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 الكورس االول-الصيدلة السريرية/النظري/المرحلة الرابعة

 . مهند ياسر الرديفد

SKIN CONDITIONS 

1-ECZEMA/DERMATITIS 

Eczema is a term used synonymously with dermatitis. The latter is more commonly 

used when an external precipitating factor is present (contact dermatitis). The rashes 

produced have similar features but distribution on body varies and can be diagnostic. 

Atopy is a term that has been used to describe a group of diseases, for example, 

eczema, asthma and hay fever, which run in families. 

The rash of eczema typically presents as dry flaky skin that may be inflamed and 

have small red spots. The skin may be cracked and weepy and sometimes becomes 

thickened. The rash is irritating and can be extremely itchy. Many cases of mild-to-

moderate eczema can be managed by the patient with support from the pharmacist. 

Significance of questions and answers 

Age/distribution 

The distribution of the rash tends to vary with age. In infants, it is usually present 

around the nappy area, neck, back of scalp, face, limb creases and backs of the wrists. 

In white children, the rash is most marked in the flexures: behind the knees, on the 

inside of the elbow joints, around the wrists, as well as the hands, ankles, neck and 

around the eyes. In black and Asian children, the rash is often on the extensor surface 

of the joints and may have a more follicular appearance. 

In adults, the neck, the backs of the hands, the groin, around the anus, the ankles and 

the feet are the most common sites.  

Occupation/contact 

Contact dermatitis may be caused by substances that irritate the skin or spark off an 

allergic reaction. Irritant contact dermatitis is most commonly caused by prolonged 

exposure to water (wet work). Typical occupations include cleaning, hairdressing, 

food processing, fishing and metal engineering. Substances that can irritate the skin 

include alkaline cleansing agents, degreasing agents, solvents and oils. Such 

substances either cause direct and rapid damage to the skin or, in the case of weaker 

irritants, exert their irritant effect after continued exposure. Nappy rash (napkin 

dermatitis) is an example of irritant dermatitis and can be complicated by infection, 

for example, thrush. 

Previous history 

In cases of mild-to-moderate eczema, it would be reasonable for the pharmacist to 

recommend the use of emollients and to advise on skin care. Topical hydrocortisone, 

clobetasone and alclometasone preparations can be recommended for the treatment 
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of mild-to-moderate eczema. However, where severe or infected exacerbations of 

eczema have occurred, the patient is best referred to the doctor. 

History of hay fever/asthma 

Many eczema sufferers have associated hay fever and/or asthma. There is often a 

family history (in about 80% of cases) of eczema, hay fever or asthma. Eczema 

occurring in such situations is called atopic eczema. 

Aggravating factors 

Atopic eczema may be worsened during the hay fever season and by house dust or 

animal danders. Factors that dry the skin such as soaps or detergents and cold wind 

can aggravate the condition. Certain clothing such as woollen material can irritate the 

skin. In a small minority of sufferers (less than 5%), cow’s milk, eggs and food 

coloring (tartrazine) have been implicated. Emotional factors, stress and worry can 

sometimes exacerbate eczema. Antiseptic solutions applied directly to the skin or 

added to the bathwater can irritate the skin. 

Medication 

Contact dermatitis may be caused or made worse by sensitization to topical 

medicaments. The pharmacist should ask which treatments have already been used. 

Topically applied local anesthetics, antihistamines, antibiotics and antiseptics can all 

provoke allergic dermatitis. Some preservatives may cause sensitization. 

When to refer 

 Evidence of infection (weeping, crusting, spreading) 

 Severe condition: badly fissured/cracked skin, bleeding 

 Failed medication 

 No identifiable cause (unless previously diagnosed as eczema) 

 Duration of longer than 2 weeks 

Treatment timescale 

If no improvement has been noted after 1 week, referral to the doctor is advisable. 

Management 

With increasing recognition that patients can manage mild-to-moderate eczema, and 

as much of the management involves advice and the use of emollients, pharmacist is 

in a good position to help, with short-term use of OTC topical steroids where needed.  

Emollients 

Emollients are the key to managing eczema and are medically inert creams and 

ointments which can be used to soothe the skin, reduce irritation, prevent the skin 
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from drying, act as a protective layer and be used as a soap substitute. They may be 

applied directly to the skin or added to the bathwater. 

There are many different types of emollient preparations that vary in their degree of 

greasiness. The greasy preparations such as white soft paraffin are often the most 

effective, especially with very dry skin, but have the disadvantage of being messy and 

unpleasant to use.  

Emollient preparations should be used as often as needed to keep skin hydrated and 

moist. Several and frequent applications each day may be required to achieve this. 

Standard soaps have a drying effect on the skin and can make eczema worse. 

Aqueous cream can be used as a soap substitute. It should be applied to dry skin and 

rinsed off with water. Proprietary skin washes are also available. Adding emulsifying 

ointment or a proprietary bath oil to the bath is helpful.  

Topical corticosteroids 

Hydrocortisone cream and ointment, alclometasone 0.05% and clobetasone 0.05% 

can be sold OTC for a limited range of indications. Their steroid potency is classed as 

mild (hydrocortisone) and moderate (alcometasone and clobetasone).  

