Women and Eczema

Eczema disproportionately impacts women, often leading to lower self-esteem and a disruption
in work, caregiving, and daily activities. Consistent skin care, avoidance of triggers, and
individualized treatment are key to managing the condition and any flares successfully.

Why It Matters

« About one in eleven women may experience eczema in her lifetime.

« Eczema is more prevalent in women than men and is associated with lower self-esteem and disruptions
in work, caregiving, and daily life.

« Among those with the most common form of eczema, atopic dermatitis (AD), onset often occurs after
age 16, indicating that it is not solely a childhood condition, as is often believed.

« Unique risks: Hormonal, occupational, and lifestyle factors can affect onset, severity, and duration.

« Impact beyond the skin: Eczema can affect mental health, intimacy, work productivity.

« Eczema has aripple effect on families. Women, often primary caregivers, face undue stress when
managing a child with eczema—from sleep loss to the emotional and physical toll of addressing the child’s
distress.

« Women, especially women of color, may face delayed diagnosis and slower response to treatment. They
should be prepared to advocate for themselves when needed.

« Consider hormonal changes, occupational exposures, and psychosocial factors.

» Provide holistic care—address both physical and emotional concerns.

 Tailor care to life stage.

» Most often occurs on the face, hands, neck, nipples, inner elbows, and behind the knees, but may
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appear anywhere on the body.

« AD follows a chronic, relapsing course of months to years.

» Appearance varies by skin tone: red, gray, brown, or purple. Women of color may be
underdiagnosed since eczema may not appear red.

« Acute presentation: intensely itchy, raised bumps (papules) and blisters that may ooze or crust.

» Chronic presentation: dry, scaly, or cracked skin with thickened, “leathery” patches from
scratching.

« Itching often worsens at night.

« Common areas: face, hands, neck, inner elbows, behind knees. Chronic hand eczema is twice as
common in women, likely due to frequent handwashing, protective glove use, and chemical
exposure.

o Symptoms may flare during pregnancy, menstruation, or menopause.

« Mild disease: intermittent flares with spontaneous remission.

» Moderate to severe disease: rarely clears without treatment.

. Influenced by genetics,immune system changes, and environmental factors (e.g. pets,
pollen).

. Family history increases risk.

. Often associated with asthma and allergies (the “atopic triad®).

. Stress,irritants, allergens, and climate changes can trigger flares.
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Eczema may arise or worsen during peak life stages. Hormonal changes may intensify
symptoms during menses, pregnancy, or menopause.

Puberty
. Hormone surges (estrogen, progesterone, androgens) may trigger new-onset eczema,
flares, or recurrence of at
. Lesions may appear more inflamed and sometimes overlap with acne.

Pregnancy

. Hormonal shifts may lead to first-time outbreaks, recurrence, or worsening of eczema—
sometimes called atopic eruption of pregnancy. Eczema may become widespread or
atypical, complicating diagnosis.

. Up to 50% of women with preexisting atopic dermatitis experience worsening, while others
improve. Contact dermatitis is also common. For nipple irritation, an infection should be
ruled out.

. Frequent hand washing for newborn care may exacerbate symptoms.

Menopause
. Declining estrogen impairs barrier function, increases dryness (xerosis), delays healing, and
may unmask or worsen AD.
. Women often present with prominent dryness and pruritus resembling a steatotic eczema.
. Increased risk of contact dermatitis and varicose eczema due to venous changes.

There is no cure for eczema, but symptoms can be managed with daily care and
medical treatments.

Daily Care Recommendations
. Focus on lifestyle management and trigger avoidance.
. Keep skin hydrated with ointments or creams (preferable to lotions).
« Apply moisturizers after bathing and at least twice daily.
. Avoid common triggers: hot showers, excessive washing, sudden temperature changes
(e.g, cold/dry air), harsh soaps, and detergents.
Treatment Options
. Topical corticosteroids (preferred short-term).
. Non-steroidal topicals (eg, calcineurin inhibitors).
. Moderate to severe cases (ie, phototherapy, biologics, JAK inhibitors.
. Discuss the teratogenic potential of systemic treatments for individuals who are pregnant,
planning pregnancy, or breastfeeding.
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This information is intended as general guidance. Always discuss your individual care
and treatment needs with a healthcare professional.
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