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1.Introduction
The chronic inflammatory skin condition known as atopic eczema, or atopic dermatitis, is characterised by dry skin, itching, and frequent flare-ups.  


Although eczema cannot spread, it can have an impact on daily activities, relationships, emotional health, sleep, and physical comfort. 
Skin-barrier dysfunction, immunological activity, genetic susceptibility, and environmental factors are all factors in the condition. (Langan, 2020).

The itch-scratch cycle can be maintained by scratching. Emollients, prescribed anti-inflammatory medication, trigger identification, and review are some examples of management. Care should consider family circumstances and quality of life because visible skin changes may not always fully reflect the impact. (Stefanovic, et al. 2024)

The prevalence, burden, aetiology, and physical, psychological, and social consequences of atopic eczema are all critically examined in this booklet. Before making recommendations for enhancements to person-centred care and supported self-management, it assesses models of long-term condition management and pertinent health-policy approaches.
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2. Definition Prevalence and burden of atopic eczema. 

Atopic eczema is a persistent, recurring inflammatory dermatological condition characterised by variability in severity and distribution among individuals. (Stefanovic, et al. 2024). Certain children exhibit progress as they mature, whereas others persist in displaying symptoms into their adult years. Healthcare professionals should consequently refrain from presuming that paediatric eczema will necessarily subside.

.
2.1 Global Prevalence

In a systematic analysis and modelling study based on 344 epidemiological studies, (Tian et al. 2023) calculated that atopic eczema affected about 204 million people globally. 
In addition to identifying regional variation and gaps in epidemiological data, their model estimated a global prevalence of 2.6%, with a higher prevalence among children than adults. 
In 2024, a different systematic review and meta-analysis revealed pooled point-prevalence estimates of 6.3% for adults and 11.1% for children and adolescents. (Migliavaca, et al. 2025) Because study populations, diagnostic definitions, geographic coverage, and case identification techniques can result in disparate estimates, these numbers should not be regarded as directly comparable. This demonstrates the need to interpret prevalence data in light of their limitations and methodology.

2.2 Prevalence in the United Kingdom.

Age, diagnostic criteria, study duration, and data source all affect UK estimates. Research utilising general practice records and prescriptions related to eczema can detect diseases that are diagnosed and actively managed, but it may overlook individuals whose symptoms are not coded or who do not seek medical attention. While not all reported cases will have a confirmed diagnosis, questionnaire-based studies may capture a broader range of symptoms. (Kleyn, et al. 2023)

As a result, the burden in the UK cannot be adequately described by a single estimate. Prevalence data should be considered in conjunction with service use, symptom severity, and patient-reported impact when interpreting epidemiological studies.

2.3 Burden on individuals, families and healthcare services.

While visible lesions and frequent flare-ups can affect confidence, work, education, relationships, and leisure, persistent itching can interfere with sleep and concentration. Sleep deprivation, emotional stress, extra costs, and the practical demands of treatment regimens can all affect parents and carers (NICE CG27 for Children). 

Additionally, eczema increases the need for prescription drugs, primary care consultations, referrals to specialists, and treatment of complications. (Sibbald, et al. 2017). 

This burden cannot be fully captured by prevalence alone because individuals with comparable clinical severity may encounter varying degrees of disruption. Therefore, clinical findings and the lived experiences of individuals and families should be combined in assessment.

3. Aetiology and Risk factors of Atopic Eczema.

The aetiology of atopic eczema is complex and includes immunological dysregulation, skin-barrier dysfunction, genetic susceptibility, and environmental factors. Susceptibility is increased by a family history of allergic rhinitis, asthma, or eczema. One known genetic risk factor is loss-of-function variants in the *FLG* gene, which codes for the skin-barrier protein filaggrin (Stefanovic, et al, 2024). 

Filaggrin aids in keeping the outermost layer of skin hydrated and intact. Reduced function can make skin more susceptible to allergens and irritants and increase trans epidermal water loss. 

However, eczema cannot be explained by genetic predisposition alone; not everyone with eczema has a *FLG* mutation, and not everyone with the mutation gets eczema. 
Inflammation can be exacerbated by certain allergens, soaps, detergents, temperature fluctuations, and immune reactions. 

Additionally, skin infections can exacerbate pre-existing eczema. Differentiating between triggers that worsen pre-existing disease and risk factors for the condition's development is crucial. 
There is inconsistent evidence regarding certain environmental exposures and how they interact with genetic susceptibility (Blakeway et al., 2020). 

While avoiding needless dietary restrictions or unproven preventive measures, clinicians should investigate each patient's history and pertinent triggers. The exact cause might not be known.

