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[bookmark: _Toc231798693]Summary
This research project is aimed at the secondary lymphoedema that may occur post operative of cutaneous melanoma in the State of Victoria, Australia. 
An attempt has been made to formulate recommendations for improving the  secondary lymphoedema approach in Victoria. These improvements are based on skin therapists which are health care professionals in the Netherlands. They might be able to bridge the existing gap between health care providers and patients needs.
 A practice orientated, cross-sectional explorative research is designed to review the secondary lymphoedema approach in Victoria. The practice orientated part consists of semi-unstructured interviews on a pre-selected group of medical and allied health professionals. Literature findings selected on their relevance and Evidenced Based, together with the interview findings, have been used to draw a final conclusion. 
 Melanoma is a concerning problem in Australia, with over 10.000 people affected by this form of cancer in 2005. In Victoria 1.895 people were diagnosed with melanoma in 2005. Melanoma of the skin is a malignant tumour derived from epidermal melanocytes and has a strong tendency for lymphatic metastases. Melanoma can develop in several forms, stages and thicknesses. Early detection is crucial and treatment consists of total excision of the lesion, re-excision and more than once excision of the (sentinel) lymph node or nodes. Because the surgery treatment interferes with the lymphatic system these post operative melanoma patients are at risk for developing secondary lymphoedema. 
 Overall 20% of post surgery melanoma survivors will experience secondary lymphoedema, this should equal 379 people a year if all melanoma diagnosed people in Victoria would undergo wide lymph node dissection. Secondary lymphoedema is accumulation of excess fluid in the body caused by obstruction of the lymphatic drainage mechanism. The excess of this protein-rich fluid is due to obstruction or trauma accumulating in the intercellular space of the tissue. This will cause several complaints such as pain, swelling, tightness and a disfiguring look. Because of its chronic progress, attention should be given to those who suffer from this illness. Untreated lymphoedema can cause serious debilitation and be a burden for the patient’s daily activities.
 Several forms of treatments have been developed to reduce, prevent and manage this lymphoedema problem. Most results are gained with combination therapies which includes: manual lymph drainage, compression garment, skin care, exercise and education. However, there is a lack of evidence in the form of randomised, controlled trails and methodological limitations in terms of sample sizes to support the results of these combination therapies.
 In Victoria lymphoedema is being under diagnosed, there is a lack of lymphoedema practitioners and the current awareness in regard to lymphoedema is low. In the Netherlands skin therapy is proven to be very beneficial for patients suffering from lymphoedema. The skin therapists are qualified experts on lymphoedema.
This profession can be and added value in Victoria for the current and future patients suffering from secondary lymphoedema due melanoma.
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Approximately 30 years ago, patients with skin problems in the Netherlands could only consult a dermatologist or a plastic surgeon. Now Skin Therapists are also available. Skin therapy was developed to complement the work of the specialist and deliver ongoing patient care. A skin therapist prevents, manages or cures skin disorders or conditions.

Skin therapy is a four-year Bachelor of Health Degree course at the University of Applied Science in Utrecht, the Netherlands. Recognised by Dutch Law as a paramedical profession, a skin therapist must be registered and can work in primary and secondary health care throughout the Netherlands. 

The skin therapist treats diseased or damaged skin, often after referral by a general practitioner (33%) or a medical specialist such as a dermatologist (24%), plastic surgeon or oncologist (7%), physiotherapist (2%) and other (34%) (Vught, Hingstman, & Velden, 2005).
A skin therapist educates the patient about appropriate skin care and, self management and also treats the actual conditions. A skin therapist has a wide spread knowledge in regard to the diseased or damaged skin and underlying factors. Due to space restrictions this research project will not extensively discuss this matter. Instead the focus of this research project will be more on the anatomical, physiological and pathological knowledge of the skin therapist concerning melanoma and lymphoedema. 

Concerning lymphoedema, treatments that a skin therapists provides to help reducing this complication. These treatments includes: manual lymph drainage, compression therapy, medical compress stockings and exercise. The education part is aimed at self management in regard to oedema and skin care.
In regard to skin cancer, the skin therapist can provide preventive education. In the four-year Bachelor study a skin therapist receives training and gets acquainted with all types of skin cancer and its clinical picture. Communication and psychology lessons are intended to learn how best to communicate with the patients and how to educate the patients.  
Usually at first consultation, the skin therapist makes a careful diagnosis, taking into account any existing problems and possible treatment impacts. In consultation with the patient, a thorough, personalised treatment plan is developed. The skin therapist maintains contact with the referring physician to notify them about the treatment plan, the patient’s status and progress. 

Currently there are 450 skin therapists registered in the Netherlands (Huidtherapie - voltijd, 2009). Approximately 45% of the skin therapists have their own practice, about 25% of the skin therapists work in hospitals, around 17% in a multidisciplinary centre and 13% work in various other settings. (Vught, Hingstman, & Velden, 2005).
However skin therapy is not well known outside the Netherlands. Because the support of a skin therapist is not available in other countries, dermatologists and other specialists in these countries have a greater patient load and longer working hours.
Australia is one of those countries with a high demand for dermatologists, but a limited capacity of specialists to meet that demand. Australia is known for its skin cancer problems which are still growing today.  This skin cancer is a concerning problem in Australia. With 50% Australian people diagnosed with skin cancer before the age of 70 (Staples, Elwood, Burton, Williams, Marks, & Giles, 2006). Over 400,000 Australians are treated for non-melanoma skin cancer each year (Welfare, 2008).
With a population of almost 22 million people Australia only has 378 registered dermatologists (Australian Medical Workforce Advisory Committee, 1998) (Australasian College of Dermatologists). This means that on ratio every Australian dermatologist has to take care of 10000 more people as compared with the work load of Dutch dermatologists (De dermatoloog). Moreover, in Australia there are hardly enough dermatologists to cope with current demand for their general services, let alone enough to manage the majority of skin cancers in Australia. Rural regions are particularly disadvantaged with a lack of dermatologists available (Wilkinson, Bourne, Dixon, & Kitchener, 2006).
However in the Netherlands, the situation is considerably different. Although the population is less, with about 17 million people, the number of dermatologists is quite similar to Australia with 360 registered dermatologists practicing. 
Due to the shortage of dermatologists, there are long waiting lists. Their workload and the workload of the general practitioners puts them under enormous pressure. This creates an enormous gap between health care providers and the patients’ needs. 

Melanoma is the least common but most dangerous form of skin cancer. It occurs when there is an uncontrolled grow of cells, melanocytes, in the epidermis. This is usually due to through DNA damage caused by UltraViolet (UV) radiation exposure. Melanoma has higher morbidity and mortality than any other form of skin cancer (D.L. Cummins, 2006). 
Melanoma can be divided into different stages and, each stage influences which treatment will be used. Because of the typical invasive growth and the importance of early detection melanoma must be treated as soon as possible. Depending on a number of factors, later discussed in this research project, there will be a excision of lymph nodes near the area of the detected melanoma. This procedure could give life changing complications for a patient diagnoses with this type of cancer. This research project will discuss the complication that 20% of the treated melanoma patients will experience, lymphoedema (Hayes, 2008).   

