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FOREWORD

OOWhen I turned 19 it [the eczema] became so bad that | couldnOt participate in normal
life anymore due to the painE | had to give up my job as | am always too unwell.

My skin is often too painful to have intimate relations or with to even hug or kiss my
partner. | had to postpone my wedding as | canOt cope with the idea of a flare up on my
wedding day.

My eczema has caused me to develop anxiety and depression. | have been in hospital
twice for a week because of my eczema and in 2019 | had to visit A&E 6 times as a
result of a facial eczema outbreak. | have had 36 courses of antibiotics for my skin in the
last 2 years. My eczema has ruined my life.O

~ Survey respondentwith eczema

| am delighted to introduce the AlkParty Parliamentary Group on Skin@sport on the mental
health impact of skin disease As demonstrated by the above evidenceprovided by a young
woman from Edinburgh skin conditions can have adevasting impact on a personQOs lif©ur
inquiry heardfrom many people with a skin condition who haveexperiencedsocial isolation,
stigmatisation depression, anxietyand even, in some, suicidal thoughts

We also heard that, all too often, children withpsychological distress connected to their skin
condition suffer without support. This is greatly concerning as without appropriatenental
health supportprovided in childhood, a personOlife courseand long-term wellbeingcan be
severelyimpaired.

Despite theevident need and growing demand fompsychodermatology services there is an
alarming lack of psychological support available to people living wittaskin condition. | hope
that our report will change this. It provides national policymakers, comissioners andlocal
service providerswith an expert consensus on how mental health support for people with a
skin condition should be structured in a range of clinicalsettings. This can often be delivered
cost-effectively.

It also outlinesthe urgent clinical need forhealthcare
professionals to be equipped with the necessary
skills and resources toprovide the holistic care that
patients need. This must include patient
assessments and care thattreats the mind and skin
together, otherwise you will nd break the vicious
circle, in which skin problems create psychological
problems that in turn exacerbate the skin condition.

We ultimately hope that through the publication of
this report, the need for action will be mack clearto

policymakers and service commissioners working SIR EDWARD LEIGH MP
in the Government and theNHS. Chair of All-Party Parliamentary Group on Skin
Member of Parliament for Gainsborough
HOUSE OF COMMONS




EXECUTIVE SUMMARY

Key messages

- The APPGon Skin (APPGS)is concerned that access to specialist mental health
support for people with skin disease is limited throughout the UK, despite a growing
need for such services. This is particularly worrying since the COI® pandemic
has exacerbated mental health disess in a skin community that was known to
already experience significant appearanceelated distress.

- New mental health funding promised to Clinical Commissioning Groups (CCGs) must
urgently be used to invest in and improve mental health services that adedicated
to dermatology patients.

- This clinical need is supported by survey data that demonstrated that 98% of skin
disease patients report that their condition affects their emotional and psychological
wellbeing, yet only 18% have received some form ofpsychological support.
Furthermore, over 5% (N=29) of our survey respondents had suicidal thoughts linked
to the impact of their skin condition.

Furthermessages

> Skin disease can adversely impact on all aspects of peopleOs lives from schooling,
relatiorships, seltesteem, and career choices to social, sexual and leisure activities.

- Experiences of isolation, embarrassment, shame, depression, and anxiety are
common. Stigmatisation, discrimination and a lack of social acceptance and
understanding is experénced daily for some.

- Children with skin disease are usually not offered support services, which has a
profound impact on their longterm mental health, life course and wellbeing into
adulthood.

- Psychological interventions can be helpful in botkreating and coping with many skin
conditions. Yet many individuals with skin disease are desperate and frustrated at
being unable to receive the psychological support need.

- Evidence has shown that the psychesocial impact of skin disease on patients has
been chronically underestimated by health care professionals.

- Many primary care practitioners do not have access to training in dermatology or the
assessment and treatment of patients with skin disease and psychological distress.
Fewer have had trainingn psychodermatology.

- Growing evidence indicates that managing patients holistically from the start of their
illness reduces the physical and psychesocial disease volume in the longerm.



Executive summary

SUMMARY OF RECOMMENDATIONS

Care for children with a skincondition

\%

All children and young people experiencing mental health distress associated with
their skin condition must have access to appropriate psychological support.

Training must be provided to healthcare practitioners to facilitate the identificati@nd
management of the psychological aspects of childhood skin disease

All doctors and allied health care professionals must conduct holistic assessments to
ascertain the psychological impact of skin conditions on children and their families.

It is imperative that, across the UK, there is at least regional access to paediatric
psychodermatology clinics.

There should be clear and appropriately resourced regional pathways established to
enable referrals into paediatric psychology services.

Commissioning services

Commissionersneed to understand that psychodermatology clinics are cost effective
to run when compared to managing skin patients with psychological distress in more
generalist healthcare settings.

The stepped model of care(Fgure 1 & 11), which matches clinical services and inputs
to an individualOs disease burden, can create savings and improve value for money.

All regions should have at least one dedicated Psychodermatology service or
pathway with a trained specialist psychodermatologits dedicated liaison psychiatrist
input, a multidisciplinary team approach and steppeecare psychological support.

A sizeable proportion of new funding available to Clinical Commissioning Groups
(CCGs) for mental health services must be spent on servicesvailable for
dermatology patients.

Each new Integrated Care System must review its regional service provision in
dermatology and psychodermatology.

All commissioners should carry out a regular audit of existing psychodermatology
service provision and reed within a local area. The findings should be used to inform
future investments in resources, which must match the psychosocial needs of the
area.



Executive summary

> Comprehensive multidisciplinary psychodermatology teams providing care to
patients with all facets of psydodermatology must be commissioned across the
country in proportion to patient populations, and there must be comprehensive
psychodermatology services available at least regionally across the UK.

> All patients with a chronic skin condition should receivean annual medicine review,
which includes an assessment of the psychological impact of thie condition, via a
validated psychological healthscreening questionnaire.

> Specialist psychodermatology units should use psychiatry business case tariffs rather
than dermatology tariffs.

> There should be annual audits of psychodermatology units and quarterly meetings to
review activity and outcomes.

> All psychodermatology clinics in departments and regional joint clinic should keep a
database of all patients accordng to nationally agreed template for the purposes of
research and audit. Locally gathered audit data should inform business case
planning.

> NHS England should create a National Clinical Director for skin to provide the NHS
with clinical leadership, adviceand support on dermatology care.

Training

» There should be a programme of reviewing primary care practitionersO skills, training
in psychodermatology, and the assessment of psychological distress in lorterm
conditions. The APPGS recommends that primey care training in dermatology and
psychodermatology is mandatory.

> Training Authorities (e.g. Royal Colleges and Universities) should also work with the
RCGP, RCN and RPS to ensure that urgent priority is given to the provision of
psychodermatologicaltraining for all GPs, nurses, and pharmacists.

> Training for nurses must include the training in the basic assessment and support for
psychosocial comorbidities of skin disease. Nurses must be able to assess and
signpost to available mental healttservices.

> The continuing professional development of all healthcare professionals should
include the mental health impact of skin disease. This could be achieved through
annual appraisal and/or other cyclical mandatory training.

» Commissioners and provides must ensure that healthcare professionals, including
nurses, pharmacists, and psychological practitioners are given greater opportunities
to specialise in psychodermatology.



Executive summary

» Psychodermatology should be included within the training of Liaison Psychigts.
The Royal College of Psychiatrists should lead and facilitate this.

> There must be specific intervention training for all staff likely to be involved in providing
treatment of psychological impact associated with skin conditions and use of the
existing NHS elearning materials (eLfH) should be required for anyone working in
this area.

> All trainees in dermatology and psychiatry should have an attachment (the APPGS
recommends at least 46 months) in psychodermatology during their training with
specific training curriculum agendas and measurable training outcomes.

> Additional psychodermatology training resources should be developed as part of the
existing BAD/Psychodermatology UK and eLfH modules.

> Commissioners and  providers should ensure that compehensive
psychodermatology multidisciplinary team (MDTSs) are developed at least regionally.
These MDTS should consist of adermatologists, liaison psychiatrists, psychologists,
and specialist dermatology nurses.

> Efforts should be made to establish andpropagate national and international
networks to support practitioners, share best practice and champion the clinic
academic priorities of all patient groups including children and young people.

Staffing

> All dermatology departments must have at least onedermatologist trained in
psychodermatology, specialist psychology input and access to liaison psychiatry
advice.

> All local dermatology units must have regional access to psychodermatology
services.

> All local dermatology services must have a named lead in psychodermatology
services able to provide basic psychodermatological care of patients with skin
disease

> Dermatology consultant trainee posts must be increased, and hospital placements
should be adequaely funded.

> Psychodermatology specialist clinics should routinely provide 45 minutes for new
patients and 30 minutes for followup appointments. General dermatology clinics
should allow at least 15 minutes.



Executive summary

Research

Research funding forpsychodermatology should be prioritised. This should focus on
the development, evaluation, and implementation of a range of psychological and
educational interventions for patients with skin conditions.

There should be concerted efforts towards the creabn of research networks
between psychology, psychiatry, and dermatology.

Supportive and supervisory networks of healthcare professionad should be
established to provide pastoral care.

Patient support and advocacy

CCGs should distribute to Primary Care Networks an ugo-date directory of
dermatology patient support services.

Consideration should be given to ensuring patient support organisations lead or
support service innovation projects.

Patient support organisations providing psychological support services should ensure
that staff are appropriately trained and supported with basic psychological training or
toolkits.

The inclusion of patient support organisations in a review of services and pathway is
critical to amplify patient voice and build in the community services provided by that
patient support organisation.



INTRODUCTION

Mental and physical health are intrinsically linkedThere is a wealth of evidence
demonstrating that people are at increased risk of having poor mental health whethey live
with a chronic skin condition! Appearance-related distress, social anxiety and depression

are potential impacts.

The mental healthimpact of skin disease is becoming increasingly recognised by doctors
and patients. For example, since the APPG on Skin last repatl on the subject in 2013,
there has been a proliferation of social media users. Unfortunately, social media can create
unrealistic expectations aboutappearance, and can lead to distorted or frankly incorrect

information.

More recently, the COVIB19 pandemic has increased exposure to stressors and
exacerbated mental health distress in a skin community that already suffersgsiificant

emotional and psychological distress.

Psychodermatology is a discipline and subspeciality of dermatology that acknowledges the
link between the skin and the mind. Psychological interventions, either alone or adjunctive to
conventional dermatobgy treatments, can be helpful in both with coping and treating many

skin conditions.

Skin disease is extremely commonApproximately a quarterof the UK population consult a
GP each year due to a skin complaint. However, the APPGS is concerned that acess to
specialist mental health support for people with skin disease is limited throughout the UK,
despite a growing demand and subsequent need for such servicesln addition two previous
APPGS reports (2003 ad 2013*°) have made recommendations which have not been
implemented. For example, the APPGS report 2013indicated that psychodermatology
services should be expanded to cover the entire UK.In reality there remains very scant
provision of psychodermatology servies across the UK, despite evidence that providing

such services is both cost and clinically effective.

Therefore, the APPGS launched its largest Inquiry to date, to comprehensively analyse the

state of services that support patients with skin conditions wh their mental health. Evidence

10



Introduction

has been received from more than 500 patients with skin conditionspver a 100 clinicians,
and a number of patient groups The evidence has beenreviewed by health care

professionals and patients as identified in the scidific literature?

This report has been produced in collaboration with leading specialists within dermatology
and mental health together with patients and their advocates, and the contents herein
provides politicians, commissioners, and NHS providers whit an expert consensus on
recommended service changes. It outlinesthe ways in which mental health services for

people with skin conditions should be developed throughout the entire clinical pathway.

Given the nationadirectivein England towards creatirg Integrated Care Systems (a regional
partnership of NHS organisations, local councils and others which manage local
resources),there is an opportunity for local service providers and commissioners to review
service provision in dermatology. The recommendations in this report provide evidence
based, practical, and implementable strategies that inform the future planning and delivery
of care for people with skin conditions. Where possible, the recommended service changes

aim to be broadly costsaving or cog-neutral.

The Group also aims to convey, through its evidence, the substantial psychological and
emotional impact of skin disease experienced by millions of UK citizens. This report alters
the perceptions, behaviours, and decisions of not only policymads, but also healthcare

professionals and the wider public.
The report is divided into chapters that aim to cover every aspect of mental health and skin

disease, ranging from the design and commissioning of services to healthcare professional

training, research priorities and patient advocacy.

11



POLICY BACKGROUND

In 2003 and 2013 the APPGS published two major reports on the psychological impact of
skin disease®® Both reports highlighted the extensive impact skin diseases have on all
aspects of peopleOs livespoor patient access to specialist mental health care within
dermatology, and the lack of investment inpsychodermatology. Few recommendations from
the reports have been adopted by policy makers and service commissioners working in

Government and the NHSto date.

