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Introduction 

SECONDARY CARE GUIDELINES ALSO EXIST FOR YOUR PERUSAL 
 
This document offers recommendations of first line treatment for the most common skin 
conditions in Primary Care and defines the point at which secondary care may give additional 
benefit. This information is intended to be used as a source of reference by General 
Practitioners in order to become familiar with the most common skin diseases encountered in 
General Practice and to boost confidence in dealing with them. 
 
It is impossible to define exactly the stage at which a secondary referral should be made and 
frequently the problems at the edge of our definitions are the most challenging. 
 
Although each case should be considered individually, these treatment recommendations 
should be helpful prior to consideration of referral to the Consultant Dermatologists. Criteria for 
referral are clearly stated at the end of each section. 
 
Although some information regarding doses, contra-indications etc are mentioned in this 
document, this is not exhaustive.  Therefore check the British National Formulary (BNF) and/or 
ABMU HB Primary Care Antimicrobial Guidelines before prescribing.  Additional information on 
doses, contraindications, cautions, drug interactions and adverse effects etc may be found in 
the latest copy of the BNF or electronic Medicines Compendium (EMC). 
 
REFERRALS AND QUERIES 
 
All formal referrals need to be made via the Welsh Clinical Portal system on WCCG with an 
attached photograph. The better the quality of the history and photograph, the better the advice 
we can give and triage appropriately. All referrals should be made from GP to consultant. It is 
entirely appropriate for a junior member of the team to make the referral if the case has been 
assessed by the GP as well. This should be stated with the responsible GP’s name for audit 
trail. 
For existing patients, it is best to contact the department directly (or the patient to contact the 
department) rather than using Welsh Clinical Portal. Patients who have worsening of existing 
under follow conditions can contact us directly also rather than going through yourself.  
 
PHOTOGRAPHY (HIGH RESOLUTION) 

 
LESIONS 

• Close up (of lesion) and distant shots (of whole body segment) 

• Ensure in well-lit area 

• Dermoscopy shot also if available but clinical more useful 

•  
RASHES 

• Whole body to assess extent and distribution 

• Close up of body segments affected 

• Closer shot of individual lesions 
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CONTACT DETAILS 
 

SINGLETON HOSPITAL 
Covers patients in and from Swansea 

CONSULTANTS 
Dr. Sairan Whittaker       
Dr. Deana Al-Ismail      
Dr. Ashima Lowe      
Dr. Rami Hamadeh      
 
 
SECRETARIES 
 
SINGLE NUMBER TO CONTACT    01639 875714 

      
      

        
       

 
REGISTRARS 
SpR 2         
SpR 3        
 

NEATH AND PORT TALBOT HOSPITAL 
Covers patients in and from Neath, Port Talbot 

CONSULTANTS 
 
Dr. Avad Mughal      

 
SECRETARIES 
 
SINGLE NUMBER TO CONTACT     
 
 

       
     

      
     

 
 
REGISTRARS 
SpR 1        
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1. SKIN LESIONS 
 

a. BASAL CELL CARCINOMA 
 
HISTORY 

• Slow growing, painless lesion (~0.5cm per year) 

• Sun exposed areas 

• May bleed 

• Paler skin more common but not exclusive 
 
EXAMINATION 

• Pink, pearly edged lesion 

• May have rolled edge 

• May be a lump 

• Could be flat and scaly 
 

 
Nodular Basal Cell Carcinoma 
 

 
Superficial Basal Cell Carcinoma 
 
MANAGEMENT 

• Excision or Topical Therapy 
 
WHEN TO REFER 

• Always refer on an URGENT (Non-USC) manner 
o Nodular BCCs will need excision 
o Superficial BCCs can be treated topically when histology confirmed 
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d. BOWEN’S DISEASE (SQUAMOUS CELL CARCINOMA IN 
SITU) 

 
When on the penis, it is called erythrodysplasia of Queyrat 
 
HISTORY 

• Pink, scaly patch on sun exposed area 

• Commonly lower leg in elderly female 

• Slow growing 

• Can bleed 

• More common in pale skin 
 
EXAMINATION 

• Pink, scaly, flat area 

• Red, streaks may be visible 
 
MANAGEMENT 

• Topical therapy (after histological confirmation) 

• Curettage and cautery 
 
WHEN TO REFER 

• Always (unless facilities exist for minor surgery) 

• Topical therapies similar to actinic keratosis but longer courses 

• Photodynamic therapy also available 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In Bowen’s disease, the scaly 
appearance is due to the rapid 
cell turnover and differentiation 
from dysplastic, growing cells. 
Psoriasis also has a scaly 
appearance due to rapidly 
growing and differentiating cells 
but that is due to an increase in 
inflammatory cytokines. 
However, they look similar for 
this reason.  
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4. LEG ULCERS 
 
HISTORY 

• Full thickness loss of epidermis on lower limb 

• Venous ulcer 
o Chronic, indolent course 
o Painless (mostly) 
o Chronic oedema 

• Arterial ulcer 
o Painful 
o Peripheral vascular disease 
o Numb 

• Diabetic ulcer 

• Pyoderma gangrenosum 
o History of trauma 
o Blister that has burst 
o Can be associated with IBD 

 
EXAMINATION 

• Venous ulcer (figure 4a) 
o Shallow ulcerated area 
o Often in gaiter and other venous areas 
o Feet warm and oedematous 

• Arterial ulcer (figure 4b) 
o Deep, punched out ulcer 
o Can be black 
o Feet cold, reduced pulses 

• Pyoderma gangrenosum (figure 4c) 
o Purple (violaceous) edge 
o Undermined 

 
MANAGEMENT (see flow chart) 

