may not be representative of other populations. The
reliance on self-reported measures of asthma control and eczema status introduces potential
response bias and may not fully capture the clinical severity of these conditions.*® Therefore,
while the findings offer valuable insights into asthma and eczema management in a high-risk



urban population, caution should be exercised when generalizing these results to different
demographic or environmental contexts. Future studies should aim to include similar analyses in
other populations. Incorporating studies with more diverse populations including children and
adultscan be beneficial, especially considering many population-wide studies on eczema have
included only children. Studies should also utilize objective measures of environmental exposure
as well as sociodemographic factors including environmental hazards to better understand the
universal applicability of our findings.® *2

In conclusion, our study underscores the intricate relationship characterized by comorbidity
between asthma control, eczema, and atopy.*” The significant improvements in ACT scores for
atopic patients with eczema in the cohort reflect the need for targeted interventions and treatment
plans. Future research should focus on the long-term outcomes of comprehensive asthma care
programs, especially in high-risk urban populations like the Bronx, to develop tailored strategies
for patients who are dealing with both asthma and eczema in the setting of atopy. Promising
areas of research for tailored strategies include monoclonal antibodies.such as dupilumab which
has shown efficacy in severe asthma and eczema: treatment through IL-4 and IL-13
inhibition.*®*

CONCLUSION

Our study demonstrates a connection between eczema and asthma in relation to atopy. These
results highlight the importance of early detection and treatment of eczema in this setting to
effectively manage asthma. Gaining deeper insights into this link could help develop
personalized treatment plans for managing both conditions, ultimately enhancing health care
outcomes and the quality of life for those affected.

Disclaimer (Artificial intelligence)

Author(s) hereby declare that NO generative Al technologies such as Large Language Models (ChatGPT,
COPILOT, etc.) and text-to-image generators have been used during the writing or editing of this
manuscript.



References

1. Asthma Information. www.health.ny.gov. Accessed August 28, 2023.
https://www.health.ny.gov/diseases/asthma/#:~:text=1n%20New%20Y 0rk%20State%20(NY'S

2. Asthma hospitalization rate per 10,000 - Aged 18-64 years. www.health.ny.gov..Accessed
August 28, 2023. https://www.health.ny.gov/statistics/ny _asthma/data/2016eh/a9.htm

3. Silverman RA, Ito K. Age-related association of fine particles and ozone with severe acute
asthma in New York City. Journal of Allergy and Clinical Immunology. 2010;125(2):367-
373.€5. doi:https://doi.org/10.1016/j.jaci.2009.10.061

4. Corburn J, Osleeb J, Porter M. Urban asthma and the neighbourhood environment in New
York City. Health & Place. 2006;12(2):167-179:
doi:https://doi.org/10.1016/j.healthplace.2004.11.002

5. Silverberg JI, Hanifin JM. Adult eczema prevalence and associations with asthma and other
health and demographic factors: A US population—based study. Journal of Allergy and Clinical
Immunology. 2013;132(5):1132-1138. doi:https://doi.org/10.1016/j.jaci.2013.08.0316

6.National Eczema Association. Eczema Prevalence, Quality of Life and Economic Impact.
National Eczema Association. Published 2013. https://nationaleczema.org/research/eczema-facts/

7.Croce EA, Levy ML, Adamson AS; Matsui EC. Reframing racial and ethnic disparities in
atopic dermatitis-in Black and Latinx populations. The Journal of Allergy and Clinical
Immunology. 2021;148(5):1104-1111. doi:https://doi.org/10.1016/]j.jaci.2021.09.015

8.Cookson W. The immunogenetics of asthma and eczema: a new focus on the epithelium.
Nature Reviews Immunology. 2004;4(12):978-988. doi:https://doi.org/10.1038/nri1500

9. Kaur, S, Rosenstreich, D, Cleven, KL, et al. Severe asthma in adult, inner-city predominantly
African—American and latinx population: demographic, clinical and phenotypic characteristics.
Journal of Asthma. 2021;59(12):2341-2351. doi:https://doi.org/10.1080/02770903.2021.2010748

