Pathway 7 to Self Care support: rash

This pathway suggests an approach that a practice team might take for supporting the self care of rash to patients registered with their practice, as part of the shift in emphasis towards supporting self care and away from over-reliance on medical care.

The start

We start from a patient’s perspective. You could organise a team meeting in your practice to carry out any or all of the following:

· Work through the detailed scenario observing the sort of issues and discussion that the fictional practice team progress through here

· Discuss how your team would respond to the patient story given here

· Take an example case of a patient with a rash from your own practice (anonymising the patient’s identity in the team discussion as appropriate). 

If you do not know enough about the self care of rashes for completing the problem based learning, learn more about the range of self care options. If you are a clinician, read through the clinical summary about supporting the self care of rashes in the second part of this pathway, before you start the problem based exercise.

	Mother’s story 7.1 

“Megan is three years old now. When she was little, she had this rash on her face and some patches on her chest. First the health visitor said it was because she had a virus infection, then when it didn’t go away when her cold had cleared up, she said it was just dry skin and to stop using soap, but I could see it came up in red patches. Then she started scratching a lot, so I took her to the doctor’s. The GP said Megan had mild baby eczema and to use a cream, an emollient she called it. That made it worse, so I talked to the pharmacist in the chemist’s where I got the prescription and he suggested a different cream. When I went back to the GP, she seemed quite happy to just give me that one instead. I had lots of questions and I wasn’t very happy when the GP suggested I talk to the health visitor – you have to wait for hours in that baby clinic. Megan’s skin did get better for a while, but flared up from time to time, especially whenever she had an infection like a cold or if she had a temper tantrum, so I try and keep her cool. Whenever I went to see the GP, I was offered a different cream. I didn’t think they knew what to do, so I asked to see a skin specialist. The GP tried to put me off and I had to wait ages for an appointment. Then it was a waste of time, the specialist just glanced at Megan’s skin and told me he would write to the GP with suggestions. When I went back to see the GP, they were all things I had tried before. Now I just carry on with the cream and oil that suit her best, but I would really like to talk to someone who knows what to do and whether Megan will always have to suffer like this. 

(Note: the parent in this scenario understands some of the triggers and tries to Prevent them, has tried emollients for Relief of symptoms and Awaiting resolution of her daughter’s symptoms, who was to some extent Tolerating the symptoms)


	Consider Tool 10 on team building


Your project team

You might want your team to discuss alternative options for supporting the self care of rashes as in this example to include:
· reception staff

· practice manager

· GPs

· practice nurses 

· health care assistants

· district nurses

· pharmacist

· health visitor

· patient representative 

You could use a checklist as in Table 7.1 to record who is involved and in what way. 

	Consider Tools 1, 3,4,5,6, or 8 for your teamwork and discussions


Team discussions considering the mother’s story 7.1

In this scenario, discussion between the fictional practice team members reveals:

· None of the doctors or nurses has any special interest or training in dermatology. Two of the health care assistants and three of the receptionists have children with mild to moderate eczema and practical experience in dealing with it, but the health care assistants have little contact with that age group in the surgery and the receptionists cannot give clinical advice.

· The health visitor feels that she has expertise in advising parents and carers about mild to moderate eczema, but that her workload is too large for her to increase her input. She is aware that parents and children wait for long periods in the baby clinic. The demand is erratic so it is difficult to make a case for another health visitor to be at the clinic, and she feels she spends a lot of her time weighing and measuring babies and filling in all the paperwork.

· The district nurse said she and her colleagues had lots of elderly people with eczema or dermatitis. They recommended (and applied) creams, but found that prescriptions were often not available from the practice because the patient had not been seen for their skin complaint.

· The receptionists would like to be able to recommend some self care leaflets and information to parents and patients.

· The GPs feel that parents, carers and patients do not follow the instructions they are given about emollients, but stop using them and then return with recurrences. They complain that people seem to regard eczema as something that can be cured and are dissatisfied with anything less. Parents and carers often ask for referral, but the doctors are aware of the long waiting lists for dermatology. They feel referring mild eczema prejudices their ability to get a rapid opinion when clinically indicated, e.g. for a herpes super-infection or severely affected patients.

· The pharmacist has observed that many customers ask for advice on suitable creams. Although he is familiar with the range of emollients and steroid medication, he feels less sure about other management, or about how the practice manages eczema. He also comments that patients are often given quite small amounts of creams or ointments and that some standardisation of amounts would be more efficient for the practice and the patients.

· The receptionists involved in organising prescriptions agree that patients often come in to ask for further supplies, saying that they have too little to cover the area involved unless they only use it occasionally.

