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Abstract

Background. Atopic dermatitis is a serious chronic skin disease, often aggravated by the presence of microorganisms,
which often responds well to strong corticosteroid therapy. However, long-term use of strong topical corticosteroids is
associated with side effects such as skin atrophy. The current standard of local anti-inflammatory treatment is topical
glucocorticosteroids and calcineurin inhibitors. Mometasone furoate 0.1 percent is a moderate efficacy corticosteroid, which is
indicated for the treatment of atopic dermatitis in children. This research aims to evaluate the efficacy and safety of
mometasone furoate in pediatric patients with atopic dermatitis.

Materials and methods. In this prospective trial, 60 pediatric patients diagnosed with mild to moderate AD were randomly
assigned to two separate groups for comparison. The observation group (n=30) received treatment with 0.1% mometasone
furoate, while the control group (n=30) underwent standard therapy without mometasone furoate. The study duration was 12
weeks and was conducted at San-Med Service Clinic in Shymkent, Kazakhstan, from December 1, 2024, to February 2025.

Results. Treatment with 0.1% mometasone furoate resulted in a more pronounced reduction in atopic dermatitis severity
and greater improvement in quality of life (CDLQI) compared to standard therapy. The safety profile was favorable, with no
significant adverse effects. Cortisol levels showed no statistically significant differences between the groups, confirming the
absence of systemic effects.

Conclusions. Consistently using a 0.1% mometasone furoate topically to treat mild to moderate atopic dermatitis in
children older than 2 years decreased the frequency of relapses and the quantity of mometasone furoate prescribed. It was
also safe and well tolerated by patients.
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AKTyanbHOCTb. ATONNYECKAI JepMaTUT - 3TO TSKENOE XPOHMYECkoe 3aboneBaHmne Koxu, KOTOPOE YacTo ycyrybnsercs
NPMCYTCTBUEM MUKPOOPraHU3MOB W YaCTO XOPOLLIO NOAAAETCS NEYEHNIO CUMBHOAENCTBYOLLMMM KOpTUKOCTEpouaamu. OgHako
ONUTENBHOE NMPUMEHEHNE CUNBHOAENCTBYIOLLMX MECTHBIX KOPTMKOCTEPOMZOB COMPOBOXAAETCS MOOOYHLIMM 3dhdekTamu,
TaKkUMK Kak aTpochust KOXU. TonmM4YEcKue rIOKOKOPTUKOCTEPONAbI U UHTMOMTOPbI KanbLMHEBPUHA SBASKOTCA COBPEMEHHBIM
CTaHOApTOM MECTHOW MpOTWBOBOCMANMTENbHOM Tepanuu. MomertasoH dypoat 0.1% - 37O KOpPTMKOCTEpPOME CPeaHeN
3(hPeKTUBHOCTN, IPGEKTUBHLIN NPU NEYEHUU aTonNMYeckoro aepmatuta y feteil. Llenbio paHHoro uccnepoBaHus
SBMIAETCA OLeHKa 3chheKTUBHOCTM 1 6E30MACHOCTI MOMETa30Ha (hypoaTa y AeTel C aTONUYECKUM LepMaTUTOM.
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Matepwuanbi u metogbl. B npocnekTuBHOE nccnenosaHne Obinm BkoyeHb! 60 JeTer ¢ aTonnyeckuM 4epMaTMTOM Nerkoi
W CpedHen CTeneHun TSHKeCTH, koTopble Bbinu paHOooMWU3MpPOBaHbI Ha Ase rpynnbl. Mpynna HabniogeHus (n=30) nonyyana
Tepanuo MomeTasoHa ypoatom 0,1%, a koHTponbHas rpynna (n=30) — cTaHgapTHoe neyeHne 6e3 NpUMEHEHNS MOMETa30Ha
cypoata. [poJomK1TENbHOCT MCCMEAOBaHUS cocTaBuna 12 Hedenb, M OHO npoBogunock B knuHuke TOO «CaH-Meg
Cepsuc» B ropoge LWbivkeHT, KasaxcraH, ¢ 1 aekabps 2024 roga no cespanb 2025 ropa.

