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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 individual SPC for full details before prescribing. Do not use 
if sensitive (especially generalised allergic reaction) to any of 
the ingredients or a possible history of allergic reaction to a 
chlorhexidine compound if present in the product.  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, UK. Date of preparation: 
November 2014.

‘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.
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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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we can see the rash or lesion, it’s difficult to
argue that a treatment has worked when it is
obvious to all that it is still there. Perhaps this,
combined with the ease of applying a
treatment to the affected organ, led to the
development of many dermatology ‘Specials’.
As Tim Root et al explain, these are immensely
useful but hard-to-source treatments, and the
subject of valuable work by a small subgroup
of the BAD. I wish them every success, as it will
make life easier for me, and much better for
my patients, when they achieve ready access
to these medications at a reasonable cost. 

Our appearance affects how we react, and
also how others react to us. Aileen Alexander
describes how hyperhidrosis dominated her

life as a young doctor and
the trials of her journey
through the healthcare
system. Andrew Affleck et al
explain some approaches to
managing patients with

body dysmorphic disorder. These are issues
we all need to understand so that we can treat
our patients appropriately.

I am writing this editorial with a wry smile.
We just had a Care Quality Commission
inspection and concerns were raised about
ventilation and air exchange rates in our
procedure rooms. We are now frantically
trying to understand, and agree upon, what
actions should be taken (if any) to ensure that
we are providing care in a safe environment.
It’s not something I had thought much about
before, but I am rapidly acquiring a working
knowledge, not only of airflow rates but also
of NHS technical memoranda. Those
guidelines – they get everywhere!

Neill Hepburn, Editor

There was a time when doctors
were able to consider a problem,

and then, drawing on their education,
training and experience, recommend a
treatment without fear of challenge or
contradiction. Those days are long gone.
We are now subjects of scrutiny, and while
this has benefits when it comes to reining in
the maverick, it does make life more
pedestrian. However, at least we do not
need to think too hard, as once the
diagnosis is established, the guidelines
provide a recipe to follow.

Of course, making the diagnosis in
the first place is often the tricky part. Last
week, in a peripheral clinic in Louth, I saw 
a female patient who 
I proudly diagnosed with
telangiectasia macularis
eruptiva perstans. I felt very
pleased with myself,
especially when I looked
through the notes to see just how many of
my colleagues had missed the (quite obvious)
diagnosis over the years. My guilty pleasure
came to an abrupt end when I found she had
consulted a Dr Neill Hepburn with exactly the
same problem in 1997, and he too had failed
to make the diagnosis.

In this issue, Ashish Sharma and Frances
Humphreys give us an update on the British
Association of Dermatologists’ (BAD)
guidelines for the management of bullous
pemphigoid. I always enjoy the discussions at
our clinical governance meetings when these
guidelines appear, and we have the
opportunity to challenge each other about
our individual practice. 

Of course, guidelines work for most
patients, but not all. In dermatology, where

�
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A 45-year-old man presented with an erythe-
matous, scaly, inflamed, pruritic plaque on his
left hand (see Figure 1). There were no lesions
elsewhere. He was not atopic. Scrapings for my-
cology were negative and he was diagnosed
with psoriasiform eczema. He was very trou-
bled with the itchy and sore rash, which im-
paired his daily activities and work. 
The initial prescription was Fucibet® (Leo

Pharma) (fusidic acid 2% and betamethasone
valerate 0.1% cream), paraffin-based emollients,
soap substitutes and cotton gloves. Due to a lack
of improvement, the topical steroid was changed
to Dermovate® (GSK) (clobetasol propionate
0.05%) ointment, which resulted in only slight
improvement during the next three weeks. Fol-
lowing a referral to the dermatology clinic and
subsequent patch testing, which was negative, the
patient was prescribed one of the Specials from the
updated British Association of Dermatologists
(BAD) Specials list 2014;1 that is, propylene glycol
40% w/w in Dermovate cream. At the follow-up
appointment four weeks later, the plaque had
cleared and the patient was using the cream only
twice weekly. 

The BAD Specials list
In clinical practice, when skin conditions are se-
vere and do not respond to available licensed top-
ical preparations, dermatologists have the option
of prescribing unlicensed Specials – topical formu-
lations that can be more effective than available
licensed treatments. These medicines usually have
a mixture of components – like propylene glycol,
steroids, tars, dithranol, salicylic acid and others,
in different concentrations – and vehicles to help
them penetrate thick and inflamed skin. In many
cases, the use of these formulations can avoid the
need for oral treatments, such as oral steroids or
immunosuppressants, which have many poten-
tial and undesirable side effects.

Specials licensing potential
The majority of medicines on the BAD list have
been prescribed for over 50 years and their appro-
priate use is taught in dermatology clinics. The ev-
idence base for their use is almost entirely
empirical, and the clinical trials needed to show
that they meet regulatory criteria for safety and ef-
ficacy are unlikely to ever be carried out. 

The potential for developing them into licensed
products is further reduced by the limited scale of
their use, the difficulty of designing stable formu-
lations with shelf lives of at least three years (the
minimum usually necessary for commercial via-
bility) and the lack of consensus about optimum
strengths, bases and formulations. Most of these
topical treatments are initiated exclusively by der-
matologists or GPs with a special interest in der-
matology (GPwSIs), and may be prescribed on an
ongoing basis by GPs, to continue the treatment
of patients who have responded well.

