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INTRODUCTION

This document has been written to provide a best practice guide to healthcare professionals
involved in delivering cutaneous allergy services. Photopatch testing and prick testing will not be
covered in this document. This document should be used to support individual nursing practice
and provide a framework for competency. It should be read in conjunction with the British
Association of Dermatologists (BAD)/British Society of Cutaneous Allergy (BSCA) Cutaneous Allery
Service Standard.

An individual healthcare professional’s involvement within cutaneous allergy clinics will vary.
Therefore, knowledge and competencies required for patch testing will differ according to the
healthcare professional’s level of autonomy.

This guidance does not recommend specific roles for individual healthcare professionals but
outlines what is considered best practice to deliver this service.

The British Dermatological Nursing Group (BDNG) does not intend this document to be used in
isolation. The BAD have produced guidelines of the Management of Cutaneous Allergy and a
Working Party report on the Minimum Standards for Cutaneous Allergy Services. Both these
documents are available at www.bad.org.uk. Training and competency completion to undertake
patch testing should take place with appropriate supervision by experienced and competent
practitioners (i.e. Consultant Dermatologist, Associate Specialist, appropriately trained Clinical
Nurse Specialist depending on the role to be undertaken).

This guide was developed by a group of dermatology nurses experienced in patch testing and
Contact Dermatitis Clinics:

Andrea Cooper, Dermatology Nurse Specialist, Eastbourne District General Hospital, East Sussex
Healthcare NHS Trust

Liza Benfield, Dermatology Clinical Nurse Specialist, Brighton Dermatology Unit, Brighton and
Sussex University Hospital NHS Trust

Sarah Catten, Dermatology/Allergy Nurse, Norfolk and Norwich University Hospitals NHS
Foundation Trust.

The document has been reviewed by committee members of the British Association of
Dermatologists Clinical Services Unit and British Society for Cutaneous Allergy

The BDNG would also like to thank Bio-Diagnostics and East Sussex Healthcare Trust for images
contained in this guide.
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BACKGROUND

Contact eczema or dermatitis is the medical diagnosis given to inflammatory changes in the skin
caused by contact with a certain product or products. Symptoms include redness, dryness,
blistering, cracking and/or scaliness. The cause of contact eczema can be either irritant or allergic
in nature. Irritant contact eczema is more common than allergic contact eczema but the prognosis
for allergic contact eczema is worse unless the cause can be found and future contact avoided.
(Johnston et al 2016).

Contact eczema accounts for 4 — 7% of dermatology consultations. By adulthood it is thought that
up to 27% of the population in Europe are allergic to at least one allergen within the European
baseline series (Mortz et al 2001).

Skin disease is the second commonest physical occupational disease in Europe, after
musculoskeletal problems. Contact dermatitis makes up the majority of occupational skin disease,
between 70 and 90% (Adisesh et al 2002).

Irritant Contact Eczema is a non-immunologic process that results from contact with agents that
abrade, irritate, or traumatise the skin. It is a dose and time dependent process. Environmental
factors such as wetting, drying, perspiration, or temperature extremes can also cause irritant
contact dermatitis. The reaction to the irritant can occur with first exposure. This reaction is
variable and can occur immediately or months/years after exposure.

Allergic Contact Eczema is an immunological response to a specific substance that leads to
eczematous changes on the skin. Examples of allergens include nickel, fragrances, rubber and
preservatives found in some creams and cosmetics

Clinically, irritant and allergic contact eczema can appear very similar. However, their aetiology is
very different. If the cause of contact eczema can be established, this may result in a cure of the
condition or significant improvement.

Taking an extensive history from a patient with contact eczema is vital; understanding a patient’s
occupational and social background can pinpoint clues to a possible cause of contact eczema
(Bourke et al 2009). To establish if a person has allergic contact eczema there is a formal diagnostic
tool, patch testing. This test can often identify culprit(s) of allergic contact eczema.

As well as the physical symptoms caused by contact eczema, it can also impact greatly on an
individual’s social, occupational and financial life resulting in psychological morbidity. Therefore,
understanding the cause of contact eczema can help alleviate both physical symptoms and
improve quality of life (Lawton and Gill 2008).
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OVERVIEW

Irritant contact eczema

e Reaction to irritant can occur with first exposure

e Skin reaction is due to local skin damage only — non immunological (Forsyth 2005)

e Reaction to an irritant varies. It can be immediate, in a few hours or up to 48 hours

e Response variable - contact will not always cause eczema

Irritant exposure leads to disruption of the skin barrier

Stimulates an increase in epidermal turnover.
Loss of water from the stratum corneum

Lichenification Erythema

Dryness
Scaliness
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Allergic contact eczema (Type 4 allergy)

No reaction occurs with initial contact

Skin reaction is caused by an immunological response

Reaction to allergen can take 48 to 96 hours to present (occasionally longer)

Exposure to allergen with penetration of the skin barrier will nearly always result in eczema

Sensitisation can occur after many years of exposure to a substance (e.g. cement in building
materials)

Sensitisation is usually for life (Forsyth 2005)

Exposure to an allergen results in a reaction at the site and can also reactivate other previously
exposed sites on the body (Forsyth 2005)

An acute reaction can be caused by exposure to only small amounts of an allergen (Forsyth
2005)

The process of developing a Type 4 Allergic Reaction

Contact with a substance e.g. nickel or fragrance

Interaction occurs between the substance and
immune cells in the skin leading the formation of a
complete antigen

Antigen travels to the regional lymph nodes

The body’s immune system is now sensitised to that
substance and from now on will cause an
eczematous reaction after contact

Diagram 1: The process of developing a type 4 allergic reaction
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WHAT IS ALLERGY?

There are different types of allergy which are summarised below. Occasionally, patients can be
confused as to which type of allergy they have particularly between type 1 and 4. It may be useful
for them to understand that a patch test detects type 4 allergy only.

The term “allergy” was first used in 1906. The term describes an adverse immunological reaction
to a substance.

CLASSIFICATION OF ALLERGY

Type 1 — This type of allergy is immediate, mediated by IgE and may be caused by certain foods,
insect stings, drugs or pollen. Examples of conditions that may be caused by type 1 allergy are
asthma, rhinitis and urticaria. Occasionally this type of allergy can be extremely severe and require
urgent medical intervention and is known as anaphylaxis e.g. peanuts or latex allergy (Mandal
2014).

Type 2 — This allergy involves antibody mediated cytotoxicity. This type of reaction is seen after
organ transplant.

Type 3 — This allergy is a reaction mediated by circulating immune complexes such as vasculitis
(Mandal 2014).

Type 4—Is a delayed reaction. This allergic reaction is caused by a cell mediated immune response.

Sensitisation occurs as follows:

e When a substance (for example nickel or fragrance) called a hapten penetrates the skin
barrier.

e This hapten is then intercepted by Langerhans Cells within skin (these are part of the skin's
immune system).

e The hapten and Langerhans cell bind together to complete an antigen response which then
travels to the lymph glands and presents themselves to naive T cells. These T cells then
become sensitised to that antigen.

o The sensitised T cells then enter the circulatory system and are distributed throughout the
body.

e When a person has re-exposure to that substance (e.g. nickel or fragrance) the skin’s immune
system recognises it and the sensitised T cells release cytokines — further immune cascade
occurs, leading to an eczematous response, namely allergic contact eczema (Lawton and Gill
2008; Mandal 2014). See diagram 1.
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INTRODUCTION TO PATCH TESTING

A patient’s history and their clinical features alone are not always reliable enough to uncover the
potential causes of eczema (Johnston et al 2016). Patch testing is indicated when a patient
presents with a history of poorly controlled eczema which is inadequately responsive to treatment
or if contact eczema is suspected especially when avoidance of a potential cause is ineffective
(Chen et al 2016). Contact eczema accounts for over 70% of all occupational skin disease therefore
patch testing should be considered if initial avoidance of irritants does not improve the condition
(Wilkinson et al 2012).

