October 2021

T he
Sessional GP

In our 121st edition, Judith has uncovered even
more about dogs in health; Zoe has some tips for
taking notes, Louise has spotted a new acne
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PETER' S PASSION FOR M USIC AND PERFORM ANCE HAS KEPT
HIM GOING THROUGH THE PANDENM IC

I have had an interesting career as a GP being a principal
looking after residents at Centre Parcs in Elveden. I moved
to a single-handed practice in Slough and then spent 18
years as a partner. Since retiring in 2018 I have continued
to work as a GP locum and been with NASGP's Bob
Locum Chambers network since July 2020.
I carry out video internet consulting and have been working
in this field for over five years. I have been a GP appraiser
for eight years, and an occupational health physician for 14
years. I have acted as medical advisor for the
Philharmonia Orchestra for nine years and British
Performing Arts Medicine Practitioner for over 12 years. In

"one usually believes that being a doctor is not only ?recession
proof? and a job for life but not Covid-19 proof"

By GP locum Dr Peter Newman

N A SGP com m unit y

T he other
per for m ers list
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an average week I spend three to four days as an occupational health
physician and one day a week in general practice including internet
consulting, appraising and locums.
I play in two regular orchestras in Wycombe and Aylesbury as Principal
Clarinet. I also have played in the World Civic Orchestra, European Doctors
Orchestra and London Doctors?Orchestra and North American Doctors?
Orchestra and World Doctors Orchestra, playing in my 11th concert in
London in October since 2009. During a year I will be asked to play as a
guest principal maybe three or four times a year with other orchestras. I will
try and practice maybe two or three times a week and more frequently as
concerts approach. I am practising daily at present.
In the last 18 months, as other locums experienced as the pandemic hit, my
order book was cancelled and did not return for five months. Fortunately,
the demand for video consultations increased and occupational health has
seen an increase in the last year. It was initially a worrying time seeing all
locums being cancelled and also all appraisal work was cancelled by NHS
England. It is interesting as one usually believes that being a doctor is not
only ?recession proof? and a job for life but not Covid-19 proof. I was
working in A&E but curtailed that work as I did not feel confident of the
potential risk of exposure to Covid. However, I became more confident once
I had my first vaccine on New Years Eve and my second jab on 16 March.
My occupational health work has shown me the devastating effects of long
Covid syndrome and also the increase in mental health disorders. On a
personal note, I was lucky to live next to Burnham Beeches and got to walk
two or three times a week and that certainly kept me on the path to positive
mental health. Fortunately, neither me nor my loved ones have not
contracted Covid-19.
The World Doctors Orchestra are playing in the Apex in Bury St Edmunds
on 3rd and the Barbican on 4 October. We are honoured to be playing with
Evelyn Glennie who is widely recognised as the first musician to create a
successful career as a full-time percussionist. Passionate about percussion
and the nature of sound and vibration, she uses her talents to communicate
in an extraordinary way. Being deaf has honed her awareness of sound and
she senses vibrations with her whole body.
The World Doctors Orchestra was founded in 2008 and is formed of
physicians from all corners of the globe. In normal times, the WDO performs
three or four concerts per year, aiming for the highest quality music-making
in prestigious venues whilst raising money for good causes and forging
international friendships and collaboration through the medium of music. At
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our London concert on Monday 4th October 2021 at 19:30 at The Barbican
Hall, we?ll play the following programme.
Arnold
On the 100th anniversary of his birth, we play Malcolm Arnold?s fun but
ever-so-grand Grand Grand Festival Overture with guest soloists.
Daugherty
We take a journey through Michael Daugherty?s homage to imagination and
invention with Dreamachine, originally premiered by Dame Evelyn herself in
2014.
Bax
Allow Arnold Bax?s expansive symphonic poem Tintagel to transport you to
the legendary medieval fortress set into the rugged Cornish coastline,
depicted on a ?sunny but not windless day?.
Elgar
Dedicated to the friends pictured within his Variations on an Original Theme,
this set of variations commonly known as ?Enigma Variations?characterise
some of Edward Elgar?s closest acquaintances.
The concert is in aid of a charity we?ve chosen. Pathway UK is a UK-wide
charity committed to transforming healthcare for homeless people. This is
delivered in the form of co-ordinating healthcare services, hospital
discharge support, access to healthcare professionals and training of
clinicians in the best ways to provide integrated care.
Performing arts returning is such a thrill for the performers and the audience
alike. There is nothing like a live performance, whether music, ballet, opera,
theatre to name a few. Performing with fellow musicians is a wonderful
experience and although the preparation can be stressful and hard work the
result is so rewarding. To be part of a team that can give enjoyment to an
audience is very empowering and humbling and a wonderful experience.
Memories for life and strong bonds and friendships over the years. How
lucky I have been to be involved in the performing arts for over 55 years..
Dr Peter Newman is a GP locum in the BOB Locum Chambers.
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INSIGHT FROM LOCUM S WORKING ACROSS DIFFERENT SITES
CAN HELP PRACTICES IM PROVE QUALITY

