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Celebrating the 25th Anniversary 
of Dermatological Nursing

Celebrating milestones is an 
important feature of human life. 
The fact that the BDNG journal 

has reached a significant milestone of 
25 years of existence is no exception to 
that rule.

Dermatological Nursing (DN) 
has always been a key part of the 
BDNG, and as the organisation has 
grown and developed, so has the 
journal. For the membership, the 
journal provides access to a wide range 
of quality articles including expert 
clinical opinion, research, networking 
and the patient voice.  Articles are 

peer reviewed to ensure their quality 
and our editorial team work hard to 
make sure the balance of content is 
interesting and relevant. 

From the early days, when the 
journal was called the British Journal of 
Dermatological Nursing, to the present 
day, the success of the publication 
is thanks to the many people who 
have contributed to it along the way. 
It is important to recognise those 
early pioneers – Julie Van Onselen, 
Christine Barrett, Sara Burr and Geeta 
Ayer, who all edited the journal in their 
spare time whilst working at other jobs. 
Many others have contributed since that 
time, including all the authors who have 
taken the time and trouble to write the 
articles that make the journal so unique.

This supplement highlights and 
celebrates some key areas in which 
dermatology nursing has developed 
over the years. Whether it is 

prescribing, the use of biologics, the 
importance of Quality Standards or 
how career pathways have developed, 
we very much hope that you will find 
something to inspire you. Dermatology 
nursing is a fast-moving specialty 
with many innovative and caring 
practitioners, and we wanted to reflect 
some of this within the supplement. 

So, whether you have been around 
for all of the last 25 years (like I have), 
or whether you are much newer to 
the specialty, we hope that you find 
the supplement an appropriate way 
to celebrate the silver anniversary of 
Dermatological Nursing.  DN

This supplement highlights 
and celebrates some key 
areas in which dermatology 
nursing has developed over 
the years
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Rebecca Penzer-Hick

There is now a well-defined pathway for career development in nursing. This article looks at the 
history and development of this pathway, as well as what it means for nurses and patients alike. 
Finally, it will cover the idea and meaning behind the notion of advanced practice and where this fits 
within the pathway.

Penzer-Hick R. Career pathways for dermatology nurses. Dermatological Nursing 2022. 21(3):3-5
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In 2021, the Getting it First Time 
(GIRFT) report for dermatology 
was published. In this document, the 
author, Professor Nick Levell, noted 
that dermatology nursing in Britain 
was world leading.1 Whilst the report 
refers only to Britain, it is the case that 
dermatology nursing across the United 
Kingdom has a proud history of being at 
the forefront of sustained development 
of clinical care, research, and education. 
This focus on advancing practice to 
meet the needs of patients as part of a 
multi-disciplinary team, has led to much 
innovation with an expansion of nursing 
roles. This article will consider the 
concept of advanced practice within the 
context of national developments and 
explore how this fits with the roles that 
dermatology nurses are taking on across 
the nation.

Multi-professional framework for 
advanced practice
In 2017, Health Education England 
(HEE) published the multi-professional 
framework for advanced clinical 
practice. Similar framework documents 
have been produced in Scotland and 
Ireland (although the focus there is 
specifically on advanced practice in 
nursing), and in Wales, where the 
multi-professional focus is similar to 
England. For more information see 
Table 1. The publication of these 

documents was the culmination of 
much consultation around what it 
means to practice at an advanced level. 
The focus for this article will be on the 
English framework, but many of the 
principles are transferable.

The broad purpose of the framework 
has been to define advanced practice 
in such a way that there can be 
consistency throughout the country 
and across different disciplines. 
This is the first time that a national 
framework of this kind has been 
developed, and for many healthcare 
professionals it marks a significant 
opportunity for career progression. 
Advanced practice is not a specific 
role, but rather denotes a level of 
practice that is attained through 
specific education and training. It is 
characterised by a series of capabilities 

Table 1.

Frameworks for advanced clinical practice

Region Title Link

England Multi-professional Framework for Advanced Clinical Practice in England bit.ly/3JrdMH6

Ireland Advanced Practice (Nursing) Standards and Requirements bit.ly/3bkyTi1

Scotland Transforming Nursing Roles: Advanced Nursing Practice – Phase II bit.ly/3BIAzfI

Wales Framework for Advanced Nursing, Midwifery and Allied Health 
Professional Practice in Wales 

bit.ly/3Qb4rFJ

Career pathways for 
dermatology nurses

Advanced practice is not 
a specific role but rather 
denotes a level of practice 
that is attained through 
specific education and 
training

http://www.bdng.org.uk
http://bit.ly/3JrdMH6
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which demonstrate that a practitioner 
can function with a high level of 
autonomy, making complex decisions 
that improve outcomes for patients.

Becoming an advanced practitioner 
should be a planned part of career 
development, but also crucially fit 
with the workforce planning and 
governance that is relevant for 
individual work environments. There 
must be a clear role for advanced 
practitioners within a department 
that enhances patient care and that 
is appropriately supported by clinical 
governance structures. Achieving 
advanced practice status is usually 
through an accredited academic course 
at a university, although HEE has also 
developed a system for submitting a 
portfolio of evidence, showing that 
capabilities have been met. This route 
to advanced practitioner status is still 
in its early stage of development and 
there are limited opportunities to take 
this route currently.

Advanced practice in dermatology nursing
Historically, the route to an advanced 
practitioner role in dermatology has 
been poorly defined. As with many 
nursing specialties, the development 
of new skills and roles has happened 
in an ad hoc manner, often responding 
to the needs of the service and the 
skills and interests of those in post. This 
has meant that, over time, there has 
been a lack of consistency about what 
dermatology nurses should be expected 
to do for a particular pay grade, and 
there has been a lack of clarity about 
how advanced practitioner roles fit into 
career progression.

The Clinical Role Descriptors 
document2 was a joint effort between 
the BDNG and the British Association 
of Dermatologists (BAD) to remedy 
this situation. The overall purpose 
of this document has been to clarify 
what level of responsibility the various 

bands should undertake and clearly 
outline the possibilities for career 
progression. This helps to ensure that 
individual nurses have the right skills 
and training to fulfil the requirements 
of their job description. However, it 
is also about ensuring that employers 
properly remunerate staff for the level 
of responsibility of their role and the 
actions that they are asking them to 
undertake. The role descriptors will 
also assist with workforce planning 
as they seek to describe the human 
resources needed to deliver different 
levels of care.

As well as describing the clinical 
roles that dermatology nurses can 
undertake, the role descriptors also 
detail expectations with regards to 
education, research, and leadership. 
These different dimensions to the 
nursing role are described as the 
‘Four Pillars’ in the multi-professional 
framework for advanced practice3 and 
recognise the fact that nursing roles are 
multi-dimensional. Career progression 
will therefore focus not only on 
developing more advanced clinical 
skills, but also skills related to the other 
three pillars. Early on in a career, it may 
be less obvious how to develop the 
non-clinical pillars. These three general 
questions are useful to consider:

	� How is evidence used every day in 
their practice? (research)

	� What teaching (both staff and 
patients) is carried out? (education) 

	� How is the ability to take initiative 
demonstrated? (leadership).

An example of career progression
Mapping out a career is never straight 
forward. Life events, lack of resources, 
poor support at work are all examples 
of how it can be difficult to make 
progress. Having an idea of how 
this might work is useful in order to 
understand what might be possible.
To show this and to demonstrate 
the applicability of the clinical role 
descriptors, the career progression 
of a hypothetical member of staff is 
illustrated.

