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ABSTRACT
Background and Objectives: Diagnosing skin disorders is a core skill in family
medicine residency. Accurate diagnosis of skin cancers has a significant impact
on patient health. Dermoscopy improves a physician’s accuracy in diagnosing skin
cancers. We aimed to quantify the current state of dermoscopy use and training in
family medicine residencies.

Methods: We included questions on dermoscopy training in the 2021 Council
of Academic Family Medicine Educational Research Alliance (CERA) survey of
family medicine residency program directors. The survey asked about access to
a dermatoscope, the presence of faculty with experience using dermoscopy, the
amount of dermoscopy didactic time, and the amount of hands-on dermoscopy
training.

Results:Of 631 programs, 275 programdirectors (43.58% response rate) responded.
Half of the responding programs (50.2%) had access to a dermatoscope, and 54.2%
had a faculty member with experience using dermoscopy. However, only 6.8%
of residents had 4 or more hours of didactics on dermoscopy over their entire
training. Only 16.2% had 4 or more hours of hands-on dermoscopy use. Over half
(58.9%) of programs planned to addmore dermoscopy training.We did not find any
correlations between the program’s size/type/location and dermoscopy training
opportunities.

Conclusions: Despite reasonable access to a dermatoscope and the presence of
at least one faculty member with dermoscopy experience, most family medicine
residency programs provided limited dermoscopy training opportunities. Research
is needed to better understand how to facilitate dermoscopy training in family
medicine residencies.

INTRODUCTION
Skin conditions are some of themost commonly seen problems
in family medicine, comprising 8% of all visits to family
physicians. 1 The evaluation of suspected skin cancer is a
core primary care skill, but the ABCD (asymmetry, border
irregularity, color variegation, diameter>6 mm) clinical tool
canmiss up to two-thirds ofmelanomas.2Melanoma accounts
for nearly 8,000 deaths each year in the United States. 3 The
annual cost of treating newmelanomas is estimated to increase
from $457million in 2011 to $1.6 billion in 2030.4 Dermoscopy
uses a handheld device to magnify and examine structures in
the deeper layers of the skin. There is strong evidence that the
use of dermoscopy improves the accuracy of melanoma and
basal cell carcinoma diagnosis and allows for earlier detection
(strength of recommendation, A).5,6 Family physicians find
more skin cancers and biopsy fewer benign lesions after

developing competency inusing adermatoscope.7 Dermoscopy
training typically includes didactic and interactive training
modalities. When family physicians use dermoscopy routinely,
melanoma diagnostic accuracy improves.6,8,9 Despite this, the
overall use of dermoscopy by practicing family physicians
remains low. 10

The American Academy of Family Physicians (AAFP) “Rec-
ommended Curriculum Guidelines for Family Medicine Res-
idents” includes dermoscopy under its required skills. 11 Evi-
dence about dermoscopy training in US dermatology res-
idencies exists, 12–14 but it has not been researched in US
familymedicine residencies. This study aimed to assess current
availability of dermatoscopes and dermoscopy-trained faculty
in family medicine residencies along with the amount of
dermoscopy didactics and hands-on teaching.
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METHODS
The AAFP IRB-approved Council of Academic Family Medicine
Educational ResearchAlliance (CERA) surveywas sent to family
medicine residency program directors between September 14,
2021 and October 8, 2021, with cleared data reported to the
authors in November 2021. CERA further validated respondent
informationabout currentprogramstatus and fulfilling criteria
for completing the survey. CERA survey andmethodology have
been previously described. 15

We analyzed the data with SPSS software using descriptive
statistics to evaluate survey respondents and answers to the
survey. Using a χ2 test, we further analyzed for correlations
between program characteristics and the presence and extent
of dermoscopy training. The program characteristics included
program location, size, type, and community size.

RESULTS
Six hundred thirty-one verified family medicine residency
program directors received the survey, with 275 (43.6%)
answering all questions.

Descriptive Statistics
Most respondents (57.8%) were from community-based,
university-affiliated programs (see Table 1 ). The program
director respondents were equally distributed by program
location, size of the community in which the residency was
located, and size of the residency program itself.

Training Aspects
Half (50.2%) of responding programs reported having access
to a dermatoscope, with just over half (54.9%) reporting
having a faculty with dermoscopy experience (Table 2). Only
38.3% of programs reported providing didactic dermoscopy
education, and the vast majority (93.6%) provided only 0-3
total hours of didactic instruction during the entire residency
training. Additionally, 42.6%of respondingprogramsprovided
no hands-on dermoscopy training, and 41.1% gave just 1-
3 hours of hands-on training (Figure 1). Overall, 58.9% of
programs reported the intention to add more dermoscopy
training in the future.

