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Key points 
There is insufficient evidence on which to base a choice between short bursts of potent  

topical corticosteroids compared with continuous application of mild corticosteroids. 

There is insufficient evidence for oral immunosuppressants as maintenance therapy. •	
There is little evidence of a steroid-sparing effect of emollients, although these are •	
widely prescribed. 

PUVA and UVB are effective, but there is no evidence of a clinical advantage of one •	
modality over the other. 

Oral retinoids appear to be effective and well tolerated in hand eczema, especially in •	
hyperkeratotic hand eczema. 

There is insufficient evidence of an additive effect of iontophoresis. •	
There is insufficient evidence for a low-nickel diet or chelating agents in hand eczema •	
accompanied by nickel allergy. 

There is insufficient evidence of an additive effect of topical antibacterial agents. •	
There is insufficient evidence of the superiority of topical calcineurin inhibitors to topical •	
corticosteroids. 

Education for secondary and tertiary prevention seems to be effective; however,  •	
long-term data are needed.
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Introduction 
Definition 
The term “hand eczema” implies an inflammation of the skin (dermatitis) that is generally 

confined to the hands, but sometimes the feet are involved as well. Clinically, the condition 

is characterized by signs of redness, vesicles (tiny blisters), papules, edema, scaling, fissures 

(cracks), erosions, and hyperkeratosis (callus-like thickening), all of which may be present at 

different points in time (Fig. 1). Itch, sometimes severe, is a common feature. Fissures and 

blisters might be painful and impair manual work. Microscopically, the disease is character-

ized by spongiosis with varying degrees of acanthosis, and a superficial perivascular infiltrate 

of lymphocytes and histiocytes. 

Incidence and prevalence 
Hand eczema is considered a common condition, with a point prevalence of 1–5% among 

adults in the general population, and a 1-year prevalence of up to 10%, depending on 

whether the disease definition includes more pronounced or mild cases.1 The prevalence 

may be higher in some countries. Hand eczema is twice as common in women as in men, 

with the highest prevalence in young women. The reasons for this sex difference are  

unknown, although greater exposure of women to wet work is probably contributory.  

Reliable data on the incidence are scarce, and are mainly confined to estimates in particular 

occupational groups. The incidence of notified work-related cases is between 0.7 and 1.5 

cases per 1,000 workers per year with much higher annual incidences among high-risk  

occupations, such as bakers and hairdressers.2 

Etiology 
The etiology is multifactorial. Contact irritants are the commonest external causes. Hand 

eczema caused by such irritants, or mild toxic agents, is known as irritant contact dermatitis. 

Water is a contact irritant, and thus an external causal or contributing factor. Causal  

factors that are less common than irritants are contact allergens. Hand eczema caused 

by skin contact with allergens is called allergic contact dermatitis. Ingested allergens (for 

example, nickel) may also provoke hand eczema. Being atopic (to produce immunoglobulin 

E (IgE) antibodies in response to ordinary exposures to allergens, usually proteins and, as 

a consequence, the tendency to develop asthma, rhinoconjunctivitis, or eczema) is a major 

predisposing factor responsible for hand eczema. A combination of the above-mentioned 

factors appears to play a role in many patients.  

Hand eczema can be classified by etiology: irritant contact dermatitis, allergic contact  

dermatitis, atopic hand eczema, protein contact dermatitis, or a combination of these types. 

A morphological classification of hand eczema is: vesicular hand eczema (dyshidrotic,  
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pompholyx), hyperkeratotic hand eczema, fingertip dermatitis (pulpitis), nummular hand 

eczema, interdigital eczema, and dry fissured hand eczema. 

Prognosis 
When there is a single, easily avoidable contact allergic factor, the prognosis is good. 

Several studies, however, have suggested that hand eczema tends to run a long-lasting and 

chronic relapsing course, probably because of the multifactorial origin. 

Diagnostic tests 
The diagnosis is mainly based on history and clinical signs; there are no standardized  

diagnostic criteria. Patients are patch-tested to detect or rule out a contact allergy. In  

addition, prick tests or determination of specific IgE are performed to detect atopy, and skin 

scrapings are performed to rule out a mycotic infection. In the majority of cases, no relevant 

contact allergy can be detected. Specific prick tests of specific IgE are of additional value 

only in very special cases (contact urticarial reactions that can become eczematous: protein 

contact dermatitis).  

Differential diagnostic psoriasis, mycosis, lichen planus, scabies, granuloma annulare, herpes 

simplex, and artefacts might be considered. 

Treatment 
The treatment of hand eczema is aimed at reducing clinical symptoms (including the 

disabling itch), preventing relapses, and reducing the burden of disease by allowing the 

resumption of everyday manual tasks. The outcome of the treatment can be assessed in 

dif¬ferent ways. Relevant outcome parameters include: 

the percentage of patients reporting a good/excellent response; •	
the percentage of patients with an investigator-reported good/ excellent response; •	
reduction in severity (patient-rated and physician-rated scoring systems); •	
dose reduction; •	
time until relapse.•	

Objectives 
In daily practice, we often ask ourselves what treatment would be best for the patient with 

hand eczema who is sitting in front of us. This usually involves a comparison between dif-

ferent treatment modalities. Against this background, we formulated 14 clinically relevant 

questions. Because of the tendency of hand eczema to develop a chronic or relapsing 

course, all of the questions are concerned with chronic hand eczema. In the context of this 

chapter, chronicity can arbitrarily be defined as a duration of more than 6 months. 
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Methods of search 
Controlled trials dating back to 1977 were located by searching the Skin Group Specialized 

Register, Cochrane Central Register of Controlled Trials (CENTRAL), PubMed, and Embase 

in February 2013 for original articles in English, French, German, or Dutch. Uncontrolled  

trials were discarded, unless systematic reviews and controlled trials were lacking on a 

specific subject. Also, papers studying different dermatoses and not specifically stating the 

results for the patients with hand eczema were ignored. The questions were formulated 

before the search, and only papers pertaining to these questions were included. 

Fig. 1. Hand eczema: redness, erosions, and tiny blisters, accompanied by severe itching.

Questions 

Because of the tendency of hand eczema to develop a chronic or relapsing course, all of the 

questions considered below deal with chronic hand eczema, arbitrarily defined as a duration 

of more than 6 months. Prescription of topical corticosteroids is at present the most com-

mon treatment; therefore, it is the major comparator in the questions listed below. 

In adults with chronic hand eczema, do topical coal-tar preparations lead to a better •	
patient-rated or physician-rated reduction in symptom scores than topical  

corticosteroids? 
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In adults with hyperkeratotic hand eczema, does dithranol lead to an improvement in •	
patient-rated and physician-rated symptom scores and longer remission periods after 

clearance in comparison with topical corticosteroids? 

In adults with chronic hand eczema, do short bursts of potent topical corticosteroids •	
(class 3 or 4) lead to better patient-rated or physician-rated symptom scores than  

continuous mild (class 1 or 2) topical steroids?

In adults with chronic hand eczema, are oral immunosuppressive agents (cyclosporine, •	
methotrexate, mycophenolate mofetil, azathioprine) better in maintaining a long-term 

(more than 6 months) reduction of patient-rated or physician-rated symptom scores 

than topical corticosteroids? 