4. Physical impacts of Atopic Eczema.

Itching, dryness, redness, inflammation, excoriations, and skin fissures are all possible symptoms of atopic eczema. Thickened skin, bleeding, or a secondary infection could be signs of a more serious illness. These symptoms may make it difficult to take care of oneself, engage in activities, and go about daily tasks. NICE advises considering psychological wellbeing, sleep, quality of life, and physical severity. 

For some people, sleep disturbance is a serious consequence. Itching and scratching at night can disrupt sleep, which can lead to exhaustion and poor focus. While adults may find work and caring responsibilities more challenging, children may struggle with learning and school participation. (NICE CG57 for children).

Sleep disturbances may also occur for parents of affected children. Severe sleep issues do not always arise, though, and the degree of impairment varies. 
Scratching raises the risk of infection and damages the skin's barrier. Signs that need to be evaluated should be explained by medical professionals. An immediate medical assessment is necessary for suspected eczema herpeticum, a potentially dangerous herpes simplex virus infection (NICE NG190). Treatment itself can be burdensome because it takes time, expertise, and consistent effort to apply recommended treatments and moisturisers, monitor flare-ups, and attend appointments (Sibbald, et al. 2017).
  
Physical burden cannot be sufficiently measured by clinical severity alone. POEM and enquiries about everyday activities, pain, and sleep can identify needs that are not immediately apparent during an examination and guide customised follow-up and treatment.

[image: 1,152 Stress Eczema Stock Photos - Free & Royalty-Free Stock Photos ...] 5. Psychological impacts of Eczema.

Anxiety, frustration, embarrassment, and low self-esteem may be exacerbated by persistent itching, noticeable skin changes, and erratic flare-ups. Age, the severity of the illness, social situations, and coping mechanisms all affect the type and intensity of these effects (Adesanya, et al. 2023). 

In a systematic review and meta-analysis, Rønnstad et al. (2018) discovered links between atopic dermatitis and depressive symptoms in children as well as anxiety and depression in adults. 
Additionally, they noted a correlation with suicidal thoughts in adults and teenagers, though there was little data on actual suicide. 

These results highlight the importance of psychological well-being in eczema care, but they do not establish a direct link between eczema and mental illness. Interactions may occur between symptoms, sleep disturbance, stigma, pre-existing mental health issues, and socioeconomic conditions (NICE CG57).

Some people may feel self-conscious if they have visible eczema, especially on their hands or face. They might worry about unfavourable reactions or erroneous assumptions that the illness is communicable. While adults may feel ashamed in social or professional contexts, children and adolescents may be teased or excluded. These experiences are not common, though, and distress can be lessened by positive coping mechanisms, supportive relationships, and efficient symptom management. 
Parents and carers may also be affected, as they may feel anxious, worn out, or unsure about the course of treatment, especially if a child has frequent flare-ups or insufficient sleep. This stress may be exacerbated by inconsistent guidance and challenges in obtaining assistance. 
When necessary, professionals should offer support or referrals and enquire about mood, confidence, sleep, and coping. Measures of quality of life should be used in conjunction with discussions with patients and their families. Follow-up should consider both physical and emotional outcomes because psychological issues may continue even after skin symptoms improve.

6. Social Impacts of Atopic Eczema.

Education, work, relationships, leisure, and family routines can all be impacted by atopic eczema. It shouldn't be assumed that everyone experiences these effects in the same way because they vary depending on symptoms, age, social circumstances, and treatment accessibility (Vicho-de-la-Fuente, et al. 2025).
6.1 Social engagement and education.

When itching, sleep deprivation, or discomfort interferes with focus and engagement, children and adolescents may find school activities challenging. Unwanted attention, bullying, and strained peer relationships can all be exacerbated by noticeable skin changes. Additionally, swimming, sports, and social gatherings may be discouraged by symptoms. Avoidance is not inevitable, and social inclusion may be further restricted by needless restrictions. Although support may differ depending on the setting, schools can assist through suitable treatment plans, staff comprehension, and unambiguous responses to bullying (Vicho- de -la Fuente, et al, 2025).

6.2 Employment and financial pressures.

When symptoms interfere with sleep, necessitate frequent skincare, or are made worse by workplace exposures like wet work, detergents, and frequent hand washing, adults may find it difficult to work. While results on occupational choice and job loss were less consistent, (Sibbald et al. 2017) found evidence of negative effects on sick leave and some work-related outcomes. 

Travel to appointments, extra skincare products, time away from work, and lower income are some possible costs. Families may also have to pay for childcare or work fewer hours. It should not be assumed that every patient experiences the same level of financial strain because it varies depending on household resources, employment circumstances, and access to NHS care.