NASGP Tell us a bit about the role of GP locums in the
research that you?re doing into practices that have been
placed into special measures.
Annabelle Stigwood I am currently doing a masters
degree at Anglia Ruskin University, whilst being employed
by CQC as an inspector. I am now undertaking my major
project, where I am exploring the experiences of GP
providers who have been placed into Special Measures.
My initial research has indicated that many GPs who were

"A good practice usually looks after their locums, making sure they
have a good induction into the practice and know who to go to when
they need an answer."

Annabelle Stigwood, an independent researcher and
CQC inspector, explains how her research might
improve outcomes for patients and GPs, and how to
get involved.

R isk m anagem ent

Q & A : W hy do practices
go into special m easures?
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GP partners have left their practices following a rating of Special Measures
by the CQC and that many of those former GP partners are now working as
locums. I have heard of GPs who have reported harrowing personal and
professional journeys, from dedicated GP partners or single-handed GPs in
thriving, busy practices, meeting the demands of challenging populations, to
leaving their practices in the most trying of circumstances.
These GPs have a really important and unique story to tell: whilst it is
anticipated that many of the GPs who take part in my project will continue to
be in partnership or running practices as single-handed GPs, the feedback
from GP locums who may have left their practices as a result of CQC
regulation has the opportunity to present a unique insight. There is no
research of this nature, and these experiences need to be captured so that
we understand how practice circumstances result in them being placed into
special measures, what it is like to go through that process and what
changes need to be made.
My project is independent academic research and so importantly,
independent of the CQC. This means that it has been through robust ethical
procedures to ensure participants are not identified. Due to my role with
CQC, I must meet the university?s strict ethical requirements to ensure strict
boundaries in my role as academic researcher and my CQC role, so GPs
must take part freely. NASGP have kindly agreed to act as gatekeeper, to
act as an intermediary between me and GP participants. Whilst I am
confident that my knowledge of the special measures process will mean
that I can facilitate a rich, valuable and well-informed conversation, this
project is independent research, and the identity of participants will be
protected.
The involvement of GP locums who are or were partners who have been in
special measures will be invaluable.
What factors increase the likelihood that a practice will go into special
measures?
My academic project will explore all the factors that may influence a practice
being placed into special measures, those which are attributable to CQC?s
own systems and processes, and wider factors within the primary
healthcare system.
My initial research has indicated that deprivation, funding, support, ethnicity
and isolation (i.e. working singlehanded) can all affect the performance of a
practice, but until I start talking to GPs, I can?t understand the full picture
and it may be that different themes emerge.
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From my initial literature review and conversations, it?s clear that deprivation
can have an impact on CQC ratings. Practices in areas of deprivation are
more likely to be rated inadequate or requires improvement than those in
more affluent areas. It is often more likely that those practices won?t receive
the same level of funding. Furthermore, there are more single-handed
practices in areas of deprivation and non-UK qualified GPs are more likely
to work in more deprived areas, working with deprived patients who are in
poorer health.
What this research aims to do is explore what other factors there are, how
these factors are experienced by GP partners, and what support there is to
overcome these factors.
What are some examples of the ways GP locums can support quality
in practices?
In my inspector role, I have come across some truly excellent GP locums
who have absolutely enriched the delivery of care. In part, this is attributable
to the unique skills of that particular locum, but it is often very much about
the leadership of the practice and how they make the locum feel important,
valued and part of the practice, even if it?s just for a short period.
A good practice usually looks after their locums, making sure they have a
good induction into the practice and know who to go to when they need an
answer. A good locum pack is absolutely fundamental, but it goes beyond