Issues with prescribing Specials
In 2008, the BAD compiled a list of the most 
commonly prescribed Specials’ formulations.
However, in recent years, many practising derma-
tologists around the UK have reported delays in
acquisition, short shelf life and high prices, which
can vary by a factor of ten or more in primary care,
depending on how and from where the pharmacy
has obtained the product. There was also concern
among specialist NHS manufacturing units about
the quality and safety of some of the products ob-
tained from non-NHS manufacturing units. These
issues were brought to the attention of the BAD
Therapy and Guidelines subcommittee, and the
BAD Specials Working Group was formed in late
2013. This group involves dermatologists, phar-
macists and representatives of the British National
Formulary (BNF), Primary Care Dermatology So-
ciety, Royal College of General Practitioners and
Royal Pharmaceutical Society.
A survey questionnaire was sent to BAD mem-

bers across the country, asking them to share their
views about the 2008 Specials list. A new, shorter
list was drafted, and subsequently reviewed and
completed by a group of dermatologists with the
help of senior pharmacists. The mode of use, indi-
cations and contraindications were added to the
list to facilitate the prescription of Specials. This
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n Figure 1.
a 45-year-old man
presented with an
erythematous,
scaly, inflamed
pruritic plaque on
his left hand
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Doublebase™ Gel Isopropyl myristate 15% w/w, liquid paraffin 15% w/w. Uses: Highly 
moisturising and protective hydrating gel for dry skin conditions. Directions: Adults, children 
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new list was launched during the BAD annual
meeting in 2014. 
Discussion is currently under way with repre-

sentatives from the Department of Health in Eng-
land about including all products on the BAD
Specials list in the Drug Tariff as a means of estab-
lishing agreed NHS prices. 
The aim of the list is also to allow all BAD-pre-

ferred products to be identified as such on GP elec-
tronic prescribing systems. The list is also
referenced at relevant points in the BNF. 
It is hoped that greater awareness and regular re-

vision of the BAD 2014 list of preferred Specials
will make prescribing and dispensing these med-
ications safer and easier for those concerned. 
In the long-term, it is hoped that alterations in

prescribing practice will result in higher demand
for a smaller range of unlicensed topical medi-
cines. This, in turn, will mean that more of these
unlicensed products will be readily available to
pharmacists as batch-manufactured products and,
therefore, quality will be assured at prices that rep-
resent a fair return on investment for manufactur-
ers, as well as best possible value for the NHS as a
whole. Ultimately, it is possible that a few of the
most commonly and consistently prescribed
preparations might become available as licensed
medicines, which represent the gold standard for
drug quality, safety and efficacy n

Declaration of interest
Tim Root and Deirdre A Buckley have declared that they have no conflicts of in-
terest. Emilia Duarte Williamson has been invited to attend congresses by phar-
maceutical companies and has been a medical advisor for Novartis, but she has
no conflict of interest related to this article. 
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� The British Association of Dermatologists
(BAD) Specials list consists of unlicensed
topical preparations that can be prescribed
for skin conditions that do not respond to
licensed preparations. 

� The original BAD list of Specials was
compiled in 2008, but problems such as
delays in acquisition, short shelf life and high
prices led to a revision of the list.

� An amended, shorter list of Specials was
published by the BAD Specials Working
Group in 2014; it includes their mode of use,
indications and contraindications.

� The BAD Specials Working Group is in
discussion with the Department of Health in
England about including the amended list of
products in the Drug Tariff, and thus
establishing agreed NHS prices.

Key points

Surgery of the Skin, 3rd edn 
is a definitive textbook of
procedural dermatology.
Boasting 850 pages
supplemented by online
content, which includes
video demonstrations, it
addresses every aspect of
skin surgery that you are
likely to need to know about
(and in my case many more).

It starts by covering basic
surgical concepts such as
anatomy, anaesthesia,
instruments, sutures and

wound healing. It then goes on to cover
essential surgical skills, including cryosurgery,
electrosurgery, excisions and random flap
repairs. It covers these areas quickly but
thoroughly. While it would certainly be
overwhelming as a first book, it does cover
these topics well and the practical focus, which
provides many useful tips, is excellent. The
videos really help.

I found the section covering aesthetic
surgical procedures interesting, although my
personal practice in this area is very limited. 
It is just an area of procedural dermatology 
I am not temperamentally suited to! However, 
it appears to be well-written, and the advice
given is sensible. 

This is followed by a section on special
procedures – a miscellany of topics ranging
from keloid management, through Mohs’
surgery for hidradenitis, on to vitiligo surgery. 
It certainly challenged me to think a little more
about how I manage keloids – perhaps I should
be more aggressive and consider surgery with
post-surgical prophylactic perilesional steroids.

Overall, this third edition of Surgery of 
the Skin is a great addition to the library of 
any dermatology trainee or practicing
procedural dermatologist. I found it easy to
read, interesting and helpful, as well as being
well-presented and nice to handle n

•Neill Hepburn MD FRCP

Consultant Dermatologist, 
Lincoln County Hospital

Surgery of the Skin,
3rd edn
Robinson JK, Hanke CW, Siegel DM, Fratila A.
Elsevier Saunders, 2015: £189
ISBN: 9780323260275

Bookshelf
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Potassium iodide, a drug of long historical her-
itage, remains a useful and important part of 
a dermatologist’s armamentarium in the 
treatment of neutrophilic dermatoses and pan-
niculitis, as well as infections
such as sporotrichosis. Here we
report an illustrative case of
granulomatous panniculitis
treated with potassium iodide
to excellent clinical effect. We
also provide a review of the important aspects
surrounding the prescription of potassium io-
dide, including indications, dosage regimens
and side effect profile.

Illustrative case
A 72-year-old man presented with bilateral tender-
ness of the lower legs following a protracted period
of immobility. Previous medical history included
type 1 diabetes mellitus and benign prostatic 
hypertrophy. Examination revealed multiple 
tender nodules, superimposed on thickened,
woody skin with overlying red–brown discoloura-
tion upon the lower limbs. Nodule histology re-
vealed granu-lomatous panniculitis. Initial graded
compression, topical corticosteroids and massage
failed to control symptoms. The patient was 
subsequently given colchicine (500 mg twice
daily) but, even when the dose was reduced to
500 mg once daily, he was unable to tolerate the
drug because of gastrointestinal side-effects. He
also developed widespread exanthem in response
to hydroxychloroquine.
Potassium iodide was initiated at 300mg three

times daily, and this treatment was followed by a
rapid resolution of the skin lesions. Over the
course of two months, the dose was gradually ta-
pered. Within two weeks of cessation, the nodules
recurred, therefore potassium iodide was recom-
menced with good clinical effect.

