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Chronic illness, defined as long-term conditions (LTCs) that are not curable but manageable through medication, therapy or lifestyle modifications, pose significant challenges to individuals, families and healthcare systems. To qualify as a chronic disease, a condition must persist for at least 1 year and adversely affect an individual's daily life (Lloyd and Heller, 2012). Atopic eczema is a chronic inflammatory skin condition marked by dry, inflamed and itchy skin. It typically presents with recurring flare-ups and periods of remission. (Barnetson and Rogers, 2002) With increasing life expectancy, a growing number of individuals with chronic conditions are adapting their lifestyles to mitigate daily disruptions, which has led to a noticeable rise in the prevalence of long-term illnesses.
The experience of living with a chronic illness presents a lot of multifaceted issues that extend beyond the individual to encompass families and healthcare systems. These conditions necessitate ongoing medical care and support, placing considerable demands on health and social services. The burden imposed by chronic diseases is profound, significantly impacting the quality of life of those affected and leading to substantial resource allocation challenges (The Patients Association, 2022). In England alone, it is estimated that around 25 million individuals are living with chronic diseases, highlighting the critical need for effective management strategies and robust support systems to address this growing public health concern (NHS, 2024).
[bookmark: _Toc234756618]DEFINITION
According to the NHS (2024), Atopic eczema (AE) (also called atopic dermatitis) is a skin condition that affects people of all ages, is characterised by pruritus (itching) and is a prevalent dermatological condition. Its prevalence spans across various age groups; however, it is particularly pronounced among young children. While there is currently no definitive cure and the causes for this condition remain unclear, therapeutic interventions can significantly alleviate symptoms. Atopic eczema is a non-contagious skin disorder influenced by both genetic predisposition and environmental factors (Wollenberg et al, 2012). This multifactorial aetiology accounts for the variability in presentation and severity among affected individuals. Clinically, the condition often presents during infancy, though it can also emerge later in life. Notably, epidemiological data indicate that approximately one in five children in England is affected by this condition, with symptom exacerbations occurring intermittently throughout the illness course (Wollenberg et al, 2012).
In many cases, the condition shows a tendency to improve over time, suggesting a potential for resolution as individuals progress into adulthood. Nonetheless, effective management strategies remain essential for minimising the impact of symptoms and enhancing the quality of life for those affected.
[bookmark: _Toc234756619]BURDEN
The assessment of disease burden on population health and functioning involves evaluating the physical, emotional, financial, and social impacts of specific conditions. Atopic eczema imposes a particularly high burden, affecting not just patients but also their families and society as a whole. This condition leads to high direct and indirect medical costs, along with reduced productivity levels among those impacted. When combined, these factors contribute to the overall disease burden of atopic eczema, (Drucker et al., 2017) highlighting the need for comprehensive strategies for its management and prevention. Addressing these impacts is crucial for improving health outcomes and the quality of life for individuals affected by this chronic skin condition.
[bookmark: _Toc234756620]PREVALENCE
Atopic dermatitis (AD) is a prevalent condition estimated to affect between 2.6% and 11% of the global population. Its incidence is particularly pronounced in childhood, with rates significantly declining as individual’s progress into adulthood. This observation underscores the developmental patterns associated with the condition; however, it is crucial to acknowledge that the applicability of research findings regarding atopic dermatitis may vary across different racial, ethnic, and age groups. This variability raises concerns about the generalizability of study results, which may not reflect the experiences of all populations.
The burden of AD is particularly notable among specific demographics, including young children; adults aged 18 to 59, and women (Tian et al., 2023). In the United Kingdom, the prevalence of atopic eczema among children is reported to range from 11% to 20%, whereas estimates for adults fall between 5% and 10%. Alarmingly, a significant proportion of these cases, particularly among children, are classified as severe (Cork et al., 2019). These findings highlight not only the widespread nature of atopic dermatitis but also the need for targeted research that explores its impact across different populations, informing more tailored approaches to treatment and management.
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Figure 1: People living with active eczema in UK by age group and by therapy class
(Lusignan et al., 2020)
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The causes of Atopic eczema (AE) are complex and multifactorial, involving both genetic factors and environmental influences that trigger the condition. (Williams et al., 1995) Numerous studies indicate that the trio of principal atopic disorders, namely eczema, asthma, and hay fever, exhibits a familial clustering tendency. In addition to genetic factors, which remain predominant, the pathogenesis of AE has been associated with a variety of environmental elements and lifestyle choices (McNally et al., 1998). Research indicates that allergens, whether inhaled or ingested, play a crucial factors contribute to the development of AE. Notably, common allergens such as cat dander, birch pollen, ragweed, and house dust mite allergens significantly exacerbate symptoms in affected individuals (NHS website, 2024).
