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Atopic Dermatitis 



Diagnostic Criteria: Emollient Combo: Steroid Strengths: 

Itchy skin in the past 12 months plus 3 or more of the following (NICE): 
• Cream for during the day.
• Ointment for night-time.
• Shower gel or bath additive
• The best emollient to use is the

patient likes!

• Mild – Hydrocortisone 1%
• Moderate – Eumovate,

Modrasone, Betnovate RD
• Potent – Betnovate, Elocon.
• Very Potent - Dermovate

1. Visible flexural dermatitis involving the skin creases (children
less than four, cheeks/extensor areas).
A personal hx of asthma or hay fever.
A hx of generally dry skin.
Onset under the age of 2 years old.

2. 
3. 
4. 

MILD 
C/O: Little impact on everyday 

activity, sleep and 

psychological wellbeing. 

Mx 

1% Hydrocortisone 

cream/ointment. Daktacort 

(Anti-Fungal) 

Fucidin H (Bacterial) 

O/E: 

Areas of dry skin. Infrequent 

itching (with/without) small 

areas of redness. 

Apply once daily for up to 
14 days then use at 

weekends for 
maintenance. 

O/E: Areas of dry skin. 

Frequent itching. 

Redness (with/without) 

excoriation and localised 

thickening. 

MODERATE 
C/O: Moderate impact on 

everyday activities and 

psychological wellbeing. 

Frequently disturbed sleep. 

MX 

Eumovate / Betnovate-RD cream/

ointment or Trimovate / 

Lotriderm. 

Consider Antihistamine.
Consider calcineurin inhibitors* 

Apply once daily for up to 14 
days then use at weekends 

for 
maintenance. 

Mx 

Elocon or Betnovate 

cream/ointment daily poss with 

sedative antihistamine. 

Consider calcineurin 

inhibitors* 

Apply once daily for up to 14 
days then use at weekends for 
maintenance. Consider referral 

for systemic treatment or 
phototherapy. 

SEVERE 
C/O: Severe limitation of 

everyday activities and 

psychological functioning. 

Nightly loss of sleep. 

O/E: Widespread areas of dry 

skin. Incessant itching. Redness 

+/- excoriation, lichenification, 

bleeding, ooze, cracking, 

altered pigment. 

Appropriate Antibiotics: BACTERIAL INFECTION:

Think infection if : pustules, crusts, 
temperature, rapidly worsening 
skin, malaise or atopic eczema not 
responding to treatment. 

VIRAL INFECTION
Eczema Herpeticum/Coxsackium
REFER -Dermatology Emergency

SIGNS OF VIRAL INFECTION:
Blisters / Punched out / Painful / 
Crusting

• 
• 
• 
• 

Flucloxacillin 
Erythromycin 

Clarithromycin 

Azithromycin 

*Zinc bandages or wet wraps can also be considered. Calcineurin inhibitors should not be used under occlusion.

MESSAGE FROM SECONDARY CARE: Please consider moderately potent topical 
steroid (e.g. Eumovate) for any atopic dermatitis BEFORE dermatology referral

EXCELLENT RESOURCE: ECZEMA OUTREACH SUPPORT 



HOW TO PREPARE A BLEACH/CLEANSING BATH
Choose a pure bleach without fragrance or soap. We advise Milton disinfecting solution. 

1. Run bath to preferred temperature. No Bubble bath or soaps to be added. Add lukewarm water and ensure that the bleach is completely diluted in water.
2. Adjust accordingly depending on the type of bath

a. 4 capfuls (120 mls) Milton 2% in 100 litres of water (½ bath)

b. 2 capfuls (60 mls) Milton 2% in 50 litres (¼ bath)

c. ½ capful (15 mls) M ilton 2% in 14 litres (½ baby bath)

3. Mix well.
4. Soak for 10-15 minutes. Emollient creams can be used to clean skin whilst soaking.
5. Face and hair can be cleaned with the bath water. Children should avoid ‘drinking’ the bath water,

but it should do no harm if it gets in their eyes or mouth.
6. Rinse with plain water, then gently pat dry and immediately moisturise/ apply creams as usual.

         

TIPS ON USING EMOLLIENTS 
How much emollient? – Ideally 3-4 times per day (minimum BD). Those with extensive eczema should require about 500g per week. Remember – emollients are the mainstay 
of eczema treatment and will reduce steroid burden.  

Which emollient?  - This differs per patient. Ointments are greasy and better for dry skin. They are much less likely to cause skin reactions but are a little more difficult to 
apply than creams. Ointments are preferred which treating childhood eczema. Compliance can be improved by using a thinner cream in the morning, and a thicker ointment 
used at night-time.  

How are they applied? – Apply emollients to the whole body. Gently rub in until no longer visible and ensure to apply downward in the direction of the hairs to reduce the risk 
of folliculitis. They can sting initially, but this should subside within a few days. Apply emollients first and allow to dry into the skin for 20 minutes before applying the 
steroid.  

How much is a fingertip unit? - One Fingertip Unit (FTU) is the amount of cream squeezed from a standard tube along an adult’s fingertip from the very end of the finger to 
the first crease. One FTU is enough to treat an area of skin twice the size of the flat of an adult’s hand with the fingers together.  

Other Tips 
• Don’t use soaps or shower gels as these dry the skin out – consider a soap substitute (e.g. QV Gentle Wash). Ointment emollients dissolved in hot water work well too.
• There is no good evidence bath/shower emollients help with eczema for most people.
• Pat dry (do not rub) with towel after bath/shower then put plenty of emollient on.
• Ideally, use pump dispensers for emollients – reduces chance of infection.

References: 
• KISS: Practical Tips for Managing Eczema for Patients and Families – adapted from NICE CKS on Atopic eczema 2021 and The Primary Care Dermatology

Society guidance on Atopic Eczema.
• Cleansing baths for eczema - Oxford University Hospitals – available online at https://www.ouh.nhs.uk/patient-guide/leaflets/files/14447Peczema.pdf
• Bleach Baths & Soaks: Milton regime – Belfast Trust – December 2020.