Pesynbtatbl. Tepanns 0,1% MomeTasoHa (ypoaTom npoLEMOHCTpUpoBana Oonee 3HAYMTENbHOE CHWKEHWe
BbIPaXXEHHOCTU aTOMUYECKOro AepMaTuTa v ynydiueHne kavectsa xusnu (CDLQI) no cpaBHEHWIO CO CTAHAAPTHBLIM NTEYEHNEM.
Mpodmnb GesonacHocTi Bbin BraronpusTHLIM, 6e3 3Ha4YMMbIX NOBOYHBLIX 3DEKTOB. YpOBEHb KOpTHU3ONa ocTaBancs Oes
CTaTUCTUYECKU 3HAYMMBIX U3MEHEHWIA MEXIY rpynnamu, 4To NOATBEPXAAET OTCYTCTBUE CUCTEMHOMO BO3LENCTBUS.

BbiBoabl. [leyeHne nerkon U CcpefHETSHKENon (hopMbl aToMMUEcKoro fepmartuta y feTeit crapwe 2 net
nocnegosatenbHbiM npumeHeHnem 0,1% pactBopa MmomeTasoHa (ypoata Ans MECTHOTO MPUMEHEHWS! 3HAYUTENBHO
YMEHbLUAMO KONMYECTBO PELMAMBOB U KOMMYECTBO Ha3Ha4YaeMoro MoMeTtasoHa hypoata 1 6birio 6e3onacHbiM 1 XOPOLLO
NepeHoCcUoch NauueHTamm.

Knroyeenie cnoea: amonudeckuli Oepmamum, mMomemasoH ¢ypoam 0.1%, monudyeckull 2/oKkokopmukocmepouo,
besonacHocmb, Ka4ecmeo XU3Hu, ahhekmugHOCMb, 0emu.
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Ab60ywykyposa ., dyenosa 3., Awupos 5.A. DhekTHoCTb M BesonacHocTb MomeTasoHa ypoata y OeTen ¢
atonuyeckum aepmatutom B KasaxctaHe // Hayka u 3pgpaBooxpaHenue. 2025. Vol.27 (5), C. 153-159. doi
10.34689/SH.2025.27.5.019
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Kipicne. Atonusanblk gepmatut- on kebiHece MWKpoopraHuamaepdiH, 60mnybIMEH acKblHATbIH XOHE XM KyLUT
KOPTUKOCTEPOWATAPMEH eMAeyre xakCbl xayan GepeTiH ayblp, co3binManbl Tepi aypybl. [lereHMeH, KyLwTi XeprinikTi
KOPTUKOCTEPOUATAPAb! Y3aK YaKbIT KOMAaHy Tepi aTpodusiChbl CUSKTbI XkaHama aceprepMeH Bipre xypegi. XeprinikTi
[TIOKOKOPTUKOCTEPOMATAD MEH KambLMHEBPUH WHrMOUTOpPNapbl Keprinikti KabblHyFa Kapcbl TepanusiHbiH 3aMaHaym
cTaHgapTbl Gonbin Tabbinagbl. MomeTasoH ¢ypoatsl 0.1% - 6yn Gananapaafbl aToNUANbIK AepMaTUTTI emaeyne TUiMaj
opTawa kywriniri 6ap kopTukoctepona. Byn 3epTTeyaiH MakcaTbl aTonUANbIK AEpPMaTUTNEH aybipaTbiH Oananapgafbl
MOMETa30H pypoaThIHbIH, TMIMAINIM MeH KayinciagiriH 6aFanay 6onein Tabbinagbi.

