
疾病名稱：Contact Dermatitis 

ICD-10-CM：L25.0-L25.9 

壹、 前言 

一、適用範圍 Scope 

    Contact dermatitis is any inflammatory reaction of the skin that results from 

direct contact with an offending agent. Most cases of contact dermatitis evaluated in 

the ED can be classified as allergic contact dermatitis (ACD) or irritant contact 

dermatitis (ICD).  

二、目的 Purpose 

    簡介接觸性皮膚炎之臨床症狀與診斷要點，使一般非本科之醫師在處置接觸

性皮膚炎患者時有所依憑。 

三、 指引使用者 The target users of the guideline 

家庭醫師、小兒科醫師、內科醫師、風濕科醫師。 

貳、 重要臨床準則 

一、評估 Assessment 

(一) In acute allergic contact dermatitis (ACD), lesions appear within 24-96   

        hours of exposure to the allergen.    

1. The main symptom, in addition to the lesion, is pruritus.  

2. Location of the dermatitis is helpful in identifying the cause.  

3. Most heavily contaminated areas break out first, followed by areas of 

lesser exposure.  

4. In more severe ACD reactions, lesions can form in adjacent areas of 

the skin that never had direct contact with the offending agent. 

(二) Irritant contact dermatitis (ICD) is divided into 2 types.  
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1. Mild irritants require prolonged or repeated exposure before 

inflammation is noted.  

2. Strong irritants (eg, strong acids, alkalis) can produce immediate 

reactions similar to thermal burns.  

3. Unlike ACD, ICD will only erupt in areas of the skin that have had 

direct contact with the irritant. 

(三) Photodermatitis is diagnosed by the presence of lesions limited to  

        sun-exposed body areas.  

1. Burning is the primary complaint in phototoxic reactions.  

2. Pruritus is the main complaint in photoallergic reactions.  

3. Skin contact with photosensitizing agents found in some plants 

(notably limes) followed by ultraviolet (UV) irradiation can precipitate 

a type of photodermatitis called phytophotodermatitis. 

 二、診斷依據 Diagnostic criteria 

(一) Erythematous papules, edema, vesicles & bullae in area of contact with  

        suspected agents. 

(二) Later sweeping, crusting, and secondary infection. 

(三) Often a history of previous reaction to suspected contactant. 

(四) Patch test with agent usually positive in the allergic form. 

三、鑑別診斷 Differential diagnosis 

(一) Bites, insects 

(二) Cellulitis 

(三) Dermatitis, atopic 

(四) Dermatitis, exfoliative 

(五) Erysipelas 

(六) Erythema multiforme 



(七) Herpes simplex 

四、疾病（病理）分期 Disease and Pathology stage  

None 

五、臨床症狀 signs and symptoms 

    Most cases of contact dermatitis have a similar appearance regardless of the 

mechanism or cause of inflammation. Inflammatory responses can be categorized into 

acute, subacute, and chronic phases. In all phases, a key feature is localization to the 

area of contact.    

(一) Acute contact dermatitis presents with bright red edematous skin. In  

moderate-to-severe cases, clear fluid-filled vesicles or bullae appear.  

As the lesions break, skin becomes exudative and weeps clear fluid. In  

acute ICD, these lesions and surrounding erythema are sharply  

demarcated and located in the distribution of the area of contact.  

(二) Subacute contact dermatitis is characterized by the formation of  

papules instead of the vesicles more typical of the acute phase.  

Additionally, less edema is seen in the subacute phase. Dry scales are  

sometimes seen in subacute contact dermatitis.  

(三) Chronic contact dermatitis presents with scaling, skin fissuring, and  

lichenification but only minimal edema. Excoriations can also be  

observed in chronic contact dermatitis.  

(四) Contact urticaria has a wheal-and-flare response at the site of exposure. 

六、發生率與盛行率 Incident and prevalent 

(一) Contact dermatitis is the reason for 4-7% of dermatologic consultations.  

(二) Hand dermatitis affects 2% of the population at a given time, and 20%  

of females are affected at least once in their lifetime.  

(三) Children of persons with contact dermatitis are 60% more likely to have 



positive patch tests. 

七、檢驗與其他檢查 Laboratory and other examination 

    Patch test may be useful but has limitations 

八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria 

       Contact dermatitis patients who appear erythrodermic or who have  

   widespread severe skin disease resistant to outpatient therapy. 

(二) Discharge criteria 

       The erythrodermic condition got resolved or skin lesion got improved in a  

   stable condition. 

九、主要治療處置 Primary treatment and management   

(一) General measures: 

        For acute severe cases, oral prednisolone 1mg/kg/day for 1 week, then  

    tapping gradually 

(二) Local measures: 

1. Acute lesions (Recent onset, red, burning, swollen, itching, blistering,  

or oozing.) 

(1) Use wet preparations, such as soak, for lesions on the limbs. 

(2) Use cool, wet dressings for lesions on head, neck, trunk or limbs. 

(3) Use bath for generalized lesions. (Tar bath 1: 10,000) 

(4) Use lotions or powders for intertriginous area. 

2. Subacute lesions (Intermediated duration, subsiding lesions and lesions  

Less angry in appearance)  

(1) Normal saline soaks. 

(2) Use wet preparations as outlined above, shake lotions or both. 

(3) Use emulsions and water-soluble creams for soothing & drying  



effects. 

3. Chronic lesions (Longer duration, quiescent, thickened, crusted,  

fissured, scaly) 

(1) Use greasy ointment or cream. 

(2) Topical steroid ointment under an occlusive dressing may be 

                useful. 

十、輔助或替代治療 Adjuvant /Substitute treatment 

    None 

十一、癒後 Outcome 

(一) Following adequate removal of the offending agent, the prognosis for  

both ICD and ACD tends to be excellent.  

(二) Most contact dermatitis resolves without intervention in 4-6 weeks if  

further exposure is prevented.  

(三) Long-term success in treatment is poor if the physician does not  

identify the etiology. 

十二、住院天數 Length of stay 

10-14 days 

十三、出院計畫 Discharge Plan 

(一) Monitor contact dermatitis patients frequently.  

(二) Reinforce therapeutic regimens with patients. 

(三) Arrange outpatient department follow up. 

十四、出院衛教 Discharge health education 

(一) Prevention is better than cure.  

(二) The most important part of treatment is to identify and eliminate  

further exposure to the causative agent.  

(三) Use appropriate protective clothing. Rubber-based products protect  



against water-based products but not solvents. 

(四) Frequently reinforce treatment and maintenance regimens with  

patients. 

十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 

(二) Inpatient & Outpatient Medications 

(三) Patient Education 

參、 文獻 

1. Strauss S, Oxman, MN, Schmader KE et al, eds. Fitzpatrick' s Dermatology 

in General Medicine. 7th ed. Vol 1. New York, NY: McGraw-Hill; 2008: 

135-146. 

2. Wolff K, Johnson RA, Suurmond D. Contact dermatitis. In: Fitzpatrick's 

Color Atlas & Synopsis of Clinical Dermatology. 5th ed. New 

York: McGraw-Hill; 2005. 

3. Engkilde K, Menne T, Johansen JD. Inverse relationship between allergic 

contact dermatitis and type 1 diabetes mellitus: a retrospective clinic-based 

study. Diabetologia. Apr 2006;49(4):644-7. 

4. Spoo J, Elsner P. Cement burns: a review 1960-2000. Contact 

Dermatitis. Aug 2001;45(2):68-71. 

5. Edwards L. Acute allergic contact dermatitis. In: Dermatology in Emergency 

Care. New York: Churchill Livingstone; 1997:53-55. 

6. Ong PY, Boguniewicz M. Atopic dermatitis and contact dermatitis. Clin 

Pediatr Emerg Med. 2007;8(4):81-86. 

肆、 編審人員 

編審 姓名 職稱 簡歷 



撰寫者 侯宜均 住院醫師 學歷 國立陽明大學醫學系 

經歷 臺北榮總皮膚部住院醫師 

專長 一般皮膚疾病 

審核者 李定達 科主任 學歷 國立陽明大學醫學系 

經歷 臺北榮總皮膚部主治醫師 

專長 一般皮膚疾病、皮膚類澱粉沉積

症、雷射美容 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



疾病名稱：Psoriasis  

ICD-10-CM：L40.0-L40.9 

壹、 前言 

 一、適用範圍 Scope 

    Psoriasis is a common, chronic, relapsing, inflammatory skin disorder with a 

strong genetic basis. Psoriasis is fundamentally an inflammatory skin condition with 

reactive abnormal epidermal differentiation and hyperproliferation. Both genetic and 

environmental factors have been implicated in the pathophysiology of psoriasis. 

二、目的 Purpose 

    簡介乾癬之臨床症狀與診斷要點，使一般非本科之醫師在處置乾癬患者時有

所依憑。 

三、指引使用者 The target users of the guideline 

家庭醫師、風濕免疫科醫師。 

貳、 重要臨床準則 

一、評估 Assessment 

    Exacerbating causes of plaque psoriasis can be divided into local and systemic 

factors. 

(一) Local factors 

1. Trauma: All types of trauma have been associated with the 

development of plaque psoriasis (eg, physical, chemical, electrical, 

surgical, infective, and inflammatory types of injury).  

2. Sunlight: Most patients generally consider sunlight to be beneficial for 

their psoriasis. Most report a decrease in illness severity during the 

summer months or periods of increased sun exposure; however, a small 



minority find that their symptoms are aggravated by strong sunlight, 

and these individuals actually experience a worsening of their disease 

in the summer.  

(二) Systemic factors 

1. Infection: Pharyngeal streptococcal infections have been shown to 

produce a clinically distinctive disease flare known as guttate psoriasis. 

Some evidence suggests that subclinical streptococcal colonization or 

overgrowth could be responsible for refractory plaque psoriasis. 

