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Episode 3: The Medicine Cabinet

A sufferer with ten years of eczema has a drawer full of half-used tubes, and every one of them is a story about something that helped for a while. This episode walks through that drawer shelf by shelf, from the moisturiser to the fifty-thousand-dollar injection, and for each shelf it covers what the treatment does to the biology from episode two, what the guidelines say, what it costs, and what the buyer believes about it. Two guideline documents anchor the episode. The first is the American Academy of Dermatology’s 2023 guideline on topical treatment of adults, led by Robert Sidbury, which received a focused update in 2025. The second is the 2023 guideline from the joint task force of the two big American allergy societies, the AAAAI and the ACAAI, led by Derek Chu and published in December 2023 in the Annals of Allergy, Asthma and Immunology. When you hear the phrase “the guidelines” in this course, it means these two.




Shelf one: moisturisers

Moisturisers are the foundation of every eczema plan, and they come in three working types. Humectants such as glycerin and urea pull water into the skin. Occlusives such as petrolatum, the main ingredient in Vaseline and Aquaphor, sit on top and slow water loss. Emollients such as plant oils and fatty alcohols fill the gaps between skin cells and soften. Most products mix all three. The ceramide creams that dominate pharmacy shelves, CeraVe being the biggest, add ceramides on top of this base, and a smaller group of products uses what researchers call a physiological lipid mixture, with ceramides, cholesterol and free fatty acids in roughly the proportions found in healthy skin.

The evidence for moisturisers in established eczema is solid. A Cochrane analysis published in 2017 by Esther van Zuuren and colleagues pooled dozens of trials and found that moisturisers lengthened the time to the next flare, reduced the number of flares and reduced the amount of steroid cream people needed. That same analysis did not find that any one moisturiser clearly beat the others. Ceramide-dominant creams make good biological sense, and some small trials are encouraging, but the evidence that they outperform a plain, well-made moisturiser is thin. That matters for Phoilex, whose second philosophy rests on putting ceramides back.

The guidelines give moisturisers a strong recommendation for adults. The two big prevention trials, BEEP in the United Kingdom with one thousand three hundred and ninety-four high-risk newborns and PreventADALL in Norway and Sweden with two thousand three hundred and ninety-seven, both found that daily moisturiser from birth did not prevent eczema, and BEEP found a small rise in skin infections. So moisturisers treat and stabilise eczema without preventing it, and a better barrier is necessary without being sufficient on its own.

The buyer’s relationship with this shelf is complicated. She has bought many of these products, she believes they only manage the disease, and in our competitor research the tallow sellers have built an entire villain out of the crowded bathroom counter. A small number of people in the steroid withdrawal community go further and stop moisturising altogether, a practice called moisture withdrawal or no moisture treatment, and one young woman in our long video corpus said she thought she had developed “moisturiser addiction.” Phoilex’s villain inventory counted one thousand eight hundred and ninety-two mentions of moisturising in the corpus, the most of any practice.




Shelf two: topical steroids

Topical corticosteroids, usually just called steroid creams, are synthetic versions of cortisol, the body’s own anti-inflammatory hormone. They work by entering skin cells and switching down the production of inflammatory messengers, and they are fast and effective. In the United States they are graded into seven potency classes, from class seven, the weakest, which includes over-the-counter hydrocortisone at one percent, up to class one, the superpotent group, which includes clobetasol propionate. Between them sit the workhorses such as triamcinolone at one tenth of a percent. The strongest classes are hundreds of times more potent than hydrocortisone by the standard skin-blanching test. Ointments are generally stronger than creams of the same drug, and the thin skin of the face, eyelids, armpits and groin absorbs far more, so doctors use the weakest classes there.

The standard dose unit is the fingertip unit, the amount squeezed from a standard tube along the last joint of an adult’s index finger, which is about half a gram and covers an area the size of two adult palms. Many patients use far less than this because they have been told to use it sparingly, and under-dosing is one of the quiet reasons treatment fails.