Topical hydrocortisone OTC is licensed for the treatment of irritant and allergic 

dermatitis, insect bites and mild-to-moderate eczema. OTC hydrocortisone is 

contraindicated where the skin is infected (e.g. athlete’s foot or cold sores, in acne 

and on the face and anogenital areas). Children aged over 10 years and adults can be 

treated, and any course must not be longer than 1 week.  

Topical alclometasone 0.05% and clobetasone 0.05% can be used for the short-term 

treatment and control of patches of eczema and dermatitis in people aged 12 years 

and over. The indications include atopic eczema and primary irritant or allergic 

dermatitis and exclude seborrheic dermatitis. 

OTC topical corticosteroids should not be used on the groin, breast-fold, genitals or 

between the toes because these are common sites of fungal infections, or on the face 

as they can cause perioral dermatitis and acneiform pustules. 

All should be used sparingly and explaining patients the use of fingertip units is 

helpful. A fingertip unit is the amount of cream you can squeeze on to your fingertip 

from the tip to the first crease. Half a fingertip unit will cover a patch of skin the 

same size as the palm of the hand. 

Antipruritics 

Antipruritic preparations are sometimes useful, although evidence of effectiveness is 

lacking. The itch of eczema is not histamine related, so the use of antihistamines 

other than that of sedation at night is not indicated. Calamine or crotamiton can be 

used in cream or lotion. 
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2-ACNE 

The incidence of acne in teenagers is extremely high and it has been estimated that 

over half of all adolescents will experience some degree of acne. Most acne sufferers 

resort, at least initially, to self-treatment. 

Mild acne often responds well to correctly used OTC treatments. 

Significance of questions and answers 

Age 

Acne commonly occurs during the teenage years and its onset is most common at 

puberty, although it may start to appear a year or so earlier. Acne can persist for 

anything from a few months to several years; with onset at puberty, acne may 

continue until the late teens or even early 20s.  

The hormonal changes that occur during puberty, especially the production of 

androgens, are thought to be involved in the causation of acne. Increased keratin and 

sebum production during adolescence are thought to be important contributory 

factors; the increased amount of keratin leads to blockages of the follicles and the 

formation of microcomedones. A microcomedone can develop into a non-

inflammatory lesion (comedone), which may be open (blackhead) or closed 

(whitehead), or into an inflammatory lesion (papule, pustule or nodule). Excess 

sebum encourages the growth of bacteria, particularly Propionibacterium acnes, 

which are involved in the development of inflammatory lesions.  

Acne can thus be non-inflammatory or inflammatory in nature. 

Very young 

Acne is extremely rare in young children and babies and any such cases should be 

referred to the doctor for investigation since an androgen-secreting (hormone-

producing) tumor may be responsible. 

Older 

For patients in whom acne begins later than the teenage years, other causes should be 

considered, including drug therapy and occupational factors. Oils and greases used at 

work can precipitate acne and it would be worth asking whether the patient comes 

into contact with such agents. Acne worsens just before or during menstruation in 

some women; this is thought to be due to changes in progesterone levels. 

Severity 

OTC treatment may be recommended for mild acne. Comedones may be open or 

closed; the sebum in closed comedones cannot reach the surface of the skin. The plug 

of keratin, which is at the entrance to the follicle in a comedone, is initially white (a 

whitehead), later becoming darker colored because of the accumulation of melanin (a 
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blackhead). However, sebum is still produced, so swelling occurs and the comedone 

eventually ruptures, discharging its contents under the skin’s surface. 

The released sebum causes an inflammatory response; if the response is not severe, 

small red papules appear. In more severe acne, angry-looking red pustules are seen 

and referral to the doctor for alternative forms of treatment such as topical or 

systemic antibiotics is needed. 

Affected areas 

In acne, affected areas may include the face, neck, center of the chest, upper back and 

shoulders, that is, all areas with large numbers of sebaceous glands. 

Duration 

Acne of long duration where several OTC preparations have been correctly used 

without success indicates referral to the doctor. 

Medication 

Information about current therapy is important, since acne can sometimes be drug 

induced. Lithium, phenytoin and the progestogens, levonorgestrel and norethisterone 

(e.g. in the combined oral contraceptive pill), may be culprits.  

When to refer 

 Severe acne 

 Failed medication 

 Suspected drug-induced acne 

Treatment timescale 

A patient with mild acne which has not responded to treatment within 8 weeks should 

be referred to the doctor. 

Management 

The general aims of therapy are to remove follicular plugs so that sebum is able to 

flow freely and to reduce the number of bacteria on the skin. Treatment should 

therefore reduce comedone formation. 

The most useful formulations are lotions, creams and gels. Gels with an alcoholic 

base dry quickly but can be irritating. Those with an aqueous base dry slower but are 

less likely to irritate the skin. A noncomedogenic moisturizer can help if the skin 

becomes dry as a result of treatment. 

Benzoyl peroxide 

Benzoyl peroxide has both antibacterial and anticomedogenic actions and is the first-

line OTC treatment for inflammatory and non-inflammatory acne. Anti-inflammatory 
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action occurs at all strengths. Anticomedogenic action is low and has the greatest 

effect at higher strengths. It has a keratolytic action, which increases the turnover of 

skin cells, helping the skin to peel.  

