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Like Jack, 
Dermol can also 

do two things  
at once!

The Dermol family of antimicrobial  
emollients - for patients of all ages who 
suffer from dry and itchy skin conditions 
such as atopic eczema/dermatitis.

  Specially formulated to be effective and acceptable on sensitive eczema skin

  Significant antimicrobial activity against MRSA and FRSA (fusidic acid-
resistant Staphylococcus aureus)1

 Over 20 million packs used by patients2

  

  

    

A family of antimicrobial emollients
WASH  SHOWER  LOTION  CREAM  BATH

Dermol

  

  

  

  

Dermol® Wash Cutaneous Emulsion, Dermol® 
200 Shower Emollient and Dermol® 500 Lotion 
Benzalkonium chloride 0.1% w/w, chlorhexidine 
dihydrochloride 0.1% w/w, liquid paraffin 2.5% 
w/w, isopropyl myristate 2.5% w/w.  
Dermol® Cream Benzalkonium chloride 0.1% w/w, 
chlorhexidine dihydrochloride 0.1% w/w, liquid 
paraffin 10% w/w, isopropyl myristate 10% w/w.
Uses: Antimicrobial emollients for the management of dry and 
pruritic skin conditions, especially eczema and dermatitis, and 
for use as soap substitutes. Directions: Adults, children and the 
elderly: Apply direct to the dry skin or use as soap substitutes.

Dermol® 600 Bath Emollient Benzalkonium 
chloride 0.5% w/w, liquid paraffin 25% w/w, 
isopropyl myristate 25% w/w.

Uses: Antimicrobial bath emollient for the management of dry, 
scaly and/or pruritic skin conditions, especially eczema and 
dermatitis. Directions: Adults, children and the elderly: Add to  
a bath of warm water. Soak and pat dry.

Contra-indications, warnings, side-effects etc: Please refer 
to SPC for full details before prescribing. Do not use if sensitive 
to any of the ingredients. In the unlikely event of a reaction 
stop treatment. Keep away from the eyes. Take care not to slip 
in the bath or shower. Package quantities, NHS prices and 
MA numbers: Dermol Wash: 200ml pump dispenser £3.55, 
PL00173/0407. Dermol 200 Shower Emollient: 200ml shower 
pack £3.55, PL00173/0156. Dermol 500 Lotion: 500ml pump 
dispenser £6.04, PL00173/0051. Dermol Cream: 100g tube £2.86, 
500g pump dispenser £6.63, PL00173/0171. Dermol 600 Bath 
Emollient: 600ml bottle £7.55, PL00173/0155. Legal category: P
MA holder: Dermal Laboratories, Tatmore Place, Gosmore, 
Hitchin, Herts, SG4 7QR. Date of preparation: November 2013.

‘Dermol’ is a registered trademark.

Adverse events should be reported.  
Reporting forms and information can be  
found at www.mhra.gov.uk/yellowcard.  
Adverse events should also be reported  
to Dermal.

References:
1.  Gallagher J. et al. Poster presented at EADV Congress 2009.
2.  Dermol Range – Total Unit Sales since launch. Dermal 

Laboratories Ltd. Data on file.

Dermol knocks out Staph 
and soothes itchy eczema
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In many ways it’s an exciting time to
be practicing dermatology. First

immunosuppressive medications, and now
the biological revolution, have transformed,
and continue to improve, our management of
patients with inflammatory disease. In the
biologics clinic this afternoon, patients, many
of who have been ‘old friends’ for years (and
for whom I had little new to offer to them for
years), came along exhibiting almost normal
skin. Nearly all these patients are enrolled in
monitoring studies to document the safety
and efficacy of their treatment. We chatted
about how things have changed.

Similarly, although there has been an
increase in skin cancer, the surgical work
undertaken routinely in dermatology
departments has changed dramatically over
the past decade or so. Added to this, new and
emerging topical treatments facilitate non-
surgical options for many.

The flip side is the growing expectation that
we not only have to do a good job – but to
prove we are doing so. Outcome data is
expected at appraisal – and is sought by
regulatory bodies when doctors get into
difficulty. Patient expectation has also changed
– there is an expectation that the services will
be readily accessible, run to time, provide good
communication and deliver good outcomes –
both medically and socially. Whereas ten years
ago patients blamed the government for
miserly spending on the health service, now
they seek out quality metrics on hospitals and
even individual clinicians. It’s all part of being a
modern dermatologist.

In this edition, Helen Cordey considers how
we might manage squamous cell carcinomas
better, particularly with regard to case
identification and risk stratification. This is
always difficult, and when a patient develops
metastatic squamous cell carcinoma, it is easy
to be critical of some aspects of the initial

management. It’s a classical mistake, with
hindsight one can identify all the pointers 
that showed trouble was in store – whereas 
at the time the clinician making the decisions
will have been faced with many competing
factors, not knowing which would prove to 
be most important.

Some clinical problems, however, seem to
trouble us as much as they troubled previous
generations of dermatologists, and flexural
psoriasis is one of these. Although there have
been improvements in our armamentarium –
for many patients it is still a miserable problem.
Janika Borg leads us through the assessment
and management of this challenging area and
offers some new hopes for the future.

For me, dermatology is fun, offering a wide
range of patients, each with their individual
problems. Victoria Scott-Lang’s article on
tattoos covers an area where the patient’s 
fun meets the dermatologist’s professional
interest. What more could we ask for?

I entitled this comment ‘A modern
dermatologist’. However, Barry Monk finishes
this edition of Dermatology in Practice
by reminding us that the notions of ‘putting
the patient first’, bedside research and 
the crucial role of doctors in managing
healthcare are nothing new. He takes 
us back to Dr Plummer and the early
days of the Mayo Clinic.

Neill Hepburn, Editor

�
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A modern
dermatologist

� Patients can now 
seek out quality metrics 

on hospitals and even
individual clinicians
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Cutaneous squamous cell carcinoma (cSCC) is
the second most common type of skin cancer
and it is increasing in incidence worldwide. 
As with its much more common ‘cousin’, basal
cell carcinoma (BCC), tumours arise in 
keratinocytes, so both cancers are often lumped
together as ‘non-melanoma’ or ‘keratinocytic’
skin cancer. However, it is desirable to distin-
guish the two types clinically to facilitate 
optimum management, as their biological 
behaviour may differ. Most cSCCs are classified
as carrying ‘low or no risk’ of metastatic disease,
but a small subgroup of patients are at ‘high
risk’ and deaths do occur. The overall rate of
metastasis is less than 5%, but the five-year 
survival is poor in the subset of patients who do
develop distant metastases.1 In the majority of
cases, patients with cSCC initially present to
their GP. Knowledge of the clinical features and
high-risk characteristics of cSCC is, therefore,
invaluable for GPs, who have an important role
to play in detecting these sometimes difficult to
diagnose tumours, and in referring patients for
appropriate and timely management.2

Incidence of cSCC in the UK
In 2011, there were 102,628 cases of non-
melanoma skin cancer (NMSC) registered in the
UK, and its incidence is estimated to have increased
by 30% in the past decade alone.3 Around 20% of
cases of NMSCs are cSCCs, the other 80% being
mostly BCCs (approximate ratio of cSCCs to BCCs
= 1:4).3

Risk factors for cSCC
Older men are the demographic group most com-
monly affected by cSSC. Chronic exposure to ul-
traviolet (UV) radiation is the most important risk
factor for the development of cSCC, and tumours
usually arise on sun-exposed body sites. Tumours
arising on head and neck sites account for around
70% of cSCCs, with most of the remainder occur-
ring on the forearms, dorsal hands, lower legs and
trunk. Increased sun exposure due to outdoor
work or use of sun beds further increases the risk,
particularly in fair-skinned individuals who do not
tan. Previous cSCC or actinic damage (actinic ker-

atoses [AKs] or intraepithelial carcinoma) are both
risk factors for cSCC development. 