As a new Band 5 staff nurse with little 
clinical experience, Jo is expected to 

gain exposure to a wide number of 
areas in the dermatology clinic. Always 
working under the direct supervision 
of someone more senior, Jo can 
function in several areas, including 
delivery of phototherapy, supporting 
skin surgery, assisting with patch 
testing, and supporting topical therapy 
education. Whilst she will not be 
making any decisions around treatment 
options, she can use her nursing skills 
to assess, plan and implement nursing 
care. As she gets more experienced, 
she starts to develop a particular 
interest in chronic skin conditions 
and their treatment, including 
phototherapy, and identifies several 
resources and study days to help her 
develop her knowledge. Whilst in 
phototherapy, she  develops her 
educational skills, talking to patients 
about lifestyle choices and how to be 
safe in the phototherapy cabinet.

When the opportunity to apply 
for a Band 6 post in medical 
dermatology comes up, she applies 
and is successful, readily moving on 
to work more independently with 
less direct supervision. She can work 
independently in phototherapy, making 
decisions about treatment doses. She 
also runs an isotretinoin monitoring 
clinic, where she manages the ongoing 
care of people on isotretinoin, 
following a clear protocol. 

Initially, she works using a patient 
group direction, but realises that 
becoming an independent prescriber 
would benefit her clinical care and 
promotion prospects. With this in 
mind, she undertakes the independent 
prescriber module at her local 
university, and after a lot of hard work, 
is successful in gaining her prescribing 
qualification. 

There must be a clear role 
for advanced practitioners 
within a department that 
enhances patient care 
and that is appropriately 
supported by clinical 
governance structures

Historically, the route to an 
advanced practitioner role 
in dermatology has been 
poorly defined

http://www.bdng.org.uk
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Jo starts running a journal club for the 
nurses in the department in which 
she can demonstrate her leadership 
skills, as well as her use of evidence in 
practice. She jumps at the opportunity 
to become a BDNG Ambassador, 
allowing her to become more involved 
at a national level.

Jo realises that the next career step 
for her is to work more independently 
with more complex patients. The 
opportunities for this are unlikely to 
arise in her current place of work, so 
she applies for a Band 7 post that she 
has seen advertised through the BDNG. 

Her new job allows her to make full 
use of her prescribing skills and allows 
her to interact independently with 
patients with psoriasis and eczema, 
monitoring their systemic therapies, 
advising on and prescribing topical 
therapies where appropriate, and 
counselling them on lifestyle issues that 
are affecting their physical and mental 
health. She can lead a small team of 
nurses and has joined the BDNG 
prescribing special interest group. This 
has allowed her to do some teaching 
at national study days. She undertakes 
an annual audit of the patients in her 
psoriasis clinic.

At this stage in her career, Jo realises 
that she can continue as a clinical nurse 
specialist at a Band 7 level and that she 
would continue to gain immense job 
satisfaction, however she is ambitious 
and knows that she would eventually 
like to be a nurse consultant. So, with 
her employer’s agreement she applies 
for a Master’s degree in advanced 
practice at the local university. Once 
she has gained this qualification, she 
is able to apply for a Band 8A job, in 
which she has her own caseload of 

patients referred directly to herself, 
and can make independent decisions 
about their care. She becomes more 
involved with the BDNG, taking on a 
role within the executive committee 
and has a visiting lecturers post at 
a local university. She is part of a 
psoriasis research team, conducting 
a clinical trial which will lead to 
authorship in a joint paper.

The next step for Jo is a very big one. 
Taking on a Nurse Consultant role 
involves continuing to develop all the 
skills she has, but at a more complex 
and strategic level. There is an 
expectation that she will work across 
professional boundaries and make 
significant contributions to developing 
and delivering education. She will need 
to be significantly involved in research 
and be able to publish widely. To 
prepare for the next step, Jo decides 
to focus on two key areas: research 
awareness and education. Over the 
next three years, she completes a 
PGCert in Medical Education and 
gains a UK Dermatology Clinical Trials 
Network Fellowship to develop her 
research skills.

Not everyone will want to progress 
as Jo has done above. Dermatology 
nursing needs practitioners working 
at all different band levels to meet the 
needs of patients. Nurses who want 
to remain at a particular grade should 
be supported to do so whilst at the 
same time maintaining their skills in 
all four pillars. 

There are many reasons why an 
individual may not want to become 
an advanced practitioner, and many 
will want to stay at Band 7 as a 
clinical nurse specialist. It is useful to 
note that, having tackled the issue 
of defining what advanced practice 
should look like, HEE have turned 
their attention to describing what 
enhanced practice might look like.4 
The term enhanced practice is the 
label that HEE uses to describe what 
we currently think of as specialist 
practice. This work is still at a 
consultation phase, but clarity around 
a national standard for this level of 
practice would be extremely helpful. 

When this work is published by 
HEE, the BDNG will ensure that any 
national standards will be reflected in 
the role descriptors.

Conclusion
Dermatology nurses tend to stay in the 
specialty for a long time, and this helps 
create stability. Historically, it has been 
a challenge to attract newly qualified 
nurses to the specialty because it is 
often perceived as an out-patient 
service with few options for career 
development. 

This article has shown that by creating 
role descriptors that link with national 
standards, the specialism has a clear 
career pathway. Nurses in dermatology 
can develop roles that have high levels 
of patient contact and independent 
decision making with numerous 
opportunities for developing capabilities 
in education and research. 

Nurses have a wide range of 
professional choices reflected in 
the advancing roles and diversity of 
sub-specialisms. This ensures that 
dermatology nurses will continue to 
contribute to dermatologic care in a 
dynamic way that reflects the needs 
of patients.  DN
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Rod Tucker

Biologics have revolutionised treatment, allowing for targeted, disease-specific drugs to come to the 
market. This article examines the history and development of biologic and biosimilar therapies, as 
well as their use in dermatology.

Tucker R. Basics in biologics. Dermatological Nursing 2022. 21(3):6-9

Rod Tucker is a pharmacist with a special 
interest in dermatology, and a member of the 
Dermatological Nursing Editorial Board.

Basics in biologics 




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Introduction
Biologicals or biologics, are ‘large’ 
molecules in sharp contrast to the 
‘small’ molecules represented by 
traditional drugs used. Biologics are 
currently used in several therapy 
areas such as oncology, rheumatology, 
gastroenterology and dermatology. 
Moreover, the market for biologics 
is currently estimated to be worth 
an eye-watering $366.43 billion,1 
and this figure is expected to grow 
to $718.84 billion by 2030. So, what 
exactly are biologics, how do they 
differ from traditional drugs and 
perhaps, most importantly, how 
are these molecules changing the 
treatment landscape for patients?

According to the World Health 
Organization (WHO), biologics 
are a class of medicines, grown and 
then purified from large-scale cell 
cultures.2 Biologics include monoclonal 

antibodies, interleukins, vaccines, 
insulin and human growth hormone. 
Although traditional medicines are 
chemically synthetised and their 
structure can be easily characterised, 
by contrast, biologic medicines are 
complex, structural proteins and are 
manufactured in a highly controlled 
environment such that it is virtually 
impossible to re-create the exact same 
molecule every time. Fortunately, 
in most cases, any small changes in 
the structure are unlikely to have a 
major impact on efficacy. A further 
major difference between biologics 
and traditional medicines is that the 
mode of action of biologics is very 
target specific, directed at a single gene 
or protein to subsequently modify a 
biological process. For example, the 
monoclonal antibody adalimumab, used 
in the treatment of psoriasis, is highly 
specific, binding to receptors on the 
surface of tumour necrosis factor.