Regular application can result in improvement of mild acne. At first, benzoyl 

peroxide is very likely to produce reddening and soreness of the skin, and patients 

should be warned of this. Treatment should start with a 2.5% or 5% product, moving 

gradually to the 10% strength if needed. Gels can be helpful for people with oily skin 

and creams for those with dry skin. Washing the skin with a mild soap or cleansing 

product rinsed off with water before applying benzoyl peroxide can help by reducing 

the amount of sebum on the skin. 

Benzoyl peroxide prevents new lesions forming rather than shrinking existing ones. 

Therefore, it needs to be applied to the whole of the affected area, not just to 

individual comedones, and is best applied to skin following washing. During the first 

few days of use, the skin is likely to redden and may feel slightly sore. Stinging, 

drying and peeling are likely. Warning should be given that such an irritant effect is 

likely to occur; otherwise treatment may be abandoned inappropriately. One approach 

to minimize reddening and skin soreness is to begin with the lowest strength 

preparation and to apply the cream, lotion or gel sparingly and infrequently during 

the first week of treatment. 

Application once daily or on alternate days could be tried for a week and then 

frequency of use increased to twice daily. After 2 or 3 weeks, a higher strength 

preparation may be introduced. If irritant effects do not improve after 1 week or are 

severe, use of the product should be discontinued. 

Bleaching 

Warning should be given that benzoyl peroxide can bleach clothing and bedding. 

Contact between benzoyl peroxide and the eyes, mouth and other mucous membranes 

should be avoided. 

Other keratolytics 

Other keratolytics include potassium hydroxyquinoline sulphate and salicylic acid. 

They are second-line treatments. 

Nicotinamide 

Topical nicotinamide has a mild anti-inflammatory action and is applied twice daily. 

There is limited evidence of effectiveness. Side effects may include skin dryness 

and/or irritation. Several weeks’ treatment may be needed to see the full effects. 
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Antibacterials 

Skin washes and soaps containing antiseptic agents such as chlorhexidine are 

available and may be useful in acne by degreasing the skin and reducing skin flora.  

Practical points 

Diet 

There is no evidence to link diet with acne, despite a common belief that chocolate 

and fatty foods cause acne or make it worse. 

Sunlight 

It is commonly believed that there are beneficial effects of sunlight on acne, thought 

to be due to its peeling effect, which helps to unblock follicles, and its drying or 

degreasing effect. 

Antibiotics  

Oral antibiotic therapy usually consists of tetracyclines (minocycline is more 

commonly used as there is less resistance, better absorption and it needs a dose only 

once daily) and patients should be reminded not to eat or drink dairy products, 

antacid or iron preparations up to 1 h before or after taking these antibiotics.  

Erythromycin is also used in acne. Bacterial resistance to erythromycin is now high, 

so it may not be effective. 

Topical antibiotics are used as an alternative to oral antibiotics but are not as 

effective. They are useful in inflammatory acne. Topical erythromycin combined with 

benzoyl peroxide or zinc may induce less bacterial resistance than oral therapy alone. 

Continuous treatment 

Acne is notoriously slow to respond to treatment and a period of up to 6 months may 

be required for maximum benefit. It is generally agreed that keratolytics such as 

benzoyl peroxide require a minimum of 6–8 weeks’ treatment to show benefits. 

Skin hygiene 

Regular washing of the skin with warm water and antibacterial soap or skin wash can 

be helpful as it degreases the skin and reduces the number of bacteria present. 

OTC topical corticosteroids and acne 

The use of topical hydrocortisone, alclometasone or clobetasone is contraindicated in 

acne because steroids can potentiate the effects of androgenic hormones on the 

sebaceous glands, hence making acne worse. 
 

Make-up 

Heavy, greasy make-up can only exacerbate acne and water-based rather than oily 

foundations are best, and they should be removed thoroughly at the end of the day. 
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3-ATHLETE’S FOOT 

The incidence of athlete’s foot (tinea paedis) is not, as its name might suggest, 

limited to those of an athletic disposition. The fungus that causes the disease thrives 

in warm, moist conditions. The spaces between the toes can provide a good growth 

environment and the infection therefore has a high incidence. The problem is more 

common in men than in women and responds well to OTC treatment. 

Significance of questions and answers 

Duration 

Most cases of athlete’s foot are minor in nature and can be treated effectively with 

OTC products. 

Appearance 

Athlete’s foot usually presents as itchy, flaky skin in the web spaces between the 

toes. The flakes or scales of skin become white and macerated and begin to peel off. 

Underneath the scales, the skin is usually reddened and may be itchy and sore. The 

skin may be dry and scaly or moist and weeping.  

Severity 

Athlete’s foot is usually a mild fungal infection, but occasionally the skin between 

the toes becomes more macerated and broken and deeper and painful fissures may 

develop. The skin may then become inflamed and sore. Once the skin is broken, there 

is the potential for secondary bacterial infection to develop. If there are indications of 

bacterial involvement, such as weeping, pus or yellow crusts, then referral to the 

doctor is needed. 

Location 

Classically, the toes are involved, the web space between the fourth and fifth toes 

being the most commonly affected. More severe infections may spread to the sole of 

the foot and even to the upper surface in some cases. 