Is the treatment of chronic hand eczema with local psoralen– ultraviolet A (PUVA) or •	
ultraviolet B (UVB) irradiation better in reducing patient-rated and physician-rated 

symptom scores than topical corticosteroids? 

In adults with chronic hand eczema, does treatment with PUVA irradiation (oral or  •	
topical psoralen) lead to a better reduction in patient-rated and physician-rated  

symptom scores and remission periods than UVB irradiation? 

In adults with chronic hand eczema, is oral treatment with retinoids better in terms of •	
patient-rated and physician-rated symptom scores than topical corticosteroids? 

Is the treatment of chronic hand eczema with calcineurin inhibitors better in reducing •	
patient-rated and physician-rated symptom scores than topical corticosteroids? 

In adults with dyshidrotic hand eczema, does iontophoresis lead to an improvement in •	
patient-rated and physician-rated symptom scores in comparison with topical steroids 

or UVB/PUVA irradiation? 

In adults with relapsing vesicular hand eczema based on contact allergy to nickel, does •	
dietary intervention or oral therapy with chelating agents lead to an improvement in 

patient-rated and physician-rated symptom scores in comparison with topical corticos-

teroids? 

Does the daily application of a bland emollient lead to dose reduction and/or frequency •	
reduction of topical corticosteroids in adults with chronic hand eczema? 

In adults with chronic clinically active hand eczema, do protective or occlusive gloves •	
or barrier creams lead to better patient-rated or physician-rated symptom scores than 

topical steroids? 

Does the addition of a topical antibacterial agent to topical corticosteroids result in  •	
better patient-rated or physician-rated symptom scores than topical corticosteroids 

alone? 

In patients with chronic hand eczema, is an educational intervention program effective •	
for secondary and tertiary prevention on hand eczema compared with limited education 

as usual? 
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In adults with chronic hand eczema, do topical coal-tar preparations lead to a 
better patient-rated or physician-rated reduction in symptom scores than topi-
cal corticosteroids? 

One clinical trial was identified on the effect of coal tar. Additional trials may be found in the 

older literature (pre-1977). 

Efficacy 

No systematic reviews were found. 

Coal tar 

In a self-controlled, randomized study, the efficacy of coal tar paste with zinc oxide paste 

was compared with betamethasone valerate 0.1% in 19 patients with a within-patient design. 

Coal tar gave significant improvement compared with baseline, but no significant difference 

was observed between the treatments.3 

Drawbacks 

Six participants dropped out because they experienced problems with wearing hand gloves 

(problems were not specified). One participant dropped out due to pompholyx as a result of 

contact allergy to 5% coal tar. 

Comment 

Small number of participants (n = 9) with relatively high drop-out rate (n = 7). The results are 

listed as overall mean scores and no exact data are given. 

Implications for clinical practice 

The scientific-based evidence for coal tar treatment is scarce; however, trials may be found 

in the earlier literature (pre-1977). Contrary to belief, coal tar is not associated with an  

increased risk of cancer.4

In adults with hyperkeratotic hand eczema, does dithranol lead to an  
improvement in patient-rated and physician-rated symptom scores and longer 
remission periods after clearance in comparison with topical corticosteroids? 
No systematic reviews were found, and no trials (controlled or uncontrolled) of dithranol for 

any type of hand eczema were identified. Trials may be found in the earlier literature  

(pre-1977). 



112

In adults with chronic hand eczema, do short bursts of potent topical corticos-
teroids (class 3 or 4) lead to better patient-rated or physician-rated symptom 
scores than continuous mild to moderate (class 1 or 2) topical steroids? 

We found no studies comparing the effect of short bursts of strong (class 3 or 4) topical  

corticosteroids (for example, twice weekly, or at weekends only) with continuous application 

of milder (class 1 or 2) topical corticosteroids. One randomized controlled trial (RCT) com-

pared thrice-weekly application versus weekend application of the same steroid, with limited 

evidence that the thrice-weekly application was better. 

Efficacy 

No systematic reviews were found. 

Thrice-weekly versus weekend application 

There is limited evidence of a preferential effect of thrice-weekly application of mometasone 

in a parallel group RCT with 106 participants in a 30-week maintenance phase (i.e., after 

induction of remission).5 

Once-daily versus twice-daily application 

In a controlled trial with once-daily halcinonide 0.1% versus twice-daily betamethasone 

dipropionate 0.05% both showed good efficacy in 53 participants during four weeks.6 In half 

of the patients, once-daily halcinonide 0.1% was superior. 

Two different concentrations 

One left–right RCT of 2 weeks’ duration comparing different concentrations of the same 

corticosteroid applied twice daily detected no difference in 46 participants.2 

Class 2 versus class 3 corticosteroids 

One RCT compared short-term (three weeks) application of fluprednidene acetate 0.1% 

cream (class 2) with betamethasone valerate 0.1% cream (class 3), both in a once-daily regi-

men in 76 participants.7 There were no differences in the time to onset of effect or clinical 

efficacy.

Class 2 versus class 4 corticosteroids 

In a double-blind left–right RCT with 61 participants, more patients remained free of  

relapses with clobetasol propionate than with fluprednidene acetate8. In addition, the time 

to relapse was longer with clobetasol propionate. Treatment initially and in case of recur-

rence was twice daily; in the maintenance phase, the application was twice weekly. The side 

effects were comparable between the two groups. 
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Drawbacks 

Mild skin atrophy was reported in two studies.5,8 

Comment 

With the exception of the study on thrice-weekly versus weekend application, all of the 

studies were of short duration. The primary outcome was not always clearly stated, and 

some studies included patients in relapse. None of the studies investigated tachyphylaxis or 

atrophy. Earlier reports (pre-1977) may provide some insight into this issue. 

Implications for clinical practice 

The appropriate choice of an optimal topical steroid treatment schedule cannot be derived 

from the current literature on hand eczema trials. Evidence from studies on other eczema-

tous diseases may have to be considered. 

In adults with chronic hand eczema, are oral immunosuppressive agents 
(cyclosporine, methotrexate, mycophenolate mofetil, azathioprine) better in 
maintaining a long-term (more than 6 months) reduction of patient-rated or 

physician-rated symptom scores than topical corticosteroids? 
One RCT was identified, showing that cyclosporine was effective, but not significantly better 

in terms of clinical signs or quality of life. One RCT concluded that azathioprine is an  

effective adjunctive treatment option. We identified no RCTs studying other oral immuno-

suppressive agents. 

Efficacy 

No systematic review was found. 

Cyclosporine versus topical betamethasone 

An RCT compared cyclosporine with betamethasone dipropionate 0.05% twice daily in 41 

participants.9 The study had three phases, none of which showed a comparative advantage 

in terms of clinical signs, global assessment, or cumulative relapse rate. The first treatment 

phase was six weeks; the second and third amounted to 30 weeks. 