The introduction of biologics only 
became possible after the development 
of recombinant DNA technology 
during the 1970s. The concept of 
recombinant DNA technology is 

relatively straightforward, even though 
the subsequent manufacture of 
biologics is highly complex. 

Recombinant DNA technology 
necessitates the identification of the 
genetic code for a protein of interest, 
for instance, a particular antibody. The 
required segment of DNA encoding 
the protein, is then extracted and 
inserted into a vector or plasmid and 
introduced into a host cell, which 
can include bacterial, yeast or more 
commonly, mammalian cells. Once 
incorporated into the host cell DNA, it 
is possible for the host cell to produce 
the specific protein. An overview of 
the process is shown in Figure 1. 

The cell lines producing the biologic 
are then extracted and cultured to 
produce a much larger quantity of 
the protein. This is subsequently 
recovered through either filtration or 
centrifugation. There then follows a 
complex series of tests and analyses 
to confirm that the biologic harvested 
is uniform in its three-dimensional 
structure and potency. Finally, the 
purified drug is formulated with other 
excipients, placed in a container, 
and stored under the appropriate 
conditions.

Recombinant DNA technology was 
first used for the production of insulin 
in Escherichia coli cells in 1979,3 and the 
insulin itself then approved by the FDA 
in 1982 and brought to market the 
following year. 

According to the World 
Health Organization, 
biologics, are a class of 
medicines, grown and then 
purified from large-scale 
cell cultures

http://www.bdng.org.uk
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Process development
Even though the production process 
for a biologic is highly complex 
and requires a high degree of 
environmental control, there are still 
several more steps to be undertaken 
before the product can be brought 
to market. The European Medicines 
Agency (EMA) has produced a 
regulatory framework describing 
the requirements for quality 
documentation with biologic products.4 
This comprehensive document requires 
that the company making a biologic 
submit a wealth of information on 
every aspect of the manufacturing 
process. The level of detail required 
is huge and will include information 
on the raw materials used e.g., cell 
culture media, any growth factors, 

solvents reagents etc., as well as the 
standards applied to in-process quality 
control checks. These requirements 
are necessary given how small changes 
in the manufacturing process can 
affect the final biologic and ultimately 
its efficacy. In addition, any changes 
to the production process need to 
be communicated to the EMA and 
the evidence suggests that this is 
a common practice. For instance, 
in a 2016 study5 which focused on 
monoclonal antibodies, the authors 
identified 29 reports submitted to the 
EMA detailing 4,040 manufacturing 
changes that had been authorised. 
The manufacturer is also required to 
provide details of how the structure 
of the biologic is determined and for 
the analytical methods employed 
to determine the structure, 
to be fully validated. A further 
consideration is a characterisation 
and quantification of any impurities 
present in the final product. Finally, 
details of both non-clinical, i.e., for 
the assessment of pharmacokinetics 
and pharmacodynamics, as well as 
safety and toxicity and clinical studies 
are required.

Adverse effects
Though effective, an increasingly 
recognised problem with biologics is 
the potential to generate an immune 
response. This has been referred to as 
immunogenicity, and can develop after 
repeated administration of a biologic. 

The immune response involves 
the generation of anti-drug antibodies 
(ADAs) which can neutralise the 
monoclonal antibody6 or even result 
in a severe adverse immune reaction. 
The development of ADAs has been 
recognised as problematic, affecting 
the efficacy of anti-tumour necrosis 
factor biologics in rheumatoid arthritis7 
and in oncology.8

A further recognised problem 
with biologics is the risk of infection. 
In a network meta-analysis of the 
adverse effects of biologics in 2011, 
the authors reviewed 160 randomised 
controlled trials (RCTs) with over 
48,500 participants and 46 extension 
studies with 11,954 individuals.9 Overall, 

the authors concluded that short-term 
biologic use was associated with a 
significantly higher incidence of serious 
infections and TB reactivation. In a 
2019 review, researchers examined 
the risk of hospitalisation due to 
infections among a total of 5,596 
patients with rheumatoid arthritis, 
ankylosing spondylitis, psoriatic arthritis 
or psoriasis using an administrative 
database.10 The results showed a 
significant and approximately two-
fold risk of hospitalised infection from 
the moment that they started using 
a biologic. Overall, 4.2% of patients 
required hospitalisation because of 
an infection, with the most common 
being upper and lower respiratory 
tract infections (45.3%), followed by 
gastrointestinal infections (16.3%) and 
sepsis in 9.3% of patients. 

Biosimilars
Due to the very stringent conditions 
required to produce biologics, it is not 
surprising that the drugs are expensive. 
For example, using an economic 
model, US researchers sought to 
compare the cost-effectiveness of 
brodalumab to other biologics in the 
treatment of moderate to severe 
psoriasis.11 The team compared the 
costs to achieve a PASI75, 90 and 100 
and the annual costs of health plans. 
The total annual costs for brodalumab 
alone were $38,538 and the costs 
required to achieve a PASI75, 90 
and 100 were $48,782, $51,383 and 
$87,585 respectively.

With such high costs, biologics 
can very easily and quickly consume 
a considerable proportion of a 
healthcare system’s drug expenditure. 
One solution to decrease drug costs 
is through greater use of biosimilars. 
The EMA has defined a biosimilar as 

The introduction 
of biologics only 
became possible after 
the development of 
recombinant DNA 
technology during the 1970s

The European Medicines 
Agency has produced a 
regulatory framework 
describing the requirements 
for quality documentation 
with biologic products

Gene/protein of interest 
identified

Gene inserted into a vector 
& introduced to bacterial/

yeast/mammal cell

Cell line expresses the 
protein of interest

Protein of interest isolated 
and purified

 Figure 1.

Simplified overview of the production process for biologics
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a ‘biological medicine highly similar to 
another already approved biological 
medicine (the ‘reference medicine’).12 
The EMA has an approval process 
for biosimilars that is the same as 
for other biologics. Enhanced use of 
biosimilars therefore represents a 
major opportunity not only to reduce 
overall drug expenditure, but to 
provide fiscal room to treat a larger 
number of patients. 

In the UK, an NHS commissioning 
report in 201713 suggested that there 
was the potential to realise at least 
£200-300 million per year by 2020/21 
through greater use of biosimilars. 
In fact, according to an NHS bulletin 
the following year, the NHS had 
already saved £324 million by switching 
from using 10 expensive medicines.14 
While these savings were not solely 
realised due to the use of biosimilars, 
switching to infliximab and etanercept 
biosimilars was reported to have 
saved £99,400,000 and £60,300,000 
respectively. 

For the successful adoption 
of biosimilars, regulators must be 
completely satisfied that the product 
has a similar degree of efficacy, safety, 
and immunogenicity to the original 
reference product. This has led to 
changes in uptake of biosimilars 
in major markets. For example, 
the European Union was quick to 
embrace biosimilars (the first approval 
was in 2006), whereas the US was 
much slower, with the Food and Drug 
Administration (FDA) only approving 
its first biosimilar in 2015.

While the aim of the 
manufacturing process is to create 
a biological drug which has a high 
degree of similarity to the reference 

product, a major disadvantage for the 
biosimilar manufacturer is that they do 
not have access to the original starting 
material, i.e., the recombinant DNA 
cell line or clone, as this information, 
though submitted to the regulator, 
remains confidential. 

