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[bookmark: _Toc57210851]Introduction
This roadmap sets out what all systems can do now to optimise teledermatology triage and advice and guidance to support the delivery of integrated dermatology services. This will support the safe and timely management of new patient demand while restoring their dermatology services. 
Five steps to deliver teledermatology triage now:
1. Include images with dermatology referrals and advice and guidance (A&G) requests to enable secondary and intermediate dermatology services to triage appropriately and ensure face-to-face attendances only when necessary.
2. Triage both suspected cancer and routine referrals using teledermatology.
3. Include clinical review of teledermatology A&G requests and referrals in consultant or Dermatology GP with Extended Role (GPwER) job plans as part of their direct clinical care.
4. Record teledermatology activity accurately to reflect the type of clinical contact taking place, demonstrating the benefits and support sustainable funding models.
5. Maintain teledermatology pathways through continuous training across professional groups and care settings.
Two key principles for delivery:
1. Patients need to be kept informed directly about the care pathway they are on, their diagnosis and their treatment plan – in a clear, compassionate, and timely way.
2. Teledermatology workflows should not add burden to primary care or specialist services.
[bookmark: _Toc57210852]The roadmap
‘Teledermatology’ refers to the use of static digital images to triage, diagnose, monitor or assess skin conditions without the patient being physically present.
Why teledermatology?
In 2019-20 there were 3 million dermatology outpatient appointments in England (HES), making it the sixth highest treatment function in terms of volume. Skin cancer is the most common cancer in the UK and dermatology services receive more urgent referrals for suspected cancer than any other specialty. Dermatology also uses systemic and biologic therapies for many long-term conditions, requiring ongoing regular outpatient reviews.
Departments struggle to meet this growing demand due to the limited consultant dermatologist workforce.[footnoteRef:1] The unmet demand from new suspected cancers can mean that review appointments for patients with painful and debilitating inflammatory conditions are delayed, or clinics are overbooked.[footnoteRef:2] [1:  All Party Parliamentary Group on Skin, 2019 Audit of UK Dermatology Coverage]  [2:  British Association of Dermatologists, Delivering care and training a sustainable multispecialty and multiprofessional workforce, 2019] 

Existing models of teledermatology triage services suggest a significant opportunity for managing demand for dermatology diagnosis, and in doing so releasing capacity for better quality and more timely treatment for those who need it. A fourteen-year review of a UK teledermatology service found that 50% of cases were discharged to the GP with advice and 34% booked directly for surgery.[footnoteRef:3] [3:  A 14 year review of a UK teledermatology service: experience of over 40,000 teleconsultations, Mehrtens, Shall, Halpern, Clin Exp Dermatol 2019 44(8): 874-881] 

A range of skin cancer teledermatology models have also been developed nationally. Pilots in Leeds and York, receiving referrals with high quality dermoscopic images from GPs, suggest approximately 10-30% of cases can be managed without a face-to-face consultation.[footnoteRef:4] [4:  British Assocation of Dermatologists, Delivering care and training a sustainable multispecialty and multiprofessional workforce, 2019 (Outpatients case studies)] 

The third phase of NHS response to COVID-19 states clinicians should consider avoiding asking patients to attend physical outpatient appointments where a clinically-appropriate and accessible alternative exists. Teledermatology triage provides that alternative for dermatology outpatient services. By taking advantage of available technologies it can also improve productivity while providing the same level of access to high quality care, diagnostics and treatments. 
Who is this roadmap for?
This roadmap sets out what all systems can do now to implement, optimise and mobilise teledermatology models to help them safely manage new patient demand and the existing backlog while restoring their face-to-face services. It is aimed at operational and transformation leads working at a regional or integrated care system (ICS) level to support planning and delivery of dermatology restoration and transformation.
Teledermatology triage is a multidisciplinary and cross-sector solution. Systems will need to tailor implementation to meet local needs. Where they do not already exist, local leads should establish a working group or network to deliver dermatology restoration and transformation. The group/network should include multidisciplinary clinical leads (consultant, Dermatology GPwER, GP, specialist nurse, pharmacist), commissioners, managers and admin staff from primary, community and secondary care, provider e-RS teams, IT teams and patients representing skin conditions and the local population. Locally integrated teledermatology triage solutions should be tailored to local needs and resources and might involve hospital specialists and/or GPwER.
