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Atopic eczema (AE) is a chronic inflammatory pruritic skin dis-
ease with a rising prevalence,1 presently estimated to affect

20 per cent of the population2 (15–30 per cent of children and 2–
10 per cent of adults).3 In 70 per cent of patients AE occurs before
the age of five,4 although it can present de novo in adulthood,
accounting for 10 per cent of the cases seen in secondary care.5

The pathogenesis of AE is a complex interaction between
environmental and genetic factors. Environmental factors
known to be associated with an increased risk of AE include liv-
ing in urban and industrial settings, higher socioeconomic sta-
tus and smaller family size. Genetic influences include the
dysfunction of proteins within the epidermal differentiation com-
plex (such as filaggrin), required for effective epidermal barrier
function, as well as dysfunction within the innate and/or adap-
tive immune response.

The epidermal barrier dysfunction in eczema results in an
increased skin sensitivity to irritants as well as pathogens.6

Furthermore, AE confers a tendency for allergic rhinitis and
asthma to develop in 35 and 30 per cent of children respec-
tively, a phenomenon often described as the ‘atopic march’.7

Diagnosis and clinical progress
There are no diagnostic tests for AE and systematic review sug-
gests there is no evidence that atopic testing, such measure-
ment of specific immunoglobulin E (IgE) levels or skin prick
testing, enhances the initial diagnosis of atopic eczema in
adults or children.9,11

Diagnosis is based on clinical assessment (see Table 1).
The inflammatory changes associated with AE are divided into
acute and chronic. Distribution and presentation also vary
between the infantile, childhood and adult forms and these dif-
fering presentations are outlined in Table 2.

It is also worth noting some other useful clinical signs (see
Table 3) that commonly accompany AE and are under-recognised
in practice, but when faced with a patient with an unclassified
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Table 1. The UK Working Party Diagnostic Criteria for AE8

The patient must report an itchy skin condition (or parental
report of scratching or rubbing in a child) in the last 12
months, plus 3 or more of the following: 

• history of involvement of the skin creases (front of elbows,
behind knees, fronts of ankles, around neck or eyes) 

• personal history of asthma or hay fever (or history of atopic
disease in first-degree relative if child aged under 4 years) 

• a history of generally dry skin in the last year 

• onset under the age of 2 years (not used if child aged
under 4 years) 

• visible flexural dermatitis (including dermatitis affecting
cheeks or forehead and outer aspects of limbs in children
under 4 years)

Table 2. Phases of AE and their differences in clinical presentation

Infantile phase
invariably acute inflammatory changes
affects the scalp, forehead, ear and
neck in a ‘balaclava-like’ distribution
also involves the upper trunk and
extensor limb surfaces, typically
sparing the napkin area 

Childhood phase
pruritic, ill-defined, erythematous, scaly 
patches with exudate, crust and
excoriations with the beginnings of
lichenification
predilection for flexural sites: the
antecubital and popliteal fossae are
most commonly affected
also affects the neck, wrist and ankle 
flexures, buttock and thigh creases

Adulthood phase
chronic inflammatory changes
predominate with diffuse scaling,
erythema, xerosis and lichenification,
with exudation as a lesser feature

most commonly affects the face and neck
patients can also present with a
generalised exfoliative dermatitis
(erythroderma), which can be a derm-
atological emergency



dermatitis are helpful to consolidate a diagnosis of AE.
Differential diagnoses are outlined in Table 4. 

Secondary infection
Patients are at risk of both bacterial and viral secondary infection. 

Bacterial infection
Staphylococcus aureus colonises the skin and the naso/
oropharynx. Infection manifests as a yellow exudate and crust
(impetiginisation – see Figure 1). With recurrent infection, nasal
swabs should be taken and, if positive, decolonisation therapy

administered. Streptococcus can also cause secondary impetig-
inisation and so skin swabs of the affected areas are useful to
determine treatment.9

Viral infection 
Molluscum contagiosum is common in children and forms clus-
ters of umbilicated papules. When infection is present it is worth
avoiding application of topical steroid and calcineurin inhibitors
to the affected sites.

Herpes simplex is another common viral pathogen that can
affect all ages, and have more serious sequelae. This often 
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Keratosis pilaris
follicular keratinisation with a rim of 
erythema – affecting cheeks, lateral arms
and thighs

Ichthyosis vulgaris
fine white scaling predominantly on the
extensor surfaces of the limbs, some-
times with skin fissuring. 