Skin therapy can play a significant role in Australian health care by bridging the existing gap between the dermatologist and patient. The skin therapist could deliver preventive education, treatment and follow up care. They could support the work of medical specialists and general practitioners. The skin therapist can contribute to address the long waiting lists for patient consultations, care and treatment.   

For example for a post-operative melanoma patient with secondary lymphoedema, the skin therapist could provide:
· Wound care 
· Patient education about the extra care he/she should take for preventing lymphoedema and/or erysipelas 
· Lymphoedema therapy with Manual Lymph Drainage 
· Remedial therapy
· Bandaging technique and compression stockings 
· Support and education regarding self-care

0. [bookmark: _Toc231798696]Objective
With this practice-orientated qualitative research project an attempt has been made to formulate recommendations for improving the secondary lymphoedema approach, bridging the gap between health care professionals and patients and expanding in multidisciplinary approach.
The advantage of skin therapy is that therapists can offer patients total care, until the patients are independent of health care workers and can manage with self-care. In the Netherlands skin therapy is proven to be very beneficial for a great number of patients with skin and other health problems.

The main objective is to assess the value of introducing the Dutch profession of Skin Therapy specifically for post operative melanoma patients with secondary lymph-oedema, in the State Victoria Australia.
To formulate a final conclusion a few sub questions are developed:
 
· What kind of post-operative follow up is there currently available in Victoria for post-melanoma patients?
· What is the incidence of secondary lymphoedema of ex-melanoma patients in Victoria Australia?
· Which medical or allied health professional is responsible for the treatment of secondary lymphoedema?

This research project will contribute to a solution that can be made to bridge the excising gap between health care providers and patient in Victoria Australia. To explain the advantage of a skin therapist in the Australian health care a patient group is assessed. This patient group includes skin cancer, melanoma and secondary lymphoedema.
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The objective as stated covers a few important issues, such as skin therapy, Australia’s health system, melanoma, surgery and secondary lymphoedema. 
A limited literature review has been conducted and unstructured interviews have also been held. In this chapter the methods of research are reviewed.
0. [bookmark: _Toc231798698]Literature
The methods that have been used to develop final conclusions of this research project include: analyzing existing literature data sources via the Internet, articles and books.
The applied method of data collection and analyzing data was a structured literature review of material with the main topics of: melanoma, secondary lymphoedema, lymphoedema management, incidence of lymphoedema, incidence of melanoma and treatment for secondary lymphoedema in Australia. 

Online search engines that were used include: Google, Google Books, Scholar Google, Google Australia, Pubmed and LUCAS.
Core search words: Melanoma Australia, Victoria – Australian health, secondary lymphoedema, lymphoedema melanoma, lymphoedema therapists, dermatologists. All were in unstructured combinations.

The books and articles used were selected because they dealt with the relevant topics listed above. Study books and dictionaries where also used for background information, ideas and to assist with further understanding of the topics (Baarda, 2001).  
The relevant literature was chosen and classified by Evidence Based Practice expressed in Levels of Evidence.

The levels of evidence used:
Level 1 	- 	Systematic Review with meta analysis
Level 2	- 	Systematic Review
Level 3	- 	Large Randomized Controlled Trial 
Level 4	- 	Small Randomized Controlled Trial
Level 5	-	Controlled Study
Level 6	-	Guidelines
Level 7	-	Opinion of a consulted expert 

These levels are extracted from the Skin Therapy Research Instruction Guide of the University of Applied Science (2008/2009).




0. [bookmark: _Toc231798699]Research design and delimitations 
This practice-orientated research has a cross-sectional, explorative research design.
Data has been collected one point in time only various in people that are approached for the interview. A new subject has been reviewed in this research and no theoretical factors where present beforehand. Descriptive research is also a part of this practice-orientated qualitative research. This was necessary to describe the current situation in Victoria, Australia. This description is based on observation by the author and made valid by statistical findings (Baarda, 2001). 
To make this research project practical and achievable the confines of the objective were narrowed and limited to: clinical picture melanoma, patient group, and a particular state of Australia.

· Clinical picture melanoma
The melanoma discussed in this research project will be the invasive growing cutaneous melanoma that eventually involves the lymphatic vessels and lymph nodes. These melanoma forms could be the lentigo maligna melanoma, superficial spreading melanoma and nodular melanoma. These types of melanoma are initially flat except for the nodular melanoma. To diagnose a melanoma with eye inspection the ABCDE guideline is used.
· Asymmetry
· Border irregularity
· Colour variation
· Diameter, large
· Evolution
(Australian Cancer Network, 2008)
The nodular melanoma (which accounts for 15% of all melanoma’s) is ranged differently because of its different appearance on the skin.
· Elevated
· Firm
· Growing progressively
Suspicion of melanoma will arise with a yes to all these points of detection and with other factor like; medical history, family history, location of tumour, skin type and age. The melanoma suspicion can be confirmed and will be definite after biopsy (Australian Cancer Network, 2008). 
· Patient group:
Post operative melanoma patients with secondary lymphoedema. The features of these patients are that they have suffered from invasive melanoma. This fact brings them to surgery where the sentinel lymph node or a total lymph node clearance is preformed. People who had surgery where one or several lymph nodes are removed are at risk for the development of lymphoedema (Hayes, 2008). 
· Australia
Because of the wide spread surface of the continent Australia and its difference between states a delimitation is made by choosing one state of Australia. The state Victoria is chosen. And several interviews in this state have been performed among medical- and health care staff.
0. [bookmark: _Toc231798700]Interview 
The interviewee’s were pre-selected based on their profession. The interviews that were held involved open-ended questions, were semi-unstructured, randomized and took place face-to-face, over the phone, and via email. 
The directive list that was used consists of the main questions that were asked to the participant in a non selective order. Questions where added or deleted depending on the professional background of the interviewee (Baarda, 2001).

The interviewed disciplines were:
· Plastic surgeons		
· Nurses (clinical, oncology, general)	
· Dermatologists			
· Physiotherapists/oedema specialist

Questions asked to the plastic surgeons 
· Do you provide preventive education? 
· Do you develop patient treatment plans?
· Do you work closely with other medical disciplines?
· What do you think are the greatest strengths around skin health / treatments currently in Australia?
· What do you think are the greatest challenges around skin health / treatments currently in Australia?
· Do you think skin therapy could be effective or beneficial in Australian health care?

Questions asked to the dermatologists
· Who refers patients to you? 
· Do you work only on referral from GP’s or other disciplines or can patients make appointments directly with you? 
· What is the main problem most patients come with? 
· Do you provide preventive education?
· Do you develop patient treatment plans?
· Do you work closely with other medical disciplines?
· What do you think are the greatest strengths around skin health / treatments currently in Australia?
· What do you think are the greatest challenges around skin health / treatments currently in Australia?
· Do you think skin therapy could be effective or beneficial in Australian health care?



