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Treatment of Eczema



Atopic Eczema

• Up to 20% children developed world

• Heritable component

• ? Skin barrier defect (filaggrin)

• ?Immunological defect

• Environmental influence



Skin barrier function
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Filaggrin - filament aggregating protein



Filaggrin in ichthyosis vulgaris and atopic dermatitis

38:441-446, April 2006

38:337-342, March 2006



Filaggrin staining 

in normal skin

Ichthyosis vulgaris &

atopic dermatitis 

• ~1:10 people of European origin carry 1 filaggrin null mutation

- They have only 50% of the normal amount of filaggrin protein in their skin

- They have dry skin and a high risk of eczema (60%)

• ~1:400 North Europeans carry 2 filaggrin null mutations (much more common in 

Bangladeshi population~ 1:25)

- They have no filaggrin protein in their skin

- They have severe ichthyosis vulgaris and a very high risk of eczema etc (>90%)

Filaggrin 

granules

Normal skin barrier

No filaggrin 

granules

Defective skin barrier



Epidemiology

• ↑ Prevalence 2-3 x in last 30 years

– ?environmental ?’western’ lifestyle

• ↑ Prevalence

– Social Class 1

– Smaller Families

– 1st born



Epidemiology

• Geographical variation

• Migration

• Ethnicity

– Caribbean 2x

– Asian = 4x



Diet and Atopic Eczema

• 7% of children have food allergies

• Food does not generally cause atopic 

eczema, but food allergies are more common 

in atopic children.

• IgE (rapid onset) and non-IgE mediated 

(more difficult to diagnose)

• 1/3 of children with moderate to severe 

eczema have IgE-mediated food allergies



Atopic eczema → food allergies

Tsakok T et al  al J Allergy Clin Immunol. April 2016.   Does atopic dermatitis cause food 

allergy? A systematic review.

.



Cow’s Milk Protein Allergy

• Occurs when the body’s immune system 

reacts to proteins found in milk

• Up to 7% of babies

• Most children will outgrow it (average age 

5 years for IgE mediated and majority by 

age 3 years for non-IgE mediated allergy) 

No goat’s milk

No soya based milk before the age of 6 

months.  After 6 months, allergy testing first



Resolution of Atopic Eczema

• 40-50 % clear by age 6

• 75-80 % clear by age 16

• Many atopic adults develop irritant hand 

dermatitis

Worse prognosis if 

more severe atopic eczema

food allergies

hay fever



The Atopic March
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Lichenified eczema on the legs

http://162.129.70.33/images/Eczema_and_Hyper_IgE_Syndrome_1_080507.jpg


Erythrodermic eczema (red all over).  







Recurrent boils in 

family?PVL



Eczema Herpeticum





Eczema Coxsackium



To Bath or not to bath?



Different bathing practices



Emollients
Lotions-water 
in oil mix

Dermol 500 E45

Gels Doublebase

Creams-oil in 
water mix 
with 
preservatives 

Aqueous, Cetraben, Dermol cream, 
Hydromol cream, Epaderm cream, 
Diprobase cream, Balneum Plus cream, 
Oilatum cream

Ointments-
oil based

Epaderm ointment, Hydromol ointment, 
Hydrous ointment, Emulsifying 
ointment, WSP:LP 50:50, Diprobase 
ointment, Cetraben ointment 



To bath or not to bath?

• Bath daily in evenings, warm water

• Probably better than showering

• Use of medicated bath oil may be helpful

• Use soap substitute

• Think about different bathing practices

• Makes bath and child slippery- caution!

• Avoid using proprietary shampoo in bath

• Pat dry



Which emollient, how and where?

• Use greasiest child and family will tolerate/ choice

• Seasonal preferences e.g. greasier in winter

• May prefer less greasy one in day

• At least twice day, might need at least 4 times

• Don’t wait until child is dry

• Apply in direction of hair growth- all children

• What about school and nursery?

• Pump dispenser/ open pot



Emollients

• Demonstrate application
• Apply 20-30 minutes after topical corticosteroids
• Use even when eczema is clear
• Tailor to individual child and family
• Use more often and in larger amounts than other treatments
• Ask families to bring treatments to appointments, keep in 

baby bags etc

• Children should be prescribed 250-500g per week (1-2Kg per 
month) (NICE 2007 CG 57 Management of atopic eczema in 
children  )



Olive oil

Olive oil caused significant
reduction in stratum corneum
integrity and induced mild
erythema in volunteers with or
without eczema. Its use in the
treatment of dry skin and infant
massage should therefore be
discouraged.

• Danby S et al Effect of  Olive and 
Sunflower Seed Oil on the Adult skin 
Barrier: Implications for Neonatal Skin 
Care. Pediatric Dermatology 1-9, 2012 
D10.1111/j.1525-1470.2012.01865.x



Mild →  Moderate → → → → → Potent → → → → → → →  Super-potent



Topical Corticosteroids

Mild 0.1%, 1%, 2.5%  Hydrocortisone
Fucidin H

Moderate Eumovate (Clobetasone butyrate)
Trimovate
Modrasone

Potent Mometasone furoate (Elocon) 0.1%
Betnovate 0.1%
Fucibet
Hydrocortisone butyrate

Super potent Dermovate (Clobetasol propionate)



Topical corticosteroids

• Steroid phobia common often due to 
misinformation among general community, 
pharmacists and health professionals and 
underuse a common problem

• Most parents believe steroids dangerous, 
?affect on immune system

• Prefer natural therapy

• What parents perceive as skin thinning is 
usually a misinterpretation of active eczema



Topical Corticosteroids (TCS)
• Potential value and importance of TCS  can’t be 

overstated

• Discuss the benefits and harms of treatment with 
topical corticosteroids parents or carers, 
emphasising that the benefits outweigh possible 
harms when they are applied correctly.