The British Association of Dermatologists (BAD), the professional body f@ermatologists,
has reported (despite the two previous APPGS reports) a chronic shortage of
psychodermatology service provision in the UK whilst Getting It Right First Time for
Dermatology’ has highlighted wide geographical variation in access to psychodermatology
in England The BADOsonsensus statement outlines the minimum standards required to

support psychodermatology service provision in the UK

Some improvements have keen made sincethe APPGS® 2013 publication, partly due to
the increased public awarenessof the necessity to support people with mental health
conditions. However, most patients with skin conditionsand poor mental health are still

unable to access specialistpsychodermatology support required.

Recent policy announcements indicate that future investments in wider mental health
servicesare planned The NHS Long Term Plan commits to improving mentdiealth services
in England, both for adults and children, over a teryear period® National growth in mental
health funding is set to outstrip total NHS spending growth until at least 2023/24n England
the number of people treated under the ImprovingAccess to Psychological Therapies (IAPT)
programme will increase to 1.9 million by 2023/24. There is also a requirement for alocal

areas to commission IAPT services for longr-term conditions.

The Government has also acknowledged that early psycholagal intervention can limit the
escalation of problems in children and young peple, and has major societal benefits. It has
committed to providing services that ensures that Ochildren and young people showing early
signs of distress are always able to acess the right help, in the right setting, when they need
ito’

12



Policy background

The NHS Mental Health Implementation Plan 2019/2®2023/24 sets outs plans to improve
dedicated provision for groups with specific needs® The funding available to Clinical
Commissioning Goups (CCGs) for mental health services is set to increase from £596 million
in 2019/20 to an indicative figure of £1,921 million in 2023/24° This will involve sustaining

and commissioning IAPT services, including for longerm conditions (LTCs).

However, beyond commitments to LTCs, it is unclear whether any of theother funding
commitments will result in direct investments and improvements in mental health services
dedicated to dermatologypatients. Therefore, it is essential that any increased overdilinding

in mental health translates into future investment in serviceand care for dermatology
patients. This report aims to makea clinical and business case to support the development

of these services.
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CLINICAL BACKGROUND

3.0 Background

Dermatological conditions are among the most common reasons foseekingmedical advice.
In any given year, @er half of the UK population experiences a skin condition* and
approximately aquarter will visit a GPabout a skin condition'” There are an estimated 2,000
possible skin diagnoses, vith presentationsranging frommild through severeto life-limiting.™*
The most common skin diseases areinflammatory skin diseases such agczema, psoriasis,

and acne.®®

3.1 What do we mean by mental health and skin?

There areseveralinterrelated terms used by clinicians and academics to refer to the mental
health of a patient, this includes Opsychological®, OpsychiatricO, Opsychdsddjzycho
cutaneousO, and Oemotional wellbeid§ach term emphasises a slightly different facet of
health; however, for the purposes of clarity and consistency this report mainlytilises the

overarchingterm, OmentahealthO, unless a more specific teris required.

Published literature demonstrates a significant mental health burden of living with a skin
condition.**** Psychological comorbiditiesdecrease quality of life andcan be at least as
severe as those experiencd by people livingwith other serious diseases such as cancer and

kidney failure'®

There are a wealth ofstudies demonstrating the negativeemotionalimpact of skin disease
It can impact seltesteem, mood, body image, and confidence™*® Patients with skin
conditions may also experienceisolation, embarrassment,shame, depression, anxiety and

suicidal thoughts?>#

Patients with skin conditionsmay perceive stigmatisation related to their appearancand a
lack of social acceptance??® Individuals with a noticeable visible difference frequently
experience discriminationrejectionand negative reactions from others®2°*° Avoidance and
concealment are common coping strategies to managesuch negative experiences which

may perpetuate mental healthdistress.'**>%

14



Clinical background

The experience of mental healttproblems is not correlated with the severity of the organic
skin disease®** A condition that is classified as OmildO or OmoderateO in terms of physical

symptoms can result n severe and wideranging mental health distress.

Mental health distresscan influence and exacerbate the course of skin diseasée.g. stress
causing a flareup), as well as the adherence to treatmentand treatment outcome. "*>*

Therefore, a holistictreatment is essentialto treat physical symptoms.

The physical and mental health impact of skin disease on the quality of life of a patient can
be extensive. The InquiryOs findings Bhapter 4 explores in depth the link between skin

disease and mental health distress ithe UK population.

3.2 Care and treatment

Psychodermatology involves a multdisciplinary interplay betweendermatology, psychiatry
and psychology. Dermatology predominantlydcuses on managing theunderlyingdisease,

whilst psychiatry andpsychology targetassociated mental healthissues.’

Most patients with a mental healthcomponent of their skin conditionfall into the following

broad overlapping categories®**

1.! Patientswho present with aprimary skindisease such as psoriasisaccompanied by
secondary psychologicaldistress.

2.! Patients with chronic skin diseasesthat are exacerbated by stress anxiety, or low
mood such as eczema orpsoriasis.

3.! Patients with a primary condition affecting the skin that cause a change in
appearance, such as a port wine stain and may have a psychosocialimpact.

4.! Patients with a primary psychiatric or psychological condition, such as delusional

infestation or body dysmorphic disoreer who presentto health care professionals

Psychological and educational interventions typically target behaviour, thoughts,and
emotions that in turn influence skin disorder severity and overall patient wellbeing®*

Psychological intervention as an adjunct to medical treatment can reduce the severity of

15



Clinical background
physical symptoms and improve mental health wellbeing, relative to medical treatment

alone ¢

Examples of psychodermatology techniques and resources that might beppropriate for
patients in a stepped provision of support includes:peer support, either onlinevia patient
advocacy and othercommunities or in person;mindfulness, aimed at reducing stress; habit
reversal, to reduce or breakharmful repetitive behavious such as picking or scratching; and
cognitive behavioural therapy (CBT), to alter behaviours, thoughts and feelinger example

reducing avoidance behaviour

Some patients with skin conditions can benefit from education in selfmanagement
strategies, including learning about triggers and selfnanagement interventions and coping

strategies'’***’

Access to effective physical treatmentsthat improve the symptoms of living with achronic

skin condition can also playa critical partin improving the mental healthof an individual

3.3 Stepped provision of support

Patients with skin conditionsand mental health distress can be seen by aange of healthcare
practitioners within a range of differentlocations, depending upon the severity oftheir
condition and service availability figure 1). There are also some support and selthelp
resources provided by professional associations and charitieshat patients may access prior
to or as well as accessing formalservices® For examplg the British Association of
Dermatologists recently developed online support webpages for people living with a skin
condition that contains a number of brief standalone selthelp resources”®, whilst Changing

Faces provides a number of support services including askin camouflage service.*’

16



Clinical background

Figure 1: Stepped provision of support to adult patients with a skin condition and
psychological or psychiatric distress

Support and self-help resources Self-help
provided by professional (Level 0)
associations and charities <«

( In primary care:

may present with low
level psychological
distress but this could
also be high level of
emotional/psychological

distress J

Primary Care

Treatment in the Treatment in

community General Practice

Community Mental

PIssasse SsIdquInu JudneJ

Level 1
Health TeaiAPT (revel
programmeb
psychological wellbeing
practitioners or ﬂasic psychodermatological
psychologists MDT care (local

dermatologist, nursing staff,
psychologist/liaison
Treatment in Dermatology psychiatrists). If there is no
Clinics dedicated input from
psychology/liaison psychiatry
dermatologists should be able
to obtain liaison psychiatry
advice and refer into IAPT

Secondary Care

(Level 2)
Regional Regional (at least) MDT care
Psychodermatology (dermatologist, nursing staff,
Service psychologist/psychiatrists) in
dedicated psychodermatologyj

Tertiary Care
(Level 3)
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3.31 Primary care

Most of the UK population with a skin condition andmental health distresswill be seen in
primary care (Level 1) Limited psychodermatology support can be providel within primary
care via GPs, nurse practitionerscounsellors, and other accredited practitioners However,
most do not have psychodermatology training and may not understand the mental health
impact of chronic skin conditions™*® Many report not being either confident- or skilled -

enough to address psychological aspects of some skin condition§**?

Primary care practitiones act as gatekeepers If they lack the skills to make a psychological
assessment they will frequentlymiss key signs of distress and therefore patients with skin

conditions may notbe referred to appropriate support services

Moreover, primary carepractitioners are often timelimited and may only be able tofocus on
one issue per appointment(e.g. the physical symptoms) Despite thesechallenges primary

care practitionersoften wish to upskill and provide holistic treatmend for patients.

In some cases, primary care is unable taefer directly patients with skin conditionsdeemed
to have low or moderate physical and/or psychologicatymptoms to specialist care(i.e. Level
2 & 3)due to long waiting lists. Therefore, fomost patients with skin conditions the level of
mental health support depends onavailable referral pathways andthe willingness and

confidence of primary care toassess adequately andengage with psychological issues.

3.32 Secondary care

Psychodermatologcal care can be provided ina dermatology department insecondary care
(Level 2) However, many dermatologists, psychiatrists and psychologicalpractitionershave
not had specific psychodermatologytraining andmay lack confidence to diagnose and treat
patients with skin conditionsand mental health symptoms.** Furthermore, nh most areas,
specialist mental healthinterventions areonly accessible by referal to an outside service not

integrated within a dermatology department®

Some patients with anxiety disorders or depression linked to theiskin condition can be
referredby a GP, or in some areas sefrefer,to Improving Access to Psychological Therapies
(IAPT) services for people with longerm physical health conditions (LTCs)but again only
where IAPT services exist Psychological wellbeing practitioners and highintensity
18



Clinical background
therapists such as practitioner psychologists and cognitive behavioural therapists can
provide appropriate evidencebased interventionsthat may help patients with skin conditions
and mental health distress. IAPT training is usually generalist at present there is one
dermatology specific pathway within IAPT in Sheffield (seefigure 8). Where there isa
moderately severe psychiatric disorderGPs can also refer to Community Mental Health
Teams (CMHTSs) within which there is access topsychiatry assessment and secondary care
psychology input, as well as occupational therapy and social work input. Howeveat present
CMHTs are underresourced and are therefore forced to focus on patients with severe

mental illness (SMI) and those at high risk of harm to self or others.

3.33 Tertiary care

Thereis a small number of specialist psychodermatology services in the UKL here are 10
formal dedicated psychodermatology clinics in England and just 3 in the devolved nations (2
in Scotland, 1 in Northern Ireland and in Wales)? Many of these services are dedicated to
a specific disease (for example psoriasis) and so are not general psychodermatology
services. And servicesare not uniformly distributed, with some areasentirely without any
service at all for exampleWales And, only around a quarter of UKdermatology consultants
have access to some sort of psychodermatology service Therefore, UK service provision is

insufficient to meet national demand

Most patients seen by healthcare professionals have a primary skin condition with
psychological comorbidities. A minority of patients have a primary psychiatricor
psychological conditions (e.g. delusional infestation, skirpicking disorder, hairpulling
disorder, dermatitis artefacta and body dysmorphic disorder), requiring specialist
psychodermatology services’ These patients can often be unwilling to accept the psychiatric
nature of their disorder and unaware of the circumstances that trigger the physicalnd
psychological manifestations'® Therefore, they are suitable for treatment within a
dermatology clinic by a multidisciplinary team. Adermatologist diagnoses and excludes
organic disease, apsychiatrist provides medications to manage the concomitant psghiatric
presentation, and a practitioner psychologist provides psychological therapy to resolve the

precipitant.*®
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INQUIRY FINDINGS

“| got eczema at 35, it hit like a train and ripped my life apart. | distanced myself from
friends until no one called. So all my life was work, deal with eczema at home, try to sleep
for a few hours and go to work exhausted looking like a blotchy, itchy mess.

The main thing is | can’t have a girlfriend or wife as | don’t want that person to feel
emotionally awful due to seeing me when | am in a bad way... Thus, no kids as they would
get it and | will not allow that.”

4.0 Background

The APPGS Inquiry collected evidence from patients, professional medical bodies, patient
support groups and pharmaceutical companiesthrough a parliamentary evidence session
(APPGS 2020) and two separate surveys one for patients with skin conditionsand the other
for organisations with an interest in dermatology[appendix D and E]. Patient witnesses
provided oral evidence and 544 individualsand 16 organisations responded to the two

respective surveys.

4.10 Patient survey

Our patient survey was conducted in order to (1) identify and describe the nature of
psychological impacts typically experienced by people living with skin conditions in the

community in the UK and (2) to describetheirexperience of seeking support for these issues.

4.11 Methodology

The patient survey consisted of a22-item questionnaire for participang (see Appendix D).
We receivedresponses from 544 individualsvho have been diagnosed with a skin condition

at some time (see Appendix D for full demographics of participants).

The methodology of a thematic analysis was selected as it best suited the explorative nature
of this research, allowing flexibility in exploratively interpreting the datahilst also allowing a
large amount of data to be divided into broad themes. Interrater relialility of our codes was

calculated using a CohenOs Kappa

20



Inquiry findings
4.12 Findings

All questions were found to have adequate rates of interrater reliabilitfrhis implied the
efficacy of the developed codes- and as such this coding framework- was developed into

more general themes.

