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W
e commend Dr. Peter 
Lio for reporting the 
substantial series of 
patients who had 

notable improvement instituting 
the compounded antibacterial, 
steroid, and moisturizer (CASM) 
Aron Regimen.1 (Read Dr. Lio’s 
article at PracticalDermatology.
com/2017/09/triple-threat/) 

This regimen works because it 
has the added benefit of decreas-
ing the bacterial load, addressing 
the inflammation, and encourag-
ing barrier repair through mois-
turization. Not discussed in the 
article, however, are patients who 
have emphatically embraced the 
regimen, only to find that they 
are unable to withdraw from the 
treatment, and who notably end 
up at an eczema referral center in 
an iatrogenic-dependent state. Some are steroid-depen-
dent, others are steroid allergic, and others develop steroid 
tachyphylaxis. Such a pattern is self-propagating, where 
patients find previous doses of steroids ineffective and 
require increased concentrations of treatment. Thus, creat-
ing a propensity for the development of dependency and 
contact allergy. 

The acid mantle is essential for normal protection 
against harsh environmental exposures. Under normal 
physiologic conditions, the barrier is largely maintained by 
the phospholipase A2, sodium-hydrogen exchanger 1, and 
polycarboxylic acid pathways.2 Alteration of these patho-
physiologic mechanisms allows for breakdown of this bar-
rier and increased skin pH. Consequently, the stratum cor-
neum loses its protective capacity and the skin is suscep-
tible to disturbances that perpetuate barrier dysfunction.2  

There is no doubt that the relationship between atopic 
dermatitis (AD) and Staphylococcus aureus is complex.3 
And, in fact, the increased Staph colonization and resultant 
decrease in microbiome diversity are important elements 
displayed in the immunologic aberrancies found in AD 
patients. The role of Staph in decreased healing of skin 
and activation of the immune system allows for sustained 
inflammation.2 

ANTIBIOTICS VERSUS 
BLEACH BATHS? 

Though I introduced the 
methods for dilute bleach baths 
at the 2004 Society of Pediatric 
Dermatology meeting, I no longer 
endorse their use. While antibiot-
ics and dilute bleach baths are 
effective in reducing the Staph 
load,4 both demonstrate signifi-
cant long-term risk. 

Mupirocin has the risk of 
encouraging development of 
antimicrobial resistance (espe-
cially in MRSA) with extended 
or long-term use5 and further 
impairs the restoration of micro-
biome diversification. Mupirocin 
is indicated for use upon only 10 
square centimeters of the body 
and may also have adverse effects 
on the renal system.6 Alternatively, 

bleach baths increase skin pH, which subsequently disturbs 
the acid mantle, breaks down proteases and cathelicidins, 
slows the production of antimicrobial peptides, slows skin 
barrier lipid production, promotes barrier disrepair, and 
further enables Staph proliferation by increasing the skin 
barrier pH—all of which propagate immunologic distur-
bance.7

Steroids, antibiotics, and bleach baths may serve specific 
purposes in the AD patient when used correctly. However, 
use does potentially lead to attenuation of the skin bar-
rier’s functional capacity with altered immunologic milieu 
in favor of the development of AD symptoms. These thera-
pies ultimately obtund healing and set a potential course 
for the development of topical steroid dependence, allergy, 
addiction, and withdrawal.

The greatest clinical efficacy is seen by combining skin 
barrier acidification (natural enhancement of antimicro-
bial activity) with the appropriate strength of steroid for a 
limited time along with skin barrier optimization with bio-
corrective moisturizers and by practicing avoidance of highly 
prevalent allergens.  

In terms of immunology, atopic dermatitis is really three 
separate disease states, expressed clinically as mild, moder-
ate, and severe, with associated immune dyscrasia. 
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Each condition has varying degrees of the following “fea-
tures” that are propagated by the elevated skin barrier pH: 
dysfunctional skin barrier acidification, suppression of skin 
barrier lipid production, depression of antimicrobial peptide 
production, inflammation, allergic contact dermatitis, and 
disruption of the calcium gradients, which, in turn, disrupt 
cellular turnover. Each of these features are exacerbated as 
the skin barrier pH rises. The pH of dilute bleach baths (pH 
of 8.9 in Utah tap water) is far above the ideal skin barrier 
pH of 4.6 to 5.6 and fosters the growth of pathogenic organ-
isms that thrive in an elevated pH environment such as S. 
aureus, Pseudomonas, Candida albicans, P. acnes, and others 
that prefer an elevated pH.8,9

Addressing and ameliorating causal features in AD can 
affordably and reliably induce disease remission. The key 
is to decrease the skin barrier pH while simultaneously 
addressing inflammation, allergy, disrupted skin barrier lipid 
production, and altered calcium gradients. In addressing 
these properly, the skin barrier can be supported to restore 
itself back to good health and be maintained in an opti-
mized state with limited exposure to glucocorticoids and 
NO exposure to antibiotics.  

Since embracing the benefits of skin barrier acidification in 
clinical practice, antibiotics have been eliminated as a main-
stay treatment of AD in our practice, the largest eczema 
referral center in the state of Utah and the world’s first dedi-
cated online eczema clinic. In addition, my patients have 
been able to entirely circumvent the use of oral or systemic 
immune suppression. n

—Cheryl Lee Eberting MD and  
Chandler W. Rundle, BSY

Cheryl Lee Eberting, MD is the Founder and CEO, 
CherylLeeMD Sensitive Skincare, and  Medical Director, Alpine 
Dermatology & Laser, Alpine, UT. To learn more about bio-
corrective skin barrier treatment protocols for atopic dermati-
tis, please refer to www.CherylLeeMD.com/protocols.

Chandler W. Rundle, BS, is a MSIII at the School of 
Medicine, Loma Linda University, Loma Linda, CA.

Disclosures: Dr. Eberting is the inventor of the TrueLipids 
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social media.

CLARIFICATION
Please see the online version of the article “Skin Bugs and 
Travel Bugs: An Update for Clinicians,” which originally 
appeared in our October edition. 

The new article includes updated images as well as full 
photo credits:

PracticalDermatology.com/2017/10

“Addressing and ameliorating causal 

features in AD can affordably and 

reliably induce disease remission. 

The key is to decrease the skin barri-

er pH while simultaneously address-

ing inflammation, allergy, disrupted 

skin barrier lipid production, and 

altered calcium gradients.”


