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HOW COMMON IS THIS IN MY PRACTICE?
What is eczema?
The word ‘eczema’ comes from the ancient Greek language,  

which means ‘to boil over’. This refers to the inflammatory 

component involved in the skin reaction. The second component 

is the loss of the epidermal barrier. The word ‘eczema’ is often  

used interchangeably with dermatitis.

How relevant is this to my practice? 
Atopic eczema is the most common chronic inflammatory skin 

condition encountered in primary care. Atopy, meaning ‘out of 

place’, describes the lowered threshold for an inflammatory 

reaction to specific exposures. Approximately one in every 

five school-going children in Singapore was reported to have 

atopic eczema,(1,2) with an increasing prevalence reported 

from the two cohorts of school-going children surveyed in 

the International Study of Asthma and Allergies in Childhood  

(ISAAC) report.(2)

WHAT ARE THE COMMON PITFALLS IN 
ATOPIC ECZEMA MANAGEMENT?
The medical literature surrounding optimising care for patients 

with chronic conditions have grown considerably over the 

past few decades. The common pitfalls of chronic eczema are 

similar to many other chronic conditions, and sufficient emphasis  

should be placed on chronic management and patient  

empowerment. Acute management of eczema often targets 

only symptomatic inflammation but neglects the care needed  

to restore the loss of the epidermal barrier.

Management of chronic atopic eczema
As a chronic atopic condition, the management of atopic 

eczema should include involving the patient in the identification 

of triggers, target setting, chronic management and patient  

empowerment. The process of history-taking and physical 

examination is often not targeted at arriving at the diagnosis of 

atopic eczema, but is an attempt to identify possible triggers of 

the flare together with the patient. It is through this segment of 

the consultation that the various differential diagnoses of atopic  

eczema are identified or excluded.

 Target setting is important in the management of atopic 

eczema. Giving patients the opportunity to articulate their 

concerns and hopes allows clinicians to empathise with the 

patients and agree upon individualised targets together with  

them. This conversation would include discussion on the  

symptoms or presentations that bother the patient, the functional 

limitations caused by the condition or flare, as well as the ideal 

stable state that is achievable, both in short- and long-term 

treatments. This would help to identify the management options 

that are suitable for the patient and also determine whether there  

is a need for co-management with a dermatology colleague if  

some of the modalities of therapy are not available in the primary 

care clinic.

 Follow-up for chronic atopic eczema should be scheduled 

and timed according to the condition and control. The use of 

management modalities should not be limited to pharmacological 

options, but individualised to the patient's daily activities and 

needs. As with other atopic conditions, a written action plan 

(Fig. 1) will likely be useful for stable management, and flare  

management advice should be given as a guide to the use of 

pharmacological agents dispensed.

 Patient empowerment is important. The identification of 

triggers and the adaptation required for daily activities may not 

be adequately managed within a consultation setting. Therefore, 

knowledge of their own conditions, the factors affecting control 

and their individualised treatment targets must ideally be  

understood and mastered by the patients or their caregivers.  

Simply eczema
Choon How How1, MMed, FCFP, Joanne Hui Min Quah2, MMed, FCFP, Mark Jean Aan Koh3, MRCPCH, FAMS 

1SingHealth Polyclinics – Sengkang, 2SingHealth Polyclinics – Outram, 3Dermatology Service, KK Women’s and Children’s Hospital, Singapore

Correspondence: Dr How Choon How, Director, SingHealth Polyclinics – Sengkang, 2 Sengkang Square, Sengkang Community Hub, Singapore 545025.  

how.choon.how@singhealth.com.sg

CMEArticle 

Natalie's mother brought her to your clinic to request for a referral to consult 
a dermatologist. Natalie had extensive thickened brown skin over her skin 
folds. From her clinical history, you noted that she had seen several general 
practitioners over the past ten years and had been given a variety of topical 
steroid preparation and oral antihistamines. Despite her longstanding skin 
condition, Natalie and her mother were not well-informed about eczema  
and were unsure about the management involved. 
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Some common concepts such as the itch-scratch cycle (Fig. 2),  

finger-tip unit for topical agents (Fig. 3) and total care for eczema 

(Table I) can be shared as patient empowerment materials.

Short notes on acute flares 
A comprehensive review of the management of atopic eczema 

is beyond the scope of this article, but we will share some short  

notes from our clinical practice.

1. Acute flares are frequently the reason for our encounters 

with the majority of our patients with atopic eczema. These 

are windows of opportunities to introduce holistic chronic  

management of the condition and agree upon individualised 

treatment targets with the patients and their caregiver.

2. Identification of triggers and suggestions to help in trigger 

avoidance or adaptation of daily activities are some  

consultation tasks encountered in the management of acute 

flares. Common triggers of atopic eczema include infections 

(e.g. viral and staphylococcal infections), house dust mites, 

sweating, insect bites and stress. Explanation on how the 

itch-scratch cycle will sustain the inflammation and break 

down the epidermal junction is often necessary for patients 

to understand the consequences and stop the gratifying  

scratching. 

3. The use of moisturisers to address the loss of the epidermal 

barrier should be given sufficient emphasis. These agents do 

not directly address the symptomatic itch experienced by 

the inflammatory component and are not intuitively useful 

Fig. 1 Diagram outl ines the wr it ten eczema act ion plan (adapted  
from KK Women’s and Children’s Hospital).