Patients with compromised immunity (for ex-
ample, recipients of solid organ transplants receiv-
ing long-term systemic immunosuppressive
therapy) have a very high risk of developing cSCC,
with a reversal of the usual cSCC to BCC incidence
ratio compared with the general population; that
is, 4:1.4 Metastatic cSCC is a significant cause of
morbidity and mortality in the solid organ trans-
plant population, particularly in those with addi-
tional risk factors such as fair skin and, history of
excessive UV exposure. See Box 1 for a list for risk
factors.

Clinical presentation
cSCC can present with a broad spectrum of clinical
features ranging from a large, rapidly growing ker-
atinising nodule to a fissure or small erosion
which fails to heal. Lesions often arise on photo-
damaged skin, and the first clinical sign is likely to
be an area of palpable induration which extends
beyond the visible margins. The lesion may then
progress to become plaque-like, tumid, verrucous

4
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Management of cutaneous
squamous cell carcinoma
– could we do better?

Box 1. Risk factors for the development 
of cSSC

• Male sex
• Age >50
• Excessive/chronic exposure to ultraviolet radiation
• Immunosuppression
• Fair skin
• Previous cSSC
• Actinic keratoses or intraepithelial carcinoma/

Bowen’s disease

Box 2. Differential clinical diagnoses 
of cSSC

• Keratoacanthoma
• Intraepithelial carcinoma/Bowen’s disease
• Basal cell carcinoma
• Hypertrophic actinic keratosis
• Pyogenic granuloma
• Irritated seborrhoeic keratosis
• Viral wart

Copyright © Hayward Medical Communications 2014. All rights reserved. No unauthorised reproduction or distribution. For reprints or permissions, contact edit@hayward.co.uk



For those patients with dry skin conditions such as eczema, The British Association  
of Dermatologists guidelines advise that the use of soap or detergent based products  
can exacerbate their symptoms. They recommend the use of soap substitutes.1

Doublebase Bath, Wash and Shower provide an effective alternative to the harshness of soap. They all  
contain a non-foaming soap substitute, which gently cleanses the skin, and a humectant which attracts 
water to moisturise the skin. The high oil content softens the skin and protects against dryness.  

Doublebase™ Emollient Shower Gel
Doublebase™ Emollient Wash Gel
Isopropyl myristate 15% w/w, liquid paraffin 15% w/w.
Uses: Highly moisturising and protective hydrating gels  
for dry skin conditions. Directions: Adults, children and the 
elderly: Use regularly, as required, as soap substitutes.
Doublebase™ Emollient Bath Additive
Liquid paraffin 65% w/w. Uses: For the relief of dry skin 
conditions. Directions: Adults, children and the elderly: Add  
to a bath of warm water. Soak and pat dry.

Contra-indications, warnings, side effects etc: Please refer to 
SPC for full details before prescribing. Do not use if sensitive to 
any of the ingredients. In the rare event of a reaction stop 
treatment. Take care not to slip in the bath or shower. Package 
quantities, NHS prices and MA numbers: Doublebase Shower: 
200g shower pack £5.21, PL00173/0196. Doublebase Wash: 
200g pump dispenser £5.21, PL00173/0402. Doublebase Bath: 
500ml bottle £5.45, PL00173/0200. Legal categories: 
Doublebase Shower & Doublebase Wash   P  . Doublebase Bath 
GSL. MA holder: Dermal Laboratories, Tatmore Place, Gosmore, 
Hitchin, Herts, SG4 7QR. Date of preparation: January 2014. 
‘Doublebase’ is a trademark. 

Reference: 1. http://www.bad.org.uk/site/796/default.aspx

Adverse events should be reported.  
Reporting forms and information can be found at  
www.mhra.gov.uk/yellowcard. Adverse events 
should also be reported to Dermal.

DoublebaseTM Bath, DoublebaseTM Wash, DoublebaseTM Shower
Isopropyl myristate 15% w/w, liquid paraffin 15% w/w.Liquid paraffin 65% w/w.

BECAUSE DRY SKIN NEEDS  
A SOAP SUBSTITUTE
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or ulcerated.5 See Box 2 for a guide to differential
diagnoses of cSCC.

Keratoacanthomas (KAs) have been considered
to be benign keratinocytic tumours that typically
present as rapidly growing, dome-shaped nodules
with an area of central hyperkeratosis resembling
a volcano. The natural history of KAs is charac-
terised by rapid growth, a period of stability and
then spontaneous resolution and healing with ir-
regular atrophic scarring. The growth phase may
occur over a period of weeks and most will then in-
volute two to six months after initial presentation.
Clinical differentiation from cSCC is impossible,
and the recommended management is, therefore,
surgical excision. Recently, the histopathological
classification of KAs has changed and the term 
‘KA-like cSCC’ is now preferred.

A cutaneous horn is a descriptive term for a 
finger-like stack of keratin which may arise from
both malignant and non-malignant skin lesions.
Clues to an invasive cSCC being present at the
horn base include pain, the height being less than
the diameter of the indurated base and the pres-
ence of erythema around the base.6

Role of dermoscopy in diagnosis
The role of dermoscopy in the diagnosis of cSCC
is less established than in the diagnosis of
melanocytic lesions. However, it can provide valu-
able information, particularly in helping to differ-
entiate cSCC from other skin lesions, such as BCC.
Dermoscopic features associated with cSCC in-
clude hairpin vessels, linear irregular vessels, targe-
toid hair follicles, white structureless areas, a
central mass of keratin and ulceration.7

Differentiation of cSCC from BCC
BCCs are the most common form of skin cancer
in the UK, and are often easily diagnosed by their

characteristic clinical appearance. Nodular BCCs,
the most common subtype, are classically slow-
growing nodules on sun-exposed sites which may
ulcerate. They usually have a distinctive rolled,
pearly border and arborising telangiectasia evident
on dermoscopy. Despite the clinical differences,
differentiating cSCC from BCC can be challeng-
ing, particularly when cSCC develops de novo from
normal skin (see Boxes 3 and 4). Studies of clinical
diagnostic accuracy have shown variable concor-
dance. In one study, 32% of cSCC cases were not
correctly diagnosed prior to surgery.8 Figures 1–6
illustrate typical presentations of cSCC.