Patch testing was first practiced by German Dermatologist, Josef Jadassohn in 1895. Since this
time patch testing has continued to develop and is considered the gold standard test for
diagnosing contact allergic eczema (Johnston 2009; Johnston et al 2016; Wolf et al 2013,). Patch
testing involves the reproduction under patch tests of allergic contact eczema in an individual
sensitised to a particular substance(s) — (Johnston et al 2016; Lawton and Gill 2008,)

To ensure the validity, accuracy and reproducibility of the patch test, standardisation of its
delivery is essential. The allergens and their concentrations have to be reliable, as well as how
allergens are stored, drawn up and then applied to the patients. Criteria regarding selection of
patients for patch testing and exclusions have to be consistent to achieve standardisation (Wolf
et al 2013).

Reading and interpretation of patch test results relies on the skill and training of the healthcare
professional. Even with a nationally recognised grading system introduced in 1970 by the
International Contact Dermatitis Research Group (ICDRG), the identification and scoring of results
still relies on the subjective opinion of the clinician to interpret and establish relevance of the
result (Bourke et al 2009; Johnston 2009; Mowad 2006).

Guidelines such as this aim to ensure that the delivery of the patch test follows a similar process.
If healthcare professionals involved in patch testing assess patients in a standardised way, offer
similar patient information, as well as carrying the test out following a recommended process.
This will contribute to achieving standardisation (Svedman et al 2012; Wolf et al 2013).

To improve efficacy of patch testing, allergens once applied to a patient should be left for 48 hours
(2 days). After this time the allergens have been absorbed and the patch test chambers can be
removed. It has then been found that a further reading at 96 hours (day 4) is the optimum time
to read the results (Shehale et al 1991; White J M 2012). A further reading on day 7 will detect
an additional 10% of allergic reactions. If a day 7 reading is not undertaken, the patient needs to
be aware to return if a late reaction develops.
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WHEN TO PATCH TEST

The following is a list of indications for undertaking patch testing:

When contact allergic eczema is suspected

No improvement in eczema despite appropriate treatment and avoidance of irritants
Cause of eczema unknown/continued relapse of eczema once treatment has stopped
Changes in eczema (previously responded to treatment and was well controlled)

Eczema worsens with treatment

Eczema affecting and/or limiting work/everyday life of patient

When eczema affects these common sites — face or eyelids, hands, leg ulcers, anus/vulva

Occupational changes/issues
(Chen et al 2016; Johnston et al 2016; Wilkinson et al 2012)

PRE ASSESSMENT

Before a patient undergoes a patch test it is important to take a thorough clinical history (Bourke
et al 2009; Lawton and Gill 2008) to include the following information:

Medical history — including history of atopy/other skin diseases

Family history — including history of atopy/other skin diseases

Medications (oral / topical) — include over the counter/herbal

Identification of products in contact with skin (make-up, clothing, condoms, shampoos)

Lifestyle — occupation, hobbies, household chores (identifications of possible
irritants/allergens)

Physical, social, and psychological impact of skin disease
Morphology of eczema — dry, scaly, blisters, fissures
Distribution of eczema present and previous

History of eczema — always there/periods of remission
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e Any pattern to condition - has patient identified any triggers (seasons, holidays, work,
leisure)?

e What makes their eczema better/worse?

See Appendix 1 for an example of a proforma that may be used in a patch testing clinic to assess
patients prior to their patch test.

CONTRAINDICATIONS

Patch testing is relatively contraindicated if the patient is receiving immunosuppressive
treatment. Anveden et al (2004), states that the accuracy of patch testing while the patient is on
oral corticosteroids is uncertain. Interpretation of patch test results while the patient is on oral
corticosteroids should be done with caution as there will be a significant increase in the risk of
false negative results (Wentworth and Davis 2014). Bourke et al (2009) discussed a claim that
patch testing is reliable with doses of prednisolone up to 20 mg per day. However, this was based
on strongly positive reactions, such as poison ivy. The effect of systemic steroids on weaker
reactions has not been assessed but Bourke et al (2009) states that clinical experience suggests
that if the daily dose is no higher than 10 mg prednisolone, suppression of positive patch tests is
unlikely.

Other medications that suppress the immune system should also be considered prior to patch
testing (Fowler 2012; Wentworth and Davis 2014). Research regarding the reduced sensitivity of
patch testing whilst taking other immunosuppressant medications is limited. Medications include
azathioprine, mycophenolate mofetil, ciclosporin, methotrexate and biologic treatments.

There have been reports of positive patch test reactions in patients taking immunosuppressant
treatments (Wee et al 2010; Wentworth and Davis 2014) however Johnston et al (2016)
recommend that patch testing should be delayed for 3 months after stopping systemic medication
and 6 months after stopping biologic treatments to minimise the risk of false negatives, if possible.

Potent topical steroids if applied two days prior to the area where the patch test is going to be
located increases the risk of false negatives (Green 1996). Topical immunomodulators (Protopic
and Elidel) also dampen the skin’s immune system therefore could influence the outcome of a
patch test.

Sunbathing, sunbeds and phototherapy may dampen the skin’s immune system therefore
influence the outcome of a patch test. (Forsyth 2005; Lachapelle 2010). However, the time
required between sun exposure/tanning and patch testing is poorly qualified (Johnston et al
2016).

Pregnancy and lactation are conditional contraindications. There does not appear to be any
research or literature review regarding the safety of patch testing in pregnancy (Lachapelle and
Maibach 2003). Indications are that the small amount of the allergens applied to the back would
not be absorbed enough to influence or change fetal development.
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It is generally accepted not to test pregnant women, taking into account medico-legal issues of
care rather than evidence based contraindications. This rule is also often observed during
breastfeeding.

Patch testing should not be applied to skin that is injured or inflamed (Forsyth 2005). The area
where the patch tests are being applied must be free of eczema (Fowler 2012). Also skin disease
elsewhere on the body should be as well controlled as possible before patch testing (Johnston et
al 2016). If the patient requires a second patch test, a new test should not be applied to the same
site until three weeks has lapsed (McDonald and Buckley 2013; Wilkinson 2011).

Antihistamines do not need to be avoided by patients prior and during patch testing (Johnston
at al 2016).

SIDE EFFECTS/COMPLICATIONS OF PATCH TESTING

e Skin reddening and itching on the test site area which should settle after a maximum of a few
weeks

e Blistering of the patch test site after a strong positive reaction.
e QOccasionally a positive patch test may result in a flare of existing eczema.
e Infection — this is rare and may require antibiotic therapy.

e Depigmentation due to cutaneous exposure to chemicals (toxic leukoderma) — very rare (1 in
10,000) (BAD, 2013) — caution should be exercised when patch testing to patient’s own
products or occupational products. Safety data sheets must be available.

o Allergy —rarely (1 in 5,000) the patient may become allergic to one of the substances applied
during patch testing (BAD 2013; McDonald and Buckley 2013; Wilkinson 2011).

e ‘Angry Back’ reaction can arise on patients with active dermatitis at the time of testing or in
someone who has multiple positive patch testing reactions (Bourke at al 2009).

e Anaphylaxis is a type 1 reaction which is an immediate reaction and is extremely rare (BAD
2013).

e Some of the allergens are highly coloured. There is some risk of staining of clothing/furniture.

PATCH TESTING CHILDREN

Previously patch testing in children was not considered necessary, as it was believed that Allergic
Contact Eczema was extremely rare in this group (Simonsen et al 2014). It was felt that children
would not have had enough exposure to potential allergens coupled with an immature immune
system (Sharma and Asati 2010).
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However, there is growing evidence to suggest the relevance and incidence of allergic contact
eczema in children is increasing (Jacob et al 2013; Sharma and Asati 2010). Mortz et al (2001)
states that 15% of adolescents have become sensitised to a contact allergen.

In general:
e Patch testing in children has been found to be safe and worthwhile (Goossens 2010; Jacob et
al 2011).

e Children are no more likely to experience side effects from patch testing than adults (Jacob et
al 2011).

e Sensitisation to allergens may begin from infancy (De Waard Van Der Speck and Oranje 2009).

e Children can be patch tested to the same concentrations as adults. If an allergen is particularly
irritant, a slightly lower concentration can be used (Goossens 2010).

e Some departments patch test children to a reduced baseline series, as generally children
having a smaller surface area to patch test, greater hyper-mobility and less exposure to
allergens. However, by doing this some allergens could be missed. The clinical picture of
eczema and an in-depth history will help pinpoint which allergens or series to patch test
(Goossens 2010).

e Thereisincreasing support for patch testing children with atypical or persistent eczema which
is not responsive to standard therapy (Darling et al 2012; Johnston et al 2016).

e Children with hand eczema should be patch tested (Toledo et al 2010).

e Patch testing children under 5 is difficult and should only be considered if there is a high level
of suspicion. In children who are 5 and over with recalcitrant eczema, patch testing should be
considered (De Waard Van Der Speck and Oranje 2009).