In addition, the impurity profile 
from the biosimilar manufacturer 
may also be slightly different to 
the reference product, and any 
changes in the cell culture medium 
or production methods can have an 
impact on the structure of the final 
protein. The biosimilar manufacturer 
is therefore required to undertake a 
series of analyses to ensure that any 
differences to the reference product, 
such as structural changes, or slight 
differences in the production process, 
do not impact on the biosimilar’s safety 
and clinical efficacy. Whilst this is an 
enormous undertaking, fortunately, 
many real-world studies have shown 
that switching from the reference 
biologic to a biosimilar does not impact 
on the clinical efficacy. For example, 
in one such study,15 348 patients were 
given an adalimumab biosimilar and 
compared to a similar number who 
were maintained on adalimumab. After 
12 months, the efficacy was similar in 
both groups. 

Nevertheless, it is important to 
obtain patient ‘buy-in’ when being 
switched to a biosimilar. In primary 
care, many practices in the past have 
switched patients from branded to 
generic equivalent products to achieve 
cost savings, and some patients will 
have complained about how the new 
product is either not as effective or 
has caused side-effects, demanding to 
change back to the original branded 
product. With biosimilars, there is a 
real danger that a comparable situation 
may arise. 

This reluctance to accept a biosimilar 
forms part of the so-called nocebo 
effect, i.e., negative expectations 
(reluctance to accept a switch), which 
ultimately leads to negative (or adverse) 
consequences. In fact, there is some 
limited evidence to support the notion 
that switching to a biosimilar creates 

a nocebo effect. A 2018 systematic 
review of both open-label and double-
blind studies16 concluded that while 
there was insufficient evidence to 
confirm a biosimilar nocebo effect, 
there was a higher discontinuation 
rate with infliximab biosimilars in 
open-label studies.

Role of biologics dermatology
Biologics have transformed the 
management of many conditions 
across several therapeutic areas, 
leading to improved patient care in 
several areas, including dermatology. 
In dermatology, for example, there are 
now a wide range of biologic agents 
used in the treatment of moderate-
to-severe psoriasis, many of which 
have been introduced as scientists 
gained a better understanding of 
the underlying pathophysiology of 
the disease. Early work focused on 
the role of tumour necrosis factor 
and antagonists such as infliximab, 
adalimumab and etanercept, and 
many clinical trials have confirmed the 
effectiveness of these drugs in both 
psoriasis and psoriatic arthritis. 

However, it has been shown that 
interleukins 12 and 23 (IL-12 and IL-23) 
also play an important causative role 
in psoriasis, hence the introduction of 
ustekinumab, which targets IL-12 and 
IL-23. With several different biologics 
and classes of biologics, the British 
Association of Dermatologists (BAD) 
has produced guidance on how and 
when these drugs should be used.17 

The use of biologics in 
dermatology is no longer restricted 
to psoriasis. With a greater 
understanding that both IL-4 and IL-
13 have a role in the development 
of atopic eczema, dupilumab, which 
blocks the action of both interleukins, 

Enhanced use of biosimilars 
therefore represents a 
major opportunity not 
only to reduce overall drug 
expenditure, but to provide 
fiscal room to treat a larger 
number of patients

As biosimilars assume a 
bigger role, healthcare 
providers will have more 
resources to manage and 
improve the quality of life 
for many more patients
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has become a licensed treatment for 
patients with more severe disease. 
Furthermore, in a 2022 review of 
drugs in phase II and III,18 there 
are now several biologics likely to 
enter the market in the coming 
years, including lebrikizumab and 
tralokinumab (both of which targets 
IL13), fezakinumab (which binds 
with IL-22) and etokimab, targeting 
IL-33. There is also some evidence 
suggesting that secukinumab might 
be of value to patients with rosacea.19 
Many reports and observational 
studies also indicate that biologics 
can help patients with other 
dermatological conditions including 
scleroderma, dermatomyositis, 
systemic lupus erythematosus and 
granuloma annulare.20

Finally, in light of the current 
COVID-19 pandemic, it is reassuring 
to see that after vaccination, patients 
with psoriasis who are currently 
receiving biologics, are still able 
to mount a satisfactory antibody 
response to vaccination.21

Conclusion
The introduction of biologics has 
revolutionised the management of a 
significant number of diseases across 
a wide range of therapy areas. With 
the rapid evolution of technology and 
a better understanding of diseases 
allowing for more effective targeting of 
treatments, it is entirely possible that in 
the future, the indications for biologics 
will expand considerably, enabling 
clinicians to treat a wider range of 
diseases. Moreover, as biosimilars 
assume a bigger role, healthcare 
providers will have more resources to 
manage and improve the quality of life 
for many more patients. DN
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Molly Courtenay

Nurse prescribing: History 
and implications for 
dermatology practice

This article looks at the evolution of prescribing, with a focus on changes to legislation and practice 
which has supported the development of nurse prescribing.
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Globally, skin conditions are the 
fourth leading cause of non-fatal 
disease burden.1 Just under a third of 
the UK population suffer from a skin 
complaint, and skin conditions are the 
most frequent reason why people 
consult their general practitioner.2

Through initiatives such as 
community-based dermatology 
services and virtual consultations,3,4,5 
dermatology services in primary 
care aim to reduce waiting times 
for patients seen in secondary care. 
The number of advanced nurse 
practitioners and independent 
prescribers has increased rapidly 
over the last decade, and nurse-led 
primary care dermatology clinics for 
patients with chronic inflammatory 
skin diseases are now well established.6 
Increasingly, advanced nurse 
practitioners, pharmacists, podiatrists, 

practice nurses and community nurses 
with prescribing capability are involved 
in managing these conditions.

Background
In 1986,7 some very complicated 
procedures had arisen around 
prescribing in the community for 
items such as wound dressings and 
ointments. It was identified that patient 
care could be improved, and resources 
used more effectively, if community 
nurses were able to prescribe as part 
of their everyday nursing practice, from 
a limited list of items and simple agents 
agreed by the DHSS. 

Recommendations for prescribing 
and its implications were examined,8 
and in 1992, the primary legislation 
permitting nurses to prescribe a limited 
range of drugs was passed.9 In 1994, a 
list of products available to the nurse 
prescriber was published in the Nurse 
Prescribers’ Formulary (NPF). Later 
extensions10,11 enabled any community 

nurse (including those without a 
specialist practitioner qualification) 
to prescribe from this formulary. 
Products available in the NPF include: 
laxatives; antifungal preparations; 
emollients; some analgesics, for example 
aspirin, paracetamol and ibuprofen; 
nicotine replacement products; 
anthelmintics and insecticides; catheter 
management preparations; stoma 
appliances; and wound dressings and 
management products.12 Studies that 
have explored prescribing by district 
nurses and health visitors are positive. 
Patients are satisfied with nurses better 
able to use their skills. Benefits including 
time savings and convenience have 
been reported.13

In 2001, changes to legislation 
allowed other appropriately qualified 
nurses (in addition to community 
nurses) to undergo training to enable 
them to prescribe independently from 
an extended formulary. Independent 
prescribing requires healthcare 
professionals to be responsible for the 
assessment, diagnosis and decisions 
about the clinical management of 
patients’ health-related conditions.14 A 
number of medicines and conditions 
were added to this formulary 
between 2003 and 2005, until in 
2006, legislation was passed,15 enabling 
nurses to independently prescribe any 
licensed medicines for any condition 
within their area of competence 