IMPORTANT CONSIDERATIONS 
• If any irritation occurs, rinse with fresh

lukewarm water to end the bleach bath.
• Only use Milton.
• Do not use Undiluted bleach directly on

the skin.
• Do not under-dilute the bleach

bath/soak. 
• Do not use if any allergy to chlorine.

https://www.ouh.nhs.uk/patient-guide/leaflets/files/14447Peczema.pdf


Useful Links & Information related to Atopic Dermatitis. 

The National Eczema Society - Childhood Atopic Eczema: Your 
Questions Answered... – The National Eczema Society is a UK charity for 
everyone affected by eczema. They provide information and advice for people living 
with eczema and their families, which we deliver through our website, social media 
channels, publications and nurse-supported helpline. 

Eczema Outreach Support - Eczema Outreach Support exists to help families 
deal with the practical and emotional aspects of having a child with eczema. 

Dermatology Videos for Patients from Guy’s & St Thomas' Hospital 
NHS Foundation Trust.  
They have excellent patient leaflets and dermatology videos for patients to watch. 

The videos cover how to use topical steroids and emollients. The also provide 
information for patients on applying occlusive dressings, wet wraps and paste 
bandages.  

Click here for a patient information leaflet on topical steroids and how they are used. 

https://eczema.org/wp-content/uploads/Childhood-Atopic-Eczema-booklet-2018.pdf
https://eczema.org/wp-content/uploads/Childhood-Atopic-Eczema-booklet-2018.pdf
https://www.eos.org.uk/
https://www.guysandstthomas.nhs.uk/our-services/dermatology/dermatology-videos.aspx
https://www.guysandstthomas.nhs.uk/our-services/dermatology/dermatology-videos.aspx
https://www.guysandstthomas.nhs.uk/our-services/dermatology/patients/patient-leaflets.aspx
https://www.guysandstthomas.nhs.uk/our-services/dermatology/dermatology-videos.aspx
https://www.youtube.com/watch?time_continue=25&v=RFkL1c0sh7I&feature=emb_logo
https://www.youtube.com/watch?v=nj4JSWGL5KQ
https://www.youtube.com/watch?v=SnmTifgAcK8
https://www.youtube.com/watch?v=NNdHI5NdTsI&t=1s
https://www.youtube.com/watch?v=GjW34sY8PTo
https://www.youtube.com/watch?v=GjW34sY8PTo
https://www.guysandstthomas.nhs.uk/resources/patient-information/dermatology/topical-steroids.pdf


Psoriasis 



Assess patients for: 
• Disease severity - BSA

affected, PASI 
• Impact on QOL and mood - 

DLQI
• Psoriatic Arthritis - PEST

screening tool 
• CV risk factors 

Coal tar preparation, e.g. 
Exorex lotion 

Either BD or nocte in 
combination with reducing 
course of topical steroid 
mane 

De-scaling agents, e.g. Diprosalic ointment 
(potent steroid + salicylic acid) OD, for 4 
weeks then reduce as * 

Good if thick scaly plaques 

o Consider calcineurin inhibitor in the 
interim. 

Refer if: 
• Diagnostic Uncertainty
• Severe/Extensive Disease -> 10% BSA

affected 
• Poor response to topical treatment

especially if impact on QOL - DLQI ≥ 5
• Acute guttate psoriasis requiring UVB
• Nail Disease with functional/cosmetic

impact
• Any type of psoriasis in children
• Erythroderma/pustular psoriasis -

emergency referral

Annual review: 
• Depression screen
• Psoriatic arthritis screen
• CV risk assessment 5 yearly

Daktacort 
bd for up to 2 
weeks 
 

Lotriderm 
If gluteal cleft, OD 
for up to 2 weeks 
 

Irritation is a risk 
Refer if poor response 
Consider  elidel/protopic 
in interim 

• Patient Education – Provide BAD Patient information Leaflet
• Consider causal medications: β-blockers, Lithium, Antimalarials, Antibiotics, NSAIDS, ACE-Inhibitors,

TNF-α inhibitors. 
• Common Triggers include: alcohol, stress, trauma, streptococcal infection, HIV infection, sunburn.
• Give advice regarding CV risk factors.

Trimovate 
bd for up to 2 
weeks 
 

Topical 
Therapy 

Regular 
emollient 

1st line active 
treatment 

If response 

Continue Maintenance Treatment 

If no response 

Try 2nd Line Active Treatment + 
consider referral.  

2nd Line Active Treatments 
• Vitamin D analogue alone, e.g. 

calcipotriol (Dovonex) ointment bd –
can be introduced as maintenance 
treatment when Vitamin D 
analogue/steroid treatment being 
reduced OR

• Topical steroid alone, e.g. Betnovate
ointment OD or Elocon ointment od, 
for 4 weeks then reduce as * 

Use in combination with Emollient Combination and avoid irritants. STOP ALL STERIOD PREPARATIONS WHEN SYMPTOMS SETTLE 

Vitamin D Analogues 
Silkis – Calcitroil 
Dovonex – Calcipotriol 
Curatoderm - Tacalcitol 

Doublebase/Balneum/Oilatum/Diprobase/Dermol/Cetraben 

Examples of emollients 

1 palm = 1% 
BSA. Use the 

size of the 
patient’s palm, 
not your own. 

https://www.bad.org.uk/shared/get-file.ashx?id=178&itemtype=document


Scalp Psoriasis 



Scalp Psoriasis 

• Patient education – keep hair as short as possible, avoid over-
combing, smoking cessation, reduce alcohol etc.

• Shampoo – Polytar/T-Gel/Capasal/Dermax, tar-based 1st line
but if odour a problem shampoo after with normal shampoo or
use Dermax as alternative.