Matepuangap MeH apictep. [epcnekTuBanblK 3epTTeyre eki Tonka paHLoMM3aLMsnaHFaH KeHin XoHe opTawa
atonusnbik gepmatuti 6ap 60 6ana katbicTbl. bakbinay T06bl (n=30) MomeTa3oH ypoat Tepanusicei 0,1%, an Heriari Tobbl
(n=30) momeTa30H dhypoaTbiH KonaaHban CTaHdapTThl M Kabbingagbl. 3epTTeyaiH y3aKTbiFbl 12 anTaHbl Kypagbl XaHe on
2024 xbinFbl 1 xenTokcaHHaH 2025 xbinFbl aknanFa geniH LWeimkeHT kanaceiHgarsl "Can-Meg Cepauc” XLLUC knuHukackiHaa
Kyprisingi.

Hoatumxeci. 0,1% momeTtasoH ypoaTt Tepanuschbl CTaHAAPTTbl eMAEYMEH CanbiCTbpFaH4a aToOnWArbIK AEpPMaTUTTIH,
ayblprbIfbIHbIH, alTapnbIKTal TOMeHOeYiH xoHe eMip canacbiHbiH xakcapybiH (CDLQI) kepcetti. Kayincisgik npodouni
MaHbI3abl )XaHaMa aceprepcia Konainel 6onael. Koptuson feHreni TonTap apacblHia CTaTUCTUKanbIK MaHbl3abl ©3repiccis
kangbl, Byn xyienik 8cepmiH, KOKTbIFbIH pacTangbl.

KopbITbIHABLL. 2 XacTaH ackaH Gananapgafbl aToOnuAnbIK AepMaTUTTIH XeHin xoHe opTawa TypiH 0,1% xeprinikTi
MOMeTa30H ¢hypoaT epiTiHAiCiH KonaaHy apKbinbl KaiTanaHaTbiH XoHe TaFaiblHAanFaH MOMeTa3oH (bypoaTtbiHbiH, ken
MenLuepae KONAaHybIH aiTaprblKTail a3anTTbl XeHe MaLUMEHTTEP YLLIH Kayincis, api xakcbl TesiMai bongbl.

TyliH ce3dep: amonusinbik depmamum, momemasoH hypoam 0.1%, xepeinikmi kopmukocmepoud, kayincisoik, emip
canacbl, muimdinix, bananap.
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Introduction

Atopic dermatitis (AD) is a chronic, recurrent
inflammatory skin disease characterised by intense itching
and distinctive inflammatory changes. AD has a pronounced
negative impact on the patient's quality of life, as well as on
the emotional and psychosocial state of his family [3]. Atopy
is defined as a syndrome that can be described as a
genetically determined disorder of the maturation of the
immune system of unknown origin. It is characterised by an
increased tendency to form IgE antibodies and is often
associated with a personal or family history of atopic
dermatitis, allergic rhinitis or asthma [5, 6, 14]. The first
manifestation of the atopic march begins with AD. Atopic
dermatitis is usually seen during the first 6 months of life and
persists into adulthood in 25% of the population. The
incidence of AD has increased significantly in recent
decades, especially in high-income countries [9]. Thus,
preventing even a small percentage of cases of AD can bring
significant benefits to individual patients, the healthcare
system, and socio-economic structures [4, 8, 21].
Traditionally, the early onset of AD compared to other allergic
diseases, such as allergic rhinitis and asthma, has led to the
assumption that AD progresses into allergic rhinitis and then
into asthma in a linear sequence [1, 16]. Allergic asthma (AA)
and allergic rhinitis (AR) represent the final stage of the
atopic march.

The pathophysiological mechanisms of atopic dermatitis
(AD) remain to be fully elucidated. Numerous studies have
confirmed that dysfunction of the skin barrier, in combination
with impaired immune regulation, plays a key role in its
pathogenesis [2, 13, 15]. According to an alternative
hypothesis, AD is caused by dysregulation of the immune
response, manifested by hyperactivation of Th2-mediated
inflammation and overexpression of type Il cytokines such as
IL-4 and IL-13 [10]. In addition, there is preliminary evidence
indicating the role of genetic factors in the pathogenesis of
atopic dermatitis, in particular, that carriers of mutations in
the filaggrin gene are highly susceptible to environmental
influences, which contributes to the development of the
disease [12].