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[bookmark: _Toc234756623]Physical impact
Atopic eczema (AE) has a significant physical impact on those who suffer from it, affecting various aspects of its daily life, including education, work performance, family relationships, and everyday physical activities (Carroll et al., 2005). The condition can lead to significant sleep disturbances and difficulties in completing daily tasks, resulting in a noticeable decline in self-esteem. In severe cases, it causes physical distress, often due to the discomfort of being in public and the presence of painful skin lesions and bleeding from scratching in response to chronic itching. Additionally, individuals may experience feelings of social embarrassment, further diminishing their quality of life (Colorito, 2025).
[bookmark: _Toc234756624]Psychological impact
Individuals affected by Atopic eczema (AE) often report a diminished quality of life, particularly in relation to their health, and experience elevated levels of psychological distress when compared to the general population and individuals with other health conditions. Research consistently demonstrates this trend, revealing significantly lower scores in domains such as vitality, social functioning and mental health (Carroll et al., 2005). In a comprehensive study conducted by Linnet and Jemec (1999), it was found that adults with AE exhibited a markedly lower quality of life, as assessed by the Dermatology Life Quality Index (DLQI), in comparison to control groups. Moreover, this study highlighted that individuals with atopic eczema are susceptible to heightened levels of anxiety, with stress potentially exacerbating symptoms such as itching and scratching factors that can lead to flare-ups of atopic dermatitis.
Research by Anderson and Rajagopalan (2001) underscores the psychosocial challenges encountered by both adults and children grappling with atopic eczema. Their findings indicate that the frustration associated with managing the condition, coupled with feelings of embarrassment and anger regarding the appearance of their skin, can manifest in antisocial behaviours. These insights reveal the profound impact of AE not only on physical health but also on the emotional and social well-being of affected individuals.
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The affection, significantly impacts not only the skin but also has profound implications for mental health, especially in regions with high prevalence rates such as the United Kingdom (Wollenberg and Camilo, 2022). This condition often manifests in early childhood, leading to a wide array of psychological burdens over an individual's lifespan. The visibility of symptoms, characterised by persistent itching and unpredictable flare-ups, adversely affects personal relationships, daily functioning and long-term wellbeing, particularly when the condition extends into adulthood, (Jarmila Celakovska et al., 2017).
Children suffering from Atopic eczema frequently exhibit difficulties in maintaining attention due to the intense urge to scratch affected areas. This compulsion can complicate parental efforts to mitigate the symptoms, resulting in considerable sleep disruption that undermines children's growth, cognitive performance, and overall quality of life. Adolescents represent a particularly vulnerable demographic, as they often find it challenging to seek the necessary social and professional support to address their AE. Research has indicated that over 70% of adolescents experience distressing symptoms such as scaling (Grant et al., 2019) cracking, burning, and skin bumps that accompany pruritus (itching) and accompanying pain or irritation.
In adults, the impact of AE manifests through distressing flare-ups, skin rashes, pain, and persistent itching. The signs of AE redness, dryness, skin roughness, and rashes are present in adults at similar rates to adolescents. However, itching and pain emerge as the most prevalent symptoms that impose significant burdens (Grant et al., 2019). Furthermore, adults with severe Atopic dermatitis report intensified itching and pain, alongside a higher prevalence of co morbidities, poorer sleep quality, and elevated levels of anxiety and depression compared to those with mild or moderate forms of the condition. 
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Care giving for individuals with Atopic dermatitis (AD) imposes a substantial burden on caregivers, marked by chronic exhaustion and stress due to the ongoing requirement to administer necessary topical treatments (NICE, 2007). The task of managing frequent scratching and implementing wet-wrap therapy generates significant distress for parents, as they navigate the complexities of their child's condition. This burden extends beyond physical tasks; caregivers often experience heightened levels of anxiety and depression, which can strain interpersonal relationships and lead to financial difficulties. 