The guidelines recommend topical steroids strongly. The allergy societies’ guideline suggests applying mid to high potency steroids once a day for flares rather than twice, and strongly recommends maintenance treatment, which means continuing a low or mid-potency steroid, or a calcineurin inhibitor, on the usual sites a couple of times a week after the flare clears. This maintenance approach is called proactive or weekend therapy, and it is the single most important idea in this episode for understanding the valley in episode five. In a 2003 trial in the British Medical Journal by John Berth-Jones and colleagues, three hundred and seventy-six patients were treated to clearance, and those who then used fluticasone twice a week stayed flare-free for more than sixteen weeks on average, against about six weeks for those on moisturiser alone. A 2011 meta-analysis by Jochen Schmitt found that proactive fluticasone cut the relative risk of relapse to about forty-six percent of the comparison, meaning roughly half the flares, and later pooled analyses landed in the same place.

The side effects are real and well described. With repeated use of potent steroids on the same skin, especially thin skin, the skin can thin, a change called atrophy, with fine wrinkling dermatologists describe as cigarette paper, visible small blood vessels, easy bruising, and stretch marks, which are permanent. Mild thinning usually reverses in weeks after stopping. A 1995 study by Haapasaari found that a potent steroid applied twice a day for one week cut collagen production in healthy volunteers’ skin by about two thirds. A Danish registry study of more than seven hundred thousand adults, published by Alexander Egeberg in JAMA Dermatology in 2021, found a small dose-related rise in osteoporosis and fracture risk with very high cumulative use of potent steroid creams. Steroids on the face can cause perioral dermatitis and a rosacea-like rash. Systemic absorption enough to affect the body’s own hormone axis is uncommon and mostly seen with large areas, potent agents, occlusion or young children.

Then there is topical steroid withdrawal, which episode four covers in depth. In short, some people who stop after long, frequent use of moderate to potent steroids develop a severe reaction of burning, spreading redness, peeling and heat that differs from their original eczema. The British medicines regulator acknowledged it in a formal evidence assessment in 2021, and its frequency is still unknown.

The buyer’s relationship with this shelf is the core of our market. Steroid fear, which the literature calls corticophobia, is widespread. A 2017 systematic analysis in JAMA Dermatology by Albert Li and colleagues found it in anywhere from twenty-one to almost eighty-four percent of patients and caregivers across sixteen studies, and where adherence was measured, the fearful were far more likely to skip treatment, forty-nine percent against fourteen percent in one study. Google’s autocomplete shows the fear as its own vocabulary: should I stop using steroid cream, steroid cream thinning skin, steroid cream addiction, steroid cream rebound. Phoilex’s search pull counted four hundred and sixteen strings in that cluster out of two thousand nine hundred and seventy-three.




Shelf three: the non-steroid prescription creams

The first non-steroid prescription creams for eczema were the topical calcineurin inhibitors: tacrolimus ointment, sold as Protopic and approved in 2000, and pimecrolimus cream, sold as Elidel and approved in 2001. They calm the immune response through a different route from steroids, they do not thin the skin, and they are especially useful on the face and eyelids. They often burn or sting for the first several days. In 2006 the FDA added a boxed warning about a theoretical cancer risk, based on animal studies and rare case reports, and later long-term monitoring of children has not shown a clear increase in cancer. That warning is printed on the box, and Phoilex’s villain inventory counted six hundred and twenty-three mentions of these drugs, many of them from people who were handed the cream as the safe alternative to steroids and then read the label.

The next wave arrived in the last decade. Crisaborole, sold as Eucrisa from 2016, blocks an enzyme called phosphodiesterase four, is gentle, and is modestly effective, with stinging a common complaint. Ruxolitinib cream, sold as Opzelura, is a topical JAK inhibitor approved in 2021 for people twelve and over and extended to children from two years old in September 2025, it works quickly on itch, and it carries the class boxed warning for JAK inhibitors with limits on how much can be used. Roflumilast cream at fifteen hundredths of a percent, sold as Zoryve, another phosphodiesterase four blocker, was approved for eczema in July 2024 for ages six and up. Tapinarof cream, sold as Vtama, which works through a receptor called the aryl hydrocarbon receptor, was approved for eczema in December 2024 for ages two and up. For chronic hand eczema specifically, delgocitinib cream, sold as Anzupgo, was approved in July 2025. The 2023 Academy guideline gives strong recommendations to calcineurin inhibitors, phosphodiesterase four inhibitors and topical JAK inhibitors.