PATCH TEST BATTERIES/SERIES

Allergens are grouped together in batteries or series. It is recommended that every patient is
tested to the British Society of Cutaneous Allergy (BSCA) Baseline Series (Wilkinson et al 2012).
This series is continually under review by the British Society for Cutaneous Allergy who
occasionally recommend allergens are removed or added according to relevance.

It is estimated that this baseline series detects up to 80% of relevant allergies but should be
supplemented by extra series and patient’s own samples (Goossens 2010; Wilkinson et al 2012).

Best practice indicates that dermatology departments should have additional patch test series
available, such as cosmetic or hairdressing. The initial assessment of the patient requires a
thorough evaluation of the patient to determine the range of allergens to be applied. Where
allergens are not available, the patient should be referred directly to a tertiary centre e.g.
photpatch testing.

There are a several companies that provide patch test equipment and allergens. We do not
recommend the use of any particular company and this decision should be made at a local level.
These companies provide haptens/allergens individually or as complete series and patch testing
equipment which includes tape, chambers for patch tests, application plates etc. Each company
provides catalogues of their products and prices.

11
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Some patch tests are pre prepared which offer better standardisation in terms of the amount of
allergen applied and therefore results are more reproducible, but are expensive in the U.K (Bourke
et al 2009). The allergens available are limited and do not cover all the BSCA baseline series.
Studies have shown that using pre-prepared tests alone may miss between 60 to 70% of relevant
allergic reactions (Foulds 2007; Patel et al 2012; Wilkinson et al 2012).

A delivery system is now available that can be attached to the syringes of allergens to guarantee
that the correct amount of allergen is expelled and hence ensure better standardisation of the
patch test. It is also recommended that liquid allergens are dispensed from a micro pipette to
ensure accurate dosing.

WHEN TO PREPARE PATCH TESTS

Patch tests ideally should be prepared as close to the time of application as possible (Joy et al
2013; McDonald and Buckley 2013; Wilkinson 2011). This is in order to ensure those allergens that
are more volatile do not reduce in concentration which may affect the results by producing false
negatives.

Acrylates, isocyanates and fragrances and liquids should be prepared just before applying to the
patient. The stability of fragrance patch test components was investigated when stored in the test
chambers. Concentrations of several components of the mixes were found to decrease by up to
20% when stored at room temperature on a Finn chamber within 8 hours. The investigation
concluded that within a couple of hours, several of the fragrance allergens evaporated to such an
extent that could affect the outcome of the patch test. Therefore, application of the fragrance
mixes as the patches are applied to patients is recommended (Mowitz et al 2012). Liquids should
be added just prior to applying to the patient otherwise they evaporate.

EXPIRY DATES

Expiry dates must be honoured (Johnston et al 2016; Joy et al 2013). Dates vary depending
upon the chemical stability with petrolatum based allergens. Find an easy way of checking
dates. Such as a chart with a list of allergens with the expiry date beside each one.

For example:
Allergen Expiry date —in use | Expiry date - of spare | Date ordered
Potassium dichromate 10/2015 03/2016
Thiuram mix 06/2015 No spare 1 ordered 21/04/15

12
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EQUIPMENT REQUIRED FOR PATCH TESTING

e Secure and lockable refrigerator for the storing of allergens at the temperature recommended
by the manufacturer

e Patch testing chambers (e.g. Finn Chambers®, 1Q Ultra Chambers®, True Tests®, Epiquick®)
e Suitable equipment to secure the patches while drawing up
o Sticks to hold Finn Chambers together
o Application plates
e  Skin marker pen
e Transpore®/Scanpore® tape to label chambers

e Patch test batteries/series

e Emollient to fix filter discs to chambers (50:50 Soft White Paraffin/Liquid Paraffin) if using Finn
chambers. IQ Ultra chambers already have filter paper in situ

e Forceps and Scissors

e Filter discs — Finn chambers only

e Necessary documentation

e Non- sterile nitrile gloves

e Asuitably large flat surface area to prepare patch tests

e Equipment required for applying patient’s own products:
o Selection of syringes

o Sterile bowls
o Filter discs

e Resuscitation trolley nearby in case of an anaphylactic reaction

13
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PROCEDURE FOR PATCH TESTING

The procedure for the preparation of manually drawn up patches is described below.

e Quiet environment, free from interruptions and time to prepare patch test. How much time
is needed will vary according to the experience of the healthcare professional. Wilkinson et al
(2012) make recommendations for staffing levels and time required to prepare and carry out

a patch testing clinic.

e Wash hands, gloves are suggested as best practice to minimise contact with
Haptens/Allergens and paper towels to clean syringes.

e |t is important to label the batteries prior to applying to patient to ensure that the
correct Hapten/Allergen is identified when reading the patch test results at 48 and

96hrs.

Figure 1 — Labelling the batteries/series

e The British Series currently has 41 Haptens/Allergens. This series is usually labelled 1 to
41.

e Other series should include an identifying/corresponding initial to ensure they are not
confused, for example a corticosteroid series labeled with C (C1, C2, C3 etc.) and a facial
series labelled with a F (F1, F2, F3 etc.)

e Index any extra samples being tested and label patches
e The batteries should be removed from the fridge

e Eachseries should be drawn up independently. The backing of the type of patch test/ chamber
being used should be removed according to the manufactures instruction. The patches should
be placed on a table and held in place when being drawn up, either by using application
plates/devices or by placing, for example, sticks across the top only of each patch to hold

14
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them together (see photo below). This is to avoid movement and mistakes occurring through
inadvertently placing the wrong allergen in the wrong chamber.

Figure 2: Using a stick to hold patches together

e The patches should be laid out in the reverse order, so that the first Hapten/Allergen is
applied in the far upper right chamber.

Figure 3: Laying patches out in reverse order

e Proceed to fill the correct Hapten/Allergen into the corresponding chambers until all
are filled APART from fragrance mixes and liquids, which will need to be added just
before applying to the patient.

15
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e Apply enough of the Hapten/Allergen. For 8mm Finn chamber: 20mg pet: 15 microlitre
liquid. For 1Q Ultra/Van der Bend: 25mg pet: 20 microlitre liquid.

Figure 4: Applying the correct quantity of Hapten/AIIérgen

e The applied Hapten/Allergen should not touch the rim. Ideally when applied to the back and
pressed, the Hapten/Allergen should spread out across the whole of the chamber without
spilling over the sides to avoid overlapping of reactions at readings.

e Filter paper for liquids — Finn only. Liquids- A filter paper should be placed onto the chamber
by using a small amount of emollient to hold the filter paper. Place one drop of the allergen
liquid onto the filter paper just prior to applying to the patient’s back to avoid evaporation of
liqguid. The amount should just be enough to moisten the filter paper. IQ Ultra chambers
already have filter paper within the chambers.

Figure 5: Applying liquids

e All patients must receive a patient information leaflet about their patch test prior to their
appointment. This leaflet must inform them about the patch test procedure, potential side
effects from the test and benefits of the patch test. It is important to establish that they have
read and understood this information to enable them to provide informed consent.

16
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e An example of an information leaflet that could be provided to patients can be found in
appendix 2

e Prior to applying the patches, a history should be taken from the patient using a Contact
Dermatitis Clinic Proforma (see appendix 1) to ensure there are no contraindications for patch
testing. Informed consent should be gained and documented.

o  When applying patches on the patient ideally the upper back should be used avoiding the
midline and the scapula (Bourke et al 2009; Lovell 2004). If several are being applied this
should be done in two rows with 4-5 patch test panels in each row.

e To apply the patches, remove from the application device according to manufacturer’s
instructions. The patches should be placed on the back in the correct order starting with the
baseline series, from left to right across the upper back.

Figure 6: Applying patches to patient

o Ask the patient to relax their shoulders. The first patch should be applied to the upper left
hand corner of the back. The patch should be applied starting at the bottom and run your
hand up the patch to expel any air and to aid adhesion. Each chamber should be pressed onto
the skin to ensure it makes contact with the skin and that the allergen spreads out across the
whole of the chamber. Repeat the process with the remaining chambers.