Methotrexate 

We identified no controlled trials. An uncontrolled case study showed low-dose metho- 

trexate to be effective in five patients with recalcitrant palmoplantar pompholyx.10 

Mycophenolate mofetil and azathioprine 

We identified no controlled trials. 
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Azathioprine as adjunctive 

One RCT compared the additional value of azathioprine to topical clobetasol propionate 

0.05% cream with topical clobetasol propionate monotherapy in 108 patients with chronic 

hand eczema for 24 weeks.11 This study reported a significant better improvement with 

regard to hand eczema severity index score and itch in the azathioprine group. 

Drawbacks 

Paresthesia (“tingling”), dizziness, facial edema, and increase in serum creatinine were re-

ported during cyclosporine use. Surprisingly, no side effects were reported for azathioprine. 

Comment 

The comparator in the cyclosporine studies was a relatively strong corticosteroid. 

Implications for clinical practice 

Cyclosporine may be useful for achieving short-term control, but cannot be recommended 

for maintenance therapy. Long-term side effects such as blood dyscrasia, renal failure, 

increased blood pressure, and skin malignancies are of major concerns. Choices regarding 

systemic treatment of hand eczema cannot be derived from the current literature on hand 

eczema trials. 

Is the treatment of chronic hand eczema with local psoralen+ultraviolet A or 
ultraviolet B irradiation better in reducing patient-rated and physician-rated 
symptom scores than topical corticosteroids? 

We identified no trials explicitly comparing PUVA or UVB therapy with topical corticos-

teroids; only one RCT had ordinary topical treatment with emollients as the comparator. 

Several controlled trials were identified that compared the efficacy of PUVA, UVB, or UVA1 

therapy with a control group or using a left–right design. There is insufficient evidence that 

PUVA or UVB therapy is more effective than conventional topical corticosteroid therapy. 

Efficacy 

No systematic reviews were found. 

Topical psoralen+ultraviolet A 

In a double-blind randomized within-patient trial of 15 patients with chronically relapsing 

vesicular hand eczema, topical PUVA and UVA treatment showed improvement of the  

severity score over the 8-week treatment period, but no statistical difference between the 

treated hands at any stage.12 In a controlled clinical trial (CCT) with a left–right design,  

topical cream PUVA was compared with UVA1.13 The study comprised 27 patients with  
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bilateral dyshidrotic hand eczema. Almost all patients showed a good response to both 

treatments, with a reduction of physician-rated scores of 50%. There were no statistically 

significant differences between the left and right hands. In an observer-blinded, left–right 

design, there was little difference between topical 8-methoxypsoralen (8-MOP) bath PUVA 

and topical 8-MOP lotion PUVA therapy in 24 patients with chronic hand or foot eczema; 

there was greater than 80% clearing with both modalities.14 After one month, the most  

successful treatment was continued on both sides until the lesions cleared; there were no 

differences in the length of the relapse-free period. An open-label RCT with 158 participants 

showed that oral PUVA at home was equally effective as topical bath PUVA in the hospital.15 

In addition, it appeared to result in lower costs and less time off work. In a within-participant 

RCT with 15 participants, the effectiveness of middle-dose UVA1 irradiation was compared 

with topical cream PUVA therapy.16 Treatment was given thrice weekly during a period of five 

weeks. Both groups improved, but there was no significant difference between the groups. 

An observer-blinded RCT in 29 participants showed no significant difference between 

topical and oral psoralen, although oral PUVA might be preferred in hyperkeratotic hand 

eczema.17 

Ultraviolet A1 

In a double-blind RCT with 28 patients with dyshidrotic hand eczema, five-times weekly 

irradiation with UVA1 was compared with placebo.18 After 1 week of treatment, a significant 

difference was seen between the two groups, with greater efficacy for UVA1. 

Ultraviolet B 

Eighteen patients with chronic hand eczema resistant to potent topical corticosteroids were 

randomly divided into three treatment groups: UVB of the hands only, placebo irradiation, 

and whole-body UVB irradiation.19 Local UVB irradiation of the hands was significantly  

better than placebo; whole-body UVB irradiation with additional irradiation of the hands was 

significantly better than continuing the local treatment alone (not specified), according to a 

simple clinical grading (cleared, improved, unchanged/worse). A 3-month follow-up period 

demonstrated fast relapse of the hand eczema. In an RCT with 48 patients with occupational 

hand eczema, UVB at home 5 days a week for 8 weeks was compared with nonspecific 

topical treatment.20 Physician-rated scores and transepidermal water loss improved in both 

groups, although the improvement did not reach statistical significance for most parameters. 

Drawbacks 

Ultraviolet therapy can cause side effects such as burning episodes, subacute eczema, 

patchy hypopigmentation, and acute exacerbation of eczema. It may also induce skin cancer 

as a long-term effect. 
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Comment 

In some studies, patients continued their topical medication or emollients. There are no 

studies comparing PUVA, UVA1, or UVB therapy with the conventional topical corticosteroid  

therapy. There is also no evidence that ultraviolet therapy is the most effective for hand 

eczema (see the next question). 

Implications for clinical practice 

PUVA and UVB are effective; UVA1 also appears to be effective. The choice of these treat-

ment options is guided by considerations other than proven clinical superiority over other 

modalities. 

In adults with chronic hand eczema, does treatment with psoralen+ultraviolet 
A irradiation (oral or topical psoralen) lead to a better reduction in patient- 
rated and physician-rated symptom scores and remission periods than  
ultraviolet B irradiation? 
We identified two RCTs on oral PUVA and two CCTs on oral/topical PUVA. The controlled 

trial on topical bath PUVA demonstrated no comparative advantage, whereas the RCT on 

oral PUVA showed an effect in favor of PUVA. 

Efficacy 

No systematic review was found. 

Topical bath psoralen+ultraviolet A versus ultraviolet B 

A 6-week left–right design CCT including 13 patients showed that, although effective,  

topical bath PUVA was not better than UVB.21 

Oral psoralen+ultraviolet A versus ultraviolet B 

An RCT showed an effect in favor of oral PUVA in a 3-month study of 35 patients. In this 

study, only one hand was treated, but in most patients the untreated hand also improved.22 

In a 9-week RCT with left–right design, 15 patients were treated with local narrowband 

UVB or PUVA thrice a week. Both groups showed significant improvement compared with 

baseline and a local narrowband UVB phototherapy regimen is as effective as PUVA therapy 

in patients with chronic hand eczema of dry and dyshidrotic types.23 A CCT comparing UVB 

used at home with PUVA at the clinic in 26 patients during approximately 10 weeks, showed 

no compara¬tive advantage.24

Drawbacks 

Nausea caused by the oral psoralen was reported. Pain, burning, itching, and redness were 
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reported with both therapies, but slightly more from PUVA irradiation. In both PUVA and 

UVB, mild xerosis was reported, which responded to emollients. 

Comment 

Long-term adverse effects could not be assessed. Improvement of the untreated hand may 

be the result of compliance with topical emollients. More than 17 uncontrolled studies were 

identified, claiming a beneficial effect of ultraviolet treatment (PUVA or UVB), but there was 

no comparator in any of the studies. 

Implications for clinical practice 

PUVA or UVB is effective in treating hand eczema. The question of which modality is better 

remains unsolved. 