Polytar: Massage 
into scalp for 5 

mins 

T-Gel: Prescribe
Neutrogena T-

Gel 

Capasal: 
Massage into the 
scalp for 5 mins 

Dermax: 

No Odour 

If unsatisfactory response after 4 weeks:

Potent topical steroid, e.g. Betnovate scalp application 

Use daily for 4 weeks then either stop or reduce to 1-2 x/week 
maintenance treatment if needed (off licence) 

If unsatisfactory response after 4 weeks add in a de-scaling agent:

Sebco/Cocois ointment (tar + 
salicylic acid) 

Massage into scalp for 5 mins then leave 
for at least 1 hour before washing off 

Use daily for 3-7 days then prn 

Can be left in overnight and rinsed off in 
the morning (off licence)  

Diprosalic scalp application 

Useful for heavy scale, apply few drops 
to scalp once daily and rub in  

Use daily for 4 weeks then either stop 
or reduce to 1-2 x/week as 

maintenance treatment if needed (off 
licence) 

If unsatisfactory response after 4 weeks:

Topical steroid/Vitamin D analogue combination 
e.g. Dovobet gel or Enstilar foam

• Massage into dry scalp at night then shampoo off in morning.
• Apply to scalp daily for 4 weeks then either stop or reduce to 1-2

times per week as maintenance treatment if needed (off licence)

If unsatisfactory response after 2 weeks:  REFER TO SECONDARY CARE

https://www.guysandstthomas.nhs.uk/resources/patient-information/dermatology/treating-scalp-psoriasis.pdf
https://www.guysandstthomas.nhs.uk/resources/patient-information/dermatology/treating-scalp-psoriasis.pdf
https://www.guysandstthomas.nhs.uk/resources/patient-information/dermatology/treating-scalp-psoriasis.pdf
https://www.guysandstthomas.nhs.uk/resources/patient-information/dermatology/treating-scalp-psoriasis.pdf
https://www.guysandstthomas.nhs.uk/resources/patient-information/dermatology/treating-scalp-psoriasis.pdf
https://www.guysandstthomas.nhs.uk/resources/patient-information/dermatology/treating-scalp-psoriasis.pdf


Acne Vulgaris 



 GRADE 3 – MODERATE ACNE 

• More than half of the face is involved 
with many comedones, papules and 
pustules 

***TREATMENT*** 
As for mild acne, however oral therapy 

should be added.  
Oral Therapy includes: (in order of 
preference) 

• Lymecycline 408mg daily 
• Doxycycline 100mg daily 
• Oxytetracycline 500mg BD 

Treat for 3 months, then continue with 
topical rx. Review 8 weeks following 
initiation. BPO or adapalene should be used 
to reduce antibiotic resistance with oral 

therapy. 

Change to an alternative antibiotic if there is 
no improvement after 3 months. Consider 
Trimethoprim / Erythromycin if cannot 
tolerate lymecycline/doxycycline. 
Can continue for 6 months, if working  

*** MAINTAINENCE*** 

Topical Retinoid or Azelaic Acid. 

GRADE 4 - Severe Acne 

• The entire area is involved
• Covered with comedones, papules &

pustules.  
• Several Cysts and Nodules present

***TREATMENT*** 

Continue therapy as for moderate acne, 
and…. Referral for Roaccutane (oral 

Isotretinol) 0.5mg/kg/day. 

• Side Effects – Dry skin, sore lips, 
epistaxis, muscle pains, raised lipids.
• Pre Treatment – LFT & Serum 
Lipids
• All pts should discuss contraception. 

REFERRAL CRITERIA 
• Poor response to 6/12 (or 2 different)

oral abx. 
• Severe Acne +/- Scarring 
• Severe Psychological Upset.

*** MAINTAINENCE*** 

The fixed-dose combination 
adapalene/BPO or Azelaic acid. 

Low Dose Isotretinoin (max. 
0.3mg/kg/day)   

For Females: Continued hormonal anti-
androgens and topical treatment (apart 
from antibiotics) 

General Acne Information 

- Avoid over cleaning the skin - twice daily 
washing with a gentle soap and 
fragrance-free cleanser is adequate 

- Non-comedogenic makeups are advised.

- Patients need to avoid picking and 
squeezing spots to prevent scarring.

- Treatments are effective but take time to 
work (usually up to 8 weeks) 

- If topical therapies are poorly tolerated, 
frequency of application can be gradually 
increased from once/twice a week to 
daily. 

- Retinoids are contraindicated in
pregnancy and breastfeeding. 

- A topical retinoid (if not contraindicated) 
or benzoyl peroxide should always be co-
prescribed with oral abx to reduce the 
risk of antibiotic resistance developing. 

- *Adapalene should be selected in 
preference to tretinoin and isotretinoin.

GRADE 0 - CLEAR 
No lesions to barely noticeable ones. Very few 
scattered comedones and papules.  

COCP as an alternative 
Consider Co-cyprindiol (Dianette®) or other 
ethinylestradiol/cyproterone acetate 
containing products – 1 tablet daily for 21 days, 
commence day 1 of cycle, Needs 7 day break 
after day 21, trial for 6 months. 
Discontinue after 3 months of acne being 
controlled.  

Acne Myth Busting 

Acne is not caused by poor hygiene. Conversely 
washing too much can aggravate acne.  

No high quality studies have demonstrated a link 
between acne and diet. 

Psychological stress can elevate circulating hormones 
which can cause acne. Hence, it is not unreasonable 
to assume stress can make things worse  

Approximately 60% of females who struggle with 
acne report a flare in symptoms just before their 
periods. 

Studies have not demonstrated any link between 
sunlight and acne, however some people do report a 
benefit. 

GRADE 1 – ALMOST CLEAR 
(Comedonal Acne) 

• Hardly visible from 2.5m away.
• A few scattered comedones and a few 

small papules. 
• Rarely pustules. 

***TREATMENT*** 

• Topical retinoid (Adapalene 1st line) – 

also consider tretinoin/isotretinoin*
• Fixed-dose combination of retinoid/BPO

(Epiduo: adapalene/BPO) or can use 
Treclin (Tretinoin 1%/Clindamycin 
0.025% gel) 

• Skinoren (Azelaic acid) can be used 
(similar efficacy and sometimes more 

tolerable) 
• Maintain therapy for a few months. 
• Reassess every 2-3 months 

Smoking Cessation is important. 
If sensitive skin – use cream/lotion
If oily skin – consider a gel 

***MAINTAINENCE*** 

• Topical Retinoid or Azelaic Acid.

Grade 5 – VERY SEVERE 
Highly inflammatory acne covering the 
area, with nodules and cysts present.  

***TREATMENT*** 
Oral isotretinoin is strongly recommended 
as a monotherapy for the treatment of 

severe nodular/conglobate acne. 
REQUIRES URGENT REFERRAL 

Until specialist review – Use systemic 
antibiotics in combination with the fixed-
dose combination of adapalene and BPO 

 

GRADE 2 – MILD ACNE 

• Easily Recognisable Acne 
• Less of half the affected area is involved
• Many comedones, papules, pustules 

present. 