17
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Figure 7: Applying the patch from the bottom to expel air

e REMEMBER that when applied to the back, the order of the hapten/allergen will be left to
right reversed, that is, the upper left chamber will be no.1

o If patch tests cannot be applied to the upper back for example if the back is irritated, tanned,
multiple moles/lesions and /or tattoos, these must be avoided and other areas used instead
(Lachapelle and Maibach 2003). Other areas include the upper arms, thighs and lower back
(Bourke et al 2009; Johnston et al 2016). Hairy backs should ideally be clipped or gently dry
shaved in the direction of the hair growth prior to the patches being applied to allow patches
to adhere to the back. Consideration should be given that the combination of removing the
hair and the adhesive from the tapes can potentially cause irritation and confusion when
reading patch tests.

.' '. “" 40 RS ’
/ b
- \j
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Figur'e. 8: Avoid eczematous ar-éas, moles, seborrhoeic warts and tattoos when applying patches
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e A skin marker pen can be used to mark around some of the whole of the patch test and to
identify at least two of the chambers with the corresponding number/series to allow for
correct identification upon reading

e As well as or instead of a skin marker, tape can be applied at the top of each chamber with
the corresponding numbers for identification to stay in place until the final reading.

Sl sie

Figure 9: Marking the patches

e Patches can be reinforced with extra tape to the margins to ensure adhesion. This is
particularly helpful in hot temperatures.

e Label clearly/document location of patches within patient’s notes.

o If testing the patient’s own products, the general rule is that leave on products that do not
need to be washed off (e.g. make-up/moisturisers) can be applied undiluted. A non leave on
product (e.g. shampoo/conditioners) must be diluted to a non-irritant concentration De
Groot’s (2008) documents test concentrations and vehicles for many chemicals to assist
clinicians when patch testing patients to their own products.

e Industrial products must be handled according to the recommended safety data (Control of
Substances Hazardous to Health (COSHH) 2002). These will need to be diluted prior to a
patient coming for their patch test. Some hospitals provide this service through pharmacy or
the company themselves arrange this and the patient should bring labelled samples and
COSHH information with them. Guidelines for testing workplace products can be found in
the Handbook of Occupational Dermatology (Jolanki et al, 2000).
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ADVICE TO THE PATIENT

The patient must be given written information regarding how to care for their patch test and
information about their follow up appointment. Contact details should be provided for any
gueries or problems the patient may have. See Appendix 2.

They should be asked to keep the area being patch tested dry, avoiding showering and bathing as
steam and heat are likely to moisten and loosen the patches. Washing will also remove skin
markings applied to the back.

Advice should be given to avoid bending and stretching the back and any exertion that involves
getting hot and sweaty, as this may make the patch tests more are likely to come away. Wearing
a tight top in bed can help hold patches in place.

Patients should be advised that should the patches come off, they should not reapply them in
case they are applied incorrectly, leading to misinterpretation of results. If the patch begins to
peel awayy/lift off it can be pushed back down, or taped down.

Advise the patient that they may experience some itching and irritation because of not washing
as usual and from the adhesive. If a reaction occurs, this will localised to specific areas and will
feel similar to their eczema and should be bearable.

An example of an information leaflet that could be sent to patients prior to their patch tests can
be found in Appendix 2.

READING PATCH TESTS

48 HOUR READING
o The patch testing tapes are removed by a health care professional deemed competent.

e Astrip of tape identifying the series and numbers applied is left on the test site. The patch
tests are outlined again (if required) using a skin marker.

e Some departments recommend that there is a delay of 30 minutes before recording the
readings. This delay allows any superficial redness to settle (Lachapelle and Maibach
2003).

e Any displacement of the patch testing should be recorded on the patient’s records.

o A healthcare professional deemed competent will then read and interpret patch test
results as this is a highly skilled role and requires appropriate training.

e All patch test results are graded using the International Contact Dermatitis Research
Group (ICDR) criteria (see Table 1) and results must be recorded in the patient’s notes.

e Further allergens may be needed to be applied during this consultation to clarify doubtful
reactions
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Table 1: ICDR criteria for grading patch test results

?/+ Doubtful reaction, faint erythema only

+ Weak positive reaction, erythema, infiltration & /or papules

++ Strong positive reaction, erythema, infiltration, papules, vesicles
+++ Extreme positive reaction, intense erythema, infiltration & vesicles
- Negative reaction

IR Irritant reaction

NT Not tested

The patient should be reminded of the care instructions for the patch test i.e. keeping the back
dry and not exposing the back to the sun or artificial sunlight.

Figure 10: Positive reactions

FINAL READING AT 96 HOURS

It is considered best practice that the final reading is carried out 96 hours after applying the patch
tests (Day 4) (Shehade et al 1991). This final reading should be carried out by a healthcare
professional deemed competent to do this. This is a highly skilled role and requires the healthcare
professional to have had appropriate training, supervision and competency to enable them to not
only read the patch test results but to interpret the relevance of any results (Goulden and
Wilkinson 2000; Wilkinson et al 2012). The results are graded using the International Contact
Dermatitis Research Group Criteria (see table 1).

If the results are unclear or have been compromised at this reading, further action should be
discussed with the referring healthcare professional.
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The results are discussed with the patient as to their relevance and the impact that this may have
on the patient’s life. Any positive results should be confirmed in writing to the referring
practitioner, GP and patient and be accompanied by written advice sheets if available. These
advice sheets provide information on where the allergen is found to assist avoidance in the future
(Mowad 2006; Scalf 2007). The British Society for Cutaneous Allergy has downloadable leaflets
for allergens within their baseline series.

Any remaining marker tapes should be removed and the patient should be asked to remove any
remaining pen marks. Some patients may require assistance with this.

Very occasionally, a patient may experience a significant reaction to an allergen over the patch
test site (Grade +++). If this is particularly irritable for them a topical steroid for a few days will
help to settle this reaction.

Any treatment or change in treatment and further information required to help manage the
patient’s condition ideally should be provided at this appointment (Wilkinson et al 2012).

Any other relevant healthcare professionals, for example the patient’s GP should be informed in
writing of the results.

Documentation regarding the results of patch testing, relevance and action taken should be
completed and filed within the patient’s notes. A follow up appointment should be arranged if
required. Prior to leaving the patient should be provided with a contact number so they may notify
the department of any late reactions from the patch test or if there is a flare of their condition.

Very occasionally, a positive reaction to an allergen can present later than 96 hours. Reactions at
day 6 or 7 have been documented (Jonker and Bruynzeel 2000), Wilkinson (2011) estimates that
a further 10% of patch tests could be positive at day seven. The most likely allergens to show late
reactions are neomycin, nickel and tixocortol pivalate (Bourke et al 2009).

To facilitate clinical governance and audit, patch tests undertaken, results and relevance should
be recorded on a database. This would enable results to be evaluated and bench marked against
any national standards (Wilkinson et al 2012).

IRRITANT REACTIONS IN PATCH TESTING

Patch tests may occasionally produce irritant reactions. A positive reading at 48 hours which is
then negative at 96 hours may be classed as an irritant reaction (Lovell 2004) but the final
interpretation depends on putting the reaction in context with the patient’s history. These
reactions present as an area of erythema which is sharply defined and well demarcated and may
be scaly (Lachapelle and Maibach 2003). Carba mix and fragrance mix are common irritants. A
purpuric reaction/petechial haemorrhage is common with cobalt chloride. Irritant reactions
however can closely resemble allergic reactions and may require further testing to discriminate
between the two (White 2012)

LIMITATIONS OF PATCH TESTING
Menne et al (1992) suggest that patch testing has a sensitivity of between 70 — 80% and results
can be compromised by sun exposure, immunosuppression, movement of the patient and

22
©BDNG, 2016



sweating. The overall results also rely on the healthcare professional’s subjective reading and
interpretation of any results.

PITFALLS OF PATCH TESTING

FALSE NEGATIVES FALSE POSITIVES

Dilution of product(s) too weak Concentration of product(s) too high

Poor absorption or too little of allergens | Pressure (e.g. from a bra strap or patient
applied rubbing / scratching)

Patient on oral immunosuppression Plaster reactions

Patient had used topical immunosuppression | If a patient has acute or widespread eczema —
either steroids or immunomodulators (Elidel | may lead to angry back syndrome

/Protopic)
Patch tests fall off Contamination
Reading results too early Adjacent to a strong positive

Sun exposure prior to and during test

ROGUE POSITIVE very occasionally a substance may have a very strong positive response but then
is completely negative when retested — it is thought that the original response is an acute irritant
reaction only.