Questions asked to the nursing staff
· Are there nurses specialised in skin related nursing? 
· Do you provide preventive education? 
· Do you work closely with other medical disciplines? 
· What do you think are the greatest strengths around skin health / treatments currently in Australia?
· What do you think are the greatest challenges around skin health / treatments currently in Australia?
· Do you think skin therapy could be effective or beneficial in Australian health care?

Questions asked to physiotherapists/oedema specialists
· Is a referral required?
· Are all physiotherapists also oedema specialists?
· Do you see a lot of patients with secondary lymphoedema following melanoma surgery?
· Do you provide preventive education? 
· Do you work closely with other disciplines?
· What do you think are the greatest strengths around skin health / treatments currently in Australia?
· What do you think are the greatest challenges around skin health / treatments currently in Australia?
· Do you think skin therapy could be effective or beneficial in Australian health care?



0. [bookmark: _Toc231798701]Motivation
Australia has a severe shortage of dermatologists and this a big problem. Australia has one of the highest rates and mortality of skin cancer in the world which is alarming. Melanoma has directly affected 10.684 people’s lives in 2005 with 1.272 dying from this form of cancer.
According to the Australian Institute of Health and Welfare (AIHW) an increase of at least 392 new melanoma cases per year will occur until 2010, due to the ageing population (AIHW, 2008). 
Melanoma has a strong tendency for lymphatic metastases. Bearing this in mind and assessing the melanoma by its thickness a treatment plan is made. More than once this treatment includes excision of lymph nodes.

Strikingly, in interviews with plastic surgeons, dermatologists, an oncology nurse and melanoma patients, it was found that there is not necessarily any follow up for melanoma patients with regard to secondary lymphoedema occurrence. A follow up only occurs when the patient specifically ask for it or are in obvious need of it. The question was who provided patients with education about the resulting life changing adjustments? Where do the patients go if they get lymphoedema after a few weeks, months or years? Do patients know what complications may arise and how to best prevent them? Who provides compression stockings or manual lymph drainage? Who treats the obstructive scar tissue that may occur? Who keeps a close watch on these patients’ skin?

The advantage of skin therapy is that therapists can offer total care to patients, until they are independent of health care workers and can manage through self-care. In the Netherlands skin therapy is proven to be very beneficial for a great number of patients with skin and other health problems.  

But where can the Australian patients with lymphoedema go? How can this situation be addressed? These are both valid questions that I believe can be partially addressed by registering skin therapy as an allied health profession in Australia.
Throughout this research project I will explore the limits and benefits of introducing skin therapy in Australian health care. This will be explored for the state of Victoria in the southern part of Australia.
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In this chapter an explanation is given of the curriculum and domain of a skin therapist followed by an overview of each of the main topics that is outlined in this research project. And this chapter will close with answers on the sub questions. These answers are substantiated with literature findings, tables and diagrams.

0. [bookmark: _Toc231798703]Skin Therapy
Skin therapy is a part of the Dutch health care profession and, was introduced into the Netherlands in the early 1980s. A skin therapist works independently but in a multidisciplinary setting. Skin therapy is a four-year Bachelor of Health Degree at the University of Applied Science in Utrecht, the Netherlands. Recognised by Dutch Law as a paramedical profession, a skin therapist must be registered and can work in primary and secondary health care throughout the Netherlands. Treatment is covered under some health insurance schemes. 
Skin therapy was developed to complement the work of the specialist and ongoing patient care. The aim of a skin therapist is to prevent, manage or cure a skin disorders or conditions.

The skin therapist in the Netherlands
In the Netherlands the skin therapist is recognised as a ‘ paramedical profession’ by Dutch law. The term skin therapist is protected by this law and is reserved for those who have the qualifications described by the Individual Health Care Professionals Act.

Table 1: The Dutch Paramedical Professions. 



These professions shown in table 1, are listed in the register of the Individual Health Care Professionals Act and the may carry out the role of the legally protected term.
The Act concerns the quality of care and protection provided to patients and provides a register of health care professionals which is named the BIG register (Ministery of Health, Welfare and Sports, 2001).


0. [bookmark: _Toc231798704]Profession capacity 
Core Bachelor qualifications of the skin therapy curriculum covers a wide range of specialties in which the future skin therapist must qualify to participate in the field of allied health professionals.
· The bachelor degree qualification works on professional expertise in the skin therapists.
· The study applies skills based upon integration of multidisciplinary knowledge.
Theoretical knowledge for the skin therapists is gained not only by books but also by lectures. These lectures are given by: dermatologist, neurologist, psychologist, medical radiologist, general practitioners, physiotherapists and experienced skin therapists.
· The University applies Evidence Based Practice and Best Practice (science based) skills.
· The skin therapist is able to apply skills in different professional settings
This qualification is gained by essential internships in different settings chosen by the student and approved by the University of Applied Science. The student must approach the setting individual and, if is necessary must undergo interviews.
· A skin therapist is able to develop new therapeutic methods and procedures.
· Skin therapist is able to apply professional methods and standards (problem solving methods).
· A skin therapist works systematically and reflective.  
· A skin therapist has social and communicative skills.
These skills should not be underestimated. Social and communicative skills are of high importance for communication with their patients and equal communication with medical practitioners. 
· The study elaborates on basic management skills.
· The study demonstrates social responsibility.
These skills are needed to be able to independently act on treatment. The patients are usually referred by a physician. Only in cases of risk bearing interventions (conditioned medical interventions, i.e. injections) supervision of a physician is necessary (University of Applied Science, Faculty of Healthcare, 2009).

Skin therapists are expert in:
· Examination of patients in order to establish the degree of injury.    
· Disablements or handicaps as a result of oedema.
· Drawing up plans of skin therapeutical treatment.
· Treating patients on referral from a physician in order to eliminate, reduce or prevent the effects of skin and underlying disorders by means of scar tissue treatment, lymphoedema therapy, compression bandage and garment measuring,
· Advising, instructing and informing individuals and groups of patients in order to support self-care with respect to the effects of skin problems.

Based on the main topics covering this research project, melanoma and post operative lymphoedema an extract of the lesson material is given. The study material presented here is the most explicit feature of the skin therapy Bachelor degree when speaking of melanoma and secondary lymphoedema.

· Anatomy, Physiology, Pathology, Dermatology, Surgery:
· Function and structure of the skin, milieu interior, tissue-, cells, Lymph nodes, lymphatic system, lymph vasomotor activity.
· Oncology, recognising tumour specifics, vascular-, lymph diseases, infection prevention and resistant.   
· Pathogenesis, diagnostics, therapies, surgical techniques, lymph node dissection. Familiar with main founders of the manual lymph drainage technique. Developed by Emil Vodder in 1936 and is improved by Dr. Asdonk 1965. Also knowledge about the Complete Decongestive Therapy developed by Dr. Foldï and extended by Casley-Smith (W.E. DeTurk, 2004) (Verdonk, 2000).