• Seek help from community tissue viability nurses 

• Venous ulcer 
o Non adherent dressings 
o Treat associated eczema 
o Compression (after ankle brachial pressure index) 
o If oedematous, consider changing anti-hypertensives if on calcium 

channel blockers to diuretics 

• Arterial ulcer 
o Referral to vascular service 

• Diabetic ulcer 
o Podiatry services 
o Could require combination of above treatments 

• Pyoderma gangrenosum 
o Superpotent topical steroids at edges daily 
o AVOID ANY SURGICAL INTERVENTION 

 
WHEN TO REFER (see flow chart) 

• Treatment failure 

• Community tissue viability nurses can help here 

• Refer to lymphoedema if present 

• Refer to vascular if evidence of peripheral vascular disease 

• Refer to podiatry in cases of diabetic ulcers 

• Refer to dermatology if pyoderma gangrenosum 
 
CAUTION 

• Cellulitis (temperature and infective symptoms) 

• Necrotising fasciitis (hard, woody texture) 

• Surgical debridement in pyoderma gangrenosum 
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9. MOLLUSCUM CONTAGIOSUM 
 
HISTORY 

• Pearly spots appearing on body 

• Spreading over many areas 

• May be atopic history 

• Often young children 
 
EXAMINATION 

• Small, pearly white papules 

• Central dimple (umbilicated) 

• Scattered distribution 

• Mildly itchy 

• Patient often well otherwise 
 
MANAGEMENT 

• Wait – self limiting pox virus infection 

• Often spontaneously resolves after 24 months 

• Scratching may spread further but may also increase immune response 

• Emollients can help with itch 
 
WHEN TO REFER 

• Never 
 
CAUTION 

• Molludab® is licensed for lesions but is potassium hydroxide – will worsen 
eczema. We do not recommend this.  

• Cryotherapy is very painful to children (and adults) and can leave permanent 
marks 
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10. URTICARIA 
HISTORY 

• Itchy rash 

• Raised, nettle rash like 

• Comes and goes, moving to different areas 

• Individual lesions do not last >24 hours 

• Leaves no mark when faded 

• Made worse by alcohol, sudden temperature change, spicy foods, opioids and 
NSAIDS 

 
EXAMINATION 

• Raised, red/white bumpy areas over body 

• Sites of pressure/scratching may show signs 

• Can be transient 

• Scratching induces rash (dermographism) 
 
MANAGEMENT 

• Stepwise increase in management 

• If very infrequent – cetirizine 10mg PRN 

• Otherwise: 

• Step 1 
o Avoidance of exacerbating factors (alcohol, benzoate spices, NSAIDS, 

Opiods) 
o H1 antihistamine OD (Loratadine 10mg, Cetirizine 10mg, 

Fexofenadine 180mg) 

• Step 2 
o Increase H1 antihistamine to BD, TDS or QDS as needed to control 

symptoms 

• Step 3 
o Add montelukast 10mg OD 

• Treatment aim is to control symptoms 

• Once symptoms controlled, maintain therapy for 6 months at a time 

• If symptoms controlled, 20-30mg prednisolone OD for 3 days can be given as 
breakthrough therapy 

 
WHEN TO REFER 

• Treatment failure at maximum therapy 

• Frequent breakthrough doses required 
 
CAUTION 

• Mistaking for allergy – most urticaria is not allergic in origin but is idiopathic 

• Check for symptoms/signs of anaphylaxis (throat swelling, dizziness, dyspnoea) 
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12. EMOLLIENT SUMMARY 
 

THE BEST MOISTURISER IS THE ONE THE PATIENT LIKES USING 
 
Large amounts of moisturiser need to be prescribed in order to restore the barrier 
function of the skin. They work by preventing water leaking out of damaged skin. Hence, 
greasiest moisturisers are best but not always best tolerated.  
 
BATH ADDITIVES 

• Effectiveness doubted in recent studies 

• High light liquid paraffin (LLP) content ones may be beneficial 
Examples: 
Dermol® 600 bath oil (25% LLP)   £7.55/600ml 
QV® (85.09% LLP)     £4.79/500ml 

 
LOTIONS 

• Useful for washing 

• Too watery for moisturising dry skin 
Examples: 
Dermol® 500 lotion (antibacterial)   £6.04/500ml 
Aveeno® lotion     £6.66/500ml 
Cetraben® lotion     £5.64/500ml 

 
GELS 

• Greasier than creams, not as greasy as ointments. Do not contain as many 
preservatives 
Examples: 
Doublebase® Gel     £5.83/500g 
AproDerm® Gel     £3.99/500g 
 

CREAMS 

• Paraffin based 
Examples: 
Epimax® cream     £2.49/500g 
Cetraben® cream (LP 105mg/g WSP 132mg/g) £5.99/500g 
Diprobase® cream      £6.35/500g 
Oilatum® cream (LP 60mg/g WSP 150mg/g) £5.28/500g 
Zerocream® (LP 126mg/g WSP 145mg/g)  £4.08/500g 
 

• Glycerin based 
Examples: 
Aveeno® cream     £7.19/500g 
 

• Urea containing (for keratolysis and pruritus) 
Examples: 
Balneum® cream     £9.97/500g 
Calmurid® cream     £33.40/500g 

 
OINTMENTS 

• Greasiest of moisturisers.  
Examples: 
Fifty:50 (WSP 950mg/g)    £3.65/500g 
Hydromol® ointment (YSP 300mg/g)   £4.89/500g 
 Can also be used as a wash 
Epimax® ointment     £4.99/500g 
 Can also be used as a wash 

 






