
Eczema in Children Camden Pathway
This pathway has been developed from published guidance, in collaboration with the Camden 

CYP atopy working group, in response to the findings from the 2016 Local Care Strategy 

strategic review

  

This guidance is to assist GPs in decision making and is not intended to replace clinical 

judgment.

Atopic Eczema - chronic relapsing nature

Primary Care Management

Generalised erythroderma or

severe generalised infection,

Eczema Herpeticum

Bleep on-call paediatric consultant

Referral Criteria Community Atopy Nurse

 Child where parents may need extra support to 

understand treatment

 Poor control where GP suspects compliance may be an 

issue.

 Poor control where wider familial/social factors may be 

impacting care/compliance

 Poor control where GP feels at limit of their personal 

competence 

Maintenance: Emollients

 Use all the time even when skin clear 3-8 times per day

 No clinical evidence to support one emollient over another. Choice 

based on patient preference and costs

 Avoid aqueous cream for soap substitute/emollient due to skin 

reactions

 Ointments are preferred over creams for dry skin, but may be less 

acceptable

 Remove emollients in tub/pot with clean spoons to avoid 

contamination

 Avoid emollients with preservatives eg E45

 Bath additives are NOT recommended due to increased risk of falls 

and no evidence of efficacy.

 Any emollient can be added to bath, by melting in some warm water 

first

Emollients video and information
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Comments & enquiries relating to medication: 

CCCG Medicines Management Team 

mmt.camdenccg@nhs.net 

Refer to current BNF or SPC for full medicines information

Bacterial Infection?

 Sudden worsening, crusting, weeping, pustulation, cellulitis, fever 

and malaise

 1 Small area: Fusidic acid cream or ointment

 Larger area or > one area – treat with oral antibiotics 7-14 days

Preferred antibiotic choice:

 Flucloxacillin or erythromycin (if penicillin allergic or known 

resistance)

 Antibacterial/Emollient combinations not recommended (eg 

Dermol)

Refer to NCL Management and treatment of Common Infections 

Guide

Itch?

 Children (>6months old): NICE: One month trial of non sedating 

antihistamine can be offered but caution advised as may lead to 

overuse/tolerance. This should be reviewed every 3 months. 

Sedating antihistamines can be used for 7-14 days if sleep 

disturbed in an acute flare

 Topical anti-pruritics not recommended due to limited clinical 

evidence of efficacy

Flare 

Moderate-severe eczema onset <6m of age

Consider Cows Milk Protein Allergy

Creams

1st line: Epimax, 
Cetomacrogol,
Aquamax or 
ZeroAQS

2nd line:  
Oilatum Cream,
Zerocream

3rd line:Zerobase, 
ultrabase cream or 
cetraben cream. If a 
gel formulation is 
required consider 
Zerodouble gel

Ointments

1st line:
Emulsifying
ointment and 
Zeroderm ointment

2nd line: Hydrous
ointment,
Hydromol
Ointment

3rd line:
Diprobase
ointment,
Cetraben ointment

Very greasy:
White soft paraffin 
and Liquid paraffin 
50:50

Soap Subs/
Bath

Additives

1st line:
Emulsifying
Ointment,  
ZeroAQS

2nd line:
other emollients but 
not White soft 
paraffin and Liquid 
paraffin 50:50

Referral Criteria Dermatology Outpatients

 Diagnostic uncertainty

 Severe psychological or social issues (sleep disturbance, 

poor school attendance etc)

 Eczema associated with severe/recurrent infections 

especially deep abscesses or recurrent pneumonia

 Adverse reaction to multiple emollients

If referring to routine dermatology outpatients for known 

eczema, consider also referral to community atopy 

service for interim support whilst waiting for 

appointment.

Referral Criteria Allergy Clinic

 If indicated according to cow s milk protein allergy 

guideline

 Flares associated with certain foods

 Other symptoms associated with possible food allergy

If referring to routine allergy outpatients for known 

eczema, consider also referral to community atopy service 

for interim support whilst waiting for appointment.