Just under a third of the 
UK population suffer from 
a skin complaint, and skin 
conditions are the most 
frequent reason why people 
consult their general 
practitioner

http://www.bdng.org.uk


Dermatological Nursing, 2022, Vol 21, No 3www.bdng.org.uk

Historical FOCUS

13

and a number of controlled drugs 
(CDs). Independent prescribing 
for pharmacists was introduced in 
200615 and later extended to include 
optometrists,16 physiotherapists, 
podiatrists/chiropodists,17 therapeutic 
radiographers,18 and paramedics.19 
As of 2012, nurses (and pharmacists) 
have been able to prescribe virtually 
any CD.20 

Dependent and supplementary prescribing
The introduction of a new form of 
prescribing for professions allied to 
medicine was suggested in 1999.21 It 
was proposed that this new form of 
prescribing, i.e., ‘dependent prescribing’, 
would take place after a diagnosis had 
been made by a doctor and a Clinical 
Management Plan (CMP) drawn up 
for the patient. The term ‘dependent 
prescribing’ has since been superseded 
by ‘supplementary prescribing’ 
(SP). SP is ‘a voluntary prescribing 
partnership between an independent 
prescriber (doctor or dentist) and a 
supplementary prescriber (e.g., nurse 
or pharmacist) to implement an agreed 
patient-specific CMP with the patient’s 
agreement’.22 

SP takes place after a diagnosis 
has been made by a doctor and 
a CMP drawn up for the patient. 
Patients with long-term medical 
conditions, or those with complex 
pharmacological needs, are most likely 
to benefit from this type of prescribing. 
Supplementary prescribers are allowed 
to prescribe any medicine within 
their area of competence. Training 
for SP was introduced in 2003 for 
nurses and pharmacists,22 in 2005 
for optometrists, physiotherapists, 
podiatrists/chiropodists and 
radiographers,15 2016 for dieticians,18 
and 2019 for paramedics.23 Training 
is based on that for independent 
prescribing.

The independent and 
supplementary prescribing training 
programme can be accessed by first 
level registered nurses with one 
year’s qualified experience.24 The 
prescribing programme comprises 
of at least 26 days in the classroom 
(for distance learning programmes, 
eight taught days must be included 
in the programme) and 12 days in 
practice with a designated prescribing 
practitioner. Courses generally run 
over three to six months, but must 
be completed within one year. Topics 
taught include:

	� Consultation skills
	� Influences on the psychology of 
prescribing

	� Prescribing in a team context
	� Clinical pharmacology
	� Evidence-based practice
	� Legal, policy and ethical aspects
	� Professional accountability and 
responsibility

	� Prescribing in the public health 
context.

Research evidence
There are now over 50,000 
independent/supplementary nurse 
prescribers across the UK.25 This 
represents around 8% of the nursing 
workforce. These nurses work in a 
variety of healthcare settings and 
prescribe medicines across a range 
of therapeutic areas, with many 
frequently prescribing for respiratory 
conditions and infections.26,27 More 
than half of these nurses have an 
academic qualification at Master’s 
level, and most have more than five 
years’ qualified experience before 
undertaking prescribing education, 
and most prescribe independently.27 
Only small numbers use SP.27 Nurse 
prescribers are safe26 and there are 
few differences between nurses and 
doctors with regards to the type and 
dose of medication prescribed.28 

Clinical and patient-reported 
outcomes, such as systolic blood 
pressure, glycated haemoglobin, 
low-density lipoprotein, medication 
adherence, patient satisfaction and 
health-related quality of life, are 
comparable to those of medical 
prescribers.29 Stakeholders are satisfied 
with nurses adopting this role30,31 
and report increased accessibility of 
healthcare services.31  DN
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Barbara Page MBE

Development and history of 
psychodermatology in the UK

As part of the celebrations for the 25 year anniversary of the Dermatological Nursing journal, this article 
will explore the advances in understanding of where psychodematology fits in the world of dermatology 
service delivery, as well as enhanced medical and nursing management approaches. There are two main 
aspects which will be highlighted and have increasingly been recognised over the last three decades. 
These are aspects of psychodermatology whereby the primary condition is psychiatric in nature but 
manifests as a skin problem for the individual, such as body dysmorphias and delusional skin infestations 
of unknown origin, while the second aspect relates to the burden of skin disease and how living with 
a chronic skin condition can have a profound psycho-social impact on the individual and their families. 
Recognition and consideration of these two aspects of psychodermatology has led to key advancements 
in service provision, management approaches and nursing care in dermatology.
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History of psychodermatology
Literature tells us that 
psychodermatology dates back to 
ancient times, with Hippocrates (460-
377 BC) being the first to suggest 
causality between emotional stress 
and skin disease.1 There is further 
evidence that in ancient times, many 
more physicians recognised the fact 
that mind and body were not two 
separate entities. From ancient history, 
we can understand the significance and 
the necessity for psychodermatology 
in modern medicine, where it is 
now recognised as an important 
subspecialty which focuses on 
the interface between psychiatry, 
psychology and dermatology.2

The first noted psychodermatology 
service in the UK was established in 
2002 in the Royal London Hospital, 
previously known as the Barts and the 
London NHS Trust, when Dr Ruth 
Taylor was appointed Consultant 
Liaison Psychiatrist and teamed up 
with Dr Anthony Bewley, Consultant 
Dermatologist. Together, they set up 
a joint clinic due to the huge demand 
for a psychodermatology service. A 
multidisciplinary team were involved 
in the service including psychologists, 
specialist registrars in dermatology 
and psychiatry, and nurses. This 
unique service became nationally 
recognised, resulting in referrals from 
far reaching parts of the UK. Patients 
were seen in the Royal London 
Hospital, but due to increasing 
referrals and demand, Dr Bewley and 
Dr Taylor advocated the need for 
regional services throughout the UK. 
Dr Bewley chaired an enquiry by the 
All Party Parliamentary Group on Skin 
(APPGS) to underpin their concerns 
regarding the unmet needs of patients 
across the country. This was published 
in 2003 with recommendations for 
future services to include psychosocial 
assessment and intervention.

Further similar enquiries were 
undertaken by the British Association 
of Dermatology (BAD) in 20123 and 
the APPGS in 20134 and 2020.2 These 
reports highlighted the desperate need 
for psychologists and psychiatrists 
to team up with dermatologists to 
serve patients with long-term skin 
conditions and concurrent psychiatric 
or mental health problems. Key 
recommendations from the APPGS 
2020 report are:

1.	 All dermatology departments must 
have at least one dermatologist 
trained in psychodermatology

2.	 Training for all healthcare 
professionals in collaboration with 
Royal Colleges and universities

3.	Opportunities for healthcare 
professionals to specialise in 
psychodermatology.

When the first APPGS enquiry 
was published in 2003, only one 
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specialist dermatology clinic had 
been established.5 Now, there are 
10 of these clinics in England, two in 
Scotland and one in Northern Ireland. 
There are none in Wales. 

The combined approach
The combined approach for atopic 
eczema is also a key innovation 
to be recognised and celebrated. 
This approach resulted from the 
collaboration of two dermatologists 
and a psychiatrist who were 
members of the European Society of 
Dermatology and Psychiatry.