Who can deliver teledermatology?
Teledermatology can be delivered across the sectors of healthcare and there are two parts within a teledermatology pathway: image taking and triaging of images. Image taking should be undertaken by:
· Primary Care Healthcare professionals; and 
· Clinical members of Multidisciplinary Teams based in Community Clinics.
This roadmap will use the phrase ‘appropriate clinician’ when referring to clinicians who can be used to triage teledermatology images within a pathway. Appropriate clinicians can also be used to provide onward referrals to specialist and tertiary care. Appropriate clinicians include:
· Dermatology GPwERs within an integrated intermediate community service; and
· Consultant dermatologists and suitably trained or supervised members of their team.
[bookmark: _Toc57210853]Step 1: images
Include images with dermatology referrals and advice and guidance (A&G) requests to enable appropriate clinicians to triage and ensure face-to-face attendances only when necessary
Secondary Care specialist teams and dermatology GPwER working in Consultant led intermediate Dermatology services should be enabled to triage new referrals into their service and decide whether the patient:
can be managed in primary care with advice and guidance
can be seen virtually
can be booked directly for further diagnostics or surgery
requires a face-to-face first appointment.
This will streamline and prioritise patient care, ensuring face-to-face attendances only when necessary, and minimise transmission of COVID-19. For dermatology, triage requires suitable images to be attached to the referral.[footnoteRef:5] This presents a huge opportunity for dermatology, with up to 30% of new referrals for lesions avoiding an otherwise face-to-face attendance. There will still be instances where it is not possible or appropriate to include an image (see Principle 1) but this capability will support most cases. [5:  Images need to be in focus and good quality. For lesions, a dermoscopic image is necessary for conclusive diagnosis.] 

Currently in England, all referrals must be made via the electronic Referral System (e-RS). Images can be attached to referrals in e-RS from GP integrated systems up to a maximum of 5MB in total. Web-based attachments can be 5MB each, with no limit to the number of files attached. Some commercially available GDPR compliant photo apps can automatically adjust the file size and resolution to support attachment to e-RS. Application-programme interfaces (APIs) have been developed that allow external applications to initiate referrals on e-RS and can be used to deliver similar functionality. However, this is dependent on external application suppliers cooperating with the APIs.
Some centres have introduced teledermatology using medical photography services. The benefit of this approach is that images are consistently high quality although, depending on their location, it can still require a hospital visit for the patient. Other secondary and community care driven teledermatology services can make use of patient communication platforms that send referred patients a link to instructions on how to take their own images and share directly. However, this will not be suitable for suspected skin cancer pathways where a dermoscopic image is required. The use of community hubs for image taking by suitably trained health care professionals is another model that can be considered.
Secondary care departments and appropriate community providers can list their referral services on the e-RS directory as either ‘directly bookable’ or a ‘referral assessment service’ (RAS). RAS services allow the provider to assess the clinical information and triage the patient, prior to booking an appointment. They include the ability for referrals to be returned to the referrer with advice only or redirected to the most appropriate service.
RASs have potential advantages in dermatology where images can allow effective triage. It may be appropriate for some services to remain directly bookable, maximising patient choice of appointment. A RAS can be configured so that once the referral is triaged, patients can choose their own appointment in the correct clinic.
A&G is another route to specialist opinion for primary care, including with images. A&G can be requested via e-RS or via alternative commercial platforms. GDPR compliant Apps to support image sharing can be commissioned as stand-alone Apps to allow images to be attached to e-RS, or alternatively as part of a potential alternative commercial A&G pathway. Further information on commercially available Apps can be found here. A&G services should be used when the referring clinician needs advice on management in primary care or is unsure whether a referral is needed.
For A&G, clinical responsibility remains with the referrer. Since February 2021, it has become possible for an A&G requests to be converted to a referral, if pre-emptively authorised by the referrer. This functionality is available to A&G requests raised through e-RS only. APIs have also been developed that allow providers to manage e-RS A&G conversations and referral conversion within their own systems. System suppliers will need to develop their systems against these APIs. Clinical leads, commissioners and managers will need to consider this functionality as it will allow referrals to bypass any Referral Management Centres.
Key actions
ICS leads
Ensure primary care practices have the necessary equipment and digital tools to take and transfer patient images. Information governance compliant apps are available that allow photos to be taken on a personal device and transferred securely to the patient record without saving on the device itself.