Uses of potassium iodide
Iodine was identified and subsequently used for
the treatment of hyperthyroidism in the early
19th century. Since then, it has been trialled in an
array of dermatological diseases with varying de-
grees of success.1,2

Currently, potassium iodide is reported to be
beneficial for the treatment of infections (includ-
ing cryptococcosis, sporotrichosis and pythiosis),
neutrophilic dermatoses (Sweet’s syndrome, pyo-

derma gangrenosum), panniculi-
tis (erythema nodosum [see
Figure 1], nodular vasculitis, sub-
acute migratory nodular panni-
culitis), Behçet’s syndrome and
erythema multiforme. 

The mechanism of action of potassium iodide
remains largely unknown. A proposed mecha-
nism of action involves the inhibition of 
neutrophilic production of toxic oxygen interme-
diates3 and neutrophilic chemotaxis,4 which
would account for its efficacy in neutrophilic 
dermatoses.

Dosage
Reported starting dose is 300mg three times daily
for inflammatory dermatoses and 600 mg three
times daily for mycoses, increased to a maximum
of 6 g daily if tolerated. Potassium iodide appears
to be efficacious and fast-acting, with improve-
ments reported in as few as two days. 

Adverse effects
Gastrointestinal side effects (nausea, vomiting, di-
arrhoea and abdominal cramps) are common and
can be offset by a gradual dose increase. 
Potassium iodide use can inadvertently precip-

itate an acneiform eruption, dermatitis herpeti-
formis or bullous pemphigoid. Iododerma, a
polymorphous eruption occurring on the head,
neck, trunk or limbs with a neutrophilic dermal
infiltrate on histology, is more commonly ob-
served in patients with underlying malignant or
chronic inflammatory diseases.2,5 

The protracted use of potassium iodide exposes
patients to risks of potassium and iodide toxicity.
The risk of hyperkalaemia is increased in patients
with pre-existing renal failure or those concur-
rently using angiotensin-converting-enzyme in-
hibitors or potassium sparing diuretics. Symptoms
of iodide toxicity include: burning mouth, hyper-
salivation, metallic taste, soreness of the teeth and
gums, and severe headache.
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Thyroid dysfunction
Both hypothyroidism and 
hyperthyroidism can result from
potassium iodide administration.
Prolonged excessive exogenous 
iodide exposure predisposes to the
Wolff–Chiakoff effect, in which the
thyroid gland stops producing thy-
roid hormone.6,7 During the first few
weeks of therapy, autoregulatory
mechanisms normally negate this, 
allowing the user to remain euthy-
roid. Afterwards, if potassium iodide-
induced hypothyroidism (and goitre)
occurs, cessation of treatment usually
means thyroid function goes back to
normal. The Jod–Basedow phenom-
enon is hyperthyroidism induced by
exogenous iodide administration,
and is seen where autoregulatory
mechanisms have failed.8

Other reported side effects of ther-
apy include pulmonary oedema,
angio-oedema, myalgia, urticaria,
eosinophilia, lymphadenopathy.
Provided side effects are monitored,

both by looking at symptoms and by
measuring electrolytes, renal and thy-
roid function, potassium iodide can be
a useful adjunct for the dermatologist,
and it continues to be widely used in the
developing world n

Declaration of interest
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� Iodine started to be used for treating hyperthyroidism in
the 19th century. Potassium iodide has since been
found to have a wide range of uses in dermatology. 

� Indications for potassium iodide include infections
such as sporotrichosis and cryptococcosis, and
neutrophilic dermatoses such as pyoderma
gangrenosum and Sweet’s syndrome.

� Potassium iodide is associated with a range of side-effects,
including gastrointestinal symptoms, hyperkalaemia and
thyroid dysfunction, so monitoring patients is essential. 
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Bullous pemphigoid (BP) is a blistering auto-
immune disease that commonly affects the 
elderly, with a mean age of onset of 80 years.
Autoantibodies attack the adhesion complex
of the basement membrane zone (BMZ), 
which connects the epidermis and dermis. 
The two main autoantigens in the BMZ are
BP230 and BP180.

Clinical features
Patients may present with tense blisters on normal
or erythematous skin. The subepidermal location
leads to thick-walled and usually intact blisters (see
Figure 1), compared with the intraepidermal blis-
ters of pemphigus vulgaris, which are thin-walled
and easily ruptured. Erosions or frank bullae may
be present in the oral and genital mucosa. The dis-
tribution may be generalised or localised, which
dictates appropriate management. A pre-bullous
stage, with pruritus associated with erythema or
urticated plaques (see Figure 2), may precede bul-
lae formation by many months, or it may be the
only clinical manifestation of the disease. 

Investigation
Diagnosis is confirmed by carrying out a skin
biopsy of a fresh blister, showing subepidermal
clefting with an eosinophilic inflammatory infil-
trate. Direct immunofluorescence performed on a
sample of peri-lesional skin will show linear dep-
osition of immunoglobulin (Ig) G and C3 along
the BMZ. Indirect immunofluorescence may show
circulating antibodies in the patient’s serum.

Management
BP is usually a self-limiting disease lasting from
months to years. Elderly patients with active blis-
tering can have an associated mortality that is
double that of the general elderly population. 
Treatment options differ according to whether

the disease is localised or generalised, but in both

cases treatment aims to control symptoms while
minimising toxic side effects.