· Oedema therapy, Ambulant compression therapy, Exercise therapy:
· Classifications and staging oedema, clinical examination, bandaging techniques, measuring fitting garment, lymph taping, indication – contra indications, pressure classification, limb movements and self-management education about exercise.

· General skin therapy:
· Inspection of skin, hygiene, anamnesis, diagnosis, treatment planning, treatment application, evaluation of treatment, advising- educating patients.

A skin therapist educates the patient about appropriate skin care and, self management and also treats the actual condition. Possible treatments in regards to post-melanoma patients may include: skin care and close monitoring for possible new lesions. And if indicated: manual lymph drainage , compression therapy, scar tissue therapy, medical compress stockings, exercise, and education in self-management and skin care (University of Applied Science, Faculty of Healthcare, 2009).

When discussing secondary lymphoedema in post operative melanoma patients, some process has obviously occurred before this lymphoedema could develop. What exactly is melanoma, its treatment and, what can happen after treatment will be specified in the next paragraphs.  



0. [bookmark: _Toc231798705]Melanoma 
Melanoma of the skin is a malignant tumour derived from epidermal melanocytes. Melanoma can develop in several forms, stages and thicknesses.
This research project will cover those forms of cutaneous melanoma with invasive growth such as superficial melanoma, nodular, and lentigo maligna melanoma.

Early detection is crucial and treatment consists of total excision of the lesion, re-excision and more than once excision of the surrounding lymph nodes.

The main purpose of any follow-up after melanoma is to provide early detection of possible recurrences. Who is responsible for this follow-up and where it should take place is not clear from the literature. The general message is that patients should check their own skin regularly for any possible recurrences and consult a dermatologist with any concerns. Approximately 75% of people detect their own recurrences (Australian Cancer Network, 2008). Early detection and thorough self-examination will not only reduce frequent follow-up visits but also has economic benefits (Anne Brecht Francken, 2007). However, guidance and education about self examination is necessary.
0. [bookmark: _Toc231798706]Melanoma, the biopsy and its metastatic progress
For an accurate prognosis of melanoma not only is the age of the patient and the location on the body, diameter of the initial tumour, colour or shape of the melanoma of absolute importance but also the Breslow thickness (Breslow, 1970) and the stage of melanoma classified by Clark et al (Clark, 1969). Doctor Alexander Breslow developed a theory based on research in early 1970 covering the prognosis of melanoma measured by its thickness. The measuring has to be accurate from the top layer till the bottom layer of the tumour. The deeper the tumour has grown the more likely it will or has spread to the lymphatic system (Breslow, 1970) (Australian Cancer Network, 2008). 
Doctor Wallace H. Clark described levels of invasion of the melanoma tumour. These levels were developed after thorough research of the histological factors in melanoma. Levels one till five describes in what layer of the skin the tumour is confined (V.J. McGovern, 1973). Both of these tumour specifics are still used today for accurate prognoses.
The first step taken for treatment is wide excision of the tumour with an 1 – 3 mm margin. When the pathologist has preformed histological research a re-excision will occur. For the people suspected with lymph node metastasis (depending on the aspects given above) a sentinel lymph node biopsy will take place (National Comprehensive Cancer Network , 2009). The sentinel lymph node biopsy will be discussed further in this chapter. 
The stage of melanoma, and levels of invasion, are in direct correlation with the prognosis of melanoma. It is seen on the image of Clark (Clark, 1969) how these levels infiltrate the human skin. The crucial point of the image is that it is easy to see the impact of the melanoma tumour on the lymphatic vessels which are present in the skin layers. 
As soon as the melanoma reaches level 2, the papillary dermis level, small narrow lymph vessels are already involved in the cancer process. All patients with invasive melanoma are at risk for metastasis to the regional lymph nodes (Australian Cancer Network, 2008).

Level 1: Intra Epidermal Level 
· Tumour confined to epidermis. 
Level 2: Papillary Dermis
· Tumour invading the papillary layer.  
Level 3: Papillary Reticular Interface Level
· Tumour filling and expanding the papillary dermis and impinging upon interface between the papillary and reticular layers. 
Level 4: Reticular Dermis Level 
· Tumour penetrating into reticular layer of dermis. 
Level 5: Subcutaneous Fat Level 
· Tumour invading hypoderm.  

Illustration 1: Five Levels of melanoma tumour invasion according to Clark.


(V.J. McGovern, 1973)

With the Breslow thickness the risk of lymphatic metastasis is measured from top till bottom layer of the melanoma tumour.
· For thin melanomas, thinner than 0.75 mm, the metastasis is rare. 
· Melanoma that reached 0.75 – 1.0 mm in thickness have a 5% change for lymphatic node metastasis.
· Melanoma with 1.0 – 4.0 mm in thickness have a risk starting with 8% and rising till 30%.
· Melanoma with the tumour thicker than 4.0 mm have a risk of about 40% for lymphatic node metastasis (Australian Cancer Network, 2008).

This data along with other information, will help determine a treatment plan and whether or not a total lymph node clearance will need to be performed. 
According to Hayes (Hayes, 2008) axillary lymph node dissection for the treatment of melanoma is more extensive than for breast carcinoma. This is based on the amount of lymph nodes removed, which are usually more with melanoma than with breast cancer. This research also noted that it is difficult to compare studies because of the many differences in lymphoedema classifications (Hayes, 2008). 

The Sentinel Lymph Node Procedure:
The sentinel lymph node procedure was developed by Morton (Morton,1992) as a minimal invasive surgical alternative (Andrea Fernandes de Oliveira, 2007). 
In regard of lymph vessels and lymph nodes mentioned should be that in particular the sentinel lymph node(s) are the first site of melanoma dissemination. The status of the sentinel lymph node is the most prognostic factor (National Comprehensive Cancer Network , 2009).This sentinel node is found by an injection of radioactive blue dye in the primary tumour. This dye travels through the lymphatic vessels to the ‘sentinel’ node, and with this the first lymph node to which the primary tumour drains is found. After removing this sentinel node pathalogical examination will be preformed (Australian Cancer Network, 2008). An exact standard location of the sentinel lymph node unpredictable and assumed is that this location is different with each individual. However, it is known that if the primary tumour is present in the centre of the torso, more sentinel lymph nodes may occur. Also primary tumours of the head and neck region regularly drain to more than one area of the cervical node field. Again here the stage and the Breslow thickness of the primary tumour is of importance. Thicker tumour will have a higher risk of positive sentinel lymph nodes and a distant metastasis (Australian Cancer Network, 2008).