In adults with chronic hand eczema, is oral treatment with retinoids better in 
terms of patient-rated and physician-rated symptom scores than topical  
corticosteroids? 
We identified several trials on the use of retinoids in hand eczema; there were no trials 

comparing oral retinoids with corticosteroids. Both topical and oral treatment with retinoids 

appeared to be effective. 

Efficacy 

No systematic reviews were found. 

Topical retinoid versus topical corticosteroids 

In a symmetrical double-blind nonrandomized study, the efficacy of triamcinolone acetonide 

0.1% cream was compared with the same cream containing, in addition, 0.25% retinoic 

acid.25 The study included 18 patients with different types of eczema (12 with atopic derma-

titis, four with allergic contact dermatitis, one with nummular eczema, and one with  

dyshidrosis); the palms and soles were involved in only five patients. The duration of  

treatment was planned for 2 weeks, with the option of extending the treatment to 3 weeks. 

No statistically significant differences were observed between the treatments. An open-label 

RCT with 55 patients compared bexarotene gel monotherapy (ligand for retinoid X recep-

tors) with the same gel in combination with either mometasone furoate 0.1% ointment or 

with hydrocortisone acetonide 1% ointment.26 The steroids were applied twice daily, whereas 

bexarotene gel was applied in an increasing regimen, starting at once every other day up to 

three times daily, unless adjustment was needed because of irritation. All groups showed a 

meaningful decrease in physician-rated scores, without significant differences between the 

groups. 
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Oral retinoids 

An RCT including 29 patients with hyperkeratotic hand eczema compared once-daily 30 mg 

acitretin with placebo.27 A significant improvement in comparison with the placebo group 

was seen in relation to hyperkeratosis, fissures, and scaling, but not in relation to itch,  

redness, or vesicles. The improvement occurred in the first four weeks, with no additional ef-

fect seen in the following four weeks. A multicenter, double-blind RCT assessed the efficacy 

of three different dosages of 9-cis-retinoic acid (alitretinoin) and placebo.28 The 319 patients 

were equally randomized over four groups: oral alitretinoin 10 mg/day, 20 mg/day, 40 mg/

day, and placebo. Alitretinoin led to a significant and dose-dependent improvement in the 

physician-rated score. In a large randomized trial alitretinoin (10 or 30 mg per day for up 

to 24 weeks) was superior to placebo in 1,032 patients with chronic severe hand eczema.29 

Of the patients treated with 30 mg alitretinoin, 40% rated their hand eczema as “clear” or 

“almost clear” at the end of therapy. In the 10 mg group this was 24% and in the placebo 

group 15%. In an extended open-label trial, 243 patients received 30 mg alitretinoin and the 

drugs remained well tolerated for overall treatment durations of up to 48 weeks.30 In addi-

tion, the beneficial effects of alitretinoin over placebo were confirmed in a retreatment trial 

among a subgroup of 117 patients who had relapsed.31 

Drawbacks 

Topical use of retinoic acid plus corticosteroids is reported to cause significantly more  

subjective irritation than topical corticosteroids without retinoic acid.25,26 Side effects of oral 

acitretin are common and almost all patients experience dry skin (especially the lips). The 

side effects were dose dependent; the most frequently reported were headache (14%, but 

this was also reported in the placebo group), mucocutaneous signs as dry lips (5%), and 

flushing (3%). Clinically insignificant increases in serum triglyceride, cholesterol, and  

creatinine kinase were reported in several trials on alitretinoin. Central hypothyroidism, with 

no clinical expression, was observed more rarely. Several papers studied the safety of oral 

alitretinoin, reporting comparable side effects.32,33 

Comment 

Oral 9-cis-retinioic acid appears to be a promising treatment option, but it remains to be 

demonstrated that this drug is more effective than conventional topical corticosteroids or 

UVB/PUVA therapy. In addition, evidence of the efficacy and safety of alitretinoin beyond 48 

weeks and of the efficacy in vesicular hand eczema is lacking. A pregnancy prevention  

program is mandatory for women of fertile age because of the teratogenicity of oral  

retinoids. 
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Implications for clinical practice 

Oral retinoids appear to be effective in hand eczema, especially in hyperkeratotic hand 

eczema. However, as there is no comparison with conventional therapy, it is unclear whether 

it should be a therapy of first choice. 

Is the treatment of chronic hand eczema with calcineurin inhibitors better in 
reducing patient-rated and physician-rated symptom scores than topical  
corticosteroids? 

Two RCTs were found that compared the efficacy of topical tacrolimus with mometasone 

furoate, which appeared to be equivalent and in two RCTs tacrolimus was significantly more 

effective than vehicle. Two RCTs compared topical pimecrolimus with vehicle cream. 

Efficacy 

No systematic reviews were found. 

Tacrolimus 

Sixteen patients were included in a left–right RCT comparing topical tacrolimus 0.1%  

ointment with mometasone furoate 0.1% ointment (a class III corticosteroid).34 The treatment 

period was four weeks, with a follow-up period up to 8 weeks. Both treatments led to a sta-

tistically significant decrease in clinical severity, with no significant differences between the 

groups. In another RCT, topical tacrolimus 0.1% was compared with mometasone furoate in 

30 patients for 90 days.35 Both treatments showed similar therapeutic results. A randomized 

pilot study in 32 patients with moderate to severe hand eczema suggested that tacrolimus 

might prolong the time until relapse compared with vehicle cream during 14 weeks.36 In an 

RCT, 28 participants with moderate to severe nickel sulfate-induced allergic hand eczema 

were treated with 0.1% tacrolimus ointment twice daily versus twice daily vehicle ointment 

during 14 days. The symptom scores were significantly lower in the tacrolimus group com-

pared with the vehicle group during treatment and seven days afterwards.37 

Pimecrolimus 

In a multicenter RCT, 294 patients with hand eczema were allocated to up to 3 weeks’ 

treatment with pimecrolimus 1% cream or to vehicle.38 Twice-daily application of the study 

creams (evening application under occlusion) was continued until clearance or completion 

of three weeks’ treatment. The efficacy of pimecrolimus 1% cream increased over time, while 

that of the vehicle stagnated after the second week. There were no statistically significant 

differences between the two groups, unless stratification for palmar involvement was ap-

plied; pimecrolimus 1% cream was superior in these patients. In a multicenter, double-blind, 

RCT 652 patients were treated for 6 weeks with pimecrolimus 1% or vehicle cream twice 
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daily with overnight occlusion, followed by a 6-week open-label pimecrolimus treatment.39 

There were no significant differences with regard to disease signs; however, pruritus relief 

was significantly better in the pimecrolimus group.

Drawbacks 

Tacrolimus 0.1% ointment produced stinging upon application; with pimecrolimus 1% 

cream, however, this was uncommon (0.7% vs 2.1% in the vehicle group) or comparable to 

the vehicle cream.39 

Comment 

The effect of pimecrolimus 1% cream in comparison with the vehicle might have reached 

significance if the follow-up period had been longer, as the efficacy of pimecrolimus 1% 

cream increased over time. Pruritus relief was greater in the pimecrolimus group, but the 

other studies did not include patient-rated scores. 