· The patient representative feels patients, parents and carers are given too little information about eczema. She points out that people with eczema are anxious and unlikely to take in much verbal information; there must be some written information available.

· The practice manager is concerned about the number of possibly unnecessary repeat appointments and referrals because of poor clinical management. She feels that patients, parents and carers are not getting a good enough service.

	Consider any of Tools 2,3,4,5, 6,7,8,9, or 11 for your action planning


What you do next might include:

· Arrange a meeting for  members of the project team to look at ways that the self care of patients with eczema can be improved.

· The practice manager has found that there are one day multidisciplinary courses arranged between the dermatology department and the primary care trust (PCT). They agree to approach the PCT to put on a multidisciplinary course on eczema on one or two of the training half days for all practices.1,2 As the practice is closed for these half days, everyone will able to attend without loss of patient services.

· The GP who leads on minor surgery agrees to include dermatology in his learning plan over the next two years. He feels this will help with the diagnosis of skin lesions he is removing and give him more expertise in skin conditions when teaching medical students and GP registrars.2 He can then act as an expert resource in the practice and run some in-house training.

· The education lead in the practice has identified guidelines for the management of eczema produced by the Primary Care Dermatology Society and British Association of Dermatologists.3 She has added them to the guidelines available on the computer.  She suggests that the practice team has a meeting to discuss how to use the guidelines once everyone has attended the training course. In the meantime, those responsible for providing treatment can consult the guidelines to establish how their own management compares.

· The practice manager shows the meeting the flow charts from NHS Direct.4 She points out that the flow chart on itchy rashes does not mention self care for eczema, although this was the most common consultation for any skin condition in the practice.2  She and the senior receptionist will prepare a display for the waiting room to publicize these flow charts. 

· The education lead also tells the project team that the PCT is trying to set up a clinic led by a GP with a special interest (GPwSI) in dermatology. They agree that this would be useful as an expert resource but that the practice needs to tackle the treatment of mild to moderate eczema that does not require referral.

· The health visitor will approach her manager to see if she can attend the course on eczema. She has heard of nurse-led clinics managing childhood eczema run by a health visitor, but is unsure where or how referrals are arranged. She will ask her manager for more information and pass it on.5,6 

· The district nurses would also like to attend the course on management of eczema and will approach their manager. 

· The doctors and practice nurses agree to print out the Prodigy leaflet7 on eczema for patients and carers. The practice manager will check that all printers are set up correctly for this.

· The pharmacist will draw up a list of emollients with sizes available and the relative costs of each.8 The project team, including the district nurse and health visitor, will draw up a shortlist of preferred preparations and these will be recommended in turn, as trial and error are often needed to establish what best suits someone’s skin. The list will include suggestions of suitable amounts to prescribe to permit frequent application.  

· The pharmacist undertakes to counsel patients and carers about topical steroid use, as it is recognised that many people fear side effects. 

· The pharmacist will take a copy of the guidelines as they are at present, and the practice will supply him with any amended version, so that all are giving the same advice. 

· The practice manager and pharmacist will identify funding to purchase copies (at nominal cost) of the patient information leaflet on atopic eczema mentioned in the guidelines,3 so that the pharmacy and receptionists can supply them to patients, parents and carers.

· The practice manager will discuss putting in some health care assistant time into the baby clinic, with the health visitor and her manager. After training, the health care assistants could help with advice on eczema management and also reduce the amount of time the health visitor spends on routine work such as weighing, measuring and data entry. 

	Consider either Tool 8 or 11 for determining resource and skill needs


What extra resources might this require?

· Time for meetings and for training.

· Protected time for the practice manager to arrange meetings and training, monitor and support the introduction of the changes, and identify funding for leaflets. 

· Time for all the practice team to learn more about supporting the self care of mild to moderate eczema and attend the necessary meetings.

· Time for the receptionists to learn about the NHS Direct flow charts on rashes.

· Time and study leave for the GP who will become the practice lead on dermatology.

· Time during consultations to consult the guidelines as required and to print out and go through the advice leaflets.

· Funding for leaflets, storage and identification of nominated persons to ensure a ready supply for issuing to patients.

· The pharmacist needs protected time for patient education, to prepare the lists of emollients and to liaise with the practice. 

· Time (and possibly training) for staff to implement, monitor and audit the project to promote self care of an eczema rash.

· Additional staffing hours may be needed if health care assistants are to assist in the baby clinic. This will be achieved by modifying the workload of existing staff, extending their hours or employing additional staff.  