CLINICAL GOVERNANCE

The BDNG has developed quality standards for nursing interventions and services. These standard
statements represent the minimum accepted standards of care expected to be delivered within
dermatology nursing. Quality of care delivered can be measured against each standard statement.
The BDNG Quality Standard for patch testing is included in Appendix 6

COMPETENCY

A nurse is competent when he/she possesses the knowledge, skills and abilities required for
lawful, safe and effective professional practice. Being competent does not just mean that you are
able to undertake a task satisfactorily according to a protocol, it also means that you have the
cognitive skills of decision making and the theoretical knowledge that backs up what you do and
why you do it.

Nurses have a legal requirement for competency to safeguard the health and wellbeing of patients
(Nursing and Midwifery Council 2015). Whilst direct observation assessment is important in some
circumstances, assessing competency can take place in many forms e.g. peer review, self-
assessment and reflection.

Nurse’s involvement in patch testing varies nationally. The individual nurse’s level of autonomy
should be discussed and agreed locally with management and medical colleagues. A named
experienced Lead Consultant should oversee the delivery of the Cutaneous Allergy Service. If
nurses are involved in reading and interpreting patch tests results, they should undertake training
in contact allergy comparable to medical speciality training.
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Competency can be divided into three levels:

Level 1 —this defines the entry point for registered nurses to the speciality of dermatology. Nurses
new to dermatology may be limited to supporting senior colleagues and doctors throughout
individual episodes of patient care

Level 2 — this defines the competent nurse and establishes the minimum level of knowledge and
skills required for all nurses working in a contact allergy clinic. This nurse should have at least six
months experience in dermatology and three months experience in patch testing. Formal in house
training should be available and this nurse should be competent in skin assessment.

Level 3 — this defines the Specialist Nurse and reflects the extension of the nurse’s role.
Dermatology Specialist Nurses typically undertake a diverse range of roles. Nurses at this level are
able to work according to local protocols but can also work autonomously to co-ordinate and
deliver comprehensive care for patients.

This nurse should have at least two years experience in patch testing, have undertaken formal
training in cutaneous allergy equivalent to medical colleagues and have the opportunity for
clinical placements in a recognised contact dermatitis investigation unit. Competency should be
assessed by the Lead Consultant and continuous exposure to the service to ensure this skill set is
sustained at a high level. This nurse should also be a registered Non Medical Prescriber or have
undertaken a recognised Health Assessment course. Ongoing Continuous Professional
Development (CPD) should be in line with Nursing and Midwifery Council revalidation.

Standard indicators set out the level of knowledge and understanding which the nurse should
have in relation to the level of competence.
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COMPETENCE: DEMONSTRATE KNOWLEDGE AND PERFORM PATCH TESTING

Competence Standard Indicator
Level 1 Have an awareness of patch e Understand contact dermatitis and patch
testing testing

e Be aware of findings and action required

e Be aware of adverse reactions

e Be able to understand the procedure
involved in patch testing

Level 2 Demonstrate knowledge and e Understand and describe contact

understanding of patch testing dermatitis and patch testing

e Advise patient on patch testing

e Be able to liaise with other healthcare
professionals

e Be able to minimise adverse effects

e Be able to correctly undertake patch
testing application

e Be able to provide patients with
appropriate information

Level 3 Have a comprehensive e Have a comprehensive knowledge and

knowledge and understanding understanding of contact dermatitis and

of patch testing patch testing

e Be able to prescribe as a non medical
prescriber or through Patient Group
Directions and undertake patch testing

e Be able to interpret and action results

e Be able to advise patients

e Be able to communicate with other

healthcare professionals

Appendices 3 to 7 contain documentation to assist the nurse in developing competency in patch
testing.
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APPENDIX 1: PRE ASSESSMENT PROFORMA

CONTACT DERMATITIS CLINIC — ASSESSMENT VISIT

Attach patient label Date
Time
Consultant
HISTORY
Site 1** affected/history Subsequently affected sites:

Any pattern

DRUGS
TOPICAL ORAL
Now Emollient Now Oral steroids Y/N
Dose —
If discontinued when?
Soap Substitute
Immunosuppression
Bath Emollient Y/N

PAST HISTORY/FAMILY HISTORY

Eczema Asthma Hay fever Other
ALLERGIES

Drugs Inhalants Foods Metal
Perfumes Rubber/latex Elastoplast Other
OCCUPATION

How long Previous occupation
Exposures

INTERESTS/HOBBIES
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APPENDIX 1: PRE ASSESSMENT PROFORMA

EXAMINATION

Is the back clear? Yes/No

If no, area to be tested

Area shave? Yes/No

CONTRAINDICATIONS

Pregnancy Y/N

Breastfeeding Y/N

Acute Dermatitis Y/N

Known Sensitisation Y/N

Intensive UV Exposure/Recent sunburn Y/N

Application of potent topical steroid/immunosuppressant to area Y/N

BATTERIES TO BE
USED

STANDARD CORTICOSTEROIDS DRESSINGS MEDICAMENTS
ACRYLATES FOOTWEAR PTS OWN PLANTS
DENTAL FACIAL LEG ULCER OTHER

INFORMED CONSENT GAINED YES/NO

PATIENT HAS READ AND UNDERSTOOD
WRITTEN INFORMATION YES/NO

NAME:

SIGNATURE

I

RIGHT
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APPENDIX 2 PATIENT INFORMATION LEAFLET EXAMPLE

What is patch testing?

e The aim of patch testing is to try to discover whether you are allergic to anything that is
coming into contact with your skin.

e Skin contact with an allergen might occur at home, at work or during your leisure time.

e Patch testing does not test for food allergies or for anything which is inhaled (e.g. pollen).

e Patch testing does not diagnose substances that cause irritation to your skin.

What will | be tested to?

e You will be tested to around 40 substances commonly in contact with the skin, including
nickel, preservatives found in creams and shampoos, perfumes and rubbers.

e Additional substances may be included depending on your skin problem.

e You may be tested to some of your own work or home products.

What must | do before my appointment?

e Please do not apply a moisturiser to your back on the morning of your appointment.

e Please avoid applying any prescribed topical creams (steroid creams/protopic/elidel) to
your upper back 2 days before the patch test.

e Work chemicals: if the doctor thinks that chemicals at work may be causing the problem.
You may be asked to deliver samples in well-sealed labeled containers 2 weeks before
your appointment to the dermatology unit. Please also bring the Health and Safety Data
sheets, which will be available at your place of work.

What should | bring to the patch test clinic?

On the first appointment please bring:

e Alist of medications: any prescribed drugs you are taking including ointment and creams,
along with any over the counter medication.

e Your own products: substances that you have discussed with the doctor that you might
be allergic to e.g. toiletries, cosmetics, nail polish, perfumes, hair care products. Please
bring the product and packaging, which will list the contents.

What does patch testing involve?

e You will need to attend the hospital on 3 separate days in the week.

e Patch testing is not a painful procedure. No injections are involved however the patch test
tapes may feel a little strange.

On your First visit

e You will be interviewed by the specialist nurse/dermatology healthcare professional.

e The patch tests consist of hypoallergenic strips of tape. On each strip are usually 10 small
chambers which contain a small amount of the substances you are being tested too. Each
strip will usually be secured to your upper back

e The sites are marked with a skin marker pen. If you have a very hairy back it would be
helpful if you could shave the area before attending your appointment or this can be done
in clinic.

e Please allow 30 minutes for your appointment.
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APPENDIX 2 PATIENT INFORMATION LEAFLET EXAMPLE

On the second visit (48 hours later)

Please allow 15 to 30 minutes for your appointment.

The patch tests remain in place until your second visit when they are removed and any
reactions are noted.

Marker tapes will be left in place or the area where the patch test chambers were located
may be marked with marker pen and must stay there until your 3™ visit so any further
reactions can be identified.

The patch test sites may feel itchy. This is normal.

You will need to continue to keep the patch test area dry.

Do not scratch or rub the patch test area.