Parents, particularly those of young children with AD, face an emotional toll that is compounded by insufficient sleep and the distress of witnessing their children's suffering. The economic impact of atopic dermatitis is multifaceted and encompasses both direct and indirect costs (Drucker and et al., 2017). Direct medical costs include expenses related to healthcare visits and medication procurement. Indirect costs represent lost productivity, both for caregivers and patients, as well as decreased productivity attributable to premature mortality (NICE, 2007). Additionally, it is essential to consider the indirect costs associated with diminished quality of life for affected individuals, which further illustrates the comprehensive economic impact of atopic dermatitis on families and society.

[bookmark: _Toc234756627]UK-BASE MANAGEMENT OF ATOPIC ECZEMA
In the context of Atopic eczema, establishing an accurate diagnosis is of fundamental importance. This condition is identified based on a set of specific clinical criteria, but it is equally vital to exclude other potential disorders to confirm the diagnosis and determine the most effective treatment plan. Key diagnostic indicators include the presence of a skin condition that predominantly affects areas characterized by skin folds, such as the elbows and the posterior knees (NICE, 2010). Additionally, a direct family history of asthma or allergic rhinitis is significant, highlighting the critical role of genetic predisposition in the diagnosis of Atopic eczema. Another essential consideration is the character of the skin; individuals with AE often exhibit a general tendency towards dry skin. Furthermore, the onset of flexural eczema is typically noted before the age of two, serving as an important marker for diagnosis. 
A crucial point to note is that the absence of pruritus (itching) makes the diagnosis of eczema highly unlikely. In this context, scabies frequently emerges as a pertinent differential diagnosis (NICE, 2010). Therefore, a recent report of an itchy rash in a family member should serve as a prompt for medical professionals to investigate further, as it may indicate an associated condition that warrants immediate attention.
To effectively manage of AE, it is essential to tailor therapy for each patient based on their age, the severity of the condition, and the areas affected. In addition to using medications specifically for AE, it is vital to incorporate other strategies such as proper skin hydration and the identification and elimination of factors that may worsen the condition (Lee et al., 2016). For optimal results, patients should receive thorough education about the disease to enhance treatment effectiveness. Preventing relapses is important and can be approached through three categories: basic care, standard medical treatment, and adjunctive therapies.
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Figure 2:  Ways of AE treatment (Lee et al., 2016).
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[bookmark: _Toc234756629]UK-based model: Stepped care model
The stepped-care model it was developed by NICE (National Institute for Health and Care Excellence) for people with mental health diagnosis, such as depression exemplifies a patient-centred approach, and general healthcare services. This model prioritises providing the most effective treatments with the least intensity. The model is applicable for AE patients by adjusting the level of treatment based on the severity of the condition, the Stepped care model enhances outcomes for individuals suffering from Atopic eczema (NICE, 2023). This approach advocates for intensifying treatment only when necessary, accompanied by continuous monitoring of the patient's condition. The model's fundamental principle is straightforward: initiate treatment with robust basic measures, rapidly intensify it during flare-ups, and reduce intensity once the patient reaches a stable state (Jeitani et al., 2024). This methodology not only mitigates the frequency of flare-ups but also significantly improves patients' quality of life while preventing risks associated with overtreatment. 
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Figure 3: Stepped care model by NICE (Kohn et al., 2016)

[bookmark: _Toc234756630]International model: Public Health Model (PHM) 
The model presented herein is an international framework designed to systematically safeguard and enhance community health by addressing fundamental determinants such as housing, education, income, neighbourhood safety, and environmental factors (Centers for Disease Control and Prevention, 2024). This public health model is particularly pertinent to the management of Atopic eczema, as it emphasises a broader approach to treatment. While clinical medicine traditionally focuses on managing individual AE flare-ups through topical treatments and medications, the Public Health Model prioritizes population-level prevention by reducing barriers to healthcare access and improving educational resources (Centers for Disease Control and Prevention, 2024).
Given the significant global prevalence of AE affecting both children and adults, reliance on solely clinical interventions is becoming increasingly unsustainable. The model is structured around a three-level preventive framework, incorporating systematic interventions categorized into primary, secondary, and tertiary prevention. Primary prevention aims to minimize risk factors contributing to the development of Atopic eczema (Griffiths et al., 2005). Although the condition has a genetic component, this framework particularly focuses on mitigating environmental variables that may trigger or exacerbate its severity. Secondary prevention facilitates early detection through the training of general practitioners, health visitors, and nurses, enabling them to identify the condition in its initial stages and provide prompt treatment, and tertiary prevention involves reducing impact; this is where eczema clearly fits in as a long-term condition, requiring the application of all necessary support for effective management to help the individual improve (DeSalvo et al., 2017).