Total Lymph Node Clearance: 
The current guideline in case of lymphadenopathy in melanoma is total lymph node clearance. This will also be the appropriate treatment when the sentinel lymph node appears to be positive (Australian Cancer Network, 2008) (National Comprehensive Cancer Network , 2009).
Based on the fact that lymph nodes are partially or totally removed, these patients are at high risk for developing secondary lymphoedema in weeks, months or even years after their surgery. There are several discussions on whether there is more post operative lymphoedema with complete lymph node dissection or with the sentinel lymph node procedure (David A. Wrone, 2000). In the observation research of David A. Wrone et al they reported that sentinel lymph node biopsy can be complicated by mild and moderate degrees of lymphoedema.  The classification of lymphoedema in this research is as following. Mild: only visible to a physician, Moderate: visible for physician and the patient, Severe: disabeling (David A. Wrone, 2000).



According to the Clinical Practice Guidelines for the Management of Melanoma in Australia and New Zealand a recommendation of good practice points is given (chapter 12.3 page 84 Australian Cancer Network, 2008)
· Total lymph node clearance includes a full level ( I to III) in the axilla. 
· Total clearance in the neck may include a dissection of superficial parotidectomy.
· Inguinal node metastasis should be considered for clearance of the intra-pelvic iliac and obturator nodes when staging investigation demonstrates evidence of involvement.
· Elective clearance of the pelvic nodes should be considered when there is gross macroscopic disease in the inguinal node field or there are three or more histological positive nodes below the level of the inguinal ligament.

In the Clinical Practice Guideline for management melanoma in Australia and New Zealand (Australian Cancer Network, 2008) a classification and staging melanoma list is accomplished by the American Joint Committee on Cancer and the International Union Against Cancer. These guidelines are used in the tumour and lymph node metastasis classification. The table of these guidelines is attached in 
appendix I. Additional the Practice Guidelines in Oncology melanoma (National Comprehensive Cancer Network , 2009) have recommended an practice approach for suspicious pigmented lesions. This approach is attached in appendix II. 
0. [bookmark: _Toc231798707]Secondary Lymphoedema 
The lymphatic system is present in the entire body. It consists of protein rich fluid and is an indispensable part of the subcutaneous tissue.
Lymphoedema is defined as an accumulation of excess fluid in the body caused by obstruction of the lymphatic drainage mechanism (Preston NJ, 2008).
The excess of this protein-rich fluid is due to obstruction or trauma accumulating in the intercellular space of the tissue. This will cause several complaints such as pain, swelling, tightness and a disfiguring look. Because of its chronic progress, attention should be given to those who suffer from this illness. Untreated lymphoedema can cause serious debilitation and be a burden for the patient’s daily activities.
Lymph nodes cover organs and are relatively superficial in some parts of the body. Lymphoedema can be separated in two classes: primary and secondary. 
Primary lymphoedema occurs when the lymphatic system is not completely developed, lymph vessels are too narrow, too dilated or do not pump properly. 
Secondary lymphoedema may be caused after accident related trauma, infections, and parasites such as filarial worm, radiotherapy, surgery and cancer.
This research project will cover the secondary lymphoedema that develops post operative due to melanoma. When discussing these health occurrences, it should be taken into account that the melanoma and appearance of secondary lymphoedema are being reviewed in the state of Victoria, Australia  
Australia has the highest rates of skin cancer in the world: more than 10,684 people were diagnosed with melanoma in 2005. 
Melanoma incidence in Victoria is 1.895 people a year according to the figures from 2005, this is about 40% of all reported cancers in Victoria (National Cancer Statistics Clearing House, AIHW., 2008).
0. [bookmark: _Toc231798708]What kind of follow up is there currently available for post operative melanoma patients in Victoria, Australia?
In Victoria there are 144 public hospital and 144 private hospitals. Victoria has 35 oncology units in their public hospitals (Australian Government Health and Ageing, 2008).
In the Clinical Practice Guidelines for the management of melanoma it is mentioned that there are no standards or protocols that are reliable for the follow up of melanoma patients. Initially the follow up is important to detect early recurrences of melanoma, subsequently the quality of life is measured (Australian Cancer Network, 2008). 

The follow up recommendations according to Clinical Practice Guidelines for the Management of Melanoma are all based on the consistent observation that about 80% of recurrence develop in the first 3 years (Dicker, 1999)
Stage I melanoma:
· 6 monthly intervals for 5 years and yearly thereafter. 
Stage II and III melanoma:
· 3 monthly or 4 monthly intervals for 5 years and yearly thereafter. All with ultrasound examination of regional lymph nodes (Australian Cancer Network, 2008).

Unfortunately these recommendations do not specify for how long the ‘yearly thereafter’ should be.

The follow up recommendations according to the Clinical Practice Guidelines in Oncology suggest the following:
Stage I melanoma:
· Every 3 – 12 months for 5 years than annually as clinically indicated. At least annual skin exam for life and educate patient in monthly self skin and lymph node examination.
Stage II and III melanoma:
· Every 3 – 6 months every 2 years, then every 3 – 12 months for 3 years. Then annually thereafter as clinically indicated.

These recommendations also suggest that the follow up care should be 5 to 10 years or even a life time. This suggestion is based upon a study that report that melanoma recurrence can still happen after 10 years (Crowley, 1990). However, the cost effectiveness of this should be measured (National Comprehensive Cancer Network , 2009). Another review also recommends a life-long surveillance because of the life time risk that these melanoma patients have (DiFronzo, 2000)





Additionally, they suggest that it is of absolute importance that the patients themselves perform self examination after they have been instructed carefully how they should perform those skin checks. Patients should be informed of the importance of these skin checks and they should be encouraged to seek medical help when a suspicious lesion occurs. 

The follow up recommendations according to Patient Management Framework, Skin Tumour Stream Melanoma are.
Melanoma less than 1 mm in thickness:
· Every 4 – 6 months for 2 years
Melanoma more than 1 mm in thickness:
· Every 3 – 4 months for 2 years and every 6 months for 5 years and lifelong yearly thereafter 
This report also suggests that patient self-examination is essential (Metropolitan Health and Aged Care Services Division, 2006).

Lymphoedema follow up 
Currently there are no Australian standards established for the treatment of lymphoedema (Medical Services Advisory Committee, 2006). Victorian dermatologists and plastic surgeons refer their patients to a physiotherapist if the patient complains about the burden of swelling. Medical specialists usually let patients recover for approximately three months before they refer them to a lymphoedema service. This is because the initial post operative swelling will de-crease within 3 months, and thus only the remaining swelling is indicated for treatment. However, early diagnosis and treatment is of high importance in regard to suspicion of secondary lymphoedema. Lymphoedema is known for its  chronic progress and only a combination of different therapies, such as manual lymph drainage in combination with compression garment and self management, will give positive results (Verdonk, 2000) (W.E. DeTurk, 2004). According to the review of lymphoedema services in Victoria, there is a lack of evidence in the form of randomised,controlled trails and methodological limitations in terms of sample sizes to support the results of these combination therapies (Enhancement, 2005) (McCallin, 2005). Nevertheless it is the recommended therapy of the International Society of Lymphology (International Society of Lymphology, 2003). 
There are several specialists that can make a lymphoedema diagnosis. The disciplines which are involved with this are scheduled in table 2.
Lymphoedema is under diagnosed in Australia, this probably because it has various external forms which are not immediately recognised (Medical Services Advisory Committee, 2006).  