Analysis of the participant€qualitative responses revealed super-ordinate themesand 12

subthemes (igure 2). Each theme is supported by illustrative quotes.

Figure 2: Survey Themes

Themes Sub themes

¥ Negative wellbeing and distress
The adverse psychological impact ¥ Negative perceptions of self and impact of self-worth
of skin conditionsthroughout life ¥ Untreated distress in children creates a lifelong mental
health burden

¥ Negative impacts on relationships and intimacy with

An obstacle to social and peer others and restricting intimate relationships and romantic
group acceptance and an impact connections
on emotional and physical intimacy ¥ Implications on social connections and friendships

¥ Barriers to normal living, leading to self-management
and changing lifestyles

Difficulty in reaching full potential in academia and career
¥ Barriers to meeting the parenting role

¥ Physical and emotional impact of skin conditions

A barrierto everyday living work, v
and education

A lack of recognition, understanding

¥ Lack of understanding and acceptance from society
and acceptance

¥ No support available: patient demand for recognition of
o psychological effects
A demand for the clinical ¥ When support is available, there is a lack of specialist,
. recognition of the psych(?IoglcaI supportive, bespoke, adaptive services
impact and the lack of availableand , hological il he eff
appropriate psychological support ¥ With correct psychologica qu §00|a support, the effects
of skin conditions can be minimised

¥ Lack of specialist paediatric support
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Inquiry findings

The adverse psychological impact of skin conditionshroughout life

When asked 98% of respondents reported that their skin condition had affected their
emotional wellbeing. Furthermore, 93% of respondents reported that their skin condition had
affected their selfesteem. Throughout the survey respondentsOqualitative responses

indicated the psychological impactof their skin condition was extremely sigfficant:

“it’s honestly soul destroying; it destroys every ’ s
part of you physically and mental” Skin conditions affect

~ Respondent with atopic dermatitis | emotional and
psychological wellbeing

“The feeling of helplessness and frustration is
indescribable, when the skin is slowly getting

worse, almost like a parasite is taking over your ’ 9 8 (y
body, and all the treatments aren’t helping” ¢y o)

~ Respondent with psoriasis

The chronic nature of many of theespondentsO

skin conditions appeared to exacerbate the Figure 3: Psychological and emotional impac

impact:

“I do not go a day without thinking or worrying about my skin conditions”
~ Respondent with eczema, hidradenitis suppurativa andseborrheic dermatitis

PeOple W|th Skin disease Indeed, the impact was such that some
express Suicidal thoughts respondents spontaneously described

having thoughts of hopelessness

'H' 5% and/or suicidal ideation. 5.33% (N=29)

explicity mentioned suicidal ideation,

despite this not being specifically asked

Figure 4: Suicidal thought® people with skin diseas aboutin the Survey

“I sometimes think what is the point of living. The condition exhausts me”
~ Respondent with eczema

“Absolutely devastating. Psychologically destroying and sometimes | just want to die”
~ Respondent with lichen sclerosus and rosacea
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Others reflected m their view of themselves and how living with a condition affected their

selfworth and body-image:

“| feel so embarrassed to even go out, | feel I'm the ugliest”
~ Respondent with psoriasis

“This small box cannot begin to describe the sheer living hell of attempting to tear
your own skin off”
~ Respondent with atopic dermatitis

In conjunction with negative views about themselves, respondents frequently reflected on
how they believed others viewed them and expressed concern for how this had impacted
on their opportunity for, or actual, relationships this is described in more detail in the second

superordinate theme.

An obstacle to social and peer group acceptance and an impact on emotional

and physical intimacy

Skin disease can significantly hamper a personOs ability to socialise and interact with other
people. Experiences of stigmatization and intrusive reactiongrom others can contribute to

avoidance behaviour and feelings of isolation:

“The first time | realized | was different was when a young child approached me in the
playground at school. He went to put his hand out to touch me and jumped back and
said, ‘I am not going to touch you because | think your skin is contagious’.”

~ Respondent with vitiligo

“I can't look people in the eye. Every interaction | have with people, | can feel them
staring and looking in disgust at the skin on my face. No amount of make-up, skin
products or medications improved the conditions, but | constantly get unsolicited
‘advice' about how to improve it from those without the conditions.”

~ Respondent with acne and rosacea

73% of respondents reported that their condition had negatively affected intimate
relationships.This includesrespondents actively avoiding relationshipthemselvesas well as
respondents feeling that others avoided interaction and intimacy with thernecause oftheir
condition. Some respondents expressed that they avoided relationships for fear of either

being rejected orbecause of having lowered sense ofconfidence in their bodies.

“l don’t like to be touched as | feel they will be grossed out”
~ Respondent with psoriasis
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“It's hard to let anyone love you, look at you, kiss you, etc, when you feel and look
disgusting”
~ Respondent withacne and rosacea

“Just the look of my skin is repulsive. | have been single for 5 years”
~ Respondent with cutaneous & systemicmastocytosis

Indeed, some respondents described having had experience of being rejected when they

had attempted to pursue intimate relationships

“any man | dated were turned off by my psoriasis”
~ Respondent with psoriasis

“saying they wouldn’t want children with me because they might have it”
~ Respondent with atopic dermatitis

Some respondents reported having supportive relationships, nevertheless there was a sense

of the fragility of this support for some or a sense that they were OluckyO.

“I’'m lucky now that | have a supportive and accepting partner”
~ Respondent with psoriasis

Figure 5. Negative effects on
intimate relationship

a /3%

Finally, some respondents indicated that the condition affected the quality of intimate

contact via intimacy triggering pain or irritation.

“the last thing that you want is to be touched as this just irritates the skin,...especially
when | was younger [it] was impossible”

~ Respondent with atopic dermatitis

“It has destroyed my intimate relationship with my husband due to the pain”
~ Respondent with lichen sclerosus
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A barrier toeveryday living, work, and education

Perhaps in part due the
psychological impact of thar skin
conditions, 87% of respondents

reported that their condition had qj 3
directly affected their social life and
leisure activities; and 69% reported
that it had affected work or

. " o
:Isucatlon. In addition, STM) of 93% 69%
pondents stated that it had

affected their sleep.

The impact on quality of life was via
avoidant coping, discrimination, or s
direct physical limitation:

“When it's bad, | just want to hide as
| feel everyone's staring”
~ Respondent with atopic dermatitis

“Constant fatigue makes productivity

83% 87%
difficult, being unable to stop

scratching long enough to actually Figure 6: Negative effects for survey responde
perform a task”

~ Respondent with atopic dermatitis

The chronic nature of many skin conditions can be debilitating and causeconstant pain,

discomfort, fatigue anditch.

“Life is a never-ending catalogue of pain, discomfort, irritation and shame. It is very
difficult to relax and enjoy life when you are constantly distracted by the symptoms of
psoriasis.”

~ Respondent with rosacea

These barriers were reported aspreventing some respondents in achieving their full

educational potential or adversely affecting their career
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“| found job interviews quite hard because if | put my hand out to shake a potential
employer’s hand, the first thing they would think of is why was my hand white”.
~ Respondent with vitiligo

“I was always in hospital as | child and missed a lot of school. I’'m now in work but
was unable to make grades to go to university”
~ Respondent with atopic dermatitis

“| have been laid off work due to health issues and do not have the confidence to
discuss issues in interviews as it results in discrimination”
~ Respondent with psoriasis and hives (urticaria)

Even everyday activities can become impossible for some people with skin conditions:

“| found it hard to learn to write at school, | couldn’t hold a pen properly. | also had
psoriatic arthritis so | couldn’t straighten my fingers”
~ Respondent with psoriasis

In response to barrierssome change their lifestyle and develop Osetfanagement strategiesO

to try and mitigate these difficulties

“Changes what you do, who you meet, opportunities you take, clothes you wear, you
can never do anything spontaneously”
~ Respondent with psoriasis

“I would have swimming lessons and often | would forge sickness notes from my
mum because | did not want to go swimming and wear a swimsuit”
~ Respondent with vitiligo

“My daily skin routine took 3 or 4 hours each day, just to make my life bearable -
soaking in a bath, cleaning the skin, creaming, bandaging”
~ Respondent with psoriasis

A lack of recognition, understanding and acceptance

People with skin conditions can experience rejection from others including a general
misconception about the nature of skin conditions and a lack of understanding in relation to
their associated physical and psychological impact.Surveyrespondents also demonstrated

that they had inernalised dominant stereotypes concerning attractiveness:

“You are not what is categorised as being 'beautiful™
~ Respondent with psoriasisand urticaria pigmentosa
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However, this was not simply a matter of beliefRespondents describednumerousexamples
of having been subject to actual episodes of bullying and in some cases discrimination, which

was unsurprisingly associated with the development of negative beliefs about the self:

“Exposed to high levels of abuse as a child, | wish this was just from other children,
but schoolteachers contributed too. | spent a long time thinking | was dirty, ugly and
unlovable.”

~ Respondent with atopic dermatitis and shingles ferpes zoster)

This Ojudgement from othersO was often hypothesised by respondentb®oa result of the

lack of education or understanding about skin conditions:

“The misinformation that acne is caused by being dirty fuelled the unsolicited advice
| received that implied | had acne due to poor hygiene ...fuelled the ‘blame’ culture
of acne further and made me feel like it was my fault.”

~ Respondent withacne

Respondents particularly reflected upon this judgement in relation to the experience of
prejudice during school but was also highlighted to carry on into adult life, affecting
acceptance and support at work, romantic relationships, and social connections. The

following quote indicates how skin conditions are also mistakenly linked to other stigmatising

conditions:

“Any man | dated was turned off by my psoriasis....A couple of men even asked me
(seriously) if I had AIDS when they saw my skin”

~ Respondent with psoriasis

Even when others were noted as being accepting ofespondents@kin condition, many were

usually described as failing fullyo empathise with the depth of the impact:

“Other people say “it’s not that bad, nobody will notice”. [However] People do notice
and stare.”
~ Respondent with cutaneous mastocytosis

“Although people want to be sympathetic, they really don’t understand the impact”
~ Respondent with atopic dermatitis, contact dermatitis and psoriasis

This lack of understanding was notonly reflected on in terms of peers and members of the
public but was also frequently reported during encounters with medical professionals as

described more fully in the fifth theme.
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A demand for the clinical recognition of the psychological impact anthe lack of

available and appropriate psychological support

Despite 98% of survey respondents stating that skin

Figure 7: Sought help in connection v
their psychological or emotional wellbei

disease had affected their emotional or psychological associated with their skin condition

wellbeing, only18% had sought help. This is largely
down to a lack of awareress that limited services are
available b over half (54%) were unaware tat they
could seek help B as well as poor diagnosis,

signposting, and triaging.

Yes 18%
No 28%
Did not know 54%
| could

“I have not been made aware of any psychological support by [my] NHS
dermatologist. | have broken down in tears at so many of my appointments. | wonder

why they are not offering this support.”

~ Respondent with psoriasis

The need to upskill healthcare professionalsis evident in the data It highlights some

healthcare professional®lack of understanding, support, and recognition, particularly in

relation to the severity of psychological impacts fronskin conditions:

“I’'ve never felt properly supported by dermatologists, as they’re only interested in
treating physical symptoms, and not the emotional difficulties attached.”

~ Respondent with psoriasis

“GP totally lacks empathy regarding this condition and require training on its impact

on one’s self esteem”

~ Respondent with rosacea

Evidencealso suggests that skin conditions are often triviadied, so some patients struggle

to receive support ordo not ask for helpas they feel their mental healtlit is important enough

to mention.

“You often feel that you are troubling the doctor when you visit that you should just
suck it and keep applying the moisturiser... As it's not life limiting it isn't seen as

important.”

~ Respondent with eczema

“I would be too self-conscious to ask for support having had doctors dismiss my
condition in the past. | always feel that | am wasting GPs and consultants time if |
have to go as there are people with serious illnesses and not just sore skin.”

~ Respondent with eczema
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Mental health services are not available in many areas of the country, schen patients do
request psychological or conventional therapiessome feel that their preferences are not

respected by clinicians.

“| spoke to my GP about this about 12 months ago and asked for psychologist
support, but have [had] no support.”
~ Respondent with eczemaand psoriasis

Patients reported never being asked how thar skin condition impacts their daily lie and
having their ailments largely ignored. Manywere critical of the lack of primary care

understanding of the debilitating impact of skin disease.

“l feel that, unfortunately, many GPs have not been given sufficient training in
dermatology and it has always seemed to me to be regarded as a "Cinderella"
condition”

~ Respondent with psoriasis

“I wish that doctors and nurses were trained to recognise lichen sclerosus. It is
woefully unrecognised. | feel neglected by the medical profession.”
~ Respondent with lichen sclerosus

Some healthcare professionals want to offemental health support but can be reluctant to
ask questions, such as Ohave you felt suici®®, because they lack the skillsesources or

time to manage patients with both skin conditionsand mental health issues.