Systemic steroids
Treatment with oral prednisolone leads to rapid
suppression of inflammation and blistering. Start-
ing doses can be titrated for patients with mild
(0.3 mg/kg), moderate (0.5 mg/kg) or severe dis-
ease (0.75–1mg/kg). Improvement is usually seen
within one to four weeks, with fewer or no new
blisters, after which the dose is gradually reduced
at fortnightly intervals. A suggested protocol is a
rapid reduction to 15mg daily, then reductions by
2.5 mg to 10mg, and then a gradual reduction by
1mg each month. 
Around 50% of patients will relapse at some

point, indicating the need for a higher dose of
prednisolone for longer periods. Patients may re-
quire treatment for many months, or even indef-
initely. Monitoring of blood pressure and blood
glucose and analysis of urine are required for the
duration of treatment, along with the prescription
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The BAD guidelines 
for bullous pemphigoid 
– a summary 

The British Association of Dermatologists (BAD) updated its 
guidelines on bullous pemphigoid in 2012.1 This article provides 
a quick summary for busy readers.

n Figure 1. Multiple tense bullae arising on normal and erythematous skin.
several of the bullae have ruptured, leaving circular erosions
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of bone protection (for example, a bisphospho-
nate) and stomach protection (for example, a pro-
ton-pump inhibitor). 
Intravenous methylprednisolone can be used

for severe and refractory cases, but carries a high
mortality risk from infection and cardiac failure. 

Topical corticosteroids
Topical steroids are the first-line treatment for lo-
calised or moderate disease. Trials have shown the
benefit of topical clobetasol propionate 0.05%
ointment/cream, applied either once (20 g) or
twice (40 g) daily to all the body, including unaf-
fected skin. Significant benefit was seen with this
treatment compared with oral prednisolone
(1 mg/kg) in disease control, adverse events and
mortality, for the management of extensive disease
(>10 blisters/day), with equal effects in moderate
disease (<10 blisters/day). 
A survey of 326 UK dermatologists showed that

98% of respondents used topical steroids as sole
treatment in localised BP and 34% in generalised
BP; they also routinely used topical steroids as an
adjunct (92%), mostly applied to the lesions only
(86%); 66% used topical steroids continuously
until relapse, while the remaining 34% discontin-
ued treatment once remission had been achieved. 

Antibiotics and nicotinamide
Antibiotics with an anti-inflammatory effect are
used as first-line treatment by 10% of German der-
matologists, and as part of management by 80%
of UK dermatologists. Doxycycline (200–300 mg
daily) is the most commonly used, followed by
minocycline (100–200 mg daily), lymecycline
(408 mg daily) and tetracycline (500–2,000 mg
daily). The current BLISTER trial is comparing
doxycycline with prednisolone.2 Nicotinamide
can be used in combination with these antibiotics,
at doses starting at 500 mg daily, gradually in-
creased to 1,500–2,500mg daily to minimise gas-
tric side effects. 

Other therapies
Methotrexate can be an effective treatment, either
as monotherapy or in combination with topical
or oral steroids, but there have been no controlled
trials to date. 
Azathioprine is commonly prescribed as a

steroid-sparing agent, at doses of up to 2.5mg/kg
daily. Myelosuppression is a potential side effect,
which can be minimised by measuring thiopurine
methyltransferase activity. There is no conclusive
evidence for its use.
Intravenous immunoglobulin can be used for

severe, steroid-unresponsive disease, where rapid
improvement is needed. Each cycle of treatment

costs around £5,000, with one study showing that
an average of 15 cycles is required. 
Mycophenolate mofetil, dapsone, cyclophos-

phamide, chlorambucil and ciclospirin can be
considered in refractory cases, but these are not for
routine use. 

Skin care
Patient comfort can be improved with the follow-
ing practical steps. Blisters should be left intact if
possible, to prevent secondary bacterial infection.
If large and painful, the blister can be pierced with
a sterile needle, leaving the roof intact to act as a
biological dressing. For open and raw areas, potas-
sium permanganate soaks are useful as an astrin-
gent, and soap substitutes containing antiseptic
can be used. Such areas should have topical
steroids applied to aid healing. Non-adherent
dressings can be applied and held in place with an
elasticated stockinette n
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� Bullous pemphigoid is a blistering autoimmune disease that
commonly affects the elderly, the mean age of onset being 80. 

� For localised disease, topical steroids and good skin care may 
be sufficient. Antibiotics with an anti-inflammatory effect can 
be tried if progression occurs. 

� For generalised disease, oral prednisolone is the most effective
treatment. Patients may be on treatment for many months or
years, or even indefinitely. 

Key points

n Figure 2. Pink
urticarial papules and
plaques, with tense
bullae containing
serous fluid
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◆ Proven efficacy in clinical trials vs. placebo1

◆  Favourable safety profile with no increased risk 
of malignancy, serious infection, or tuberculosis 
vs. placebo, demonstrated in clinical trials1,2

◆ Oral dosing1

◆  No requirement for tuberculosis prescreening 
or any ongoing laboratory monitoring1,2

Introducing 

A NOVEL ORAL
THERAPY THAT MAY
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psoralen and ultraviolet-A light (PUVA).1
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from being wet. Wearing damp socks or shoes was
extremely uncomfortable. Imagine putting on wet
socks every morning and then wearing them all
day –my shoes would even squeak when I walked.
Fortunately, I didn’t have any infections, as I

was extremely particular about cleaning my feet;
I would shower in the morning, then wash my feet
after school and then again before bed. Needless
to say, I got through a lot of socks! Again, I felt
dirty, uncomfortable and embarrassed. I had a
course of liquid nitrogen treatment for my verru-
cae after school. The doctor’s practice was less then
a mile from school, but my mum would pick me
up, drive three miles home for me to wash my feet
and three miles back for me to have my treatment,
so that I wouldn’t fear the nurse might judge me.
Summer was more bearable as I could wear san-
dals, but my feet were permanently cold because
of the evaporating sweat. I saw the GP again, who
told me that the only option was to use Anhydrol
Forte on my feet. I tried this, but with no benefit.