2. HIV: An increase in psoriasis activity has been observed in patients 

who are or become infected with HIV. The extent and severity of skin 

disease initially appears to parallel the disease stage. Psoriasis often 

becomes less active in advanced HIV infection. 

3. Drugs: A number of medications have been shown to cause an 

exacerbation of psoriasis. Lithium and withdrawal from systemic 

corticosteroids are well known to cause flares of disease. Beta-blockers, 

antimalarials, and nonsteroidal anti-inflammatory drugs (NSAIDs) 

have also been implicated. 

4. Psychogenic/emotional factors: Many patients report an increase in 

psoriasis severity with psychological stress. Smoking: An increased 

risk of chronic plaque psoriasis exists in persons who smoke cigarettes. 

5. Alcohol: Alcohol is considered a risk factor for psoriasis, particularly 

in young to middle-aged males. 

6. Endocrine: Psoriasis severity has been noted to fluctuate with 

hormonal changes. Disease incidence peaks at puberty and during 

menopause. Pregnant patients' symptoms are more likely to improve 

than worsen, if any changes occur at all. In contrast, the disease is 



more likely to flare in the postpartum period, again if any changes 

occur at all. 

二、診斷依據 Diagnostic criteria 

(一) Symmetrical, well-defined, elevated, erythematous plaques with silvery 

scales. 

(二) Positive Auspitz sign. 

(三) Nail and joint involvement. 

(四) Skin biopsy. 

三、鑑別診斷 Differential diagnosis 

(一) Contact dermatitis 

(二) Pityriasis rubra pilaris 

(三) Parapsoriasis 

(四) Tinea 

(五) Nummular eczema 

四、疾病（病理）分期 Disease and Pathology stage  

    None 

五、臨床症狀 signs and symptoms 

    Several cardinal features of plaque psoriasis can be readily observed during the 

physical examination. 

(一) Plaques: Psoriasis manifests as elevated lesions that vary in size from   

one to several centimeters. The number of lesions may range from few  

to many at any given time. The plaques are irregular to oval and are  

most often located on the scalp, trunk, and limbs, with a predilection  

for extensor surfaces such as the elbows and knees. Smaller plaques  

may coalesce into larger lesions, especially on the legs and sacral  

regions. Fissuring within plaques can occur when lesions are present  



over joint lines or on the palms and soles. 

(二) Well-circumscribed margins: Psoriatic plaques are well defined and  

have sharply demarcated boundaries.  

(三) Red color: The color of psoriatic lesions is a very distinctive rich, full,  

red color. When present on the legs, lesions sometimes carry a blue or  

violaceous tint. 

(四) Scale: Psoriatic plaques typically have a dry, thin, silvery-white or  

micaceous scale. Removing the scale reveals a smooth, red, glossy  

membrane with tiny punctate bleeding points. This phenomenon is  

known as the Auspitz sign. 

(五) Symmetry: Psoriatic plaques tend to be symmetrically distributed over  

the body.  

六、發生率與盛行率 Incident and prevalent 

(一) Psoriasis is universal in its occurrence and varies with race, geography,  

and environmental factors (eg, sun exposure). Female : male ratio is  

1:1. 

(二) Psoriasis first appears during 2 peak age ranges. The first peak occurs  

in persons aged 16-22 years, and the second occurs in persons aged  

57-60 years. 

七、檢驗與其他檢查 Laboratory and other examination 

(一) Plaque psoriasis is almost always a clinical diagnosis, and laboratory  

investigations are rarely indicated. In severe cases, patients may have  

mild hyperuricemia and low folate levels, presumably because of  

enhanced epidermopoiesis. 

(二) Skin biopsy 

八、住院及出院條件 Admission and Discharge criteria 



(一) Admission criteria 

        Patients who appear erythrodermic or who have widespread severe skin  

    disease resistant to outpatient therapy. 

(二) Discharge criteria 

The erythrodermic condition got resolved or skin lesion got improved in a 

stable condition. 

九、主要治療處置 Primary treatment and management   

(一) Topical steroids 

(二) Topical vitamin D analogue such as Daivonex, or Silkis. 

(三) Keratolytic agents  

(四) Phototherapy: NB-UVB, PUVA 

十、輔助或替代治療 Adjuvant /Substitute treatment 

(一) Systemic retinoids 

(二) Methotrexate 

(三) Cyclosporin 

(四) Biologicals 

十一、 癒後 Outcome 

(一) The course of plaque psoriasis is unpredictable. Predicting the duration  

of active disease, the time or the frequency of relapses, or the duration  

of a remission is impossible. The disease rarely is life threatening but  

often is intractable to treatment, with relapses occurring in most  

patients. 

(二) Both early onset and a family history of disease are considered poor  

prognostic indicators. 

(三) Some suggest that stress is also associated with an unfavorable  

prognosis. 



(四) Environmental factors (particularly sunlight and warm weather) help  

alleviate the disease and are considered advantageous. 

十二、住院天數 Length of stay 

14-21 days 

十三、出院計畫 Discharge Plan 

(一) Monitor psoriatic patients frequently.  

(二) Reinforce therapeutic regimens with patients. 

(三) Arrange outpatient department follow up. 

十四、出院衛教 Discharge health education 

(一) Patient education is one of the foundations for managing this chronic  

        and typically relapsing disorder. Not only is psoriasis associated with  

        morbidity, its treatment can also cause significant adverse effects.  

        Patients should be familiar with these details in order to make proper  

        and informed decisions about therapy. 

(二) Inform patients that treatment does not produce cure but good control  

        can be achieved 

(三) Frequently reinforce treatment and maintenance regimens with patients. 

十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 

(二) Inpatient & Outpatient Medications 

(三) Patient Education 
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疾病名稱：Pemphigus    

ICD-10-CM：L10.0-L10.9 

壹、 前言 

 一、適用範圍 Scope  

    The term pemphigus refers to a group of autoimmune blistering diseases of      

the skin and mucous membranes characterized histologically by intraepidermal blister 

and immunopathologically by the finding of in vivo bound and circulating   

immunoglobulin G (IgG) antibody directed against the cell surface of    

keratinocytes. The 3 primary subsets of pemphigus include pemphigus vulgaris   

(PV), pemphigus foliaceus, and paraneoplastic pemphigus. Each type of    

pemphigus has distinct clinical and immunopathologic features. PV accounts for     

approximately 70% of pemphigus cases.  

 二、目的 Purpose 

    簡介天皰瘡之臨床症狀與診斷要點，使一般非本科之醫師在處置天皰瘡患者

時有所依憑。 

 三、指引使用者 The target users of the guideline 

家庭醫師、內科醫師、風濕科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) Mucous membranes: PV presents with oral lesions in 50-70% of  

        patients, and almost all patients have mucosal lesions. Mucosal lesions  

        may be the sole sign for an average of 5 months before skin lesions  

        develop, or they may be the sole manifestation of the disease.  

(二) Skin: Most patients develop cutaneous lesions. The primary lesion of  



        PV is a flaccid blister, which usually arises on normal-appearing skin  

        but may be found on erythematous skin. New blisters usually are  

        flaccid or become flaccid quickly. Affected skin often is painful but  

        rarely pruritic.  

(三) Drug-induced PV: Drugs reported most significantly in association  

        with PV include penicillamine, captopril, and other thiol-containing  

        compounds. Rifampin and emotional stress have recently been  

        reported as triggers for PV. 

 二、診斷依據 Diagnostic criteria 

(一) Relapsing crops of bullae appearing on normal skin. 

(二) Often preceded by mucous membrane bullae, erosions and ulcerations. 

(三) Superficial detachment of the skin after pressure or trauma variably  

        present (Nicholsky’s sign). 

(四) Acantholysis (Tzank test) on biopsy. 

(五) Direct & indirect immunofluorescence studies showing intercellular  

        deposits of IgG are confirmatory. 

 三、鑑別診斷 Differential diagnosis 

(一) Erythema multiforme 

(二) Drug reaction 

(三) Contact dermatitis 

(四) Bullous impetigo 

(五) Dermatitis herpetiformis 

(六) Bullous pemphigoid 

 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 



(一) Mucous membranes 

1. Intact bullae are rare in the mouth. More commonly, patients have 

ill-defined, irregularly shaped, gingival, buccal or palatine erosions, 

which are painful and slow to heal. The erosions extend peripherally 

with shedding of the epithelium.  

2. The mucous membranes most often affected are those of the oral 

cavity, which is involved in almost all patients with PV and sometimes 

is the only area involved. Erosions may be seen on any part of the oral 

cavity. Erosions can be scattered and often extensive. Erosions may 

spread to involve the larynx with subsequent hoarseness. The patient 

often is unable to eat or drink adequately because the erosions are so 

uncomfortable.  

3. Other mucosal surfaces may be involved, including the conjunctiva, 

esophagus, labia, vagina, cervix, penis, urethra, and anus. 

(二) Skin: The primary lesion of PV is a flaccid blister filled with clear  

    fluid that arises on normal skin or on an erythematous base. The  

    blisters are fragile; therefore, intact blisters may be sparse. The  

    contents soon become turbid, or the blisters rupture producing painful  

    erosions, which is the most common skin presentation. Erosions often  

    are large because of their tendency to extend peripherally with the  

    shedding of the epithelium. 

 六、發生率與盛行率 Incident and prevalent 

    PV incidence varies from 0.5-3.2 cases per 100,000. 

 七、檢驗與其他檢查 Laboratory and other examination 

To establish a diagnosis of PV, perform the following tests:  

(一) Histopathology from the edge of a blister  



(二) Direct immunofluorescence (DIF) on normal-appearing perilesional skin 

(三) Indirect immunofluorescence (IDIF) using the patient's serum if DIF is  

        positive. The preferred substrate for IDIF is monkey esophagus or salt- 

        split normal human skin substrate 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria 

        Pemphigus vulgaris patients who have widespread severe skin disease  

    resistant to outpatient therapy. 

(二) Discharge criteria 

    The skin lesion got improved in a stable condition. 