Basosquamous carcinoma is a rare type of skin
cancer with clinical and histological features of
both BCC and cSCC. Biologically, basosquamous
carcinoma behaves like a high-risk cSCC with a
propensity for local recurrence and potential for
metastatic spread. Dermoscopy may help in iden-
tifying this more unusual tumour.9

If the clinical and dermoscopic features are
equivocal, one should err on the side of caution by

6 www.dermatologyinpractice.co.uk

Box 3. Characteristic features of cSCC

• Rapid growth – weeks/months
• Opaque appearance
• Induration
• Cutaneous horn/associated 

actinic keratoses
• Pain/tenderness
• Ulceration

Box 4. Characteristic
features of BCC

• Slow growth – months/years
• Translucent appearance
• Rolled edge
• Surface telangiectases
• Ulceration

� Figure 2. Moderately differentiated cSCC (depth 4 mm) on medial cheek.
Central ulceration and rolled edge may lead to misdiagnosis as BCC

Review DERMATOLOGY IN PRACTICE 2014; Vol 20 No 3

� Figure 1. Moderately
differentiated cSCC (depth
3 mm) on dorsum of hand
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making a working diagnosis of cSCC rather than
BCC to expedite referral for urgent excision or 
diagnostic biopsy.

In England and Wales, when cSCC is suspected,
GPs refer using a pro forma via the ‘two-week wait’
pathway. In Scotland, referral letters are vetted
and patients can then be seen on an urgent basis
in skin tumour clinics; the details in the referral
are left to the GP’s discretion, with a free-text box
rather than a pro forma. The use of a pro forma
does help in identifying cSCCs and lesions that are
high risk (‘tick boxes’ are included for rapidly
growing indurated lesions, organ transplant recip-
ients, history of excessive sun exposure and fair
skin). However, studies show that ‘two-week wait’
referrals for suspected skin cancer often do not
contain adequate information to allow appropri-
ate prioritisation,10,11 indicating a need to consider
a broader range of factors than those included on
the current pro forma. It has also been shown that
a proportion of cSCCs are referred to, and seen in,

routine dermatology clinics, which inevitably
leads to a delay in diagnosis with a potential risk
of tumour progression.10 Clinical photographs ac-
companying referrals can be helpful, and lead to
a routine referral being upgraded to an urgent one.

Risk stratification
High-risk cSCCs are tumours that are more prone
to local or regional recurrence and the develop-
ment of distant metastases (for example, lung
metastases). Overall, these tumours form a small
proportion of the cases seen in practice, but iden-
tifying them is important as they require prompt
and often more aggressive management.

Tumour site is an important risk factor, with
cSCCs arising on the ear, nose, lip, eyelid and scalp
being considered high risk. cSCCs arising within
an area of previous trauma or chronic skin disease
(for example, thermal- or radiation-injured skin,
leg ulcers, burns or scar tissue) should also be con-
sidered high risk. As may be expected, tumour size

7
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� Figure 3. Poorly differentiated cSCC (depth 4.5 mm) on posterior pinna.
Circular symmetrical appearance is more suggestive of cSCC than BCC

� Figure 5. Ulcerated,
poorly differentiated
cSCC (depth 5 mm)
arising on a background
of actinic field change
on temple of a male
organ transplant
recipient 
on long-term
immunosuppression

� Figure 4. ‘Keratoacanthoma-like’ cSCC on nose

� Figure 6. Cutaneous
horn arising from a
moderately differentiated
cSCC (depth 4.3 mm) on
temple. Note the
characteristic broad
indurated base
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is a prognostic indicator, with tumours greater
than 2 cm in diameter more likely to metastasise.1

Patient factors should also be taken into account:
current data show that immunocompromised pa-
tients have an increased risk of metastasis.12 This is
of particular significance in patients who are on
long-term immunosuppressive regimens follow-
ing organ transplantation, although patients with
haematological malignancies or HIV infection are
also likely to be at increased risk.

Histological factors associated with high-risk
cSCC include tumour depth greater than 4 mm or
extension beyond the dermis into, or through, the
subcutaneous fat. Perineural invasion is also con-
sidered a high-risk characteristic.1 A wide array of
histological subtypes of cSCC exists, although
most tumours are of no specific type (classic sub-
type). A minority of cSCC subtypes demonstrate
more aggressive behaviour and should, therefore,
be considered high risk. In particular, the desmo-
plastic subtype has been shown to be a risk factor
for local recurrence and metastasis (see Box 5).13

Management of SCC
The primary aim of cSCC treatment is complete
removal of the tumour and prevention of metas-

tases. A number of options are available, and the
choice of treatment should be determined by the
characteristics of the tumour and individual pa-
tient factors. Identifying the small subset of tu-
mours with a poor prognosis is paramount so that
aggressive treatment can be initiated urgently. 

Standard surgical excision remains the treat-
ment of choice in the majority of cases. The appro-
priate size of excision margins is an area of
uncertainty with a limited evidence base available.
In most cases, a minimum of 4 mm peripheral mar-
gins is recommended. In high-risk tumours a mini-
mum of 6 mm may be advantageous if surgically
achievable.1 For tumours that involve critical
anatomical sites (such as the nose and eyelids) or
where resection margins are likely to be challeng-
ing, consideration should be given to maximum
histological assessment of the peripheral and deep
margins of the specimen, and Mohs micrographic
surgery, when available, can be used. 

Other treatment modalities, such as curettage
and cautery or deep-shave excision, may have a

8
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� Cutaneous squamous cell carcinoma (cSCC) is the second most
common type of skin cancer in the UK, with a wide range of
clinical presentations, which can make diagnosis challenging.

� The initial clinical evaluation of a suspected cSCC should
determine whether any high-risk features are present.

� Most cSCCs are classified as ‘low risk’ based on clinical and
histopathological features and are cured by adequate excision.

� The identification of patients with ‘high-risk’ clinical features is
important to prompt urgent referral and optimal management
by an experienced skin cancer specialist(s).

Key points

Table 1. Resources for healthcare professionals and patients

Healthcare professionals Patients and relatives
Scottish Intercollegiate Guidelines Network Skin Cancer Foundation
Clinical guideline 140: Management of primary cutaneous squamous cell carcinoma. www.skincancer.org
www.sign.ac.uk/pdf/SIGN140.pdf

National Institute for Health and Care Excellence Macmillan Cancer Support
Improving outcomes for people with skin tumours including melanoma. www.macmillan.org.uk
www.nice.org.uk/guidance/csgstim/resources/improving-outcomes-for-people-with-skin-tumours-
including-melanoma-the-manual-2006-guidance2

British Association of Dermatologists Maggie’s Centres
www.bad.org.uk www.maggiescentres.org

DermNet NZ Marie Curie Cancer Care
www.dermnetnz.org www.mariecurie.org.uk

Box 5. High-risk features of cSCC13

High-risk clinical features

• Tumour diameter >2 cm
• cSSC arising in ear, nose, lip, eyelid or scalp
• Immunosuppression
• Pain/tenderness
• Rapid growth
• Special clinical situations (eg burns, scar tissue,

chronic inflammatory skin conditions)
• Rare genodermatoses (eg xeroderma

pigmentosum, dystrophic epidermolysis bullosa)

High-risk histological features

• Tumour depth >4 mm
• Tumour invasion into or beyond subcutaneous fat
• Perineural invasion
• Poor differentiation
• Desmoplastic subtype
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I enjoy looking at pictures – 
for me they are much more
memorable than text. I
suspect that is why I like
dermatology. When learning
to read with Ladybird Books, 
I would use the pictures 
to guess what the words
were. Even now, I prefer to
look at pictures in books 
and magazines than 
reading the text.