***TREATMENT*** 
• A fixed dose combination of 

Adapalene+BPO or Clindamycin+BPO is 

first line.
• Tretinoin 1%/Clindamycin 0.025% gel 

(Treclin) can be used 

• Topical retinoid can be used alone 

•  Azeliac Acid 20% can be used alone 
• Topical adapalene + oral antibiotic if more 

severe 

***MAINTAINENCE*** 

• Topical Retinoid or Azelaic Acid.

In female of childbearing age with Hirsutism + 
Acne + Irregular Periods 
• Ix – Serum total + free testosterone, Gynae 

hormone profile, Cortisol (mane) 

Spironolactone – Good candidates include: 
• Patients who wish to avoid roaccutane 
• Acne flares around the time of menses 
• Acne that is distributed in the lower face 

and jaw line (monitor BP/K+ in >45 years 
and those with co-morbidities) TH
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References 
• Tan JKL et al. Development and validation of a 

comprehensive acne severity scale. J Cutan Med 
Surg. 2007 

• Nast A et al. European evidence-based (S3) 
guideline for the treatment of acne – update 2016 – 
short version. J Eur Acad Dermatology Venereol. 
2016

• Nice Guideline: Acne vulgaris: management. 
Published: 25 June 2021 Available online at 
www.nice.org.uk/guidance/ng198 

PATIENT INFORMATION LEAFLET 
HERE 

High Quality Evidence Medium Quality Evidence 

Low Quality Evidence 

https://www.bad.org.uk/shared/get-file.ashx?id=65&itemtype=document
https://www.nice.org.uk/guidance/ng198/resources/acne-vulgaris-management-pdf-66142088866501


Tips on Acne Treatment 

Remember…. 
• Acne is a chronic disorder
• Usually there is little response within the first 3-5 weeks of commencing

therapy
• Adherence to prescribed treatment regimens is of utmost importance.
• Prescribed treatment regimens MUST be realistic.
• Bacterial resistance is higher with oral erythromycin (65%) than with

tetracycline (20%). This can be reduced by simultaneous use of benzoyl
peroxide.

• Advise patient about the likelihood of bleaching bedclothes etc when
using Benzoyl Peroxide. It can also bleach hair!

• Patients with acne to use a non-alkaline (skin pH neutral or slightly
acidic) synthetic detergent cleansing product twice daily on acne-prone
skin.

• Patients with acne who use make-up should avoid oil-based and
comedogenic products, and to remove make-up at the end of the day.

• Persistent picking or scratching of acne lesions can increase the risk of
scarring.

REFERRAL TO SPECIALIST 
IMMEDIATE – Acne Fulminans to be assessed within 24 
hours. 

MUST REFER IF 
• there is diagnostic uncertainty about their acne
• they have acne conglobata
• they have nodulo-cystic acne

CONSIDER REFERRAL IF: 
• mild to moderate acne that has not responded to 2

completed courses of treatment
• moderate to severe acne which has not responded to

previous treatment that contains an oral antibiotic
• acne with scarring
• acne with persistent pigmentary changes
• psychological distress or a mental health disorder due

to acne.



 
Primary irritant dermatitis 
 

• Primary irritant dermatitis is very common with topical anti-acne 
therapies. This impact of this can be reduced by:  

 
• Reducing the number of applications per week 

 
• A good option is to advise washing with soap substitute (i.e.: Dermol 

wash/QV Gentle wash) and warm water and then apply the topical anti-
acne medications. 

 
• Combining the application with the use of an oil-free moisturiser is 

useful. One approach is to dilute the topical therapy with progressively 
smaller amounts of emollient (Dermol 500 lotion, Cetraben Cream) over 
a few weeks until the emollient is phased out completely. 

 
• Sometimes a low potency steroid cream (hydrocortisone) may be 

necessary once or twice daily for a few days to help reduce the reaction.  
 
 
Do not treat acne with the following:  

• Monotherapy with a topical antibiotic  
• Monotherapy with an oral antibiotic  
• A combination of a topical antibiotic and an oral antibiotic. 

 
 
At the 12-week review: 

• Are there any improvements? 
• Are there any side effects? 
• If clearance following Rx with an oral antibiotic, stop the antibiotic but 

continuing the topical treatment  
• If partial clearance following Rx with an oral antibiotic, continue the oral 

antibiotic, alongside the topical treatment, for up to 12 more weeks. 



Acne Rosacea 



General Management:

•Taper off and stop topical steroids
•Regular use of alcohol free sunscreen (SPF ≥30)
•Use non-comedogenic emollients
•Avoid irritants: Alcohol, spicy food, hot drinks. Soap (use pH neutral cleanser).

Exfoliation
•National Rosacea Society - www.rosacea.org

Papules & pustules:
1st line (topical) 
Metronidazole 0.75% cream BD
Ivermectin (Soolantra) 1% cream OD 12 wk
Azelaic acid 20% cream or 15% gel BD

2nd line (topical)
Clindamycin 1% or Erythromycin 2%  +/- Benzoyl Peroxide

Systemic
Tetracycline until remission (4-12wk)
Following remission topical maintenance +/- sub 
antimicrobial dosing L/T (eg. Doxycycline 40mg MR)

Alternative antibiotics: 
Erythromycin; Clarithromycin (250mg BD 4wk then OD 4wk) 
Metronidazole 200mg BD – must avoid alcohol

Refractory disease: Oral Isotretinoin 
Surgical intervention for phymatous skin changes

Erythema & Telangectasia:

Behavioural modification - see general mx
Cosmetic camouflage creams
Topical Brimonidine (Mirvaso 0.33% gel) OD - caution with 
prolonged continuous use
Consider referral for Laser or intense pulsed light (IPL) 

Flushing
Clonidine 50-75mcg BD
B Blockers - eg Propranolol 40mg TID

ACNE ROSACEA 
GUIDELINE 



Actinic Keratosis 



 

Grade 1 – flat, pink lesion 
without thick hyperkeratosis or 
erythema. Likely easier felt than 
seen. Can be pigmented. Some 
scale may be seen 

Grade 2 – Moderately 
think hyperkeratosis on a 
background of erythema. 
Easily felt & seen.  
 