 九、主要治療處置 Primary treatment and management   

(一) The aim of treatment is to reduce inflammatory response and autoantibody 

        production. While target-specific therapy is not available, non-target– 

        specific treatments currently are used. The most commonly used    

        medications are corticosteroids. 

(二) The introduction of corticosteroids has reduced mortality greatly, but  

        significant morbidity remains. Immunosuppressants should be considered  

        early in the course of disease, as steroid-sparing agents.  

(三) Mycophenolate mofetil and azathioprine are the usual first-line agents.  

        Rituximab and intravenous immunoglobulin have also proved useful  

        alone or in combination. Cyclophosphamide is used for refractory disease.  

(四) The role of biologic agents is being investigated. Each of these agents  

        should be prescribed and monitored by physicians familiar with them.  

        Wound care of erosions includes daily gentle cleaning, application of  

        topical agents to promote wound healing, and use of nonadhesive  

        dressings. The goal of wound care is to promote healing, minimize trauma 



        to the surrounding skin, and diminish scarring. 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

    None 

 十一、癒後 Outcome 

(一) The severity and natural history of pemphigus are variable, but before  

        the advent of steroids, most patients with pemphigus died. Treatment  

        with systemic steroids has reduced the mortality rate to 5-15%.  

(二) Most deaths occur during the first few years of disease, and if the patient 

survives 5 years, the prognosis is good. Early disease probably is easier to 

control than widespread disease, and mortality may be higher if therapy is 

delayed.  

(三) Morbidity and mortality are related to the extent of disease, the maximum 

dose of prednisolone required to induce remission, and the presence of other 

diseases. The outlook is worse in older patients and in patients with 

extensive disease 

 十二、住院天數 Length of stay 

    14-21 days 

 十三、出院計畫 Discharge Plan 

(一) Monitor pemphigus patients frequently.  

(二) Reinforce therapeutic regimens with patients. 

(三) Arrange outpatient department follow up. 

 十四、出院衛教 Discharge health education 

(一) Educate patients in appropriate symptomatic treatment.  

(二) Minimize trauma to the skin because the patient's skin is fragile both from 

the disease and from the use of topical and systemic steroids.  

(三) The patient's understanding of the disease and education is important  



    because of the chronic nature of this disorder.  

(四) Educate patients regarding their medications. They should know about dose, 

adverse effects, and symptoms of toxicity so they can report adverse effects 

to the physician.  

(五) Educate patients about appropriate wound care. 

 十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 

(二) Inpatient & Outpatient Medications 

(三) Patient Education 

參、 文獻 

1. Strauss S, Oxman, MN, Schmader KE et al, eds. Fitzpatrick' s Dermatology 

in General Medicine. 7th ed. Vol 1. New York, NY: McGraw-Hill; 2008: 

459-474. 

2. Aberer W, Wolff-Schreiner EC, Stingl G, Wolff K. Azathioprine in the 

treatment of pemphigus vulgaris. A long-term follow- up. J Am Acad 

Dermatol. Mar 1987;16(3 Pt 1):527-33.   

3. Ahmed AR, Wagner R, Khatri K, et al. Major histocompatibility complex 

haplotypes and class II genes in non- Jewish patients with pemphigus 

vulgaris. Proc Natl Acad Sci U S A. Jun 1 1991;88(11):5056-60.   

4. Ahmed AR, Moy R. Death in pemphigus. J Am Acad 

Dermatol. Aug 1982;7(2):221-8.   

5. Ahmed AR, Spigelman Z, Cavacini LA, Posner MR. Treatment of 

pemphigus vulgaris with rituximab and intravenous immune globulin. N Engl 

J Med. Oct 26 2006;355(17):1772-9.   

肆、 編審人員 



編審 姓名 職稱 簡歷 

撰寫者 侯宜均 住院醫師 學歷 國立陽明大學醫學系 

經歷 臺北榮總皮膚部住院醫師 

專長 一般皮膚疾病 

審核者 李定達 科主任 學歷 國立陽明大學醫學系 

經歷 臺北榮總皮膚部主治醫師 

專長 一般皮膚疾病、皮膚類澱粉沉積

症、雷射美容 

 

 

 

 

 

 

 

 

 

 

 

 

 



疾病名稱：Bullous pemphigoid  

ICD-10-CM：L12.0, L12.8, L12.9 

壹、 前言 

 一、適用範圍 Scope  

    Bullous pemphigoid (BP) is a chronic, autoimmune, subepidermal, blistering 

skin disease that rarely involves mucous membranes. BP is characterized by the 

presence of immunoglobulin G (IgG) autoantibodies specific for the hemidesmosomal 

BP antigens BP230 (BPAg1) and BP180 (BPAg2). 

 二、目的 Purpose 

    簡介類天皰瘡之臨床症狀與診斷要點，使一般非本科之醫師在處置類天 

皰瘡患者時有所依憑。 

 三、指引使用者 The target users of the guideline 

家庭醫師、內科醫師、風濕科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

    The onset of BP may be either subacute or acute, with widespread, tense    

blisters. Significant pruritus is frequently present. In some patients, the blisters  

arise after persistent urticarial lesions. 

(一) BP has been reported following several nonbullous, chronic, inflammatory 

    skin diseases, such as lichen planus and psoriasis.  

(二) BP has been reported to be precipitated by ultraviolet irradiation, x-ray  

    therapy, and exposure to some drugs.  

(三) Drugs associated with BP include furosemide, ibuprofen and other 

        nonsteroidal anti-inflammatory agents, captopril, penicillamine, and  



        antibiotics.  

(四) BP has been reported to develop shortly after vaccination, particularly in  

    children. 

 二、診斷依據 Diagnostic criteria 

(一) Chronic disases occur more often in old people over 60. 

(二) Proceded by pruritic eczematous eruptions, before tense blisters  

appear. 

(三) Blister onset often on abdomen, flexor surfaces of the limbs. 

(四) Demostration of C3, IgG in the basement zone by immunofluorescence   

        on biopsy of perilesion skin is diagnostic.  

 三、鑑別診斷 Differential diagnosis 

(一) Cicatricial pemphigoid 

(二) Dermatitis herpetiformis 

(三) Drug-induced bullous disorders 

(四) Epidermolysis bullosa 

(五) Epidermolysis bullosa acquisita 

(六) Erythema multiforme 

(七) Linear IgA dermatosis 

 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 

    BP may present with several distinct clinical presentations, the most common 

form is generalized bullous  

    Generalized bullous form  

(一) The generalized bullous form is the most common presentation.  



(二) Tense bullae arise on any part of the skin surface, with a predilection on the 

flexural areas of the skin. Oral and ocular mucosa involvement rarely occurs 

and, when seen, is of minor clinical significance.  

(三) The bullae can occur on normal-appearing, as well as erythematous, skin 

surfaces. . 

(四) The bullae usually heal without scarring or milia formation. 

 六、發生率與盛行率 Incident and prevalent 

(一) BP has been reported to occur throughout the world. In France and    

        Germany, the reported incidence is 6.6 cases per million people per year.  

(二) In Europe, BP was identified as the most common subepidermal  

        autoimmune blistering disease. 

 七、檢驗與其他檢查 Laboratory and other examination 

    To establish a diagnosis of BP, perform the following tests:  

(一) Histopathology from the edge of a blister  

(二) Direct immunofluorescence (DIF) on normal-appearing perilesional skin  

(三) Indirect immunofluorescence (IDIF) using the patient's serum if DIF is  

positive. The preferred substrate for IDIF is monkey esophagus or salt- 

split normal human skin substrate 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria 

        Bullous pemphigoid patients who have widespread severe skin disease    

    resistant to outpatient therapy. 

(二) Discharge criteria 

    The skin lesion got improved in a stable condition. 

 九、主要治療處置 Primary treatment and management   

(一) Treatment is directed at reducing the inflammatory response and 



autoantibody production. Although target-specific therapy is the "Holy 

Grail" for immunodermatologists, non–target-specific treatments are 

currently used.  

(二) The most commonly used medications are anti-inflammatory agents(eg,    

corticosteroids, tetracyclines, dapsone) and immunosuppressants (eg,  

azathioprine, methotrexate, mycophenolate mofetil, cyclophosphamide). 

(三) An article from Europe provided evidence that strong topical corticosteroid 

treatment may achieve disease control while avoiding systemic adverse 

effects from systemic corticosteroids. 

(四) Proper treatments of bullous pemphigoid depend on the severity of the  

disease. For localized disease, topical steroids plus the systemic anti- 

inflammatory (tetracycline and nicotinamide) may be sufficient. 

(五) Effects of monotherapy with nicotinamide are unknown. For more severe 

cases, systemic steroid along with immunosuppressives may be needed to 

control the disease. If the diseases are difficult to control, one should 

consider the treatment of anti-CD20 antibody (Rituximab) which is 

relatively specific in targeting the antibody-producing B cells 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

    None 

 十一、癒後 Outcome 

(一) Most patients affected with BP require therapy for 6-60 months, after which 

many patients experience long-term remission of the disease. However, 

some patients have long-standing disease requiring treatment for years.  

(二) Most mortality associated with BP occurs secondary to the effects of the 

medications.  

(三) The population at risk for BP is at an increased risk for comorbid conditions, 



such as hypertension, diabetes mellitus, and heart diseases, which treatment 

may exacerbate. 

 十二、住院天數 Length of stay 

    14-21 days 

 十三、出院計畫 Discharge Plan 

(一) Monitor pemphigoid patients frequently.  

(二) Reinforce therapeutic regimens with patients. 

(三) Arrange outpatient department follow up. 

 十四、出院衛教 Discharge health education 

(一) Educate patients in appropriate symptomatic treatment.  

(二) Minimize trauma to the skin because the patient's skin is fragile both from 

the disease and from the use of topical and systemic steroids.  

(三) The patient's understanding of the disease and education is important  

        because of the chronic nature of this disorder.  