Pediatric Dermatology is an
ideal book for me: it features

lots of really good clinical photographs to
illustrate the conditions, augmented with
relevant (but not too much) text to back them
up. The intended audience is paediatricians and
GPs with a special interest in dermatology – but
in reality it would be a good primer for those in
training too.

The book starts with an introductory chapter
which is well written and interesting, although 
it includes some lists of preparations that are
common in the USA but are not available, or 
have a different name, in the UK. 

This is followed by a chapter on neonatal
dermatology, and subsequently by a series 
of chapters on different types of rashes 
(for example, papulosquamous eruptions,
vesiculopustular eruptions, and so on) reflecting
the non-specialist target audience. The final
chapter tackles factitial dermatoses, a difficult 
yet important area that is often neglected.

I particularly liked the anatomical diagrams
illustrating the sites of the pathology in the skin, 
as well as the diagrams showing the distribution
of rashes. The book also contains some
diagnostic algorithms – but these are tools that
just don’t seem to work for me. 

It is the quality of the photographs which
makes this book stand out. There are lots of
them and they are of a high standard. So, if like
me you like a visual primer, this is a good one �

Neill Hepburn MD FRCP Consultant Dermatologist, 
Lincoln County Hospital

Pediatric
Dermatology, 
4th edition
Cohen BA. Saunders Elsevier, 2013: £56.99
Available online at: www.expertconsultbook.com

Bookshelf

role in certain patients with low-risk tumours, al-
though there is insufficient evidence to recom-
mend their routine use.1 Radiotherapy as the
primary treatment modality may be appropriate
where surgical excision is not feasible or ex-
tremely challenging. It may be of particular value
in frail elderly patients with multiple co-morbidi-
ties. Adjuvant radiotherapy may be used in pa-
tients who have a high risk of local recurrence
following surgical excision. Discussion of high-
risk cases and incompletely excised tumours at
multidisciplinary team meetings is recom-
mended by the National Institute for Health and
Care Excellence and the Scottish Intercollegiate
Guidelines Network.1,14

Prevention
Patients diagnosed with cSCC should be advised
on general measures to reduce exposure to UV ra-
diation. Treatment of premalignant lesions such
as AKs and intraepithelial carcinoma may help
prevent the development of cSCC in predisposed
individuals. Patients who are immunosup-
pressed, particularly after an organ transplant,
should receive written guidance as to the clinical
signs and symptoms of skin cancer. A number of
patient information websites are available (see
Table 1). In those with high-risk cSCC, follow-up
appointments are recommended every three to
six months for a period of 24 months following
diagnosis, to check for local recurrence, metas-
tases or new primary lesions1 �
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Flexural psoriasis is a variant of psoriasis that 
affects the intertriginous areas of the skin,
namely the axillae and the inframammary skin
(see Figure 1), the retroauricular area, the 
periumbilical area, the intergluteal cleft and the
inguinal creases. It is thought that between 3%
and 12% of patients with psoriasis have flexural
involvement.1 Flexural psoriasis may coexist
with psoriasis elsewhere on the skin, most com-
monly chronic plaque psoriasis; however, in-
volvement may be solely flexural, in which case
the term ‘inverse psoriasis’ is sometimes used.2 It
often coexists with psoriasis affecting the genital
skin. The flexural areas may also be involved as
part of generalised pustular psoriasis, a less com-
mon type of psoriasis which is characterised by
widespread pustules on a background of erythe-
matous, tender skin. Flexural involvement is
particularly common in infants and young chil-
dren, and in fact a significant proportion of
those diagnosed with napkin seborrhoeic der-
matitis go on to develop  psoriasis later on in life.3

History taking
Flexural psoriasis tends to run a chronic course, so
patients might have had the condition for months
or even years prior to presentation. The chronicity
of the rash is a clue to diagnosis, and this helps to
differentiate it from more acute flexural rashes,
such as infections. It is not uncommon for patients
to have been treated repeatedly, but unsuccess-
fully, for presumed candida infection. Uncompli-
cated flexural psoriasis can be asymptomatic but
many patients complain of itch, embarrassment
and, particularly if maceration or infection occur,
pain and malodour. A personal or family history of

other types of psoriasis or psoriatic arthritis should
be enquired about. An account of what over-the-
counter or prescription medications have helped
or aggravated the condition will help to plan future
treatment. Quality of life measurements, like the
Dermatology Life Quality Index (DLQI), may help
assess the impact the condition is having on vari-
ous aspects of the patient’s life. 

Skin examination 
When a patient presents with a flexural rash, the
whole skin should be examined. The diagnosis of
flexural psoriasis is relatively easy when there are
classic signs of psoriasis elsewhere; however, diag-
nosis may be more challenging when the condi-
tion occurs in isolation. Signs of psoriasis should
therefore be searched for, with particular attention
to the hairline, extensor surfaces, umbilicus and
nails. Flexural psoriasis differs from psoriasis af-
fecting other regions, as the typical thick scale of
psoriatic plaques is absent. Instead, flexural psori-
asis is characterised by pink or red, shiny, sharply
defined, thin plaques with little or no scale (see
Figure 2). Because intertriginous areas are subject
to a greater degree of moisture and friction than
other areas, there is a higher risk of maceration and
secondary bacterial or fungal infections than in
other types of psoriasis. The risk is higher in obese
patients and those with urinary or faecal inconti-
nence. Signs of suprainfection may include ero-
sions or fissuring of the plaques, exudate,
malodour, increased erythema and tenderness. 

The Psoriasis Area and Severity Index (PASI) is
used to measure the severity and extent of involve-
ment with chronic plaque psoriasis by taking into
account the surface area involved, the thickness
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How to approach 
flexural psoriasis

� Figure 1. The axillae (a) and the inframammary regions (b) are common sites of involvement
in flexural psoriasis

� Figure 2. Typical plaques of flexural psoriasis: well-demarcated, with a shiny
pink appearance; there is an absence of scaling but some erosions are present
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and the degree of erythema and scaling of the
plaques. It is, however, not a suitable assessment
tool for flexural psoriasis namely because, as men-
tioned above, scale is generally absent.

Differential diagnosis
Other conditions that typically affect intertriginous
areas should be considered. Intertrigo, caused by
candida infection, presents as acutely eroded, red
areas that may have satellite papules or pustules at
the periphery. Tinea cruris caused by dermatophyte
infections tends to run a more chronic course, and
presents with a sharply demarcated red rash with a
raised, scaly, advancing border, mainly affecting the
inner part of the upper thighs and the crural folds.
In long-standing infections, pustules, papules and
vesicles may develop. Other sites at risk for der-
matophyte infection, like the toenails and interdig-
ital spaces, should be checked. Erythrasma is a
flexural rash caused by the organism Corynebac-
terium minutissimum and consists of red–brown
macules, which fluoresce coral red with Wood’s
light. Seborrhoeic dermatitis may involve the inter-
triginous areas, with other areas of predilection
being the centre of the face, the scalp and presternal
skin, where it is characterised by orange–pink
patches with an overlying yellowish scale. Eczema
may affect the intertriginous areas as part of gener-
alised atopic eczema; however, it maybe be localised
to the flexural areas, particularly when it is caused
by contact with an allergen or irritant. Although
eczema is usually easily distinguished from psoriasis
by its appearance and less well-defined borders,
sometimes differentiation is less straightforward,
particularly when lichenification due to chronic
scratching has occurred. Hailey–Hailey disease is an
uncommon, inherited skin disorder causing a
painful intermittent erosive rash in the skin folds. 