Implications for clinical practice 

Topical tacrolimus is more effective than vehicles, but is at best equally effective as topical 

corticosteroids. Pimecrolimus is as effective as vehicles. With the present evidence,  

calcineurin inhibitors may be used for rotational therapy with topical corticosteroids, with 

potent corticosteroids for (severe) exacerbations and topical calcineurin inhibitors in the 

maintenance phase and for mild exacerbations. 

In adults with dyshidrotic hand eczema, does iontophoresis lead to an  
improvement in patient-rated and physician-rated symptom scores in  
comparison with topical steroids or ultraviolet B/psoralen+ultraviolet A  
irradiation? 
We identified only one RCT using iontophoresis in patients with dyshidrotic hand eczema, 

showing a significant improvement on the iontophoresis-treated side in comparison with the 

untreated side. We found no trials comparing iontophoresis with topical corticosteroids or 

UVB/PUVA therapy. 

Efficacy 

No systematic reviews were found. 

Iontophoresis versus no treatment 

In a randomized left–right comparison, the effects of tap-water iontophoresis in addition to 

steroid-free topical therapy were investigated in 20 patients with dyshidrotic hand eczema.40 

After three weeks (20 iontophoresis applications), the parameters “itching” and “vesicle for-
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mations” scored significantly better on the iontophoresis-treated side than on the untreated 

side, but redness and desquamation did not differ significantly. 

Drawbacks 

Tap-water iontophoresis was always associated with subjective sensations such as stinging 

and discrete paresthesia (“tingling”). No severe side effects or possible harmful effects were 

reported. 

Comment 

We found insufficient evidence for the benefit of additional iontophoresis therapy in  

comparison with conventional corticosteroid or UVB/PUVA therapy. 

Implications for clinical practice 

Iontophoresis appears to be harmless, but has not been proved to be effective.

In adults with relapsing vesicular hand eczema based on contact allergy to 
nickel, does dietary intervention or oral therapy with chelating agents lead to 
an improvement in patient-rated and physician-rated symptom scores in  
comparison with topical corticosteroids? 

We identified three small RCTs and one CCT. None of the studies compared the intervention 

with topical corticosteroids. An RCT on triethylenetetramine found no significant improve-

ment of hand eczema. Another RCT, on tetraethylthiuram disulfide (disulfiram), found only 

very limited evidence in favor of this treatment. One controlled trial found no evidence that 

a low-nickel diet improves dyshidrotic hand eczema. 

Efficacy 

No systematic reviews were found. 

Oral therapy with a nickel-chelating compound 

In a multicenter, randomized, double-blind, crossover study, oral treatment with triethyl-

enetetramine 300 mg daily for a 6-week period or placebo were given to 23 nickel-positive 

patients with chronic hand eczema.41 No significant improvement occurred in hand eczema 

on the basis of either the patients’ or the doctors’ evaluations. The study was terminated 

prematurely because of literature reports on teratogenicity in rats. In a double-blind,  

placebo-controlled RCT, tetraethylthiuram disulfide at a gradually increased dosage was 

given for at least six weeks after the full dosage of 200 mg had been reached.42 During the 

treatment period, the hand eczema healed in five of the 11 patients treated with tetraeth-

ylthiuram disulfide in comparison with two of 13 in the placebo group (not significant).  
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Using a semi quantitative scoring system, the results in favor of tetraethylthiuram disulfide 

were statistically significant for scaling and frequency of flares, but not for the sum of the 

parameters.

 

Low-nickel diet 

In a nonrandomized trial including 24 patients with dyshidrotic hand eczema caused by nick-

el, the effects of a low-nickel diet for three months (eight patients) were compared with oral 

disodium cromoglycate for three months (nine patients) and with seven patients who did not 

give consent to the study and did not receive any treatment.43 All 24 patients were evaluated 

blindly for itching and number of vesicles. The low-nickel diet did not lead to improvement 

in these patients, but those treated with disodium cromoglycate improved significantly and 

had fewer vesicles than the controls and the patients treated by diet. 

Combination 

A randomized placebo-controlled trial including 21 patients with chronic vesicular hand 

eczema with nickel sensitivity stated that the combination of low-nickel diet and short course 

of oral disulfiram therapy reduced severity of hand eczema statistically after four weeks.44 

Drawbacks 

One patient treated with disulfiram had toxic hepatitis after 8 weeks of treatment and two 

of 30 patients showed signs of hepatic toxicity.42 Another RCT only noted slight, transient 

elevation of liver enzymes after four weeks.44 The study on triethylenetetramine was ended  

prematurely due to a literature report on teratogenicity in rats.41 No studies using a low-

nickel diet assessed possible harmful effects.

Comment 

None of the trials showed sufficient evidence for the benefit of either a low-nickel diet or a 

nickel-chelating compound. Only four CTs with small numbers of patients were carried out. 

On the basis of the harm and possible side effects, oral treatment with a nickel-chelating 

compound cannot be recommended. None of the trials compared treatments with conven-

tional topical medication (for example, corticosteroids). 

Implications for clinical practice 

Given the side effects and the lack of efficacy, oral therapy with a nickel-chelating compound 

cannot be recommended. There is no evidence that a low-nickel diet improves pompholyx-

type hand eczema. 
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Does the daily application of a bland emollient lead to dose reduction and/
or frequency reduction of topical corticosteroids in adults with chronic hand 
eczema? 

One RCT and two uncontrolled studies compared emollients with topical corticosteroids, 

showing better clinical assessments for emollients, albeit not significant. 

Efficacy 

No systematic review was found. 

Emollient versus topical corticosteroids 

A double-blind RCT of two weeks’ duration compared twice-daily application of betametha-

sone valerate 0.1% with once daily application of betamethasone valerate 0.1% in addition 

to maintenance therapy with a 5% urea-containing moisturizer in 44 participants. Once-daily 

treatment combined with emollients showed a better clinical assessment (albeit not statis-

tically significant) compared with twice-daily treatment, especially in the group of patients 

with a moderate eczema at inclusion.45

Versus each other 

In one left–right RCT with 30 participants, using patient preference as the outcome para-

meter, there was limited evidence in favor of Aquacare-HP over Calmurid, both of which 

contain 10% urea.46 An RCT in 32 participants confirmed that the frequent application of 

emollients resulted in better hand eczema scores.47 However, a superior effect of emollient 

with ceramides versus a regular petrolatum-based emollient was not demonstrated.  

This RCT showed that an emollient with ceramides was able to reduce the use of topical 

corticosteroids. The beneficial effect of emollients on hand eczema was also seen in a CCT 

comparing two bland emollients.48 There was a decrease in transepidermal water loss, as 

well as an improvement in physician-rated and patient-rated severity scores. Uncontrolled 

studies noted a reduction in steroid use in patients treated with a moisturizing cream and in 

patients treated with a protective foam in 31 and 37 patients.45,49 

Drawbacks 

No major side effects were reported. Burning and worsening of the preexisting hand  

eczema were reported.46 Patients were concerned about greasiness of their hands and with 

staining of objects they handled.

Comments 

Several poor-quality uncontrolled studies were also identified, none of which had steroid 

dose reduction as the outcome parameter. 
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Implications for clinical practice 

Despite the widespread use of emollients, there is only little evidence of any steroid-sparing 

or additive effect in the treatment of hand eczema. In general, there seems to be no harm 

either, apart from occasional contact allergy against an ingredient. 

