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Introduction 

• 10.00 – 10.30hrs: Julie Van Onselen 

– Common childhood skin conditions 0-12 years 

 

• 10.30 – 10.50hrs: Rachael Fagg 

• A mother’s experience of childhood eczema 

 

• 10.50 – 11.00hrs: Questions 

 



Learning outcomes 

By the end of this session, you will have: 

• Increased knowledge on common skin conditions 
in children including neonatal skin conditions, 
atopic eczema, skin infections/infestations and 
acne 

• Improved clinical confidence in advising parents 
and children on skin conditions and treatments  

• Enhanced your awareness of the impact of atopic 
eczema on children including quality of life issues 
for the child and their family  

 



Epidemiology  

• Children (<14 years of age) comprise of 21% of all 
people consulting in primary care with skin 
disease1 

• Skin infections are the commonest skin problem 
presenting to GPs1 

• In children under one year, atopic eczema has an 
incidence of 2,000 per 10,000 population and a 
lifetime prevalence of 20% in 3-11 year olds1 

• Acne has a prevalence of 50% (11% with 
moderate to severe acne) in 14-16 year olds1  

 

 
Reference: 1. Schofield JK, Grindlay D, Williams HC Skin Conditions in the UK: A Health Care Needs Assessment. Nottingham: Centre of Evidence Based 
Dermatology, University of Nottingham, UK 2009; 7104. 



Neonatal Skin 
Conditions 



Transient skin conditions 

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 
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Haemangioma   

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 
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When to worry?  

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 
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Eczema in babies 

• Seborrhoeic dermatitis  

– Birth–3 months 

 

 

 

• Atopic eczema  
- 3-6 months 

Clinical images reproduced with permission from the New 
Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org 
Date accessed 1 March 2014 

http://www.dermnet.org
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Neonatal skin – My top tips  

• Keep skin care for all new born babies very 
simple – wash with water only or ph 5.5 
adjusted cleanser1 and avoid soap 

• Avoid olive oil; use mineral oil for massage 
and moisturising dry skin 

• Babies with atopic eczema need complete 
emollient therapy from day one 

• Use medical emollients for cradle cap 

Reference: 1. Lavender T, Bedwell C, Roberts SA, Hart A, Turner MA, Carter LA, Cork MJ (2013) randomized controlled trail evaluating a baby wash product on 
skin barrier function in healthy term neonates. Journal of Obstetrics and Gynaecology Neonatal Nursing; 42 (2): 203-214. 



Atopic Eczema 



Recognising atopic eczema in 
children 

Clinical images reproduced with permission from the New 
Zealand Dermatological Society Incorporated website site  
http://www.dermnet.org.nz 
Date accessed 1 March 2014 
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How does eczematous skin differ 
to normal skin?  

Normal skin Eczematous skin 

Image copyright:  JVO Consultancy – education in dermatology 



What is happening to skin when 
eczema is flaring? 

  

 

  

Diagram reproduced by permission of Science Photo Laboratory 



Why is eczema so difficult to control?  

Dry skin 

Itching Scratching 

Eczema 

Vicious itch-
scratch cycle1  

Reference: 1. Adapted from Cork MJ Taking the itch out of eczema: how the careful use of emollients can break the itch-scratch cycle 
The Asthma Journal. 1999;4:116-120 

Inflammatory 
mediators 

Inflammatory  
mediators 

Inflammatory 
mediators 

Inflammatory 
mediators 

Date of preparation: May 2011  UK/ACH0050b/10 



What else makes eczema worse? 
Potential trigger factors 

  

  



Dietary advice1 
A clinical assessment (clinical history and physical examination) 
should play a key role in identifying potential trigger factors, 
including suspected food allergies:  

 

Food allergy in children with moderate to severe atopic eczema 
may be considered if : 

– Children have  reacted to a food with immediate symptoms, or 

– Children, under 2 years, whose eczema is not controlled by optimum 
management  

Children suspected of a food allergy should be referred for 
specialist investigation and management of allergy 

 

 

  

 

Reference: 1.National Institute for Health and Clinical Excellence CG 57 Atopic eczema in  
children: management of atopic eczema in children from birth up to the age of 12 years. London: 2007. NICE.  
  



Assessing children  
 NICE recommendations1 

 

– Time, onset, pattern and severity of eczema 

– Response to previous and current treatments 

– Possible trigger factors 

– The impact of the condition on the child, their parents/carers  

– Dietary history 

– Growth and development 

– Personal and family history of atopic eczema 

 There is not necessarily a direct relationship between the severity of eczema and 
its impact on quality of life. 

Reference: 1. National Institute for Health and Clinical Excellence CG 57 Atopic eczema in children: management of atopic eczema 
in children from birth up to the age of 12 years. London: 2007. NICE.  
 