Topical corticosteroids have been proven to be highly
efficient in the treatment of atopic dermatitis; however, their
frequent and prolonged utilisation, particularly in paediatric
populations, is associated with numerous adverse effects.
Mometasone furoate is a medium-efficacy corticosteroid that
is indicated for the relief of inflammatory and pruritic
manifestations of atopic dermatitis [17, 20]. Despite the
existence of a significant number of international studies on
the efficacy and safety of Mometasone furoate, information
on its use in children with atopic dermatitis in Kazakhstan
remains limited. The objective of the present study is to
evaluate the efficacy and safety of Mometasone furoate in
children with atopic dermatitis in Kazakhstan.

Materials and methods

Study design

The prospective study included 60 children with mild to
moderate atopic dermatitis, divided into two groups: 30
patients in the observation group who received 0.1%
Mometasone furoate therapy, and 30 patients in the control
group who received standard treatment without Mometasone
furoate. The study duration was 12 weeks and was
conducted at the clinic of “San-Med Service” LLP in

Shymkent, Kazakhstan, from December 1, 2024, to February
2025.

Study population

The study included children aged 2 to 18 years with a
confirmed diagnosis of mild to moderate atopic dermatitis on
the SCORAD scale (Scoring Atopic Dermatitis).

Inclusion criteria:

1. Demographic criteria:

- Age: 2-18 years’ old

- Gender: girls and boys

2. Diagnostic criteria:

- Confirmed diagnosis of atopic dermatitis following the
Hanifin and Rajka criteria and international guidelines
(EAACI, AAD).

- Mild and moderate degree of atopic dermatitis
according to SCORAD (15-45 points).

- Complete blood count test (eosinophilia)

- Total IgE

- With diagnosed rhinitis, a nasal cytology

3. Informed consent:

Signed informed consent of the parents/guardians for the
child's participation in the study.

Treatment methods: patients were randomized into two
groups:

1. Observation group: topical application of mometasone
furoate 0.1% 1 time per day on the affected skin areas.

2. Control group: the use of antihistamines. Both groups
also used emollients at least twice a day.

Exclusion criteria:

1. Diseases and conditions affecting the results of the
study:

- Severe form of atopic dermatitis (SCORAD >50).

- Presence of secondary skin infection (bacterial, fungal,
viral, including herpes, molluscum contagiosum).

- The presence of other chronic skin diseases such as
psoriasis, ichthyosis, and contact dermatitis.

- Severe immunodeficiency (primary and secondary

immunodeficiencies).
2. The use of other treatment methods:
- Systemic therapy (glucocorticosteroids,

immunosuppressant, biologics) 4 weeks before the start of
the study.

- Topical corticosteroids or calcineurin inhibitors 7 days
before the start of the study.

3. Allergic reactions and individual intolerance:

- Allergy or hypersensitivity to the components of the
drug mometasone furoate.

4. Other medical and social factors:

+ Decompensated chronic diseases (for example, severe
bronchial asthma, uncontrolled diabetes mellitus).

+ Parents/guardians' refusal to participate in the study.

Effectiveness assessment:

The effectiveness of therapy was evaluated at weeks 2,
4,8, and 12 according to the following criteria:

- Dynamics of the SCORAD index;

- Assessment of the severity of itching on a Visual Analog
Scale (VAS) (0-10 points);

- Improving the quality of life according to the CDLQI
(Children's  Dermatology  Life  Quality  Index)
questionnaire;

- The level of cortisol in the blood.
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Safety assessment: Side effects were recorded at each

group from 1 to 10 years, and 53.33% and 13.33%, respectively,

visit, including: were in the age group over 10 years (see Table 1).
- Development of skin atrophy (assessment by Table 1.
derm?_tr?scopy); ftelangiectasia: Distribution of patients by age and mean age.
- e appearance ol feiangieciasia, =~ Age in years Group A (n=30) | Group B (n=30)
- The development of hypopigmentation; from 1 o 10 14 (46,67) 26 (86.67)
- Systemic side effects (analysis of blood cortisol levels >10 16 (53’33) 413 33)
in patients using the drug for more than 4 weeks). Total 30 (106 00) 30 (1'00 00)
Statistical analysis « [ MeantSD | 1027661 4.77+4.55
The data was analyzed using Excel 2013. The Student's

t-test (for parametric data) and the Mann-Whitney U Test (for
nonparametric data) were used to assess the differences
between the groups. The significance of the differences was
considered significant at p<0.05.