In adults with chronic clinically active hand eczema, do protective or occlusive 
gloves or barrier creams lead to better patient-rated or physician-rated  
symptom scores than topical steroids? 
Information on avoidance of allergens or irritants on a case-by-case basis can be found in 

the major textbooks on contact dermatitis. The effect of emollients was covered in the  

previous question. One controlled trial on protective creams was found. We found a few 

uncontrolled, rather descriptive studies indicating some benefit of gloves and/or barrier 

creams, and one study used a within-patient left–right design.50,51 

Efficacy 

A number of issues in connection with this question are dealt with in a Cochrane systematic 

review on irritant hand eczema.52 They concluded that industrial barrier creams may have 

a similar role as emollients in the prevention of occupational contact dermatitis; however, 

there is insufficient evidence that it has a long-term protective effect. 

Barrier creams 

In a randomized open trial in 53 patients a barrier-strengthening moisturizer (5% urea) 

seemed to prolong the disease-free interval in patients with controlled hand eczema  

compared with no treatment at all (20 vs 2 days).53 

Comments 

Protective gloves offer protection when manual (wet) tasks are performed; however, pro-

longed occlusion may be a risk factor for hand eczema.54 Based on practical experience, 

supported by an experimental study on the healthy skin of volunteers, a cotton lining or 

inner glove is recommended.55 

Implications for clinical practice 

Insufficient evidence for long-term protective effect. 

Does the addition of a topical antibacterial agent to topical corticosteroids 
result in better patient-rated or physician-rated symptom scores than topical 
corticosteroids alone? 

No trials compared the additional effect of topical antibacterial agents with topical corticos-
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teroids alone. Only one RCT comparing betamethasone cream with the addition of either 

fusidic acid or clioquinol was found, showing a similar effect on clinical severity. 

Efficacy 

No systematic reviews were found. 

Addition of fusidic acid or clioquinol to betamethasone 

In a multicenter open-label RCT with 120 patients, four weeks’ twice-daily application of 

betamethasone 0.1% clioquinol 3% cream was compared with betamethasone 0.1% fusidic 

acid 2% cream.56 The two preparations were equally effective in reducing the observer-rated 

severity score. However, the combination of betamethasone cream and fusidic acid pro-

duced a better bacteriological response. 

Drawbacks 

Betamethasone 0.1% fusidic acid 2% cream was considered more cosmetically acceptable 

than the preparation with clioquinol. The difference was statistically highly significant.  

Staining of the skin and clothing were the major problems. 

Comment 

Staphylococcal superantigens in infected areas elsewhere on the body, although the study 

protocol allowed them to be treated, might have had an effect on the hands. 

Implications for clinical practice 

There were no comparisons of a corticosteroid with a combination of corticosteroid and 

antibacterial agents. Evidence of an additional effect of antibacterial agents in patients with 

hand eczema is still lacking. 

In patients with chronic hand eczema, is an educational intervention program 
effective for secondary and tertiary prevention on hand eczema compared 
with limited education as usual? 

Several RCTs have been conducted on primary prevention, and a systematic review con-

cluded that there is moderate evidence for the effectiveness of primary prevention  

programs. However, there is low evidence for the effect on improving clinical and self- 

reported outcomes.57 We identified two RCTs, one CCT, and one controlled trial on  

secondary or tertiary prevention. 
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Efficacy 

A Cochrane review concluded that, although the findings of the review were generally  

positive, there is insufficient evidence, at present, for the effectiveness of most of the  

treatments identified for primary prevention of occupation-induced hand eczema in the 

workplace.52 No systematic reviews were identified on secondary or tertiary prevention. 

Education programs 

An RCT in 255 hospital workers with symptoms of hand eczema showed a beneficial effect of 

skin care education and individual counseling compared with care as usual (only topical  

steroids, emollients, and care by general practitioner) after six months.58,59 In a CCT, 209 geri-

atric nurses with hand eczema received either care as usual by a dermatologist or a person-

alized secondary intervention program with education concerning barrier cream and gloves 

with lectures and hands-on training during four visits. After three months the hand eczema 

significantly improved in the intervention group. More nurses were able to continue their job 

because of the invention program compared with those without the program (96 vs 86%).60 

The Tertiary Individual Prevention study is a multicenter trial with an interdisciplinary, inte-

grated inpatient rehabilitation measure with three weeks of inpatient treatment. The 1-year 

data from 1,617 individuals revealed a significant reduction in the severity of occupational 

skin diseases, the use of topical corticosteroids, and days of sick leave: 87.4% were able to 

return to work and to remain in the workforce.61 

Integrated care 

A multicenter RCT with 196 patients received usual care by a dermatologist or integrated 

care. The integrated care included allergo-dermatological evaluation by a dermatologist, 

occupational intervention by a clinical occupational physician, and counseling by a special-

ized nurse on optimizing topical treatment and skin care. After 26 weeks the intervention 

group scored significantly better on clinical effectiveness, but not on quality of life and days 

of sick leave.62 

Drawbacks 

Participation in the TIP study was voluntary, but patients were obliged to cooperate with the 

respective insurance organizations, which makes it difficult to compare this study with other 

countries. 

Comment 

In several studies, no comparator was used. It is difficult to compare different educational 

programs and to implement in daily practice. Three weeks of inpatient treatment might not 

be feasible in every setting. 
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Implications for clinical practice 

Education and counseling seems to improve the effectiveness of hand eczema care and 

prevent relapse; however, long-term efficacy is still under investigation. 



128

References 
Thyssen J, Johansen J, Linneberg A, Menné T. The epidemiology of handeczema in the general 1. 

population--prevalence and main findings. Contact dermatitis 2010:62:75-82. 

Uggeldahl PE, Kero M, Ulshagen K, Solberg VM. Comparative effects of desonide cream 0.1% and 2. 

0.05% in patients with hand eczema. Curr Therap Res 1986:40:969-73. 

Kemper MFP, Van der Valk PGM, Arnold WP. Effectivity of coal tar paste versus betamethasone 3. 

valerate ointment 0.1% in hand eczema. Nederlands tijdschrift voor Dermatologie en Venereologie 

1998:8:289-291. 

Roelofzen JH, Aben KK, Oldenhof UT, Coenraads PJ, Alkemade HA, van de Kerkhof PC, 4. et al.  

No increased risk of cancer after coal tar treatment in patients with psoriasis or eczema.  

J Invest Dermatol 2010:130:953-961. 

Veien NK, Olholm Larsen P, Thestrup-Pedersen K, Schou G. Long-term, intermittent treatment of 5. 

chronic hand eczema with mometasone furoate. Br J Dermatol 1999:140:882-886. 

Levy A. Comparison of 0.1% halcinonide with 0.05% betamethasone dipropionate in the treatment 6. 

of acute and chronic dermatoses. Curr Med Res Opin 1977:5:328-332. 

Bleeker J, Anagrius C, Iversen N, Stenberg B, Cullberg Valentin K. Double-blind comparative study 7. 

of Corticoderm cream + Unguentum Merck and Betnovate cream + Unguentum Merck in hand 

dermatitis. J Dermatol Treat 1989:1:87-90. 

