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Scope of Talk

General principles

Topical steroids

Topical anti-fungals

Topical therapy for psoriasis



Genral principles

• Formulations

• Quantity of application



???









Quantity of application

• 0.05 to 0.1 mm in thickness

• Thicker layer does not result in 
additional therapeutic benefit



Quantity of application

• 1 FTU (fintertip unit) ~ 0.5 g

• 0.5 FTU (0.25 g) for 1 flat hand area

5 mm





Topical steroids
How to choose it ???



Topical steroids
Indication



Potency



In our hospital

Class 1

Class 2

Class 3



Class 4

Class 5

Class 6

Class 7



Regional



Prescribing steroids



Prescribing steroids

Indication

Disease 
responsiveness

Location

Potency



Example 1



Dyshidrotic 
hand eczema

Disease responsiveness ??

Location.....

Choose.......





Example 2



Seborrheic dermatitis
Disease responsiveness

Location

Choose....





Principle when 
initiating steroids

• Initiate lowest potency to sufficiently control 
disease

• Highly responsive dz = weak steroid

• Less responsive dz = medium/high steroid 

• When large surface area involved,                   
Rx with low to medium potency preparation 
is recommended



• Highly potent steroid should be used 
for short period (2-3 week) or 
intermittently

• Once disease control is partially 
achieved : switch to less potent, 
reduce frequency of application 



AVOID !!!

• Infection

• Ulcer

• Atrophy



Topical anti-fungals



Topical anti-fungals



Imidazole group



How to apply anti-fungals?

Include normal skin for a radius of  2 cm

Should be continued at least 1 week after 
lesion resolved

Tinea corporis/cruris : 2 week

Tinea pedis : 4 week



Allyllamine group
Terbinafine is 2-30 times more 
potent than azole antifungal agents 
against common dermatophytes in 
vitro.

Limited evidence suggests that 
topical allylamine may be preferred 
over topical imidazoles for cetain 
dermatophyte infection

The mycologic cure rates are 
significantly higher a month after 
treatment has stopped



Application



Nystatin
Indication

Mucocutaneous candidiasis

Caused by C.albicans

Other susceptible species: 
C.parapsilosis, C.krusei, C.tropicalis

Not effective : Dermatophyte, 
Pityrosporum



Dosing

400,000-600,000 unit PO qid

Swish in mouth several min 
swallow

Duration : 2 week



Tolnaftate

Dermatophyte: Less efficacy than 
topical imidazole, allyllamine

Ineffective for candidiasis



Dx and Rx



Dx: onychomycosis

Rx: systemic anti-fungal



Indication : 
systemic anti-fungals

Superficial fungal infections: widespread, 
severe or resistant to topical antifungals

Onychomycosis

Tinea capitis

Deep fungal/Systemic fungal infections



Topical nail antifungals

• 5% w/v amorolfine 
in the form of 
hydrochloride

• Treatment can take 
6-12 months



Once a week



Topical therapy for 
psoriasis



1. Topical steroids



2. Vitamin D analogues

Calcipotriol + betamethasone 
dipropionate

Calcipotriol



Vitamin D analogues

Inhibiting proliferation and 
promoting differentiation of 
keratinocytes

Immunomodulatory actions such as 
decreasing production of 
inflammatory mediators 



Vitamin D analogues



Side effects

Most common side effect: irritation, 
burning and stinging at the 
application site

Limits the use of vitamin D 
analogues on the face and in 
intertriginous areas



Vitamin D analogues

Calcipotriol + betamethasone 
dipropionate

Calcipotriol



3. Tar (LCD)

Liquor carbonis detergens is a 
distillate of crude car tar

Typically used in concentrations of 
3%-10%.



Tar
Coal tar is thought to suppress DNA 
synthesis, which may lead to 
normalization of epidermal 
differentiation in conditions such as 
psoriasis. 

It appears to have anti-
inflammatory, antimicrobial and anti-
pruritic effects



Disadvantages

Unpleasant odor, messiness and 
staining potential

Acneiform eruptions, folliculitis and 
irritant contact dermatitis



Disadvantages

Tar has been implicated as a potential 
carcinogen

However, the evidence that topical tar 
formulations used in the treatment of 
skin disease result in an increased risk 
of skin cancer is inconclusive



Other topical Rx for 
psoriasis

Anthralin : 2nd line Rx

Calcineurin inhibitors : facial, flexural 
psoriasis 

Tazarotene : Not available, 2nd line Rx



Topical calcineurin 
inhibitors (TCI)

Tacrolimus 0.1%, 0.03% (Protopic) Pimecrolimus 1% (Elidel)



• Drug prevent calcineurin 
from dephosphorylating 
NFAT inhibit nuclear 
translocation

• Decrease T cell 
proliferation

• Reduced inflammatory 
cytokine production



Indications
Tacrolimus (ointment) 

• 0.1% ---> 15 yr

• 0.03% - 2-15 yr

• Moderate to severe atopic

Pimecrolimus (1% cream)

• 1% - > 2 yr

• Mild to moderate atopic



Off-label use



Complications



Risk & Precautions
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TREATMENT 
OF PATIENTS 

WITH 
LIMITED 
DISEASE



Sample case
A 25-year-old woman with a several-year history of 
psoriasis

Recently she has noted significant worsening with the 
onset of colder weather

Previous treatments include coal tar and 2.5% 
hydrocortisone cream with limited response.

Her psoriasis now involves multiple areas of her body 
including the trunk and all 4 limbs.



BSA involved with psoriasis is 4%. 
The scalp, nails, and mucosal surfaces are uninvolved. 

There is no evident of joint inflammation.



In this patient
A potent topical corticosteroid ointment was initially 
prescribed for use on her elbows, knees, and back 
plaques, with slow reduction in frequency of use during 
a 4-week period and the introduction of a vitamin D 
agent once adequate clearing was obtained.

Medium-potency topical corticosteroid ointment was 
used for 2 weeks for her intertriginous psoriasis, 
followed by maintenance therapy with topical 
tacrolimus ointment



Thank you