Establish community hubs within PCNs with appropriate equipment and suitably trained individuals to take high quality skin lesion images including dermoscopic images 
Facilitate the regular update and communication of the directory of services between primary and specialist care.
Wherever possible ensure integration of services so that teledermatology triage can link to local services
Secondary care specialist teams or integrated intermediate community services 
Provide a teledermatology A&G service, in addition to a RAS dermatology referral triage pathway, to provide rapid advice to primary care and avoid non-relevant referrals.
Provide a clear directory of services, including consistent naming conventions with inclusion and exclusion criteria. Include clear instructions for the images required, eg one positioning and one or two close-up or dermoscopic images for lesions where possible.
Primary care providers
Attach suitable images to new referrals to dermatology services that will enable appropriate clinical triage.
Tools and further guidance
The British Association of Dermatologists’ (BAD) teledermatology webpages
The Primary Care Commissioning Quality Standards for Teledermatology
BAD, Outpatients case studies, 2019
NHS e-RS
A&G toolkit for the NHS e-RS
Royal College of General Practitioners (RCGP) dermatology toolkit
NHSX: Dermatology Digital Playbook 
GIRFT Report: Dermatology expected publication 2021
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Triage suspected cancer as well as routine referrals using teledermatology
The greatest demand on dermatology services comes from the diagnosis and management of skin lesions.  In many cases, appropriate clinicians can quickly determine that a lesion is clearly benign.[footnoteRef:6] [6:  BAD, Outpatients case studies, 2019] 

Management of two week wait (2ww) suspected skin cancer referrals should be carried out by a dermatologist or member of the specialist team working as a core member of the local skin cancer multidisciplinary team (LSMDT) or specialist skin cancer multidisciplinary team (SSMDT). GPwER working in integrated intermediate community dermatology services may be involved in the triage of skin lesions but would not usually review 2ww referrals. Local triage pathways should also allow for the upgrade of routine referrals to the 2ww cancer pathway where identified.
A dermoscopic and macroscopic image are required for conclusive diagnosis of pigmented lesions and suspected melanoma. Without dermoscopic images, triage can still support direct booking for skin surgery for some squamous cell carcinoma (SCC) and a significant proportion of basal cell carcinomas (BCC). Dermoscopic images can be taken by trained staff in primary care or medical photography services, ideally based in the community. Dermatoscope attachments for cameras and smartphones can be purchased so that digital images can be shared using the same workflows as normal image sharing. High quality, in-focus images are required for accurate diagnosis.
Recent guidance from the NHS Cancer Programme regarding the new 28 Day Faster Diagnosis Standard, includes the use of asynchronous store and forward teledermatology; within Cancer Rapid Diagnostic Centres (RDCs). This allows for high quality images to accompany the two-week wait dermatology referral to enable consultant triage, ensuring face to face attendance only when necessary. High quality macroscropic and dermoscopic images provide sufficient diagnostics required to exclude cancer, if deemed appropriate by the consultant dermatologist.



When delivering teledermatology two-week wait pathways, dermatology consultants can triage patients to request to see them face-face when clinically appropriate. Communication by a member of the specialist dermatology team with the patient and their GP is required to end the two-week wait pathway.  
Key actions
ICS leads
Provide primary care practices with dermatoscope, smartphone attachment and GDPR compliant app plus training to support total dermatology triage
Establish community hubs within PCNs with appropriate equipment and suitably trained individuals to take high quality skin lesion images including dermoscopic images 
Collaborate with the cancer alliance to ensure compliance with monitoring cancer waiting times and the RDCs, to fully understand the impact of teledermatology triage on the data. 
Secondary care specialist teams or integrated intermediate community services
Ensure triage of 2 ww suspected skin cancers is carried out by consultant dermatologists and/or a suitable member of the LSMDT or SSMDT.
Record the correct cancer wait times data for the two-week wait and faster diagnosis standard. Further guidance will be developed on applying cancer wait times guidance to support services introducing skin cancer teledermatology.
Dermatology GPwERs working in integrated intermediate community dermatology services may be involved in the triage of skin lesions but would not usually review 2ww referrals
Primary care providers
Support staff to complete training in dermoscopy and particularly taking dermoscopic images
Where the equipment and training has been made available, attach dermoscopic images to skin lesion referrals, urgent or routine.