6.3 Family relationships and caring responsibilities.

In instances where a child suffers from repeated flare-ups or necessitates consistent treatment, parents may adjust their sleep, work, and recreational schedules to prioritise caregiving duties. During trying times, family routines may become strained, and siblings may receive less attention. (Vicho-de-la-Fuente et al. 2025) conducted a systematic review that revealed impacts on adolescents' social and academic lives as well as on parental relationships, work, sleep, and leisure. 
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The experiences of families are not always bad. They can adapt with the aid of supportive relationships, shared treatment responsibilities, and effective education.

Healthcare practitioners should evaluate both current strengths and unmet needs. In addition to skin symptoms, participation, relationships, expenses, and family stress should all be examined.

7. Theoretical models and frameworks for improving outcomes.

Effective management of chronic eczema necessitates knowledgeable patients, supportive practitioners, integrated services, and readily available information. The House of Care model, Wagner's Chronic Care Model, and the World Health Organization's Innovative Care for Chronic Conditions (ICCC) framework provide synergistic approaches to structuring this assistance. (Epping-Jordan, 2004).
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7.1 The House of Care Model.

A person-centred framework connected to the (Year of Care) partnership initiative is the House of Care model. It brings together knowledgeable and involved individuals and carers, professionals dedicated to working in partnerships, organisational procedures that facilitate individualised care planning, and commissioning that allows services to react to needs. 

For eczema, this could entail setting reasonable treatment objectives with the patient and their family, talking about medication-related worries, figuring out pertinent triggers, and creating a detailed plan for flare-ups. A strategy may also take family stress, sleep, and involvement in school into account. The model's strength is that it acknowledges that professional and organisational support is necessary for self-management and treats individuals as partners rather than passive recipients. 
Implementation may be hampered by brief consultations, inconsistent advice, insufficient training, and inadequate coordination. 

Evaluation should look at symptom control, quality of life, and patient experience; the House of Care arranges care but does not demonstrate that eczema outcomes improve on its own.
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7.2. Wagners Chronic Care Model: An International perspective.

Health-system organization, self-management support, decision support, delivery-system design, clinical information systems, and community resources and policies are the six interconnected components of the Chronic Care Model (CCM). Its goal is to assist informed patients and proactive healthcare teams. 
Self-management support for eczema care could involve teaching patients about recommended treatments and flare-up plans; decision support could encourage evidence-based treatment and referrals; and delivery-system design could coordinate community pharmacies, dermatologists, and general practitioners. While community partnerships could assist in addressing needs in families and schools, clinical records could monitor symptoms and patient-reported outcomes. 

In their review of 77 CCM studies, (Davy et al. 2015) discovered that while most of the studies reported improvements in healthcare practice or health outcomes, the interventions varied, making it challenging to determine which components produced specific benefits. A significant portion of this evidence is derived from diseases other than eczema, such as diabetes and heart disease. The CCM must be adjusted to the changing symptoms and treatment requirements of eczema. Eczema control, quality of life, treatment comprehension, and access should all be evaluated, not just healthcare utilisation.

7.3. The Innovative Care for Chronic Conditions framework developed by the World Health Organization

The WHO ICCC framework incorporates patients and families, healthcare organisations, communities, and the larger policy environment in addition to the consultation (WHO, 2002). It emphasises partnerships, leadership, evidence-based treatment, funding, and sufficient resources. 
This broader view is important because eczema management may be hampered by financial strain, low health literacy, inconsistent advice, and trouble scheduling appointments. Children with persistent symptoms may also receive support from community services and schools. Instead of putting all the blame on patients, the framework encourages services to address these obstacles. Its wide scope necessitates precise local goals, roles, and quantifiable results.

7.4. Comparative evaluation and implications for practice.

Cooperation, self-management, and coordination are highlighted in all three frameworks. The WHO ICCC framework (WHO 2002) emphasises community and policy influences, the CCM promotes proactive long-term management, and the House of Care organises customised planning in England. Without sufficient staffing, easily accessible education, continuity, and patient involvement, none can ensure better results. 
POEM, quality-of-life metrics, patient experience, self-management confidence, and specialist access should all be used in the evaluation, and results should be compared across socioeconomic groups (Charman, et al, 2004).

8. Critical examination of national and local health and social care policy.

Access to eczema treatment, education, and long-term support is impacted by policy. Personalised care, integrated services, community-based provision, and digital access are among the top priorities in England. 

These goals are consistent with the aforementioned models; however, their effectiveness is contingent upon equitable access, workforce capacity, and local implementation.


8.1. National Policy and strategic priorities.

Three planned changes are described in the NHS England 10 Year Health Plan, *Fit for the Future* (2025): illness to prevention, analogue to digital, and hospital to community. Community-based care for eczema could facilitate early counselling, treatment education, and follow-up through community pharmacies and general practitioners. Care plans and trustworthy information may be easier to obtain with the use of digital tools (DHSC, 2025).