When other areas of the foot are involved, the appearance can be confused with that 

of allergic dermatitis. However, in eczema or dermatitis, the spaces between the toes 

are usually spared, in contrast to athlete’s foot. 

If the toenails appear to be involved, referral to the doctor may be necessary 

depending on how many toenails are affected and severity. Systemic antifungal 

treatment may be required to deal with infection of the nail bed where OTC treatment 

is not appropriate. 
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Previous history 

Any diabetic patient who presents with athlete’s foot is best referred to the doctor. 

Diabetics may have impaired circulation or innervation of the feet and are more prone 

to secondary infections in addition to poorer healing of open wounds. 

When to refer 

Severe, affecting other parts of the foot 

Signs of bacterial infection 

Unresponsive to appropriate treatment 

Diabetic patients 

Involvement of toenails 

Treatment timescale 

If athlete’s foot has not responded to treatment within 2 weeks, patients should see 

their doctor. 

Management 

Regular application of the recommended product to clean, dry feet is essential, and 

treatment must be continued after symptoms have gone to ensure eradication of the 

fungus. Individual products state the length of treatment and generally advise use for 

1–2 weeks after the disappearance of all signs of infection. 

Azoles (e.g. clotrimazole, miconazole) 

Topical azoles can be used to treat many topical fungal infections, including athlete’s 

foot. They have a wide spectrum of action and have been shown to have both 

antifungal and antibacterial activity. (The latter is useful as secondary infection can 

occur.) The treatment should be applied two or three times daily. Formulations 

include creams, powders and sprays. Miconazole, clotrimazole, bifonazole and 

ketoconazole have occasionally been reported to cause mild irritation of the skin. 

Ketoconazole has a 1 week treatment period. 

Terbinafine 

Terbinafine is available as cream, solution, spray and gel formulations. There is 

evidence that terbinafine is better than the azoles in preventing recurrence, so it will 

be useful where frequent bouts of athlete’s foot are a problem. Terbinafine can cause 

redness, itching and stinging of the skin; contact with the eyes should be avoided. 

Terbinafine products are not recommended for use in children. 

Griseofulvin 

Griseofulvin 1% spray can be used OTC for the treatment of athlete’s foot. The spray 

is used once a day and the maximum treatment period is 4 weeks. 
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Tolnaftate 

Tolnaftate is available in powder, cream, aerosol and solution formulations and is 

effective against athlete’s foot. It has antifungal, but not antibacterial, action. It 

should be applied twice daily and treatment should be continued for up to 6 weeks. 

Tolnaftate may sting slightly when applied to infected skin. 

Undecenoates (e.g. zinc undecenoate, undecenoic acid and methyl and propyl 

undecylenate) 

Undecenoic acid is an antifungal agent, sometimes formulated with zinc salt to give 

additional astringent properties. Treatment should be continued for 4 weeks. 

Practical points 

Foot wear 

Sweating of the feet can produce the kind of hot, moist environment in which the 

fungus is able to grow. If possible, the patient should wear leather shoes, which will 

allow the skin to breathe. In summer, open-toed sandals can be helpful, and shoes 

should be left off where possible. 

Foot hygiene 

The feet should be washed and carefully and thoroughly dried, especially between the 

toes, before the antifungal preparation is applied. 

Transmission of athlete’s foot 

Athlete’s foot is easily transmitted and is thought to be acquired by walking barefoot, 

for example, on changing room floors in workplaces, schools and sports clubs. There 

is no need to avoid sports but wearing some form of footwear, such as rubber sandals, 

is advisable. 

Prevention of reinfection 

Care should be taken to ensure that shoes and socks are kept free of fungus. Socks 

should be changed and washed regularly. Shoes can be dusted with a fungicidal 

powder to eradicate the fungus. 

Ringworm 

Ringworm of the body (tinea corporis) is a fungal infection, which occurs as a 

circular lesion that gradually spreads after beginning as a small, red papule. Often 

there is only one lesion and the characteristic appearance is of a central, cleared area 

with a red advancing edge. Topical azoles such as miconazole are effective treatments 

for ringworm. 

Ringworm of the groin (tinea cruris) presents as an itchy red area in the genital region 

and often spreads to the inside of the thighs. The problem is more common in men 
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than in women and is commonly known as jock itch in the United States. Treatment 

consists of topical antifungals; the use of powder formulations can be particularly 

valuable because they absorb perspiration. 

Ringworm of the scalp (tinea capitis) is most common in preadolescent children, 

although it can occur in adolescents and adults. There may be associated hair loss and 

affected hairs come out easily. Treatment is with oral antifungals and referral is 

required. 

Fungal nail infections (onychomycosis) 

Onychomycosis is a fungal infection in which mild cases involve the nail plate and 

sometimes the nail bed that lies underneath. 

A nail lacquer containing 5% amorolfine can be used for the treatment of mild 

infection involving one or two nails in people aged over 18 years. 
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4-WARTS AND VERRUCAE 

Warts and verrucae are caused by a viral infection of the skin and have a high 

incidence in school-children. Once immunity to the infecting virus is sufficiently 

high, the lesions will disappear, but many patients and parents prefer active treatment 

for cosmetic reasons. 