Only 14% of respondents were aware that the
Figure 8: Awareness that in some areas o

UK there are NHS psychological services
people with skin conditions services forpatients with skin conditions Many

NHS has some limited mental health support

felt compelled to seek private care.However,

this is expensive,and many cannot afford it or,

1 4% if they can, only shortterm.

“The system seems broken to me, if you can’t
afford to fund mental health privately you won’t
getit.”

~ Respondent with psoriasis

“Only able to have 4 sessions as was private but helped with managing other people's
comments.”
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~ Respondent with nodular prurigo and eczema

Some individuals that did successfully seek mental health suppqrteported a life.changing

impact:

“My psychologist was amazingly understanding, where | felt | was drowning she
offered me a window of hope, a small solution to each aspect that was affecting me
and showed me a way out. Through changing my way of thought and teaching me
coping mechanisms | found a way to start functioning again”.

~ Respondent with psoriasis

“Non-judgemental workers. Was set as ease. Didn’t realise from the offset that how
I was feeling emotionally was connected to my eczema, as | have experienced mental

health issues previously.”

4.2 Treatments

~ Respondent with eczema

Counselling, cognitive behavioural therapy (CBT) and
mindfulness are the most common psychological
therapies provided to inquiry respondents.
Approximately a fifth receivel medications, such as

anti-depressants (figure9).

4.3 Waiting times

Figure 9: Treatments received by respondents

Of the 18% of survey respondents who have received mental health énapy, a third received

treatment within a month of being referred, andver a halfreceived it within three months.

Approximately a quarter of respondents might have waited longer than the NHSO-t&ek

target for the time between a patient referral and the start of specialist treatment. Several

respondents had to wait over a yearand, in one case, it was five years.
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Figure 10: Waiting times for mental health suppor

< 1 month 1-3 months 4 - 6 months
B 7-9months @ > 10 months

Survey responses indicate that some patierst have been referred by their GPs for mental
health support but were never provided withspecialist care These respondents were not
included within the waitingtimes since they were never seen. The results also belie the fact
that many patients with skin conditionsspoke of a desire to access mental health support
but were never been referred by their GPFor example, one individuakuffered for years with
largely untreated severe symptoms, and only when seeing a GP with an Extended Role in
dermatology (GPWER) did a doctor acknowledge the urgent need for the patient to receive
specialist secondary care.Others seek and wait for support indefinitely Therefore, actual

waiting times are far worse than reported in figurédO.

4.4 EXxperiences of organisatios

16 skin organisations provided evidence to thenquiry: 4 medical professional organisations,

9 patient groups or charities, and 3 pharmaceutical companies. All organisations that
provided a response to the survey question on Ocurrent NHS service provision for people in
psychological distress due to skin conditionsO, responded that NHS service provision ither
OpoorO [80%] or Overy poord [20%].

Organisations reportthat some patients who are not having their mental health needs
addressed, are becoming disillusioned with their care and, as a result, their treatment plan,
making them less likely to adhered their treatments. In some cases, patients are giving up

on their care and dropping out of the system altogether. This can result in patien@
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symptoms becoming uncontrolled and more severe requiring more specialist and costly

treatment in the future.

Most of the organisationsthat provide resources and psychological wellbeing services to
patients with skin conditionsagree that the wider benefits to the NHS ofa better mental
health service provision wouldbe significant. It would improve patient quality of life and lead
to patients being able to sefmanage their condition. This can have a beneficial financial
knock-on effect, as it should reduce patient reliance on a range of support services. Well
treated patients are also more likely tovork and contribute to the wider economy, both in
terms of securing and maintaining employment, but also iamount of time off from work due
to flare ups or appointments. There would also be &ignificantcorresponding berefit for the

families and carers of those affected’
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5.0 Background

Several skin conditions such as eczema, psoriasis, and acne aommon in childhood and
adolescence. For example, eczema affects over 20% of children under 5 and is the most
common reason for accessing NHS care for children under 10, whilst acne is the most
common reason forthose aged between 10and 18. Less commonly, childen can also have
life threatening skin diseases, such as toxic epidermal necrolysis, as well as life limiting

conditions, such as epidermolysis bullos&’

5.1 Physical impact for children

For some children andyoung people, the severity of physical sympoms related to the skin

can be great, and lead to pain and feelings of desperation:

“pain: feels like being stabbed with needles or in a hail storm”.

~ Child respondent with mastocytosis(Overy itchy skin conditionO)

“| feel as if | am drowning in the feeling of an unbearable itch and burn, it feels never
ending and it’s honestly soul destroying, it destroys every part of you physically and
mentally. It is so unbelievably painful there are no words that can make you imagine
the feeling”.

~ Child respondent with eczema

5.2 Psychological impact for children

Skin conditions can carry a psychological burden for many childrenyoung people, and
families*"*® Of the 27 paediatric (< 18 years) respondents to the APPGS survey, 100%
indicated that their skincondition affected their psychological wellbeing and a majority (85%)

had low selfesteem, particularly in relation to engaging with peers at school.

The visibility of many skin conditions can impact upon a yawy personOsmerging body

image and negativey impact upon psychological wellbeing and selesteem:

“| feel uncomfortable and dislike looking different as a teenager”.

“| self-harm & have suicidal thoughts”
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~ Child respondent with eczema

Young people with skin conditions can experience stigmatis&n and negative treatment

from peers and a general lack of understanding about thie condition:

“I've been bullied. | find it hard to make friends. | feel bad about myself.”

~ Child respondent with hives (urticaria) and eczema

“no one would come near me in case | was contagious, which also gave me trust
issue”.

~ Child respondent with eczema and psoriasis

Intrusive or inquisitive comments and reactions of people can make ymg people feel

different and alienated:

“Children in my school ask questions”
“I hate feeling like | am different, | want to be like everyone else and not be stared at”

~ Child respondent with haemangioma

Depression, anxiety, and suicidal thoughts were expressed by some youths.

“I was so depressed. | felt like | was rotting away inside an alien growth on my face. |
didn’t wanna exist like that. | wanted to chop my own head off”.
~ Child respondent with cystic acne

5.3 Disruption to OnormalO life

The socialtlife, leisure and sporting activity of young people with skin disease cabe
adversely affected. Many avoid certain activities that require skin contactg sports, and

some try to avoid all social and public interactions.

Young people often reported being behind at school because of their visible skin condition
and also as aresult of missing out on education due to ithealth and medical appointments.
Many struggle to concentrate on school work due to the poor sleep patterns due to the

severity of their physical symptoms, such as sore, painful, itchy skin.
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5.4 Impact on families

Parents may also struggle with aspects of the physical management of the skin condition
and take on associated stresses. For example, it can lead tgarental and siblingsleep
disturbance, anxiety and distress caused by an upheaval of Onorm@dily life** The parental
psychological burden can be even greater than the psychological distress experienced by
the child.*"*

“I have been diagnosed with generalised anxiety, partly as a result of a lack of sleep.”

~ Parent of two children with eczema

Therefore, it is essential that doctors conduct holistic assessments to ascertain the mental
health impact of skin conditions on not only childrerand young people but also the families.

Parentgcarers and siblings should be offered appropriate psychlogical support if required.

Doctors must also ensure that parentécarers are adequately educated about the treatment
and management of their childOs conditioand GPs must prescribe adequate amounts of

the topical treatments required.

5.5 Mental health services for childrerand young people

Most presenting with psychological distress associatedvith their skin disease will be seen
in primary care, if they seek healthcare services. However, if primary care practitioners lack
the confidence or skils in dermatologyor the psychological aspects ofchronic conditions,

then they may go untreated.

The majority ofthose with psychological distress linked to their skin condition are unable to
access any specialist mental health support within dermatolog, despite there being
evidence that effective educational and psychological interventions exi&Fewer than 5% of
dermatology clinics across the UK provide some level of paediatric psychodermatology and

there is only one dedicated paediatrigpsychodermatology service®
These services are predominately concentrad around London, meaning that in large areas
of the UK children and young people are unable to receive specialist paediatric

psychodermatology care.
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There is similarly a lack of generalist psychological therapies available ¢bildren suffering
from any mental health conditior? Child and Adolescent Mental Health Services (CAMHS)
and the Children and Young PeopleOs Improving Access to Psychological Tapies project
(CYRIAPT) aim to provide mental health interventions for children and young people.
However, both services are overstretched and unable to treat all children and young people

experiencing psychological distress.
Figure 11 presents an ideal referral pathway for childrenwith skin conditions and

psychological or psychiatric distress Commissioners and local providers should aim to

provide this stepped provision of support
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Figure 11: Stepped provision of support to child patients with a skin condition and
psychological or psychiatric distress
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5.6 Improving paediatric psychodermatology services

Our Inquiry found that skindisease can affect every facet of ayoung personOdife, from
relationships (Ol feel like no boys would want meQ), schooling (Ol dropped out of school as |
was so unhappyO), and sleep (Oitching at night is lonely and distressingO) teestdem (Ol
feel ugly and constantly lowQ) and psychological wellbeing (Ol cry a lot when my skin gets

infectedO). It can dominate and take over the entire life of a chddd the family

We know that adult patients with chronic skin disease have significant psychologicakeds
and therefore it is imperative to build resilience and coping strategies in childremd young

people as this may prevent longterm mental health burden eg. anxiety and depression.

Therefore, it is essential that there is greater training provided healthcare practitioners-in
identifying and managing the psychological aspects of childhood skin disease and that clear
and appropriately resourced pathways are established to allow timely referrals into paediatric

psychology services

Key recommendations

> All children and young people experiencing mental health distress
associated with their skin condition must have access to appropriate
psychological support.

> Training must be provided to healthcare practitioners to facilitate the
identifi cation and management of the psychological aspects of childhood
skin disease .

> All doctors and allied health care professionals must conduct holistic
assessments to ascertain the psychological impact of skin conditions on

children and their families

> It is imperative that there is at least regional access to paediatric
psychodermatology clinics throughout the UK.

> There should be clear and appropriately resourced regional pathways
established to enable referrals into paediatric psychology services.
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TRAINING

“In the main we are finding that people with psoriasis are not getting access to specialist
psychological services through the NHS. Instead, it is GPs and/or dermatologists and
specialist nurses who are having to try and provide some level of psychological support
during their consultations, often without having had any specialist training in this area. The
level of psychological support that patients are offered therefore depends on the
willingness/confidence of GPs and dermatology specialists to engage with them about
psychological issues. This is far from an ideal situation for the healthcare professionals or the
patients.” — evidence submitted bythe Psoriasis Association

6.0 Background

The APPG on Skin has consistently said that education and trainindgor primary care in
dermatologyis insufficient™® Given thatapproximately a quarter of the UKpopulation consult
a GP each year because of a skin complaint, there is an acute need for improved training

within dermatology to support the high population need.

6.1 Undergraduate training

Training for all healthcare professionals must be tailoreto respond to patient need.
However, a some medical schools(15%)it is possible to complete undergraduate education
without ever completing any formal dermatology focused educatio" The longest period of

training is six weeksbin just one case.”' The average is about one week*

Undergraduate taining in psychodermatology is often purely opportunistic. The only
occasion for learningmay be provided by watching and learning within a clinical setting.

Moreover,there is even less opportunity for paeétric psychodermatology training.

Whilst there is littlepublished evidence fora lack of dermatology training in undergraduate
nursing programmes or in postgraduate practitioner psychology training programmes
anecdotal evidence reports a similar situationto that of doctors. Many nurses may &ck
knowledge in dermatology, which means they are unable to givebasic advice and support

in skin care
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6.2 Primary care practitionertraining

Evidence submitted to this Inquiryindicates that many patients feel let down by the level of
knowledge of their GP.GPs are reported to msdiagnose, offer unhelpful and insensitive
comments, lack support and trivialise the severity of symptomsThis may have severe impact
on young people,who can be at a vulnerable developmental stage and consequently may
inhibit them from seekingmedical and/or psychological help from health care professionals

in the future

Therefore, brmal dermatology training modules, learning resources and educatiohavents
for primary care practitioners must be accessible and promotedby Primary Care Networks
(PCNs) General Practitioners can already access the psychodermatology NHS efH British
Association of Dermatologistmodule® (see Figure 11),which is hosted on the NHS e
learning suite of resources and available free to all NHS healthcare practitionekowever, it

needs to be better promoted by PCNs.

Figure 11. NHSe-dermatology training modul

e-dermatology

A web based peer reviewed learning resource supporting the dermatology training programme

The GPwWERIin dermatology should be developed and supported in secondary care to ensure

that GPs interesed in dermatology can receive access to mentoring anghadow clinics.

Primary and Community Care Training Hubs provide education and wrkforce training for a
local area. Ther education programmesrespond to local needs and can actas a catalyst for
the adoption of best practice. They can play a huge role inmeeting the dermatological
educational needs of multidisciplinary primary careand community team, including GPs,
nurses and other healthcare professionals.All Integrated Care Systems (ICSs) and
Sustainability and Transformation Partnerships (STPs)should belong to and work closely

with a Training Hub.

