
Systemic drugs acting on the immune system are generally
used by specialists in a hospital setting.
Ciclosporin p. 537 by mouth can be used for severe

psoriasis and for severe eczema. Azathioprine p. 536 or
mycophenolate mofetil p. 544 are also used for severe
refractory eczema in children.
Methotrexate p. 563 can be used for severe resistant

psoriasis; the dose is given once weekly and adjusted
according to severity of the condition and haematological
and biochemical measurements. Folic acid p. 594 should be
given to reduce the possibility of methotrexate toxicity
[unlicensed indication]. Folic acid can be given once weekly
on a different day to the methotrexate; alternative regimens
may be used in some settings.
Etanercept p. 667 (a cytokine modulator) is licensed in

children over 6 years of age for the treatment of severe plaque
psoriasis that is inadequately controlled by other systemic
treatments and photochemotherapy, or when these other
treatments cannot be used because of intolerance or contra-
indications.
Adalimumab p. 665 (a cytokine modulator) is licensed in

children over 4 years for the treatment of severe chronic
plaque psoriasis that is inadequately controlled by other
topical treatments and phototherapies, or when these
treatments are inappropriate.

CORTICOSTEROIDS

Topical corticosteroids
Overview
Topical corticosteroids are used for the treatment of
inflammatory conditions of the skin (other than those
arising from an infection), particularly eczema, contact
dermatitis, insect stings, and eczema of scabies.
Corticosteroids suppress the inflammatory reaction during
use; they are not curative and on discontinuation a rebound
exacerbation of the condition may occur. They are generally
used to relieve symptoms and suppress signs of the disorder
when other measures such as emollients are ineffective.
Children, especially infants, are particularly susceptible to

side-effects. However, concern about the safety of topical
corticosteroids in children should not result in the child
being undertreated. The aim is to control the condition as
well as possible; inadequate treatment will perpetuate the
condition. Carers of young children should be advised that
treatment should not necessarily be reserved to ‘treat only
the worst areas’ and they may need to be advised that
patient information leaflets may contain inappropriate
advice for the child’s condition.
In an acute flare-up of atopic eczema, it may be

appropriate to use more potent formulations of topical
corticosteroids for a short period to regain control of the
condition.
Topical corticosteroids are not recommended in the

routine treatment of urticaria; treatment should only be
initiated and supervised by a specialist. Topical
corticosteroids may worsen ulcerated or secondarily infected
lesions. They should not be used indiscriminately in pruritus
(where they will only benefit if inflammation is causing the
itch) and are not recommended for acne vulgaris.
Systemic or very potent topical corticosteroids should be

avoided or given only under specialist supervision in
psoriasis because, although they may suppress the psoriasis
in the short term, relapse or vigorous rebound occurs on
withdrawal (sometimes precipitating severe pustular
psoriasis). Topical use of potent corticosteroids on
widespread psoriasis can lead to systemic as well as to local
side-effects. It is reasonable, however, to prescribe a mild
topical corticosteroid for a short period (2–4 weeks) for
flexural and facial psoriasis, and to use a more potent

corticosteroid such as betamethasone p. 758 or fluocinonide
p. 761 for psoriasis of the scalp, palms, or soles.
In general, the most potent topical corticosteroids should

be reserved for recalcitrant dermatoses such as chronic
discoid lupus erythematosus, lichen simplex chronicus,
hypertrophic lichen planus, and palmoplantar pustulosis.
Potent corticosteroids should generally be avoided on the
face and skin flexures, but specialists occasionally prescribe
them for use on these areas in certain circumstances.
When topical treatment has failed, intralesional

corticosteroid injections may be used. These are more
effective than the very potent topical corticosteroid
preparations and should be reserved for severe cases where
there are localised lesions such as keloid scars, hypertrophic
lichen planus, or localised alopecia areata.

Perioral lesions
Hydrocortisone cream 1% p. 762 can be used for up to 7 days
to treat uninfected inflammatory lesions on the lips.
Hydrocortisone with miconazole cream or ointment p. 767 is
useful where infection by susceptible organisms and
inflammation co-exist, particularly for initial treatment (up
to 7 days) e.g. in angular cheilitis. Organisms susceptible to
miconazole include Candida spp. and many Gram-positive
bacteria including streptococci and staphylococci.

Choice
Water-miscible corticosteroid creams are suitable for moist
or weeping lesions whereas ointments are generally chosen
for dry, lichenified or scaly lesions or where a more occlusive
effect is required. Lotions may be useful when minimal
application to a large or hair-bearing area is required or for
the treatment of exudative lesions.Occlusive polythene or
hydrocolloid dressings increase absorption, but also increase
the risk of side-effects; they are therefore used only under
supervision on a short-term basis for areas of very thick skin
(such as the palms and soles). Disposable nappies and tight
fitting pants also increase the risk of side-effects by
increasing absorption of the corticosteroid. The inclusion of
urea or salicylic acid p. 791 also increases the penetration of
the corticosteroid.
In the BNF for Children, topical corticosteroids for the skin

are categorised as ‘mild’, ‘moderately potent’, ‘potent’ or
‘very potent’; the least potent preparation which is effective
should be chosen but dilution should be avoided whenever
possible.
Topical hydrocortisone is usually used in children under

1 year of age. Moderately potent and potent topical
corticosteroids should be used with great care in children
and for short periods (1–2 weeks) only. A very potent
corticosteroid should be initiated under the supervision of a
specialist.
Appropriate topical corticosteroids for specific conditions

are:
. insect bites and stings—mild corticosteroid such as
hydrocortisone 1% cream;

. inflamed nappy rash causing discomfort in infant over
1month—mild corticosteroid such as hydrocortisone 0.5%
or 1% for up to 7 days (combined with antimicrobial if
infected);

. mild to moderate eczema, flexural and facial eczema or
psoriasis—mild corticosteroid such as hydrocortisone 1%;

. severe eczema of the face and neck—moderately potent
corticosteroid for 3–5 days only, if not controlled by a mild
corticosteroid;

. severe eczema on the trunk and limbs—moderately potent or
potent corticosteroid for 1–2 weeks only, switching to a
less potent preparation as the condition improves;

. eczema affecting area with thickened skin (e.g. soles of feet)—
potent topical corticosteroid in combination with urea or
salicylic acid (to increase penetration of corticosteroid).
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