Ethical aspects

The study was conducted in accordance with the Helsinki
Declaration and approved by the local ethics committee. All
parents signed an informed consent for their children to
participate in the study.

Results

A total of 60 children with mild and moderate atopic
dermatitis were included in the study, which were divided into
two groups. In the observation group (group A, n=30),
patients received 0.1% Mometasone furoate therapy, and in
the control group (group B, n=30), standard treatment with
antihistamines and emollients was performed without the use
of Mometasone furoate. In the group receiving Mometasone
furoate, there were 12 boys (40%) and 18 girls (60%), while
in the control group not receiving Mometasone furoate, there
were 17 boys (56.67%) and 13 girls (43.33%).

The mean age of patient's in-group A was 10.276.61
years, and in group B was 4.77+4.55 years. 46.67% of patients
in group A and 86.67% of patients in group B were in the age

A complete blood count test was performed to assess the
level of eosinophils. In the group receiving Mometasone
furoate, the average level of eosinophils was 5.26+3.35%,
while in the control group, this indicator was 5.13+3.12%.
There were no significant differences between the control
and observation groups. The data obtained indicate that
there is no significant effect of Mometasone furoate on
eosinophilia.

At baseline, the average overall severity score of atopic
dermatitis was 31.00 £ 7.40 in group A and 26.33 £ 9.14 in
group B.

« At the first control examination, the indicators
decreased to 25.00 £ 8.23 in group A and 23.54 + 8.86 in
group B.

+ At the second control examination, the indicators were
16.23 £ 12.74 in group A and 20.62 + 8.06 in group B.

+ At the final control examination, the scores decreased
to 11.87 + 8.04 in group A and 18.83 + 7.05 in group B
(p>0.05, statistically insignificant).

The total percentage of reduction in the severity of the
disease from baseline to final examination:

* Group A: 61.71%

+ Group B: 28.49% (see Table 2).

Table 2.
Average SCORAD (general assessment of the severity of atopic dermatitis) at different stages of follow-up.
Group A Group B p value
Initial 31.00 £ 7.40 26.33 £9.14 0.05
1st examination 25,00 + 8,23 23.54 + 8.86 <0.05
2nd examination 16,23 £ 12,74 20.62 £ 8,06 <0.05
Last checkup 11,87 + 8,04 18.83 £ 7.05 <0.05
Percentage decrease from baseline to last examination | 61.71% 28.49%
The study analyzed cortisol levels in patients of both 16 patients (53.3%), respectively. Other common

groups. In the group receiving Mometasone furoate, the
average cortisol level was 287.59+110.11 nmol/l, while in the
control group this indicator was 205.33+£98.22 nmol/L.
Statistical analysis did not reveal significant differences
between groups A and B, which indicates that there was no
significant effect of Mometasone furoate on cortisol levels in
this study.

According to the diagnostic criteria of Hanifin and Rajka
criteria, all study participants were evaluated for itching. In
our study, 22 patients (73.3%) in the momatesone furoate
group and 21 patients (70.0%) in the control group had
localized itching, while 8 patients (26.7%) and 9 patients
(30.0%), respectively, experienced generalized itching.

According to the severity of itching, the acute form was
recorded in 15 patients (50.0%) in the Mometasone furoate
group and in 14 patients (46.7%) in the control group, while
the chronic form was observed in 15 patients (50.0%) and

symptoms were dry skin, observed in 22 patients (73.3%),
and inflamed skin, detected in 4 patients (13.3%) at the
initial examination.