40



Healthcare professional training
The Primary Care Dermatology Societ{PCDS)delivets education on a national level and
addresses the issue of skin disease and mental health in alis presentations.Local providers

should ensure staff have access to PCDS®sgh quality educationaltraining andevents.

6.3 Reviewing primary care practitionetraining

Given the lack of availake training, the APPG on Skin believe that there ismurgent need for
an inquiry to review GP knowledge and training. It should evaluate knowledge and training
based upon population need, of which dermatology is one with a high needin England,
Health Education England (HEEand the medical Royal Colleges ad Facultiesshould lead
this inquiry. Therespective education and training bodes in Wales, Scotland and Mrthern

Ireland should likewise conduct a formal review int&P knowledge and training.

Health Education England (HEE)ghould also work with the Royal College ofGeneral
Practitioners (RCGP) Royal College of Nursing(RCN)and Royal Pharmaceutical Society
(RPS)to ensure that urgent priority is given to the provision of proper dermatological training
for all GPs, nurses and pharmacis. Training must emphasise that many skin diseases are
long-term conditions that require ongoing care.Similarly the psycho-social effects of skin
disease should be incorporated into the teaching and examination of training courses for

GPs, nurses and pharmacists.

GP trainers should be evaluated for their dermatology knowledgeskills in discussing visible
differences and how they incorporate dermatology teaching into training their trainees.
Appraisers should emphasse the importance of covering all aspects ofyeneral practicein
the annual appraisal, dermatology includedAt revalidation, Responsible Officers could pay
attention to sufficient evidence of learning and demonstrating competencies in the main

dermatological conditions.

All institutions providing nurse education training must ensure the teachirgf undergraduate

nurses includes the impact that skin disease has on mental healt.

The APPG believes that part of the training fanental healthcarepractitionerssuch as clinical
psychology trainees and IAPT psychological wellbeing practitioners and high intensity
therapists must include training in the basic assessment and supporif psychosocial

comorbidities of skin disease. At the very leastmental health careprofessionals must be
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able to assess andknow how to modify psychological therapies for use with patients living

with skin conditions

The continuing professional development o#ll healthcare professionals shouldlso include
the mental health impact of skin disease.Some training resources have been developed
within the third sector (for example, The Psoriasis Associatioi®s EsoWelD training
programme for dermatology specialists andgosychologists®) and there are also some limited
modules available to General Practitioners on specific skin diseases such as alopecfain
addition, the online NHS e-learning suite of resourcess a valuable resourceand includes a
module on psychodermatology. However, the use of such modules is not lilt into training
appraisals and ontinuing professional developmentould be achieved throughincluding the
monitoring of completion of such training through theannual appraisalsystem and/or linked

into cyclical mandatory training

6.3 Psychodermatology trainingwithin Dermatology

There is an appetite amongst dermatology specialist staff to learn new skills to empower their
patients to live better lives.Our Inquiry found that few healthcare professionals have any

formal training within psychodermatology

Despite the combined British Association of Dermatologists and Psychodermatology UK
Training School in Psychodermatology which has been running for more than 12 yeatbere

is a clear demand for training amongst specialist groups. Advanced schools in
psychodermatology for senior practitioners (dermatologists, nurses, psychiatrists,
psychologists) are needed to maintain, develop and supervise basic psychodermatology

skills.

Commissioners must ensure that healthcare professionals, including nurses and
pharmacists, are given greater opportunitieso increase their knowledge in the psychological

needs of dermatology patients.

Service leads should ensure that staff make use of the existingLfH resources. For example,
the APPGS beliwes that the introductory psychodermatology NHS andthe British
Association of Dermatologistsapproved e-LfH module should be completed as standard by

all dermatology professionalsThere should also be specific intervention trainingn evidence
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based briefinterventions, such as habit reversal and stress reduction providedor a group
of dermatology staff within each service who arelikely to be involved in providing treatment
of psychological impact.Such training should be available to nurses working inermatology
clinics, who have access to supervision or consultation with a registered psychological

practitioner.

Access to additional psychodermatology training must be given a priority so that doctors
and nurses can have paid for time off work to develp the necessaryskills to ensure evidence
based effective care Moreover, NHS servicesshould support the educational development
of its employees and routinelyfund the provision ofspecific psychodermatology training as
recommended by regional psychodermatology leads This has been shown to be cost
effective by ensuring that the psychological as well as physical needs of patients are met in

the correct clinical environment.

More broadly, © enable healthcare professionals to upskill in basic pghological techniques,
funding should be provided to further develop and add to the existinge-LfH NHS

psychodermatology eresources.

6.4 Dermatologists

The introductory NHS elLfH psychodermatology module (figure 11) forms part of the
dermatology curriculum, and thisexisting training includes measuring psychological impact
and the use of relevant scales and questionnaires.However, there is a need to further
develop this to support training in diagnosing and treatig psychological comorbidities for

consultantdermatologists.
Additional psychodermatology elearning modules should be developed on the €fH

platform and a working group should look to work to further developghe Dermatology Higher

Specialist Trainingcurriculathat would guide this process
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Despite the combined British Association of _ _
_ Figure 12: Healthcare professionals
Dermatologists and Psychodermatology UK treating skin patients

Training School in Psychodermatologythere

is an urgent need todevelop specialist training
within psychodermatology. It should be
developed via accreditation and collaboration 13%
between the British  Association  of
Dermatologist, Psychodermatology UK, Royal 4%
College of Psychiatrists, and British
Psychological Society, withinput from patient
organisations and charitiesAdvanced schools 15%

in psychodermatology for senior practitioners

(dermatologists, nurses, psychiatrists,

o
psychologists) are needed to maintain, 34%
develop and supervise basic
sychodermatology skills. Disease speialit
pSy ay Y y 6%

groups should also increase healthcare
exposure to psychodermatology, so that the
likelihood of trainees choosing it as a 28%

subspecialty in the futureincreases.

6.5 Nurses

Psychodermatology is an important component of nursing and mukHilisciplinary patient care.
Highly trained consultant nurses, advanced nurse practitioners and dermatology specialist
nurses can explicitly implementand support the delivery of psychologicalinterventions?
Nurses can access thee-LfH psychodermatology modules. Howeverthe APPG on Skin is
aware of only a fewadditional training opportunities for nurses in psychodermatology [see
appendix F]. Therefore, like other HCPs, nurses must have access to new anddditional

psychodermatology education.

6.6 Psychologists and psychological practitioners

Doctorate courses that are Health & Care Professions Council (HCPC) and British

Psychological Society(BPS)accredited should include teaching onthe psychological impact

44



Healthcare professional training

of skin disease across the lifesparas part of competency development in the application of
psychological interventions to longterm conditions in adults and children. Training should
also consider how to assess and intervene across different developmental stages and
cognitive needs. This should include both direct provision of evidence based psychological
therapies for patients and their families, as well as considering not only individuaut also
systemic interventions (e.g. joint care across health, socialork, and education settings).
Psychologists are also well placed to support other healthcare professionals in developing

psychological skills such as habit reversal or relaxation ¢@niques.

Trainee clinical psychologists and other NHS psychological practitioners such agrainee
psychologicalwellbeingpractitioners can access the eLfH psychodermatology module and
should be signposted to this resource.This should include both diret provision of evidence
based psychological therapies to patients,and for psychological practitionersshould also
include the development of competencies tosupport other professionalswho might provide
low-intensity psychologicaltechniques, such as habit reversal and evidencebased stress

reduction and relaxation techniques.

In order to facilitate this the British Psychological SocietyOs Faculty of Clinical Health
Psychologyand Paediatric Psychology Networkshould ensure that it has an active netork
of practitioner psychologists with expertise/interest indeveloping and promoting the

provision of psychological services to people living with skin conditions.

6.7 Psychiatrists

In a regional paediatric psychodermatology servicethere must be access to a Paediatric

Liaison Psychiatry service

In an adult psychodermatology service there should be input from a liaison psychiatry
Consultant. Currently it is unusual for liaison psychiatrists to receive training in
psychodermatology as there are so few serices. There should be experience and training

in psychodermatology provided within the training of all trainee psychiatrists and particularly

for liaison psychiatrists.
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6.8 Multidisciplinary Teams (MDT)

The APPGS recommends the development of a psycbdermatology multidisciplinary team
(MDTSs) at least regionally consisting of dermatology, psychiatry and psychology inputhe

evidence that MDTs are cost and clinicallyeffective®>>°

is mounting, and it is believed
commissioners and providers should be setting u@nd maintainingMDT psychodermatology

services across all devolved nations for adult and paediatric dermatology services.

6.9 Networks

Practicing psychodermatology is demanding”>® Networks for all psychodermatology HCPs
provide a structure for support and sharing of best practice. Psychodermatology UK was
established at the end of the20™ century and is now developing a network within the UK
and internationally. The European Soctg for Dermatology and Psychiatry (ESDaP)
established in 1975 is expanding to be more global, than strictly European network, it
similarly champions clinieacademic excellence in psychoderm#&ology. A network of
psychologists with an interest and/or expetise in working within dermatology is also being
developed by The British Psychological SocietyOs Faculty of Clinical Health Psycholdgye
APPGS actively encourages the establishment and propagation of national and international
networks to support practitioners, share best practice and champion the clinicacademic

priorities of patients.

Key recommendations

> There should be a programme of reviewing primary care practitionersO
skills, training in psychodermatology, and the assessment of
psychological distress in long -term conditions. The APPGS recommends
that primary care training in dermatology and psychoderma tology is
mandatory.

> Health Education England (HEE) should work with the RCGP, RCN and
RPS to ensure that urgent priority is given to the provision of
psycho dermatological training for all GPs, nurses, and pharmacists

> Training for nurses mustinclude t he training in the basic assessment and

support for psychosocial comorbidities of skin disease. Nurses must be
able to assess and signpost to available mental health services
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The continuing professional development of all healthcare professionals
should also include the mental health impact of skin disease. This could
be achieved through the annual appraisal and/or other -cyclical
mandatory training.

Commissioners and providers must ensure that healthcare professionals,
including nurses , pharmacist s, and psychological practitioners  are given
greater opportunities to specialise in psychodermatology.

Psychodermatology should be included within the training of liaison
psychiatrists. The Royal College of Psychiatrists should lead and
facilitate this .

All trainees in dermatology and psychiatry should have an attachment
(the APPGS recommends at least 4 -6 months) in psychodermatology
during their training with specific training curriculum agendas and
measurable training outcomes.

There must be specific intervention training for all staff likely to be
involved in providing treatment of psychological impact associated with

skin conditions and use of the existing NHS e  -learning materials (e -LfH)
should be required for anyone working in this area.

Additional psychodermatology training resources should be developed
as part of the existing BAD/Psychodermatology UK and e -LfH modules.

Commissioners and providers should ensure that comprehensive
psychodermatology multidisciplinary team (MDTS) are developed at least
regionally. These MDTS should consist of a Dermatologists , Liaison
Psychiatrists , Psychologists, and specialist dermatology nurses.

Efforts should be made to establish and propagat e national and
international networks to support pract itioners, share best practice and
champion the clinic -academic priorities of all patient groups including
children and young people
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7.0 Staffing numbers

Rising referral rates from primary care to secondary care within dermatology is putting
pressure on the speciality. Many dermatologydepartments are oversubscribed and have
long waiting lists. In addition, the COVID19 pandemic has added a huge burden of
dermatological disease which has meant that dermatologists are now working differently
using virtual consultation formats (which carries resource implications), and that work which

had otherwise beenscheduled was delayed.

There are currently insufficient numbers ofonsultant dermatologists nationally to meet the
demands of the population. A APPG on Skin audit(2019) revealed that each wholetime
equivalent (WTE)doctor working in dermatology in the UK is responsible for wer 80,000
people, which is 17,500 above the baseline target ratio based on recommendations from the

Royal College of Physicians®

Thereis similarlya lack of practitioner psychologists, psychiatristsand nurses specialising in
dermatology dedicated to dermatology departments The APPG on Skin auditedsome NHS
England psychology services in dermatology departments and found a lack of WTE
psychologists.®® The initial fundingfor psychologist posts in dermatology departmentswas
found often to be reliant on charies or pharmaceutical companies with local business
planning subsequentlysecuring a permanent role® The APPGSsuggests that the evidence
presented in this report(see chapters 8 & 9)provides evidenceto ensure that the future
business plannirg of commissioners includes the provision ofpsychology expertise in all
dermatology departments, and which is not reliant on external fundinghere should similarly

be dedicated funding for liaison psychiatry posts to provide psychodermatology input.

Thereis an urgent need to increase the number of specialistdo reduce the time taken for
patients to access the care they needand support healthcare professionals in primary care.
Itis therefore imperative that more dermatologgonsultantand mental health specialityposts

are funded and training numbers are increased.
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7.1 Support teams

The recognition and management opatients with skin conditionswith mental health distress
requires specific skills from clinicians with experience and expertisérhe BAD working party
report on minimum standards for psychodermatology serviceutlines different levels of
minimum competenciesfor cliniciansdepending upon the severity of mental health distress
experiencedof patients they treat’ This stepped model of careapproach therefore matches

healthcare professional expertise to clinical need (Figude).