10. Mulick AR, Henderson AD, Prieto-Merino D, et al. Novel multimorbidity clusters in people
with eczema and asthma: a population-based cluster analysis. Scientific Reports.
2022;12(1):21866. doi:https://doi.org/10.1038/s41598-022-26357-x



11. Nathan RA, Sorkness CA, Kosinski M, Schatz M, Li JT, Marcus P, Murray JJ, Pendergraft
TB. Development of the asthma control test: a survey for assessing asthma control. J Allergy
Clin Immunol. 2004;113(1):59-65. doi:10.1016/j.jaci.2003.09.008

12. Fadadu RP, Abuabara K, Balmes JR, Hanifin JM, Wei ML. Air Pollution and Atopic
Dermatitis, from Molecular Mechanisms to Population-Level Evidence: A Review. Int J Environ
Res Public Health. 2023;20(3):2526. Published 2023 Jan 31. doi:10.3390/ijerph20032526

13. Gergen PJ, Arbes SJ Jr, Calatroni A, Mitchell HE, Zeldin DC. Total IgE levels and asthma
prevalence in the US population: results from the National Health and Nutrition Examination
Survey 2005-2006. J Allergy Clin Immunol. 2009;124(3):447-453.
doi:10.1016/j.jaci.2009.06.011

14. Marko M, Pawliczak R. Obesity and asthma: risk, control and treatment. Postepy Dermatol
Alergol. 2018;35(6):563-571. doi:10.5114/ada.2018.77607

15. Zanobetti A, Ryan PH, Coull BA, et al. Early-Life Exposure to Air-Pollution and Childhood
Asthma Cumulative Incidence in the ECHO CREW Consortium. JAMA Network Open.
2024;7(2):e240535. doi:https://doi.org/10.1001/jamanetworkopen.2024.0535

16. Smith LH. Selection Mechanisms and Their Consequences:-Understanding and Addressing
Selection Bias. Current Epidemiology Reports. 2020;7. doi:https://doi.org/10.1007/s40471-020-
00241-6

17. Wang X, Zhuang Y, Chen Y, Wang H, Wang X. Prevalence of adult eczema, hay fever, and
asthma, and associated risk factors: a;population-based study in the northern Grassland of China.
Allergy, Asthma & Clinical Immunology. 2021;17(1). doi:https://doi.org/10.1186/s13223-021-
00532-7

18. Hon KLE, Chan VP, Leung AK. Experimental Drugs with the Potential to Treat Atopic
Eczema. Journal of Experimental Pharmacology. 2021;VVolume 13:487-498.
doi:https://doi.org/10.2147/jep.s259299

19. Ricciardolo FLM, Bertolini F, Carriero V. The Role of Dupilumab in Severe Asthma.
Biomedicines. 2021;9(9):1096. doi:https://doi.org/10.3390/biomedicines9091096

20. Pala D, Pagén J, Parimbelli E, Rocca MT, Bellazzi R, Casella V. Spatial Enablement to
Support Environmental, Demographic, Socioeconomics, and Health Data Integration and
Analysis for Big Cities: A Case Study With Asthma Hospitalizations in New York City. Front
Med (Lausanne). 2019;6:84. Published 2019 Apr 24. doi:10.3389/fmed.2019.00084



21. 2024 Gina Main Report - Global Initiative for asthma. GINA. June 30, 2024. Accessed
August 3, 2024. https://ginasthma.org/2024-report/.

22. Xu S, Gilliland FD, Conti DV. Elucidation of causal direction between asthma and obesity: a
bi-directional Mendelian randomization study. Int J Epidemiol. 2019;48(3):899-907.
doi:10.1093/ije/dyz070

23. di Palmo E, Gallucci M, Cipriani F, Bertelli L, Giannetti A, Ricci G. Asthma and Food
Allergy: Which Risks?.Medicina (Kaunas). 2019;55(9):509. Published 2019 Aug 21.
doi:10.3390/medicina55090509

24. Buhl R, Humbert M, Bjermer L, Chanez P, Heaney LG, Pavord.l, Quirce S, Virchow JC,
Holgate S. Severe eosinophilic asthma: a roadmap to consensus. Eur Respir J.
2017;49(5):1700634. doi:10.1183/13993003.00634-2017

25. Yanes DA, Mosser-Goldfarb JL. Emerging therapies for atopic dermatitis: The
prostaglandin/leukotriene pathway. J Am Acad Dermatol. 2018;78(3 Suppl 1):S71-S75.
doi:10.1016/j.jaad.2017.12.02

26. Ozkul Saglam N, Ozkars MY, Altas U, Altas ZM. Evaluation of the predictive value of total
IgE and absolute eosinophil levels on allergy test positivity. North Clin Istanb 2023;10(5):602-
608.