Grade 3 – Very thick 
hyperkeratosis / Looks 
like cutaneous horn. 

• Encourage Sun Protection
• Proper moisturisation
• Report any change
• Examine other areas of the

skin 

PATIENT KEEN FOR TREATMENT? 

Hyperkeratotic Lesion(s) 

Multiple Lesions? 

Single Lesion 

Palpable but not indurated/No suspicion of SCC 

Field damage - Large multiple 
AKs on a background of 
erythema and sun damaged 
skin 

Treat in “zones” – forehead, 
scalp, central face at different 
times to avoid excessive 
morbidity. 

Impalpable or Barely Palpable 

If no response 
after 4 weeks 
then review 
diagnosis / 
refer. 

YES 

If no response, then consider cryotherapy +/- referral 

Actikerall® 0.5% 5-Fluorouracil. 10% 
Salicylic acid for up to 10 lesions. Use 
for 6-12 weeks. Counsel re 
irritation/inflammation at treatment 
site. Not for large areas (max. 5x5cm) 

• Cryotherapy - 1x10sec freeze
thaw cycle

OR 
• Consider Curettage +

Electrocautery if confident no red 
flag signs and competent to do so.

• 1st line - 5-Fluorouracil 5% cream (Efudix®) 
Start off with the “Two’s Regimen” = BD for 2 
consecutive days for 2 months). Starting off with 
a pulsed regimen like this helps to build up 
tolerance. OD or BD for 3-4 weeks depending on 
site. 

On lower legs consider pulsed dosing or slow 
titration up – risk of ulceration and poor healing.  

If rash symptomatic, try Eumovate  
Counsel re rash.  

• Consider imiquimod 5% (Aldara) M,W,F x 4 
weeks, repeated if necessary after 8 weeks 

2nd Line - 2nd line – for non-hyperkeratotic 
lesions = imiquimod 3.75% cream (Zyclara®) for 
two treatment cycles of 2 weeks each separated 
by a 2-week no-treatment cycle [If efudix not 
tolerated] 

*Solaraze gel (diclofenac) is not included due to
reduced efficacy. 

Actinic keratosis is a common, sun induced, 
scaly keratotic lesion which has a very small 

potential to become malignant. 
There is a high spontaneous regression rate 
and low rate of transformation – less than 1 
in 1000 per annum, but with an average of 
7.7 AKs the risk of one transforming in 10 

years is 10% 

GENERAL RULE: Examine other sun exposed 
areas (head, neck, dorsa of the hands) to 

check for other lesions.  

RED FLAG  REFER!!!
Lesions that: 
• Are rapidly growing
• Have a firm and fleshy

base
and/or are painful

• Are NOT responding to
treatment

ACTINIC (SOLAR) KERATOSIS PATHWAY 

NO 

HIGH RISK GROUPS INCLUDE: Immunosuppressed patients, past history of skin cancer, 
already extensive evidence of sun damage, patients with previous history of phototherapy, very 
young patients, patients with xeroderma pigmentosum consider referral to secondary care or 
GPECS clinic.  

• Actinic (Solar) Keratosis Primary Care
Treatment Pathway published by 
Primary Care Dermatology Society 
(PCDS) 

• British Association of Dermatologists 
Therapy Guidelines and Audit 
Subcommittee British Journal of 
Dermatology 2007 156, pp222–230 

• Adapted from Nottinghamshire Actinic 
(Solar) Keratosis Primary Care 
Treatment Pathway 

• British National Formulary (BNF) 
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• To be Expected with topical therapy: redness, crusting, oozing.
• Advise that inflammation is a good sign of the treatment having an effect.
• Patient information leaflet can be found HERE!!

https://www.ouh.nhs.uk/patient-guide/leaflets/files/13885Pefudix.pdf


Chronic Spontaneous 
Urticaria 



Management of Chronic Spontaneous Urticaria 

Stepwise approach to management shown in treatment ladder below. Once symptom control is 
achieved maintain on effective treatment for at least 3 months. Spontaneous remission can occur at 
any time – assess continued need for treatment every 3 months and consider trial of reducing 
treatment once symptoms controlled for 3-month period. Reduce dose then remove medications 
one at a time (most recently added medication first) – aim for gradual withdrawal of treatment over 
3-6 months. Long-term treatment may be required in some patients.

 

Increase dose to max 4 
tabs/day (if not already 
done so) provided no contra-
indications – unlicensed but 
generally well tolerated and 
recommended in guidelines. 

Switch to alternative 
non-sedating H1 
antihistamine – as 
response and 
tolerance varies 
between individuals 

Add in H2 antagnonist – 
ranitidine 300mg od, famotidine 

20-40mg daily, cimetidine
400mg bd, stop if no response 

after 6 weeks 

Add in montelukast 10mg od – 
preferred to H2A by NICE esp if h/o  
atopy or NSAID/aspirin intolerance, 
stop if no response after 6 weeks 

Consider adding in sedating H1 antihistamine 
nocte if disturbed sleep, e.g. promethazine 25mg 
– advise re side effects + aim for intermittent use

Refer to secondary care if not responding to 
treatment ladder (for consideration of 

Omalizumab or Cyclosporin) 

OR 

OR 

Non-sedating H1 antihistamine 
e.g. cetirizine 10mg, loratadine 10mg OD, fexofenadine 180mg
OD - Start with standard OD dose for up to 6 weeks

If response inadequate double dose – 2 tabs OD preferred but can 
use 1 tab BD if daytime side effects. Dose can be titrated up in 2 
weekly intervals until QID daily. 

Step 1 

N.B. General measures  
- Lifestyle measures – keep skin
cool, reduce stress
- Advise patient to avoid any 
physical triggers    
- Avoid NSAIDs, aspirin and codeine 
if possible 

Step 2 

Step 3 

Step 4 

Step 5 

Step 6 

If symptoms 
not controlled 

If partial response If no response 

URTICARIA CLASSIFICATION 

- <6 weeks = Acute
Urticaria

- >6 weeks = Chronic
Urticaria

< 10% of patients with acute 
urticaria fail to settle in 6 weeks 

Chronic spontaneous Urticaria 
(CSU) 

- No trigger
Chronic Inducible Urticaria 
(CINDU) 

- Physical, Cholinergic,
Contact, Aquagenic etc.