On the third visit (96 hours later)

On the third visit, your back will be examined and any reactions discussed with you by the
doctor / specialist nurse.

The sites may continue to feel itchy. This is normal.

Positive reactions become red and itchy at the test site and become apparent by the third
reading.

Please allow 15 to 30 minutes for this appointment

What happens if all the patch tests are negative?

This is helpful since, as far as we can, we have eliminated contact allergy as a cause of
your skin problem.

When would we not patch test you?

We usually do not patch test you if you are pregnant or breastfeeding.

Have extensive eczema on your back.

Have had sun exposure or used a sun bed over the previous 2 weeks on the area being
patch tested e.g. your upper back.

If you are on a moderate to high dose of steroids (over 10 mg per day).

We may not carry out this test if you are taking any medication that lowers your immune
system. If you are unsure please contact us for advice.

If these apply, or you need to change your appointments please
telephone the dermatology department.

How should | care for my Patch tests?

Please keep your back dry during the tests.

Do not wear your best clothes as the marker ink may stain.

Do not expose your back to the sun or sun beds during this procedure.

Avoid sport or heavy physical work during the tests.

Do wear old clothing and a T-shirt or vest to sleep in order to help keep the patches in
place.

If a patch starts to peel off, reinforce with medical tape. Such as Micropore tape which
can be purchased from any chemist.
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APPENDIX 2 PATIENT INFORMATION LEAFLET EXAMPLE

If the whole patch test comes off do not reapply just make a note of the day and time it
fell off.

Unbearable irritation from one of the patch test substances is extremely rare. If you
experience this you can remove the chamber causing the irritation by cutting this away
from the test strip although if located on your back you would need help to do this.

Contact us at the dermatology department if you are concerned or
have a late reaction to the tests.

What side effects may occur?
Side effects are rare but include:

Skin reddening and itching. From positive test results. This usually disappears after a few
days although can occasionally last longer.

Staining of the skin. This will usually disappear after a few days.

Skin pigment change: an increase or decrease in pigment may sometimes be seen at the
site of the patch tests.

A flare of eczema.

If you would like to find out more about patch testing you may find the following websites
helpful

www.bad.org.uk/public/leaflets
www.dermnetnz.org/procedures/patchtests

If you have any concerns about your appointment or treatment,
please call the telephone numbers below:

©BDNG, 2016



Competency for Cutaneous Allergy Service

Method of Level
assessment
Knowledge
Explain mechanism involved in allergic and irritant contact CbD 2and3
dermatitis
Able to distinguish between irritant and allergic reactions CbD 2and3
Explain the indications for patch testing CbD 2and3
Identify allergens in the British standard series CbD 2and3
Describe contraindications to patch testing CbD 2and3
State limitations of patch test results CbD 2and3
Skills
Distinguish clinical patterns of dermatitis CbD, mini CEX 3
Perform thorough history taking in patients with suspected CbD, mini CEX 3
contact dermatitis
Satisfactory knowledge of the patch test series of allergens CbD, mini CEX 2and3
available
Understanding of concentrations for patch testing especially CbD, mini CEX 2and3
products brought by the patient
Select and prescribe as a non medical prescriber or through CbD, mini CEX 3
Patient Group Directions appropriate allergens for patch testing
Demonstrate application of patch tests and instructions for CbD, DOPS, min CEX | 2and 3
patient
Interpret patch test results CbD, DOPS, min CEX | 3
Communicate test results to patients, GP and referring CbD, DOPS, min CEX | 3
practitioner
Behaviours
Recognise use of patch testing in the assessment of suspected CbD, mini CEX 2and3
contact dermatitis
Contribute to multidisciplinary team CbD, mini CEX 2and3
Choose appropriate patients for patch testing and recognise CbD, mini CEX 3
importance of results
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BRITISH DERMATOLOGICAL NURSING GROUP
DIRECT OBSERVATION PROCEDURAL SKILLS (DOPS)

PATCH TESTING APPLICATION

Assessment Sheet

Date of Assessment NMC PIN

Surname Forename

Assessor’s name Assessor’s PIN:

Assessor’s position Senior Nurse/CNS [ Consultant O SpR O

Brief summary of case:

Please score the nurse on the scale below. Please note that your scoring should reflect the performance of the nurse
against which you would reasonable expect at their stage /level of experience /grade. Please mark ‘Unable to comment’
if you feel you have not observed the behaviour

Well below  Below Borderline Meets Above Well above  Unable to
expectation expectation expectation expectation expectation comment

PRACTICAL COMPETENCIES

Introduce self and effectively prepares patient for patch testing and addresses any concerns or
queries

O O O O O O O

Obtain informed consent prior to treatment and undertake treatment pre assessment

O O O O O O O

Prepare all equipment and use correct procedure for preparing patch tests

O O O O O O O

Provide patient with information on home care and confirms return appointments

O O O O O O O

Demonstrate accurate documentation

O O O O O O O
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BRITISH DERMATOLOGICAL NURSING GROUP
DIRECT OBSERVATION PROCEDURAL SKILLS (DOPS)

PATCH TESTING APPLICATION

Well below  Below Borderline Meets Above Well above  Unable to
expectation expectation expectation expectation expectation comment

Communication skills

O O O O O O O

Overall ability to perform procedure

O O O O O O O

Having conducted this observation please now rate the level of independent practice the
nurse/trainee has demonstrated for this procedure:

Level of Independent Practice

Rating

Unable to perform the procedure

Able to perform the procedure under direct supervision/assistance

Able to perform the procedure with limited supervision/assistance

o o O O

Competent to perform the procedure unsupervised and deal with complications
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BRITISH DERMATOLOGICAL NURSING GROUP
DIRECT OBSERVATION PROCEDURAL SKILLS (DOPS)

PATCH TESTING APPLICATION

Which aspects of the procedure were done well?

Any suggestions for future development?

Agreed action plan:

NUISe’s SINAtUIE.......cvevieeeeeeee e

ASSESSOI’S SIZNATUIE.....ccve et e
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BRITISH DERMATOLOGICAL NURSING GROUP
DIRECT OBSERVATION PROCEDURAL SKILLS (DOPS)

PATCH TESTING READING AND INTERPRETATION OF RESULTS

Assessment Sheet

Date of Assessment NMC PIN
Surname Forename
Assessor’s name Assessor’s PIN:
Assessor’s position Service Lead Consultant [

Brief summary of case:

Please score the nurse on the scale below. Please note that your scoring should reflect the performance of the nurse
against which you would reasonable expect at their stage /level of experience /grade. Please mark ‘Unable to comment’
if you feel you have not observed the behaviour

Well below  Below Borderline Meets Above Well above  Unable to
expectation expectation expectation expectation expectation comment

PRACTICAL COMPETENCIES

Introduce self and effectively prepares patient for patch testing and addresses any concerns or
queries

O O O O O O O
Obtain informed consent prior to treatment and undertake thorough history taking

O O O O O O O
Formulate appropriate pre patch test diagnosis

O O O O O O O
Select appropriate allergens for patch testing

O O O O O O O
Interpret patch test results

O O O O O O O
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BRITISH DERMATOLOGICAL NURSING GROUP
DIRECT OBSERVATION PROCEDURAL SKILLS (DOPS)

PATCH TESTING READING AND INTERPRETATION OF RESULTS

Well below  Below Borderline Meets Above Well above  Unable to
expectation expectation expectation expectation expectation comment

Communicate test results to patients

O O O O O O O

Overall ability to perform procedure

O O O O O O O

Having conducted this observation please now rate the level of independent practice the
nurse/trainee has demonstrated for this procedure:

Level of Independent Practice

Rating

Unable to perform the procedure

Able to perform the procedure under direct supervision/assistance

Able to perform the procedure with limited supervision/assistance

o o O O

Competent to perform the procedure unsupervised and deal with complications
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BRITISH DERMATOLOGICAL NURSING GROUP
DIRECT OBSERVATION PROCEDURAL SKILLS (DOPS)

PATCH TESTING READING AND INTERPRETATION OF RESULTS

Which aspects of the procedure were done well?

Any suggestions for future development?

Agreed action plan:

NUISe’s SINAtUIE.......cvevieeeeeeee e

ASSESSOI’S SIZNATUIE.....ccve ettt e
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MINI CLINICAL EVALUATION EXERCISE (mini-CEX)

Guidance

This tool evaluates a clinical encounter with a patient to provide an indication of competence in skills
essential for good clinical care such as history taking, examination and clinical reasoning. The nurse
should be given immediate feedback to identify strengths and areas for development.