 Table 2: Profession and background of those making lymphoedema diagnoses.

(Enhancement, 2005)

According to the review of lymphoedema services in Victoria and, seen in table 2, the majority of practitioners involved in lymphoedema diagnoses are medical specialists, surgeons and oncologists. 

Australia has a huge land mass with concentrated centers of the population mainly along the eastern coast. It can be difficult for patients to have consistent specialty care particularly if the live out of the metropolitan regions. The public hospitals in Victoria have physiotherapy departments where there are treatments for a great variety of patients. Most physiotherapists work in private clinics spread out across Melbourne and other cities in Victoria.

In the review of Enhancement (2005) 55% of the 300 respondents had treatments in private clinics and 44% in public clinics. Those treatments consist of at least two of the following: consultation, education, exercises, manual lymph drainage, bandaging, garment prescription and fitting, emotional support, antibiotics, laser therapy, naturopathy, lymphavision® and hydrotherapy.

A specialized treatment for managing lymphoedema in Australia is called the Complex Physical Therapy. It has been developed by John and Judith Casley-Smit and it is comparable to the European Protocol of Complete Decongestive Therapy. The Complex Physical Therapy includes manual lymph drainage, skin care, compression bandage, compression garment and special lymph exercise.
With this five step approach a reduction of the lymphoedema will occur. Casley-Smith developed the most crucial aspect of the lymphoedema treatment: self-management. Because of the vast amount rural areas and relatively few lymphoedema therapists it is most vitally important to educate the patient and/or family members how to manage their illness.
Casley-Smith has described three phases of physical combination treatment with the main goal to remove excess protein rich fluid out of tissue.
Phase one: intensive
The patient receives treatment five days a week which includes manual lymph drainage massage, compression wrapping, education and instruction about self management, skin care and other elements of a home program. The number of treatments will adjust according to the results of treatments.
Phase two: stabilizing 
When having reached the maximum result, with no more reduction of the swelling, the patient will receive a compression garment that has to be worn every day. As such the home self-care program starts. The patient and/or family members are required to perform self-lymph drainage, skin care guidelines and exercise every day.
Phase three: maintenance 
This phase is focused on ‘getting on with life’. Patients should remain aware of their lymphoedema, but it should not be the main focus in their life. The oedema can be measured to keep it in control. (CLT Courses)     






0. [bookmark: _Toc231798709]What is the incidence of secondary lymphoedema of post-operative melanoma patients in Victoria, Australia?
The most recent reliable numbers concerning the number of people diagnosed with melanoma are published 2005. The melanoma incidence in Victoria of 2005 was 1.895 people (AIHW, 2005). In 2005 Victoria had a population of 5.022.346 people (Australian Bureau of Statistics , 2009). The exact incidence and prevalence of secondary lymphoedema in Victoria is unknown, however with other statistics an indication can be estimated.

Overall 20% of post surgery melanoma survivors will experience secondary lymphoedema, this should equal 379 people a year if all these diagnosed people would undergo lymph node dissection (Hayes, 2008). There is a possible certainty that all these diagnosed people had a biopsy and a possible re-excision of the primary tumour. However, it is difficult to estimate the amount of people had total lymph node clearance or sentinel lymph node biopsy. This because there are so many factors involved that influence the eventually chosen treatment as is described in paragraph 3.4.
The Lymphoedema Association Victoria currently has around 600 lymphoedema members that follow a self-help program (Lymphoedema Association of Victoria Inc.). 
The number of people that are diagnosed with melanoma is still growing in Victoria, there are more cancer survivors and therefore people at risk for developing secondary lymphoedema will likely also increase.
Because of the differences in studies concerning the lymphoedema definition and severity, there is not a reliable number of incidence. However there is a review (Hayes, 2008) that has rates obtained from a prospectively designed trail using limb circumference to determine secondary lymphoedema. The measurement took place 51-59 weeks post surgery. With inguinal surgery for the treatment of melanoma the incidence of secondary lymphoedema was 18% and for axillary surgery the incidence was 9% (Hayes, 2008).


Table  3: Secondary lymphoedema incidence after different cancer types. 
 
(North Eastern Metropolitan Breast Services Enhancement, 2005)

In the review of Lymphoedema Services in Victoria (Enhancement,2005) the above graph, table 3, was based on a number of respondents to a survey. The total number of respondents was 165 people (100%) fourteen people (8,5%) suffered from lymphoedema after melanoma treatment. All response was conducted through a questionnaire. These questionnaires were send to members of the Lymphoedema Association of Victoria, other lymphoedema support groups, lymphoedema clinics, people attending lymphoedema related sessions and, provided by breast care nurses (North Eastern Metropolitan Breast Services Enhancement, 2005).

0. [bookmark: _Toc231798710]Which medical or allied health professional is responsible for the treatment of secondary lymphoedema?
In Australia, an overview of the diagnosis and management of lymphoedema is included in the curricula of some of the colleges of nursing, occupational therapy and physiotherapy and the schools of medicine. Access to post graduate continuing education about lymphoedema appears to be limited. Mostly the training in lymphoedema therapy exist of short intensive classes in hospital based departments and large lymphoedema clinics (Medical Services Advisory Committee, 2006).

The review of Lymphoedema Services in Victoria (Enhancement, 2005) also inquired on the kind of discipline that helped the patient with their burden of disease. A total of 319 people responded to this survey questions. The answers are listed in table 4.

Table 4: A total of 319 respondents receiving treatment of various therapists.

(Enhancement, 2005)

As seen in the table 4 most consumers reported that they received their lymphoedema treatment from a physiotherapist. What exactly was the content of these lymphoedema treatments is not specified in the review. Interestingly, the respondents expressed dissatisfaction with the lack of knowledge of their therapists. This can possible result in delayed diagnose and lacking in the quality of treatment (Enhancement, 2005).
There are currently around 40 lymphoedema services across Victoria (Enhancement, 2005).  According to the report of the Garment Review Information Project (Victorian Government, Mercy Hospital, 2006), 59% people suffering from secondary lymphoedema in Victoria are treated by several specialist. These are mostly physiotherapists (57%), occupational therapists (9%), nurses (5%) and 29% did not specify who they received treatment from. 


Table 5: Review summarised 



In table 5 the two reviews are represented as a percentage of the total. The respondents answered a questionnaire regarding which allied health professional helped them with their lymphoedema problems. The red bar represents the Review of Research Evidence on Secondary Lymphoedema, Enhancement (2005) with a total of 319 respondents. The blue bar represents the Garment Review Information Project (2006) with a total of 536 respondents. The final and green bar represents the average of these two reviews. It is easy to see that physiotherapists are providing the most care for lymphoedema patients. 