Möller H, Svartholm H, Dahl G. Intermittent maintenance therapy in chronic hand eczema with 8. 

clobetasol propionate and flupredniden acetate. Curr Med Res Opin 1983:8:640-644. 

Granlund H, Erkko P, Eriksson E, Reitamo S. Comparison of cyclosporine and topical  9. 

betamethasone-17,21-dipropionate in the treatment of severe chronic hand eczema.  

Acta Derm Venereol 1996:76:371-376. 

Egan CA, Rallis TM, Meadows KP, Krueger GG. Low-dose oral methotrexate treatment for  10. 

recalcitrant palmoplantar pompholyx. J Am Acad Dermatol 1999:40:612-614. 

Agarwal US, Besarwal RK. Topical clobetasol propionate 0.05% cream alone and in combination 11. 

with azathioprine in patients with chronic hand eczema: an observer blinded randomized  

comparative trial. Indian J Dermatol Venereol Leprol 2013:79:101-103. 

Grattn CE, Carmichael AJ, Shuttleworth GJ, Foulds IS. Comparison of topical PUVA with UVA for 12. 

chronic vesicular hand eczema. Acta Derm Venereol 1991:71:118-122. 

Petering H, Breuer C, Herbst R, Kapp A, Werfel T. Comparison of localized high-dose UVA1  13. 

irradiation versus topical cream psoralen-UVA for treatment of chronic vesicular dyshidrotic  

eczema. J Am Acad Dermatol 2004:50:68-72. 

Shephard SE, Schregenberger N, Dummer R, Panizzon RG. Comparison of 8-MOP aqueous bath 14. 

and 8-MOP ethanolic lotion (Meladinine) in local PUVA therapy. Dermatology 1998:197:25-30.  

 

3
chapter



129

van Coevorden AM, Kamphof WG, van Sonderen E, Bruynzeel DP, Coenraads PJ. Comparison  15. 

of oral psoralen-UV-A with a portable tanning unit at home vs hospital-administered bath  

psoralen-UV-A in patients with chronic hand eczema: an open-label randomized controlled trial of 

efficacy. Arch Dermatol 2004:140:1463-1466. 

Adams S, Bayerl C. Medium dose UVA-1 irradiation and topical PUVA therapy in chronic  16. 

dyshidrotic hand dermatitis - A prospective study. Aktuelle Dermatologie 2007:33:142-5. 

Tzaneva S, Kittler H, Thallinger C, Honigsmann H, Tanew A. Oral vs. bath PUVA using  17. 

8-methoxypsoralen for chronic palmoplantar eczema. Photodermatol Photoimmunol Photomed 

2009:25:101-105. 

Polderman MC, Govaert JC, le Cessie S, Pavel S. A double-blind placebo-controlled trial of UVA-1 18. 

in the treatment of dyshidrotic eczema. Clin Exp Dermatol 2003:28:584-587. 

Sjövall P, Christensen OB. Local and systemic effect of UVB irradiation in patients with chronic hand 19. 

eczema. Acta Derm Venereol 1987:67:538-541. 

Bayerl C, Garbea A, Peiler D, Rzany B, Allgäuer T, Kleesz P, 20. et al. Pilotstudie zur Therapie des  

beruflich bedingten Handekzems mit einer neuen tragbaren UVB Bestrahlungseinheit.  

Akt Dermatol 1999:25:302-5. 

Simons JR, Bohnen IJ, van der Valk PG. A left-right comparison of UVB phototherapy and topical 21. 

photochemotherapy in bilateral chronic hand dermatitis after 6 weeks’ treatment. Clin Exp  

Dermatol 1997:22:7-10. 

Rosén K, Mobacken H, Swanbeck G. Chronic eczematous dermatitis of the hands: a comparison of 22. 

PUVA and UVB treatment. Acta Derm Venereol 1987:67:48-54. 

Sezer E, Etikan I. Local narrowband UVB phototherapy vs. local PUVA in the treatment of chronic 23. 

hand eczema. Photodermatol Photoimmunol Photomed 2007:23:10-14. 

Sjövall P, Christensen OB. Treatment of chronic hand eczema with UV-B Handylux in the clinic and 24. 

at home. Contact Dermatitis 1994:31:5-8. 

Schmied C, Piletta PA, Saurat JH. Treatment of eczema with a mixture of triamcinolone acetonide 25. 

and retinoic acid: a double-blind study. Dermatology 1993:187:263-267. 

Hanifin JM, Stevens V, Sheth P, Breneman D. Novel treatment of chronic severe hand dermatitis 26. 

with bexarotene gel. Br J Dermatol 2004:150:545-553. 

Thestrup-Pedersen K, Andersen KE, Menné T, Veien NK. Treatment of hyperkeratotic dermatitis of 27. 

the palms (eczema keratoticum) with oral acitretin. A single-blind placebo-controlled study.  

Acta Derm Venereol 2001:81:353-355. 

Ruzicka T, Larsen FG, Galewicz D, Horvath A, Coenraads PJ, Thestrup-Pedersen K, 28. et al. Oral  

alitretinoin (9-cis-retinoic acid) therapy for chronic hand dermatitis in patients refractory to standard 

therapy: results of a randomized, double-blind, placebo-controlled, multicenter trial.  

Arch Dermatol 2004:140:1453-1459.  

 

3
chapter



130

Ruzicka T, Lynde CW, Jemec GB, Diepgen T, Berth-Jones J, Coenraads PJ, 29. et al. Efficacy and safety 

of oral alitretinoin (9-cis retinoic acid) in patients with severe chronic hand eczema refractory to 

topical corticosteroids: results of a randomized, double-blind, placebo-controlled, multicentre trial. 

Br J Dermatol 2008:158:808-817. 

Lynde C, Cambazard F, Ruzicka T, Sebastian M, Brown TC, Maares J. Extended treatment with oral 30. 

alitretinoin for patients with chronic hand eczema not fully responding to initial treatment.  

Clin Exp Dermatol 2012:37:712-717. 

Bissonnette R, Worm M, Gerlach B, Guenther L, Cambazard F, Ruzicka T, 31. et al. Successful  

retreatment with alitretinoin in patients with relapsed chronic hand eczema. Br J Dermatol  

2010:162:420-426. 

Schmitt-Hoffmann AH, Roos B, Sauer J, Spickermann J, Stoeckel K, Edwards D, 32. et al.  

Pharmacokinetics, efficacy and safety of alitretinoin in moderate or severe chronic hand eczema. 

Clin Exp Dermatol 2011:36 Suppl 2:29-34. 

Dirschka T, Reich K, Bissonnette R, Maares J, Brown T, Diepgen TL. An open-label study assessing 33. 

the safety and efficacy of alitretinoin in patients with severe chronic hand eczema unresponsive to 

topical corticosteroids. Clin Exp Dermatol 2011:36:149-154. 

Schnopp C, Remling R, Möhrenschlager M, Weigl L, Ring J, Abeck D. Topical tacrolimus (FK506) 34. 

and mometasone furoate in treatment of dyshidrotic palmar eczema: a randomized, observer-

blinded trial. J Am Acad Dermatol 2002:46:73-77. 