this: I have seen practices who take the time to understand their locum?s
unique skills and interests, embedding them into the culture and ethos of
the practice. When there are good systems for supporting locums, practices
invite them to their educational meetings, and really value their input. For
example, I have seen practices where locums hold external roles, and their
unique knowledge and experience is used to inform the delivery of care.
Locums can often have a valuable insight into what works well and what
doesn?t work quite so well from their experiences in different practices. A
good practice will see that and will have effective mechanisms to act on that
feedback. On the other end of the spectrum, when things don?t go quite so
well, locums are seen as filling a gap. Their involvement in the practice is
not fully integrated, and there are blurred lines of accountability. At its worst,
there may be a blame culture and locums are not appropriately inducted or
supported, which can adversely impact on patient care.
So, in essence it?s so important for the locum, practice and patients to make
sure that locums have the support that they need whenever they work in a
practice.
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What risks do poor CQC ratings pose to GPs?wellbeing?
We don?t completely know, and that?s what we really need to find out. There
was a piece of research which considered the impact of GMC proceedings
on the mental health of doctors undergoing those procedures, and the
findings were quite startling. There is no research which has considered the
impact of the imposition of CQC special measures on a GP?s wellbeing, so
this research is of key importance.
This is the reason why I think that GP locums who were previously partners
whose practice was placed into special measures may provide the richest
feedback. Regrettably, I anticipate that they may have been through the
most challenging of experiences. Through their narratives, I can explore the
impact of CQC?s systems, and identify what factors were affecting the
practice and what support they received from external organisations.
Ultimately, though, I would like to explore the impact of this rating on their
careers and personal lives. When we can present impact, this can compel
change.
What outcomes might there be from your research, and how might
they improve locums?working lives?
Whilst this is independent research, this is supported by the CQC and the
findings will be used to inform future ways of working. It will give GP locums
a voice in shaping improvements, within the reassurance and safety of an
ethically approved study.
The research will capture GPs?journey to becoming locums from
partnerships or single-handed GPs. It will provide a platform for locums to
talk about their experiences of CQC regulation from a unique perspective as
both locum and provider and give their exceptional insight into the
challenges in the wider primary care system.
Who are you hoping to talk to, and when?
I would like to talk to sessional GPs (salaried or locum) who have
experience of working in a partnership or single-handedly at GP practices
that have been placed into special measures in the last five years.
I am currently undertaking the project, so I am keen to hear from
participants as soon as possible. If participants could email
info@nasgp.org.uk or use the contact form and let NASGP know that they
are happy for me to contact them, I will make contact as soon as possible to
arrange an interview via Teams. I anticipate the calls will take between an
hour to an hour and a half.
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To express interest, use our contact form or email info@nasgp.org.uk to get
in touch with the NASGP.
Participants will be contacted by email and invited to dial into an interview
via Teams with Annabelle Stigwood. With participants?consent, interviews
will be audio recorded (not video recorded) and subsequently transcribed.
The files will be pseudo-anonymised by use of a code and stored securely
in accordance with Anglia Ruskin University?s Acceptable Use Policy. Only
Annabelle Stigwood will be permitted access to read, listen and review
original documentation and recordings which identify participants and have
been created as part of the interview process. No sensitive personal data
will be collected or included in the final report. Quotations from the interview
may be included in the final report, but all reasonable steps will be taken to
ensure that participant-identifiable information is removed prior to review or
publication. The transcript of your interview can be made available upon
request and participants may withdraw from the study at any time without
explanation.
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THE WAY WE PRACTISE HAS CHANGED, AND OUR NOTES
NEED TO ADAPT