Nominate teledermatology champions who can train others in the practice or network and engage with system partners to design and implement teledermatology pathways.
Tools and further guidance
Letter: Cancer alliance information on managing cancer referrals 
RCGP dermatology toolkit
learning resources for dermoscopy
clinical resources for practitioners
The BAD dermatoscope comparison
Early diagnosis of skin cancer: innovating the two-week wait skin cancer referral pathway as part of the NHS post Covid-19 targeted intervention recovery plan
NHS Cancer Programme ‘Urgent cancer diagnostic services during COVID-19’ via the Cancer Alliances workspace on FutureNHS
[bookmark: _Toc57210855]

Step 3: job plans 
Include clinical review of teledermatology A&G requests and referrals in job plans for appropriate clinicians 
Including time for teledermatology – referral triage, virtual attendance and A&G – in clinician job plans is crucial for properly understanding service capacity, maintaining quality, and developing sustainable funding models.
Time spent on teledermatology, including the associated administration, should be included within the direct clinical care (DCC) component of the secondary care specialist team’s programmed activities (PAs) and clearly identified on sessional work timetables for other appropriate clinicians. This means that teledermatology review should take up some of the time currently spent doing face-to-face appointments or other clinical activities (DCC for hospital specialists), rather than being additional unscheduled work.
Key actions
Secondary care and integrated intermediate community providers
Review job plans with appropriate clinicians and include  clinical time for delivery of different types of teledermatology care – triage, virtual attendance and A&G.
Establish consistent coding and classification practices so that teledermatology care is counted as activity. Encourage clinical teams to perform regular audit and service evaluation of case numbers and outcomes.
Tools and further guidance
BAD guide to job planning for dermatologists
BMA overview of job planning
[bookmark: _Toc57210856]Step 4: recording
Record teledermatology activity accurately to reflect the type of clinical contact taking place and support sustainable funding models
Appropriate clinicians can provide teledermatology care in many ways, including:
1. A&G to the primary care clinician
2. Triage of new referrals
3. Virtual review of images taking the place of an otherwise face-to-face appointment.
Planned reforms to the NHS payment system will mean a move away from activity-based payments and ensure most funding is population-based. A blended payment approach places more emphasis on system planning and working, and less on individual units of activity delivered by consultants in a face-to-face setting, which can create barriers to shifting care to non-acute settings.
Blended payments are made up of a fixed element based on an agreed level of activity, a quality or outcomes-based element and an optional risk share element. Activity forecasts for agreeing blended payments should include all types of teledermatology activity.
Currently, all NHS trusts and foundation trusts have moved to block contract payments with suspension of the usual payment by results (PbR) national tariff payment architecture.[footnoteRef:7] This will remain in place until 1 October 2021[footnoteRef:8]. The intention is to move towards a revised financial framework for the latter part of 2021/22, which will retain simplified arrangements for payment and contracting but with a greater focus on system partnership and the restoration of elective services. [7:  Next steps on NHS response to COVID-19, 17 March 2020]  [8:  https://www.england.nhs.uk/wp-content/uploads/2021/03/B0468-h1-21-22-guidance-on-finance-and-contracts-arrangements.pdf ] 

Monitoring and recording teledermatology activity and costs during this period will support the development of sustainable funding models for the future.
Key actions
Secondary care or integrated intermediate community providers
Record teledermatology attendances as non-face-to-face activity in the activity dataset.
Record teledermatology A&G requests and triage outcomes to monitor avoided face-to-face appointments.
Perform regular service evaluation of your teledermatology service, including clinician time, digital resources, equipment and outcomes.
Tools and further guidance:
Guidance on blended payments
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Maintain teledermatology pathways through continuous training across professional groups and care settings
Continuous training and shared-learning is necessary to maintain teledermatology pathways as part of a sustainable, integrated multidisciplinary dermatology service. It is important to refresh and update training on teledermatology processes regularly for both primary and secondary care and to consider the training needs for the entire clinical and administrative workforce – not just Specialists, Dermatology GPwERs and GPs.
Software developments may provide opportunities for greater productivity that are missed if staff are not made aware of them or do not know how to use them. New staff joining a practice or department will need to be trained in the local teledermatology pathway as part of their induction. Developing local teledermatology champions across primary and secondary care can help to make sure this focus is sustained.