Online information
When I began medical school, I became fed up
with buying expensive comfortable shoes for the
wards and throwing them away a few months
later. It didn’t matter what I wore; cotton socks
and leather shoes made no difference. I was unable
to jog or run, due to my excessive sweating causing
blisters before I would reach one kilometre. 
A few years on, I came across information about

hyperhidrosis online. It mentioned iontophoresis,
a treatment that disrupts the sweat glands using a
small electrical current through tap water on the
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Living with
hyperhidrosis
– a junior doctor’s
experience
I first noticed my axillary hyperhidrosis at the
age of 15. I felt dirty, wet and cold all the time
and I had a constant paranoia that I smelt and
would be judged by my peers. Even in the sum-
mer I felt I had to wear a black cardigan to hide
my huge sweat patches. My mother had to
scrub and bleach my white undergarments,
which would stain yellow a few days after pur-
chase. The matter only got worse; it was all I
could think about in class. I concurrently suf-
fered from severe acne, for which I was pre-
scribed a course of isotretinoin. I was badly
bullied at school for my acne; this plus the hy-
perhidrosis destroyed my self-esteem.
It was my mum who realised that something

wasn’t right. It wasn’t normal to sweat so much,
and it was impacting on my confidence and my
schoolwork. She took me to see a GP, an extremely
approachable, male locum doctor.
Much to my relief, he immediately
made the right diagnosis and pre-
scribed Anhydrol Forte® (Dermal),
a topical roll-on agent to be used on
my axilla in the evening. This
worked almost straightaway and very well – I was
absolutely delighted. I soon learnt, however, that
if I used it too much or too often it would burn and
scar my underarms. Almost a decade on, my axil-
lary hyperhidrosis is very well controlled with this
agent, which I use as little as once fortnightly.
Once my axillary hyperhidrosis was under con-

trol, I realised that my feet were also becoming in-
creasingly sweaty. I had multiple bilateral verrucae
and, looking back, I realise that this was probably
due to my feet being permanently damp. No
amount of foot powder would prevent my feet

It wasn’t normal to
sweat so much, and
it was impacting 
on my confidence
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n Figure 1. iontophoresis, a treatment 
that disrupts the sweat glands using a 
small electrical current, is used to alleviate
excessive sweating in hyperhidrosis patients
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affected areas (see Figure 1). I wanted this treatment badly
– anything to make my condition more bearable. I would
have paid any amount of money to buy or try out the ma-
chine there and then. I saw my GP who had no knowledge
of iontophoresis and refused to refer me. I was a fourth-year
medical student and had a little bit more self-confidence by
then. I couldn’t bear to continue like this anymore so, com-
pletely out of character, I demanded a referral. 

Dermatology referral
Many months later, I was eventually seen by a dermatology
specialist nurse. She could see how bad my feet were, with
cuts between my great and second toes, and my soles looked
like they had been in bath water for too long. I was imme-
diately offered oral oxybutynin. I was given a note for my
GP to have it prescribed and began taking it straightaway. I
cannot explain how excited I was at the prospect of having
dry feet! As suggested, I titrated the dose up to the maxi-
mum. Oxybutynin had some effect, but this was limited:
while no longer completely soaked, my feet were still very
wet. I also experienced side effects: dry mouth and dry eyes,
the latter preventing me from wearing my contact lenses. 
Following this failed treatment, I was extremely eager to

try iontophoresis. Despite not being initially given a follow-
up appointment, I was eventually seen and put on a waiting
list of many months. The Channel 4 programme ‘Embar-
rassing Bodies’ had increased awareness of hyperhidrosis
and more people were being referred than ever before, but
the department only had one machine. When my turn fi-
nally came, I followed the treatment protocol over a few
weeks. At that point I was working as a junior doctor in gen-
eral surgery. The dermatology nurses were kind and non-
judgemental, which put me at ease. I thoroughly enjoyed
my appointments. They were my time out, a chance for a
sit-down and a ‘blether’, as we would say up in Scotland.
After this treatment course my feet were much drier. 
Today I wouldn’t say that my feet sweat the same as

everyone else’s, but they are much more manageable. I ruin
less shoes and I can run. I still have to use talcum powder in
my socks and shoes, but I am comfortable. I also need to use
the iontophoresis machine regularly, but this is not an issue:
I have purchased my own machine. With iontophoresis
and Anhydrol Forte, the sweating on both my feet and
hands is under control. This has literally changed my life. 

An embarrassing subject
For many, hyperhidrosis is an extremely embarrassing sub-
ject to broach. During my last job in general practice, pa-
tients with hyperhidrosis came to me as their first port of
call. It is often their ‘hidden agenda’.
My hope is that more healthcare professionals will be ed-

ucated about the impact that hyperhydrosis has on pa-
tients’ quality of life and about the treatment options
available, so that more people like me can be referred and
receive the benefits of treatment n
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Resources

The UK Hyperhidrosis Support Group is an
online group for healthcare professionals and
patients. It is led by Julie Halford, a specialist
nurse who volunteers her spare time to the
group. As well as speaking at national meetings,
Julie Halford aims to use the website to educate
patients and clinicians about the condition. 

l Individual advice is offered to all enquries sent
through the website, particularly on the NHS
and private treatments, and how to access them

l The website contains useful medical
information, including protocols for treatment
and clinical papers on hyperhidrosis. A regular
newsletter is also published and distributed to
people who have joined a mailing list

l Julie Halford has written several clinical papers
on hyperhidrosis, and she regularly speaks to
dermatologists and dermatology nurses in order
to update them on the latest treatments 

l Glossy patient information leaflets are available
on request for display in outpatient
departments and GP surgeries

For more information or advice, email:
info@hyperhidrosisuk.org

Other useful websites:

» Iontophoresis
www.iontophoresis.info

» Aluminium chloride
antiperspirant with aloe vera
www.sweatstop.co.uk

» Silver and copper socks
www.silversock.co.uk
or www.cuxsongerrard.com

» Hydrosal gel
www.hydrosalgel.com

» T shirts
www.esteemclothingprotectors.co.uk 
or www.sweat-help.com

» Absorbent soles
www.simplyfeet.co.uk
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Recognising body dismorphic disorder
and assessing severity
Clinical experience has shown that the behaviour
of the patient’s friends and family can provide a
clue to the patient’s diagnosis of body dismorphic
disorder (BDD); for example, they may attempt to
reassure the patient by saying things like:
l ‘Stop being silly’
l ‘You look fine’
l ‘You’re so vain’
l ‘You’re so selfish’
l ‘What are you worrying about?’
If body image concern or BDD is suspected, the

patient should be asked to rate how noticeable they
consider the area on their skin to be, out of 10, when
0/10 is ‘nothing to see’ and 10/10 is ‘as noticeable
as it could be’. A discordance of more than 5/10 be-
tween the patient’s and the clinician’s rating sug-
gests body image concern, and the need for further
assessment. The clinician should enquire about the

patient’s dissatisfaction with other body sites; for
example, their nose, breasts and body shape and
size. Disproportionate concern about several body
sites simultaneously or over time is strongly sugges-
tive of BDD and should prompt further assessment
(see Box 1).