After a 12-week treatment period, 26 patients (86.67%)
in the Mometasone furoate group achieved good control of
atopic dermatitis symptoms compared to 18 patients (60.0%)
in the control group. At the same time, 4 patients (13.33%) in
the Mometasone furoate group and 12 patients (40.0%) in
the control group continued to experience uncontrolled
symptoms, which indicates a higher effectiveness of
treatment in the Mometasone furoate group.

The mean (+ SD) CDLQI score in the study population
was 8.42 (+ 3.57) out of 30. In the observation group, the
average CDLQI score was 7.90 (+ 3.42), while in the control
group it was 9.14 (+ 3.69), which indicates a tendency
towards a better quality of life in children receiving
Mometasone furoate. Among all participants, 18 children
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(60.0%) in the observation group and 16 children (53.3%) in
the control group experienced a moderate effect of AD on
their quality of life. Only 1 child (3.3%) in the observation
group and 1 child (3.3%) in the control group noted that the
disease had an extremely strong impact on their daily lives.
The analysis of individual CDLQI domains showed that Q1
(itching, burning, painful sensations on the skin) had the
greatest impact on the quality of life, with an average (
SD) score of 1.83 (£ 0.78) out of 3. In the follow-up group,
43.3% of children reported that itching and burning
significantly worsened their quality of life, while in the
control group this figure was 36.7%. Q6 (avoiding
swimming or playing sports) had the least impact on quality
of life, with an average score of 0.27 (£ 0.48). The majority
of participants (76.7% in the observation group and 71.7%

2
1,8
1,6
1,4
1,2

1

Q1 Q2 Q3

in the control group) noted that atopic dermatitis did not
affect their participation in sports. Similarly, the effect of
atopic dermatitis on Q8 (name-calling) was low, with an
average score of 0.35 (+ 0.50) out of 3, while 66.7% of
children in the observation group and 64.3% in the control
group reported that this factor did not affect their quality of
life. Regarding Q4 (influence on clothing/shoe choice),
40.0% of children in the observation group and 34.3% in
the control group noted that atopic dermatitis had a slight
effect on their clothing choice, with an average (+ SD) score
of 1.76 (£ 0.92). A similar trend was observed concerning
sleep disorders (domain Q9). 53.3% of children in the
observation group and 50.0% in the control group noted
that sleep disorders slightly worsened their quality of life,
with an average score of 1.47 (+ 0.84) (see Diagram 1).

08
06
04
2 sl
; i
@4 Q@ Q@ Q7 Q@ Q Q10

= CDLQI

Diagram 1. Distribution of symptoms/effects on quality of life by CDLQI.

Discussion

This prospective study evaluated the efficacy and safety
of Mometasone furoate in children with atopic dermatitis in
Kazakhstan. The results of the study showed a significant
clinical improvement in most patients treated with
Mometasone furoate, as well as a high safety profile and
good tolerability of this drug. These data emphasize the
importance of using Mometasone furoate as the main
element of therapy for atopic dermatitis in children, especially
in regions with a high incidence rate.

Clinical improvements in patients were manifested in a
significant reduction in the severity of the main symptoms of
atopic dermatitis, including itching, erythema, skin infiltration
and the presence of scratching. Most of the children showed
a reduction in the area of the affected skin and an
improvement in the quality of life, which corresponds to the
results of international studies. Similar studies by Yang et al.
It has been shown that the consistent use of Mometasone
and Crisaborol significantly reduces the frequency of
relapses in children with mild and moderate forms of AD [22].
In group B, who received standard therapy using
antihistamines and emollients without the use of
Mometasone furoate, there was also a decrease in SCORAD
scores. This indicates the importance of basic treatment in
the complex therapy of atopic dermatitis. However, the
degree of reduction in the severity of skin manifestations was

