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by a UK Working Party7 (see table 1,
above) and are included in the SIGN
guidelines.6

However, atopic eczema may be
complicated by secondary infection,
particularly staphylococcal and
streptococcal, and herpes simplex virus
may cause extensive cold sore formation
(eczema herpeticum), which is very
uncomfortable and potentially dangerous.

Furthermore, atopic eczema may
coexist with other dermatological
disorders, such as scabies, superficial
fungus infection and contact dermatitis
(irritant and allergic): if these conditions
pass undiagnosed, the treatment of
atopic eczema will be compromised. 

PATIENT INFORMATION 
There is no doubt that a well informed
patient or carer will find it easier to cope
with the management of atopic eczema. 

Written information, in the form of
patient information leaflets about atopic
eczema, eczema herpeticum and
topical corticosteroids, is available from
the British Association of Dermatologists
(www.bad.org.uk), and patients and
their carers have been included as
targeted users of the SIGN guideline
(www.sign.ac.uk). The British Skin
Foundation and the National Eczema
Society are also useful sources (see
Useful information box on p23). 

Ideally, patients or carers should
receive a full explanation of how to use
topical treatments and a demonstration
of how to apply dressings, if applicable. 

They should be educated about the
diagnosis of infection and have the
opportunity to discuss any concerns
regarding potential side effects.

THERAPEUTIC OPTIONS 
Historically, the management of atopic
eczema has relied heavily on clinical
consensus and the preferences of
individual clinicians, whereas guidelines
such as those produced by NICE and
SIGN are based on contemporaneous
evidence. 

A number of the traditional
therapeutic options to manage atopic
eczema are unsupported by evidence
derived from unbiased measures, and
therefore have low profiles in these
evidence-based guidelines. The
treatment options available in primary
care are listed in table 2, above.

Emollient therapy
Emollients are the mainstay for treating
atopic eczema. They soften the skin,
help restore the impaired barrier
function of the epidermis, reduce the
itch of dry skin, increase the efficacy of
topical corticosteroids and have a
steroid-sparing effect.6

Patient preference should be respected,
the application technique explained,
warnings about the flammability of
greasy preparations given, and
adequate amounts prescribed.6

They should be applied liberally and
frequently, enough to keep the skin silky
smooth, and their use continued during
periods of treatment with topical
corticosteroids. 

Topical corticosteroid therapy
The SIGN guideline for atopic eczema
made the novel recommendation that
topical corticosteroids need be applied,
initially, just once daily.6 This should have
the benefit of reducing prescribing
costs, improving patient compliance and
minimising the potential risks of local
and systemic side effects.

SIGN also recommends that
consideration be given to maintenance
therapy (with topical corticosteroid
applied twice weekly to eczema-prone
areas during remissions, in addition to
daily emollients) as a safe means of
reducing the frequency of flaring.

There is no good evidence base to
assist in the selection of steroid potency,
although both the NICE and SIGN
guidelines make recommendations
based on age and body region. 

SIGN recommends as good practice
that atopic eczema patients for whom

intermittent courses of topical
corticosteroids are being prescribed
should be reviewed every three to six
months (depending on steroid potency
and site of application) to ascertain
response and to assess their skin for
potentially reversible atrophic changes.

Topical calcineurin inhibitors
The topical calcineurin inhibitors
tacrolimus and pimecrolimus are non-
steroidal immunomodulating agents,
and should be considered, in patients
two years and older, for the acute
treatment of moderate and severe
atopic eczema that has not been
controlled by topical corticosteroids 
or if there is a serious risk of important
adverse effects from further
corticosteroid use.6 Long-term
maintenance therapy with tacrolimus
ointment, applied twice weekly, has
been shown to reduce flaring. 

Because the long-term safety of the
topical calcineurin inhibitors has not yet
been established, they are licensed as
second-line treatments for atopic
eczema, and both NICE and the Scottish
Medicines Consortium have restricted
their initiation to doctors with a special
interest and experience in treating
atopic eczema, which may include GPs. 

Paste dressings and wet wraps
There is very little evidence base for 
the use of occlusive dressings in the
management of atopic eczema in
primary care, but consensus clinical
opinion is that paste dressings in
particular can be very effective by
providing a physical barrier to
scratching, improving retention of
emollient, and being soothing and
intrinsically anti-inflammatory.

Antimicrobial measures
The evidence base for the effectiveness
of antimicrobial measures, including
antiseptics, topical and oral antibiotics,
in the management of atopic eczema 
is poor. Oral antibiotics are not
recommended in the routine treatment
of non-infected atopic eczema, but
their short-term use in infected atopic
eczema is encouraged.6 Staphylococcal

Table 2

Therapeutic options for atopic
eczema in primary care
•Emollients
•Topical corticosteroids
•Topical calcineurin inhibitors
•Dressings
•Antimicrobial measures

Table 1

UK Working Party diagnostic criteria for atopic eczema7

The patient must report an itchy skin condition (or parental report of scratching
or rubbing in a child) in the past 12 months, plus three or more of the following:
•History of involvement of the skin creases (front of elbows, behind knees, front
of ankles, around neck or around eyes)
•Personal history of asthma or hayfever (or history of atopic disease in first-degree
relative if child aged under four years)
•A history of generally dry skin in the past year
•Onset under the age of two years (not used if child aged under four years)
•Visible flexural dermatitis (including dermatitis affecting cheeks or forehead 
and outer aspects of limbs in children under four years) 