These creams matter for you in two ways. First, steroid-free has stopped being unusual even inside the pharmacy, which is part of why our research says that the phrase steroid-free is table stakes. Second, many of these products are expensive and often require insurance approval, which keeps many patients cycling between steroids and over-the-counter products anyway.




Shelf four: the antiseptic and bath shelf

Dilute bleach baths, about half a cup of ordinary household bleach in a full bathtub of water, aim to reduce staph on the skin. The allergy societies’ guideline suggests them as an add-on for moderate to severe eczema and suggests against them for mild disease. Pooled studies find that bleach baths reduce severity, and some find plain water baths do nearly as well, so the effect may come partly from the soaking itself. The Academy guideline gives a conditional recommendation against topical antimicrobials and antiseptics in general when there is no clear infection. Phoilex’s corpus counted two hundred and two mentions of bleach baths, and several parents in our own ad comments list them among the many things they tried. Wet wraps, where a damp layer of clothing or bandage goes over moisturiser or steroid, are an intensive treatment for severe flares, often in children, and parents describe them as exhausting nightly work.




Shelf five: antihistamines

Antihistamines are the most common thing sufferers take for itch and among the least useful. As episode two explained, eczema itch is mostly not driven by histamine. The Academy guideline gives a conditional recommendation against using antihistamines to treat eczema, and the allergy guideline agrees, with the sedating kind sometimes used briefly for sleep. Benadryl’s anti-itch gel still sells forty to fifty thousand units a month on Amazon by third-party estimates. The corpus holds three hundred and seventy mentions of antihistamines, and many of them come from people who take one every night and blame themselves when they still scratch.




Shelf six: phototherapy and the old systemic drugs

Narrowband ultraviolet B phototherapy, given two or three times a week in a clinic, is effective for moderate to severe eczema, and it explains a pattern you will see in our comments: people who report that summer sun or a tanning bed helped them. One commenter wrote that the only thing that ever helped him was tanning twice a week, which took five months to work. The guidelines do not endorse tanning beds, because of skin cancer risk, but the sun effect is real biology.

Before the biologics, severe eczema was treated with oral immunosuppressants: cyclosporine, methotrexate, azathioprine and mycophenolate. They work but carry risks that require blood monitoring. Oral steroid bursts such as prednisone clear eczema quickly, but flares often return fast and hard when the course ends, and guidelines recommend against them for routine eczema. Phoilex’s villain inventory names the prednisone taper as part of the steroid story.




Shelf seven: the biologics

Dupilumab, sold as Dupixent, changed eczema treatment when the FDA approved it in March 2017 for adults with moderate to severe disease. It is an injected antibody that blocks the shared receptor for interleukin four and thirteen, the central type two signals, and it was extended over the following years to adolescents, to children from six, and in June 2022 to children from six months old. It is given every two weeks for adults after a loading dose. In trials, roughly a third to four in ten adults reached clear or almost clear skin on Dupixent alone at sixteen weeks, more when combined with topical steroids, and itch improves quickly. Its best-known side effects are eye inflammation, especially conjunctivitis, and a red rash on the face and neck in some patients. It does not suppress the immune system broadly, so it needs no routine blood tests.

The price is the obstacle. Dupixent’s list price was about four thousand one hundred and ninety-three dollars per carton of two injections in January 2026, which makes roughly fifty thousand dollars a year at list price, and insurers usually require patients to show that cheaper treatments have failed first. Patient assistance programmes can bring the cost to near zero for those who qualify, and the paperwork is a commonly reported burden. In Phoilex’s market map, cost appears in one hundred and thirty-five corpus items, and fifty-eight of them sit on the Dupixent doorway, the highest of any door.