Katsarou A, Makris M, Papagiannaki K, Lagogianni E, Tagka A, Kalogeromitros D. Tacrolimus 0.1% 35. 

vs mometasone furoate topical treatment in allergic contact hand eczema: a prospective  

randomized clinical study. Eur J Dermatol 2012:22:192-196. 

Krejci-Manwaring J, McCarty MA, Camacho F, Manuel J, Hartle J, Fleischer A,Jr, 36. et al. Topical 

tacrolimus 0.1% improves symptoms of hand dermatitis in patients treated with a prednisone taper. 

J Drugs Dermatol 2008:7:643-646. 

Pacor ML, Di Lorenzo G, Martinelli N, Mansueto P, Friso S, Pellitteri ME, 37. et al. Tacrolimus oint-

ment in nickel sulphate-induced steroid-resistant allergic contact dermatitis. Allergy Asthma Proc 

2006:27:527-531. 

Belsito DV, Fowler JF,Jr, Marks JG,Jr, Pariser DM, Hanifin J, Duarte IA, 38. et al. Pimecrolimus cream 

1%: a potential new treatment for chronic hand dermatitis. Cutis 2004:73:31-38. 

Hordinsky M, Fleischer A, Rivers JK, Poulin Y, Belsito D, Hultsch T. Efficacy and safety of  39. 

pimecrolimus cream 1% in mild-to-moderate chronic hand dermatitis: a randomized, double-blind 

trial. Dermatology 2010:221:71-77. 

Odia S, Vocks E, Rakoski J, Ring J. Successful treatment of dyshidrotic hand eczema using tap 40. 

water iontophoresis with pulsed direct current. Acta Derm Venereol 1996:76:472-474. 

Burrows D, Rogers S, Beck M, Kellett J, McMaster D, Merrett D, 41. et al. Treatment of nickel  

dermatitis with Trientine. Contact Dermatitis 1986:15:55-57.  

3
chapter



131

Kaaber K, Menné T, Veien N, Hougaard P. Treatment of nickel dermatitis with Antabuse; a double 42. 

blind study. Contact Dermatitis 1983:9:297-299. 

Pigatto PD, Gibelli E, Fumagalli M, Bigardi A, Morelli M, Altomare GF. Disodium cromoglycate 43. 

versus diet in the treatment and prevention of nickel-positive pompholyx. Contact Dermatitis 

1990:22:27-31. 

Sharma AD. Disulfiram and low nickel diet in the management of hand eczema: a clinical study. 44. 

Indian J Dermatol Venereol Leprol 2006:72:113-118. 

Lodén M, Wirén K, Smerud KT, Meland N, Hønnås H, Mørk G, 45. et al. The effect of a corticosteroid 

cream and a barrier-strengthening moisturizer in hand eczema. A double-blind, randomized,  

prospective, parallel group clinical trial. J Eur Acad Dermatol Venereol 2012:26:597-601. 

Fredriksson T, Gip L. Urea creams in the treatment of dry skin and hand dermatitis. 46. Int J Dermatol 

1975:14:442-444. 

Kucharekova M, Van De Kerkhof PC, Van Der Valk PG. A randomized comparison of an emollient 47. 

containing skin-related lipids with a petrolatum-based emollient as adjunct in the treatment of 

chronic hand dermatitis. Contact Dermatitis 2003:48:293-299. 

Bock M, Wulfhorst B, Gabard B, Schwanits HJ. Effektivität von Hautschutzcremes zur Behandlung 48. 

irritativer Kontaktekzeme bei Friseurauszubildenden. Dermatol Beruf Umwelt 2001:49:73-6. 

Fowler JF,Jr. A skin moisturizing cream containing Quaternium-18-Bentonite effectively improves 49. 

chronic hand dermatitis. J Cutan Med Surg 2001:5:201-205.

Baack BR, Holguin TA, Holmes HS, Prawer SE, Scheman AJ. Use of a semipermeable glove during 50. 

treatment of hand dermatitis. Cutis 1996:58:423-424. 

Schleicher SM, Milstein HJ, Ilowite R, Meyer P. Response of hand dermatitis to a new skin barrier-51. 

protectant cream. Cutis 1998:61:233-234. 

Bauer A, Schmitt J, Bennett C, Coenraads PJ, Elsner P, English J, 52. et al. Interventions for preventing 

occupational irritant hand dermatitis. Cochrane Database Syst Rev. 2010:16:CD004414. 

Lodén M, Wirén K, Smerud K, Meland N, Hønnås H, Mørk G, 53. et al. Treatment with a barrier-

strengthening moisturizer prevents relapse of hand-eczema. An open, randomized, prospective, 

parallel group study. Acta Derm Venereol 2010:90:602-606. 

Kwon S, Campbell LS, Zirwas MJ. Role of protective gloves in the causation and treatment of  54. 

occupational irritant contact dermatitis. J Am Acad Dermatol 2006:55:891-896. 

Ramsing DW, Agner T. Effect of glove occlusion on human skin (II). Long-term experimental  55. 

exposure. Contact Dermatitis 1996:34:258-262. 

Hill VA, Wong E, Corbett MF, Menday AP. Comparative efficacy of betamethasone/clioquinol 56. 

(Betnovate-C) cream and betamethasone/fusidic acid (Fucibet) cream in the treatment of infected 

hand eczema. J Dermatol Treat 1998:9:15-9. 

van Gils RF, Boot CR, van Gils PF, Bruynzeel D, Coenraads PJ, van Mechelen W, 57. et al.  

Effectiveness of prevention programmes for hand dermatitis: a systematic review of the literature. 

Contact Dermatitis 2011:64:63-72. 

3
chapter



132

Ibler KS, Agner T, Hansen JL, Gluud C. The Hand Eczema Trial (HET): Design of a randomised  58. 

clinical trial of the effect of classification and individual counselling versus no intervention among 

health-care workers with hand eczema. BMC Dermatol 2010:10:8. 

Ibler KS, Jemec GB, Diepgen TL, Gluud C, Lindschou Hansen J, Winkel P, 59. et al. Skin care educa-

tion and individual counselling versus treatment as usual in healthcare workers with hand eczema: 

randomised clinical trial. BMJ 2012:345:e7822. 

Schürer NY, Klippel U, Schwanitz HJ. Secondary individual prevention of hand dermatitis in  60. 

geriatric nurses. Int Arch Occup Environ Health 2005:78:149-157. 

Weisshaar E, Skudlik C, Scheidt R, Matterne U, Wulfhorst B, Schonfeld M, 61. et al. Multicentre Study 

‘Rehabilitation of Occupational Skin Diseases – Optimisation and Quality Assurance of Inpatient 

Management (ROQ)’ – results from 12-month follow-up. Contact dermatitis 2013:68:169-174. 

van Gils RF, Boot CR, Knol DL, Rustemeyer T, van Mechelen W, van der Valk PG, 62. et al.  

The effectiveness of integrated care for patients with hand eczema: results of a randomized,  

controlled trial. Contact Dermatitis 2012:66:197-204. 

3
chapter



133

3
chapter