Atopic eczema treatment 
NICE (2007) Stepped care 

plan1  

Emollients 
Moderately potent topical 

corticosteroids (use for 
axillae and groin flares for 

7-14 days only) 
Tacrolimus 
Bandages 

Emollients 
Potent topical 
corticosteroids 
(use for axillae and groin 
flares for 7–14 days only) 
Tacrolimus 
Bandages 
Phototherapy 
Systemic therapy 

BODY – 
step up and down 
according to 
physical severity 

Reference: 1. National Institute for Health and Clinical Excellence CG 57 Atopic eczema in children: management of atopic eczema 
in children from birth up to the age of 12 years. London: 2007. NICE.  
 Adapted from NICE atopic eczema stepped care plan 

Emollients 

Emollients 
Mildly potency topical 

corticosteroids or 
emollients alone 



Complete emollient therapy1 
• The most important treatment for atopic eczema, because 

they restore the skin barrier 

• Avoidance of products that irritate or lead to skin breakdown 
(soaps, shampoos and perfumed products) 

• Essential emollient therapy package for children: 

– Emollient wash product  

– Topical emollient  

– Some children will require more than one product 

– In order to reduce Staphylococcus aureus, emollient bath oils and wash 
products are essential to cleanse the skin 

Reference: 1. National Institute for Health and Clinical Excellence CG 57 Atopic eczema in children: management of atopic eczema 
in children from birth up to the age of 12 years. London: 2007. NICE.  
 



How to use and apply emollients1   

 

Baths oils and emollient wash products/shower 
gels are an essential method to cleanse skin 
 
Avoid soaps and shampoos (wash hair 
Separately) 
 
Use frequently and in large quantities, 
particularly after washing and bathing  
 
Smooth into skin, in a downwards motion 
following the direction of hair growth. Do not 
rub in, air is introduced making absorption 
difficult 

  

Clinical image reproduced by permission of 
Sandra Lawton, Nurse Consultant, Dermatology 

Department, Queen’s Medical Centre, Nottingham.  

Reference:  1. National Institute for Health and Clinical Excellence CG 57 Atopic eczema in children: management of atopic eczema in 
children from birth up to the age of 12 years. London: 2007. NICE.  

  



Topical corticosteroids 
 

 

 
Very potent – 

e.g 

Dermovate®, 

Nerisone 

Forte® 

Potent – e.g Betnovate®, 

Cutivate®, Elocon®, Locoid®, 

Metosyn®, Synalar®, (Fucibet® – 

combined with antibacterials) 

 

Moderate – e.g. Betnovate-RD®,  Eumovate®,            

Synalar 1 in 4 dilution®  

Mild – e.g Hydrocortisone 1%,  Synalar 1in10 dilution®,  (Fucidin H® 

– combined with antibacterials) 



Topical corticosteroids- 
How much to use1?  

 
 

 
• 1 FTU = 0.5g 

• 0.5g – area covered by 

     x 2 flat adult palms 

– Potency of topical 
corticosteroid 

– Degree of Penetration 
(body site and occlusion) 

– Extent of area treated1 

– Daily Volume 

 
Reference: 1. Long CC, Finlay AY (1991) The fingertip unit-a new practical 
measure. Clinical and Experimental Dermatology; 16: 444-7. 



Recognising infection 

   

 

Clinical images reproduced with permission from the New 
Zealand Dermatological Society Incorporated website site 
(http://www.dermnet.org) 2014 

http://www.dermnet.org


Atopic Eczema– My top tips 

• Emollients are the basis of management – a daily 
routine, even when eczema is clear 

• Offer parents information on how to recognise  
flares (including infection) and clear instructions on 
how to manage flares 

• Manage topical treatments according to the NICE   
stepped care plan 

• The National Eczema Society offers valuable 
support for everyone with eczema www.eczema.org 

 

 

 
 

http://www.eczema.org


Skin infections 



Bacterial skin infections 

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 
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Fungal skin infections 

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 
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Viral skin infections 

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 

http://www.dermnet.org.nz


Skin infections – My top tips 

• Impetigo is highly contagious until lesions are 
crusted and healed or 48 hours after oral 
antibiotics commenced 

• Tinea capitis mainly affects children but adults 
are carriers –screen and treat all the family 

• Severe primary type 1 herpes simplex may 
require oral therapy – be aware of Herpetic 
gingivostomatitis (mouth infection), common 
between age 1-5 years 



Skin infestations 



Head lice 

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 

http://www.dermnet.org.nz


Head lice treatment guidance1 

• Chemical treatment should never be used 
unless a living moving louse is found  

• Recommended treatments: 
dimeticone,malathion and phenothrin – 2 
applications, 7 days apart 

• ‘Bug-busting’ as a mechanical treatment 
method is less effective 

• Prevention by combing, repellents not 
recommended 

 