Systems implementing teledermatology pathways for lesions with primary care dermoscopy need to provide access to training. Training GPs in using a dermatoscope may also increase diagnostic accuracy of skin lesions in primary care and reduce the number of referrals for benign lesions that are made. 
	“There are several accredited courses for dermoscopy training, as well as an array of online learning opportunities, dermoscopy blogs, apps and books. Once started, the fastest way to improve is by looking at ALL skin lesions using a dermatoscope daily in your practice and [referring] to pictures online or in books.”[footnoteRef:9] [9:  RCGP dermatology toolkit, learning resources for dermoscopy] 




Where local primary care clinicians prefer not to develop skills in dermoscopy then training needs to be directed towards health care professionals taking and uploading high quality images in community hubs in PCNs. For skin lesions this will include the taking of high quality dermoscopic images.
Key actions
ICS leads
Consider ongoing training needs when facilitating the design of an end-to-end teledermatology pathway, including process training for primary and secondary care, clinicians and administrative staff.
For pigmented lesion pathways, provide training for primary care staff taking dermoscopic images.
Collect feedback of how the pathway is performing across the system and use this as a basis for further training and development.
Secondary care and integrated intermediate community providers
Provide regular and updated training on use of teledermatology processes for the different care pathways.
Ensure that software updates or new system integrations are implemented alongside training for all staff.
Primary care providers
Support staff to complete training in dermoscopy.
Provide regular and updated training on the use of teledermatology processes for the different care pathways. 
Ensure that software updates or new system integrations are implemented alongside training for all staff.
Tools and further guidance
RCGP dermatology toolkit
BAD annual teledermatology course
e-RS trainer resources
[bookmark: _Toc57210858]Principle 1: inform patients
Patients need to be kept informed directly about the care pathway they are on, their diagnosis and treatment plan – in a clear, compassionate and timely way
As with all non-face to face attendances, it is very important that people are given clear information about their care, what is happening next and how they will find out.
In primary care, people should be given information about why an image is needed, how it will be stored, transferred and used so they can give their informed consent. People need to understand whether the image is being shared with another service for A&G or for a referral triage and how they will hear about the response. Both clinical and administrative staff should be able to answer questions about use of personal information, including images.
While referrals with images should be the default, pathways need to be flexible to manage patient choice with respect to image sharing. Clinicians must be sensitive to people’s concerns and anxieties about being photographed, and not put pressure onto them (directly or indirectly) to be photographed and share images of themselves. This is particularly relevant to skin conditions of intimate body areas.
	“Communicating effectively with patients is central to being a good doctor. Writing an outpatient clinic letter directly to the patient, rather than sending them a copy of a letter sent to their GP, can greatly improve communication with a patient. Patients who receive such letters much prefer them, are very appreciative, and would like more doctors to write them in this way.”[footnoteRef:10]  [10:  Please, write to me: Writing outpatient clinic letters to patients. Guidance, Academy of Medical Royal Colleges (AoMRC), 2018] 




The triage or A&G outcome should be communicated back to the primary healthcare professional within a manner stated in the A&G toolkit. A&G should then be communicated back to patients in within a recommended two weeks. Where direct communication is not available, the body of the response should still be addressed to the patient and written in a way that makes it easy to understand the suggested management plan. A&G communication can be sent directly to patients from secondary and intermediate care providers. It is the responsibility of these providers to ensure communications are sent to the patient and their GP, within appropriate accessibility standards. Links to self-management resources or patient information should also be included. As with all patient communications, accessibility standards must be met. 
For people with long-term skin conditions, referral to secondary care may only happen after several years of trying different treatments in primary care. Increased use of A&G should mean that patients are referred at the right time and do not experience a delay to referral. However, because of this common experience it is important for both the referring and receiving clinician to be sensitive to patients’ expectations of their referral when communicating their opinion or management advice. Clinicians also need to acknowledge the potential burden of treatment, especially self-management, as well as the burden of the presenting condition.
Providing patient initiated follow-up (PIFU) services for people with skin conditions supports patients access support when needed, without the need for routine review appointments. PIFU dermatology services have historically been offered as open access follow-up but PIFU allows for better and more reliable re-access to services for patients. Patients most likely to benefit from PIFU include people with long term conditions such as psoriasis and eczema who are capable of managing their long-term skin condition effectively, people who do not require routine review appointments and patients who require prompt re-access to specialist treatment.