Urgent referral via on-call paediatrician

 Generalised erythroderma

 Severe generalised infection 

 Eczema herpeticum

 Infected eczema not responding to first line treatment

 Eczema and faltering growth

Treatments not recommended for initiation in Primary Care

 Wet wrapping, paste bandages, Haelan tape unless by specialist 

and not if infection

 Oral steroids – If oral steroids are required refer for specialist input

 **Tacrolimus/ Pimecrolimus – unless special interest practitioner or 

specialist and after discussing risks. See prescribing advice for 

details 

Flares - 1st line: Topical Steroids

 Apply once or twice daily

 Use early in flares (redness inflammation, itching)

 Use the weakest steroid that controls the disease. Step up steroid 

potency if required after 7 days. Treatment should be continued for 

48 hours after flare has been controlled

  The potency of steroids is increased in flextures. Potent or very 

potent corticosteroids should not be used on flextures 

 Educate parents regarding fingertip units

 Advise 30 min gap between application of emollient and steroid 

 It is advisable to prescribe steroids as an acute prescription. 

Potent or very potent steroids should always be prescribed as an 

acute prescription.

 Ointments are preferred over creams (as creams contain 

preservatives) unless skin weeping or very moist

 2nd line: Immunomodulators eg Tacrolimus/Pimecrolimus**

 If problems with control refer as per Referral Criteria (usually 

community atopy nurse in the first instance).

General principles

 Give information for pt education – Leaflet   available here

 Avoid irritants – perfumes, detergents, soaps, toiletries, cosmetics, 

certain fabrics  e.g. synthetic fibres, extreme temperatures -

 Keep nails short and avoid scratching

 No benefit to dietary modification without confirmed food allergy.

 Exclusion   diet therefore not recommended

Leaflet on triggers here

Clinical Contact for pathway queries: Camden.pathways@nhs.net  

NOTE: Fire risk for all emollients.

See Drug Safety Update on risk of severe and fatal burns 
with paraffin-containing and paraffin-free emollients

https://gps.camdenccg.nhs.uk/service/childrens-community-atopy-asthma-eczema-clinic
https://www.guysandstthomas.nhs.uk/our-services/dermatology/dermatology-videos.aspx
mailto: mmt.camdenccg@nhs.net
https://www.ncl-mon.nhs.uk/wp-content/uploads/Guidelines/5_NCL_Managing_Common_Infections_FULL.pdf
https://gps.camdenccg.nhs.uk/pathways/cows-milk-protein-allergy
https://gps.camdenccg.nhs.uk/service/childrens-community-atopy-asthma-eczema-clinic
https://gps.camdenccg.nhs.uk/service/childrens-community-atopy-asthma-eczema-clinic
https://www.nice.org.uk/guidance/cg57
https://patient.info/pdf/4242.pdf
https://patient.info/pdf/4851.pdf
mailto: Camden.pathways@nhs.net
mailto: Camden.pathways@nhs.net


Assessment of eczema severity and stepped care

* Healthcare professionals should be aware that all categories of severity of atopic eczema, even mild, can have a negative impact 
on psychological and psychosocial wellbeing and quality of life. This should be taken into account when deciding on treatment 
strategies.
# Be aware that areas of atopic eczema of differing severity can coexist in the same child. If this is the case, each area should be 
treated independently.

Eczema 
severity 

Skin/physical 
severity 

Impact on 
quality of life 
& wellbeing* 

Stepped care# 

Mild Areas of dry skin, 
infrequent itching 
(with or without 
small areas of 
redness) 

Little impact on 
everyday 
activities, sleep 
and 
psychosocial 
wellbeing 

Emollients (250-500g weekly); 
Mild potency topical corticosteroids for example 
hydrocortisone 1% – once or twice daily on 
active eczema continued for approximately 48 
hours after symptoms subside. 
All steroids should be prescribed generically. 