The combined approach 
comprised traditional medical 
interventions as well as a behaviour 
modification strategy, known as 
habit reversal. The approach aimed 
to optimise topical treatments and 
offer alternative behaviours to skin 
scratching. Together, this educational 
approach supported patient-focused 
intervention and enhanced self-
care. Although initially introduced 
in Sweden in 1984, the combined 
approach was not introduced in 
the UK until 1996, when a training 
programme was rolled out for 
doctors and nurses across primary 
and secondary care. This training can 
be accessed online at Atopic Skin 
Disease – The Online Community for 
Practitioners and Patients.6

The psychosocial impact of skin disease: 
Nursing perspective developments
In 2011, the British Dermatological 
Nursing Group (BDNG) were 
approached by the author to 
develop a new sub-group entitled 
‘Psychological/Psychosocial Aspect of 
Dermatology Nursing’, to look at the 
provision of support for dermatology 
patients living with long-term or 

chronic skin disease. This innovation 
was accepted by the BDNG Executive 
Committee and the psychosocial 
subgroup held their first meeting in 
Birmingham in March 2012. Since then, 
members of the psychodermatology 
subgroup have consistently raised 
awareness of psychosocial assessment 
and interventions in dermatology 
nursing through educational meetings.

Psychodermatology UK
Around this same time, the BAD 
formed a subgroup entitled 
Psychodermatology UK, which aimed 
to raise awareness of the psychosocial 
impact of skin disease and promote 
multi-disciplinary management 
between dermatologists, psychiatrists 
and psychologists.

The BDNG and Scottish 
Dermatological Nursing Society 
(SDNS) are represented on this group 
by the respective chairs of BDNG 
psychodermatology subgroup and 
SDNS chair. Now well-established, 
Psychodermatology UK have a very 
inclusive and educational meeting in 
January each year.

Membership to Psychodermatology 
UK is open to dermatologists, 
psychiatrists, psychologists and nurses 
with an interest in psychodermatology. 
The annual educational meetings also 
welcome speakers from the third 
sector and patient organisations to 
increase our understanding of patient 
experiences of skin disease and 
changes in appearance.

The PsoWell programme
Another interesting training 
programme, PsoWell, was introduced 
throughout the UK in 2019, after 
being developed as a result of the 
IMPACT Study. This was a research 
project7 carried out by professor of 
dermatology Chris Griffith, professor 
of psychology Chris Bundy, and 
research associate Rachael Hewitt, to 
support healthcare professionals who 
are managing patients with psoriasis.

The research, funded by the 
Psoriasis Association, highlighted the 
complex and long-term effects of 

psoriasis on patients who required 
integrated management of their 
emotional and social needs. The 
programme focuses mainly on 
enhancing practitioner consultation 
skills to support lifestyle and 
behaviour change in patients and to 
encourage self-management of their 
long-term condition. 

The SDNS Masterclass in Psychosocial 
Aspects of Care
The SDNS developed a Masterclass 
in Psychosocial Aspects of Care. 
This was an educational programme 
aimed at dermatology nurses to 
develop awareness, knowledge and 
skills in psychosocial assessment 
and psychosocial interventions. 
These were identified priorities 
to enhance nursing care, promote 
a holistic approach and improve 
patient experiences and outcomes. 
The results of the Masterclass Pilot 
evaluation have been published.8

The course comprises three days 
of classroom study (two consecutive 
days and one day six weeks later). 
The Masterclass delivers lectures 
and workshops, includes theory 
and practice, with certification and 
recognition of study hours for annual 
appraisal and revalidation.

This very successful educational 
programme has been funded 
by educational grants from the 
pharmaceutical industry and was 
running for five years prior to the 
COVID-19 pandemic, which halted 
all educational gatherings. Now in 
the recovery and restoration phase, 
Masterclasses are planned for 2022 
and beyond.

The research, funded by 
the Psoriasis Association, 
highlighted the complex 
and long-term effects 
of psoriasis on patients 
who required integrated 
management of their 
emotional and social needs

The combined approach 
comprised traditional 
medical interventions 
as well as a behaviour 
modification strategy, 
known as habit reversal
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Conclusion
This article has provided a historical 
overview of the development of 
psychodermatology in the UK.

The two most important 
innovations over the last three decades 
have been: 

1.	 The development of joint 
psychodermatology clinics and 
services across the UK

2.	The inclusion of psychosocial 
assessment and interventions in 
everyday dermatology nursing 
practice.

Assessment tools are readily 
available to assess Quality of Life9 and 
psychosocial morbidity,10,11 and should 
be utilised at each patient consultation. 
This will ultimately support holistic 

patient-centred care, safe and effective 
practice as well as enhancing patient 
experiences and outcomes.  DN
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Polly Buchanan

Quality Standards for 
dermatology nursing: 
A historical perspective

The introduction of Quality Standards have led to much improved levels of patient care and outcomes. 
This article charts the evolution of standards in dermatology and beyond, looking at the Donabedian 
Model of care and how this has influenced current practice.
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In 2014, the BDNG published Quality 
Standards for dermatology nursing. 
This represented an initiative to guide 
nursing practitioners as to how they 
could improve the quality of care within 
their scope of practice. This article 
provides a historical perspective on the 
development of Quality Standards.

The BDNG Quality Standards use 
the Donabedian Model, which was 
first published in the 1960s. Having 
emigrated to the USA from Lebanon, 
Avedis Donabedian – initially a medical 
doctor – always demonstrated a 
keen interest in quality improvement 
and healthcare service provision. He 
was involved in numerous quality 
improvement initiatives in the US care 
systems from the early 1960s and was 
published widely.1,2 It was his seminal 
work published in 1966 that became 

the time-honoured model for the 
development of quality standards.3 
To this day, the Donabedian Model 
continues to be recognised, adopted and 
referenced worldwide, more than 50 
years later.

Throughout his working life, 
Donabedian explored ways to measure 
the quality of healthcare. He also 

explored how clinical decision-making 
affects quality of care. He devised 
a model that focused on three vital 
components: structure, process, and 
outcome when evaluating the quality of 
healthcare.3

‘Structure’ was described as the 
clinical settings, qualifications of health 
professionals and service providers, and 
administrative systems through which 
care takes place. ‘Process’ recognised 
all the aspects of the care provided and 
‘Outcomes’ focused on the patients’ 
wellbeing including recovery, restoration 
of function, and survival.1,3 See Figure 1 
for more details.

Assessment of quality of care

Structure Process Outcome

Staff

Equipment

Guidelines

Supplies

Interaction

Investigation

Examintion/treatment

Counselling

Morbidity

Mortality

Satisfaction

 Figure 1.

Donabedian model of assessment of quality of care
Accessed from google images (researchgate.net)

Quality of care and standard 
setting remain integral to 
the government’s health 
and social care agenda
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Thirty years later, Donabedian 
published work describing the ‘seven 
pillars of quality’ which ultimately 
shaped the way we deliver care in the 
UK today; that is care which is patient 
centred, safe and effective, timely, 
efficient and equitable.4

Now in the 21st Century, 
NHS Improving Quality (NHSIQ), 
National Institute for Health Care 
and Excellence (NICE) and National 
Health Service Quality Improvement 
Scotland (NHS QIS) were the main 
drivers for utilising evidence to 
promote health and wellbeing within a 
clinical governance agenda.5,6,7

Quality of care and standard 
setting remain integral to the 
government’s health and social care 
agenda with the patient being at 
the centre of all care delivered by 
healthcare professionals.5,6,7 The 
BDNG and British Association 
of Dermatologists (BAD) have 
supported quality of healthcare for 
people with skin conditions and have 
worked tirelessly to implement the 
Quality Standards into dermatology 
services delivered within NHS 
institutions.