[image: ]
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The national health and social care policies are essential for managing healthcare outcomes, particularly regarding long-term conditions in the UK. There are different policies in UK such as the NHS Long-Term Plan, prioritizes long-term conditions, prevention, and integrated care systems (ICSs) to shift care closer to home and reduce hospital reliance. Atopic eczema is primarily managed within primary care, reflecting the Plan's focus on community-based, self-management approaches. However, eczema is frequently overshadowed by more prominent conditions like cardiovascular disease and cancer. This lack of visibility risks inadequate resource allocation for eczema services, despite its high prevalence and significant impact on quality of life (NICE, 2026). There is a pressing need for increased recognition and dedicated resources for managing Atopic eczema within national health priorities.
The Health and Social Care Act and subsequent reforms have reshaped commissioning structures, resulting in Integrated Care Systems (ICSs) that allow local flexibility in setting healthcare priorities (Santer et al., 2023). This enables local commissioners to create customized dermatology pathways, community clinics, and educational programmes. However, this flexibility has its drawbacks; when local leaders prioritize eczema, services are typically robust, but when they do not, care can become inconsistent and subject to budget constraints. NICE guidelines and quality standards include key guidance such as NICE CG57 (Atopic eczema in children under 12 years), Clinical Knowledge Summaries (CKS), and related dermatology guidance. These documents outline evidence-based management strategies including the use of emollients, topical corticosteroids, avoidance of triggers, and education (Coulter et al., 2015).
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Enhancing person-centred care for individuals with eczema in the UK necessitates a multifaceted approach that focuses on several key elements: fortifying personalised support, improving self-management strategies, addressing health inequalities, and ensuring effective coordination of care across primary, community, and specialist services (NHS website, 2024). Current evidence from prominent sources such as the National Health Service (NHS), the National Institute for Health and Care Excellence (NICE), and various public health organizations indicates that the provision of eczema care is frequently inconsistent and often relegated to a lower priority within the healthcare system. Moreover, the quality of care is heavily contingent on local resources, which can lead to significant disparities in treatment outcomes (Eaton, 2016). 
· Personalised: Care should be tailored to each individual's triggers, lifestyle, skin type, and preferences. Developing flare-management plans in line with NICE guidance empowers patients (Social Care Institute for Excellence, 2024).
· Self-management: Includes education on emollients, steroids, bathing routines, and trigger avoidance, while digital tools and coaching enhance adherence(Stevenson-Baker, 2023).
· Psychosocial Wellbeing: Eczema affects sleep, mood, and self-esteem. Screening for anxiety, sleep issues, and stress, along with referrals to mental health support, creates a holistic care approach.
· Treatment Optimization: Clear demonstrations of emollient application and steroid usage help reduce confusion and fear. Reviewing treatment preferences fosters autonomy.
· Reducing Inequalities: Addressing environmental triggers, financial barriers, and cultural differences can enhance outcomes for underserved groups.
· Professional Training: Standardized training for healthcare providers ensures consistent advice and minimizes variations in care quality (NHS England, 2016).
To support eczema self-management and patient empowerment, it is essential for patients to understand their health conditions thoroughly, enabling them to engage actively in their care (NICE, 2023). Primary care providers and specialists should receive adequate training to enhance their confidence in treating patients. Additionally, proactive information exchange through digital systems is crucial for patients to access their medical records effectively. However, the end-of-life care for chronic illnesses, personalized attention is vital. (Curie, 2023) Care should be 
[bookmark: _Toc234756633]CONCLUSION
As a long-term condition that affects physical, psychological, social, and family well-being, Atopic eczema is considered a public health concern; for this reason, the UK government, together with other organisations, is implementing the necessary mechanisms to combat the disease. Effective management requires more than clinical treatment alone. Models such as the Public Health Model and Stepped Care Model show that combining prevention, early detection, and personalised long‑term support leads to better outcomes. Although UK policies emphasise prevention and integrated care, eczema often receives limited priority, resulting in inconsistent services. Strengthening person‑centred care, improving self‑management, and addressing inequalities are essential to enhance quality of life and reduce the overall burden of eczema.
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