White dermatographism
linear blanching of dermatitic skin in
response to firm stroking with a blunt
instrument thought to represent abnor-
mal vascular responses

Dennie-Morgan lines
symmetrical prominent infraocular skin
folds (present in 50–60% of cases of AE)

Cheilitis
dry, crusted fissuring of lips (and in this
case with concurrent evidence of lip-lick
dermatitis)

Nipple dermatitis
subacute dermatitis of the areola and
nipple – a common site in AE

Infra-auricular fissuring
weeping/crust fissures beneath ear lobes

Palmoplantar hyperlinearity
increased prominence of palmo-
plantar creases associated with filaggrin
mutation

Pityriasis alba
patches of hypopigmentation most 
commonly on the cheeks and upper arms

Hertoghe’s sign
thinning of the lateral eyebrows (originally
observed in hypothyroidism) often seen in
association with AE

Macular amyloid
rippled hyperpigmentation secondary to
chronic excoriation often manifesting as
a ‘dirty neck’

Table 3. Clinical features that often accompany AE



presents on the face, periorally or periocularly, as painful
monomorphic vesicles that rupture to leave punched-out ulcer-
ations associated with malaise and pyrexia (see Figure 2). If
widespread, eczema herpeticum is a medical emergency and
admission to hospital with prompt treatment with aciclovir (oral
or intravenous) is essential in order to prevent possible serious
sequelae of keratitis, pneumonia or meningitis.

Management
The management of eczema needs to be approached holisti-
cally, with appropriate education of the patient, parents and
family. Often a demonstration of application can be helpful, as

can the provision of patient information leaflets to further edu-
cate on avoidance of irritants and allergens such as soaps,
detergents, pollen and house dust mite.9,11

The recommended treatment pathway is outlined in Figure 3.

Emollients
Emollients (moisturisers) help to soften the skin, reduce 
xeroderma (dryness) and associated pruritus,12 improve the
skin barrier and increase the efficacy of topical cortico -
steroids.13,14 A selection of preparations should be offered to
patients (creams, lotions, ointments, sprays or bath additives),
often in combination, and they should be regularly reviewed
in order to optimise adherence. Emollients should be applied
regularly (twice daily or more) even when eczema is under 
control. 

Table 5 is a useful guide as to weekly adult requirements
per body site, but requirements should be catered to the indi-
vidual patient, which will vary with their size and the severity
and extent of eczema.

Optimising adherence
Pragmatic strategies can be suggested, for example the use of
less socially acceptable applications such as greasy ointments
and scalp applications at night under an old pair of pyjamas or
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Table 4. Differential diagnoses of AE

Discoid (nummular) eczema
often present in older children and presents as coin-shaped
lesions of eczema
most commonly  misdiagnosed as psoriasis 
more resistant to treatment

Seborrhoeic dermatitis
manifests in infants as cradle-cap crusting of the scalp or
shiny salmon-coloured patches of dermatitis in the napkin
area

Contact dermatitis
consider when distribution is atypical (eg periocular or hand
dermatitis) 
often suspicion raised in the history

Eczema craquelé (asteatotic eczema)
a consequence of xeroderma (dry skin), which most commonly
occurs in the elderly particularly in the winter months 
manifests as diamond-shaped scales separated by
erythematous bands, giving a ‘crazy-paving’ appearance,
most commonly affecting the shins 

Psoriasis 
affects the napkin area in infancy
in older children it has a more typical distribution, affecting
the scalp, trunk and joint extensors
often asymptomatic (where AE is intensely pruritic in contrast)

Scabies 
extremely pruritic
burrows and hyperpigmented nodules; look for palmoplantar
pustules and burrows in infants
ask regarding pruritus in other family members 

Dermatophyte infections
varies in presentation, often pruritic and scaly, but can
vesiculate, weep and crust when associated with acute
inflammation
one should always have a low threshold to send skin
scraping to mycology in a recalcitrant scaly eruption

Figure 1. Impetiginised eczema caused by S. aureus infection

Figure 2. Eczema herpeticum, a secondary viral infection



shower cap respectively, with a more socially acceptable cream
during the day. 

Likewise, newer spray-on emollients can improve adherence
with children and adolescents as they can allow for a no-touch
application technique, and are quicker and easier with an ele-
ment of fun.