(四) Educate patients regarding their medications. They should know about dose, 

adverse effects, and symptoms of toxicity so they can report adverse effects 

to the physician.  

(五) Educate patients about appropriate wound care. 

 十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 

(二) Inpatient & Outpatient Medications 

(三) Patient Education 
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疾病名稱：Atopic Dermatitis 

ICD-10-CM：L20.0-L20.9 

壹、 前言 

 一、適用範圍 Scope 

Atopic dermatitis (AD) is a pruritic disease of unknown origin that usually    

starts in early infancy (an adult-onset variant is recognized); it is characterized by  

pruritus, eczematous lesions, xerosis (dry skin), and lichenification (thickening  

of the skin and an increase in skin markings). AD may be associated with other  

atopic (immunoglobulin E [IgE]) diseases (eg, asthma, allergic rhinitis, urticaria,  

acute allergic reactions to foods).  

 二、目的 Purpose 

簡介異位性皮膚炎之臨床症狀與診斷要點，使一般非本科之醫師在處置異位

性皮膚炎患者時有所依憑。 

 三、指引使用者 The target users of the guideline 

    家庭醫師、小兒科醫師、內科醫師、風濕科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) Incessant pruritus is the only symptom of atopic dermatitis (AD); children 

often scratch themselves uncontrollably.  

(二) Although pruritus may be present in the first few weeks of life, parents  

        become more aware of the itch as the itch-scratch cycle matures when the 

        patient is aged approximately 3 months.  

(三) The disease typically has an intermittent course with flares and remissions 

        occurring, often for unexplained reasons.  



(四) Personal or family history of atopic disease: asthma, allergic rhinitis 

 二、診斷依據 Diagnostic criteria 

(一) Pruritic, exudative, or lichenified eruption on face, neck, upper trunk, wrists 

and hands in the folds of knees and elbows. 

(二) Personal or family history of allergic manifestations (eg, asthma, allergic 

rhinitis, eczema) 

(三) Tendency to recur, with remission from age 2 to early youth and beyond. 

 三、鑑別診斷 Differential diagnosis 

(一) Contact Dermatitis (Allergic and irritant) 

(二) Psoriasis 

(三) Seborrheic dermatitits  

(四) Lichen Simplex Chronicus 

(五) Scabies 

(六) Dermatophytosis 

 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 

    Primary findings of atopic dermatitis (AD) include xerosis, lichenification, and 

eczematous lesions. Excoriations and crusting are common. The eczematous  

changes and its morphology are seen in different locations depending on the age of 

the patient.   

(一) Infancy  

        AD is usually noticed soon after birth. Xerosis occurs early and often      

    involves the whole body; the diaper area is usually spared. The earliest lesions  

    affect the creases (antecubital and popliteal fossae), with erythema and  

    exudation. Over the following few weeks, lesions usually localize to the cheeks,  



    the forehead and scalp, and the extensors of the lower legs; however, they may  

    occur in any location on the body, usually sparing the diaper area. Lesions are  

    ill-defined, erythematous, scaly,  and crusted (eczematous) patches and plaques.  

    Lichenification is seldom seen in infancy. 

(二) Childhood    

        Xerosis is often generalized. The skin is flaky and rough. Lichenification is  

    characteristic of childhood AD. It signifies repeated rubbing of the skin and is  

    seen mostly over the folds, bony protuberances, and forehead. Lesions are  

    eczematous and exudative. Pallor of the face is common; erythema and scaling  

    occur around the eyes. Dennie-Morgan folds (ie, increased folds below the eye)  

    are often seen. Flexural creases, particularly the antecubital and popliteal fossae,  

    and buttock-thigh creases are often affected. Excoriations and crusting are  

    common. The crusting with AD should not be confused with infection because  

    both may manifest oozing and crusting. 

(三) Adulthood    

        Lesions become more diffuse with an underlying background of erythema.  

    The face is commonly involved and is dry and scaly. Xerosis is prominent.  

    Lichenification may be present. A brown macular ring around the neck is typical  

    but not always present. It represents localized deposition of amyloid. 

 六、發生率與盛行率 Incident and prevalent 

(一) The prevalence rate is 10-12% in children and 0.9% in adults. 

(二) In addition, blacks and Asians visit more frequently for AD than whites. 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) No chemical marker for the diagnosis of AD is known.  

(二) Laboratory testing is seldom necessary. A swab of infected skin may help 

with the isolation of a specific organism and antibiotic sensitivity.  



(三) Allergy and radioallergosorbent testing is of little value.   

(四) Scraping to exclude tinea corporis is occasionally helpful 

(五) Eosinophilia or increase of serum IgE may be present. 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria 

    AD patients who appear erythrodermic or who have widespread severe   

    skin disease resistant to outpatient therapy. 

(二) Discharge criteria 

        The erythrodermic condition got resolved or skin lesion got improved in a    

    stable condition. 

九、主要治療處置 Primary treatment and management   

(一) Topical steroid therapy for non-erosive lesions. 

(二) Topical zinc oxide ointment for erosive lesions. 

(三) Topical tacrolimus treatment. 

(四) Oral antihistamine or sedative for itching. 

(五) Avoidance of wool and other irritant, avoidance of temperature change & 

stress. 

(六) May require antibiotics for bacterial infection 

(七) Complication:  

1. If topical corticosteroids are used inappropriately or if superpotent 

steroids are used in teenagers during rapid growth, striae may occur. 

Skin thinning can result if steroids are used inappropriately in older 

patients.  

2. Whether verrucae vulgaris and mollusca contagiosa are more frequent 

is difficult to assess, but they are more widespread and difficult to 

eliminate. 



3. Tachyphylaxis to topical steroids occurs if they are not used on a 

stop-start basis. 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

(一) Interferon-γ 

(二) Omalizumab 

(三) Allergen immunotherapy 

(四) Extracorporeal photophersis 

(五) Probiotics 

 十一、癒後 Outcome 

(一) Most patients improve; this can occur at any age. While the frequency of 

AD is as high as 20% in childhood, it is 0.9% in adults. 

(二) One third of patients may develop allergic rhinitis. 

(三) One third of patients may develop asthma. 

 十二、住院天數 Length of stay 

    14-21 days 

 十三、出院計畫 Discharge Plan 

(一) Monitor atopic dermatitis (AD) patients frequently.  

(二) Reinforce therapeutic regimens with patients. 

(三) Arrange outpatient department follow up. 

 十四、出院衛教 Discharge health education 

(一) Moisturization is important on an ongoing basis and may prevent flares. 

(二) Inform patients that treatment does not produce cure but good control can 

be achieved 

(三) Frequently reinforce treatment and maintenance regimens with patients. 

十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 



(二) Inpatient & Outpatient Medications 

(三) Patient Education 
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疾病名稱：Herpes zoster  

ICD-10-CM：B02.2, B02.7-B02.9 

壹、 前言 

 一、適用範圍 Scope  

        Zoster is a common, predominantly dermal, and neurologic disorder caused  

    by the varicella-zoster virus (VZV), a virus morphologically and antigenically   

    identical to the virus causing varicella (chickenpox). Difference in clinical  

    manifestations between varicella and zoster apparently depends on the immune  

    status of individual patients; those with no prior immunologic exposure to  

    varicella virus, most commonly children, develop the clinical syndrome of  

    varicella, while those with circulating varicella antibodies develop a localized  

    recrudescence, zoster.Zoster probably results most often from a failure of the  

    immune system to contain latent VZV replication. Whether other factors such as  

    radiation, physical trauma, certain medications, other infections, or stress also  

    can trigger zoster has not been determined with certainty. Nor is it entirely clear  

    why circulating varicella antibodies and cell-mediated immune mechanisms do  

    not prevent recurrent overt disease, as is common with most other viral illnesses. 

 二、目的 Purpose 

        簡介帶狀皰疹之臨床症狀與診斷要點，使一般非本科之醫師在處置帶狀 

    皰疹者時有所依憑。 

 三、指引使用者 The target users of the guideline 

    家庭醫師、內科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 



(一) Zoster may begin with a systemic response, eg, fever, anorexia, and 

lassitude,although symptoms frequently are mild and may not be  

associated by either patient or physician with the classic zoster signs and 

symptoms that follow. 

(二) Evaluate the immunity of the patient. Whether the patient is using any  

immunosuppressants or having cancer. 

(三) Check if there is any ocular or otic involvement. 

 二、診斷依據 Diagnostic criteria 

(一) Clinical 

(二) Tzanck smear may help.  

(三) Immunofluorescenct staining of smear with monoclonal antibodies. 

(四) Consult ophthalmologist to rule out eye involvement. 

 三、鑑別診斷 Differential diagnosis 

    Herpes simplex 

 四、疾病（病理）分期 Disease and Pathology stage  

(一) Prodromal phase: dysesthesia or pain in distribution of the affected nerve 

        without visible skin changes. May lst up to 7 days. Burning or lancinating 

        pain. 

(二) Eruption of grouped vesicles and the pustules on an erythematous base,  

        occacionally hemorrhagic or necrotic. Also lasts about 7 days. Always  

        respects the midline, and only few lesions are outside the involved  

        dermatome and its two immediate neighbors. More widespread disease  

        suggests immunosuppression. 

(三) Healing with drying, crusting, and usually some scarring. Also 7 days. 

 五、臨床症狀 signs and symptoms 

Classic physical findings of zoster include painful grouped herpetiform    



vesicles on an erythematous base confined to the cutaneous surface innervated by a 

single unilateral sensory nerve. Regional lymphadenopathy may be present.   

Vesicles initially are clear but eventually cloud, rupture, crust, and involute 

 六、發生率與盛行率 Incident and prevalent 

(一) The incidence of zoster has not been well studied, but probably it is in the 

same range of 2-3 cases per 1000 persons per year. 

(二) No sex predilection is reported for VZV reactivation. 