Engaging with patients
Reassuring the patient that the perceived disfig-
urement is minor is not enough. This approach is
ineffective and may even be harmful, triggering
feelings of shame, guilt, helplessness, frustration
and anger. Instead, it can be helpful to discuss the
level of distress, and to focus on what treatment is
available to alleviate that distress, rather than on
the perceived disfigurement. Helpful phrases in
these situations include:
l ‘I can see that this is a huge problem for you’
l ‘I’m sorry to hear that this is taking over your life’
l ‘This is a serious problem and continuing in this
way is not desirable’

l ‘It sounds like every day is a real battle for you’
l ‘Other people have gone through a similar ex-
perience to you; you are not alone’

l ‘Body image concern is a recognised problem
and there are different ways to help’

l ‘There’s no quick fix, but with time, effort and un-
derstanding, we’ll be able to get you back on track’.

Treating patients
Unless the underlying diagnosis is made, patients
can be frustrating to treat, often appearing as being
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Body image concern 
in dermatology – could 
we do better?

Box 1. Further assessments to be carried out on patients
with possible body dysmorphic disorder (BDD)

• Screening for suicidal ideation and depression
• Screening for other possible associations; eg, indoor tanning habit,
obsessive exercise or body-building

•Medical history
• Drug history (including alcohol and recreational drugs)
• Condensed psychiatric history: risk factors for BDD, depression/other
associated psychiatric illness; eg, anorexia nervosa or bulimia

•Mental state examination and psychosis

Part 2 – How to recognise, and assess the severity of, body dysmorphic disorder (BDD).
How to engage with and treat patients with body image concern or BDD, in a
dermatology setting

Key points from Part 1
� Body image concern is a distressing condition, which may impact on quality of life.

� Body dysmorphic disorder (BDD) should be considered in cases of severe body image concern.

� Patients with body image concern and BDD are over-represented in dermatology clinics, and it is
important that dermatologists can recognise these individuals.

� If BDD is suspected, a detailed psychological assessment is needed including screening for
depressive disorder and suicidal ideation. 
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‘difficult’ and ‘demanding’ because they ask for in-
appropriate or excessive treatment for their mini-
mal or even non-existent defect.1,2

Although this has not been adequately studied,
clinical impressions suggest that outcomes follow-
ing treatment and surgery in this group are often
poor, as the concern may simply shift to another
part of the body. Honesty and empathy should be
employed when explaining to the patient that
they appear to have a known and treatable body
image problem, and when providing educational
material about the condition. 
Ideally, all suitable patients with BDD would be

seen by a clinical psychologist, but in reality this
does not occur due to a lack of resources. In cases
of severe BDD, a low threshold for psychological
or psychiatric referral should be used.
Currently, the only evidence-based treatment op-

tions, according to two randomised controlled trials
for BDD, are selective serotonin re-uptake inhibitors
(SSRIs) at high doses for at least 12–16 weeks (similar
to the treatment of obsessive-compulsive disorder
[OCD]), and cognitive behavioural therapy.2,3 An-
tipsychotics should be used cautiously by those fa-
miliar with their use, and generally only if the above
treatments have failed. They can be prescribed either
as a monotherapy or in a lower dose to complement
an SSRI.The National Institute of Health and Care
Excellence has produced guidance on the man-
agement of OCD and BDD.4 

Conclusion
A significant but disproportionate body image con-
cern is a common presenting complaint in derma-
tology clinics, but does not always equate to BDD.
The symptom complex – psychological, emotional
and behavioural – should be clearly listed.
The complexity of the psychology of appearance

concern should not be underestimated. Further de-
tailed psychological and/or psychiatric assessment
is desirable before settling on a diagnosis.
As dermatologists, we are trained to make a phys-

ical diagnosis, and most skin diseases have an or-
ganic basis. Sometimes we change our minds, and
psoriasis becomes eczema, or acne becomes rosacea,
and it does not really matter – retraction of the orig-
inal label is not harmful. 
However, dermatologists should only make psy-

chiatric diagnoses if they have had appropriate
training and experience. Erroneous psychiatric la-
belling, including of BDD, may cause the patient
harm, so psychiatric diagnoses should be made
with caution, supported by appropriate clinical
findings. Ideally, all patients with significant body
image concern should be assessed and managed by
clinical psychology and/or psychiatry, but such re-
sources can be difficult to access. 

Facilitated cognitive behavioural therapy using
internet-based resources may have an increasing
role in the management of BDD in the future5 n

Please note that only those appropriately trained and qualified to treat body
dismorphic disorder should do so. 
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� Surgical and medical treatments of the perceived cutaneous
‘problem’ in body dismorphic disorder (BDD) are cautioned, as
the problem may simply shift to another area of the body.

� When dealing with BDD, it is important that dermatologists
focus on the patient’s distress, rather than the skin complaint. 

� Engagement with clinical psychology or psychiatry services is
desirable for optimum outcomes in BDD patients.

� Individually tailored psychological therapy (for example,
cognitive behavioural therapy) and selective serotonin 
re-uptake inhibitors are the treatments of choice.

