





Misconceptions about skin diseases in people of color

Misdiagnosis due to insufficient training

Advanced disease presentation at diagnosis

Lack of healthcare provider diversity in dermatology




Mis-CONGEPTIONS in SOG

Misconceptions about skin diseases in SOC often lead to delayed diagnosis and
inappropriate treatment.
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Mis-DIAGNOSIS in SOG

Lack of training in diagnosing skin diseases in people of color leads to high
rates of misdiagnosis.


https://www.komodohealth.com/perspectives/missed-signals-the-impact-of-race-and-ethnicity-on-diagnosis-and-treatment-in-dermatological-disease
https://www.northwell.edu/news/the-latest/black-men-at-higher-risk-of-melanoma

Advanced Disease Presentation in SOC

= [Jelayed diagnosis due to misdiagnosis and lack of awareness

o txample: Late-stage melanoma in people of color




U.S. Population Diversity Over Time

The U.S. population is , yet the
dermatology workforce remains predominantly White.

100+ White
People of Color
80
Q
2 60r
<
O
o
a 40 N
20
0 1 1
10 Years Ago Today
This can lead to in diagnosis

and treatment of skin conditions in people of color.

Dermatology Workforce Diversity Over Time
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The Top 5 Derm Conditions in SOC Seen
in a Dermatology Office

@© Seborrheic Dermatitis

Keloids
© Dyschromia




ACNE IN SKIN OF COLOR



30 yo black woman

CC: painful bumps on her cheeks and chin leaving behind dark marks
PMH: none

Medications: Yaz (recently d/c)

Allergies: Sulfa drugs

SH: non-smoker & alcohol consumption less than 5 times/month

She recently moved here for work after a break-up with her college sweetheart and discontinued her Yaz
which she’s been on since age 17, as a personal choice. She has always had clear skin and doesn’t think
she should be getting acne randomly at age 30. Most concerning to her are the duration of the bumps
and the residual hyperpigmentation.

What are the likely contributing factors?

e Hormones secondary to d/c Yaz
e Emotional Stress

What do you think is the most pressing issue for the patient?

e Understanding of Adult-onset acne
e Hyperpigmentation




Studies have consistently demonstrated for patients with skin of color
(SOC) compared to White patients. Black patients, in particular, are
. Factors contributing to these disparities include:




Discuss recent hormonal changes and stress.

Consider hormanal therapy, spironolactone, Winlevi, and topical
retinoids.

Address concerns and provide realistic expectations for
treatment outcomes, including potential hyperpigmentation.







A 13 yo Hispanic male

CC: ltchy rash on arms and legs ongoing intermittently for the past 10 years

PMH: Atopic Dermatitis, Asthma

Medications: Singulair, Albuteral inhaler

Allergies: Dust, pollen

Social: Lives with both parents who are Spanish-speaking, has a German Shepard, and plays football

He states that within the past year, the rash and itch have become worse. Previously, OTC creams and lotions helped to soothe itch. He is excited about getting more playing
time as a running back but admits that his rash and asthma seem to worsen during football season. The itching has impacted his sleep and ability to focus in the classroom.

What are the likely contributing factors?

Environmental

Stress, even good stress like more playing time
Heat/sweat

Lack of proper treatment

What do you think is/are the most pressing issue(s) for the patient?

*  Uncontrolled itching
*  Sleep disturbance




Similar to acne, in patients SOC. Studies have
shown that Hispanic children with eczema are more likely to miss school due to the condition
compared to white children. Factors contributing to these disparities include:



https://www.pennmedicine.org/news/news-releases/2019/may/hispanic-and-black-children-more-likely-to-miss-school-due-to-eczema-than-white-children

Ensure effective communication through translation services.

Develop a comprehensive treatment plan addressing both long-term
management and acute flares.

Consider biologics, oral JAK inhibitors, and non-steroidal
topicals.

Utilize topical corticosteroids and non-steroidal topicals.

schedule a follow-up appointment in Z-3 weeks.




SEBORRHEIG DERMATITIS IN SKIN OF COLOR



23 yo Asian Indian female

CC: thinning hair and itchy scalp and rash on face
PMH: none

Medications: none

Allergies: none

SH: non-smoker/ no alcohol

She moved to the US about one year ago and has noticed increased hair shedding, flaking, and itchy scalp. The hair shedding is constant and the flaking and itchy seems to
be worse during the winter months. She describes the rash on her face as “white spots that feel dry” primarily affecting both cheeks and eyebrows. She's started using
Amla ol to the affected areas but it seems to only help with dryness. Since moving to the LL.S. she washes her hair every day to prevent flaking, but feels that this is
drying her hair strands. She has tried Selsun Blue and a tea tree oil shampoo with little to no improvement. She reports significant stress related to her hair thinning and
lightening of the skin on her face.