• The potency of topical corticosteroids should be 
tailored to the severity of the eczema, which may 
vary according to body site. 

• When stopped on resolution of eczema rather 
than set number of days e.g. 7 irreversible skin 
thinning does not happen



Topical Corticosteroids (TCS)- what to do

• Prescribe ointment versions rather than creams except if 
eczema very weepy or patient preference

• Apply sufficient to give a shine (Finger tip units- can be 
difficult to explain and deliver ) 

• Avoid the use of  the recommendation “use sparingly” 
as it is unhelpful 

• Demonstrate use
• Apply to areas of active eczema- red or thickened - (or 

eczema that has been active within the past 48 hours) 
which may include areas of broken skin.



Topical Corticosteroids-what to do

• Continue to use when eczema infected especially 
bacterial

• Information about potency, safety data, how they 
work, possible outcomes of failing to use

• Ask families to bring treatments to appointments 
and monitor amount used 



Herbal treatments

• Herbal treatments used by some
parents as an alternative to TCS.

• Some herbal treatments e.g. Wau Wa,
Abido, OSAS, Magic cream, ETIN
shown to contain potent TCS

• Previous concerns about steroids in
herbal creams from China



Betnovate

Dermovate



NICE Atopic eczema guidelines for 

investigation and treatment

• www.nice.org.uk/CG57 

• Published December 2007 (reviewed 

2016- no changes)



NICE Quality Standards No 44

Atopic Eczema under 12 years

Important standards including:

Referral guidelines to secondary care

Prescribing adequate amounts of 

emollients

Considering issues like growth, allergies 

and psychological problems





BATHE StudyBATHE Study

Mild to moderate eczema mainly

Under 5 subgroup ? Some benefit but not 3 points (clinically 

significant) on the POEM scale

Should not be used as a reason to stop bath emollients in 

children with severe eczema (as defined by using potent 

topical steroids)

In Bangladeshi population- more infection and more severe 

eczema, so should continue to prescribe if severe eczema, 

recurrent infections, hyperkeratotic, weeping eczema or if the 

child seems to benefit from same



Age 9/12 

Betnovate 6/12



Topical Immunomodulators

• Tacrolimus ointment (Protopic 0.03 and 0.1%) 

April 2002  (betamethasone valerate

equivalent)

• Ascomycin / Pimecrolimus cream (Elidel™)            

December 2002 (somewhere between 

hydrocortisone and clobetasone butyrate-

mild to moderate steroid equivalent)



Immunomodulators – when 

I use
FACE failure eumovate

long-term eumovate needed

steroid atrophy

BODY long-term potent steroid needed

steroid atrophy

0.1% tacrolimus most effective

Useful in darker skin types as less altered 

pigmentation

Warn re tingling sensation with initial use

Physicians with a recognised interest in 

dermatology incl. GPs not just GPwSIs



Duoderm 

Ultrathin

Dressing



Paste Bandaging



Children not responding to potent topical steroids/tacrolimus 

Narrow-band UVB sometimes helps in Asian/black skin
Oral ciclosporin
Oral/sc methotrexate
Dupilumab
Clinical trials JAK inhibitors



When to Seek Help
• Worried about diagnosis?
• Severe disease
• Child not improving despite demonstrations and 

use of adequate amounts of treatment
• Bad facial eczema
• Recurrent infections
• Eczema herpeticum
• Psychological and social issues
• Poor school attendance
• Poor growth
• Ongoing sleep disturbance 



Eczema in Tower Hamlets

20% of children of all ethnic backgrounds have atopic 

eczema in Newham and Tower Hamlets = 30,496 children 

approximately. 

Asian or Asian British Bangladeshi compose 12% of the 

population of Newham and 32% of the population of Tower 

Hamlets. 38% approximately are under 16. 

At least 20 % of Bangladeshi children in Newham and Tower 

Hamlets =11,144 with atopic eczema. 



Eczema in Bangladeshi children

Seems to be more severe

More admissions with eczema herpeticum

More children requiring immunosuppression

Study in 80 Bangladeshi families- lots of mutations in 

filaggrin in affected and unaffected individuals (but more in 

affected)





Genetic Architecture of Atopic Eczema



THEA Study (Aim is to recruit at least 1,000 

Bangladeshi children and young adults under 30)

Questionaire- demographic details, quality of life (child and 

family)

Clinical examination

Researchers look through notes and previous tests

Tape strippings to look at proteins expressed in upper layer of 

skin (painless, all)

Saliva (painless, all)- will be used to look at filaggrin and other 

genes

Measure skin barrier and dryness (painless, all)

Measure exhaled Nitric Oxide as a measure of pollution 

(painless, all over 5)

Skin biopsy (selected if consents,  over age 14)

Takes about 30 minutes if all goes smoothly





National Eczema Society

• National Eczema Society
Freepost WC4049
London
N19 5BR

• 020 7281 3553 
• www.eczema.org
• Patient Helpline 0800 0891122
• Telephone and Email Helpline for healthcare professionals : 

0207 561 8230 Mon-Fri 10.00-16.30
• www.healthcare.eczema.org


