
Occupational Hand Dermatitis: Emollient-rich cream for several days, then resume use of ABHR

Aggressive adherence to hand hygiene is profoundly important to reducing nosocomial infections in both the inpatient and 
outpatient settings. Dermatology practices encompass several unique features that support the importance of hand hygiene: 
high patient volume; prevalence of patients with impaired skin barrier function; and performance of intraoffice procedures. 

Many reasons cited for low hand hygiene compliance are successfully addressed with the use of alcohol-based hand rubs 
(ABHR). Compared to hand washing, ABHR is more accessible, easier to use, require a short time for utilization, are less 
drying and irritating to the skin, and may be used while facing and speaking with the patient. Many patients are attuned to 
the performance of hand hygiene by healthcare staff; they prefer to witness the physician perform hand hygiene, thus 
reinforcing the commitment to the patient’s health. Performance of hand hygiene before entering the patient room presents 
opportunities for contamination from the door handle or other fomites before initiation of the physical examination. 

Several studies have demonstrated equivalence or superiority of ABHR to hand washing in reducing aerobic and anaerobic 
bacterial flora. Of note, alcohol demonstrates limited efficacy in eradicating bacterial spores such as Clostridium difficile; 
thus, traditional hand washing should be utilized in caring for patients with a C difficile infection. In addition, ABHR causes
significantly less irritation than standard hand washing. Solely relying on gloves may increase maceration of the hands, and 
bacterial flora may proliferate under the gloves. 

Allergic contact dermatitis to ABHR is very rare; the content of the hand rubs varies among commercial brands.

Low-grade irritant contact dermatitis (ICD) from hand washing may significantly impair adherence to ABHR use, as the 
alcohol may cause stinging and burning in associated small fissures. Such patients often enter a vicious cycle: avoiding 
ABHR use (as it is perceived as “too strong”); increasing hand washing, which further exacerbates the ICD; and increasing 
glove utilization. Hand washing before or after ABHR further compromises the barrier function of the hands and removes 
the emollients in the rub which improve skin hydration.

Successful implementation of ABHR in patients with ICD involves the following:
• Optimization of skin barrier function prior to initiating ABHR use: lipid-rich emollients for mild cases, short course of 
topical corticosteroids for more severe cases.
• Selection of an emollient-containing ABHR product to maximize skin hydration 
• Utilization of a multimodal approach to hand hygiene (Messina et al. J Am Acad Dermatol. 2008;59:1043-1049)

ABHR used: before patient contact; after contact with intact skin/mucosal membranes or soiled wound dressings; when 
moving from a contaminated to a clean site on the same patient; or after contact with environmental surfaces near the 
patient

Hand washing with antiseptic soap used: after visiting the restroom; before eating; or when hands are visibly soiled by 
blood or body fluids.