It is very likely that general practice will be seeing a busier
September than usual. There will no doubt be those who
have been saving up their health concerns until after they
are double vaccinated. Some patients, perhaps even those
more vulnerable, may choose this time as the safest time
to consult with their GP.
Despite the success of the vaccination programme, it is
evident that general practice is unlikely to revert to a
pre-Covid way of working, at least not for a very long time.
Sessional GPs will therefore find themselves continuing to
consult with patients by a combination of telephone, video
and face-to-face consultations.

"Auto-correct software can reach some bizarre conclusions, so don?t
forget to read through your record before pressing save."

By Dr Zoe Neill, Medicolegal Consultant at Medical
Protection (MPS)

R isk m anagem ent

T hree tips for better
note t aking
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GMC: five points
Irrespective of the way you consult with patients, good record-keeping is
essential to reduce risk and improve outcomes for patients. The General
Medical Council?s ?Good medical practice' advises doctors to write clear,
accurate medical records, at the same time as the events you are recording
or as soon as possible afterwards.
They outline that clinical records should include:
1. Relevant clinical findings.
2. Decisions made and actions agreed; who makes the decisions, and
who agrees the actions.
3. Information given to patients.
4. Drugs prescribed, investigations ordered, or treatment sought.
5. Who makes the record and when.
Remote notes
If you are consulting with patients remotely, it is also helpful to document
their agreement to consult this way, as well as specifying whether the
consultation is by telephone or video, and whether there is anyone present
with them. If telephone calls or videos are being recorded, these form part
of the medical record and should be retained securely in line with the
practice?s data protection policy. Patients may sometimes want to send
photos, perhaps of a rash or a swollen toe; these images also form part of
the patient?s record and they should be advised of this before they send
anything to you. Many practices also save messages from reception staff
and prescription requests to the clinical record, which can be invaluable
additional information for the clinician.

GP locum advice
Good medical records are essential for the safe continuing care of patients.
Particular care is required at present, where, depending on practice
arrangements, patients may deal with a wider range of GPs than previously.
Notes are not only helpful for other clinicians, they can also serve as a
reminder for yourself, for example, by documenting the action plan and your
thought process on the next steps to consider should the patient?s
symptoms not settle. There is no doubt that good medical records can
prevent a negative outcome in a complaint or clinical negligence case.
There is always the risk that if something is not written down, others might
conclude that it didn?t happen.
GP locums may have experience of a range of practices, and will have no
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doubt seen medical records varying in quality. You are therefore in the
perfect and invaluable position to lead by example, documenting excellent
medical records that may well rub off on other clinicians in the practices
where you work. By doing so, you will not only be minimising risk to yourself
and your patients, but you may well be protecting other doctors and their
patients too.
Record handouts
Ten minutes is not a long time, so every second counts, with an inevitable
balance needing to be struck between writing too much and not writing
enough. Patient handouts can be helpful adjuncts to any discussion and
can be appended to the medical record.
Always proofread
Always write your notes bearing in mind that the patient may read them,
avoid potentially inflammatory statements and ensure that abbreviations
cannot be misinterpreted. Auto-correct software can reach some bizarre
conclusions, so don?t forget to read through your record before pressing
save.
Learn colleagues?tricks
Reading the notes of others can be an excellent learning tool for us all,
assisting us in refining our own practice and improving our documentation
so that is helpful for those clinicians that follow.
Dr Zoe Neill
zoe.neill@medicalprotection.org
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Judith H ar vey

A dogs?am azing
m edical skills
OUR BEST FRIENDS CAN DO A LOTE M OR THAN JUST FETCH
STICKS AND ROLL AROUND IN FOX POO

Many medical traditions use body odours as a diagnostic
tool, but by the time I was a medical student diabetic
ketoacidosis and renal failure were the only conditions I
recall being associated with a characteristic smell. Now
the odours caused by specific biochemical changes
generated by many more diseases are being recognised,
at least by dogs.