THINK URTICARIAL 
VASCIULITIS WHEN: 
- Wheals last >24h
- Wheals partly

resolving with bruising
or hyperpigmentation

https://www.bad.org.uk/shared/get-file.ashx?id=184&itemtype=document


Alopecia Areata 



• Consider referral for counselling if
psychological issues

• Hair follicles are preserved in alopecia
areata and the potential for recovery
is maintained, even in longstanding
disease

• Spontaneous remission can occur
within 1 year in 80% of patients if a
small number of circumscribed
patches of hair loss.

• Disease severity at presentation is the
strongest predictor of long-term
outcome

• Almost all will experience more than
one episode of the disease

• 14-25% will progress to total loss of
scalp hair (alopecia totalis, AT) or loss
of the entire scalp and body hair
(alopecia universalis, AU), from which
full recovery is unusual (<10%)

 

No Treatment is an option (80% Spontaenous Regrowth)

Topical Corticosteroids – Potent / Superpotent – Dermovate (Clobetasol Propionate 0.05%). Use daily 
for 4 weeks, then alternate days for 4 weeks, then twice weekly for a further 2 months.  

Alternatively, for localised alopecia on scalp can consider potent steroid once daily for 3 months. When 
treating facial/beard lesions, consider moderately potent steroid for 4-6 weeks only.  

For eyelashes and eyebrows - Tacrolimus (Protopic) 0.1% has been used but there is limited 
evidence. Bimatoprost and 2% Sodium cromoglycate eye drops have had some success 

Intra-lesional Corticosteroids – Usually Triamcinolone acetonide injected just beneath the dermis in 
the upper subcutis. Dermaject can be used. Skin Atrophy can occur. Administered every 2-4 weeks 

• Minoxidil – unlicensed – only effective if hair is regrowing.
• Systemic corticosteroids in short pulses. No convincing data for methotrexate, sulfasalazine,

azathioprine, ciclosporin or phototherapy
• Wigs – Direct to local dermatology departments or https://wigs-northernireland.co.uk
• Support Groups -   https://www.alopecia.org.uk/   http://alopeciaireland.ie/

CONSIDER REFERRAL TO SECONDARY CARE IF: 
• Extensive Disease at onset
• Ophiasis Pattern (a band of involvement of the occipital scalp)
• Childhood Onset
• Loss of body hair and nail involvement

 

https://wigs-northernireland.co.uk/
https://www.alopecia.org.uk/


Hidradenitis Suppurativa 



 

 
 
 
 
 
 
 
 

Acute treatment of large painful lesions 

• Warm flannel to affected area or a bath may help encourage drainage of pus
• Analgesia such as NSAIDS to help with pain and inflammation
• Lesions can be lanced
• They are often sterile so consider an intra-lesional steroid for example triamcinolone acetonide

10mg/ml or a short course of oral prednisolone for 3-4 days
• If very explosive consider infection, avoid steroids and treat with flucloxacillin.

Long term Medical Management 

TOPICAL 
• Dermol 500 lotion either as a wash or left on affected skin
• 4% chlorhexidine wash - although this must be washed off after 5 minutes
• Bleach baths have also been shown to be effective
• Clindamycin 1% BD- consider adding benzoyl peroxide to reduce bacterial resistance.

o Topical erythromycin or benzoyl peroxide acceptable to use in pregnancy if benefit
outweighs risk.

SYSTEMIC ABX 
• First Line

o Lymecycline 408mg OD or Doxycycline– consider BD if high BMI or mod/severe symptoms.
• Second Line

o Erythromycin (suitable for use in pregnancy if benefit outweighs risk), clarithromycin or
metronidazole.

If fails to respond to a 3-month course of systemic antibiotic, consider combination of clindamycin 
300mg BD and rifampicin 300mg BD for 3 months.  

*** RIFAMPICIN PREVENTS COCP FROM WORKING  - need to use a progesterone method/ 
IUD IN FEMALES OF CHILD BEARING AGE *** 

Check LFT prior to Rx and within 2 weeks. If no response after 3/12 needs SECONDARY CARE referral 
for consideration of other treatment/biologics 

ANTI-ANDROGENS 

Consider Long term antiandrogen -  COCP containing drosperinone or cyproterone acetate. 
Dianette and an additional 50-100mg cyproterone acetate from day 5-14 of cycle may help women whose 
symptoms flare in relation to period. CI – in obese patients and those at risk of thrombosis 

Spironolactone - Can commence on 50mg daily and increase to 100mg if tolerated. U+E needs 
monitored if >40-45 or any nephrotoxic medications or relevant medical history (This can take 6 
months to be effective) 

Metformin could be considered in cases where there may be insulin resistance. 

*Prolonged courses are used to reduce bacterial colonisation and inflammation

Some Facts… 

• Rare in Pre-Pubescent or Post-Menopausal
• Affects Women > Men
• Worse before periods / Better in Pregnancy
• More frequent in smokers
• Genetic – 1/3 with FamHx.
• Crohn’s- possible association if lesions are in groin and near anal margin.
• Hidradenitis suppurativa is associated with a significantly increased CV disease

and should be considered as an independent CV risk factor

General Management 

Early Intervention 
Weight loss 
Smoking Cessation 
Hidradenitis Suppurativa Trust 



Hyperhidrosis 



Taken from PCDS Hyperhidrosis Guidelines 

Hyperhidrosis Guideline 

Definition: Sweating in excess of that required for normal temperature 
regulation. 