Investigations
The diagnosis of flexural psoriasis is usually a clin-
ical one. Where diagnosis is uncertain, a biopsy
may help. Epidermal hyperplasia, parakeratosis
and elongation of the rete ridges are the expected
histological changes in psoriasis. If candidiasis or
bacterial suprainfection is suspected, a swab for
culture and sensitivity is useful. Skin scrapings for
mycology are indicated if tinea cruris is likely.

Treatment
Flexural psoriasis, like other types of psoriasis, runs
a chronic course and no definitive cure is avail-
able. Patients should be made aware of this fact so
that they have realistic expectations and also,
hopefully, to help them adhere to treatment.
Treatment modalities include topical preparations
and systemic agents. Phototherapy treatment,

used in psoriasis affecting the body elsewhere, is
not a good option for flexural psoriasis because of
problems with the penetration of the therapeutic
light. The choice of treatment depends on disease
severity, patient preference and the presence of co-
morbidities. In addition to specified therapies,
general measures like keeping the affected areas
dry and clean to avoid infective exacerbations also
play a role. Obesity is a risk factor for flexural pso-
riasis and weight loss should be encouraged.

Topical treatment
The choice of topical agent to use for flexural pso-
riasis has to take into consideration the vulnera-
bility of flexural skin to side effects like irritation
and corticosteroid-induced atrophy.4,5 Topical
treatments available for flexural psoriasis comprise
topical corticosteroids, vitamin D analogues, top-
ical calcineurin inhibitors and tar (see Table 1).
Dithranol and topical retinoids are irritants and
usually too harsh on flexural skin. 

Topical steroids
A systematic review of treatments for flexural pso-
riasis found that topical corticosteroids of moder-
ate potency are superior in efficacy to calcipotriol
and pimecrolimus;6 however, flexural and genital
skin are particularly susceptible to steroid atrophy
and the development of striae and telangiectases,
so corticosteroids should be used with caution. Ide-
ally, potent and very potent corticosteroids should
be avoided, and moderate-potency corticosteroid
use should be limited to once or twice a day for a
limited period of time, ideally not more than two
weeks per month. Moderate topical corticosteroid
preparations with added antimicrobials may be
useful when maceration and infection are an issue.

Topical calcineurin inhibitors
Topical tacrolimus and pimecrolimus can be use-
ful, particularly when frequent corticosteroid use
is a concern, as they provide an anti-inflammatory
effect without causing skin atrophy.

Topical vitamin D and vitamin D analogues
Calcipotriol and tacalcitol are vitamin D ana-
logues; calcitriol is an active form of vitamin D.
While calcipotriol is frequently used for plaque
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Table 1. First- and second-line topical treatments 
for flexural psoriasis

First-line treatment Second-line treatments
Mild-to-moderate-potency corticosteroids Calcineurin inhibitors

Vitamin D and vitamin D analogues

Tar
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Discover the skin friendly1 formula to clear up acne

A topical combination antibiotic tretinoin treatment for acne vulgaris when comedones, 
papules and pustules are present

NEW 

Treclin® is a unique formulation2 that:

• has a rapid onset of action vs its component   
 monotherapies3

•  ! "#$% &'(#) *#+(,-#.($/0&*11*#-)'(*/2((  
( /-/3$/0&*11*#-)'(& +$-/+4

• is well tolerated1

• is alcohol free5
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� Flexural psoriasis is a variant of psoriasis that affects the
intertriginous areas of the skin. Its chronic course helps to
differentiate it from acute flexural rashes.

� When a patient presents with a flexural rash, the whole skin
should be examined. 

� First- and second-line treatment is with topical agents, but when
these are not sufficient to control disease, referral to secondary
care for treatment with systemic agents should be considered. 

Key points

Dr Tim Cunliffe, GPwSI in Dermatology and Skin Surgery,
Middlesbrough Specialist Skin Service
Tel: 01707 226 024
Email: pcds@pcds.org.uk
www.pcds.org.uk

t has been another busy period for the 
PCDS, as we have continued to provide

dermatology education across the UK. However,
the roadshow has now paused for its summer
break before starting again in September. The
period leading to Christmas is of particular interest,
with our ‘Advanced dermoscopy’ course in London
on 2 October, our ‘Skin surgery’ course in London
on 17–18 October and the ‘Scottish meeting’ in
Glasgow on 8–9 November. The Scottish meeting
has a focus on dermoscopy, with UK experts and
international speakers coming together to deliver
a very exciting programme. 

For those not familiar with our surgical courses,
these are a fabulous opportunity for anyone wanting
either to learn about skin surgery or to improve their
skills further. Most of the teaching is hands-on, and is
done in small groups with very experienced
instructors, including several plastic surgeons. 

GPwSI accredication
On a different note, there are new developments for
GPs with a special interest (GPwSIs) in dermatology
and skin surgery. Until recently, the accreditation of
GPwSIs was led by either primary care trusts or
deaneries. This is in the process of change, and the
Royal College of General Practitioners and British
Association of Dermatologists are currently piloting a
new system. If you are looking at becoming
accredited and wish to be involved in a pilot, then
please complete the questionnaire at:
www.surveymonkey.com/s/3RLMSCR. 
It is likely that the process of reaccreditation will no
longer be needed; instead, this will become part of
your annual appraisal.

PCDS website
Finally, the PCDS website (www.pcds.org.uk)
continues to grow. Some of the most recently added
clinical chapters cover hyperhidrosis, dermatitis
herpetiformis and hidradenitis suppurativa. Over the
next few months, we will be creating video clips that
will enable patients and nurses to view techniques
such as applying Ichthopaste® (Smith and Nephew)
bandages and leg ulcer dressings �

��See page 21 for a list of upcoming PCDS educational events.

I

psoriasis, when it comes to flexural areas, tacalcitol and
calcitriol are preferable as they are less likely to irritate
the skin.7

Tar
Coal tar has anti-inflammatory properties. It can be an
irritant and thus should be used on flexural and genital
skin at low concentrations. Other potential side effects
include the risk of contact sensitisation and folliculitis.5,7

New topical treatments
Tofacitinib is a novel janus kinase inhibitor that is also
being developed as an ointment for the treatment of
psoriasis.8 Oral phosphodiesterase inhibitors are new
drugs targeting inflammatory conditions such as psori-
asis and psoriatic arthritis;9 topical preparations are also
being developed. These agents are undergoing Phase III
trials for use in psoriasis, and may become an added
treatment option for flexural psoriasis in the future. 

Systemic treatments
Systemic agents such as ciclosporin, methotrexate, 
acitretin and fumaric acid esters are used in secondary
care when psoriasis is not adequately controlled by 
topical treatment alone. In flexural psoriasis, when 
topical agents are not sufficient to control disease 
and the patient is distressed, the patient should be re-
ferred to secondary care for consideration of such sys-
temic treatments �
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Tattooing in the 21st century is a big business,
with an estimated one in five of the British
population having a tattoo, as well as millions
of individuals worldwide. There are over 1,500
registered parlours across the UK, not includ-
ing unlicensed tattoo artists. Tattooing is 
now deeply ingrained in mainstream popular
culture.