"...warning owners of a diabetic hypo or a seizure, calming an autistic
youngster, performing an impressive range of tasks for people with
severe physical disabilities."

By NASGP member Judith Harvey
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In 2016 I wrote about dogs?ability to accurately detect various cancers. In
2021 biodetection dogs can identify Parkinson?s, malaria, bacterial
infections and covid-19. The challenge is to develop a clinically feasible
way of using these skills. Employing dogs in outpatients or biochemistry
labs isn?t a practical idea, but surely putting them to work at airports
would be a feasible and effective way of screening incoming passengers
for covid?
Service dogs are trained to screen large areas rapidly for chemicals. They
have been detecting mines for many years. But warfare has changed. Dogs
are now being trained to identify the household items used in booby traps
and IEDs. Dogs also investigate fires because they can detect chemicals
used by arsonists. And dogs can assist individual members of the armed
forces and emergency services who develop PTSD.
PTSD, panic attacks, emotional support ? it seems there is no limit to the
psychological conditions which a dog can alleviate. The internet has a
wealth of moving stories by people for whom such dogs have been a
blessing, maybe even a lifesaver.
There are only 5,000 visually impaired people with guide dogs in the UK,
but as dogs take on more therapeutic roles, sooner or later one is likely to
trot into a consulting room near you. It is worthwhile to understand what
your patient?s dog can do and what rights it has. Unfortunately, the titles
aren?t used consistently.
Service dogs are employed by organisations to protect the public, for
instance from fires or drugs. Yet, confusingly, the organisation providing
dogs to support service personnel with PTSD is called Service Dogs UK.
Assistance dogs ? ?auxiliary aids?are trained to help individuals with
disabilities carry out their day-to-day activities. Assistance dogs are
covered by the 2010 Equality Act which gives them the right of access to
public places and obliges organisations to make adjustments to
accommodate them. But that?s as far the law goes. Most dogs are provided
by charities, so their governance is by the Charities Act of 2011. But the
law sets no training standards ? legally you can train your own dog ? and
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though most dogs wear a harness when they are working and most owners
carry an ID booklet, these are not a requirement.
Guide dogs for people who are visually impaired are the best-known
assistance dogs. Hearing dogs for deaf people may also be called guide
dogs, though they rarely ?guide?their owners around their environment.
Assistance dogs can be trained to mitigate all sorts of vulnerabilities ?
warning owners of a diabetic hypo or a seizure, calming an autistic
youngster, performing an impressive range of tasks for people with
severe physical disabilities. They restore a degree of independence.
Therapy dogs seems to be a general term for dogs that provide some sort
of therapeutic role such as visiting care homes or hospitals. They can
enter only with prior agreement of the organisation ? which may be
denied on hygiene grounds, though research shows that dogs?paws are
cleaner than the soles of humans?shoes.
In our increasingly fragmented society, dogs also provide many people
with emotional support. During lockdowns, dogs and their owners have
spent weeks together in valued companionship. Returning to the office
may be difficult for both, and some employers are encouraging staff back
by allowing them to bring their dogs with them.
Emotional support dogs are not legally recognised as assistance dogs in
the UK, though their status may change if a current campaign is
successful. But I suspect it would be a minefield. Assistance dogs perform
tasks for people with measurable disabilities. Emotional support dogs
provide comfort. They may be crucial to their owners?wellbeing, but if an
independent report is required, who is going to judge? I trust it wouldn?t
be GPs.
Despite the UN law, assistance dogs can be unwelcome, indeed forbidden
entry, to public places for hygiene or religious reasons. Amit Patel, whose
sudden blindness forced him to give up his career as an A&E doctor, took
the Neasden Temple to task for refusing entry to his guide dog Kika. The
temple management?s response was impressive. They consulted the RNIB.
They invited Amit to tour the temple ? a huge and complex structure ? to
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explain what help a blind person would need. They ran an exercise,
blindfolding temple staff to give them first-hand experience of the
problems. When Amit next visited the temple they had installed handrails
and ?tactiles?? braille information and floor bumps ? all in marble. They
are educating visitors about assistance dogs, and other temples are
learning from their experience.
Judith with Comet.
Carol, a deaf friend, finds her
dog Comet?s help invaluable,
and forgives him for waking her
at 2am when drunken revellers
ring her doorbell. In her late
70?s, she finds his exercise
routine challenging. But his
value as a companion is
priceless. For people isolated by
disability, that is a crucial
benefit. It?s not just emotional
support dogs that provide
emotional support.
I recommend reading Amit
Patel?s book Kika & Me: How
One Extraordinary Guide Dog
Changed My World. It?s a
compelling and inspiring story,
and as a GP and a member of the public I now appreciate much better the
difficulties blind people face and how to respond. A&E?s loss is a gain for
the dignity and rights of disabled people.
Judit h Harvey
judithharvey12@gmail.com
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O nline lear ning