Key points

Correction 
the authors would like to make a correction to Part 1, published in Dermatology in practice Vol 20 no 4.
the final paragraph should have read: ‘it may be better to wait until further, more detailed assessment is
performed, ideally by a psychiatrist, before making a definitive diagnosis. the use of descriptive terms
such as body image concern, body image dissatisfaction, body image stress, poor self-image,
disproportionate concern or overvalued ideas about appearance is a useful approach in the shorter term.’
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nother year has passed, and the PCDS has 
been consistent in providing education in

dermatology throughout the country. The society has
been in existence for 20 years, an anniversary that was
accordingly celebrated during our spring meeting in
March 2014. The meeting took place at Chesford
Grange, Kenilworth, the venue that we have chosen
again for this year’s spring meeting, which takes place
on the 14th and 15th of March. The programme
promises another successful event, with lectures
focusing on applications of skin disease in other
specialties; for example, genetics, oral medicine,
psychiatry and rheumatology, to name a few. Have a
look at the PCDS website for the full programme
content as well as for an overview of our educational
events in 2015.

Things have been busy around the issue of
accreditation and re-accreditation of GPwSIs in
dermatology. Some of our committee members have
actively participated in the pilot run, led by the BAD in
conjunction with the RCGP. I am sure the experience and
learning will be shared in the future with everyone either
already working as a GPwSI, or contemplating doing so.

For those of you who, like me, work in general practice
and are aiming to improve dermatology services for their
patients, the new NHS Five Year Forward View, advocated
by Simon Stevens and published in October 2014, might
offer opportunities to do so through local CCGs.
Remember, patient experience is highly valued and
emphasised in the report. We all know too well that our
patients with acute and chronic skin conditions
experience a great variation in service provision, and that
the variation in education, which starts at medical school,
is a contributing factor. The PCDS is working tirelessly
with all stakeholders to bring home the message that
education is key for the benefit of patients.

May I use this opportunity to signpost you to the
excellent website of the society, which not only hosts a
wealth of educational material, but also patient
information, in order to support self-care – another aim
of the Five Year Forward View. There is a new feature on
the website, ‘case of the month’, a case scenario with
questions to answer and CPD points to earn. Have a look
at the January case, a woman with a symptomatic rash
around her mouth.

We hope to see some of theDermatology in practice
readers at our events, as we highly rate interaction 
with clinicians involved in the treatment of patients
suffering from skin disease. It greatly informs our
direction in terms of education as well as involvement 
in policies. If you would like to get involved with 
the society or sign up as a member, please email
pcds@pcds.org.uk and our fantastic support team 
will get in touch with you �
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Sheffield was once famous the world over 
for steel-making; indeed the local football
team, Sheffield United, is still nicknamed 
‘the Blades’. Sadly, as with much of British
industry, steel-making in Sheffield has all 
but vanished. But one rather remarkable
company is still flourishing: Swann-Morton
Ltd still manufactures its renowned surgical
blades in the city, as it has for over eighty
years, and its blades are almost certainly the
ones you use every day in your dermatology
clinic. And if you do, you will be in good
company, because these products are used 
by doctors all over the world.
The survival of this company may be unusual,

but its history is even more peculiar. Walter
Swann, the co-founder of the company, began his
business career in 1917, the year of the Russian
revolution, and it was a subject that always
fascinated him. So when, in 1932, he founded a
business initially selling razor blades, he was
determined to run it in a rather revolutionary
fashion. He began by producing a hand-written
document, still proudly displayed at the company
head office, outlining the philosophy of the
company. Two of the most striking points were
that employees were to be regarded as the most
important asset of the company and treated
accordingly, and that if anything went wrong it

was the fault of the managers, who should be
dispensed with. He also bought an orchard in
Kent (which is still owned by the company) so
that the workers would have a regular supply of
fresh fruit. 
As the company prospered, especially after it

had switched to producing surgical blades,
Walter Swann, who had no heirs, began to
wonder about the long-term future. He changed
the articles of association so that Swann-Morton
became owned, as it still is today, 50% by the
employees and 50% by a charitable trust. Profits
from each year (and the company does indeed
make a profit) are distributed to the workforce.
Perhaps even more remarkably, this profit is
achieved while giving staff ten weeks’ holiday a
year, a 35-hour working week and private health
insurance (as well as fruit). Managers are
invariably appointed from within the company
and, notwithstanding Mr Swann’s threats, 
no-one has actually been sacked since 1940.
It does seem remarkable, at a time when the

NHS seems determined to spend extraordinary
amounts of money on management consultants,
that we can’t just learn from Walter Swann’s
homespun but remarkably successful
philosophy; the next time you are doing a
biopsy, do spend a second thinking about this
extraordinary man n
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Post-thrombotic syndrome (PTS) is a 
long-term complication of deep vein
thrombosis (DVT), which is associated with
chronic complaints, such as pain, swelling
and skin changes in the affected leg. The
prevention, development and treatment
of PTS are widely debated topics. The
uncertainty stems from the variability of
symptoms, the difficulty in reaching a
diagnosis and the dearth of clinical
evidence on preventative methods.
Research conducted by Kahn et al,1

published in The Lancet, aimed to establish
the efficacy of compression hosiery in the
prevention of PTS. Compression hosiery
was originally suggested by Brandjes et al2

to be an effective method of inhibiting the
development of PTS; however, Kahn et al1

rebuffs these claims. So, has salvation
arrived for those patients struggling to
apply their stockings each day in a bid to
prevent the unpleasant symptoms of PTS? 