	Either of Tools 19 or 20 will help to monitor progress


The outcomes might include:

· Better understanding of the management and self care of eczema by all staff and by patients, parents and carers. (PART()

· Planned management of mild to moderate eczema and clearer treatment regimes that are cost effective. (PART)

·  Better understanding by patients and carers of when to consult a health professional and fewer inappropriate appointments made. (PART)

· Fewer inappropriate referrals to secondary care. (T)

· Prevention of secondary infection, side effects of treatment or the condition and adverse effects on lifestyle. (PART)

· Patients and carers will receive flexible expert advice on self-monitoring and management. Consistent advice between pharmacist, district nurses, health visitor and practice staff. (PART)

	Consider Tools 19 or 20 for reviewing outcomes


How would you demonstrate that you have achieved your outcomes? 

· Feedback (informal and formal) from patients and carers about their knowledge and understanding about eczema, and confidence in monitoring the condition. (PART)

· Comparison of concordance rates for medication before and after the project.  (PART)

· Comparison of numbers of appointments for mild to moderate eczema made with health professionals before and after the project. (PART)

· Comparison of the number of patients attending the pharmacy for advice on eczema before and after the project. (PART)

· Self-rating and peer review of the effectiveness of education and use of written material by health care assistants, nurses, pharmacist and GPs. (PART) 

· Comparison of the referral rates for mild to moderate eczema before and after the project. (PART)

· Significant event audit of any failures to identify the necessity for medical input for deterioration of eczema. The practice secretary and GPs will be alert for any episodes reported in hospital letters and all staff will be similarly aware of events within the practice.

Table C.1 Role and responsibilities check list 

 For each task tick the box for each team member who has a role or responsibility – then note your role and responsibilities for the task
Completed by______________________________________________

	               Task
	Project team member
	What are the roles and 

responsibilities?

	
	Pharmacist


	Practice nurse
	Health care assistant


	Patient 
	Reception team
	GP
	Practice manager


	District nurse & health visitor
	PCT
	

	Provision of information about self care of eczema (PART)
	(
	(
	(
	(
	(
	(
	(
	(
	(
	Every person with eczema can be supplied with verbal and written information about self care of their condition. 

	Supporting self care of eczema
	(
	(
	(
	
	
	(
	
	(
	
	Patients and carers attending for eczema learn how to look after the skin and when to seek medical help

	Significant event audit
	(
	(
	(
	(
	(
	(
	(
	(
	
	Any complaint or adverse outcome is examined


	Audits of monitoring data, medication, etc.
	(
	(
	(
	
	(
	(
	(
	(
	
	Collection of data and discussion of the comparison of before and after the project of information and greater self care. Discussion and implementation of action for any change


	Task 5 – you add
	
	
	
	
	
	
	
	
	
	


Part 2 Involvement of patients, parents and carers in self care for rashes

Team members involved in clinical care might want to read all the sections in Part 2. Non-clinical team members might concentrate on sections 2 (how to reach a diagnosis) and 3 on supporting self care.  

1. How big is the problem of rash?

Eczema (also known as atopic dermatitis) is common and the prevalence increasing. The prevalence has been estimated at around 15-20% in children and 2-10% in adults. Around 80% of people with eczema present before the age of five years.9
Seborrhoeic dermatitis is also a common disorder. It occurs in 3–5% of adults aged between 18–40 years. There is also a peak in incidence in babies under the age of 8 months (cradle cap), after which it spontaneously resolves.10
Rashes associated with viral infections are often present in children and usually last such a short time that it is impossible to put a figure on how often they occur. It is also difficult to know how many people have longer-lasting viral rashes like chicken pox (for which most people do not seek medical advice) or molluscum contagiosum (which is often not noticed at all). Rashes associated with more severe generalised illness, like measles, are more likely to be seen by health professionals because of the severity of the other symptoms.  

Fungal skin rashes are common with around 15% of regular swimmers having athletes’ foot (Tinea pedis).11 Ringworm acquired from animals has become less common but the fungal infection  Trichophyton tonsurans affecting the scalp is spread between humans.11 Pharmacists are often asked about treatments for fungal skin infections that are available for purchase without a prescription. 

Allergic skin rashes are also difficult to categorise and count. Food allergies in children are thought to occur in around 5-7% of children but reactions include asthma and effects on the gut. Double blind food challenge tests in adults suggested a lower prevalence of such allergic rashes of about 1.4% of adults.12
Psoriasis has a prevalence of 1.5%,13 and most other rashes are much less common. You may want to give patients who have psoriasis and other less common rashes a suitable resource where they can look up their specific condition.14 

2. Diagnosis

A rash is when spots or patches appear that are different in colour to the surrounding skin. The type of rash, how it appears and spreads and how long it lasts give clues as to its cause. 