Figure 13: The steppedare provision of psychodermatology
services (Reprinted from Turner et al. 20°15)

Patients with low level distress can be managed bydermatologists and allied health
professional staff, whilst those with moderate or higtdistress levels should be seen by a
multi-disciplinaryteam of psycho-dermatology specialists’ A combination ofdermatologists,

psychologists, psychiatrists and specialist nurses should provide this holistic support.
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The APPG on Skin is calling for alermatology departments to have a dermatologist trained
in some psychodermatology, specialist psychology input and access to liaison psychiatry

advice.

Each department shouldalso have a clinical nurse specialist with training in habreversal
and other behaviourchange techniques Nurses specialising in dermatologyshould have
access to regular training and supervision with a practitiongssychologist. They should also

have access to liaison psychiatry advice and assessment of the patient where required.

Hospital manages must ensure that staffing is configured n a way that optimises

multidisciplinary care and patient preference in the dermatology department.

For patients for whom the primary skin condition has a high psychological burden, a psycho
dermatologist should work with a clinical, health, or counsetig psychologist that is Health
and Care Professions Council (HCPC) registered. For patients with psychiatric diseases, the

presence of apsychiatrist within the primary consultation is recommended.

In addition to routine psychodermatology expertise withindermatology departments there
should be at least regional access to tertiary psychodermatology clinics. These clinics should
consist of a multidisciplinary team dermatologist, psychiatrist, psychologist, nurses
specialising in dermatology to support local dermatology clinics and to treat the most

complex cases.

7.2 Resources to provide psychodermatology care

Dermatologists needadequate consultation times to allow exploration of patientsO feelings
The APPG on Skin recommendsi5 minutes for each new patient and 30 minutes for follow-
up appointments in psychodermatology specialist clinics. General dermatology clinicshould

allow at least15 minutes.
Commissioners andNHS service providersamust ensure that patients accessing dermatology

care have greder access to psychological therapiesand make available mline consultation

platforms.
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Key recommendations

> All dermatology departments must have a dermatologist trained in
psychodermatology, have specialist psychology input and have access
to psychodermatology -dedicated liaison psychiatry advice.

> All local dermatology wunits must have regional access to
psychodermatology services.

> All local dermatology services must have a named lead in
psychodermatology services able to provide basic psychodermatological
care of patients with skin disease

> Training numbers for d ermatology consultant posts must be increased
and hospital placements must be adequately  funded .

» Psychodermatology specialist clinics  should routinely provide 45 minutes

for new patients and 30 minutes for follow -up appointments. General
dermatology clinics should allow at least 15 minutes.
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ESTABLISHING
PSYCHODERMATOLOGY SERVICES

8.0 Background

Commissioners may erroneously perceivepsychodermatology services as costly and
thereforereluctant to fund them. This chapteridentifies examples of best practice within the
current provision of psychodermatology servicesin the UK that could be rolled-out more

widely. It aims to demonstratehow NHS service providers can configure their services to be

resource efficient and clinically efficacious.

As earlier highlighted, pimary and secondary care practitionersneed to be supported with
adequate training in dermatology, input from specialisinental health practitioners, and
available referral pathways. To establish effective psychodermatology services these factors

need to be addressed at the onset.

8.1 Asking the right questions in pimary care

The psychological component of a patientOs illnessan be missed when healthcare

professionals fail tomonitor and screen for depression or psychological distress.

Therefore, there should be an annual medical review of all patients with a chronic skin
condition, which includes an assessment of the psychological impact of the condition, via a
validated psychological healthscreening questionnaire./An annual medicine review already
exists in Scotland for psoriasis and psoriatic arthrit§; this should be duplicated for all UK
patients with a chronic skin condition.The DermatologyLife Quality Index(DLQI) or the
patient health questionnaire depression scale (PH®) and the generalised anxiety disorder
scale (GAD7) are among suitable options that can be freely usedPHQ-9 and GAD-7 are

also available to use as minimum screeners

HCPs in primary care should also routinely ask all dermatology patientsafter an acute
presentation (e.g. a flare)
1. During the past month have you dten been bothered by feeling downdepressed, or

hopeless?
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Establishing psychodermatology services
2. During the past month have you often been bothered by little interest or pleasure in

doing things?

Findings from the informal questioning or the healtscreeningquestionnairesshould enable

the healthcare professional to decidavhether the patient might requirefurther support.

8.2 Primary care psychologyservice

Many people with skin disease(54% of survey respondents)are not aware that there are
limited psychological servicesavailable forpatients with skin conditions The NHS, HCPs,
medical speciality groups and advocacy groups must focus on improving the signposting of,

and access to, such services and resources.

All primary careHCPs should have sufficient time and trainingo be able to provide selfhelp
advice to patients withmild psychosocial distress including triggers and coping strategies
Some patients will need support in accessing selhelp materials amd external support

services.

“My GP gave me a telephone number to call to book myself in to see an NHS therapy,
but | was housebound and felt too embarrassed to call.”
~ Respondent with eczema

GPs should consider referring ndividuals with more moderate psychological distress,
including anxiety and depression,to the Improving Access to Psychological Therapies

(OIAPT@pgramme. In some regionsselfreferrals canalso be made.

IAPT therapies where they exist can provide vitalpsychological support for many patients
with skin conditions that use the services. However, the APPGS is concerned that the
majority of IAPT services are generalist services and, thereforelCPs might not have the

knowledge or skills toprovide support that accounts for the precipitant of the distress

“I spoke to my GP and they referred me to my local NHS well-being service, however
this was very generic and did not specialise in skin, so it was mostly irrelevant and
did not help me.”

~ Respondent with eczema
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Therefore, commissioners shouldat a minimum, invest in services that focus on poviding
evidence-based psychological therapiesto people with long-term conditions (LTCs) IAPT

services that are tailored topatients with skin conditionsare preferable (Figure8).

Figure 8:Providing specialist IAPT services for people with skin disease

In line with the expansion of Improving Access to Psychological Therapy (IAPT) services outlin
in the Five YearForward View for Mental Health (2017), Sheffield IAPT has developed a OHe:
and Wellbeing Service'. This innovative service provides people living with a range of letegm

conditions (LTCs) and persistent physical symptoms (PPS) access to evidencdihsed

psychological therapies to help overcome stress, anxiety and low mood associated with livin
with the health conditions. This service accepts not only referrals from clinical staff but active
encourages seltreferral. The Sheffield service is unigueamongst the IAPT-LTC services in that it
has developed a dedicated pathway for people living with skin conditionsThe service is referred
to as: OThe Living Well with Skin Condition® pathway and was developed as a collaboration

Sheffield primary @re services as well as the dermatology department at the local acute hospita

The service developed and integrated psychodermatology training for trainee psychologic
wellbeing practitioners (PWPs) into the standard NHS IAPT training programme ran @he
University of Sheffield. Dermatologists and other healthcare professionals were also provided w
training.

Dermatologists have access to a Oprescription pad® with brief psychological questionnaires
they can use this to refer patients into theservice. A psychological wellbeing practitioner alsa
attends some clinics. Patients can also selfefer after finding information about the service in thei
GP practice (where extensive posters and leaflets have been distributed) or by reading about tf
service themselves on the IAPT Health and Wellbeing websitEhe website provides access to
some standalone selfhelp materials and signposts people to other sources of support as well as
providing a mechanism for people to request an appointment.

People accessing the service are initially assessed by a PWP and then provided access to
number of services including a dedicated group tailored specifically for individuals with a sk
condition. This unique psychoeducational course uses cognitive behaviouraherapy (CBT)
techniques to assist people in overcoming skin related stress, anxiety, and low mood, and to lear
how to manage specific issues such as itch and scratching behaviour and sleep disturbance.

Patients may also be provided with access to ontie CBT interventions, and patients with higher
levels of psychological distress can be OsteppeabO to a CBT therapist or clinical psychologist.

Key components of the programme:

Stepped-care model of support

Selfreferral possible

In-clinic clinician s@eening tools available

Access to a dedicated course with a workbook

Access to online longterm condition CBT

Access to counselling or clinical psychology intervention if needed

Advice available to dermatology staff

Routine collection of outcome data toguide individual clinical care and evaluation of the
service

Trainingintegrated into standard IAPT training& service specific training availalel

YVVYYYVYYVY
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54



Establishing psychodermatology services

The Sheffield IAPT service is limited to only people living, working, or studying in Sheffield.
The Shdfield Health and Wellbeing IAPT service is likely to provide a model for other regions,
and the APPGS would wish to see dermatology patients being able to access this sort of

service in other cities.

Other regions should look to SheffieldOs IAPT foatients with skin conditionsas a model to
adopt locally. The APPGS would like eaclCCG to implement a skinfocused programme in

their local IAPT servicavhere that service exists

8.3 Screening for mental health distress in secondary tertiarycare

Service developmentin secondary and tertiary careneeds to reflect the psychological needs
of patients. Like primary care, hospital managers should build theautine screening and
collection of patientreported psychological distress into their services.Figure9 provides an

example of best practice that can be duplicated in further hospital settings.

Figure 9:Bridging the gap between mental& physical healthcare in secondary care

IMPARTS (Olntegrating Mental and Physical Healthcare: Research Traiming ServicesO) is 3
programme running in general hospital settings that screens for depression and anxiety
patients with longterm physical health conditions.

One examples is its use in a tertiary outpatient dermatology service where patients wit
psoriasis complete the PHQ9, GAD-7 and DLQI on an electronic tablet, while waiting for thei
appointment. The treating dermatologist receives the results prior to the consultation, as we
as an automatic suggestion on the type of support that might be most ppropriate based on
the screening scores and steppedcare.”®

Patients with higher levels of psychological distress are referred to a clinical psychologi
dedicated to the dermatology department (when the distress interacts with their skin conditiof
or itstreatment) or to the hospital liaison psychiatry service. Patients with lower levels of distred
are advised to selfrefer into their local primary care psychology service (Improving Access t
Psychological Therapies, IAPT) alongside the clinician aledithe GP.
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Key components of the programme:

> Routine screening and collection of patienteported distress in all dermatology
appointments.

Early identification and management of mental health disorders and their impact on
physical health

Stepped-care model of support

A clear referral pathway

Technology used to support and inform doctors

Teams are offered training by the IMPARTS team and clinical psychologist in
dermatology to support their ongoing use of this collaborationin topics such as:
@liciting concerns and listening®, andd8cussing and managing psychological
distressO.

\%
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The model in Figure 9will only work if there is access to liaison psychiatry assessment as the
screening may reveal suicidal thoughts and create need for urgeiiiison psychiatry advice
and assessment. Many hospitals do not currently have outpatient liaison psychiatry serviges

although almost all have access to urgent liaison psychiatry advice.

8.3 Specialist psychodermatology services

As earlier highlighted, the provision of psychodermatology services across the UKis
extremely limitedand insufficient to meet patient needlt is imperative that alkregionsin the
UK have at least one dedicated Psychodermatology service or pathway with a trained
specialist psychodermatologist, consultant liaison psychiatrist with psychodermatology
expertise, multidisciplinary team (MDT) approach and steppeaare psychological support
In England, this would include at least one servican London, South West, South East, East
of England, West Midlands, East Midlands, Yorkshire and the Humber, North Eastnd North
West.

The type of service will depend on the type of patients seen in the unit. The core team

should include a psychodermatologist and a psychologist whilst access to a liaison

psychiatristis essentialwhen treating patients withpsychiatric problems.>*
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Commissioners looking to set up or maintain a service should follow the advice from the
®Vorking party report on minimum standards for psychodermatology services

2012’’produced by Psychodermatology UK and BAD

To ensure the effectiveness of psychodermatology units, there should be annual audits and
guarterly meetings to review activity and outcomes. Evidence must be collected on changes
in affector distressin patients,and not solely onquality of life which is a broad measure that

may miss significant distress

All psychodermatology clinics in departments and regional joint clinic should keepdatabase
of all patients according toa nationally agreed tenplate for the purposes of research auding.

Locally gathered audit data shouldalso inform business case planning.

Departments offeringpsychodermatologycare should followNHS EnglandOs 18veek target
from referral to treatment. The Inquiry heard thaturrently adult patients with primary
psychiatric disease areoften waiting longer than 18 weeks, as there are so few centres

offering this service whilst the situation in paediatrics is even worse.

HCPs treating patients with primary psychiatric disease, including delusional infestation (DI),
are at increased risk of receiving complaints and abuse from patient¥ Therefore, when
setting up a psychodermatology service, it is important to provide support servicefor HCPs

and have procedures in place to minimise risk to both service users and staff.