Post-thrombotic
syndrome – what we know
Of patients diagnosed with a DVT, 20–50%
are reported to go on to develop PTS.3  The
prevalence of PTS, the consequences of its
manifestations and the lack of treatment
options available after diagnosis are largely
agreed upon by experts in the field of
thrombosis. It is also accepted that PTS
impacts significantly on patients’ quality of
life. Furthermore, the cost implications to
healthcare and society are acknowledged.4 

Debate heightens, however, when the risk

factors for PTS are discussed. Recurrent,
ipsilateral DVT is a strong indicator for the
development of PTS, but the risk factors
following a first DVT are less well defined.
Various studies5–7 cite quality of
anticoagulation therapy, obesity and
proximal DVT as predictors of PTS. Further
studies have recognised the value of looking
at the Vilallta scale one month post-DVT, and
D-dimer levels post-anticoagulation, as a
means to predict PTS development.8 The
Vilallta scale, recommended by Kahn,9 is
commonly used in clinical practice and has
been demonstrated to be reliable and
sensitive to change over time.10 Patients are
required to score the presence of five
symptoms on a scale from zero (none) to
three (severe). The clinician is then asked to
grade six more signs using the same scale.
The combination of patient and clinician
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� Compression hosiery is
recommended to inhibit the
development of post-thrombotic
syndrome in patients with 
deep vein thrombosis

The lion’s share of the discussion in
journals about vaccination focuses on
vaccinology – the scientific aspects of
vaccines and vaccination policy. How
best to deliver high vaccination coverage
is, relatively speaking, a neglected topic.
Although recent national guidance

describing standards for the delivery of
our national vaccination programme is
laudably comprehensive,1 it does not
readily answer the question as to what
interventions make the big difference in
improving coverage rates. Many of us 
have been inspired by the success of
colleagues at the Heart of Birmingham
Teaching Primary Care Trust.2 In
Manchester, we have borrowed their
practical ideas, but also been bolstered
by their uncompromising attitude
that high vaccination levels can

be delivered in ‘difficult’ populations: ‘If
services in your patch are failing to reach
the communities you serve, [then] … your
services are sub-standard!’.
The articles in this issue of Vaccines in

practice show how local areas improved
their services, often startlingly so. 
How did they do it? Various approaches

are described, including a health
promotion initiative and domiciliary
interventions, but a clear theme is that
better organisation of operational systems
is fundamental. That was the key lesson
from Birmingham, and an excellent review
from London reinforces that message.3 The
basis of high coverage is an effective
administrative system for call/recall,4 which
can increase coverage by up to 20%.5

Data cleansing is the vital first stage. 
The review from London rightly concluded
that, ‘[accurate data] underpins all other
interventions and should be the priority’.6

This is particularly important in urban
areas because of high population
transiency. In a cohort of children 
in Manchester, only 51% of those
born in Manchester still lived 
there by the age of three 

to five.7 Some had
moved 30 times

by the age 
of three. 

Many children will have a) been
vaccinated but not recorded as such in the
central child health information system, or
b) moved out of the area. Data cleansing
addresses these main causes of inaccurate
data and, although no additional children
are vaccinated directly as a result, this
allows the creation of a ‘fail-safe’ database
of children who have truly missed
vaccination(s). Defaulters can then be
more efficiently targeted (‘tail-gunned’).2

Sadly, the authors have not been able to
evaluate the cost-effectiveness of their
interventions, although costs are provided.
These are cash-strapped times, but it is
clear that improvements should not be
costly. The trick will be finding the effective
practical changes needed in your area to
improve routine vaccination coverage that
are the least expensive. Public health
leadership will be needed, as will strong
project management, to make change. We
hope you will be inspired to do just that �
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Case identification and treatment of
chronic hepatitis C (CHC) is a public
health priority in England. In the UK, 
over 200,000 individuals aged 15–59 –
that is, 0.69% of the total adult
population – are chronically infected with
hepatitis C virus (HCV).1 Among certain
groups, the incidence is markedly higher;
for example, 49% of people who inject

drugs (PWID) are reported to have
antibodies to HCV indicating prior 
HCV infection, treated disease or active
disease.2 In keeping with the increase 
in HCV prevalence, hospital admissions
and deaths due to end-stage chronic 
liver disease attributable to CHC and its
complications also continue to rise,1

and CHC is a leading indication for 
liver transplantation in the UK. 

This article explores the public health
issues related to identifying HCV-infected
individuals. An inherent obstacle to
diagnosis is the fact that acute HCV
infection and CHC are both asymptomatic
in the majority of cases. As a result, case
finding relies on the identification of
individuals who carry risk factors for
infection. Historical studies have suggested
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� Test tubes
containing blood
samples. Improving
case detection of
hepatitis C virus
infection and chronic
hepatitis C is a public
health priority
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Your views about the journal are important to us! Please take a moment to
complete our online reader survey – and get a chance to win an iPod nano.

Viral hepatitis
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for details 
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Gastroprotection with
NSAIDs – how can we
make things happen?

The National Institute for Health and
Clinical Excellence (NICE) guideline on
osteoarthritis (OA) (see Box 1) is one of
NICE’s better pronouncements.1 The advice
on the use of a proton pump inhibitor (PPI)
with a non-steroidal anti-inflammatory
drug (NSAID) or cyclo-oxygenase-2 
(COX-2) inhibitor could not be more
straightforward. Nor is it news – the
evidence has been available for years and
various sets of guidelines have said the
same for at least a decade. And yet this
guideline on using a PPI with an NSAID is
largely ignored. Moreover, even when a
PPI is prescribed with the NSAID, many
patients fail to adhere to the prescription. 

What are the reasons behind this? An
in-depth study of US physicians suggested
six possible reasons.8 These included:
� Lack of familiarity with guidelines
� Perceived limited validity of guidelines

� Limited applicability of guidelines
among specific patients

� Clinical inertia
� Influences of anecdotal experiences
� Medical heuristics, often derived from

physicians’ assessments
� Personal opinions/clinical experiences.

‘Getting your head 
around the problem’
We may have to be more specific and boil
the – very considerable – evidence down
to some simple bullet points. 
� Patients with chronic pain have a fairly

awful quality of life (QoL).
� Patients with untreated, or poorly

treated, pain will lose an important
portion of their life because of it.

� Patients want their pain to go away, or
to be mild at worst, so they can
continue to carry out normal activities.

� Many analgesic drugs and other
treatments, including lifestyle

Andrew Moore MA DPhil CChem FRSC FRCA DSc Director
of Research, Pain Research Unit, University of Oxford
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