These are potential benefits that have not been proven to be specific to eczema. Individuals with limited internet access, digital literacy, or language support may not be eligible for digital services. Without qualified personnel and well-defined referral channels, community care won't increase continuity. Access, symptom management, experience, and quality of life should all be taken into consideration when evaluating policy, not just the introduction of services
. 
Diagnosis, treatment, education, and referral are all covered in NICE guidelines for children under 12; quality standard QS44 places a strong emphasis on evaluating the impact on kids and families (NICE CG57). 

Current dermatology research and pertinent adult specific guidelines should be used in adult care. Although guidelines offer a foundation for consistent care, there may be a discrepancy between recommendations and practice due to appointment pressure, unequal staff confidence, and specialist delays.

Finding this gap can be aided by staff training, patient feedback, and local audits.


8.2. Integrated care and local implementation.

In England, integrated care systems collaborate with partners, local governments, and NHS organisations to plan services (NHS England). 

Collaboration between general practitioners, dermatologists, community pharmacies, schools, and support services could help define the first course of treatment for eczema, referrals for severe or persistent cases, and pathways to additional guidance.
 
Integration may be hampered by disparate budgets, systems, and priorities, and local access to expert advice may differ. Population needs, patient experiences, waiting times, treatment plans, self-management confidence, and symptom control should all be considered during commissioning.

8.3. Health inequalities and social care considerations.
A person's capacity to manage eczema may be impacted by a number of factors, including financial hardship, housing conditions, health literacy, language barriers, and trouble attending appointments. Some families require more easily accessible information, flexible follow-up, or assistance from volunteer organisations, local government agencies, and educational institutions. 

Eczema may result in significant support needs when everyday functioning is impacted, even though social care is not always necessary. 

Self-management training cannot make up for lost appointments, expensive travel, or inadequate expert assistance. Accessible information, unambiguous referral procedures, and outcome monitoring across demographic groups are all necessary for equitable care (WHO, 2002).

Health policy is devolved throughout the United Kingdom; Scotland, Wales, and Northern Ireland are not automatically covered by NHS England's plan or English integrated care arrangements. 
In general, clinical guidelines and national policy offer a framework, but local delivery determines the results. While keeping an eye on patient experience and disparities, services should evaluate whether individuals experience improved symptom control and quality of life, prompt treatment, and increased confidence in handling flare-ups.

9. Recommendations.

The following enhancements ought to be carried out as a coordinated strategy as opposed to discrete steps. 

1. Create individualised plans for eczema. Discuss treatment plans, personal objectives, flare-up reactions, and treatment instructions with patients and, if necessary, their families. Plans ought to consider daily obligations, health literacy, age, and preferences. (NICE CG57). If individuals are unable to access treatment or do not comprehend the written plan, it is not enough; follow-up is crucial.

2. Make supported self-management stronger. Clear instruction, treatment application demonstrations, and easily accessible written materials should all be provided. Respectfully address concerns regarding topical corticosteroids and provide accurate information about their advantages and disadvantages. Instead of giving patients complete control, professionals must continue to support self-management.

3. Include family and psychological support. Enquire about self-esteem, education, work, sleep, mood, and carer stress. Establish suitable referral and support channels because screening is useless without addressing identified needs.

4. Enhance fair access and coordination. Clearly define the connections between dermatology, pharmacy, primary care, and pertinent community services. Offer alternatives to digital-only support and information in easily accessible formats. Clear accountability, resources, and training are necessary for coordination.

5. Evaluate results and enhance services. Utilise patient feedback, clinical evaluation, POEM, suitable quality-of-life metrics, and self-management assurance. The results of audits should direct the creation of services and point out disparities. Measures should complement clinical judgement and patient discussions, not take their place.

These suggestions are interrelated: informed patients, qualified professionals, and easily accessible services are necessary for customised plans. Symptom control, quality of life, experience, and equitable access should be used to determine success rather than the quantity of plans finished.

10. Conclusion

Chronic inflammatory atopic eczema affects not only the skin but also sleep, psychological health, social interaction, and family life. Its complex aetiology and erratic trajectory present ongoing management difficulties. This burden cannot be fully captured by prevalence alone; clinical severity and lived experience should be considered. 
Complementary strategies for collaboration, coordinated services, and assisted self-management are provided by the House of Care, Chronic Care Model, and WHO ICCC framework. 

Frameworks and policy commitments, however, only enhance care when they are translated into easily accessible services, teams with sufficient support, and consistent practice. Regular assessment of clinical and patient-reported outcomes should be coupled with individualised treatment plans, transparent education, collaborative decision-making, and acknowledgement of family needs. Better eczema control and quality of life can be supported by a coordinated and equitable approach.
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