8.4 Making a business case

A growing body of research shows thatmultidisciplinarypsychodermatology serviceshave

the potential to be cost-effectivein theiruse of healthcare resources®*%°¢%

The direct healthcare costs associated with caring for a patient with typical psychocutaneous
(a skin condition that has a psychological caus@ problems outside of specialist
multidisciplinary services can be great’ This includes the cost of general practitioner
appointments, dermatology outpatient appointments, outpatient appointments for other

specialities, A&E attendance, and biopsies.
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For example, Gouldinget al.*® outline a patient with intractable eczema and etensive
scratching habits. Prior to referral, £9,222 was spent on her care. After receiving referral for
psychodermatology care, the cost of inputbnamely habit reversal therapypwas only £382,

and led to a resolution of her eczema

When making a busiress caseto set up a psychodermatology service commissioners must
be provided with theevidence thatdemonstratesdedicated psychodermatology services are
cost-effective. Furthermore,specialist servicesbusiness case tariffs rather than dermatology

tariffsare more appropriate for use.

8.5 Remote consultations

At the time of writing, many healthcare professionals are engaging in remote appointments
owing to COVID19 safety precautions. The APPG on Skin encouragedNHS service
providersto maintain the option for remote appointmentsas part of a menu of service options
post-COVID-19. Investments could also be made in furthering the use of teldermatology
and dialogue between primary and secondary cargbut not at the expense of losing
resources for face-to-face consultation Remote care within psychodermatology should
never be the norm. The APPG on Skin has concerns that clinical care could be adversely

affected, and multi-disciplinary teamwork hamperel or curtailed.

However, the Inquiry heard that many children andheir families, in particular, favour remote
consultations, due to the time taken to travel to appointments.Therefore, the APPGS
recommends that flexible working patternsare adopted. Mrtual / remote consultations
should be available for all patients (including psychodermatology patients) where this is
preferable (either by thepatient or the HCP), together with faceto-face consultations where

this is preferable(either bythe patient orthe HCP).

Face-to-face consultations are particularly crucial in psychodermatology as clinical
information obtained is much more reliable and comprehensive when fac¢o-face
consultations are used effected. Many nonverbal cues to psychological distresscan be
missed on the telephone and in complex cases the process of developing trust and
engagement and involving other family members is hampered if only telephone contact is

available.
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Key recommendations

> All patients with a chronic skin condition should receive an annual
medicine s review, which includes an assessment of the psychological
impact of the condition, via a validated psychological health -screening
guestionnaire.

> Specialist psychodermatology units should charge psychiatry tariffs
rather t han dermatology tariffs

> All regions should have at least one dedicated comprehensive
Psychodermatology service with a trained specialist
psychodermatologist, dedicated liaison  psychiatrist input, a
multidisciplinary team approach and stepped -care psychological
support .

> There should be annual audits  of psychodermatology units and quarterly
meetings to review activity and outcomes.

> All psychodermatology clinics in departments and regional joint clinic
should keep a database of all patients according to nationally agreed
template for the purposes of research and audit. Locally gathered audit
data should inform business case planning.
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9.0 Background

The Inquiry heard from numerous healthcare professionals, organisations and patiengho
called for areform ofthe way services werecommissioned for people with skin disease and

mental health distress.

The APPG on Skinis cognisant that the budgets of commissioners are likely to be
increasingly squeezedin the aftermath of COVID19, therefore where possible our
recommendations aim to belargelycost-saving or costneutral in the long run They aim to
be evidenced based, practical and have implementalel strategies for improving the

healthcare ofpatients with skin conditions

9.1 Cost of maintaining the status quo

Commissioners may be reluctant to fund multidisciplinary psychodermatology services,
perceiving them to be costly** However, the NHS Long Term Plan outlines how Othe cost of
poor mental health to the economy as a whole is estimated to be far in excess of what the
country gives the NHS to spend on mental health&Treating the mental health needs of a
local areaOs population will boost prodtiwity and income, and can reduce the pressure on

other local services (e.g. social care).

The cost to the economy through lost workng and educating days due to skin disease
related absenteeism is substantial. The UK Government paid £61 million in work dmefits

where the main condition was a skin disease in 2012/13°

This was reflected in the InquiryOs evidenceshich found that a number of patients with
depression, anxietyor mental health distresswho stated that their wellbeing had adisruptive
effect on them being ableto work, complete education or function fully in society. The APPG
on Skin believes that if thg were given access to specialist mental health supporthey would
be empowered to better cope with the impact of their cordition and therefore be more able
to attend education and work, and be more productive when at work Thiswill havea positive

impact on workplace productivity andpublic finances.
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Early psychological intervention in children and young peple with skin conditions can limit
the duration of physical and psychological problems. RBychological interventionsin this
group can be cost-effective asthey can build resilienceand preventthe long-term escalation

of psychological and psychiatric morbiditythat can carry into adulthood.

Many skin conditions are associated with comorbiditieshat are costly to manage Psoriasis
is a case in point with psoriatic arthritisand Crohn's disease representingjust a couple of
the common comorbidities. Either throughmodifying the behaviour of a patient with a skin
condition and / or providing psychodermatology care, many comorbiditiescan be reduced
in their severity and prevalence. Therefore, early interventions can be costsaving over a

period of time.

The APPGSbelieves that it is imperative that futurdunding available toCCGs for mental

health services mustinclude someservices available for dermatology patients.

9.2 Cost of not being seen by a specialist

It is the responsibility of NHSservice providersto have staffing arrangements in place that
deliver safe and effective careEach must ensure that they have sufficient expertise in each
area. There must be a critical mass of HCPs that ensure that the NHEngland® 18-week

target from referral totreatment is consistently met.

HCPs can spend a disproportionate amount of timeattempting to deal with patients with
skin conditions and mental health distress if they are not seen in a specialist settirfg.Not
only does this have associated resourcecosts, but a longer duration of untreated mental

health distress has been shown to lead to significantly less favourable clinical outcom&s

Hospital managers and commissioners may have mistakenly believel that
psychodermatology clinics are more expensive if they involve multiple healthcare
professionals and longer consultation times* However, as earlier highlighted there are a
wealth of studies demonstrating that it is more cost effective to run theselmics than manage
patients with skin conditions and psychological distress in more generalist healthcare
settings. One study into the cost of treating delusional infestation found that Othe average

cost prior to attending a dedicated psychodermatology dhic was £85,478 per patient per
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year, while the average cost of management in the psychodermatology clinic was £3%12

per patient per year®®

There arehidden cost layers in a non-specialist setting, for example, the cost of managing
Odoctor shoppers@at repeatedly attend consultations in primary and secondary care, as
they believe their disease is not being acknowledgeff. Furthermore, br some conditions,
such as dermatitis artefacta the manifestation of the psychological problem is unlikely to be
resolved by a dermatologist psychiatrist or psychologist in isolatiotf® Therefore a
multidisciplinary approach in a specialist service is needed to resolve the condition and

reduce the burden on the NHS of managing the patient.

9.3 Dermatology lead in NHS England

At the time of writing, there are 26 clinical areas that have Bational Clinical Directo(NCD)
or National Specialty Adviseto NHS England This ranges from tobaccoaddiction to sepsis
and respiratory disease But there is not such a NCDfor skin disease There is however, an
acute need for leadership within dermatology yen the wide variation in the deliver and
guality of psychodermatology care throughout EnglandThe APPG is calling for thecreation
of a NCD for Skinto provide the NHS with clinical leadership,advice and support on

dermatology care.

9.4 Local commissioningplanning

To deliver welplanned psychodermatology care,commissioners should invest imecessary
resources to match the psychosocial needs of the area. The stepped model of carayhich
matches clinical input and services to an individualOs disease burdaan create saving by
improving value for money.The exact configuration of a local muidisciplinary team will, to

some extent, be determined by local expertise.

Commissionersshould arrange for primary and secondary care professionals to have access
to a range of supportive services including psychological support, access to medical sodia

workers, camouflage services and occupational therapy.

NHS England and the Department of Health and Social Care has made substantial efforts to
improve the national delivery of mental health care, including through the publication of the

NHS Long TermPlan. Commissioners should evaluate whether these national priorities for
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mental health provision are reflected in the delivgrof local services for people with skin

disease.

Each CCGin Englandshould carry out an audit of existing service provisiorand need within
the local area. It must compare available resources (e.g. facilities, services, healthcare
professionalnumbers) with the level of current and future service demandlhe audit should
review the quantity of unnecessary investigations and ferrals conducted for patients with
psychocutaneous disease.lt should alsoseek patient feedback,include areview of waiting

list data and monitor workforce training needs

Depending upon the findings of the audit commissioners might need toresign cumrent
services, ammmission new specialist services recruit further HCPs, fund training for HCPs

and make investments to raise public awareness on available support services.

Integrated care systems should also evaluate the distance and availability of eefal to
psychodermatology clinics. As a minimum standard, i there is no access to regional
psychodermatology clinics, then NHS organisations and local councils should join forces to

coordinate the creation of a regional service.

9.5 Workforce planning

The NHS People Plan 20D®/21 commits to invest in training the future mental health
workforce.” This is welcome as therds currentlya chronic shortage of training opportunities
in psychodermatology. Therefore, itis imperative thatinvestments in theNHSGnental health

workforce includes HCPs thatare dedicated to dermatology departments.

Consultant dermatologists should also be prioritised as one of the specialities with eritical

shortage of specialists and correspondingly receive an increase Foundation Year 2 posts.

At a local level,individual health providersmust ensure that theyhave a sufficient staffing
arrangementin place t deliver safe and effectivecare for dermatology patients with mental
health distress. There must be a critical mass of HCPs that ensure that the NHSIB week

target from referral to treatment is consistently met.
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Key recommendations

> A sizeable proportion of new funding available to Clinical Commissioning
Groups (CCGs) for mental health services must be spent on services
available for dermatology patients.

> Commissioners need to understand that psychodermatology clinics are
cost effective to run  when compared to managing skin patients with
psy chological distress in more generalist healthcare settings

> Each new Integrated Care System must review its regional service
provision in dermatology and psychodermatology.

> All commissioners should carry out a regular audit of existing service
provision and need within the local area . The findings should be used to
inform future investments in  resources , which must match the
psychosocial needs of the area.

> Comprehensive multidisciplinary psychodermatology teams providing
care to patients with all facets of psychodermatology must be
commissioned across the country in proportion to patient populations,
and there must be comprehensive psychodermatology services available
at least regionally across the UK.

> NHS England should creat e a National Clinical Director for ~ Skin to provide

the NHS with clinical leadership, advice, and support on dermatology
care.
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10.0 Background

Research and development (R&D) investment in skin disease in the UK is insufficient to treat
its underlying burden of disease. Research indicates that skin disease is the fourth most
underfunded disease area relative to disease burderas measured by disabilityadjusted life
years (DALYs)! Unlike some diseases that are welfunded to meet the burdenof disease,
including cancer and diabetes, skin is reported to be underfunded by £154.6 milliom the

UK."™

The under-investment in R&D could be linked to the trivialisation of skin disease as Research
Councils and nonskin dedicated charities choose toinstead focus their investments on
diseases with greater mortality and public profile. Pharmaceutical companies coulsso be
hesitant to invest in R&Dwithin dermatology due to a belief that there is chronic under
funding for skin treatments, and they wil not receive equitable reimbursement, even if

patients could benefit.

10.1 Future research

The APPG on Skinrecommends that the funding for future research centrs on the overall
management and treatment of psychodermatology patients and the establishment of
national guidelines.There iscurrently a lack of large scale well designed clinical trials that
evaluate interventions to address psychological difficultiesxperienced by people with a
variety of skin conditions"*’ Programmatic researchis requiredto build and test sustainable
psychological interventions.Future research should attempt to demonstrate effectiveness

and cost! effectivenessin a range ofevidence-based medicines and interventions.

The APPG on Skin has contributed to a review opriority setting partnerships(PSPs) within
dermatology (see Thompsonet al.). The paper highlights that some PSPs already direct
stakeholders towards investingin research studying the psychological aspects of skin
disease. However, it is believad that all PSPs within dermatology shouldactively include
identification of priorities focusing on the psychological aspects of the conditionFuture

considerationshould alsobe given to establishing a specifigpsychodermatology PSP. This
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would facilitate more comprehensive research questions on the psychological aspects of

skin disease and treatments.

Greater funding within dermatology must be prioritised for psywodermatology research,
both commercially and nonrcommercially. Currently research projects within dermatology
may be less likely to be funded if they are to study the psychsocial aspects of skin disease
or if they are aimed at primary psychiatric diseas presenting to dermatology HCPs. The
APPGS recommends that:

Research funding should be provided for pretrial and trial work on the development,
evaluation,and implementation of complex psychological interventions to improve health.
Consistent with the Medical Research Councilframework for complex interventions his
should includedeveloping and testing interventions across the stepped care modeincluding

faceBtoEface groups and oneto-one therapy.

The National Institute for Health Research (NIHRhd other research funders with an interest
in skin conditionsshould prioritise funding for trials thatwill help to develop evidence based
psychodermatology interventions Funding is required to develop both psychological and

educational interventions acrags all the ages.

There must also be greater collaboration with the National Institute of Health Researcfihe
APPGS recommends that all studies in psychodermatology are placed on the NIHR

dermatology research portfolio.