Significance of questions and answers 

Age 

Warts can occur in children and adults; they are more common in children and the 

peak incidence is found between the ages of 12 and 16 years. The peak incidence is 

thought to be due to higher exposure to the virus in schools and sports facilities. 

Warts and verrucae both are caused by the human papilloma virus, differing in their 

location. 

Appearance 

Warts appear as raised lesions with a roughened surface that are usually flesh 

colored. Plantar warts occur on the weight-bearing areas of the sole and heel 

(verrucae). They have a different appearance from warts elsewhere on the body 

because the pressure from the body’s weight pushes the lesion inwards, eventually 

producing pain when weight is applied during walking. 

Multiple warts 

Warts may occur singly or as several lesions. Molluscum contagiosum is a condition 

in which the lesions may resemble warts and where another type of viral infection is 

the cause. The location of molluscum contagiosum tends to differ from that of warts – 

the eyelids, face, armpits and trunk may be involved. Such cases are best referred to 

the doctor, since self-treatment would be inappropriate. 

Location 

The palms or backs of the hands are common sites for warts, as is the area around the 

fingernails. People who bite or pick their nails are more susceptible to warts around 

them. Warts sometimes occur on the face and referral to the doctor is the best option 

in such cases. 

Plantar warts (verrucae) are found on the sole of the foot and may be present singly 

or as several lesions. 

Anogenital 

Anogenital warts are caused by a different type of human papilloma virus and require 

medical referral for examination, diagnosis and treatment. 
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Duration and history 

It is known that most warts will disappear spontaneously within a period of 6 months 

to 2 years. The younger the patient, the more quickly the lesions are likely to remit. 

Medication 

Diabetic patients should not use OTC products to treat warts or verrucae since 

impaired circulation can lead to delayed healing, ulceration or even gangrene. 

Peripheral neuropathy may mean that even extensive damage to the skin may not 

provoke a sensation of pain. 

Warts can be a major problem if the immune system is suppressed by either disease 

(e.g. HIV infection and lymphoma) or drugs (e.g. ciclosporin (cyclosporin) to prevent 

rejection of a transplant). 

When to refer 

 Changed appearance of lesions: size and colour 

 Bleeding 

 Itching 

 Genital warts 

 Facial warts 

 Immunocompromised patients 

Treatment timescale 

Treatment with OTC preparations should produce a successful outcome within 3 

months; if not, referral is necessary. 

Management 

Treatment of warts and verrucae aims to reduce the size of the lesion by gradual 

destruction of the skin. Continuous application of the selected preparation for several 

weeks or months may be needed and it is important to explain this to the patient if 

compliance with treatment is to be achieved. 

Salicylic acid 

Salicylic acid may be considered to be the treatment of choice for warts; it acts by 

softening and destroying the skin, thus mechanically removing infected tissue. Lactic 

acid is included in some preparations with the aim of enhancing availability of the 

salicylic acid. It is a keratolytic and has an antimicrobial effect. Ointments, gels and 

plasters containing salicylic acid provide a selection of methods of application. 

Preparations should be kept well away from the eyes and applied with an orange stick 

or other applicator, not with the fingers. 
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Cryotherapy 

Dimethyl ether propane can be used to freeze warts and is available in an application 

system for home use for adults and children over 4. The treatment should not be used 

by people with diabetes or by pregnant women. The wart should fall off about 10 

days after application. 

Formaldehyde 

Formaldehyde is used for the treatment of verrucae; it is considered to be less 

suitable for warts on the hands because of its irritant effect on the skin. The thicker 

skin layer on the sole of the feet protects against this irritant action. A gel formulation 

is available for the treatment of verrucae and is applied twice a day. Both 

formaldehyde and glutaraldehyde have an unpredictable action and are not first-line 

treatments for warts, though they may be useful in resistant cases. 

Glutaraldehyde 

Glutaraldehyde is used in a 5% or 10% gel or solution to treat warts; it is not used for 

anogenital warts and is generally used for verrucae. Its effect on viruses is variable. 

Practical points 

Application of treatments 

Treatments containing salicylic acid should be applied daily. The treatment is helped 

by prior soaking of the affected hand or foot in warm water for 5–10 min to soften 

and hydrate the skin, increasing the action of the salicylic acid. 

Protection of the surrounding skin is important and can be achieved by applying a 

layer of petroleum jelly to prevent the treatment from making contact with healthy 

skin. Application of the liquid or gel using an orange stick will help to confine the 

substance to the lesion itself. 

Length of treatment required 

Several weeks’ continuous treatment is usually needed up to 3 months for both warts 

and verrucae. Patients need to know that a long period of treatment will be required 

and that they should not expect instant or rapid success. 

Verrucae and swimming pools 

Viruses are able to penetrate moist skin more easily than dry skin, and it has been 

suggested that the high level of use of swimming pools has contributed to the high 

incidence of verrucae. Theoretically, walking barefoot on abrasive surfaces by the 

pool or changing area can lead to infected material from the verruca being rubbed 

into the flooring. 
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5-CORNS and CALLUSES 

Corns and callus can result from incorrect distribution of pressure on foot. Surveys 

have indicated that up to 18% of working people complain of corns and calluses and 

both conditions tend to more often be seen in older patients. 