27. Yu X, Li L. A Multi-centre Analysis of Serum IgE Levels in Atopic Dermatitis. Indian
Journal of Dermatology. 2024;69(6):486-486. doi:https://doi.org/10.4103/ijd.ijd_151 24



Tables

Table 1. Demographic and clinical characteristics of the cohort at baseline (stratified by age).

Age Range
19-39 yrs 40-59 yrs 60-80 yrs
Count ColumnN | Count ColumnN | Count ColumnN
% % %
Gender F 19 76.0% 55 79.7% 22 84.6%
M 6 24.0% 14 20.3% 4 15.4%
Race Asian 2 8.0% 0 0.0% 2 7.7%
Black 9 36.0% 28 40.6% 8 30.8%
Hispanic 14 56.0% 38 55.0% 15 57.6%
Other 0 0.0% 1 1.4% 1 3.8%
White 0 0.0% 2 2.9% 0 0.0%
Insurance Commercial 20 80.0% 60 87.0% 20 76.9%
Medicaid 1 4.0% 2 2.9% 1 3.8%
Medicare 0 0.0% 2 2.9% 2 7.7%
N/A 4 16.0% 5 7.2% 3 11.5%
BMI Range >=30 11 44,0% 48 69.6% 15 57.7%
(Obese)
185-<25 6 24.0% 2 2.9% 2 1.7%
(Healthy
weight)
25-<30 8 32.0% 19 27.5% 9 34.6%
(Overweight)
Hx of Eczema N 21 84.0% 60 87.0% 25 96.2%
Y 4 16.0% 9 13.0% 1 3.8%
Food Allergies N 8 32.0% 39 56.5% 17 65.4%
Y 17 68.0% 30 43.5% 9 34.6%
Hospitalizations 0 7 28.0% 25 36.2% 10 38.5%
Range 1 8 32.0% 18 26.1% 11 42.3%
2-4 5 20.0% 22 31.9% 4 15.4%
5+ 3 12.0% 4 5.8% 1 3.8%
N/A 2 8.0% 0 0.0% 0 0.0%
ED Range 0 4 16.0% 4 5.8% 5 19.2%
1 5 20.0% 19 27.5% 12 46.2%
2:4 9 36.0% 26 37.7% 7 26.9%
5+ 5 20.0% 19 27.5% 2 1.7%
N/ZA 2 8.0% 1 1.4% 0 0.0%
ACT Initial Range <=19 23 92.0% 64 92.8% 25 96.2%
>19 2 8.0% 5 7.2% 1 3.8%
ACT Last Visit <=19 17 68.0% 50 72.5% 19 73.1%
Range >19 8 32.0% 19 27.5% 7 26.9%




Table 2. Laboratory characteristics of the cohort at baseline (stratified by age).

Entire Cohort 19-39 yrs 40-59 yrs 60-80 yrs
Total IgE Baseline - Median 212 190 259 211
IgE <150 40 (38.8) 7 (36.8) 23 (37.7) 10 (43.5)
>=150 | 63 (61.2) 12 (63.2) 38 (62.3) 13 (56.5)
Abs Eos Baseline- Median 200 200 200 100
Abs Eos <300 71 (64.0) 14 (60.1) 40 (63.5) 17 (68.0)
>=300 40 (36.0) 9 (39.8) 23 (36.5) 8 (32.0)
Atopic N 9 (7.5) 4 (16.0) 3(4.3) 2 (7.7)
Y 111 (92.5) 21 (84.0) 66 (95.7) 24 (92.3)
Eosinophilia N 71 (64.0) 14 (60.9) 40 (63.5) 17 (68.0)
Y 40 (36.0) 9.(39.1) 23(36.5) 8 (32.0)
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