10.2 Collaboration withinpsychodermatology

Psychodermatology involves a multdisciplinary interplay of medical specialties. However,
there is currently a lack of multidisciplinary coordination in the development of research
within the area.Therefore, there should be concertedefforts towards the creation of research

networks between psychology,psychiatry,and dermatology.

Working in psychodermatology can expose HCPs to vulnerable patients with complex
needs. Research has demonstrated that HCPs working in psychodermatologgre at risk of
experiendng complaints, abuse, and burnout.””*® Therefore the establishment of supportive

and supervisory networks is crucial.
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Key recommendations

Research funding for psychodermatology should be prioritised. This
should focus on the development, evaluation, and implementation of a
range of psychological and educational interventions for patients with
skin conditions .

There should be concerted efforts towards the creation of research
networks between psychology, psychiatry, and dermatology.

Supportive and supervisory networks of HCPs should be established to
provide pastoral care
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11.0 The value of patient support organisations

Patients with skin disease rightly expect to be provided with adequate and appropriate
support to manage, control, and live with their condition. Patient support organisations play
an important role in helping patients cope with the psychosocial effects of skin disease, often
stepping in when healthcare professionals are prevented from being able to give patients

comprehensive psychosocial support they needor any given dermatological condition.

Patient support organisations are therefore a critical part of the healthcare community and

can support awareness raising and the development of services, in a variety of wsty

Campaigning and advocacy

Organisations such as the National Eczema Society, The Psoriasis Association, and
Changing Faces have an important campaigning and advocacy role, bearing witness to the
experiences and needs of those with chronic skin conditins, building campaigns to highlight
this, and working with and lobbying Government and key policymakers within the NHS, to

improve service provision'®?*%

Support

Many patient support organisations also provide direct support to individuals and pati¢
groups, often at a community and primary care level. This support is often on a tiered
intervention mode] it encompasses the following: helplineservices - where they provide
information, emotional support and advice, peer support either via onlinecommunities or
in person, education and training- to schools, corporates and healthcare professionals
highlighting the patient voice and the challenges they face in everyday life, short term

counselling support.
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Some examples:

| have had to find out with the help of The National Eczema Society about food
allergies and carefully worked out what caused my eczema and now it is finally under
control.

~ Respondent with eczema

“I have not been provided with professional support, but | have used online
communities, connected to other people with psoriasis and contacted the Psoriasis
Association. This has helped my confidence and self-esteem — | used to sometimes
struggle to look in the mirror.”

~ Respondent with psoriasis

The information that patient support organisations provide on treatment options can
empower patients to demand a change of treatment from a doctorand articulate their

psychological distress.

“Personal contact and shared experience of psoriasis has helped more than all the
topical treatments”.
~ Respondent with psoriasis

Sharing tips for coping through social media channels and provide forums for pedo-peer
support and shared learning are key° These interactions can cultivate feelings of belonging

and acceptance, and as such can be important in maintaining psychological wellbeing

11.1 Working with our patient support organisations

Patient support organisations, therefore, hold a unique space in the healthcare community,
often being a position to convene disparate organisations to highlight a need and campaign
effectively for resolution. They arable to access funding from differentsources that can be

used for advocacy, or drive research and service innovation for the benefit of the service user

that can result in mainstream adoption.

Our Inquiry found that whilst some primary care practitioners routinely direct patients with
mild psychosocial distress to services and resources provided by patient support
organisations, unfortunately, this does not occur often enough, and patients tend to have to

find their own way to support services.
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There is a need to develop clear referralpathways, incorporating patient support
organisations services at the appropriate level. CCGs should have an tip-date directory of
dermatology patient support services that is distributed to Primary Care Networks. This will
ensure that GPs/HCPs routinelysignpost relevant psychosocial resources to patients. CCGs
should also ensure that they establish direct local links with these patient support groups, as

part of their commissioning arrangements.

Our Inquiry also heard that most patient support organisation staff are volunteers andnot
trained in providing psychological support.Organisations providing such services should
ensure that staff or volunteers are appropriately trained and supportedvith basic

psychological training or toolkits

Key recommendations

» CCGs should distribute to Primary Care Networksanup  -to-date directory
of dermatology patient support services.

> Consideration should be given to ensuring patient support organisations
lead or support service innovation projects

> Patient support organisations providing psychological support services
should ensure that staff are appropriately trained and supported with
basic psychological training or toolkits.

> The inclusio n of patient support organisations in a review of services and
pathway is critical, to amplify patient voice and build in the community
services that patient support organisations provide
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CONCLUSION

The evidence receivedin our Inquiry highlights the extensive impact skin diseasesan have
on all aspects of peopleOlives fromschooling, relationships seltesteem, and career choices
to social, sexual and leisure activitiesindeed, millions of UK citizenswith skin disease are

likely toexperiencesome degree of psychological and emotionaldistress.

There was a clear sense ofrustration from those working in dermatology and dermatologists
in their inability to access the appropriate psychologicadupport that they, and their patients,
need. Government health policythat focuses on investing in and expanding specialist

mental health support for people with skin diseasés urgently required

The education and trainingof HCPs that treat people with a skin conditionmust improve. It
was found that, despite many HCPs desiring training and upskillingnany lack knowledge in
dermatology and in the assessment and treatment of patients with psychological distress
Therefore, it is essential thatrobust education and training frameworksin dermatolagy and

psychodermatology are developed and expanded.

At a national level, skin disease remains a chronically underfunded and undervalued disease
area. There must be aNational Clinical Director for skirmat NHS Englandto champion the
speciality and advocate for increased funding, training of specialists and improvements in

undergraduate training of HCPs.

At a local level,commissioners must invest the necessary resources toprovide appropriate
psychological care for the local population with a skirondition. The stepped model of care,
which matches clinical input and services to an individualOs disease burden, can create

savings by improving value for money.

Psychological interventions must also be provided to childreand young people when the
needs present. When childrenand young peopleare not offered support servicestheir long-

term mental healthcan be severelyaffected.

Ultimately patients witha skin conditionshould reasonablyto be provided with excellent and

appropriate support to manage,control, and help them to live with theircondition.
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APPENDIX D

Patient survey on the psychological and emotional impact
of skin conditions

wnh e

©CoNe O A

Which skin condition(s) do you have?

Please describe thephysical symptoms of your skin condition(s)

It is hard for people thathave nothad a skin condition to understand the effect of these
symptoms, please in your own words describe your symptoms and their impact.

Has your condition(s) affected your emotionabr psychological wellbeing?

Has your condition(s) affected your selésteem?

Has your condition(s) negatively affected your intimate relationships?

Has your condition(s) affected your socialife or leisure and sporting activity?

Has your condition(s) atfcted your work or education?

Has your condition(s) affected yousleep?
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10. Please list any other aspects of your life that your skin condition affects

11. Did you know that in some areas of the UK there are NHS psychological services for
people with skin conditbns?

12. Have you sought help in connection with your psychological or emotional wellbeing
associated with your skin condition(s)?

13. If you have received psychological support in relation to your skin condition, who made
the referral?

14. If you have received psychtogical support in relation to your skin condition, who treated
you?

15. How long did you wait before you were seen for psychological and emotional support?

16. What treatment(s) did you receive?

17. Did you find the support / psychological treatment you received helpll in managing the
impact of your skin condition(s)?

18. Please provide any further comments on your experiences

19. What is your gender?

20. What is your age?

21. Where do you live?

22.If you have any furthecomments, then please provide them

Demographics of survey participants

Characteristic Frequency Percentage of sample who answerec
this question

Gender
Male 73 13.85%
Female 443 84.06%
Prefer not to say 8 1.52%
Other 3 0.57%
Skipped Question 17 -

Age
Under 18 27 5.11%
18-24 76 14.39%
25-44 243 46.02%
45-64 153 28.98%
65+ 26 4.92%
Prefer not to say 3 0.57%
Skipped Question 16 -

Area of residency
Scotland 55 10.48%
Northern Ireland 14 2.67%
Wales 23 4.38%
North East 18 3.43%
North West 53 10.10%
Yorkshire and the Humber 39 7.43%
West Midlands 44 8.38%
East Midlands 28 5.33%
South West 61 11.62%
South East 77 14.67%
East of England 28 5.33%
Greater London 54 10.29%
Prefer not to say 17 3.24%
Skipped question 19 -
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Patient demographicdN=544)

Characteristic Frequency Percentageof sample who answered
this question

Skin condition

Acne 35 6.45%
Alopecia 6 1.10%
Atopic dermatitis (Eczema) 236 43.46%
Contact Dermatitis 38 7.00%
Hidradenitis Suppurativa (HS) 8 1.47%
Hives (Urticaria) 38 7.00%
Ichthyosis 17 3.13%
Lichen Sclerosus 51 9.39%
Lipoedema 1 0.18%
Lupus 2 0.37%
Melanoma 3 0.55%

Non-melanoma Skin Cancer
(including Squamous Cell
Carcinoma & Basal Cell

Carcinoma) 10 1.84%
Psoriasis 177 32.60%
Rosacea 27 4.97%
Shingles (Herpes Zoster) 4 0.74%
Vitiligo 18 3.31%
Unsure/Undiagnosed 3 0.55%
Other 56 6.45%

Patient demographics continued (N=544)

APPENDIX E

Survey for organisations on the psychological and
emotional impact of skin disease

What is the name of your organisationcharity, or patient group?

What is your role(e.g. psychological support lead, charity manager etc.

What condition(s) are the focus of your organisatiorgharity, or patient group?

Please outline the psychosocial burdens or impacts that are expressed by people who

interact with yourorganisation?

What support and psychological wellbeing services (if any) does yoworganisation

provide?

6. Do you feel that current NHS service provision for people in psychological distress due
to skin conditions is: Very poor, Poor, Sufficient, Good, Exdéent, Not sure Prefer not to
say.

7. If you feel that services could be improved, please explain what your key changes would
be.

8. What does your organisation view as the wider benefits to the NHS of better psychosocial
service provision?

9. Finally,do you have any policy recommendations for the Groupo focus upon?

PoObPE

o
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APPENDIX F

Psychodermatology training & learning opportunities for
nurses

ocoakwnNE

OThe mind and the skinO module as part of the MSc module at Hertishire University
PsoWell Training Programme

Scottish Dermatological Nursing Societypsychosocial aspects of care course

Changing Faces taining course for health and social care professionals

St JohnOs Derm Academyraining events

NHS E-learning forHealth provides psychodermatology modules which form part of the
British Association of Dermatologists training curriculumrhese modules are open to all
NHS personnel seehttps://www.e -Ifh.org.uk/programmes/dermatology/

Royal College of General Practitioners elearning module on alopecia see
https://elearning.rcgp.org.uk/course/info.php?id=283

APPENDIX G

Psychodermatology support and self -help resources
provided by professional associations & charities includes;

1.

Most patient support groups offer information, booklets or factsheets on the
management and treatment for the respective skin condition, including its psychological
components. A list of patient support groups can be found
here: https://www.bad.org.uk/patient -support-groups.

A number of patient support groups offer helplines that provides support and information
to people livingwith a skin condition, this includes, but is not limited to: Changing Faces,
Psoriasis Association, Herpes Viruses Association, National Eczema Society, Behcet's
UK, Scleroderma & Raynaud's UK, British Porphyria Association, Anaphylaxis Campaign,
Allergy WK, and Alopecia UK.

The Skin Support websitehttp://www.skinsupport.org.uk/ (developed by the British
Association of Dermatologist$ provides information to support people in psychological
distress due to skin conditions (e.g. information on Anxiety, Stress & Depression;
Meditation & Mindfulness; Living with a Skin Condition).

Changing Faces, offers a free skin camouflage consultation service
(https://www.changingfaces.org.uk/skin-camouflage) and oneto-one sessions with a
Wellbeing Practitioner for children and adults in the UK who have a condition, mark or
scar that affects their appearance
(https://www.changingfaces.org.uk/adviceandsupport/adults).

Vitiligo Society is producing a new guided meditation mobile app for those dealing with
skin conditions: https://vitiligosociety.org/skindeep/.

Psoriasis Association has a hints and tips resource for people living with psoriasis and
psoriatic arthritis on coping well with the COVIEL9 pandemic: https://www.psoriasis-
association.org.uk/news/hintsand-tips-coping-with-covid-19.

British Skin Foundation have run online clinics which provide an opportunity for the public
to ask doctors guestions regarding mental health and skin
conditions: https://www.talkhealthpartnership.com/clinics/askexpert-bsf-mental
health-and-skin-conditions.
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10.
11.

12.

13.

14.

15.

16.
17.

18.
19.

20.

21.

8. National Eczema Society provides information, advice and emotional support for people
living with eczema and their families through their free, confidential, nurseipported
Helpline (eczema.org/helpline/).

9. Alopecia UK has support group meetings that areled by people with personal
experiences of living with alopecidittps://www.alopecia.org.uk/Pages/Category/find-a-

support-group
10. Eczema Outreach Support offers oneto-one emotional support to families raising a child

with eczema: https://www.eos.org.uk/#.
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