Topical corticosteroids
Patients with AE should initially be advised to apply topical cor-
ticosteroids once daily.14 The choice of steroid potency should
be customised to the age of the patient, anatomical site and
severity of eczema. Suitable steroid potency per body site is out-
lined in Table 6. In children, the NICE guideline suggests match-
ing the potency of steroid with the severity of the eczema.11

A steroid maintenance regimen should be considered for
both adults and children with moderate to severe AE who

relapse frequently (arbitrarily more than six per year).9 This
involves the use of a potent steroid on two consecutive days
per week to reduce the relapse rate.15,16

Topical calcineurin inhibitors
Topical calcineurin inhibitors should be considered for patients
over the age of two years that have not adequately responded
to topical steroids or where there is a serious risk of important
adverse effects from further topical steroid use, particularly skin
atrophy. 

Two are available in the UK: pimecrolimus cream (Elidel) and
tacrolimus ointment (Protopic). Tacrolimus ointment has child
and adult potencies (0.03 and 0.1 per cent respectively) and is
licensed for daily long-term use on the face. In addition, topical
tacrolimus can be used intermittently to treat flares: twice daily
for up to three weeks in children and six weeks in adults.
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Figure 3. Recommended management of AE in adults and children



However, it has been shown that a twice-weekly maintenance
regimen (egMonday and Thursday) reduces the relapse rate.17

Antiseptics
A Cochrane review identified a small number of diverse studies
and found no benefit for antibacterial soaps, bath additives or
topical antibiotics/antiseptics in the treatment of AE.18 However,
many specialists would recommend the use of antiseptic prepa-
rations including topical benzalkonium chloride, chlorhexidine
and sodium hypochlorite (bleach) baths19–21 in patients where
secondary infection is felt to precipitate flares. 

One paper outlines a protocol on bleach bath preparation
to attain a sodium hypochlorite concentration equivalent to a
standard swimming pool (0.005 per cent) by adding half a cup
(120ml) of household bleach (typically 5–6 per cent in concen-
tration) to a full bath tub of approximately 150 litres.22 However,
we would advocate the use of Milton Sterilising Fluid (a stan-
dardised preparation of 2 per cent bleach without additives of
detergents, perfumes or surfactants), where addition of a
250ml cupful has likewise been reported as helpful.23

Antihistamines
A recent Cochrane systematic review of the literature identified
no evidence to support the use of oral H1-antihistamines alone
in the treatment of eczema.24 However, this does not mean that
as an additional therapy they cannot be useful. 
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Table 5. Suggested weekly adult emollient requirements by body site9

Body site Creams and Lotions (ml)
ointments (g)

Face 15–30 100
Both hands 25–30 200
Scalp 50–100 200
Both arms or 100–200 200
both legs
Trunk 400 500
Groin and 15–25 100
genitalia

Table 6. Suitable topical steroid potency in an adult per body site

Body site Potency Typical preparation

Scalp potent 0.025% fluocinolone
acetonide gel

Eyelids mild 0.1% hydrocortisone
cream

Face moderate 0.05% clobetasone
butyrate cream

Trunk and limbs potent 0.1% mometasone
furoate ointment

Flexural/ moderate clobetasone butyrate +
intertriginous sites nystatin + oxytetra-

cycline cream
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Scottish Intercollegiate Guidelines Network (SIGN) guidance
states that ‘short-term bedtime use of sedating antihistamines
should be considered in patients with atopic eczema where
there is debilitating sleep disturbance’,9 and it is our preference
to use hydroxyzine hydrochloride in adults and alimemazine tar-
trate in children.

Dietary interventions, pregnancy and breast-feeding 
Dietary exclusion is generally not recommended for manage-
ment of AE in patients without confirmed food allergy. Where
there is suspicion of food allergy, referral should be made to an
allergist or paediatrician with a special interest in allergy.
Likewise, the literature does not support the use of exclusion
diets during pregnancy and breast-feeding to prevent the devel-
opment of AE in infants. 

In those infants under the age of six months who have not
responded to topical therapy with a moderately potent topical
steroid and emollients, then a two-month trial of a hydrolysed
or amino-acid formula milk should be offered pending specialist
allergy advice.

There is, however, good evidence that hydrolysed formulas
should not be offered to infants in preference to breast milk for
the prevention of AE, because exclusive breast-feeding for at
least three months may help prevent the development of child-
hood AE where there is a family history of atopy.9,25 Weaning is
best started at six months, as per UK and WHO guidelines. 

Referral 
In persistent disease refractory to topical treatment, patients
should be referred to dermatology for review to consider further
investigation (for example patch testing) or further treatments
such as admission for intensive topical treatments, photother-
apy or systemic agents. 