(三) Almost 50% of individuals who live beyond age 80 years can expect to 

develop zoster. Zoster is rare in children and young adults, with the 

exception of younger patients with AIDS, lymphoma, other malignancies, 

and other immune deficiencies, and patients who are recipients of bone 

marrow and kidney transplants. In addition, patients with these associated 

factors are at greater risk of developing zoster regardless of age. 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) Systemic manifestations are uncommon and usually are confined to patients 

in whom the immune system has been compromised by other disease 

processes or chemotherapy. General laboratory studies and other systemic 

workup are not indicated unless complications or underlying diseases are 

suggested. A small percentage of patients, particularly those with CN 

involvement, may develop headache and neck stiffness, necessitating a 

spinal tap to exclude meningitis. 

(二) Occasionally, Tzanck preparation, viral culture, direct fluorescence antibody 

(DFA) testing, and/or skin biopsy may be necessary to establish the 

diagnosis in atypical cases. DFA testing is more sensitive than conventional 

viral cultures because of the lability of VZV. 

(三) Zoster is seen approximately 7 times more frequently in patients infected by 



human immunodeficiency virus (HIV); therefore, when clinically indicated, 

order an HIV test. 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria 

1. Intractable pain 

2. Indication for IV antiviral treatment: Cranial nerve V-1 involvement; 

S2 dermatome involvement; Immunocompromised 

3. Possible wound infection 

(二) Discharge criteria 

1. Pain controlled 

2. No signs of active lesion 

 九、主要治療處置 Primary treatment and management   

(一) Wound care: Zinc oxide, Calamin lotion 

(二) Pain control: NSAID, narcotics, cabamazepine. 

(三) Antiviral: acyclovir, valacyclovir, famciclovir, etc 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

    None 

 十一、癒後 Outcome 

    Prognosis is excellent, although the pain of post-herpetic neuralgia, when it    

occurs, can range in intensity from uncomfortable to debilitating. 

 十二、住院天數 Length of stay 

    7-14 days 

 十三、出院計畫 Discharge Plan 

    After initial treatment, further care consists solely of monitoring the patient    

and remaining alert for complications, such as secondary infection, eye involvement, 

meningeal or visceral involvement, and for sequelae such as post-herpetic neuralgia. 



 十四、出院衛教 Discharge health education 

(一) Instruct patients that herpes zoster usually do not recur. 

(二) If there are still blisters, inform the patient to avoid contact with people  

        who had no chicken pox before. 

 十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 

(二) Inpatient & Outpatient Medications 

(三) Patient Education 
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疾病名稱：Drug eruption  

ICD-10-CM：L27.0-L27.1 

壹、 前言 

 ㄧ、適用範圍 Scope  

(一) Drug eruptions can mimic a wide range of dermatoses. The morphologies 

are myriad and include morbilliform, urticarial, papulosquamous, pustular, 

and bullous. Medications can also cause pruritus and dysesthesia without an 

obvious eruption. 

(二) A drug-induced reaction should be considered in any patient who is taking 

medications and who suddenly develops a symmetric cutaneous eruption. 

Medications that are known for causing cutaneous reactions include 

antimicrobial agents,1 nonsteroidal anti-inflammatory drugs (NSAIDs), 

cytokines, chemotherapeutic agents, anticonvulsants, and psychotropic 

agents 

 二、目的 Purpose 

    簡介藥物疹之臨床症狀與診斷要點，使一般非本科之醫師在處置藥物疹患者

時有所依憑。 

 三、指引使用者 The target users of the guideline 

    家庭醫師、內科醫師、風濕科醫師。 

貳、 重要臨床準則 

 ㄧ、評估 Assessment 

(一) The first step is to review the patient's complete medication list, including 

over-the-counter supplements. Document any history of previous adverse 

reactions to drugs or foods. Consider alternative etiologies, especially viral 
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exanthems and bacterial infections. Exanthematous eruptions in children are 

more likely to be due to a viral infection than another infection; however, 

most such reactions in adults are due to medications. 

(二) Note any concurrent infections, metabolic disorders, or immunocompromise 

(eg, due to HIV infection, cancer, chemotherapy)because these increase the 

risk of drug eruptions.Immunocompromised persons have a 10-fold higher 

risk of developing a drug eruption than the general population. Although 

HIV infection causes profound anergy to other immune stimuli, the 

frequency of drughypersensitivity reactions, including severe reactions (eg, 

TEN), is markedly increased in HIV-positive individuals. Patients with  

advanced HIV infection (CD4 count <200 cells/µL) have a 10- to 50-fold 

increased risk of developing an exanthematous eruption to 

sulfamethoxazole.  

 二、診斷依據 Diagnostic criteria 

(一) Usually abrupt onset of widespread, symmetric erythematous eruption. 

(二) May mimic any inflammatory skin condition. 

(三) Constitutional symptoms (malaise, arthralgia, headache, and fever)  

        may be present.  

 三、鑑別診斷 Differential diagnosis 

(一) Toxic erythema 

(二) Erythema multiforme 

(三) Erythema nodosum 

(四) Allergic vasculitis 

(五) Purpura 

(六) Eczema 

(七) Erythroderma 



(八) Photosensitivity 

(九) Drug-related lupus erythematosus 

(十) Lichenoid eruptions 

 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 

(一) With every drug eruption, it is important to evaluate for certain clinical   

features that may indicate a severe, potentially life-threatening drug reaction, 

such as TEN or hypersensitivity syndrome. Such features include the 

following:  

1. Mucous membrane erosions  

2. Blisters (Blisters herald a severe drug eruption.)  

3. Nikolsky sign (epidermis sloughs with lateral pressure; indicates 

serious eruption that may constitute a medical emergency)  

4. Confluent erythema  

5. Angioedema and tongue swelling  

6. Palpable purpura  

7. Skin necrosis 

8. Lymphadenopathy  

9. High fever, dyspnea, or hypotension 

(二) Appreciating the morphology and features of drug eruptions is important. 

This can help the clinician determine the causativemedication and the most 

appropriate treatment.  

1. Acneiform: This is characterized by inflammatory papules or pustules 

that have a follicular pattern. They are localized primarily on the upper 

body. In contrast to acne vulgaris, comedones are absent in acneiform 



eruptions.  

2. Acute generalized exanthematous pustulosis (AGEP): Acute-onset 

fever and generalized scarlatiniform erythema occur with many small, 

sterile, nonfollicular pustules. The clinical presentation is similar to 

pustular psoriasis, but AGEP has more marked hyperleukocytosis with 

neutrophilia and eosinophilia. Most cases are caused by drugs 

(primarily antibiotics) often in the first few days of administration. A 

few cases are caused by viral infections, mercury exposure, or UV 

radiation. AGEP resolves spontaneously and rapidly, with fever and 

pustules lasting 7-10 days then desquamation over a few days 

 六、發生率與盛行率 Incident and prevalent 

    Drug eruptions occur in approximately 2-5% of inpatients and in greater than 1% 

of outpatients. 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) History and physical examination are often sufficient for diagnosing mild 

asymptomatic eruptions.  

(二) Severe or persistent eruptions may require further diagnostic testing.  

1. Biopsy can be helpful in confirming the diagnosis of a drug eruption 

(eg, by showing eosinophils in morbilliform eruptions or numerous 

neutrophils without vasculitis in persons with Sweet syndrome).  

2. CBC count with differential may show leukopenia, thrombocytopenia, 

and eosinophilia in patients with serious drug eruptions.  

3. Serum chemistry studies may be useful. Liver involvement leading to 

death can occur in persons with hypersensitivity syndromes. Special 

attention should be paid to the electrolyte balance and renal and/or 

hepatic function indices in patients with severe reactions such as SJS, 



TEN, or vasculitis.  

4. Antibody and/or immunoserology tests may be ordered. Antihistone 

antibodies are noted in persons with drug-induced SLE, whereas 

anti-Ro/SS-A antibodies are most common in persons with 

drug-induced SCLE.  

5. Direct cultures may be needed to investigate a primary infectious 

etiology or secondary infection.  

6. Urinalysis, stool guaiac tests, and chest radiography are important for 

patients with vasculitis. 

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria 

        Drug eruptions patients who have erythroderma condition or who have  

    widespread severe skin disease resistant to outpatient therapy. 

(二) Discharge criteria 

        The erythroderma condition got improved or skin lesion got improved in a    

    stable condition. 

 九、主要治療處置 Primary treatment and management   

(一) The ultimate goal is always to discontinue the offending medication if 

possible. Individuals with drug eruptions are often the most ill patients  

taking the most medications, many of which are essential for their survival. 

However, all nonessential medications should be limited. Once the 

offending drug has been identified, it should be promptly discontinued. 

Knowledge of the common eruption inducing–medications may help in 

identifying the offending drug. 

(二) Treatment of a drug eruption depends on the specific type of reaction.  

Therapy for exanthematous drug eruptions is supportive in nature. 



First-generation antihistamines are used 24 h/d. Mild topical steroids  

(eg, hydrocortisone, desonide) and moisturizing lotions are also used,  

especially during the late desquamative phase.  

(三) Severe reactions, such as SJS, TEN, and hypersensitivity reactions,  

warrant hospital admission. TEN is best managed in a burn unit with  

special attention given to electrolyte balance and signs of secondary  

infection. Because adhesions can develop and result in blindness,  

evaluation by an ophthalmologist is mandatory. In addition, mounting  

evidence indicates that intravenous immunoglobulin (IVIG) may improve 

outcomes for TEN patients 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

    None 

 十一、癒後 Outcome 

(一) Full recovery without any complications is expected for most drug eruptions. 

Even after the responsible agent is discontinued, drug eruptions may clear 

slowly or worsen over the next few days. The time required for total 

clearing may be 1-2 weeks or longer.  

(二) Patients with exanthematous eruptions should be counseled to expect mild 

desquamation as the rash resolves.  

(三) Patients with hypersensitivity syndrome are at risk of becoming 

hypothyroid, usually within the first 4-12 weeks after the reaction.  