In 2011, the BAD published core 
dermatology Quality Standards to 
ensure people with skin conditions 
receive the highest standard of care 
based on the best available guidelines 
and evidence, as well as meet the 
needs of service providers and 
commissioners within the NHS.8

The BAD core standards are 
generic in nature and formed the basis 
on which the BDNG dermatology 
nursing Quality Standards were 
set. In 2012, the BDNG published 
comprehensive Quality Standards and 
audit tool for dermatology nursing 
services9 delivered within the NHS.

It was anticipated that these 
Quality Standards would:

	� Provide the best available 
evidence and guidance on effective 
dermatology nursing interventions 
and services

	� Facilitate quality innovation to 
ensure patient centred, safe and 
effective dermatology nursing 
interventions and care

	� Assist service providers and 
individual healthcare professionals 
to assess their own performance 

	� Contribute to local clinical 
governance agendas.

The Quality Standards were 
developed with reference to the BAD 
Core Standards, clinical guidelines, 
best practice statements and relevant 
research evidence. A multi-specialty 
short-term working group within 
the BDNG advised and ratified the 
Quality Standards. The importance of 
patient involvement was considered 
and two patient advisory groups were 
involved in the development of the 
Quality Standards.

The BDNG Quality Standards
The BDNG Quality Standards were 
formatted in the following way:

A series of Quality Standard 
statements were agreed for each 
identified dermatology nursing 
domain or category. These standard 
statements represented the minimum 
accepted standard of care expected 
to be delivered within dermatology 
nursing. The quality of care delivered 
could then be measured against each 
standard statement to meet agreed 
attainment targets. Key performance 
indicators (KPIs) were identified using 
Donabedian’s Structure, Process and 

Outcome Model.2 The patient focused 
outcome KPIs were expected to be 
met if the processes and structures 
of an intervention or service were 
appropriate and in place. An audit tool 
was incorporated within each Quality 
Standard to ensure they could be 
measured and attained. The Quality 
Standards were designed to direct 
the reader to the supporting clinical 
evidence available to achieve best 
practice in a specific area of care.

The Quality Standards reflected 
the current emphasis on healthcare, 
which is patient-centred, safe and 
effective. They supported the 
commitment of the BDNG Executive 
to share best practice at local, 
regional, national, and international 
levels. The Quality Standards were 
in line with NHSIQ, NICE and HIS 
quality strategies of that time and 
utilised a systematic approach which 
incorporated four key principles: 

1.	 The BDNG Quality Standards 
were written for registered nurses, 
working in primary, secondary 
and tertiary environments caring 
for people with skin conditions. 
Healthcare support workers, 
nursing assistants, medical 
colleagues and registered nurses 
and practitioners working in the 
private sector may also find these 
Quality Standards useful.

2.	 The BDNG Quality Standards 
aimed to guide practice and 
promote a reliable, organised, and 
attainable approach to excellence 
in dermatological nursing care. The 
aims were representative of clinical 
nursing practice in the UK and 
Ireland to ensure care is patient 
focused, safe and effective.

3.	 The Quality Standards allowed 
for variation in practice and 
sought to establish a consistent 
approach in measuring quality 
of care. They offered a degree 
of flexibility in facilitating local 
variations in treatment regimens, 
policies, protocols, and procedures. 
Consideration and implementation 
of these Quality Standards was 
desirable, although not mandatory. 
Implementation remained the 

An audit tool was 
incorporated within each 
Quality Standard to ensure 
they could be measured 
and attained

The BDNG Quality 
Standards are now almost 
10 years old and require 
reviewing and updating to 
ensure the KPIs continue 
to reflect current thinking 
regarding best practice
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responsibility of the local service 
provider, unit, department or 
health professional.

4.	 The Quality Standards were 
comprehensive and adaptable to 
suit the needs of the individual 
unit, department and individual 
practitioner. It was envisaged that 
specific standards, performance 
indicators and audit tools could 
be selected to create a Quality 
Standards dossier as part of local 
clinical governance requirements.

The BDNG Quality Standards are 
now almost 10 years old and require 
reviewing and updating to ensure 
the KPIs continue to reflect current 
thinking regarding best practice. The 
Quality Standards are accessible 
electronically to members via the 
BDNG website (www.bdng.org.uk) 
within each of the subgroup platforms.

Maintaining and improving standards
Much has progressed in the last few 
years; not only Quality Standards 
of structure, process and outcome 
being measured, but also, specifically, 
the patients’ experiences and 
clinical outcomes as reported by 
them.10,11,12 Both these measures are 
now expected to be undertaken 
and incorporated into audits within 
healthcare settings. Frequently, Patient 

Reported Experience Measures 
(PREMs)10 and Patient Reported 
Outcome Measures (PROMs)12 are 
requested as part of quality assurance 
and quality improvement exercise.

We have come a long way in 
understanding what is meant by Quality 
Standards and how to develop and 
measure quality of care. Donabedian 
was the recognised pioneer and 
authority on this subject from the 
early sixties until his death in 2000. In 
the late 1980s, the pivotal work of the 
Royal College of Nursing (RCN), Alison 
Kitson and the King’s Fund13,14 provided 
the NHS with Quality Standards 
guidance appropriate for the UK and 
Ireland healthcare systems. In a recent 
literature search on the Knowledge 
Network (NHS Scotland) search 
engine, using the key words ‘quality 
standards of care’, more than 1,900,000 
results appeared.15 Quality Standards 
are here to stay, constantly reminding 
us that the patient is at the heart of 
everything we do as a healthcare 
professional and ensuring safe and 
effective care and optimal patient 
experiences and outcomes.  DN
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Research, dermatology and 
nursing in the context 
of history

Research has played a role in nursing for nearly 200 years. This article looks at its evolution, and 
considers how research is now helping shape the work of nurses, particularly in dermatology. It also 
explores the role of patients in this new research-led world.
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Research has arguably been part of 
nursing since Florence Nightingale 
went to Scutari during the Crimean 
war in 1854. She collected evidence 
and presented data using statistical 
analysis to improve the poor sanitary 
conditions and high death rates. Now, 
in 2022, nurses are instructed by the 
Nursing and Midwifery Council (NMC) 
to follow ‘The Code’: “Always practise 
in line with the best available evidence”.
However, there are some studies (cited 
by Abu-Baker et al)2 which suggest that 
there is still suboptimal implementation 
of evidence-based practice by nurses. 
This article will highlight significant 
moments in the history of research in 
medicine, nursing, dermatology, and 
dermatology nursing, as well as the 

possible implications for dermatology 
nursing practice now.

Bhatt3 describes several key 
milestones in medical research history 
in the UK. One of these primary 
milestones was in 1753, with Dr James 
Lind’s experiments into scurvy in 
seamen. He is considered to be the 
first doctor to conduct a ‘controlled 
clinical trial’, which he published 
as a “Treatise on Scurvy” in 1753. 
The development of the concept 
of placebo, (which was included in 
a medical dictionary for the first 
time in 1811) was possibly the next 
significant chronological research 
milestone. However, the first double 
blind controlled trial was not carried 
out until 1943 (into the use of Patulin 
treatment for the common cold), 
and the first randomised controlled 
trial, (which studied the effect of 
streptomycin in tuberculosis) was not 
until 1946. The 1946 streptomycin 
study is still be considered to be 
ground-breaking today. 