According to the Review of Diagnosis, Prevention and Treatment of Lymphoedema in Australia (Medical Services Advisory Committee, 2006), General Practitioners (GPs) are often the initial source of information for patients when diagnosed with or suspected of having lymphoedema. As with many other medical specialists, GPs also have high patient loads. The review also discussed the fact that appropriate funding was necessary to train nurses to provide the necessary education and treatment guidance for patients. This training could address the existing shortage of lymphoedema services in rural areas and, help reduce the patient load of the GPs. 




[bookmark: _Toc231798711]Interview results
Open interviews took place with pre-selected individuals. The interviewees were selected on their profession. The interviews took place over the phone, via email and face to face.

Dermatologists approached for this research project where working in Melbourne, Victoria mostly in hospital based settings. These interviews were conducted face to face.

	Interview findings dermatologists
	

	Who refers patients to you?

	Only GPs.

	What is the main problem most
patients come with?

	40% acne ,psoriases, eczema and other. 60% skin cancer. 

	Do you provide preventive education?

	No usually not.

	Do you develop patient treatment plan?

	No, we prescribe medication or refer the patient.

	Do you work closely with other medical
disciplines?

	Yes, GPs and plastic surgeons.

	What do you think are the greatest strengths
around skin health / treatments currently in Australia?

	The quality that is offered and the knowledge of dermatologist is of high standard.

	What do you think are the greatest challenges
around skin health / treatments currently in Australia?

	Large workload for dermatologists, ageing of population, more skin cancer.
 Access to service. Especially speed list surgery dermatology. Big problems in rural areas.

	Do you think skin therapy could be effective or
beneficial in Australian health care?


	Yes. For assistance. Also possibility in the rural areas. 
Could perform biopsies under supervision (not melanoma). Long term education and therapy would be very useful.





Plastic surgeons that have been approached for this research project who work in hospitals based in Melbourne, Victoria. These interviews took were conducted face to face.


	Interview findings plastic surgeons
	

	Who refers patients to you?

	Mostly dermatologists, GPs.

	Which allied health profession / therapist do you commonly refer patients with skin conditions to?

	Physiotherapist for scar tissue treatment by muscle movement, oedema treatment when necessary. Occupational therapist for silicone bandage regarding scars.

	Do you provide preventive education?

	Yes sometimes.

	What do you think are the greatest strengths around skin health / treatments currently in Australia?

	High standards and qualities of medical disciplines.

	Do you think skin therapy could be effective or beneficial in Australian health care?

	Yes they can provide preventive education and self- management education.

	
	





Nurses approached for this research project were working in Cancer Centres and public hospitals. These interviews were conducted face to face, by phone and via email.



	Interview findings nurses
	

	Are there nurses specialised in skin related nursing?

	Some nurses. There is a bachelor degree in nursing which takes three years, and then you can specialize. There is no specific dermatology education, you do have wound care/burns specialists.


	Do you provide preventive education?
	Yes we do that a lot.

	
Do you work closely with other medical disciplines?

	Yes we work very closely with medical disciplines and we provide guidance for the patients.

	What do you think are the greatest strengths around skin health / treatments currently in Australia?

	Exploring many options for treatment all to benefit the patient. Huge variety in medical disciplines in the large medical centres. Large research in prevention, early detection, trails of novel therapies to treat. Also the new legislation regarding solaria use for young people. 


	What do you think are the greatest challenges around skin health / treatments currently in Australia?

	So few dermatologists. Educating individuals about being familiar with your skin, detect change early. People continue to believe it will never be them.  The rural areas, patients must be reviewed earlier. Management of some conditions must be provided locally but there is need for treatment facilities locally too.


	Do you think skin therapy could be effective or beneficial in Australian health care?

	Yes absolutely, you can encourage people to seek treatment if it is necessary. People call from rural areas that they are not sure if they need treatment. A skin therapist nearby who can consult together with medical specialist would be beneficial.
Preventive and self care education will be very effective too.
It’s not always the more the better, but additional support (qualified individuals) to dermatologist and any enhancement on current skin clinics status is good. 






Physiotherapists and oedema specialists approached for this research project were based at Cancer Centres, private practice and public hospitals. These interviews were conducted via email. 

	

Interview findings physiotherapists/oedema specialists
	

	Do you need a referral as a physiotherapist?
	Within the community physiotherapist we are primary practitioners. We do not need a referral to see a patient, however it is often helpful. In hospital based settings a medical referral is required.


	Are all physiotherapists also oedema specialists?

	Physiotherapist only introductory sessions about lymphoedema. Within Australia Lymphoedema therapist can be either a physio, occupational therapist of division one nurse. Therapist need to have completed at least a level one lymphoedema course which is normally at 6 day course. The courses are normally run by hospitals or organizations depending on the state. Some physiotherapists have completed the Vodder Training Course.


	Do you see a lot of patients with secondary lymphoedema following melanoma surgery?
	Quite a few patients with lymphoedema following melanoma surgery. I see patients with arm lymphoedema following axillary dissection or intermittently sentinel node lymph biopsy. I also see patients with leg oedema following groin dissection associated with their surgery. However most of the caseload covers post breast cancer patients.


	
Do you provide preventive education?
	Education and skin care, exercises, manual lymphatic drainage and compression garments. All new clients receive education sessions and are instructed in self management skills when possible.


	
Do you work closely with other disciplines?

	Medical team (surgeons), social workers, nursing staff and other allied health therapist.


	What do you think are the greatest strengths around skin health / treatments currently in Australia?

	Funding assistance with the compression garments in Australia. Excellent public health programs about skin cancer prevention, good community awareness. Lower awareness about lymphoedema, but much energy is going into improving this situation. 


	
What do you think are the greatest challenges around skin health / treatments currently in Australia?

	I think the challenges are the lack of practitioners to treat patients.
Perhaps it is focused on cancer treatment and other conditions that can be prevented or for which risk can be minimized are not so well understood.


	Do you think skin therapy could be effective or beneficial in the Australian health care?

	They may have a complementary role to play in health in Australia in the future.




The interview findings are selected on their relevance to this research project. This means that significantly related answers and explanations were used in this chapter. 
As expected the majority mention the rural areas as greatest challenge around skin health and treatments in Australia. The interviewees mentioned the skin cancer prevention programs and awareness creation around skin cancer the greatest strengths in Australian health care.  
All respondents work closely with other disciplines or receive referral from another discipline. Interestingly, in general there is a curiosity in the work of a skin therapist and would think it could be beneficial in some way in Australia.




[bookmark: _Toc231798712]Discussion
In this chapter literature findings and interview finding will be discussed. This together with a critical analysis of this research project.