(四) The prognosis for patients with TEN is guarded. Scarring, blindness, and 

death are possible 

 十二、住院天數 Length of stay 

    14-21 days 

 十三、出院計畫 Discharge Plan 



(一) Monitor drug eruption patients frequently.  

(二) Reinforce therapeutic regimens with patients. 

(三) Arrange outpatient department follow up. 

 十四、出院衛教 Discharge health education 

(一) If the responsible drug is identified, advise the patient to avoid that drug in 

the future. Clearly label the medical record. Advise patients to carry a card 

or some other form of emergency identification in their wallets that lists 

drug allergies and/or intolerances, especially if they have had a severe 

reaction.  

(二) Advise patients about drugs that are cross-reactive and about drugs that 

must be avoided. For example, penicillin allergy reactions have 

cross-reactivity with cephalosporins, phenytoin hypersensitivity syndrome 

has cross-reactivity with phenobarbital and carbamazepine, and sulfonamide 

reactions cross-react with other sulfa-containing drugs. 

 十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 

(二) Inpatient & Outpatient Medications 

(三) Patient Education 
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疾病名稱：Erythema multiforme  

ICD-10-CM：L51.0-L51.9 

壹、 前言 

一、 適用範圍 Scope  

    Erythema multiforme (EM) was initially described as an acute self-limited skin  

disease, symmetrically distributed on the extremities with typical and often recurrent 

concentric "target" lesions. The term EM minor was proposed later to differentiate the 

mild cutaneous syndrome from the more severe form, EM major, which involves 

several mucous membranes  

 二、目的 Purpose 

    簡介多型性紅斑之臨床症狀與診斷要點，使一般非本科之醫師在處置多型性

紅斑患者時有所依憑。 

 三 指引使用者 The target users of the guideline 

    家庭醫師、內科醫師、外科醫師、風濕科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) Sudden onset of rapidly progressive, symmetrical, and cutaneous and/or 

mucocutaneous lesions, with concentric color changes in some or all 

lesions. 

(二) Centripetal spread  

(三) Burning sensation in affected areas  

(四) Pruritus generally absent  

(五) Nonspecific prodromal symptoms suggestive of a viral syndrome in at  

        least 50% of cases, usually 1-14 days before skin lesions develop.    



        Symptoms may include fever, malaise, myalgias, arthralgias, headache, sore    

        throat, cough, nausea, vomiting, and diarrhea. 

 二、診斷依據 Diagnostic criteria 

(一) Sudden onset of symmetric erythematous skin lesions with history of 

recurrence. 

(二) May be macular, popular, urticarial, bullous or purpuric. 

(三) “Target” lesions with clear centers and concentric erythematous rings may 

be noted. 

(四) Mostly on extensor aspects of extremities, may be on palms, soles or  

mucous membranes. 

(五) Herpes simplex, systemic infection or disease, and drug reaction may be 

associated.  

 三、鑑別診斷 Differential diagnosis 

(一) Secondary syphilis 

(二) Urticaria 

(三) Drug reaction 

(四) Toxic epidermal necrolysis 

(五) Dermatitis herpetiformis 

(六) Pemphigus 

(七) Pemphigoid 

 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 

(一) Symmetrically distributed, erythematous, expanding macules or papules 

evolve into classic iris or target lesions, with bright red borders and central 

petechiae, vesicles, or purpura. 



(二) Lesions may coalesce and become generalized. 

(三) Vesiculobullous lesions develop within preexisting macules, papules, or 

wheals. 

(四) Rash favors palms and soles, dorsum of the hands, and extensor surfaces of 

extremities and face. 

(五) Postinflammatory hyperpigmentation or hypopigmentation may occur. 

(六) Eye involvement occurs in 10% of EM cases, mostly bilateral purulent 

conjunctivitis with increased lacrimation. 

(七) Mucous membrane blistering occurs in about 25% of cases of EM, is 

usually mild, and typically involves the oral cavity. 

 六、發生率與盛行率 Incident and prevalent 

    The true incidence of EM is unknown, but it has been estimated to be    

between 0.01 and 1%.  

 七、檢驗與其他檢查 Laboratory and other examination 

(一) No specific findings. 

(二) Dermatopathologic changes may be suggestive but not pathognomonic.  

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria 

    Erythema multiforme patients who appear erythrodermic or who have  

widespread severe skin disease resistant to outpatient therapy. 

(二) Discharge criteria 

        The erythroderma got resolved or skin lesion got improved in a stable  

    condition. 

 九、主要治療處置 Primary treatment and management   

(一) General measures: 

1. Bed rest, good nursing care. 



2. Eliminate causative factor (e.g. chronic infection, sensitizing drugs) 

3. Oral steroid 1mg/kg/day may be tried for severe cases. 

(二) Local measures: 

        Refer to local measures of contact dermatitis. 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

(一) Steroid use is controversial.  

(二) Patients who have herpes-induced erythema multiforme (EM) may benefit 

from acyclovir  

 十一、癒後 Outcome 

(一) Most cases of EM are self-limited, with lesions evolving over 1-2 weeks 

and subsequently resolving within 2-3 weeks. SJS/TEN may require 3-6 

weeks to resolve.  

(二) Hypopigmentation or hyperpigmentation may follow resolution of lesions.  

(三) Recurrence is common in EM (up to one third of cases) but is not common 

in SJS/TEN. 

 十二、住院天數 Length of stay 

    14-21 days 

 十三、出院計畫 Discharge Plan 

(一) Monitor erythema multiforme patients frequently.  

(二) Reinforce therapeutic regimens with patients. 

(三) Arrange outpatient department follow up. 

 十四、出院衛教 Discharge health education 

(一) Educate patients in appropriate symptomatic treatment.  

(二) Provide reassurance that disease is self-limited.  

(三) Advise of significant risk of recurrence, especially in EM.  

(四) Emphasize avoidance of any identified etiologic agent. 



 十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 

(二) Inpatient & Outpatient Medications 

(三) Patient Education 
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疾病名稱：Scabies  

ICD-10-CM：B86 

壹、 前言 

一、適用範圍 Scope 

    Scabies is an itchy skin condition caused by the microscopic mite Sarcoptes  

scabei. It is common all over the world, and it affects people of all races and social 

classes. Scabies spreads quickly in crowded conditions where there is frequent 

skin-to-skin contact between people. Hospitals, child-care centers and nursing homes 

are examples. Scabies can easily infect sex partners and other household members. 

Sharing clothes, towels, and bedding can also spread scabies. 

 二、目的 Purpose 

    簡介疥瘡之臨床症狀與診斷要點，使一般非本科之醫師在處置疥瘡患者時有

所依憑。 

 三、指引使用者 The target users of the guideline 

    家庭醫師、小兒科醫師、內科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

(一) Pimple-like irritations or a rash  

(二) Intense itching, especially at night  

(三) Sores caused by scratching  

 二、診斷依據 Diagnostic criteria 

(一) A short elevated serpiginous (S-shaped) track in the superficial epidermis, 

known as a burrow, is pathognomonic of scabies infestation. 

(二) A small vesicle or papule may appear at the end of the burrow or occur  



independently.  

(三) Nodular scabies may erupt on covered parts of the body (see below) as  

either few or many lesions. They are characterized by firm, red nodules  

approximately 0.5 cm or larger. 

 三、鑑別診斷 Differential diagnosis 

(一) Classic scabies  

1. Insect bites 

2. Atopic dermatitis 

3. Contact dermatitis 

4. Psoriasis. 

5. Fiberglass exposure 

6. Lichen planus 

7. Dermatitis herpetiformis 

8. Bullous pemphigoid 

9. Urticaria 

10. Chronic lymphocytic leukemia 

11. Necrotizing vasculitis 

12. B-cell lymphoma with monoclonal infiltrate  

(二) Crusted scabies  

1. Eczema 

2. Psoriasis 

3. Ichthyosis 

4. Adverse drug reactions 

5. Seborrheic dermatitis 

6. Erythroderma 

7. Langerhans cell histiocytosis 



 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 

(一) A short elevated serpiginous (S-shaped) track in the superficial epidermis,  

    known as a burrow, is pathognomonic of scabies infestation.  

(二) Burrows or runs appear as a thin (approximately the width of a human hair),  

    short (perhaps 2-3 mm in length), gray brown, wavy channel on the skin.  

(三) Occasionally, the mite is visible to the naked eye as a small white dot.  

(四) A small vesicle or papule may appear at the end of the burrow or occur  

    independently.  

(五) Nodular scabies may erupt on covered parts of the body as either few or 

    many lesions. They are characterized by firm, red nodules approximately  

    0.5 cm or larger.  

(六) Norwegian scabies presents with extensive crusting (psoriasiform like  

    lesions) of the skin with thick, hyperkeratotic scales overlying the elbows,  

    knees, palms, and soles.  

(七) Bullous lesions may be observed in immunocompromised patients.  

(八) Canine scabies does not exhibit the classic burrow. Instead, papules and  

    vesicles are the most prominent lesions surfacing on the arms, chest,  

    abdomen, and thighs. 

 六、發生率與盛行率 Incident and prevalent 

    Scabies is a common parasitic infection of global proportion. Worldwide, an 

estimated 300 million cases occur annually  

 七、檢驗與其他檢查 Laboratory and other examination 

(一) Scraping 

(二) CBC/DC 



 八、住院及出院條件 Admission and Discharge criteria 

    Admission criteria: Not indicated. 

 九、主要治療處置Primary treatment and management   

(一) Scabi cream 

(二) Benzyl benzoate lotion 

(三) Ivermectin 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

    Sulfar powder bathing 

 十一、癒後 Outcome 

    Often cure in 7-14 days in immunocompetent patient. 

 十二、住院天數 Length of stay 

    No need for admission in general condition. 

 十三、出院計畫 Discharge Plan 

    No need for admission in general condition. 

 十四、出院衛教 Discharge health education 

(一) All household members and close personal contacts should be treated,   

    whether or not they are symptomatic. 