Classification: 
• Primary/focal- affects hands, soles axillae, head/face (craniofacial)
• Generalised- gustatory/Frey syndrome

Presentation: 
• Childhood/adolescence (usually <25yr) bullied at work or school
• Family hx in 1/3 of cases

Investigation: seldom needed in focal 

*If atypical age/distribution- rule out secondary cause eg. PD/DM/thyroid disease*

General Advice 

• Modify lifestyle- stress, hormones

• Aggravating meds- fluoxetine/opiates/zoladex/sildenafil/apomorphine

Management 

• Conservative:
o Patient info leaflets (see overleaf)
o Self-help advice on foot wipes/silver/copper socks/absorbent

soles/disposable axillae pads
o Emollient for washing rather than soap
o Avoid tight and manmade clothing
o Wear leather shoes

• Drug treatment:
o Oral anti cholinergics  (E.g. propantheline)
o B blockers- Propranolol 40mg TDS/Diltiazem 60mg TDS

• Consider CCG Advice Request regarding further management prior to 
formal secondary care referral. 

o Alternative options can include: 
 Axillary or craniofacial botox (unavailable in some trusts)
 Iontophoresis for palmar/plantar hyperhidrosis (unavailable in 

some trusts)

NB- if sweating at night then 
needs further investigation 
incl. CXR 



Taken from PCDS Hyperhidrosis Guidelines 

Patient Information Leaflets 

British Association of Dermatologists – Hyperhidrosis Guideline 

Dermnet NZ Information for practitioners on Hyperhidrosis  

Links to patient support groups 

Hyperhidrosis Support Group (UK) 
Web: www.hyperhidrosisuk.org  

International Hyperhidrosis Society (USA) 
Web: www.sweathelp.org 

Other 
For details of source materials used please contact the Clinical 
Standards Unit (clinicalstandards@bad.org.uk). 

https://www.bad.org.uk/shared/get-file.ashx?id=93&itemtype=document
http://dermnetnz.org/hair-nails-sweat/hyperhidrosis.html
http://www.hyperhidrosisuk.org/
http://www.sweathelp.org/


Warts 



Warts 

Plantar warts 
• Found beneath pressure points
• Two main types:

o Sharply defined rounded lesions with a rough
keratotic surface, often painful

o Mosaic warts, which result from a plaque of
closely grouped warts and tend not to be
painful

• Callosities have a smooth surface in which the skin
markings are maintained. Warts do not maintain the
skin markings and when paired small bleeding points
become evident. It is also said that warts are more
painful when pinched, whereas callosities are more
painful on pressure

Plane warts 
• Common sites: Face and backs of hands
• Often numerous, small (< 5mm), round, slightly

elevated and have a smooth surface
• Rare associated genetic conditions:

o Acrokeratosis verruciformis (of Hopf)
o Epidermodysplasia verruciformis

Filiform warts 
• Common sites: face and neck in men, but they can

occur on any part of the body
• They have a filiform appearance and may have a stalk

This leaflet was produced using the guidelines on “Warts” from the Primary Care Dermatology Society (PCDS) LAST 
UPDATED: Sep 13, 2021. Images from PCDS and Dermnet NZ 

Common warts 
• Mainly due to HPV 2
• Present as firm papules with a rough surface
• Most commonly found on the backs of the hands and

fingers but can occur anywhere



Anogenital warts 
Usually multiple, varying appearance. 

Condylomata acuminata  
• May cause discomfort, discharge, or bleed
• May appear pearly, filiform, fungating, cauliflower or plaque-like
• They can be quite smooth (particularly on penile shaft), verrucous, or lobulated
• Lesions can be skin-coloured, erythematous or hyperpigmented
• They predispose to cervical, penile and vulval cancer
• Patients must be checked for other sexually transmitted infections

Not all anogenital warts are sexually transmitted, however, in children a consideration has to be 
given to the possibility of sexual abuse. The possibility of non-sexual transmission is more likely if: 

• There are no other suspicious features
• The warts are located on fully keratinised skin as opposed to the genital or anal mucosa
• There is a clinical resemblance to common warts
• The child is very young, perhaps up to two years old - in such cases the warts may have

been transmitted at birth from the mothers genital tract

Management Overview 
• Set patient expectations
• No treatment is a good first option - new warts often resolve spontaneously (30% within 10

weeks)
• Provide a patient information leaflet, which provides advice on first steps and OTC options,

before consideration of NHS treatment

Common warts & plantar wart treatment 
1 - Topical Salicylic Acid 

• Requires daily applications, Rx can be slow. NNT = 4
• Examples - Bazuka/Salatac 12% gel with Lactic acid 4% or Verrugon/Wartex 50% ointment
• Use daily for up to 12 weeks – Enhance Rx with pre-treatment of warm water soaks, drying

the affected skin, then paring
• If no response, consider occlusion with waterproof plaster/duct tape after application of SA

gel / ointment and change every 4 days

2 – Cryotherapy 
• No difference when compared with Salicylic Acid - both cure rates 50-70% within 3-months
• Protocol: single freeze-thaw cycle of 10-30 seconds, twice weekly. Max 6 treatments
• Using salyclic acid between cryo applications can help improve clearance rates.
• The following attachment provides more detail on how to use cryosurgery and this link is

a patient information leaflet

3 – Other topical therapies (all unlicenced) 
• Imiquimod 5% cream x3/week (Mon/Wed/Fri) for up to 16 weeks,
• Efudix cream at night under occlusion with a review after 4 weeks,
• Actikerall® gel applied daily for up to 12 weeks.

3- Referral to secondary care
• An uncertain diagnosis, a persistent facial wart, extensive recalcitrant warts.
• Surgical removal with cautery or curettage (up to 65% effective but risk scarring and

recurrence rate > 30%), photodynamic therapy and pulsed dye laser

https://www.pcds.org.uk/files/gallery/PCDS-PIL-Warts-and-Verrucas.pdf
http://v4.pcds.org.uk/files/gallery/Cryotherapy-for-Viral-Warts.pdf
http://v4.pcds.org.uk/files/gallery/Treatment-with-liquid-nitrogen.pdf
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Northern
Dermatology Gynaecology Vasectomy
What to refer? What to refer?

Adult Eczema 
Childhood Eczema 
Psoriasis 
Acne 
Non-specific Rashes 
Actinic Keratosis

East Antrim - Old School Surgery: 07783874559
Antrim/Ballymena - Braid Family Practice,
Ballymena HC: 07783874557
Mid Ulster - Garden Street Surgery: 07783874566
Causeway - The Country Medical Centre:
07783874563

HRT
Menorraghia <45
Long Acting Reversible contraception
Pessary Replacement

East Antrim - Glengormley Practice: 07783874627
Antrim/Ballymena - Broughshane Medical Centre:
07783874621
Causeway - The Frocess Medical Centre:
07783874625
Mid Ulster – Broughshane: 07783874621

Ballyclare Group Practice: 07783874748

Primary Care
Surgical Service
What to refer?