All workplace-based assessments are intended primarily to support learning so this feedback is very
valuable.

Each assessment should cover a different clinical problem so as to sample different areas of the
nurse knowledge base.

Assessors can be anyone with suitable experience, including nurses, doctors and allied health
professionals as appropriate. If assessing at a higher level it is likely to be a Consultant.

The mini-CEX can be used at any time and in any setting where there is a nurse patient interaction
and an assessor available i.e. ward round, OPD clinic. Please ensure that the patient is aware the

assessment is taking place.

Descriptors of competencies demonstrated during min-CEX

Nursing interviewing skills Active listening skills including facilitating the
patient telling their story; effectively using
guestions to obtain accurate and adequate
information; responding appropriately to patient
and picking up on non-verbal clues

Physical examination skills Follows efficient logical sequence; balances
screening/diagnostic steps for problem; informs
patient; sensitive to patients’ comfort and dignity

Communication skills Agrees plan with patient, explains rational for
test treatment, obtains patients consent,
educates regarding management.

Care of patient Responds to patients feelings, shows respect,
compassion empathy, establishes trust, ensures
patients comfort, modesty and confidentiality of
information

Clinical Judgement Selectively decides on appropriate diagnostic
investigations; appropriate prescribing including
risks and benefits

Organisation Prioritises and plans effectively

Overall clinical competence Demonstrates judgement, synthesis, caring,
effectiveness and efficiency

©BDNG, 2016 Appendix 6




BRITISH DERMATOLOGICAL NURSING GROUP

MINI CLINICAL EVALUATION EXERCISE (mini-CEX)

Assessment Sheet

Date of Assessment NMC PIN:

Surname Forename

Assessor’s name Assessor’s PIN:

Assessor’s position Senior Nurse/CNS [ Consultant O SpR O

Brief summary of case:

Please score the nurse on the scale below. Please note that your scoring should reflect the performance of the nurse
against which you would reasonable expect at their stage /level of experience /grade. Please mark ‘Unable to comment’
if you feel you have not observed the behaviour

Well below  Below Borderline Meets Above Well above  Unable to
expectation expectation expectation expectation expectation comment

Interviewing skills:

O O O O O O O

Physical examination skills:

O O O O O O O

Communication skills:
O O O O O O O
Clinical judgement:

O O O O O O O
Care of the patient:

O O O O O O O

Organisation:
O O O O O O O

Overall clinical competence:

O O O O O O O
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MINI CLINICAL EVALUATION EXERCISE (mini-CEX)

Having conducted this observation please now rate the level of overall competence the nurse has
demonstrated:

Overall clinical judgement

Rating Description

Below level expected Demonstrated basic consultations skills resulting in
incomplete history taking and showed little clinical
judgement following the encounter

Performed at the level expected Demonstrated sound consultation skills resulting in
adequate history taking and show basic clinical
judgement following encounter

Performed higher than level Demonstrated excellent and timely consultation skills

expected resulting in a comprehensive history. Shows good clinical
judgement following encounter

Performed and exceeded at a Demonstrates exemplary consultation skills resulting in a

higher level comprehensive history and/or examination. Shows

excellent clinical judgement following encounter

Which aspects of the encounter were done well?

Any suggestions for future development?

Agreed action plan:

NUISE’S SINATUIE.......cueerieee et etecee e

ASSESSOI'S SIBNATUIE....cevecvectie ettt v
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CASE BASED DISCUSSION (CbD)

Guidance

A CbD assesses the performance of a nurse in their management of a patient to provide an
indication of competence in areas such as clinical reasoning, decision making and application of
knowledge in relation to patient care. It also serves as a method to document conversations about,
and presentations of, cases by nurses. The nurse should be given immediate feedback to identify
strengths and areas for development. All workplace-based practice assessments are intended to
support learning so this type of feedback is valuable.

The nurse can suggest areas for discussion but the assessor makes the choice of case for the CbD
and leads the discussion. Nurses working at a higher level should be able to discuss any case with

which they have had significant, recent involvement.

The CbD should focus on a written record (i.e. written case notes, outpatient letter, or discharge
summary).

Assessor’s can be any HCP with suitable experience; for senior/advanced nurses this is likely to be a
consultant

Descriptors of competencies demonstrated during the CbD:

Medical record keeping This section encourages the assessor to give
feedback on the quality of the written record
rather than the actual content on the record

Clinical assessment This includes the quality of the history and
eliciting of appropriate clinical signs, and the
clinical reasoning behind producing a plan of
action

Investigations and referrals The rationale behind the choice of
investigations and referrals should be
explored, not just acknowledging that the
‘correct’ decisions were made

Treatment and management plan This included therapeutic intervention

Follow-up and future planning This includes the ongoing plans for the review
of the patient in the clinicorin a
ward/hospice situation

Overall Clinical judgement Quiality of the nurse’s integrated thinking
based on clinical assessment, investigations
and referrals resulting in the patient’s
management plan
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CASE BASED DISCUSSION (CbD)

Assessment Sheet

Date of Assessment NMC PIN

Surname Forename

Assessor’s name Assessor’s PIN

Assessor’s position Senior Nurse/CNS [ Consultant O SpR O

Brief summary of case:

Please score the nurse on the scale below. Please note that your scoring should reflect the performance of the nurse
against which you would reasonable expect at their stage /level of experience /grade. Please mark ‘Unable to comment’
if you feel you have not observed the behaviour

Well below  Below Borderline Meets Above Well above  Unable to
expectation expectation expectation expectation expectation comment

Record Keeping:

O O O O O O O

Clinical Assessment:

O O O O O O O

Investigations and referral:

O O O O O O O

Treatment/management plan:

O O O O O O O

Follow up and future planning:
O O O O O O O
Overall clinical judgement:

O O O O O O O
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CASE BASED DISCUSSION (CbD)

Based on this observation please now rate the level of clinical judgement the nurse/trainee has

demonstrated:

Overall clinical judgement

Rating

Description

Below level expected

Demonstrated little knowledge and lacked
ability to evaluate issues

Performed at the level expected

Demonstrated some knowledge and limited
evaluation of issues

Performed higher than level expected

Demonstrated detailed knowledge and solid
evaluation of issues

Performed and exceeded at a higher level

Demonstrates deep up to date knowledge and
comprehensive evaluation of issues resulting in
an excellent management plan

Which aspects of the encounter were done well?

Any suggestions for future development?

Agreed action plan:

NUISE’S SINATUIE.......cieveeee et

ASSESSOI'S SIBNATUIE....cevecveeerie ettt er e
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APPENDIX 8: BDNG QUALITY STANDARD

Quality Standard: Patch Tests

Standard Statement — The person requiring Patch Tests will receive safe, effective treatment, education and information to support self-

care within a person centred holistic approach.

Target to be achieved: 100%

Knowledge and evidence supporting Quality Standard:

Bourke J, Coulson |, English J. 2009 Guidelines for care of contact dermatitis. Br J Dermatol; 160: 946-954. http://www.bad.org.uk/healthcare-
professionals/clinical-standards/clinical-guidelines?SiteSectionld=678&page=2&1=10

Royal College of Physicians, British Association of Dermatologists, British Occupational Health Research Foundation, Faculty of Occupational
Medicine, Health and Work Development Unit, NHS Plus. (2011) Diagnosis, management and prevention of occupational contact dermatitis:
concise guidelines. Concise guidance to good practice series, No 13. London: RCP.
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APPENDIX 8: BDNG QUALITY STANDARD

Quality Standard QuS19: Patch Tests — Structure, Process and Outcome Key Performance Indicators

(KPlIs)

Structure KPIs Patch Tests

Process KPIs Patch Tests

Outcome KPIs Patch Tests

Patch tests is available to patient
following referral

reactions

e First level registered HCP with relevant
dermatological training and experience
in application and assessment of Skin

e HCP has knowledge and understanding
of hypersensitivity, Type | and Type IV

HCP with patch test training and/or
experience regularly seeks updates and
evidence to support practice

Specialist equipment is used by fully
trained HCPs

Patient receives evidenced based care
and interventions from an appropriate
HCP with knowledge skills and
competencies relevant for patch testing
Patients reported experiences positive
regarding knowledge, advice and
communication from HCP

for Patch Testing

e C(lear, well defined patent pathway
establish from referral to discharge

e Evidence base and guidelines available

Patients attends clinic as agreed within
appointment system.