(二) Bedding, towels, and clothing should be washed in 60°C (or higher) water 

    and then machine dried. 

(三) If items cannot be washed, they should be isolated for 3 or more days. 

(四) Patients should be reexamined 2 weeks after treatment to evaluate  

    effectiveness. 

十五、出院追蹤 Discharge Follow up 

(一) Further Outpatient Care 

(二) Inpatient & Outpatient Medications 

(三) Patient Education 
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疾病名稱：Lichen simplex chronicus  

ICD-10-CM：L28.0-L28.2 

壹、 前言 

 一、適用範圍 Scope 

    Lichen simplex chronicus (LSC) is thickening of the skin with variable scaling 

that arises secondary to repetitive scratching or rubbing. Lichen simplex chronicus is 

not a primary process. Rather, a person senses pruritus in a specific area of skin (with 

or without underlying pathology) and causes mechanical trauma to the point of 

lichenification. 

 二、目的 Purpose 

    簡介慢性單純苔癬之臨床症狀與診斷要點，使一般非本科之醫師在處置慢性

單純苔癬患者時有所依憑。 

 三、指引使用者 The target users of the guideline 

    家庭醫師、小兒科醫師、內科醫師、風濕科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

    Lichen simplex chronicus is a chronic dermatologic disorder felt to be  

precipitated by emotional factors. It is a localized disorder characterized by intense 

pruritus, which leads to a very thickened, lichenified area because of scratching. The 

lichenified areas are themselves intensely pruritic, which perpetuates the cycle. 

Breaking the cycle of scratching is the central goal of treatment 

 二、診斷依據 Diagnostic criteria 

(一) Patients with lichen simplex chronicus usually describe stable pruritic  

plaques on one or more areas; however, thickening of the skin occurs  



on any location that the patient can reach, including the following: 

1. Scalp 

2. Nape of neck 

3. Extensor forearms and elbows 

4. Vulva and scrotum 

5. Upper medial thighs, knees, lower legs, and ankles 

(二) Erythema is noted most in early lesions. 

(三) Each palm-sized plaque may have 3 zones. A 2- to 3-cm wide peripheral 

zone that is barely thickened may have isolated papules. The middle zone 

has lenticular and hemispheric prurigo papules that may be excoriated. The 

central zone has the greatest thickening and pigmentary alteration. 

 三、鑑別診斷 Differential diagnosis 

(一) Contact Dermatitis (Allergic and irritant) 

(二) Psoriasis 

(三) Seborrheic dermatitits  

(四) Atopic dermatitis 

(五) Scabies 

(六) Dermatophytosis 

 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 

(一) Pruritus is described as worse when patients are still or quiet and as  

much less or nonexistent when patients are active. 

(二) Pruritus is usually intermittent; the resultant scratching provides temporary 

relief. 

(三) Patients may have a past medical history of a chronic skin condition or 



acute trauma. Patients with atopic dermatitis may have lichen simplex 

chronicus in areas of former atopic outbreaks. Sites of irritant or allergic 

contact dermatitis, insect bites, or other past minor skin trauma sometimes 

demonstrate pruritus and, subsequently, lichen simplex chronicus. 

(四) One or more slightly erythematous, scaly, well-demarcated, lichenified,  

(五) firm, rough plaques with exaggerated skin lines are noted. 

(六) Pigmentary changes (especially hyperpigmentation) are seen variably as in 

any dermatitic lesion. 

(七) Rubbing plays a key role in lesion formation and is visualized variably by 

white scratch marks, erosion, and ulceration from deeper scratching. 

(八) Lichen simplex chronicus is one of the hyperkeratotic processes from which 

a cutaneous horn may grow. 

(九) Patients may scratch lesions de novo when observed. Some patients may 

start scratching while discussing the itch or describing the lesions. 

 六、發生率與盛行率 Incident and prevalent 

    Exact frequency in the general population is unknown. In one study, 12% of 

aging patients with pruritic skin had lichen simplex chronicus. 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) An elevated serum immunoglobulin E level occasionally supports the 

diagnosis of an underlying atopic diathesis. 

(二) Perform potassium hydroxide examination and fungal cultures to exclude 

tinea cruris or candidiasis in patients with genital lichen simplex chronicus. 

(三) Patch testing helps exclude allergic contact dermatitis as an underlying 

primary dermatosis (eg, allergic contact dermatitis to nickel with secondary 

lichen simplex chronicus) or as a factor in chronicity (eg, allergic contact 

dermatitis to topical corticosteroids used to treat lichen simplex chronicus). 



(四) Procedures-- Frequently, skin biopsy is performed to exclude other 

disorders, particularly psoriasis or mycosis fungoides (cutaneous T-cell  

lymphoma) in elderly patients 

(五) Histologic Findings --- hyperkeratosis, acanthosis, spongiosis, and patches 

of parakeratosis in the epidermis. Epidermal thickening of all layers is noted, 

with elongation of rete ridges and with pseudoepitheliomatous hyperplasia. 

Papillary dermal fibrosis with vertical streaking of collagen bundles is 

characteristic. 

 八、住院及出院條件 Admission and Discharge criteria 

    Admission criteria：Most of patient with LSC is not needed to be admitted. 

 九、主要治療處置 Primary treatment and management   

(一) Toical steroid therapy and keratolytic agents for non-erosive lesions. 

(二) Topical zinc oxide ointment for erosive lesions. 

(三) Oral antihistamine or sedative for itching. 

(四) Avoidance of further scratching or rubbing 

(五) May require antibiotics for bacterial infection 

(六) Oral antianxiety medications and sedation may be considered in certain  

    patients 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

(一) One study suggests that topical aspirin/dichloromethane is effective in  

patients with lichen simplex chronicus who have not responded to topical 

corticosteroids. 

(二) For topical corticosteroid unresponsive patients or those with lesions on thin 

skin, a few case reports and small studies have shown efficacy of topical 

immunomodulators tacrolimus and pimecrolimus. 

(三) A more investigational treatment for patients who fail conventional therapy 



is local botulinum toxin injections. 

 十一、癒後 Outcome 

(一) Lesions may clear completely. 

(二) Pruritus may resolve, but some mild scarring and pigmentary changes 

remain after successful treatment. 

(三) Relapse is more likely in periods of psychic stress or if previously affected 

skin is stressed by extremes of heat or humidity or by skin irritants or 

allergens. 

(四) In patients who do not comply with the treatment regimen and scratching 

cessation, lesions will not improve. 

 十二、住院天數 Length of stay 

    Most of patient with LSC is not needed to be admitted. 

 十三、出院計畫 Discharge Plan 

    Most of patient with LSC is not needed to be admitted. 

 十四、出院衛教 Discharge health education 

    Most of patient with LSC is not needed to be admitted. 

 十五、出院追蹤 Discharge Follow up 

    Most of patient with LSC is not needed to be admitted. 
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疾病名稱：Eczema  

ICD-10-CM：L30.8-L30.9 

壹、 前言 

一、適用範圍 Scope 

Eczema is a group of disorders which cause inflammation on skin. Eczema  

manifests as itchy erythematous scaly papules or plaques. The area of skin involved 

can vary from local to entire body. There are several types of eczema, including 

atopic dermatitis, contact dermatitis, dyshidrotic eczema, nummular eczema, 

seborrheic dermatitis, asteatotic dermatitis and stasis dermatitis. Many use the term 

dermatitis and eczema synonymously. Other use the term eczema to specifically mean 

atopic dermatitis. 

二、目的 Purpose 

簡介皮膚炎之臨床症狀與診斷要點，使一般非本科之醫師在處置皮膚炎患者 

時有所依憑。 

三、 指引使用者 The target users of the guideline 

家庭醫師、小兒科醫師、內科醫師、風濕科醫師。 

貳、 重要臨床準則 

 一、評估 Assessment 

    Diagnosis of eczema is usually made on history, symptoms and clinical finding. 

Skin biopsy may be performed in uncertain cases. Patch test is helpful in diagnosing 

contact dermatitis. 

 二、診斷依據 Diagnostic criteria 

(一) Atopic dermatitis: see chapter “Atopic Dermatitis” 

(二) Contact dermatitis: see chapter “Contact Dermatitis” 



(三) Dyshidrotic eczema: 

Based on history, symptoms and physical examination: 

1. Tense, deep-seated vesicles or bullae localized on the palms and soles 

and often on the lateral aspect of the fingers  

2. Intense pruritus 

3. Acute onset 

4. History of recurrence 

(四) Nummular eczema: 

1. Based on the clinical finding of round, coin-shaped, and highly pruritic 

lesions in a patient with diffusely dry skin.  

2. A skin swab for bacterial culture may be performed in patients with 

exudative or crusted lesions if infection with unusual organisms is 

suspected.  

3. Patch testing may be helpful in patients with recalcitrant 

disease and/or a history suggesting allergic contact dermatitis. 

(五) Seborrheic dermatitis: 

Based on clinical finding of well-demarcated, erythematous plaques with  

    greasy-looking, yellowish scales distributed on areas rich in sebaceous glands,    

    such as scalp, external ear, central face, upper part of the trunk and intertriginous  

    areas. 

(六) Asteatotic dermatitis: 

Based on clinical finding of scaling and superficial fissuring of the skin with  

    varying degrees of inflammation. Pruritus is common. 

(七) Stasis dermatitis: 

Based on clinical finding of erythematous, scaling and eczematous patches 

    or plaques on chronically edematous legs (acute form of stasis dermatitis may   



    present with severely inflamed, weeping plaques with vesiculation and crusting). 