Although the trend for body art may well be on
the rise, the art of tattooing dates back thousands
of years. In recent years, there has been increasing
interest in, and awareness of, the medical compli-
cations associated with tattooing. The tattoo in-
dustry is poorly regulated worldwide, and little is
known about the long-term effects of tattooing
on health. A number of medical complications as-
sociated with tattooing are well documented; for
example, infection and allergy. More recent con-
cerns regarding potential carcinogenic effects are
now starting to be addressed by researchers. Fur-
ther work is urgently needed to develop world-
wide hygiene standards for tattooing practices,
and regulate the use of pigments and dyes that are
currently used but have no established safety pro-
file regarding their use in humans.

Infection
The risk of infection as a consequence of tattooing
has diminished over the centuries due to both bet-
ter understanding of the transmission of disease
and improvements in hygiene. Despite this, the
risk of cutaneous infection does remain, and indi-
viduals attending unlicensed and unregulated par-
lours or amateur tattoo artists are at the highest
risk. A one-hour tattoo session is estimated to in-
flict about 180,000 punctures in
the skin; therefore it is not sur-
prising that tattoos are associated
with cutaneous infection.

Bacterial infections
In the mid-to-late 19th century, there were reports
of individuals developing syphilis related to tat-
tooing. It was routine, at that time, for tattoo
artists to use their own saliva to mix the inks, and
they would also lick the needle in the process of
tattooing. In 1869, a French naval surgeon re-
ported 47 cases of erysipelas and gangrene related
to tattooing.¹ The French navy later forbade tat-
tooing, as did the British and Spanish. 

With modern awareness and improved 
hygiene practices, the incidence of bacterial in-
fection has reduced, but this remains a risk.
Today, most infections are local infections sec-
ondary to Staphylococcus aureus (see Figure 1) and
Streptococcus pyogenes, but deep-seated spinal ab-
scesses² and endocarditis³ have also been reported
in recent years.

Rapidly growing mycobacterial 
cutaneous infections
There are 24 individual reports of rapidly growing
mycobacterial cutaneous infections related to tat-
tooing in the literature.4 These reports comprise
147 probable and confirmed cases of atypical my-
cobacterial cutaneous infections, including three

cases arising as a consequence of
permanent eyebrow make-up.
The majority of cases were related
to Mycobacterium chelonae, an en-
vironmental organism which is
ubiquitous in water and soil. The

first outbreak of M chelonae infection related to tat-
tooing was reported in France in 2010,5 and large
outbreaks have occurred in the USA.6

The only outbreak in the UK to date occurred in
Edinburgh in 2011 and 2012; four patients were
confirmed to have contracted M chelonae, and a
further seven suspected to have contracted it
showed negative cultures.7 All patients presented
with papules, erythema and pustules within grey
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� Figure 1. This patient presented with pain and crusting within a new tattoo;
swabs showed the presence of Staphylococcus aureus and the patient improved
with oral antibiotics

A one-hour tattoo
session is estimated
to inflict about
180,000 punctures
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areas of tattooing, identical to the symptoms seen
in France and the USA. The two tattoo parlours
identified as the source of the outbreak were vis-
ited by the local licensing authorities. Inspection
of the premises and practices was undertaken, and
microbiological analysis of both opened and un-
opened ink was performed. Similarly to what hap-
pened in other outbreaks of M  chelonae, tattoo
artists admitted to having mixed black ink with
non-sterile water to form a grey colour – which ex-
plains why the infection was confined to the areas
of grey tattooing (see Figure 2) – and also used non-
sterile water for rinsing the tattoo needle. 

Following these recent outbreaks in the UK and
abroad, and given the increasing popularity of tat-
tooing throughout the world, it is necessary to es-
tablish international guidelines on sterility
techniques in tattoo parlours; to prevent further
similar outbreaks these guidelines should specifi-
cally prohibit the use of non-sterile water.

Viral infections
Two case reports of suspected tat-
too-related HIV infection in the
United States were published in
1988.8 The individuals, who had
been tattooed in prison with non-sterile needles,
were later found to have HIV infection; one of
them had no other risk factors for contracting a
blood-borne virus. A review of the literature per-
taining to tattooing and viral infection has indi-
cated that there is strong evidence supporting the
risk of hepatitis B, hepatitis C and syphilis infec-
tion through tattooing, but the evidence is less
clear with regards to HIV.9 A systematic review and
meta-analysis demonstrated that tattooing was as-
sociated with an increased risk of hepatitis C in-

fection, particularly when tattoos were performed
by amateurs or in non-professional parlours.10

With hepatitis C infection now being the most
common indication for liver transplantation in
the USA, and second most common in the UK,
public awareness of the modes of transmission of
hepatitis C virus needs to be improved. Education
should be specifically aimed at young adults who
are contemplating having a tattoo. 

Issues with inks
Inks used for tattooing contain a multitude of
complex chemical substances, yet they are 
not regulated. There is currently no EU-wide
regulation on the constituents of tattoo ink. In 
the USA, tattoo inks are regulated as cosmetics,
whereas the pigments within the inks are
regulated differently. To date, the US Food and
Drug Administration has not specifically
approved any inks for tattooing. 

There is increasing recognition
that urgent work is required to es-
tablish the safety profile of the
pigments and dyes that comprise
coloured tattoo inks. Tradition-
ally, coloured tattoo inks predom-

inantly contained heavy metals such as mercury,
chromium and cadmium, but advances in the
field of organic chemistry have led to a change in
their constituents. Coloured inks now contain or-
ganic azo compounds. These pigments were not
designed for use in humans but for use in industry;
for example, for spray-painting cars. They can be
degraded by light and may break down to form
potentially hazardous aromatic amines. The effect
of these on human health is not yet established.
Black tattoo ink is manufactured from soot and
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� Figure 2. This patient presented with erythema and papules within the grey areas of the tattoo; skin culture confirmed the presence of Mycobacterium chelonae

Pigments were 
not designed for 
use in humans but
for use in industry
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� Figure 3a and 3b. This patient developed an allergic reaction to a red tattoo behind the left ear
(Figure 3a). The same patient had the same design tattooed behind the right ear, but with blue ink; there
was no allergic reaction (Figure 3b)

contains polycyclic aromatic hydrocarbons,
which are potentially carcinogenic. 

At present, the biological effects of both black
and coloured tattoo inks are unknown. What hap-
pens with the by-products of these inks after laser
tattoo removal is also uncertain. 

Allergy
Allergic reactions to tattoos are diverse. In the
acute phase, direct tissue injury and injection of
foreign pigment into the skin can cause an inflam-
matory reaction which generally settles quickly.
Immediately after tattooing, patients sometimes
apply topical antiseptic preparations and emol-
lients recommended by the tattoo artist to pro-
mote healing. In sensitised individuals, these
preparations themselves may cause an acute aller-
gic contact dermatitis.

Later, patients may develop an allergic response
to the tattoo, which can manifest in a number of
ways, both clinically and histologically. Clinically,
the most common presentation is an eczematous
eruption secondary to allergic contact dermatitis.
Some patients will develop photoaggravated der-
matitis, whereas others may develop exfoliative
dermatitis. Histology of a hypersensitivity reaction
will typically show spongiotic dermatitis, or less
commonly a lichenoid reaction, usually to red dye.