What are the likely contributing factors?

8 [hange in environment

8  Sltress (situational and emotional)

What do you think is the most pressing issue for the patient?
8 Hair shedding/thinning

8  [liscoloration on the face




Seborrheic dermatitis (SD) can present differently in patients with skin of color.

in typical SD areas. Additionally, petaloid seborrheic
dermatitis, characterized by arcuate or petal-like patches, can be seen. Factors contributing to
disparities in SD management for SOC include:



https://jddonline.com/articles/seborrheic-dermatitis-in-skin-of-color-clinical-considerations-S1545961619P0024X/?_page=3

Utilize guidelines tailored for Asian skin, while acknowledging
potential limitations (e.g., Asian consensus paper - link).

Empower patients through comprehensive education about SD and its
management. Focus on controlling flares rather than a permanent cure.

Develop a personalized plan addressing both acute flares and
long-term maintenance. This may involve:

Utilizing appropriate options to manage flare-ups.

Implementing strategies to minimize recurrence.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4908450/

KELOIDS IN SKIN OF GOLOR



Age 33 yo Black male

CC: Keloids on the chest for several months
PMH: Acne

Medications: Tretinoin 0.023% cream
Allergies: None

SH: None

He states that keloids appeared spontaneously on his chest about six months ago. There is associated itching and tenderness. He reports shaving the hair on his chest
with a disposable razor weekly during the summer months. Cortisone and tea tree oil have not helped much with itching, and keloids have increased in size since they first
appeared. He enjoys working out and going to the beach and feels self-conscious about his keloids.

What are the likely contributing factors?

8§  Ethnicity
8  Hair grooming

What do you think is the most pressing issue for the patient?

8  Discomfort and progression of keloids
8  Physical appearance of keloids
8  He desires both symptom relief and removal options




Keloids are common in people of color, often arising at . Factors influencing keloid
formation include and . Factors contributing to
disparities in keloid management for skin of color include:




Prompt treatment to prevent progression.
Combine therapies (corticosteroids, silicone, pressure).
Inform patients about triggers, prevention, and expectations.
Prioritize non-surgical methods to reduce recurrence.
Consider for resistant keloids, paired with adjunctive therapies.

Regular assessment and adjustment of treatment.



DYSCHROMIA IN SKIN OF GOLOR



Types of Dyschromia

Hyperpigmentation: Hypopigmentation: Erythema:
Increased melanin production Decreased melanin production Redness due to increased blood
(e.g. melasma, PIH, solar (e.g. vitiligo, PIH, albinism) flow (e.g. rosacea, post-acne

lentigines) erythema)




Types of Dyschromia (cont.)

Ashen/Grayish Discoloration: Mixed Dyschromia:

Caused by substance deposition Combination of hyperpigmentation and
(e.g. drug-induced pigmentation, dermal hypopigmentation (e.qg. pityriasis versicolor,

melasma) inflammatory conditions)




Demographics: 30-year-old female, Fitzpatrick skin type IV.
Chief Complaint: Symmetric, patchy facial hyperpigmentation on cheeks and forehead for 2 years.
History: Onset during pregnancy, worsened with sun exposure; irregular sunscreen use reported.

Contributing Factors:
*Hormonal changes (pregnancy-related).
*Chronic UV exposure without consistent protection.

Most Pressing Issues:
*Persistent discoloration affecting self-esteem and quality of life.
*Desire for a safe, effective treatment regimen.




Dyschromia, a common skin condition characterized by , disproportionately
affects people of color. Factors influencing the development and persistence of dyschromia include

: , and . Factors contributing to
disparities in dyschromia management for skin of color include:




Hydroguinone, tretinoin, azelaic acid
Broad-spectrum sunscreen (SPF all+), physical blockers
Chemical peels, laser therapy

Minimize sun exposure, protective clothing, avoid
triggers

Regular assessments and treatment adjustments




Bring awareness to disparities in diagnosing/treating olC.

Enhanced training for HCPs in diagnosing and managing olC.
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