Etiology 

Corns form due to a combination of friction and intermittent pressure against one of 

the bony prominences of the feet e.g., heel and metatarsal heads (just behind the 

toes). Inappropriate footwear is frequently the cause. Continued pressure and friction 

results in hyperkeratoses (excessive skin growth of the keratinized layer), leaving 

even less space between the shoe and the foot, and therefore the corn is pressed even 

more firmly against the underlying soft tissues and bone. 

Callus formation is also caused by constant friction and pressure. Calluses can be 

beneficial, providing a natural barrier to objects and protecting underlying tissues; 

however, when such a thickened mass of skin occurs in abnormal places (e.g., border 

of the big toe) pain is experienced. 

Aggravating or relieving factors 

Pain experienced with corns is a result of pressure between footwear and the toes. If 

footwear is taken off, then the pain is relieved. 

Pain associated with verrucae will be felt irrespective if footwear is worn 

Previous history  

The cause is usually due to poorly fitting shoes, such as high heels. Prolonged wear 

of such footwear can lead to calluses and permanent deformity of bunions. 

Clinical features of corns 

Hard corns (heloma durum) are generally located on the top of the toes. Corns exhibit 

a central core of hard grey skin surrounded by a painful, raised, yellow ring of 

inflammatory skin. Any of the toes can be affected but is most common on the 

second toe.  

Soft corns (heloma molle) form between the toes rather than on the tops of toes and 

are due to pressure exerted by one toe against another. They have a whitened 

appearance and remain soft due to moisture being present between the toes causing 

maceration of the corn. Soft corns are most common in the fourth web space. 

Clinical features of calluses 

Calluses, depending on the cause and site involved, can range in size from a few 

millimeters to centimeters. They appear as flattened, yellow–white thickened skin. In 

women the balls of the feet are a common site. Other sites that can be affected are the 
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heel and lower border of the big toe. Patients frequently complain of a burning 

sensation, resulting from fissuring of the callus. 

Management  

Corns and calluses are due to friction and pressure. Removal of the precipitating 

factors will result in resolution of the problem. Therefore preventative measures 

should form the mainstay of treatment. Correctly fitting shoes are essential to help 

prevent corn and callus formation. 

If pressure and friction still persist when correctly fitted shoes are worn, then patients 

can obtain relief by shielding or padding. Moleskin or thin podiatry felt placed 

around the corn allows pressure to be transferred from the corn to the padding.  

In callus formation a ‘shock absorbing’ insert such as a metatarsal pad is useful to 

relieve weight off the callus and so reduces stress on the plantar skin. 

Treatment should be avoided if possible but if deemed appropriate keratolytics can be 

used, although there is no evidence to suggest that they are effective. Products used to 

treat corns and calluses are exactly the same as those used for warts and verrucae. 
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6-SCABIES 

Infestation by the scabies mite, Sarcoptes scabiei, causes a characteristically intense 

itching, which is worse during the night. The itch of scabies can be severe and 

scratching can lead to changes in the appearance of the skin. 

Significance of questions and answers 

Age 

Scabies infestation can occur at any age from infancy onwards. The pharmacist may 

feel it best to refer infants and young children to the doctor if scabies is suspected. 

Symptoms 

The scabies mite burrows down into the skin and lives under the surface. The 

presence of the mites sets up an allergic reaction, thought to be due to the insect’s 

coat and exudates, resulting in intense itching. A characteristic feature of scabies is 

that itching is worse at night and can lead to loss of sleep. 

Burrows can sometimes be seen as small thread-like grey lines. The lines are raised, 

wavy and about 5–10 mm long. Commonly infested sites include the web space of 

the fingers and toes, wrists, armpits, buttocks and genital area.  

Patients may have a rash that does not always correspond to the areas of infestation. 

The rash may be patchy and diffuse or dense and erythematous. It is more commonly 

found around the midriff, underarms, buttocks, inside the thighs and around ankles. 

History 

The itch of scabies can take several (6–8) weeks to develop in someone who has not 

been infested previously. The scabies mite is transmitted by close personal contact, so 

patients can be asked whether anyone else they know is affected by the same 

symptoms, for example, other family members, boyfriends and girlfriends. 

Signs of infection 

Scratching can lead to excoriation, so secondary infections such as impetigo can 

occur. The presence of a weeping yellow discharge or yellow crusts would be 

indications for referral to the doctor for treatment. 

Medication 

The patient should be asked about how any treatment has been used, since incorrect 

use can result in treatment failure. The itch of scabies may continue for several days 

or even weeks after successful treatment, so the fact that itching has not subsided 

does not necessarily mean that treatment has been unsuccessful. 
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When to refer 

 Babies and children 

 Infected skin 

 Treatment failure 

 Unclear diagnosis 

Management 

Permethrin cream is an effective scabicide (acaricide) and malathion can be used 

where permethrin is not suitable. Two treatments are recommended, 7 days apart. 

Aqueous lotions are used in preference to alcoholic versions because the latter sting 

and irritate excoriated skin. 

The treatment is applied to the entire body including the neck, face, scalp and ears in 

adults. Particular attention should be paid to the webs of fingers, toes and soles of the 

feet, and under the ends of the fingernails and toenails. 