In Victoria an all of Australia there are hardly enough dermatologist that can cope with general services, let alone with the majority of skin cancer. Australia has the highest rates of skin cancer in the world: more than 10,684 people were diagnosed with melanoma in 2005. Melanoma incidence in Victoria is 1.895 people a year according to the figures from 2005, this is about 40% of all reported cancers in Victoria (National Cancer Statistics Clearing House, AIHW., 2008).
Melanoma and its growing process frequently involves lymphatic metastasis unless diagnosed and treated early. If the melanoma tumour has a prognosis of metastasis to the lymph nodes, the current guideline is to perform a sentinel lymph node biopsy and/or regional lymph node dissection. These treatments may result in lymphoedema in days, weeks or even years after initial treatments.
The current lymphoedema treatment and management in Australia were reviewed and appear to be of average quality, but lacking in a few services.
In the Review of Diagnosis, Prevention and Treatment of Lymphoedema in Australia (Medical Services Advisory Committee, 2006) a range of gaps where identified in relation to service delivery:
· Lack of uniformity of treatment.
· Lack of access to professionals with appropriate expertise.
· Lack of health insurance rebates.
· Lack of access to expert care in rural areas.
· Lack of coordinated approach to the management of lymphoedema.

The current treatments of lymphoedema in Victoria are above average in their service (Hayes, 2008) (Enhancement, 2005). Nonetheless, the Lymphoedema Association Victoria has found that there is too little public funding of physical therapy services and there is a lack of appropriately trained therapists to provide lymph-oedema services. Special attention is needed for the rural and remote areas. (Medical Services Advisory Committee, 2006). 

In the interview results it appears that the rural areas and the lack of practitioners are the greatest challenge for current health treatments in Australia. They point out that the quality of health care is high.  One of the interviewed nurses mentioned: ‘people continue to believe it will never be them’ and ‘patients must be reviewed earlier’. These results match with the found literature. 
All interviewees answered positive to the last question: ‘Do you think skin therapy could be effective or beneficial in Australian health care?’. Also dermatologist suggested that ‘long term education and skin therapy could be beneficial’.  The questions where set up only with regard to the profession skin therapy. No economical factors or Australian Government requirements in regard to allied health practitioners were taken into account. 

Creating awareness about skin cancer has already been operating since early 1980s. Awareness and behaviour changes have been perceived various times by the Cancer Council Victoria (Cancer Council Australia, Australasian College of Dermatologists, 2008). Awareness covering secondary lymphoedema is limited (Enhancement, 2005). However, it should be taken into account that more sentinel lymph node biopsies are being preformed which will likely reduce the burden of post-operative lymphoedema.
Still, these patients need to be informed about complications that can possibly arise and how to recognise these complications. Attention should also be focused on skin care and hygiene. This is most important for wound prevention which can cause severe infections. These infections and their influence on the human body have not been reviewed in this research project.
Self-examination of the skin should be accurate for possible recurrence of melanoma. Patients and their family need to be educated about the appropriate way for self-examination.

A possibility for skin therapists to help address the often under diagnosis of secondary lymph-oedema could be the following strategy:
· Education before the operation for the treatment of melanoma. 
· Education after treatment of melanoma.
· Focused on self-examination in regard to new melanoma: 
· skin care and hygiene,
· recognition of possible lymphoedema. 

When lymphoedema has been diagnosed the skin therapist can provide treatments and ongoing care.





[bookmark: _Toc231798713]Conclusion
To draw a final conclusion all the sub questions are answered shortly below. The main question will be the closure of this chapter.
 
· What kind of post-operative follow up is there currently available in Victoria  for post-melanoma patients?
All the post operative guidelines for follow up after treated melanoma are about the same. All suggest every few months for 5 years and yearly thereafter. All suggest patient self-examination is essential and lifelong surveillance is recommended. Patients need to be advised carefully about the self examination and, need to be encouraged to seek medical help when a suspicious lesion occurs.  
There is no Australian Standard in regard to lymphoedema follow up. Patients will be referred when complaining about increasing swelling. General Practitioners (GPs) are often the initial source of information for the patients when diagnosed or suspected with lymphoedema (Enhancement, 2005). As most medical specialists GPs suffer from a high workload. The review also discussed the fact that appropriate funding was necessary to train nurses to provide the necessary education and treatment guidance for patients. This training could address the existing shortage of lymphoedema services in rural areas and, help reduce the patient load of the GPs. This is an possibility for the skin therapist to reduce the patient load of the GPs by assisting with diagnose and providing the education and further management. There will be no need for additional training as they plan to do for the nurses. The advantage of skin therapists is that they can act independently and are acquainted with the education and treatment guidance. 
Providing education for patients should not be underestimated.

· What is the incidence of secondary lymphoedema of ex-melanoma patients in Victoria Australia?
The most reliable incidence of melanoma patients in Victoria are 1.895 diagnosed people in 2005. The incidence of lymphoedema is very difficult to determine and no number or percentage is known at this point. However, according to the review of Hayes (Hayes, 2008) 20% of the post melanoma patients will suffer from lymphoedema.

· Which medical or allied health professional is responsible for the treatment of secondary lymphoedema?
In Victoria most patients are treated by physiotherapists. The therapy consisted frequently of more than one component which is called the Complex Physical Therapy developed by Casley-Smith. This therapy is derived from the Foldï Complete Decongestive Therapy. This form of therapy, is a perfect example of where the skin therapist could provide support in Victoria, because the skin therapist is acquainted with this form of therapy. A skin therapist educates the patient about appropriate skin care and, self management and also treats the actual condition. Possible treatments in regards to post-melanoma patients may include: skin care and close monitoring for possible new lesions. And if indicated: manual lymph drainage , compression therapy bandage, compression garment, and skin care (University of Applied Science, Faculty of Healthcare, 2009). The skin therapist already has this knowledge and can not only provide patient education but can also treat the actual conditions.

· Assess the value of introducing the Dutch profession of Skin Therapy specifically for post operative melanoma patients with secondary lymphoedema, in the State Victoria Australia.
Additionally for the post-operative melanoma patient a skin therapist can provide preventive education in regard to sun related factors. The skin therapist has an understanding of the pathogenesis of skin cancer and this adds further benefits to using skin therapists for providing education. 
When discussing secondary lymphoedema in post-operative melanoma patients, the skin therapist has the advantage of knowledge of both melanoma and lymphoedema.
Skin therapy could bring an added value for post operative melanoma patients with secondary lympoedema. This because of the combination of knowledge in regard to lymphoedema, skin, skin cancer, working independently but also multidisciplinary and the high quality of providing (preventive) education. 
Skin therapy could fill the gap between post-operative and follow up care. There the skin therapist can provide preventive education about the possibility of lymph-oedema occurence, how to recognise and where the patients can go. The skin therapist can travel to rural areas to inspect patients, provide education and give treatments on the spot. 

Skin therapy could be effective for this complex condition in Australia. A total of treatments could be offered by the skin therapist for the post operative melanoma patients with secondary lymphoedema.
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