Conclusion
AE is a clinical diagnosis, and a holistic approach to manage-
ment is essential. It is useful to prescribe a choice of emollient
preparations so as to optimise tolerability and hence patient
adherence. When prescribing a topical corticosteroid, the for-
mulation should be tailored to whether the eczema is acute and
weepy (when a hydrophilic cream is superior) or chronic and dry
(when ointments are preferable). Remember, a twice-weekly
maintenance regimen using either a topical steroid or cal-
cineurin inhibitor is useful when a patient has frequent flares.

There is, however, no evidence to support the use of antiseptics
or antihistamines in atopic eczema.
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Prescription review
In 2012, GPs in England wrote 13.4 million prescriptions for top-
ical steroids at a total cost of £62 million – a marginal increase
in volume over 2011 and a cost growth of 5 per cent. The market
continues to be dominated by three steroids. Hydrocortisone
accounted for 38 per cent of prescriptions and 29 per cent of
spending: the bulk of this was for mild preparations such as the
1 per cent cream and 1 per cent ointment, and preparations with
antifungals (Daktacort, Canesten, Timodine). Betamethasone
valerate made up around a quarter of volume and almost a third
of spending, with 0.1 per cent cream formulations accounting for
half of prescriptions. Most prescribing of clobetasol propionate
(14 per cent of all scrips and 11 per cent of spending) was for
the 0.05 per cent cream and ointment (Dermovate).

The NIC per scrip for most topical steroids was below £10.
Notable exceptions were hydrocortisone 2.5 per cent cream and
ointment, which cost £40 and £54 respectively.

No. scrips NIC NIC per 
(000s) (£000s) scrip (£)

alclometasone dipropionate 15 49 3.21
beclometasone dipropionate 1.4 184 134.74
betamethasone esters 328 2 767 8.44
betamethasone valerate 3 575 18 379 5.14
clobetasol propionate 733 4 657 6.35
clobetasone butyrate 1 924 6 748 3.51
diflucortolone valerate 18 68 3.71
fludroxycortide 72 1 596 22.23
fluocinolone acetonide 133 1 005 7.55
fluocinonide 26 240 9.42
fluocortolone 1.3 5.1 4.07
hydrocortisone 5 096 16 860 3.31
hydrocortisone acetate 665 3 718 5.59
hydrocortisone butyrate 93 368 3.95
mometasone furoate 649 5 476 8.44
triamcinolone acetonide 6.8 35 5.15 Table 7. Number and cost of prescriptions for topical steroids used

to treat eczema in England, 2012

For each section, one of the statements is false – which is it?
1. With regard to eczema:

a. it occurs before age five in 70 per cent of patients
b. one-tenth of cases seen in secondary care have developed de

novo in adults
c. the epidermal barrier dysfunction increases skin sensitivity to

irritants and pathogens
d. it confers a tendency for allergic rhinitis to develop in 10 per

cent of children

2. In the presentation and diagnosis of eczema:
a. eczema presents in much the same way, regardless of age
b. diagnosis is not enhanced by measurement of specific IgE

levels or skin-prick testing
c. diagnosis depends on the presence of an itchy skin condition

within the past year 
d. eczema can be differentiated from contact dermatitis by the

patient’s history and the atypical distribution of dermatitis

3. In patients with atopic eczema and secondary skin infection:
a. skin swabs of impetiginised areas are useful to determine

treatment
b. molluscum contagiosum should be treated with a low-

potency topical steroid

c. the causative bacterium may be S. aureus or Streptococcus
d. eczema herpeticum is a medical emergency requiring admis-

sion to hospital and prompt treatment with aciclovir

4. In the management of eczema:
a. emollients should be applied once daily when eczema is

under control
b. in an adult with eczema affecting the face, the suggested

weekly dose of an ointment or cream is 15–30g 
c. less socially acceptable topical formulations can be applied at

night
d. emollients increase the effectiveness of topical steroids

5. When using a topical steroid or calcineurin inhibitor:
a. a moderate potency steroid such as 0.05 per cent clobeta-

sone butyrate cream is appropriate for the face
b. applying a mild topical steroid on two consecutive days per

week has been shown to reduce relapse rate in adults or children
with moderate to severe atopic eczema who relapse frequently 

c. a topical calcineurin inhibitor should be considered for patients
over two years old when there is a serious risk of important
adverse effects from further topical corticosteroid use

d. twice weekly maintenance therapy with tacrolimus ointment
has been shown to reduce the relapse rate in patients with
eczema

CPD: Management of atopic eczema
Answer these questions online at Prescriber.co.uk and receive a 
certificate of completion for your CPD portfolio. Utilise the 
Learning into Practice form to record how your learning has 
contributed to your professional development.