 三、鑑別診斷 Differential diagnosis 

(一) Other inflammatory dermatosis: psoriasis, rosacea, vasculitis, skin 

manifestations of connective tissue diseases such as lupus or 

dermatomyositis 

(二) Cutaneous infection/infestation: tinea, candidiasis, scabies infestation 

(三) Cutaneous malignancy: mycosis fungoides (patch or plaque stage), 

extramammary Paget disease, Kaposi’s sarcoma (patch or plaque stage) 

 四、疾病（病理）分期 Disease and Pathology stage  

    None 

 五、臨床症狀 signs and symptoms 

(一) Atopic dermatitis: see chapter “Atopic Dermatitis” 

(二) Contact dermatitis: see chapter “Contact Dermatitis” 

(三) Dyshidrotic eczema 

1. Episodes of dyshidrotic eczema often start with pruritus followed by a 

sudden eruption of intensely pruritic vesicles on the palms, lateral and 

dorsal aspects of the fingers, or soles. In 70 to 80 percent of patients, 

only the hands are involved. The palms and soles are usually 

symmetrically involved, but in mild cases, vesicles develop only on 

the lateral aspect of fingers. The vesicles are typically deep-seated and 

multilocular; they may coalesce into large bullae in rare cases. Vesicles 

and bullae persist for several weeks, desiccate, and resolve with 

desquamation.  

2. Episodes may recur at intervals of three to four weeks for months or 

years and are more common in warm weather. Frequent relapses may 

result in chronic hand dermatitis, characterized by red, lichenified, and 



scaling patches or plaques with fissures. Severe episodes can affect the 

nail matrix and produce dystrophic nail changes such as horizontal 

ridging and color changes. Secondary infection, usually 

with Staphylococcus aureus, may occur.  

(四) Nummular eczema 

1. Nummular eczema typically presents with highly pruritic, round, 

coin-shaped patches of eczematous dermatitis ranging in diameter 

from 1 to 10 cm. In the acute phase, lesions are dull red, exudative, 

and crusted. Over time, they become more dry and scaly, occasionally 

with central clearing leading to annular lesions. 

2. The legs and the upper extremities are the sites most frequently 

involved. Involvement of the trunk is less common, but when present, 

the lower trunk is more likely to be involved than the upper trunk. If 

the face or neck is involved, alternative diagnoses should be 

considered. 

3. Nummular eczema is a chronic and relapsing disease. Days to months 

after resolution, apparently dormant lesions may become active again 

or new lesions may occur in adjacent areas.   

(五) Seborrheic dermatitis: 

Seborrheic dermatitis presents with erythematous, scaly patches located in  

    areas with a high density of sebaceous glands, such as the lateral sides of the  

    nose and the nasolabial folds, eyebrows and glabella, retroauricular folds, and  

    scalp. Less commonly involved are the chest, upper back, and axilla. Dandruff of  

    the scalp is a mild form of seborrheic dermatitis characterized by scaling with  

    minimal inflammation 

(六) Asteatotic dermatitis: 



Asteatotic eczema typically presents with scaling and superficial fissuring  

of the skin resulting in the so-called "dried river bed" appearance, with varying 

degrees of inflammation. In severe cases, the fissures can be hemorrhagic. 

Pruritus is usually present. The upper and lower extremities are the sites most 

commonly involved. 

(七) Stasis dermatitis: 

1. It typically presents with erythematous, scaling, and eczematous 

patches or plaques on chronically edematous legs. Acute forms may 

present with severely inflamed, weeping plaques, vesiculation, and 

crusting, often with bacterial superinfection. 

2. Allergic contact dermatitis (ACD) due to sensitization to topical 

preparations, dressings, and topical antibiotics is a frequent 

complication. Hyperpigmentation, due to dermal hemosiderin 

deposition, scaling, and potential development of lipodermatosclerosis 

occur in chronic forms. 

 六、發生率與盛行率 Incident and prevalent 

    Estimates of the prevalence or incidence of eczema are limited by the absence of 

validated diagnostic criteria as well as a grading scale of severity (except for atopic 

dermatitis): 

(一) Atopic dermatitis: see chapter “Atopic Dermatitis” 

(二) Contact dermatitis: see chapter “Contact Dermatitis” 

(三) Dyshidrotic eczema: the prevalence of hand dermatitis varies from 2 to 

8.9% of the general population. Dyshidrotic eczema accounts for 5 to 20% 

of all cases of hand dermatitis. The one-year prevalence of dyshidrotic 

eczema was estimated to be 0.5%. It occurs most commonly in young 

adults and equally among males and females.  



(四) Nummular eczema: prevalence of nummular eczema is approximately 0.2% 

in general population. Nummular eczema affects men more frequently than 

women. Most patients are over the age of 50, although individuals of any 

age can be affected. 

(五) Seborrheic dermatitis: it affects approximately 11.6% of the general 

population and up to 70% of infants in the first three months of life may 

have the condition. 

(六) Asteatotic dermatitis: it affects mostly in patients with old age, males are 

more frequently affected than females. Most cases present in the winter 

months, especially in areas where indoor humidity is decreased by heating. 

The exact prevalence and incidence is unknown. 

(七) Stasis dermatitis: prevalence of stasis dermatitis is around 5-7% in patients 

over the age of 65. 

 七、檢驗與其他檢查 Laboratory and other examination 

(一) Skin biopsy may be performed to assist in diagnosis in uncertain cases. 

(二) Patch test may be useful in diagnosis of contact dermatitis.  

 八、住院及出院條件 Admission and Discharge criteria 

(一) Admission criteria: 

patients with eczema who are erythrodermic or who have extensive severe 

skin disease resistant to outpatient therapy. 

(二) Discharge criteria 

the severe eczematous or erythrodermic lesions resolve or improve to a 

stabilized condition. 

 九、主要治療處置 Primary treatment and management 

(一) Lifestyle modification 



1. Identification and avoidance of the predisposing or exacerbating factors 

of eczema, especially those who have atopic dermatitis (wool, allergens, 

heat, sweat, emotional stress), contact dermatitis (culprit agents) and 

dyshidrotic eczema (heat).  

2. Soaps should be avoided as they tend to strip the skin of natural oils 

and lead to excessive dryness. 

3. Avoidance of scratching; use medication (see below) or ice-packing to 

relieve pruritus. 

4. Take on clothing designed to manage the itching, scratching and 

peeling. 

5. Take on gloves or clothes to isolate skin from contact with substance 

that may related to the development or flare-up of eczema, especially in 

those with contact dermatitis. 

6. Use of moisturizing agents or emollients may reduce eczema severity 

and lead to fewer flares. In children, oil–based formulations appear to 

be better and water–based formulations are not recommended. 

7. Cosmetic products or emollients that contain dyes or perfumes should 

not be used. 

(二) Medications 

1. Corticosteroids 

(1) If symptoms are well controlled with moisturizers, steroids may 

only be required when flares occur. Topical corticosteroid are 

effective in controlling and suppressing symptoms in most cases. 

For mild-moderate eczema a weak steroid may be used 



(e.g., mometasone furoate (@Elomet), betamethasone valerate 

(@Rinderone), hydrocortisone (@Ureson), while in more severe 

cases a higher-potency steroid (e.g., clobetasol propionate 

(@Clobesol), nerisone (@diflucortolone valerate), topsym 

(@Fluocinonide) may be used. Long term use of topical steroids 

may result in skin atrophy, acne-like eruption, striae and 

telangiectasia. Their use on delicate skin (face or groin) is therefore 

typically with caution. High-potency steroid or long-term use of 

steroid on face is not recommended.  

(2) Occlusive dressing with topical steroid at night largely enhances the 

cutaneous absorption of steroid and offers protection against 

patient’s unconsciously scratching during sleep. It can be performed 

in patient with eczema in moderate to high severity. 

(3) In severe cases, a short course of oral corticosteroids (prednisolone 

20mg per day) may be added, which usually bring about rapid 

improvement of the eczematous lesions. 

2. Antihistamine 

Oral antihistamine may add in controlling pruritus in some patients. 

      Sedative antihistamines, such as diphenhydramine or hydroxyzine, may be  

      tried in those who are unable to sleep due to eczema. 

3. Anti-fungal agents 

Infestation of Malassezia furfur is implicated in the pathogenesis of 

seborrheic dermatitis. Therefore, topical anti-fungal agents can be used 

to treat seborrheic dermatitis. 



4. Immunosuppressants 

(1) Topical immunosuppressants like pimecrolimus and tacrolimus can 

be use if cases who do not respond to or are not tolerant of steroids. 

Treatments are typically recommended for short or fixed periods of 

time rather than indefinitely.  

(2) When eczema is severe and does not respond to other forms of 

treatment, systemic immunosuppressants are sometimes used. 

Immunosuppressants can cause side effects and some require 

regular blood tests. The most commonly used are cyclosporin, 

azathioprine and methotrexate. 

(三) Light therapy 

Phototherapy, whether in the form of ultraviolet A or narrow-band  

    ultraviolet B, can relieve pruritus or even reduce the severity of cutaneous    

    inflammation in some eczema cases. 

(四) Treat underlying chronic venous insufficiency in cases of recurrent or 

recalcitrant stasis dermatitis 

 十、輔助或替代治療 Adjuvant /Substitute treatment 

    None 

 十一、癒後 Outcome 

    Except for contact dermatitis, other types of eczema are recurrent and chronic in 

nature. Identification and avoidance of the personized predisposing and exacerbating 

factors, if they exist, can largely reduce the frequency of disease flare-up. Rapid use 

of appropriate medicine, along with moisturization and avoidance of scratching, 

reduces the duration and severity of each episode. 



 十二、住院天數 Length of stay 

    Approximately 7-14 days. 

 十三、出院計畫 Discharge Plan 

(一) Continuing maintenance treatment: therapeutic regimen with tapering dose 

and frequency. 

(二) Arrange outpatient department follow up. 

(三) Monitoring therapeutic effect of maintenance treatment. 

 十四、出院衛教 Discharge health education 

(一) Prevention is better than treatment.  

(二) Lifestyle modification and good compliance to medical use are critical 

points in controlling eczema (see “Lifestyle modification” and 

“Medications” in “Primary treatment and management”) 

 十五、出院追蹤 Discharge Follow up 

(一) Arrange outpatient care with periodic follow-up 

(二) Patient Education 
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