Dermatology patients sometimes report feeling dismissed by either their GP or the consultant. This can be because of a perceived lack of knowledge or a lack of interest in the social and psychological impacts of skin disease.[footnoteRef:11] Long term skin conditions can lead to serious disability, carry a significant psychosocial burden and should not be trivialised.[footnoteRef:12] [11:  Ineffective consultations for acne: what is important to patients? Cowdell et al. Br J Dermatol. 2016 Oct;175(4):826-8]  [12:  The psychological and social impact of skin diseases on people’s lives; APPG Skin, 2013] 

Management advice should consider the psychosocial impacts on the patient as well as the physical skin complaint. When it is clinically appropriate to continue management in primary care, this should be carefully communicated to people with long term conditions with an opportunity for them to ask questions. Ideally, this information should be given verbally and in writing, and the opportunity to ask questions should also be available via multiple routes: phone, email, in person, etc. 
Key actions
ICS leads
Ensure members of the public and dermatology patients are involved in the co-production of end-to-end teledermatology pathways.
Collect feedback from patients specifically about the quality of communication they experience as part of a teledermatology pathway to support continuous improvement.
Assess whether long-term dermatology patients require a PIFU service that can support patients’ symptom management and reduce the need for new routine appointments. 
Secondary care and consultant or integrated intermediate community providers
Follow the ‘Please, write to me’ guidance from the AoMRC in communication with patients, even via the GP.
Include links to good quality patient information and self-management support in standard letters.
Address psychosocial impacts as well as the physical skin condition in teledermatology A&G.
Consider implementing a formalised PIFU service and review current Patient Administration Systems (PAS) to asses feasibility. 
Primary care providers
Practise shared decision-making with patients about making a teledermatology A&G or triage request and provide written information about how they will hear back from the consultant.
Allow time for patients to discuss with a primary care clinician any self-management advice suggested by the dermatologist.
Tools and further guidance
AoMRC – Please, write to me: Writing outpatient clinic letters to patients guidance
e-RS: Information for referrers
BAD teledermatology web page 
The Primary Care Commissioning Quality Standards for Teledermatology
Setting up patient initiated follow-up (PIFU) services for people with skin conditions guidance
Skin conditions patient information from the BAD
The BAD Patient Information Remote Consultations Guidance
[bookmark: _Toc57210859]Principle 2: avoid burden
Teledermatology workflows should not add burden to primary or secondary care
It is essential that teledermatology pathways do not place additional administrative burdens on staff. Sustainable teledermatology pathways make use of additional digital tools that make the process quick and simple.
	“The primary care consultation should be focused on interacting with the patient, understanding their concerns and coming to a shared decision of next steps – not searching the practice for a camera and cable, saving images, moving image files, deleting image files, and finally completing the referral.” 
Dr Emma Le Roux, Dermatology Outpatients GP Clinical Lead, NHS England and NHS Improvement



Primary care services have moved to more virtual methods during the response to COVID-19. Patients can now usually share photos of their skin problem virtually with the GP using apps available to primary care through the Future GP IT systems and services. These images can then be simply added to the referral without a face-to-face appointment in primary care if of sufficiently high quality.
However, not everyone will be able to take their own images. People may not have access to a smart device, need someone else to take the photograph for them, or need dermoscopy. Therefore, the option to have images taken by a healthcare professional in primary care should be available.
There is a risk that relevant skin lesions may be missed if a total skin examination is not carried out. So suspected skin cancer images will usually be taken in primary care and a full skin check performed by the GP. It does not have to be the GP who takes all images, but staff asked to take images should be trained in the relevant safeguarding, consent and information governance policies.
The main long-term benefit of teledermatology triage is to ensure patients receive timely care in the most appropriate setting and at greater convenience. This in turn increases capacity in secondary care for patients who need face-to-face referrals. However, moving to teledermatology triage does not necessarily mean productivity gains will be realised. Poorly designed workflows and a lack of supporting infrastructure, equipment and administration can mean that teledermatology reviews are more burdensome for appropriate clinicians to deliver than a face-to-face appointment.
In response to COVID-19 some services have rapidly moved to teledermatology to reduce hospital attendances but have not realised the productivity gains through a sustainable implementation. Patient images that are sent via email, even to a secure mailbox, need to be managed and stored properly. Without a suitable archive system, the images may not be immediately accessible or require the clinician or administrator to perform many separate computer processes.