Permethrin 

The cream formulation is used in the treatment of scabies. For a single application in 

an adult, 30–60 g of cream (one to two 30-g tubes) is needed. The cream is applied to 

the whole body and left on for 8–12 h before being washed off. If the hands are 

washed with soap and water within 8 h of application, cream should be reapplied to 

the hands. 

Medical supervision is required for its use in children under 2 years and in elderly 

patients (aged 70 years and over). Permethrin can itself cause itching and reddening 

of the skin. 

Malathion 

Malathion is effective for the treatment of scabies and pediculosis (head lice). For 

one application in an adult, 100 mL of lotion should be sufficient. The aqueous lotion 

should be used in scabies. The lotion is applied to the whole body. The lotion can be 

poured into a bowl and then applied on cool, dry skin using a clean, broad paintbrush 

or cotton wool. The lotion should be left on for 24 h, without bathing, after which it is 

washed off. If the hands are washed with soap and water during the 24 h, malathion 

should be reapplied to the hands. Skin irritation may sometimes occur. Medical 

supervision is needed for children under 6 months. 

Practical points 

1- The itch will continue and may become worse in the first few days after treatment. 

The reason for this is thought to be the release of allergen from dead mites. Patients 

need to be told that the itch will not stop straightaway after treatment. Crotamiton 
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cream or lotion could be used to relieve the symptoms, provided the skin is not badly 

excoriated. An oral antihistamine may be considered if the itch is severe. 

2- The treatment should be applied to cool, dry skin. Good advice would be to apply 

the treatment immediately before bedtime (leaving time for the cream to be absorbed 

or the lotion to dry). 

3- All members of the family or household should be treated, preferably, on the same 

day. Because the itch of scabies may take several weeks to develop, people may be 

infested but symptomless. It is thought that patients may not develop symptoms for 

up to 8 weeks after infestation. 

4- The scabies mite can live only for around 1 day after leaving its host and 

transmission is almost always caused by close personal contact. It is possible that 

reinfestation could occur from bedclothes or clothing and this can be prevented by 

washing them at a minimum temperature of 50◦C after treatment. 
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7-DANDRUFF 

Dandruff is a chronic relapsing condition of the scalp, which responds to treatment 

but returns when treatment is stopped. The condition usually appears during puberty 

and reaches a peak in early adulthood. Dandruff is considered to be a mild form of 

seborrheic dermatitis, associated with the yeast Malassezia furfur.  

Significance of questions and answers 

Appearance 

Dandruff is characterized by greyish-white flakes or scales on the scalp and an itchy 

scalp as a result of excessive scaling. In dandruff the epidermal cell turnover is at 

twice the rate of those without the condition.  

A differential diagnosis for severe dandruff could be psoriasis. In the latter 

conditions, both the appearance and the location would be different. In psoriasis the 

scales are silvery-white and associated with red, patchy plaques and inflammation. 

In more severe cases of seborrheic dermatitis the scales are yellowish and greasy 

looking and there is usually some inflammation with reddening and crusting of the 

affected skin. 

Location 

In dandruff the scalp is the only area affected.  

More widespread seborrheic dermatitis affects the areas where there is greatest 

sebaceous gland activity, so it can affect eyebrows, eyelashes, moustache, paranasal 

clefts, behind the ears, nape of neck, forehead and chest. In infants seborrheic 

dermatitis is common and occurs as cradle cap, appearing in the first 12 weeks of life. 

Psoriasis can affect the scalp but other areas are involved. The knees and elbows are 

commonly involved but the face is rarely affected. This latter point distinguishes 

psoriasis from seborrheic dermatitis, where the face is often affected. 

Severity 

Dandruff is generally a mild condition. However, the itching scalp may lead to 

scratching, which may break the skin, causing soreness and the possibility of 

infection. If the scalp is very sore or there are signs of infection (crusting or 

weeping), referral should be indicated. 

Previous history 

Since dandruff is a chronic relapsing condition there will usually be a previous 

history of fluctuating symptoms. There is a seasonal variation in symptoms, which 

generally improve in summer in response to UVB light. M. furfur is unaffected by 

UVA light. 
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Aggravating factors 

Hair dyes and perms can irritate the scalp. Inadequate rinsing after shampooing the 

hair can leave traces of shampoo causing irritation and itching. 

Medication 

It is important to identify what has been tried and how it was used. Dandruff 

treatments need to be applied to the scalp and be left for at least 5 min for best effect. 

However, if an appropriate treatment has been correctly used with no improvement, 

referral should be considered. 

When to refer 

 Suspected psoriasis 

 Signs of infection 

 Unresponsive to appropriate treatment 

Treatment timescale 

Dandruff should start to improve within 12 weeks of beginning treatment. 

Management 

The aim of the treatment is to reduce the level of M. furfur on the scalp; therefore, 

agents with antifungal action are effective. Ketoconazole, selenium sulphide, zinc 

pyrithione and coal tar are effective. The results from studies suggest that 

ketoconazole is the most and coal tar is the least effective. All treatments need to be 

left on the scalp for 3–5 min for full effect. 

Ketoconazole 

Ketoconazole 2% shampoo is used twice a week for 2–4 weeks, after which usage 

should reduce to weekly or fortnightly as needed to prevent recurrence. It is 

considered first line in moderate-to-severe dandruff. 