Contact allergy
Contact allergies to tattoos are colour-specific, and
will cause a confluent reaction within all areas tat-
tooed with the colour causing the allergy. The clas-
sic tattoo-related contact allergy is to red ink (see
Figures 3a and 3b). Reactions can appear months
or years following tattooing (see Figures 4a and
4b). The reason for the delayed onset of an allergic
reaction to tattoo ink is not clearly understood.
Older traditional red dyes contained high concen-
trations of mercury sulfate (cinnabar), and it is as-
sumed that this was the responsible allergen;
however, despite its removal from most modern
dyes, red ink continues to cause allergic reactions.
The reason for this remains unclear, and since red
is the most common colour used in tattooing, it
can be a significant problem. Patch testing is gen-
erally considered to be unreliable; despite dra-
matic appearances clinically, subsequent patch
testing to textile dyes and tattoo inks is often neg-
ative.¹¹ Formal excision of the affected area may
be indicated for non-healing areas.

Temporary ‘black henna’ tattoos often contain
para-phenylenediamine (PPD), which can cause
significant and severe allergic contact dermatitis.
Affected patients must avoid future exposure 
to PPD, particularly in hair dye, and to its cross-
reactants, which include azo dyes and parabens.

Photoaggravated dermatitis
Patients may notice pain, burning and swelling of
their tattoo when it is exposed to sunlight. Yellow
inks, which contain cadmium sulfate, are typically
the cause of this phenomenon, but it is also, albeit
less commonly, seen with red ink, which may
contain smaller amounts of cadmium added to
brighten the colour. The pathological basis for this
reaction is not known, but it is supposed that cad-
mium itself is a photosensitiser.

Granulomatous reactions
Granulomatous reactions to tattoos are well recog-
nised: they are an immunological response to for-
eign material. However, since sarcoidosis may
koebnerise in tattoos, this reaction pattern can
cause a diagnostic dilemma. In individuals devel-
oping a granulomatous reaction to their tattoo, it
may be necessary to investigate fully for systemic
disease to either confirm or exclude sarcoidosis.

Pseudolymphoma
Less commonly, patients may develop
pseudolymphoma as a delayed tattoo reaction.
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� Figures 4a and 4b. This 58-year-old man had extensive tattooing performed on his arms as a teenager;
some 42 years later he developed intense inflammation confined to the areas of red pigment. Allergy to red
ink can occur many years after tattooing but the reason for this is not clear

a b
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Clinically, this may manifest as fleshy nodules and
plaques appearing within the tattoo, and can ap-
pear alarming. Biopsy is required to make the di-
agnosis histologically. Yet again, red tattoos
appear to be the most frequent culprits. 

Treatment of pseudolymphoma can be chal-
lenging. Options include surgical excision, intrale-
sional corticosteroids and laser therapy.

Skin cancer
A comprehensive review of the literature pertain-
ing to tattoos and skin cancer was published in
2012.12 The authors found 50 cases of skin cancers

on tattoos, comprising 23 squa-
mous-cell carcinomas and keratoa-
canthomas, 16 melanomas and 11
basal cell carcinomas. Given the
millions of individuals tattooed
worldwide, the reported incidence

of skin cancer within tattoos is extremely low, and
is thus currently considered coincidental. In recent
years, there has been an increasing number of case
reports describing the appearance of keratoacan-
thomas and pseudoepitheliomatous hyperplasia
within tattoos. It is assumed that genuine keratoa-
canthomas are induced by the traumatic act of tat-
tooing; they will typically develop within one week
of tattooing, but can appear up to one year after.
Several cases of pseudoepitheliomatous hyperpla-
sia have also been described after tattooing. 

With respect to skin cancer, patients should 
ideally avoid the placement of tattoos over pre-
existing naevi, otherwise the surveillance of these
lesions will be difficult. Dermatoscopic examina-
tion will be all the more challenging in the pres-
ence of tattoo pigment that appears as black or
blue globules, and may mimic melanocytic naevi
structure.

Regret and removal
A significant number of people do regret having
had a tattoo in later life. Of over 600 individuals
with visible tattoos who were surveyed in the UK,
nearly one in three regretted their tattoo.13 More
men than women regretted their tattoos, particu-
larly those that had been performed when they
were under the age of 16. The majority of people
who regretted them had been tattooed on the
upper body. 

The laser removal of tattoos is expensive and
may not always be cosmetically satisfying. Indi-
viduals may need to attend up to ten sessions and
the total cost may amount to several hundred
pounds. Provision of NHS-funded laser removal
varies around the UK, but few people will qualify.
NHS-funded laser removal may be available if the
tattoo is on the face, neck or hands, or if has been

performed by an amateur. Information obtained
under the Freedom of Information Act showed
that, over a five-year period, one health board in
Scotland spent £600,000 on tattoo removal, hav-
ing paid for 2,007 treatment sessions performed
on 204 individuals. However, access to NHS-
funded treatment is not equal across the UK, and
many individuals will need to undergo laser tattoo
removal in the private sector. 

Considering that the cosmetic industry – in par-
ticular the operating of lasers – is largely unregu-
lated in the UK, this also gives rise to concerns.
Risks associated with laser removal of a tattoo in-
clude scarring, burns, pigmentary change and in-
fection, and these should be considered by
individuals undertaking such a treatment, partic-
ularly if they are thinking of attending an unqual-
ified laser operator. Furthermore, the fate of tattoo
pigments in the body following laser removal is
not known, and there may be long-term health
implications.

Effects on employment
Individuals contemplating having a tattoo should
consider the consequences this may have on their
future employment prospects. In the UK, under
the Equality Act 2010, tattoos, body art and pierc-
ings are not classified as protected characteristics.
Employers are therefore entitled to reasonably re-
fuse to employ an individual with visible tattoos. 

A number of UK employers have policies on tat-
tooing, including the Metropolitan Police, the
Royal Air Force (RAF), British Airways and HMV.
The Metropolitan Police requires individuals to
supply photographs of any tattoos with their ap-
plication, and  those deemed unacceptable will be
rejected.14 Applicants with tattoos on the face, vis-
ible above the collar line or on the hands will not
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� The tattoo industry is poorly regulated
worldwide.

� Tattoos are a port of cutaneous infection.
Recently, outbreaks of Mycobacterium
chelonae have been reported in Scotland,
France and the USA.

� Tattoo inks contain carcinogenic substances
and their long-term safety is not established.

� Many people later regret having had a
tattoo, and there are risks related to laser
tattoo removal, which is expensive with no
guarantee of satisfying results.

� Having a visible tattoo may have a negative
effect on a persons employment prospects.

Key points

Removal of tattoos 
is expensive and may
not be cosmetically
satisfying
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be accepted for any role, and all other tattoos must
be covered at all times. Tattoos that could be con-
strued as offensive towards any religion or beliefs,
or that are in any way discriminatory, violent or
intimidating, are not accepted, irrespective of their
site. The RAF  does not employ people with tat-
toos, that will be visible under service uniform,
which includes any above the neck collar or on the
hands, wrists or ankles.