Any rash that lasts more than a few hours or days may require diagnosis by a health professional. Look at the advice in the flow charts, available from NHS Direct,15 for deciding when self care is appropriate. Eczema  (atopic dermatitis) is not yet covered by the NHS Direct guide, but forms a large part of the workload for skin conditions in general practice.2  Advice for patients or parents and carers is available on the NHS Direct website once the diagnosis has been made.

3. Self care and guidance– take PART

Rashes in general 

Think of the range of advice and guidance about self care that you might promote and support to patients who consult with rashes. The NHS Direct guides contain self care advice for many common conditions such as ringworm, allergic rashes or nappy rash.

Eczema

The general practice team may want to concentrate on supporting the self care of mild to moderate eczema because it makes up such a large part of the consultation load for skin conditions.2,10 

The aims of self care are to encourage people to:

P    Prevent the condition developing

A    Await resolution of the symptoms

R    Use self care skills for Relief of symptoms

T     Learn to Tolerate symptoms that do not resolve or cannot be reasonably

        alleviated.

	Box 7.1  Range of self care advice and support you can give to patients and carers about eczema

P  Prevention

Avoid or reduce things that make the rash worse. These include getting too hot or sweaty, using soap, infections and stress. Use gloves if you need to use detergents or chemicals to avoid irritating the skin. If you can find anything that obviously makes the skin develop a rash – like a scented cream, skin wash, wool, etc. avoid this and only use products that suit the skin. Reduce exposure, as far as possible, to house dust mites, pollens, pet dander, moulds and any other substances likely to cause allergy. 

A  Await resolution

The worst symptom is the itching. Try not to scratch as this damages the skin and may allow infection to enter. The skin also itches as it heals up. Use the preventive methods above to avoid making it worse. Use the treatments below to reduce itching and redness. Wearing light clothes with cotton or silk next to the skin helps to avoid irritation.

R  Relieve symptoms

The mainstay of treatment is to prevent the skin from drying out by frequently using lotions, creams or ointments called emollients. You may need to try out different types before you find one that suits your skin. You may want to use different types, such as a lotion for hairy areas, an oily preparation for washing or an ointment (which is messier), at night. Use the emollients frequently, instead of soap for washing and putting lots on after washing, including after washing your hands if they are affected. If you use an emollient in the bath or shower, take care, as it will be slippery. Use the emollient at least twice a day, four times a day or more if you can. If your skin is more severely affected and you use steroid creams as part of your self care, use them sparingly as you have been told, or ask your pharmacist for advice. After applying a steroid cream, wait about 30 minutes before using your emollient over the top to avoid diluting it. If you do not know about using finger tip units for measuring how much steroid to use, ask your pharmacist or general practice to explain.

Some people find using a sedative antihistamine medication helps with the itching. Ask your pharmacist for advice so that you do not risk sleepiness during the day as a result of the medication.

T Tolerance

Tell your doctor or nurse if you have persisting symptoms. Sometimes they can be avoided by a change in medication. If you have a more severe flare-up, seek advice from a pharmacist or your general practice. If your symptoms persist and are making life a misery, look at the advice in the leaflets available from your pharmacist or general practice, the NHS Direct website (www.nhsdirect.nhs.uk/SelfHelpGuide/ ) or contact the National Eczema Society (phone: 0870 241 3604 or www.eczema.org  ). 




 Make sure that patients and carers know that they should return if their normal treatment is not working or they have a sudden flare-up. Infection may require antibiotic treatment or you may need to consider referral if severe disease occurs, if the eczema is not responding to treatment, or if there is a widespread infection with herpes simplex virus. 

Use information leaflets to back up your verbal discussions and explanations. Useful sources are the Prodigy patient information leaflet (PILS),16 the information on Patient UK17 or on Patient Plus (for those more technically minded),18 or leaflets available from the British Association of Dermatologists.3 You may also want to have a leaflet or information available about the use of topical steroids.19,20 
4. Focusing on the diagnosis of eczema

Eczema is itchy. It characteristically shows red areas of skin and often has vesicles (fluid filled small lesions raised above the surface of the skin),that can break and form crusted areas.16 The name eczema is derived from the Greek word meaning eruption or volcano. It is often more common in the creases of the skin and is associated with dry scaly skin. Areas that are well scratched become thickened and shiny (lichenified). It is associated with allergic rhinitis and asthma and a genetic susceptibility is likely.