A cne, a new N ice guideline
THE FIRST GUIDELINE FROM NICE ON ACNE.

This is a new guideline from NICE on managing acne.
Interestingly, this is the first time that NICE has developed
a guideline on acne. It was published in June. BMJ have
also produced an excellent infographic.
What is new for GPs in this guideline?
The fundamentals of how we manage acne aren?t any
different here, but there are a few little bits that they are
advising we do differently. I will list the changes, then do a
more in-depth summary of the management below.

"Advise patients to use a ?syndet?(synthetic detergent) cleansing
product twice daily on areas that are acne-prone."

Summary from NASGP member Dr Louise Hudman.
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The following advice was new for me, or I felt maybe new for some
colleagues:
-

-

-

-

Advise patients to use a ?syndet?(synthetic detergent) cleansing
product twice daily on areas that are acne-prone.
We should start by offering combination products, rather than
offering single products. The evidence suggests that this is more
effective, even for mild acne. I have listed the advised treatment
options below, but there are no medications that we don?t already
routinely use.
If the acne completely clears after a 12-week course of oral
antibiotics plus a topical treatment, then consider stopping the oral
antibiotic but continuing the topical treatment.
Only continue oral antibiotic treatment beyond six months in
exceptional circumstances. It should then be reviewed every 3m and
stopped as soon as possible.
If a patient has scarring that persists for a year after their acne has
cleared, then refer to dermatology.

NICE?s acne terminology
The following terms are used in the NICE guideline and it is worth being
aware of them:
-

-

-

-

Acne conglobate. A severe form of nodulocystic acne with
interconnecting sinuses and abscesses.
Acne fulminans. A very serious form of acne conglobate associated
with systemic symptoms. It is one of the few dermatological
emergencies and patients need referring into secondary care within
24 hrs.
Mild to moderate acne. People with acne who have one or more of:
- Any number of non-inflammatory lesions (comedones)
- Up to 34 inflammatory lesions (with or without comedones).
Anyone out there actually counted up the spots before?
- Up to two nodules.
Moderate to severe acne. People with acne who have either or both
of:
- 35 or more inflammatory lesions (with or without comedones).
- Three or more nodules.
Syndet (Synthetic detergent). This is non-soap based and has a
neutral to slightly acidic pH, similar to that of skin.
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What acne advice should we be offering to patients?
-

Use a syndet cleansing product twice a day on acne-prone skin.
Rosacea-support.org has a good list of options.
Avoid oil-based products, including moisturisers and sunscreens.
Avoid oil-based and comedogenic make-up. Remove make-up at the
end of the day.
Avoid picking. Persistent picking or scratching can increase the risk
of scarring.
There isn?t enough evidence to support any specific diets for acne.