Research carried out at the University of St An-
drews in Scotland found that hiring managers
might be prejudiced against people with tattoos
purely based on their appearance.15 Qualitative in-
terviews were performed with 15 hiring managers
recruiting for jobs in hotels, restaurants, shops and
the finance industry. All described negative feel-
ings towards candidates with visible tattoos, some
expressing concerns that customers may perceive
these as ‘repugnant’, ‘unsavoury’ or ‘untidy’. The
majority admitted that a visible tattoo would pre-
clude a candidate from getting a job.

Conclusion
Although the art of tattooing has been practised
for thousands of years, it is not without risks. 
Individuals considering a tattoo should be aware
of the risk of infection, the possible long-term 
carcinogenic effects of modern inks, the difficul-
ties associated with laser removal and the poten-
tial effects on employment perspectives. The
tattoo industry is poorly regulated worldwide.
Work is required to establish the safety of inks, 
regulate and standardise hygiene practice in 
tattoo parlours, and establish the carcinogenic 
effects of tattooing �
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PCDS update

PCDS educational events

Advanced Dermoscopy
�� Cavendish Conference Centre, 

London, 2 October 2014

Essential Dermatology 
�� Forest Pines Hotel, North Lincoln, 

9 October 2014

Skin Surgery 
�� America Square Conference Centre, 

London, 17–18 October 2014

Essential Dermatology 
�� Crowne Plaza City Centre, Birmingham, 

23 October 2014

Dermoscopy for Beginners 
�� Cheltenham Chase Hotel, 

13 November 2014

Dermoscopy for Beginners 
�� Ashford International Hotel, 

20 November 2014

TOP TIPS in Dermatology 
�� Manchester,

22 November 2014

Other society meetings

PCDS Scottish Meeting 
�� Glasgow Marriott, 

8–9 November 2014

Keep up to date with PCDS events at:
www.pcds.org.uk/events/
educational-events

Tel: 01707 226 024
Email: pcds@pcds.org.uk
www.pcds.org.uk
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there are other interesting features of the Mayo
Clinic which are worth reflecting upon. It is a
non-profit making organisation, and its costs per
case are substantially below the North American
average. Unusually for the USA, senior doctors
are on fixed salaries, so there is no financial
incentive or pressure to undertake unnecessary
investigations or procedures, and the
remuneration that they receive is not as high as
in many other major American hospitals; people

just want to work there. And its
chief executive is (and always
has been) a doctor!

The Mayo brothers, from the
very outset, emphasised their
core value of ‘putting the needs
of the patient first’ through

collaboration, teamwork and what has been
termed ‘uncompromising excellence’.

As we reflect on current medical practice in the
NHS, where so much emphasis seems to be
placed on placating managers by hitting
arbitrary targets, which often bear little
resemblance to clinical priorities, perhaps it is
time for us to start aspiring to the standards
which can clearly be achieved elsewhere. If the
young Henry Plummer, who started his working
life in an obscure rural practice, could do it,
surely can some of us �

Reference
1. Mayo Clinic website. Research facts and funding.
www.mayo.edu/research/about/facts-funding (last accessed 11/08/14)
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Unless you are a collector of obscure medical
eponyms (Plummer’s nails, Plummer–Vinson
syndrome), you have almost certainly never
heard of Dr Henry Plummer (1874–1936), and
that’s a pity, because he is one of the most
important people in 20th-century medicine
and we have a lot to learn from him.

In 1901, William and Charles Mayo invited the
recently qualified Henry Plummer to join them
in their clinic in a rural part of the US Midwest.
Later, they were to say that the day they asked
him to join them was the best day of work that
they had ever done, because it was Plummer who
laid the foundations of the Mayo Clinic, which
became, and remains to this day, the world’s
leading centre of medical excellence. The clinic is
now spread over sites in Minnesota, Arizona and
Florida. Indeed, he has been described by some as
the architect of modern hospital practice.

Among Plummer’s revolutionary innovations
were the introduction of individual medical
record folders for patients (hitherto, hospitals
used a ledger system for everyone on wards or in
clinics) and patient registration numbers to
allow continuity of care between repeated
admissions or clinic attendances. He was the first
to introduce an internal telephone system into
hospitals, and built a pneumatic system to
transport specimens (100 years before it was
introduced into my previous hospital in
England). He built research laboratories to be
located integrally to the clinical areas of the
hospital, and the frozen section and the heart
bypass machine are just two of the Mayo
innovations that were developed on site which
we now take for granted.

Apart from its remarkable and unrivalled
record in healthcare and clinical research (and it
spends over $500 million a year on research1),

Barry Monk MA FRCP
Consultant
Dermatologist, BMI
The Manor Hospital,
Biddenham,
Bedfordshire

Uncompromising
excellence

Perhaps it is time for
us to start aspiring 
to the standards
which can clearly be
achieved elsewhere

� Henry Plummer
pioneered the modern

medical record with
individual patient

registration numbers
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What is ...?
series is for you!

Need a simple introduction to 
healthcare evidence, health economics 

and statistical techniques?

The

The What is ...? series aims to demystify some of the terminology, techniques and 
practices used to assess and act upon clinical and economic evidence in healthcare.
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with changes in thinking and hot topics in evidence-based healthcare.

The aim of the series is to concisely communicate key issues and concepts, 
in a way that is accessible to a range of readers. The What is ...? series would 
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a complete understanding of healthcare terminology and practices.

These titles are available for purchase from our webstore 
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� Evidence-based medicine (EBM) is 

the process of systematically reviewing,

appraising and using clinical research

findings to aid the delivery of optimum

clinical care to patients. 1

� EBM forms part of the multifaceted

process of assuring clinical effectiveness,

the main elements of which are:

� Production of evidence through 

research and scientific review

� Production and dissemination of

evidence-based clinical guidelines

� Implementation of evidence-based, 

cost-effective practice through 

education and management of change

� Evaluation of compliance with agreed
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and outcomes-focused incentives.

� In 1996, the primary purpose of the NHS

was defined as ‘… to secure through the

resources available the greatest possible

improvement to the physical and mental

health of the nation’, 2a view that has

formed the basis of clinical resource

allocation ever since, with formal health

technology assessment mechanisms

dictating priorities throughout the UK. 

� Using the formal assessment of the

strength and weight of clinical and

economic evidence, bodies such as the

National Institute for Health and Care

Excellence, Scottish Medicines Consortium

and All Wales Medicines Strategy Group

encourage both individual healthcare

professionals and NHS trusts to use

treatments that have been proven to be

both clinically and cost-effective, while

disinvesting from practice that does not

meet these objectives. 
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For eczema and dry skin sufferers, simply stopping scratching 

is not an option. Food, perfume, clothes, temperature – 

anything can trigger a fl are-up. An effective way to help 

manage the itch-scratch cycle is to encourage complete 

emollient therapy. And QV makes compliance easy.
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colour, fragrance, lanolin, propylene glycol and sodium lauryl 

sulphate (SLS), which can irritate skin. It’s also one of the few 

brands to use glycerin, a naturally occurring humectant

that helps skin to retain moisture, without blocking pores.

Because QV feels so light and comfortable on skin, patients 

are much more likely to keep on using it

morning, noon and night. Which means they

can enjoy their own personal victory over

eczema, thanks to QV. Help children ‘beat

the itch’ with our free app.
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