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BREAKING NEWS........

GP with Special Interest (GPwSI) and Specialist Dermatology Services are on
track to complete their integration plans by 1 July 2006.

The clinical team for the integrated service comprises:

St Richards GPwSI
Peter Coburn Mike Lacey
Sandra Minor Mike Jenkins
Amin Karim Mark Twist
Bronwyn Hughes Kate Condon
Adam Howarth
Dermatology Specialist Nurse: Silvana Zanoto-Robertson

Half the GPwSI and secondary care clinics will be held at St Richard’s
Hospital (SRH) and half at Bognor Regis War Memorial Hospital (BRWMH) to
accommodate patients living north and south of our area.

Patients living east and west in our area can mostly choose which hospital
depending which is easiest for the patient i.e. A27 or A259, or depending on
the nature of their problem, just specify in your referral letter and we will
try to accommodate them.

We want to improve communication with and education for GPs by whatever
suitable means. These will include:-

Dermalink Newsletter

GPs can ask to sit in on some clinics with consultants or GPwSIs
Skin Club

Possible meetings held at GP surgeries

Telephone advice service

LET US KNOW WHAT YOU THINK!
In particular do you think the telephone advice service is a good idea?
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GUIDELINES FOR TREATING

‘BOWEN'’S DISEASFE’
(from the latest draft of the BAD
guidelines 2006 update)

Bowen’s disease is a form of intraepidermal
SCC. Most studies suggest a risk of invasive
cancer of about 3-5% for ‘ordinary Bowen'’s
disease (10% for perianal not in general
practice).

Treatments

There are several types of treatment, with
decisions potentially being influenced by
several factors such as lesion size and
thickness, equipment available, and the
perceived potential for poor wound healing (e.
g. at site such as the lower leg). Even in
recent controlled trials in which older
treatments are compared with newer
modalities, the regimen for the established
treatment or the site at which it is applied may
not concur with the approach used by all
dermatologists.

No treatment / observation
alone

Sometimes especially on the elderly lower leg
where healing is poor.

Fluorouracil Efudix

Applied once or twice daily as a 5% cream for
a variable period of time (between 1 week and
3 months). Leaflets and explanation re red
reaction are necessary—not used on lower leg
generally.

Imiquimod

Currently unlicensed, costly and optimum
regimes has yet to be determined therefore
possibly not for general practice use. Applied
3-5 times weekly for 6 weeks.

NB Red reaction and generally not used on
lower legs.

Cryotherapy

Recurrence rate in the order of 5-10%
provided that adequate cryotherapy is used
with 2 freeze/thaw cycles of 20 secs with a
thaw period. Healing can be a problem so
generally not used on lower leg.

Curettage with cautery

Can be useful but can be problems with
healing (less than with cryotherapy)
Therefore generally care not good for lower
leg.

Photodynamic Therapy

Refer for PDT when proven Bowen’s disease
on lower leg with stasis changes. Equivalent
or superior to cryotherapy and 5fu but
costly. Recurrence rate of about 0-10% at
12 months.

Follow up

Generally every 12 months and clinical
assessment for detection of recurrence.
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NICE - skin cancer guidelines

Some of you may know about and even read the NICE guidelines for skin cancer man-
agement published in February 2006.

Briefly they outline that GPs may treat pre-cancerous conditions such as Actinic kerato-
ses and Bowen’s disease.

However they want to move toward no BCC’s (or SCC’s or malignant melanomas obvi-
ously) being treated in primary care. Low risk BCC’s may be treated by GPwSIs (or sec-
ondary care) who are part of the local skin cancer network, but high risk BCC’s may
only be treated by consultants in secondary care.

Of course the numbers of low risk BCC’s are going to be massive so I'm sure this will
cause some problem with GPs who have until now been keen to excise Bccs on their
own patients. Also we will have to watch closely that the waiting time for surgery does-
n’t lengthen unduly so a compromise will be necessary, at least in the short term. The
guidelines are meant to be implemented completely by February 2009, so | think the
British Association of Dermatologists (BAD) and various regional skin cancer networks
are working out the best practice in the real world.

HOW CAN A GP JOIN
THE LOCAL SKIN CANCER TEAM?

You will therefore only be able to freat some of your own patients if you join the
local skin MDT. You will need to be involved with the dermatology service doing 1
session at the hospital alongside one of the consultants to gain experience and ac-
creditation. You will have to have gone on a recognised (derm) surgery course.
You will be required to attend 4 skin cancer MDT meetings per year (3rd Wednes-
day of the month) and you will have to be accredited by Dr Karim the local skin
cancer lead

There are now groups meeting discussing clinical governance associated with NICE

guidelines so
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WATCH THIS SPACE

VIEWS, COMMENTS,
DATES

PLEASE SEND YOUR CONTRIBU-
TIONS FOR THE NEXT ISSUE OF
DERMALINK TO

Key Contacts

Referral Management Centre:

Dr Kate Condon Dr Kate Condon:

Email: kate.condon@wsx-pct.nhs.uk

by Monday 7 August

Intranet site: ### # $1