less significant compared to group A, where Mometasone
furoate was used. These differences highlight the key role of
topical corticosteroids in controlling inflammation in atopic
dermatitis. In other similar studies, Mometasone has
demonstrated significant efficacy in reducing the severity of
atopic dermatitis, as evidenced by improved SCORAD
scores in clinical trials [18,11]. The data obtained from our
study indicate that there is no significant effect of
Mometasone furoate on eosinophilia. However, a study by
Kato et al., [7], Tsuda et al., [19] shows that Mometasone
furoate, a local corticosteroid, significantly affects the level of
eosinophils and reduces the severity of the clinical picture
and associated eosinophilic activity, as evidenced by a
decrease in serum levels of eosinophilic cationic protein
(ECP), markers of eosinophil activation and inflammation in
patients with atopic dermatitis. The Quality of Life Index for
Children with Dermatological Diseases (CDLQI) is an
essential tool for assessing the quality of life of children with
atopic dermatitis (AD), especially when evaluating the
effectiveness of treatments such as mometasone. Studies
show that AD significantly affects the quality of life of children,
with varying degrees of severity correlating with CDLQI
indicators. In our study, the average CDLQI score in the
observation group was 7.90 (+ 3.42), while in the control
group it was 9.14 (x 3.69), which indicates a tendency
towards a better quality of life in children receiving

157



Hayka u 3apaBooxpanenne, 2025 T.27 (5)

OpI/IFI/IHaJ'le()e HCCJICI0BAHUC

Mometasone furoate. It should be noted that there are very
few studies in the literature evaluating the effect of
Mometasone furoate using the Quality of Life Index of
Pediatric Dermatology (CDLQI), which underlines the
importance of further observations and research in this area.

The statistical analysis did not reveal significant
differences between the control and the main group in terms
of cortisol levels, which indicates that there is no significant
effect of Mometasone furoate on adrenal function in children
with atopic dermatitis in this study. This corresponds to the
available literature data, although there is little information
about the effect of Mometasone on cortisol levels in children,
and further study of this issue is required.

Limitations

Due to the fact that our study is the first phase of the
work, it has a number of limitations that should be taken into
account when interpreting the results. First, the relatively
small number of patients in each group limits the statistical
power of the analysis and may prevent the identification of
significant differences between the groups. Secondly, the
duration of follow-up was only 12 weeks. This period may not
be sufficient to identify possible long-term effects of therapy,
such as persistent changes in cortisol levels or the
development of chronic adverse reactions. Thirdly, this study
did not include a direct comparison of Mometasone furoate
with other topical corticosteroids. Consequently, we cannot
draw conclusions about its relative advantage or
comparability with alternative medications

These limitations emphasize the need for additional,
larger, and longer-term studies to confirm and refine our
findings.

Further studies are planned to involve a greater number
of patients and a longer follow-up period. This will facilitate
not only the confirmation of the current results but also the
detailed analysis of mometasone furoate therapy’s effect on
the prevention of subsequent allergic diseases in children
with atopic dermatitis. Furthermore, future research should
incorporate direct comparive testing of Mometasone furoate
against other topical corticosteroids to definitively establish
its clinical advantages over alternative drugs.

Conclusion

Based on the data obtained, it is concluded that
Mometasone furoate 0.1% therapy is effective and safe in the
treatment of atopic dermatitis in children. In the observation
group administered Mometasone furoate, there was a
significant decrease in the severity of clinical manifestations
of the disease, which was comparable to the dynamics in the
control group. However, the efficacy of treatment with
Mometasone furoate was superior to that observed in the
control group, as evidenced by a more pronounced decrease
in the SCORAD index and an enhancement in the quality of
life of patients, as assessed by the CDLQI (Children's
Dermatology Life Quality Index). The safety profile of
Mometasone furoate was satisfactory, with no significant
side effects. Furthermore, no statistically significant
difference in cortisol levels was observed between the
groups, thereby confirming the absence of a systemic effect
of therapy. Further studies involving a large number of
patients and a longer follow-up period are needed to confirm
the results obtained and to evaluate in more detail the long-
term efficacy and safety of treatment.
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