Summary of Subanalysis
Chi-square–test correlations were not significant between
program characteristics and the presence of a dermatoscope,
faculty with dermoscopy training, or hours of dermoscopy
training.

DISCUSSION
Our study is the first published study assessing dermoscopy
training in family medicine residencies. It is unexpected that
over 50% of the responding programs have access to a der-
matoscope and have at least one faculty with experience using
dermoscopy. Previous surveys of primary care physicians in the
United States showed only 8-16% performed dermoscopy.9,14

Inour study, only 38%of the respondents includeddermoscopy
education in their curriculum, and of those, the vast majority
had less than 3 total didactic hours in a year. The prevalence

TABLE 1. Characteristics of Family Medicine Residency ProgramsWhose
Program Directors Responded to Dermoscopy Survey Items

Characteristic, n=275 n (%)

Type of Program

Community-based, university-affiliated 159 (57.8)

Community-based, nonaffiliated 61 (22.2)

University-based 46 (16.7)

Military 3 (1.1)

Other 6 (2.2)

RegionWhere Program Is Located

New England 11 (4)

Middle Atlantic 40 (14.5)

South Atlantic 37 (13.5)

East South Central 14 (5.1)

East North Central 50 (18.2)

West South Central 29 (10.5)

West North Central 23 (8.4)

Mountain 28 (10.2)

Pacific 43 (15.6)

Program Size

Small program (<19 residents) 121 (44.0)

Medium program (19-31 residents) 112 (40.7)

Large program (>31 residents) 42 (15.3)

Community Size (population)

<30,000 33 (12.1)

30,000- 74,999 37 (13.6)

75,000-149,000 60 (22.0)

150,000-499,999 70 (25.6)

500,000-1,000,000 31 (11.4)

> 1 million 42 (15.4)

of hands-on dermoscopy training was similarly low despite
being the preferred learningmethod for dermoscopy byPCPs. 16

The discrepancy between a higher-than-expected prevalence
of faculty with experience using dermoscopy and lack of
dermoscopy education may be due to dermoscopy experience
not corresponding with sufficient expertise to train residents.

Most of the programdirectors surveyed in our study intend
to add dermoscopy training in the future, which aligns with
a 2020 study that showed most PCPs would like to learn
dermoscopy. 14 Lackofdevice access followedby lackof training
were the most common barriers to the use of dermoscopy in
community primary care settings. 16 Programs intent on adding
dermoscopy training should consider purchase of a hybrid
dermatoscope ($400-$1200). While the AAFP recommends
including dermoscopy in residency education, it is unlikely to
be routinely taught until required by the ACGME and tested on
family medicine board exams. ACGME requirements and board
exam emphasis increasedmotivation for learning and teaching
dermoscopy in dermatology residencies. 17
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TABLE 2. Access to Dermatoscopes and Dermoscopy Training

n=275 n (%)

Does your program provide access to a dermatoscope?

No 133 (49.8)

Yes 134 (50.2)

Does your program have faculty with experience using dermoscopy?

No 103 (38.4)

Yes 147 (54.9)

I don’t know 18 (6.7)

In your didactic curriculum, do you provide dermoscopy education?

No 153 (57.5)

Yes 102 (38.3)

I don’t know 11 (4.1)

Over what time frame do you intend to addmore dermoscopy training to your program’s curriculum?

No current intention to add 109 (41.1)

Within a year 57 (21.5)

<3 years 41 (15.5)

Intend but are unsure when 58 (21.9)

FIGURE 1. Hours of Didactic and Hands-On Dermoscopy Training
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Limitations of this study include the 43.6% overall
response rate. Survey questions regarding faculty experience
with dermoscopy required program directors to subjectively
define experience. Thus, we do not know the extent to which
dermoscopy is utilized by these faculty or their level of
expertise. Additionally, program directors were estimating
on responses such as hours of hand-on dermoscopy training
provided. This study did not investigate barriers to teaching
dermoscopy in family medicine residencies, which could be
an area of future research. Further study could also delineate
the percentage of primary care residents and faculty who use
dermoscopy and their level of competency.

While more than half of responding programs have access
to a dermatoscope and a faculty member with dermoscopy
experience,mostprovide residentswith little tonodermoscopy
education and training. While the USPSTF has found insuffi-
cient evidence to recommend screening for skin cancer in all
asymptomatic adults, dermoscopy remains an important and
patient-centered tool for evaluating individual skin lesions of
concern. Further research could better characterize the barriers
to dermoscopy training in family medicine residencies and
strategies for increasing its teaching and use in appropriate
clinical settings.
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