Dermatology emerged as a 
speciality in the late 19th century 
after a period of evolution and 
transformation, with the first 
international Congress of Dermatology 
and Syphilology occurring in 1889.4 
Consequently, the British Association of 
Dermatologists (BAD) was established 

in 1920, but the British Dermatological 
Nursing Group (BDNG) was not 
established until 1989. 

In the 19th century, nursing was 
still considered an apprenticeship, 
rather than a profession that required 
research activity. Nursing continued to 
evolve from the 19th century; by the 
mid 20th century, nursing research, as 
an entity, was considered important 
enough to be formally funded (in the 
USA). In the 1980s, there was the 
adoption and early development of 
qualitative research methods in nursing 
research. Qualitative research was 
used to capture the whole patient 
experience in a way that quantitative 
research could not. In the mid-1990s, 
the emphasis moved to ‘research 
utilisation’ and ‘evidence-based practice’ 
(EBP) which remains with us today.5 

Research also evolved ethically over 
time. In 1947, the Nuremburg Code 
was agreed, followed by the 1948 
Universal Declaration of Human Rights 

In the 19th century, nursing 
was still considered an 
apprenticeship, rather than 
a profession that required 
research activity
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and the 1964 Helsinki Declaration. 
They aimed to protect the patient 
from involuntary experimentation 
(such as experiments on prisoners of 
concentration camps during World 
War II), and to ensure patients give 
fully informed consent.3 After a review 
in 1972 into human exploitation in 
the Tuskegee study, there was a drive 
for tighter regulation. Good Clinical 
Practice (GCP) was published in 1996 
following the International Conference 
on Harmonization. GCP is still used as 
a standard for ethical clinical conduct in 
dermatology research now.

Patient and Public Involvement 
(PPI) is the participation of the public 
in the development of studies and 
the research process. This can be 
in a variety of ways, such as in the 
prioritisation of research questions, 
recruitment, study design, design 
of consents, and dissemination of 
results. PPI has grown in significance 
since the mid-20th century. 
Heague et al6 propose that PPI is 
increasingly recognised as a vital part 
of dermatology research and cite 
examples, such as a chronological list 
of ‘Priority Setting Partnerships’ (PSP), 
starting with vitiligo in 2010 to the 
current pemphigus and pemphigoid 
PSP. They also argue that dermatology 
is in a unique position to benefit from 
PPI due to the psychosocial nature of 
dermatology disease and the ability of 
PPI to unlock the ‘lived experience’. 

Increasingly, there is integration of 
research into government policy. This is 
exemplified by the recent Department 
of Health and Social Care policy paper 
‘Saving and improving lives: the future 
of UK clinical research delivery’.7 The 
paper describes how the National 
Institute of Health and Care Research 
(NIHR) (established in 2006) and other 
networks, such as the UK Dermatology 

Clinical Trials Network (UK DCTN), 
will support the NHS in delivering this. 
Westmoreland8 describes how the 
NIHR and other bodies are integrating 
research into nursing practice, including 
the development of nursing careers 
in research. In dermatology, the UK 
DCTN, (which is celebrating 20 
years since its establishment), plays a 
significant role in “education, support 
and delivery of independent clinical 
trials to provide evidence to inform 
shared decision-making for healthcare 
professionals”.9

The history of EBP in research 
and nursing is worth discussing, due 
to its importance for dermatology 
nursing today. Dr Archie Cochrane 
was born in 1909 and championed 
the use of RCTs. According to the 
Cochrane network,10 he believed that 
no medical intervention should be 
carried out without evidence, following 
his experiences as a prisoner of war in 
World War II. The idea of evidenced 
based medicine (EBM) was refined and 
defined in the seminal article by Sackett 
et al in 1996.11 EBM was described by 
Sackett et al as “the conscientious, 
explicit, and judicious use of current 
best evidence in making decisions 
about the care of individual patients.” 
EBP was not a new concept for nursing 
prior to this, but it did not gain traction 
until the 1990s. It is worth noting that 
in this decade, a book by Walsh and 
Ford was published called Nursing 
Rituals. Research and Rational Actions.12 
This significant book challenged nursing 
practice that was still based on ‘rituals’ 
rather than research or evidence. 
Eleven years later, the ‘Centre for 
Evidenced Based Dermatology’ (CEBD) 
was established by Professor Hywel 
Williams and a group of academic and 
clinical colleagues. This was in response 
to the need for dermatology practice 
to be based on high-quality evidence. 
According to its website, the CEBD is 
the editorial base for Cochrane skin 
and a co-ordinating centre for the UK 
DCTN. Unlike the NIHR, the CEBD is 
also a network across all the four home 
nations. Dermatology nurses can join 
this network and gain access to regular 
updates on dermatology research and 
systematic reviews to inform their EBP.

The current picture of nursing and research
An examination of the Dermatological 
Nursing journal over the last 10 years 
(from June 2012 to June 2022) was 
carried out to review the number 
of articles on a piece of research, 
where a dermatology nurse was an 
author (as opposed to a doctor or 
academic). Only 12 studies were 
found, of which half were reports of 
surveys or audits and four could be 
described as qualitative studies. This 
seems, on the face of it, a low number, 
and it would be helpful to know what 
barriers are preventing dermatology 
nurses carrying out their own research 
or being an active member in the 
design and implementation of research 
(rather than an investigator in a large-
scale study).

The UK DCTN and BDNG 
convened a working party to 
understand the extent of research 
involvement and developmental 
needs of BDNG members. Cowdell 
and Radley13 describe the results of 
a survey from the working group, 
which suggested that a minority of 
responders were directly involved in 
research, whilst the majority would 
like to get involved. 

Barriers to engagement included 
lack of time, lack of confidence and 
lack of training. There were limitations 
to this survey, but there are echoes of 
its results in other work. 

As far back as 1998, Mulhall14 
asserted that only a moderate 
proportion of nurses use research 
as a basis for practice because they 
were thwarted by time restraints 
and lack of critical appraisal skills, 
amongst other reasons. As a direct 
result of the UK DCTN/BDNG 

As a direct result of the 
UK DCTN/BDNG survey, 
articles on research 
were produced to start 
addressing the reported 
lack of skills and confidence 
in research

Patient and Public 
Involvement (PPI) is the 
participation of the public in 
the development of studies 
and the research process
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survey, articles on research were 
produced to start addressing 
the reported lack of skills and 
confidence in research. History 
has shown that research is vital for 
dermatology nursing to develop 
and provide the best possible 
care for our patients. Our future 
should include research as part 
of our training, job roles, role 
development, and culture.  DN
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Each year, the Dermatological Nursing Editorial Board actively seeks and encourages colleagues to 
write up their work and publish. As Clinical Editor, I support this and would like to highlight this call 
for papers.  

	�Are you interested in having your work published?  
	�Have you completed some work or project which enhances knowledge, skills or dermatology 
nursing? 
	�Do you have a patient case study that would be of interest to our readership? 
	�Have you recently completed an audit that has informed practice development or service 
delivery?
	�Have you recently completed a dissertation or a literature review?  
	� Is there a particular clinical area that interests you and you wish to share?   
	�Do you have a medical or nursing colleague who would like to write for publication? 

If so, please consider submitting a paper to Dermatological Nursing.  

Support and advice is available to guide you through the writing process, so please, do not 
hesitate to contact myself, Jackie, Rob or any member of the Editorial Board for advice. 
(Email addresses are listed in the main journal).
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Clinical Editor, BDNG Dermatological Nursing Journal
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