Evidence based interventions, care and
management discussed and agreed with
patient

HCP recognises contra-indications for
Patch Testing following assessment and
skin examination

Patch tests applied as per protocol with
follow up visits for removal 48hrs and
reading at 48 and 96 hours ( or as per
local policy)

Patient ‘s physical, psychosocial needs
are assessed and documented in relation
to their skin reaction to patch tests
Patient intervention and care is managed
with dignity being maintained at all times
Patient is counselled and advised as
required

Patient and careers indicate knowledge
and understanding of patch test
investigation +/- expected outcomes
using PROMs and PREMs

Patient pathway documented in notes

Patch test findings recorded as per
protocol (48+96hrs)

Patients received prompt and
appropriate topical management of any
resultant irritant and allergic skin
reactions

Patient receives appropriate follow-up by
dermatologist or relevant HCP to discuss
results/ implications of Patch Tests
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APPENDIX 8: BDNG QUALITY STANDARD

HCP formulates and agrees care plan
with the patient which is documented in
notes

HCP agrees follow up/ discharge plan
with patient including access to
dermatologist where necessary

Investigational /Treatment facilities are
safe and provided in a well-ventilated
room

HCP has completed and currently up to
date with anaphylaxis training
Protocol, procedure for acute
anaphylaxis in place

HCP aware of Anaphylaxis policy and
procedure

Specialist equipment (eg. Patch test
batteries, Finn Chambers, Adhesive
Patches ) is safe and regularly maintained
by relevant trained person

Special precautionary measures
following Patch Tests application are
discussed with the patient eg. exposure
to daylight/ sunshine/water/use of
topicals (emollients, corticosteroids,
potential sensitizers, actual +ve
sensitizers/allergens)

HCP recognises signs and symptoms of
hypersensitivity reaction and acute
anaphylactic reaction and acts promptly
as per policy and protocol

Patient understands and complies with
investigational procedure and
treatments and special safety
precautions

Safe environment is maintained as
documented in risk register.

Patient demonstrates understanding of
avoidance or reduced exposure to known
irritants and allergens following Patch
Tests

Risk of serious adverse reactions to
potential allergens e.g. latex, avoided or
reduced to minimum

Clear written instructions of the patch
test investigation/intervention exist in
the form of policy, protocol or procedure

HCP discusses specific investigational
plan and interventions and follows
agreed procedure in deliver of care
Patient receives information and advice
and where necessary treatments are fully
explained and documented in notes
Policy protocols and procedures follow
national guidelines and Best Practice
Statements (BAD BCDS guidelines)

Patient and carers feel confident and
reassured regarding patch tests as
reported in PREMs and PROMs

Policies, protocols and procedures are
available, up to date, evidence based and
follow national guidelines
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A valid treatment prescription and or
referral letter is written for the patient
and filed/documented in notes

HCP discusses treatments and
interventions were necessary and seeks
verbal or written consent

Verbal and or written consent
documented or filed in the notes

Patient receives correct batteries of
patch tests (amount, dose, frequency,
route, progress and outcome) which is
recorded in notes

Dermatology medical cover or advice is
available

HCP contacts medical specialist
(dermatologist or GP) when necessary

Medical advice and intervention during
treatment document in notes.

Changing and treatment facilities are
appropriate and fit for purpose

The HCP remains available to the patient
at all times

The HCP explains (and demonstrates
where appropriate) the equipment and
procedure to be followed in the patch
test investigations

Safe environment is maintained. Safe
equipment is maintained

Patient reported experiences are
positive.

Patient information leaflets (PILs) on
patch tests, contact dermatitis/eczema,
positive allergens, irritants, treatments,
side effects, precautions, support groups
are available in different languages

Patient receives information regarding
patch tests investigations and results

HCP provides relevant literature for the
patient to read and understand

Patient reported experiences (PREMs)
indicate relevant PILs and or literature
received and has knowledge of relevant
support group

Patch tests PILs are up to date and
reviewed annually

Clear defined policing arrangements for
cleaning, maintenance, repair of whole
or part of the equipment

HCP follows CoSHH and Infection control
guidelines and regulations as detailed in
policy and protocols

Equipment regularly maintained with
annual risk assessments

Equipment safety checks documented
and available should problems occur

Safe equipment is maintained
Risk register available and up to date
Safety equipment checks complete

Maintenance and repair documented
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Quality Standards Audit Tool

e Utilise the following template to customise Outcome Key Performance Indicators (KPls)

e Identify the Standard(s) to be audited

e |dentify sources of audit information eg nursing notes, patient notes, policies, procedures, interview, observations
e Identify sample size for audit eg 10% patient sample size or 100% staffing sample size

e Identify Minimum Standard to be achieved eg: 75%, 90%, 100%

e Conduct Audit

e Document % Achieved for each Quality Standard in Summary Document

o If minimum standard NOT Achieved — Review PROCESS and STRUCTURE KPIs

Name of Auditor: Date of Audit: Review Date:

Target to Attain:

Quality Standard QuS19: Patch Tests

Standard Statement — The person requiring Patch Tests will receive safe, effective treatment, education and information

to support self-care within a person centred holistic approach.

Target to be achieved: 100%
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Quality Standard Audit Tool — Patch Tests

Outcome Key Performance Indicators

Source

Tally

Comments

Outcome %
Achieved

e Patient receives evidence based care and interventions from an
appropriate HCP with knowledge skills and competencies relevant for
patch testing

e Patients reported experiences positive regarding knowledge, advice and
communication from HCP

e Patient and careers indicate knowledge and understanding of patch test
investigation +/- expected outcomes using PROMs and PREMs

e Patient pathway documented in notes

e Patch test findings recorded as per protocol (48+96hrs)

e Patient understands and complies with investigational procedure and
treatments and special safety precautions

e Safe environment is maintained as documented in risk register.

e Patient demonstrates understanding of avoidance or reduced exposure
to known allergens

e Patient and carers feel confident and reassured regarding patch tests as
reported in PREMs and PROMs

e Policies, protocols and procedures are available, up to date, evidence
based and follow national guidelines (including anaphylaxis policy)

e Patient receives correct batteries of patch tests which is recorded in
notes

e Medical advice and intervention during treatment document in notes

e Safe environment is maintained. Safe equipment is maintained

e Patient reported experiences are positive.

©BDNG, 2016




APPENDIX 8: BDNG QUALITY STANDARD

e Patient reported experiences (PREMs) indicate relevant PILs and or
literature received and has knowledge of relevant support group

e Patch tests PlLs are up to date and reviewed annually

e Safe equipment is maintained

e Risk register available and up to date

e Safety equipment checks complete

e Maintenance and repair documented
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Appendix 9: Other relevant resources

BOOKS
Griffiths CEM, Barker J, Bleiker T, Chalmers R, Creamer D. Rook’s Textbook of Dermatology 9th
edition Blackwell (Oxford) 2016

Bolognia JL, Jorrizo JL, Schaffer JV. Dermatology. 3rd edition Mosby (London) 2012; 16: 261-72

Johansen JD, Thyssen J, Lepoittevin JP. Quick guide to contact dermatitis. Springer Verlag (Berlin)
2016

Johansen JD, Frosch P, Lepoittevin, JP (Eds.) Contact Dermatitis Springer Verlag (Berlin) 2011
Rietschel RL, Fowler JF. Fisher's Contact Dermatitis, 6th Edition Pmph-USA 2007
Rustemeyer T, Elsner P, John SM, Maibach HI. Kanerva’s Occupational Skin Diseases. 2nd Ed Springer

Verlag (Berlin) 2012

JOURNALS
Contact Dermatitis
Dermatitis

WEBSITES
American Contact Dermatitis Society www.contactderm.org

British Society for Cutaneous Allergy www.cutaneousallergy.org

Chemotechnique www.chemotechnique.se

European Society for Contact Dermatitis www.escd.org

SmartPractice www.smartpracticeeurope.com



http://www.contactderm.org/
http://www.cutaneousallergy.org/
http://www.chemotechnique.se/
http://www.escd.org/
http://www.smartpracticeeurope.com/
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