The following organisations have been linked into the NICE patient
information:
-

acnesupport.org.uk
knowyourskin.britishskinfoundation.org.uk/condition/acne
skinsupport.org.uk/conditions-details/acne

What advice does NICE give about acne medications?
-

Discuss the pros and cons of each treatment option.
Use a 12-week course of each option.
Warn the patient that it can take six to eight weeks for the positive
effects to become noticeable.
Different options are suitable for different severities of acne.
Used fixed combinations of medications unless stated otherwise.

What acne treatment does NICE advise?
They advise using different options depending on the severity of the acne.
Any severity of acne:
-

Adapelene + benzoyl peroxide (OD in the evening).
Topical tretinoin + topical clindamycin (OD in the evening).

Mild to moderate severity:
-

Adapelene + benzoyl peroxide (OD in the evening).
Topical tretinoin + topical clindamycin (OD in the evening).
Benzoyl peroxide + topical clindamycin (OD in the evening).
Adapelene + benzoyl peroxide (OD in the evening) + oral
lymecycline OR oral doxycycline (OD).

Moderate to severe acne:
-

Adapelene + benzoyl peroxide (OD in the evening).
Topical tretinoin + topical clindamycin (OD in the evening).
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-

Topical azelaic acid (BD) + oral lymecycline OR oral doxycycline
(OD).

Monotherapy
If other options are contraindicated or if the patient wants to avoid a topical
retinoid, or an antibiotic, then monotherapy with benzoyl peroxide may be
suitable.
Alternative acne antibiotic options
Oral trimethoprim or a macrolide (eg erythromycin) can be used in place of
a tetracycline in the above treatment options, if a tetracycline can?t be used.
What are the pros and cons of different acne treatment?
NICE lists the pros and cons of different treatment options (see table).
Why has NICE given this acne advice?
-

Combination therapies have been shown to be more effective than
monotherapy.
Minocycline is not advised because of its side-effect profile.
Oxytetracycline is not advised because it can?t be taken with food.
An oral antibiotic as monotherapy, or a topical antibiotic as a
monotherapy are not as effective as combination therapies.
Therefore they should not be used on their own.

What if patients find their skin gets irritated by a topical acne product?
You can advise that they use it on alternate days. Once they are used to it,
they can move to using it daily.
Acne and women of child-bearing age
NICE advises that when using topical retinoids and oral tetracylines, that
?effective?contraception must be used.
The BNF advice is that for topical retinoids, effective contraception must be
used, whereas with oral tetracyclines, they just advise that they should be
avoided in pregnancy and don?t give the same warning about the use of
effective contraception.
It is worth remembering that the POP does not count as effective
contraception.
Can we use Dianette type pills or other COCs for the treatment of
acne?
All NICE says on this for women without PCOS, is that if contraception is
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required, we should consider using a COC in preference to the POP. They
give no advice about specific COCs to use, nor about the use of Dianette
(or other cyproterone acetate pills) in women without PCOS.
They advise that making recommendations on contraceptive methods is
outside of their scope.
They do advise that there is no clear evidence of effectiveness for the use
of COCs for acne.
They say that the ?expertise and experience?of the committee suggests that
the POP is ?known to potentially cause acne?. It is worth noting that acne is
not listed in the FSRH POP guideline as a side-effect linked to POP use,
but it is listed on the SPC for Cerazette as a common side-effect.
In patients with PCOS, Dianette (or a cyproterone acetate COC) is advised
if first line options aren?t effective. Alternative COCs can be used too.
Patients should be reviewed after 6 months and you should discuss
whether to continue the COC, or whether to consider alternative treatment
options.
When should we follow acne patients up?
We should follow patients up at 12 weeks.
What should we consider when reviewing a patient on topical acne
treatment?
If the acne has not responded adequately after 12 weeks and it is:
-

Mild to moderate ? offer another 1st line treatment option.
Moderate to severe: if the initial course of treatment didn?t include an
oral antbiotic, then offer an option that does.

