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Skin health and 
management for 
lymphatic dysfunction: 
working collaboratively with dermal clinicians’

The skin (integumentary) and the lymphatic 
system are inextricably linked. The health and 
integrity of the skin can be adversely affected  
by lymphatic dysfunction. 

Conversely, damage and problems within the 
skin can contribute to lymphatic dysfunction 
and development of lymphoedema. 

Appropriate skin care and management  
can prevent further complications.

by Jennifer Byrne 
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Skin management may reduce 
the load on the immune system, 
reduce risk of skin infections 

and prevent alterations such as tissue 
fibrosis and lymphatic dermatoses. 

The prevention, early identification and 
optimal management of those at risk of 
or with lymphatic dysfunction requires an 
inter-professional approach. At present, 
the expertise of the dermal clinician 
is not being utilised to its full potential 
by the multidisciplinary team in the 
management of lymphatic dysfunction.

The burden of skin dysfunction, 
disorder and disease

The exact burden of skin dysfunction, 
disorder and wounds resulting from 
lymphoedema are not well understood.  
It is reported that chronically inflamed, 
non-intact skin alters lymphatic 
function and architecture that can in 
turn exacerbate lymphatic dysfunction 
(Schwager & Detmar, 2019). Although 
very rare, there are cases where direct 
links between chronic dermatological 
conditions such as dermatitis, acne 
and rosacea have resulted in the onset 
of lymphoedema (Carlson, 2014; Feely 
et al, 2012; Pearce & Mortimer, 2009). 
Sequelae of trauma, such as scarring, 
are identified as risk factors that may 
contribute to predisposed individuals 
developing chronic oedema and 
lymphoedema. Working collaboratively 
together, dermal clinicians and accredited 
lymphoedema practitioners can 
improve the outcomes of those with 
or at risk of lymphatic dysfunction.

What is a dermal clinician?

Effective utilisation and incorporation 
of the dermal clinician within the 
multidisciplinary teams requires an 
understanding of the knowledge and  
skill base dermal clinicians possess,  
as well as their scope of practice. 

There are many practitioners working in 
the realm of skin management. This is a 
spectrum including beauty therapists and 
dermal therapists working with healthy 
skin to address cosmetic concerns at one 
end and wound specialist nurses managing 
complex and problematic wounds at the 
other end. 

The dermal clinician is a hybrid practitioner 
that has evolved over the past 20 years 
to address the gap between nursing, 
dermatology and beauty therapy. The 
emergence of this evidence-based allied 
health profession was in response to 
the current load on dermatologists and 
healthcare professionals in Australia  
(van Zanten, 2010).

Oedema management

Dermal clinicians may work independently 
in private practice as well as within 
plastic and reconstructive, dermatology 
and vascular surgical practices. In these 
settings, dermal clinicians will often 
identify clients with signs of problematic 
oedema. Dermal clinicians will often use 
the National Lymphoedema Practitioners 
Register (NLPR) to refer clients for 
assessment and ongoing management.

During their education, dermal clinicians 
study wound and oedema management 
and are well placed to understand the 
mechanisms that contribute to the onset, 
management and resolution of both acute 
and chronic inflammation and oedema. 
They can provide a variety of therapies 
that involve the skin, respecting the 
challenges and health issues for those with 
lymphatic dysfunction and lymphoedema. 

When to refer to a dermal clinician?

The main focus of dermal clinicians is 
to promote skin health and integrity 
throughout life. They can provide 
education on how to care for the skin 
when alterations occur with age, seasonal 
variations, stages of life and the onset or 
management of disease. Ideally, the earlier 
an evidence-based education can occur 
on how to maintain healthy skin for those 
with lymphatic dysfunction, the better. 

Skin barrier disruption or impairment 
can lead to more problematic situations 
including prolonged inflammation in 
the skin, cellulitis and infection. Aside 
from education, dermal clinicians 
provide evidence-based skincare 
recommendations. They will work to 
improve adherence to care plans by 
considering individual preferences and 
needs as well as lifestyle factors such 
as budget and time commitment.

Skin care should not be burdensome 
but is a key component in managing 
lymphoedema in the long term. 
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Continued next page…

The health and integrity of the skin can be 
adversely affected by lymphatic dysfunction. 
Conversely, damage and problems within the 
skin can contribute to lymphatic dysfunction  
and development of lymphoedema. 
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Skin health and management for lymphatic dysfunction
Continued from previous page

Dermal clinicians also understand other 
factors and requirements that may 
affect skin care adherence or choices, 
including use of compression, physical 
therapies or medication use. As lymphatic 
dysfunction progresses, dermal clinicians 
should be consulted when signs such 
as prolonged inflammation, irritation in 
the skin, or xerosis occur as well as more 
advanced problems including textural 
changes, reduced skin pliability, fibrosis, 
scarring, or signs of delayed healing. 

Dermal clinicians can support 
decongestive therapy providing skin 
management and adjunctive or second 
line therapies. These therapies can assist 
with lymphatic drainage, peripheral blood 
flow, localised adipose deposition, fibrosis 
and scarring. Examples of therapies may 
include manual lymphatic drainage (MLD), 
electrical current stimulation, low-level 
laser therapy, therapeutic ultrasound as 
well as higher powered laser treatments. 

Finally, important for all Australians, but 
especially for those that have received 
radiation therapy or have lymphatic 
dysfunction, is the ongoing surveillance 
for atypical skin lesions. Dermal clinicians 
provide education to prevent skin cancer 
and identify atypical skin lesions, referring 
to skin cancer medicine practitioners  
for further management and diagnosis.

What do you study to be 
a dermal clinician?

Health of the skin can be a reflection of 
internal health, and is linked, therefore, 
to all systems within the body. Conditions 
that affect the skin also have undeniable 
psychosocial impact. As such, the 
education of dermal clinicians is very 
broad. Dermal science is a specialised 
four-year, health science degree including 
studies in psychology, general anatomy, 
physiology, physics, chemistry, public 
health, research methodology and 
evidence for practice. Dermal clinicians 
also study skin biology, dermatology, 
wound and oedema management. 
Dermal clinicians are educated on 
how to work within healthcare teams, 
to understand their scope of practice 
and those of other professionals 
within multidisciplinary patient centred 
healthcare. Qualified dermal clinicians are 
eligible to apply for full membership to the 
Australian Society of Dermal Clinicians, 
the governing professional body.
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For more information on what a 
dermal clinician studies or where  
to find one Dermal Science at  
Victoria University 
www.vu.edu.au/courses/ 
bachelor-of-dermal-sciences-hbds

ASDC website: 
www.dermalclinicians.com.au

Dermal clinicians will often use the National 
Lymphoedema Practitioners Register (NLPR)  
to refer clients for assessment and  
ongoing management. 