Excisions 
Symptomatic cysts, Lipoma (under 5cm,
not midline / spinal)Symptomatic Actinic
keratoses (Solar keratoses)*
Symptomatic Seborrhoeic keratosis*
Symptomatic Intradermal naevi*

Any lesion that is suspicious should be referred
along RED FLAG pathway

Exclusion Criteria

Causeway - Ballymoney Family Practice: 07783874682
Mid Ulster - Oaks Family Practice: 07783874699
Antrim/ Ballymena - Maine Medical Practice (Ahoghill)
East Antrim - The Castle Practice, Carrickfergus

Referral Destination

Referral Destination

Referral Destination Referral Destination

Patients > 160kg 
Patients receiving Dual Antiplatelet
Therapy
Patients with previous scrotal
surgery
Patients with Large Hydroceles or
Varicoceles

*Patients not suitable for primary care
vasectomy service:

*Please refer to secondary care

MSK
What to refer?

Hand 
Foot 
Knee 
Shoulder 
Sports Injury

Antrim/ Ballymena - Randalstown Medical Practice 
Causeway - Lodge Health        
East Antrim - Tramways Medical Centre 

(referrals will be allocated depending on patient postcode)
East Antrim - Corran Surgery 

(referrals will be allocated depending on patient postcode) 
Mid Ulster - The Oaks Family Practice

Referral Destination



Southern
Gynaecology

Vasectomy

What to refer?
HRT
Menorraghia <45
Long Acting Reversible contraception
Pessary Replacement

Craigavon – Meadows Family Practice: 07783874616
Newry & District – Mourne Family Surgery: 07783874606
Armagh/Dungannon - Garvin Surgery: 07783874603

Burnett Practice: 07783874744

Referral Destination

Referral Destination

Patients > 160kg 
Patients receiving Dual Antiplatelet Therapy
Patients with previous scrotal surgery
Patients with Large Hydroceles or Varicoceles

*Patients not suitable for primary care vasectomy service

*Please refer to secondary care



Western

Primary Care
Surgical Service

Dermatology Gynaecology

Vasectomy

What to refer? What to refer?

What to refer?

Referral Destination

Adult Eczema 
Childhood Eczema 
Psoriasis 
Acne 
Non-specific Rashes 
Actinic Keratosis

Derry 
Eglinton Medical Practice: 07783874552
Western Rural Health Care (Castlederg or Ederney):
07783874558

HRT
Menorraghia <45
Long Acting Reversible contraception
Pessary Replacement

Derry - Quayside Medical Practice: 07783874641
South West - Maple Healthcare - Lisnaskea HC: 07783874643

Excisions 
Symptomatic cysts, Lipoma (under 5cm,
not midline / spinal)Symptomatic Actinic
keratoses (Solar keratoses)*
Symptomatic Seborrhoeic keratosis*
Symptomatic Intradermal naevi*

Derry
Oakleaf Medical Practice: 07783874711
Scroggy Rd Health Centre: 07783874737
Western Rural Healthcare

South West - Strule Medical Practice: 07783874736

Quayside Medical Practice: 07783874749

Referral Destination

Referral Destination Referral Destination

Patients > 160kg 
Patients receiving Dual Antiplatelet Therapy
Patients with previous scrotal surgery
Patients with Large Hydroceles or
Varicoceles

*Patients not suitable for primary care
vasectomy service

*Please refer to secondary care



Belfast 

MSK

Dermatology Gynaecology

Vasectomy

What to refer? What to refer?

What to refer?

Adult Eczema 
Childhood Eczema 
Psoriasis 
Acne 
Non-specific Rashes 
Actinic Keratosis

North Belfast- Ballygomartin group practice: 07783874523
South Belfast- Ormeau Park Surgery: 07783874529
East Belfast- The Mount Practice: 07783874530
West Belfast - Ballyowen Health Centre: 07783874522

HRT
Menorraghia <45
Long Acting Reversible contraception
Pessary Replacement

North Belfast- The Surgery, Shankill road: 07783874569
South Belfast- Carryduff Surgery: 07783874635
East Belfast- The Harland Medical Practice: 07783874577
West Belfast - Ballyowen Health Centre: 07783874522

Hand 
Foot 
Knee 
Shoulder 
Sports Injury

North Belfast- The Carrick Hill Medical Centre: 07783874645
South Belfast- University Health Centre at Queens: 07783874654
East Belfast- Cherryvalley Group Practice: 07783874663
West Belfast - Hillhead Family Practice: 07783874658

South Belfast - Carryduff Surgery 07783874570

Referral Destination Referral Destination

Referral Destination Referral Destination

Patients > 160kg 
Patients receiving Dual Antiplatelet Therapy
Patients with previous scrotal surgery
Patients with Large Hydroceles or
Varicoceles

*Patients not suitable for primary care
vasectomy service

*Please refer to secondary care



South 
East

MSK

Dermatology Gynaecology

Vasectomy

What to refer? What to refer?

What to refer?

Adult Eczema 
Childhood Eczema 
Psoriasis 
Acne 
Non-specific Rashes 
Actinic Keratosis

North Down- Elmwood Medical Practice: 07783874543
Down - Killyleagh Surgery: 07783874539
Lisburn - Linenhall Medical Practice: 07783874532
Ards - Old Mill Surgery: 07783874554

HRT
Menorraghia <45
Long Acting Reversible contraception
Pessary Replacement

North Down- Green Road Practice: 07783874592
Down - Clough Surgery: 07783874604
Lisburn - Hillsborough Medical Practice: 07783874586
Ards - Donaghadee Health Centre: 07783874597

Hand 
Foot 
Knee 
Shoulder 
Sports Injury

Lisburn - Dromara Surgery: 07783874678
Ards - Comber Health Centre: 07783874670
North Down – University Health Centre at Queen’s: 07783874654
Down – Cherryvalley Group Practice: 07783874663

Carryduff Surgery 07783874570

Referral DestinationReferral Destination

Referral Destination Referral Destination

Patients > 160kg 
Patients receiving Dual Antiplatelet Therapy
Patients with previous scrotal surgery
Patients with Large Hydroceles or
Varicoceles

*Patients not suitable for primary care
vasectomy service

*Please refer to secondary care
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