What should we consider when reviewing an acne patient on oral
antibiotics?
If a patient is taking an oral antibiotic and the acne has:
-

Completely cleared ? consider stopping the oral antibiotic, but
continuing the topical treatment.
Not completely cleared ? consider continuing the oral antibiotic for
another 12 weeks alongside the topical treatment.
Not responded adequately after 12 weeks of treatment. Assess the
severity. If it is:
- Mild to moderate ? offer another first line treatment option.
- Moderate to severe ? consider referral.
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Only continue an oral antibiotic beyond six months in exceptional
circumstances. Review the use of oral antibiotics every 3m and stop them
as soon as possible.
What should we consider in acne maintenance treatment?
Patients don?t always need treatment. Do offer skincare advice as above.
Consider maintenance treatment if the patient has a history of frequent
relapses once treatment is stopped. A combination of topical adapelene and
benzoyl peroxide shoulder be considered first line for maintenance
treatment. If this isn?t tolerated, then consider monotherapy with one of the
following:
-

Adapelene.
Azelaic acid.
Benzoyl peroxide.

Any maintenance treatments should be reviewed after 12 weeks and then a
decision made as to whether to continue them.
How should we manage an acne patient who has relapsed after
treatment?
If their acne responds adequately to 1st line treatment, but then relapses,
consider another 12 weeks of the same treatment, or consider an
alternative.
If the patient relapses after the use of roaccutane and if the acne is:
-

Mild to moderate ? use one of the 1st line treatment options.
Moderate to severe ? use one of the 1st line treatment options or
re-refer.

If acne relapses after a second course of roaccutane, then refer back to
dermatology.
Is there anything that we, as GPs, need to consider before referring for
roaccutane?
The patient will need to join the pregnancy prevention programme.
NICE advises that we refer to the mental health services before treatment if
this is appropriate.
Are there any other acne reatment options?
-

Photodynamic therapy. Consider it for patients over 18 with
moderate to severe acne where other options are ineffective, not
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-

tolerated or contraindicated.
Intralesional corticosteroids. Consider treating severe inflammatory
cysts with intralesional corticosteroids. This is specialist only.
Dianette or other cyproterone containing COCs, or other COCs. I
have discussed this above.

What options are there for acne scarring?
If a patient is having trouble with scarring, then discuss with them:
-

Reasons for scarring.
The treatment of ongoing acne to avoid further scarring.
Possible treatment options for scars.
The way their scars may change over time.
If they have any psychological distress.

If the scarring is severe and persists for a year after their acne has cleared
then refer to dermatology. The specialist can consider CO2 laser treatment
(with or without a session of punch elevation) or glycolic acid peel.
When should we refer patients with acne?
There is a rather long list of when to refer patients with acne.
-

-

-

Acne fulminans ? refer within 24 hrs.
Refer if there is:
- Diagnostic uncertainty.
- Acne conglobate.
- Nodulo-cystic acne.
- Relapse after second course of roaccutane
- Relapse after first course of roaccutane if the acne is
moderate or severe (or can trial alternative therapy first).
Consider referring if there is:
- Mild to moderate acne that hasn?t responded to two
completed courses of treatment.
- Moderate to severe acne that hasn?t responded to previous
treatment that includes an oral antibiotic.
- Acne with scarring or at risk of permanent scarring.
- Acne with persistent pigmentary changes.
- Acne of any severity that is contributing to a mental health
condition or is causing persistent psychological distress.
Consider referring to mental health services if they have acne and
have significant psychological distress or a mental health condition,
including those patients with
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-

Suicidal ideation or self-harm.
Severe depressive disorder or anxiety disorder.
Body dysmorphic disorder.

If considering Roaccutane, refer to mental health services if appropriate
before starting treatment.
Consider specific management or referral to a specialist if there is a medical
disorder (eg PCOS + clinical features of hyperandrogenism) or medication
(including self-administered anabolic steroids) that could be contributing to
the acne.
Louise Hudman
l ouisehudman@gmail .com
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