Patient images supporting either a referral or A&G request should be accessible from provider hospital IT platforms, either in e-RS, or transferred via a suitable GDPR compliant platform. Receiving clinicians should be able to review images and patient information in a digital format – ie not printed out – and action them directly in the system.
Images received via e-RS referrals will remain archived in e-RS and accessible from both primary and secondary care. Patient images should be added to the electronic patient record, or to a digital picture archiving system. National e-RS workstreams are in place to improve the interoperability between e-RS and provider organisations to facilitate transfer of A&G images to trust systems.
There is significant scope for digital tools to improve teledermatology processes in secondary care and intermediate community services, making workflows simple and automatic for staff. This requires additional investment and site-specific development. However, proper setup of e-RS with a RAS pathway, A&G and suitable training for clinical and administrative staff should alone deliver a benefit over default face-to-face appointments.
Key actions
ICS leads
Ensure that teledermatology pathways are designed end-to-end by a multidisciplinary, cross-system group to minimise unintended additional burden on single parts of the system.
Make sure primary care staff are supported by suitable digital platforms and workflows that are GDPR compliant and have the right equipment available.
Collect feedback of how the pathway is performing across the system and share with all providers involved so that continuous improvements can be made: experience of patients, usability/quality of images shared, time taken to respond, etc.
Secondary care and integrated intermediate community providers
Implement RAS pathways to optimise referral triage only after co-producing an end-to-end pathway with colleagues from across the system.
Provide IT support to dermatology services to identify their user needs and potential solutions. Support services to optimise their use of existing systems such as e-RS, the provider electronic patient record, PACS or other systems.
Provide training and support to clinical and administrative staff in using digital teledermatology processes.
Perform regular service evaluation of existing and new teledermatology processes to quantify the productivity of the service. Use a continuous improvement approach to ensure that this way of working delivers the benefits that it should.
Primary care providers
Nominate teledermatology champions who can train others in the practice and engage with system partners to design and implement teledermatology pathways.
Provide information on the use and storage of images and obtain informed consent from patients.
Train staff to be able to answer queries about use of images and support patients to make informed decisions.
Support effective triage pathways by referring with images of sufficient quality and patient history.
Tools and further guidance
Example of e-RS teledermatology consent form (The BAD)
RCGP dermatology toolkit
Future GP IT systems and services
How to take the best photographs of your skin lesion or rash (Gloucestershire Hospitals NHS Foundation Trust)
Skin conditions patient information from the BAD
Advice and guidance toolkit for the NHS e-Referral Service (e-RS)
Referral Assessment Services – NHS e-Referral Service
NHSX: Dermatology Digital Playbook 
[bookmark: _Toc57210860]Going further
Increasing the role of teledermatology to deliver personalised care across dermatology services
This roadmap is focused on what all systems can do now to optimise dermatology triage services to manage demand, reduce unnecessary patient attendances, and restore their outpatient services. Already there are further opportunities identified for teledermatology to be used in new and innovative ways to deliver more personalised and better integrated care:
Teledermatology can be used to support shared care protocols between primary, community and secondary care for patients with long term conditions. Use of digital tools could also facilitate greater access to a wider range of specialist support that can be valuable to people with skin conditions, such as dietary advice, psychodermatology and pharmacy.
Shared patient records give patients greater control over their condition. Images of the patient’s skin condition, results from blood tests and other information can be shared with the specialist team to be reviewed in their appointment or to support a personalised schedule for follow up appointments.
It will not always be possible for patients to take images of themselves. They may not have the necessary devices or may need to photograph a hard to reach area. Community access making use of shared patient records can mitigate digital and social exclusion.
Teledermatology can support integrated care between different secondary care and  community providers by supporting access for patients in areas with particularly low numbers of consultants.
There are apps available and in development that can help patients take pictures of their own skin and monitor changes over time. This technology could be used as part of long term condition management to help patients monitor their own condition, and also support dermatology pathways that need a whole skin check.
We welcome feedback on this roadmap, on how it is being implemented, and on different local approaches to manage demand for dermatology by transforming pathways and services.
Please share your thoughts on the forum in the Elective Care Community of Practice Dermatology section. We will also be updating the resource hub with tools to support your local implementation. To access the workspace you first need to register as a member by visiting https://future.nhs.uk/ecdc/joingroup.
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