Three more biologics have followed Dupixent onto the market. Tralokinumab, sold as Adbry and approved in December 2021, and lebrikizumab, sold as Ebglyss and approved in September 2024, block interleukin thirteen. Nemolizumab, sold as Nemluvio, blocks the interleukin thirty-one receptor and was approved for prurigo nodularis in August 2024 and for eczema in December 2024. Google’s autocomplete already shows the comparison stage: which is better, Dupixent or Ebglyss, Dupixent or Nemluvio, Dupixent or Rinvoq.

The buyer’s view of this shelf is split. Some of the most grateful voices in our own ad comments are Dupixent users; one wrote that after nine years on it she would call it a miracle, and that it is not a steroid. Others describe allergic reactions or eczema returning harder after stopping. The phrase from our corpus that captures the hesitant middle is the woman who can get it and does not want to inject herself for skin. Phoilex’s market map calls this sub-avatar insured but scared.




Shelf eight: the JAK pills

Upadacitinib, sold as Rinvoq, and abrocitinib, sold as Cibinqo, are pills that block Janus kinases inside immune cells. Both were approved for eczema in January 2022, and both are among the most effective eczema treatments ever tested, with fast itch relief. They carry a boxed warning covering serious infections, death, cancer, major heart events and blood clots, carried over from a large safety study of a related drug in older rheumatoid arthritis patients. Phoilex’s villain inventory counted three hundred and sixty-two mentions of these pills and phrased the flip as the eczema pill with five FDA warnings.




Shelf nine: the diet and supplement shelf

This shelf belongs to the market more than to medicine. The allergy societies’ guideline recommends against elimination diets for eczema, with or without allergy testing. A 2022 meta-analysis led by Paul Oykhman, pooling ten randomised trials with five hundred and ninety-nine participants, mostly young children, found that elimination diets may produce a slight, potentially unimportant improvement in mild to moderate eczema, at low certainty, and raised concern that avoidance can increase the risk of a true food allergy developing. Allergy tests make this worse, because a positive skin prick or blood test often reflects sensitisation, meaning the immune system has noticed the food, without meaning the food causes symptoms.

Probiotic evidence is mixed. Older Cochrane work found little or no benefit for treating established eczema, while a 2024 European allergy society meta-analysis of twenty trials in children found a meaningful drop in severity scores with probiotics, which its authors described as a consistent trend that falls short of a settled conclusion. Oral vitamin D has produced conflicting results, with some trials, including one in Mongolian children with winter-worsening eczema, showing benefit and others none. Fish oil, evening primrose oil and borage oil have mostly failed in trials. Our corpus shows how heavily people lean on this shelf anyway, with four hundred and five mentions of probiotics and gut protocols and three hundred and eighty-seven items blaming diet.




Shelf ten: the natural topicals

The last shelf is where most direct-response sellers live. Colloidal oatmeal has the strongest standing: it is an FDA-recognised skin protectant under the over-the-counter monograph, with real anti-itch and anti-inflammatory compounds called avenanthramides, and that monograph status is what lets a product legally say it temporarily relieves itching due to eczema. Licorice has a small double-blind trial from 2003 in sixty patients, in which a two percent gel of glycyrrhetinic acid reduced redness, swelling and itch more than a one percent gel over two weeks. Manuka honey has only small pilot studies. Topical CBD has no credible controlled trials for eczema. Tallow, the biggest seller by volume, has no eczema trials at all, though it is a fatty occlusive moisturiser and plausibly helps dry skin like one. Coconut oil showed antibacterial effects against staph in one small trial, and sunflower seed oil supports the barrier while olive oil appears to weaken it. Castor oil, black currant seed oil, apple cider vinegar and essential oils circulate widely on YouTube with little evidence, and vinegar and essential oils can irritate broken skin.




How the shelves map onto the buyer

When you lay out the shelves this way, the buyer’s experience makes sense. The things that work best on the biology, steroid creams, the newer prescription creams, biologics and JAK pills, are either feared, expensive, or both. The things that feel safe, moisturisers, natural balms and supplements, help at the edges and are bought again and again. The mainstream fix for the relapse problem, proactive maintenance, uses the very shelf she fears most, and almost nobody explains it to her in a way she believes. That gap between what works and what she will use is the economic space every steroid-free brand, Phoilex included, is selling into. Episode four follows her through the shelves in the order she actually meets them.