 

 

Reference: 1.Public Health Medical Environmental Group. Head lice: evidence –based guidelines based on the Stafford report-2012 
update.2012:   



Clinical images reproduced with permission from 
D@ndermhttp://www.danderm-
pdv.is.kkh.dk/atlas/index.html Date accessed 1 March 2012  

Scabies 

mailto:D@ndermhttp://www.danderm-pdv.is.kkh.dk/atlas/index.html
mailto:D@ndermhttp://www.danderm-pdv.is.kkh.dk/atlas/index.html
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Lifecycle of scarcoptes scabiei 

 
Copulation in a burrow 

40-50 eggs laid by 
the female 

 
 
 
 

3-4 days later  
Larvae emerge from eggs 

Dig short burrows 
(moulting pockets) 

Transform into nymphs 

Lifespan of scabies mite  
4-6 weeks 



Scabies treatment – current 
guidelines1 

Malathion 0.5% liquid 
• Should be applied to the whole body including the face, neck, scalp & 

ears.  
• It should be washed off after 24 hours contact time.  
• If hands (or other areas of the body) are washed within the 24 period, re-

apply.  
• Children aged 6 months and under medical supervision is required.  
• Do not apply to broken or secondarily infected skin.  
 
Permethrin 5% dermal cream 
 
As Malathion except 
 
• Contact time 8-12 hours 
• Children aged 2 months to 2 years, medical supervision required 

 
 

  
 
  
 

 
Reference: 1. Health Protection Agency. The management of scabies infection in the community. 2010. HPA 



Skin infestations- My top tips 

• Direct person-to-person contact spreads 
infestations (scabies and lice can not ‘jump’!) 

• Scabies – All close contacts must be treated, 
at the same time, even if asymptomatic 

• Itching persists for three weeks after 
successful treatment for scabies 

• Head Lice – Only treat live lice; prevent by wet 
combing 

• Prevention is the responsibility of parents 

 

 

 

 

 



Acne 



Aetiology 
of acne 

• Increased sebum 
excretion 

• Obstruction of the 
pilosebaceous cyst 

• Colonisation with 
the anerobe 
Propionbacterium 
acnes 

• Production of 
inflammation 



Clinical presentation 
Mild acne 

 
 

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 
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Clinical Presentation 
Moderate acne 

 
 

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 
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Acne treatments  

MILD1 

 OTC treatments 

• Antiseptic washes 

• Mild salicylic acid  

• Benzoyl peroxide 

 
Prescribe a single topical treatment 

• Topical Retinoid 

• Topical antibiotic 

• Azelaic acid 

 

MODERATE1 
OTC treatments 
•  As mild acne 

 
Consider combined treatment for all 
people 
• Benzoyl peroxide with a topical 

antibiotic – preferred regimen 
• Topical retinoid with benzoyl 

peroxide 
• Topical retinoid with a topical 

antibiotic  
 
• Oral antibiotics    
• Combined oral contraceptives/co-

cyprindiol contraceptives   
 

Reference: 1. Clinical Knowledge Summaries Acne Vulgaris management. 2012. Accessed at:  http://www.cks.nhs.uk/acne_vulgaris on 1 March 2014 

http://www.cks.nhs.uk/acne_vulgaris


Severe acne  

• Refer all people with severe acne for 
specialist assessment and treatment (for 
example with oral isotrentinoin)1 
 
•Consider prescribing a oral antibiotic in 
combination with a topical drug whike 
waiting for the appointment1 
 
 
 
 
 
 
 

Reference: 1. Clinical Knowledge Summaries Acne Vulgaris management. 
2012. Accessed at:  http://www.cks.nhs.uk/acne_vulgaris on 1 March 
2012 

 
 
 
 
 
 
 
 
 
 
 

Clinical images reproduced with permission from D@nderm 
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Acne Scarring – Prevent by early 
treatment 

• Post inflammatory 
pigmentation 

 

• Atrophic scars 

 

• Hypertrophic or 
keloid scars 

 

• Ice pick scars 

Clinical images reproduced with permission from the New 
 Zealand Dermatological Society Incorporated website site 
http://www.dermnet.org.nz  
Date accessed 1 March 2014 
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Acne – My top tips 

• Dispel myths – acne not by a junk diet, greasy 
hair or poor hygiene 

• Advise on washing and  general skin care  

• 3-month treatment then review rule 

• Treat entire face, chest, back not individual spots 

• Traffic lights – Red- STOP; Amber – STRETCH-
DON’T SQEEZE; Green – GO TO DOCTOR 

• Acne is curable – step up treatment and early 
referral for unresponsive acne. PREVENT SCARS 



A mother’s experience of atopic 
eczema 

Rachael Fagg 
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