Scratch

Itch Damaged
skin

Release of
inflammatory chemicals

Fig. 2 Diagram shows the itch-scratch cycle.
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Fig. 3 Photographs show the f inger- t ip uni t  for top ica l  agents .  
(a) One f inger tip unit is the amount of cream/ointment from the tip of 
an adult index f inger to the f irst crease of that f inger. (b) This amount 
will cover an area equal to two adult hands (used with permission 
from KK Women's and Children's Hospital).

Table I. Total eczema care.

Total eczema care

• Minimise triggers, e.g. sweating
• Keep skin lubricated
• Apply medication as advised
• Oral medications, when necessary
• Use wet dressings/double pajamas
• Use gentle skin products/soap
• Wear loose cotton clothing
• Avoid scratching; anti-itch medication, when necessary
• Keep fingernails short
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to most patients even though they are routinely prescribed.  

Explanation of the two main components of eczema should 

ideally be reinforced at every clinical encounter. As many 

brands of moisturisers are available, the choice of which  

brand to use largely depends on the patient’s preference,  

what works for the patient and affordability. 

4. The use of anti-inflammatory topical medications, i.e. corti-

costeroids and calcineurin inhibitors, remain the mainstay of 

treatment to decrease inflammation in flares of eczema. The 

potency of these topical medications depends on the age of 

the patient, and the severity and site of involvement. Steroid 

phobia is a common problem among patients and parents  

of young patients that needs to be adequately addressed.

5. Colonisation by commensal, secondary infection and continual 

exposure to trigger factors are considered common reasons  

for flares of atopic eczema resistant to management.

6. Post-inflammatory hyperpigmentation or hypopigmentation 

are underlying concerns that might not be raised by patients.

TAKE HOME MESSAGES
1. Atopic eczema is a chronic skin condition commonly 

encountered in primary care practice.

2. The two components of skin reaction encountered in an acute 

flare are inflammation and loss of the epidermal barrier.

3. Principles for good chronic care, such as individualised 

target setting and patient empowerment, can be useful in the 

management of atopic eczema.

4. Principles for atopic conditions, such as identification of  

triggers and a written action plan, can also be helpful in the 

management of atopic eczema.
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Natalie most likely had atopic eczema with flares at 
night after a school day with physical education lessons. 
She was possibly one of the many patients who has 
developed lowered thresholds for perspiration, and thus 
not changing into a fresh set of clothes after physical 
education lesson for the rest of the school day might 
have exacerbated a flare. Natalie and her mother listened 
attentively to your explanation of the itch-scratch cycle 
and the many other things they can do to stabilise her 
eczema. You ended the consultation with a short written 
plan, which clearly divided the daily use of moisturisers 
and the different topical steroid preparations suitable 
for flares at different body sites. Natalie was instructed 
to book a follow-up appointment for her next review a 
month later. 

ABSTRACT Atopic eczema is a commonly encountered 
chronic skin condition in primary care. In this article, 
we share a holistic, structured approach, which is 
grounded on the chronic and atopic nature of the 
condition – planned reviews, patient empowerment, a 
written action plan for chronic and fare management, 
and trigger avoidance. Common pitfalls in management 
are insufficient emphases on scheduled reviews and  
patient empowerment, as well as neglect in the care of 
the loss of the epidermal barrier during acute flares. 

Keywords: atopic dermatitis, atopic eczema, management, written action plan
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FalseTrue

1. Skin changes in eczema include inflammation and loss of the epidermal barrier.

2. The term ‘dermatitis’ refers to endogenous triggers of skin inflammation, while eczema refers to  
exogenous triggers of skin inflammations.

3. Contact eczema is the most common form of chronic inflammatory skin condition encountered in  
primary care.

4. The common pitfalls of chronic eczema management in primary care are the lack of focus on chronic 
management and patient empowerment.

5. Treating the symptomatic inflammation in acute eczema flares will simultaneously restore the loss of  
the epidermal barrier.

6. The management of atopic eczema is simple and does not involve the patient in the identification  
of triggers, target setting, chronic management and patient empowerment.

7. History-taking and physical examination can help identify possible triggers of an eczema flare.

8. Target setting is important in the management of atopic eczema.

9. The treatment target for ectopic eczema should always be the restoration to normal skin complexion  
and texture.

10. Setting treatment targets in chronic eczema should be individualised, taking into account the patient‘s 
concerns and hopes.

11. Individualised treatment targets help to narrow down the management options suitable for the patient.

12. Co-management of a patient with a dermatology colleague is indicated when the required modalities  
of therapy are not available in the primary care centre.

13. Atopic eczema should only be seen during acute exacerbations.

14. Management modalities for atopic eczema are not limited to pharmacological options.

15. A written action plan will likely be useful for stable management and flare management of atopic  
eczema. 

16. Patient empowerment is important because the doctor may not be able to help with trigger avoidance 
and modifications of daily activities, which may be essential in controlling an individual's atopic  
eczema. 

17. Common concepts such as the itch-scratch cycle, finger-tip unit for topical agents and total care for  
eczema can be used to increase patient empowerment.

18. Acute flares of atopic eczema are windows of opportunities to introduce holistic chronic management  
of the condition to patients and their caregiver.

19. Understanding the itch-scratch and inflammation relationship can help patients stop the gratification  
to scratch during eczema flares.

20. Colonisation, secondary infection and continual exposure to trigger factors are considered reasons  
for resistant atopic eczema.
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