Factors that make it worse include:

· irritants such as soap, detergents and chemicals

· extremes of temperature or humidity

· wool – either due to its abrasive qualities or as a reaction to the lanolin it contains

· other allergies such as house-dust mites, pollens, pet dander, and moulds
· dietary allergies or intolerances
· infection, although the role of superficial skin infection with staphylococcus aureus is uncertain
· stress and hormonal changes.
The most likely conditions to be confused with eczema are:

· scabies and other infestations 

· fungal infections like ringworm

· psoriasis 

· contact dermatitis 

· seborrhoeic dermatitis 

· lichen simplex chronicus (from repeated scratching).
5. Complementary medicines for eczema

Many patients, parents and carers would like to try alternative or complementary medicine for eczema as it is a chronic relapsing and irritating condition that often seems not to be controlled by conventional medicine. Unfortunately, there is no good evidence to justify recommending any of the usual suggested applications, e.g. borage, Chinese herbs, oil of evening primrose, German chamomile. 21 There are many mixed results from individual trials but no overall improvement has been shown over a placebo treatment. Supplements with zinc or selenium with or without vitamin E showed no advantage over placebo either. The therapies with the most promising evidence of effectiveness are those with a psychological component: autogenic training, biofeedback and hypnotherapy. These are relatively risk free and may be worth considering as an adjunctive treatment. 21
Dietary manipulation is of unknown effectiveness.22   It has its enthusiasts and advice from a dietitian may be needed to avoid an unbalanced diet due to exclusions of certain foods.

6. Medication for eczema

Discuss the thinking behind decisions on medication with patients. It is useful to draw up a preferred list of emollients and steroid medications so that prescriptions can be cost effective and the approach to supporting self care is consistent throughout the practice team. Discussing this with the wider team – district nurses, health visitors and pharmacists - ensures that all are giving consistent advice. Negotiate with the patient, parent or carer the best treatment from your preferred list for the person’s skin. Trial and error play a large part in establishing what is the best management for any individual’s eczema and this should be made clear at the start of treatment, so that people do not become confused or disheartened by changes in treatment.

The majority of people with mild to moderate eczema can be managed with emollients with or without occasional use of steroid creams or ointments. The critical management strategy is information about avoidance or reduction of the triggers for flare-ups, together with an understanding of the need for regular use of emollients.

References

1. www.nursing-standard.co.uk/archives/ns/vol14-20/v14w20p4344.pdf
2. Royal College of General Practitioners Curriculum Statement (Draft) Skin Problems. London: RCGP. 2005. www.rcgp.org.uk/live/PDF/educ_Skin_problems.pdf 
3. www.bad.org.uk/healthcare/service/Eczema_11.03.03.pdf
4. www.nhsdirect.nhs.uk/ 

5. www.cannockchase-pct.nhs.uk/Newsletters/february%2005.pdf 

6. www.ubht.nhs.uk/eDerm/dermatology_community_nurse.htm 

7. www.prodigy.nhs.uk/clinicalguidance/releasedguidance/webBrowser/pils/PL58.htm
8. www.npc.co.uk/MeReC_Bulletins/1998Volumes/pdf/vol9n12.pdf 

9. http://www.prodigy.nhs.uk/ProdigyKnowledge/Guidance/GuidanceView.aspx?GuidanceId=37362&TypeId=5 

10. www.prodigy.nhs.uk/guidance.asp?gt=Seborrhoeic%20dermatitis 

11. www.dotpharmacy.co.uk/up1278.pdf 

12. www.patient.co.uk/showdoc/40001021/
13. Gelfand JM, Weinstein R, Porter SB, et al. Prevalence and treatment of psoriasis in the United Kingdom: a population-based study. Arch Derm. 2005: 141; 1537-41.

14. www.patient.co.uk/showdoc/680/ 

15. www.nhsdirect.nhs.uk/SelfHelpGuide/ 

16. www.prodigy.nhs.uk/ProdigyKnowledge/PatientInformation/PatientInformationView.aspx?GuidanceId=37362 

17. www.patient.co.uk/showdoc/23068730/ 

18. www.patient.co.uk/showdoc/40001020/  

19. www.netdoctor.co.uk/skin_hair/eczema_corticosteroids_003762.htm 

20. www.dermatology.co.uk/topicalsteroids/whataresteroidshowtheyworkandsideeffects/index.asp 

21. Ernst E. The Desktop Guide to Complementary and Alternative Medicines. Edinburgh: Mosby; 2001.

22. www.clinicalevidence.com/ceweb/conditions/skd/1702/1702.jsp 



















( Prevent the condition, Await resolution, Use self care skills for the Relief of symptoms, Learn to Tolerate symptoms.
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