Ketoconazole is not absorbed through the scalp and side effects are extremely rare. 

There have been occasional reports of allergic reactions. 

Zinc pyrithione 

Zinc pyrithione is effective against dandruff and has a cytostatic effect. It should be 

used twice weekly for the first 2 weeks and then once weekly as required. 

Selenium sulphide 2.5% 

Selenium sulphide has been shown to be effective and works by reducing the cell 

turnover rate (cytostatic effect). Twice-weekly use for the first 2 weeks is followed 

by weekly use for the next 2 weeks; then it can be used as needed. The hair and scalp 

should be thoroughly rinsed after using selenium sulphide shampoo; otherwise, 



22 
 

discoloration of blond, grey or dyed hair can result. Frequent use can make the scalp 

greasy and therefore exacerbate seborrheic dermatitis. 

Coal tar 

Findings from research studies indicate that coal tar is the least effective of the 

antidandruff agents.  

Practical points 

Continuing treatment 

Patients need to understand that the treatment will not cure their dandruff 

permanently and that it will be sensible to use the treatment on a less frequent basis to 

prevent their dandruff from coming back. 

Treating the scalp 

The treatment should be applied to the scalp (not the hair) and massaged gently. All 

products need to be left on the scalp for 5 min before rinsing for the full effect to be 

gained. 

Standard shampoos 

There is debate amongst experts as to whether dandruff is caused by infrequent hair 

washing. However, it is generally agreed that frequent washing (at least three times a 

week) is an important part of managing dandruff. 

Hair products 

Gel, mousse and hairspray can still be used and will not adversely affect treatment for 

dandruff. 
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8-PSORIASIS 

People with psoriasis usually present to the doctor rather than the pharmacist. At the 

time of first presentation, the doctor is the most appropriate first line of help and 

pharmacists should always refer cases of suspected, but undiagnosed, psoriasis. In the 

situation of a confirmed diagnosis in a relatively chronic situation, the pharmacist can 

offer continuation of the treatment where the products are available OTC. 

Significance of questions and answers 

Appearance 

In its most common form there are raised, large, red, scaly patches/plaques over the 

extensor surfaces of the elbow and knee. The patches are symmetrical and sometimes 

there is a patch present over the lower back area. The scalp is often involved. 

Psoriasis can affect the soles of the feet. 

Psychological factors 

In some people these patches are very long standing and show little change. With 

others, the skin changes worsen and spread to other parts of the body sometimes in 

response to a stressful event. This is particularly distressing for the person involved 

who then has to cope with the stress of having a relapse of psoriasis as well as the 

precipitating event. 

Diagnosis 

The diagnosis of psoriasis can be confusing. In addition to affecting the extensor 

surfaces, psoriasis can typically involve the scalp. Often the fingernails show signs of 

pitting, which is a useful diagnostic guide. 

Psoriasis can also involve the flexor surfaces, the groin area, palms, soles and nails. 

The most common alternative diagnostic possibilities in these situations include 

eczema or fungal infections. For some people who have psoriasis there is an 

associated arthritis, which most commonly affects the hands and feet. 

Medication 

It is worthwhile enquiring about routine medications taken as lithium, beta-blockers, 

non-steroidal anti-inflammatory drugs and antimalarials can exacerbate psoriasis. 

Management 

Management is dependent on many factors, for example, nature and severity of 

psoriasis, understanding the aims of the treatment, ability to apply creams and 

whether the person is pregnant (some treatments are teratogenic). 
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Topical treatments 

The doctor is likely to offer a topical treatment, usually an emollient alone or in 

conjunction with active therapy. Emollients are important in psoriasis and may be 

underused. The pharmacist can ask the patient when and how they are being used. 

Calcipotriol or tacalcitol 

Vitamin D derivatives are available as calcipotriol or tacalcitol. This does not smell 

or stain and has been widely used in the treatment of mild-to-moderate psoriasis. If 

overused, there is a risk of causing hypercalcemia. It is available as a scalp 

application as well as an ointment. 

Topical steroids 

Topical steroids should generally be restricted to use in the flexures or on the scalp. 

Although effective in suppressing skin plaques on the body, large amounts are 

required over time as the condition is a chronic one, resulting in severe steroid side 

effects (striae, skin atrophy and adrenocortical suppression). Also, stopping steroid 

preparations can result in a severe flare-up of the psoriasis. 

Dithranol 

Dithranol has been a traditional, effective and safe treatment for psoriasis and is 

available as proprietary creams (0.1–2.0%) which can be used for one short-contact 

(30 min) period each day and removed using an emollient. Some people are very 

sensitive to dithranol as it can cause a quite severe skin irritation. It is usual to start 

with the lowest concentration and build up slowly to the strongest that can be 

tolerated. Users should wash their hands after application. It should not be applied to 

the face, flexures or genitalia. There are some people who are unable to tolerate it at 

all. 

Second-line treatment 

Second-line treatment may include phototherapy (PUVA) or systemic therapy with 

methotrexate, etretinate or ciclosporin (cyclosporin). Unfortunately, all of these have 

potentially serious side effects. 

Those not responding to PUVA or systemic therapy may be prescribed biologics 

(etanercept, adalimumab or ustekinumab), which block part of the immune system 

involved in causing inflammation. 