Moderate Areas of dry skin, 
frequent itching, 
redness (with or 
without excoriation 
and localised skin 
thickening) 

Moderate 
impact on 
everyday 
activities and 
psychosocial 
wellbeing, 
frequently 
disturbed sleep 

Emollients (250-500g weekly) 
Moderate potency topical corticosteroids for 
example clobetasone butyrate (Eumovate®) –
once or twice daily on active eczema continued 
for approximately 48 hours after symptoms 
subside  
 
When uncontrolled, child is older than 12 
months and infection is excluded: consider a trial 
of potent topical corticosteroids for example 
mometasone furoate (Elocon®) for as short as 
possible and in any case for no longer than 14 
days. If not confident, refer for specialist review. 
 
All steroids should be prescribed generically. 
 
Only after specialist review: Topical calcineurin 
inhibitors; Bandages and dressings 

Severe Widespread areas of 
dry skin, incessant 
itching, redness 
(with or without 
excoriation, 
extensive skin 
thickening, bleeding, 
oozing, cracking and 
alteration of 
pigmentation), 
failure to thrive 

Severe 
limitation of 
everyday 
activities and 
psychosocial 
functioning, 
nightly loss of 
sleep 

Emollients (250-500g weekly); 
Potent potency topical corticosteroids for 
example mometasone furoate (Elocon®) (only 
for children older than 12 months) –once or 
twice daily on active eczema continued for 
approximately 48 hours after symptoms 
subside. 
 
All steroids should be prescribed generically. 
  
Only after specialist review: Topical calcineurin 
inhibitors; Bandages and dressings; 
Phototherapy; Systemic treatment; Potent 
potency topical corticosteroids for children 
under 12 months 

Eczema on 
face and 
neck 

  
Use mild potency corticosteroids, except for 
short-term (3–5 days) use of moderate potency 
for severe flares 

Eczema on 
vulnerable 
sites, e.g. 
axillae and 
groin 

  
Use moderate or potent preparations for short 
periods only (7–14 days) for flares in vulnerable 
sites 

 



Treatment for infections

(Refer to NCL Management and Treatment of Common Infections Guide)

Infection Treatment 

Bacterially infected 
Symptoms and signs: weeping, pustules, crusts, atopic eczema failing to respond to therapy, rapidly 
worsening atopic eczema, fever and malaise 

Widespread 
infection (S. 
aureus or 
streptococcal) 

Systemic antibiotics:  

 Flucloxacillin 

 Erythromycin – in the case of allergy to flucloxacillin or flucloxacillin resistance 

 Clarithromycin – in the case of allergy to flucloxacillin or flucloxacillin resistance 
and if erythromycin is not well tolerated 

Prescribe as indicated for 1-2 weeks according to clinical response 

Infection in 
localised areas 

Topical antibiotics, including those combined with topical corticosteroids.  
Prescribe as indicated and use no longer than 2 weeks 

Localised herpes simplex infected 
Symptoms and signs: a child's infected atopic eczema fails to respond to treatment with antibiotics and an 
appropriate topical corticosteroid 

Localised lesion 
on the skin 
suspected to be 
herpes simplex 

Start treatment with oral aciclovir 

Eczema herpeticum (widespread herpes simplex virus) 
Symptoms and signs: areas of rapidly worsening, painful eczema; clustered blisters consistent with early-
stage cold sores; punched-out erosions (circular, depressed, ulcerated lesions) usually 1–3 mm that are 
uniform in appearance (these may coalesce to form larger areas of erosion with crusting); possible fever, 
lethargy or distress. 

Eczema 
herpeticum 

 Start treatment with systemic aciclovir immediately; 

 Refer the child for emergency paediatric advice 

 If secondary bacterial infection is also suspected, treatment with appropriate 
systemic antibiotics should also be started.  

 

https://www.ncl-mon.nhs.uk/wp-content/uploads/Guidelines/5_NCL_Managing_Common_Infections_FULL.pdf
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