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A practice gap is the gap between what the medical pro-
fessional is doing or accomplishing in clinical practice
(current reality) compared with what is or should be

achieved in practice based on the best available evidence or
professional knowledge.1 The Practice Gaps section in JAMA
Dermatology was launched in October 2010.2-8 The purpose of
the Practice Gaps section was to highlight gaps in dermatol-
ogy knowledge, competence, performance, or patient out-
comes supported or suggested in articles found in each month’s
issue of JAMA Dermatology. In addition to highlighting the
problems occurring in practice, Practice Gaps suggest meth-
ods to close these gaps and to identify potential barriers to over-
coming them.

Dermatology Practice Gaps attempt to practically inter-
pret the preceding literature in an action-oriented manner, an-
swering the question “What change to my practice might the
gap-triggering article suggest I make?” In addition, Practice

Gaps are designed to trigger introspection by the practi-
tioner, stimulate discussion among colleagues, launch prac-
tice gap–closing quality improvement activities, and stimu-
late more research to support or refute the gap discussed.

Practice gaps may be classified into 1 or more of the 6 com-
petency areas of the American Board of Medical Specialties.9

These competencies include patient care, medical knowl-
edge, practice-based learning and improvement, interper-
sonal and communication skills, professionalism, and systems-
based practice. The American Board of Dermatology adopted
these 6 competencies and further categorized medical knowl-
edge and patient care competencies into 1 of 4 focus areas per-
tinent to the specialty: medical dermatology, pediatric der-
matology, procedural dermatology, and dermatopathology.
During the first 26 months of implementing the Practice Gaps
concept, a total of 56 Practice Gaps commentaries were pub-
lished in JAMA Dermatology (Box).

IMPORTANCE JAMA Dermatology Practice Gaps commentaries are intended to aid in the
interpretation of the literature to make it more practical and applicable to daily patient care.
Practice Gaps commentaries have had an impact on physician clinical practice and
dermatology residency curricula.

OBJECTIVE To assess the impact of JAMA Dermatology Practice Gaps commentaries on
dermatology residency training programs in the United States, including journal club
discussions and local quality improvement activities.

DESIGN, SETTING, PARTICIPANTS A web-based questionnaire of 17 questions was sent via
e-mail to US dermatology residency program directors (PDs) in February 2012.

MAIN OUTCOMES AND MEASURES Program director report of incorporating Practice Gaps
themes and discussions into resident journal club activities, clinical practice, quality
improvement activities, or research projects in the residency programs, as a result of a
Practice Gaps commentary.

RESULTS Of the 114 surveys distributed to US dermatology residency PDs, 48 were
completed (42% response rate). Sixty percent of PDs reported familiarity with the Practice
Gaps section of JAMA Dermatology, and 56% discuss these commentaries during resident
journal club activities. Quality improvement and research projects have been initiated as a
result of Practice Gaps commentaries.

CONCLUSIONS AND RELEVANCE Practice Gaps commentaries are discussed during most
dermatology residency journal club activities. Practice Gaps have had an impact on physician
practice and dermatology residency curricula and can serve as a tool for enhanced continuing
medical education and quality improvement initiatives.
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Box. Practice Gaps in Dermatology

Gaps in Medical Dermatology

Therapy
• Failure to screen or monitor liver function test results in patients re-

ceiving ketoconazole for more than 1 week or itraconazole for any length
of time

• Failure to recognize and treat patients with drug reaction eosino-
philia and systemic symptoms (DRESS)

• Failure to attempt discontinuation of dapsone therapy and reintro-
duction of dietary gluten in patients with dermatitis herpetiformis in
long-standing remission

• Underrecognition that some commercial sunscreen products have in-
adequate sunscreen concentrations to be protective when recom-
mending sunscreen products to patients

• Underprescribing antimalarial agents as first-line therapy in reticular
erythematous mucinosis

• Failure to identify when therapy for one skin disease is likely to exac-
erbate another coexisting skin condition

• Failure to avoid concurrent immunosuppressive agents when pos-
sible when prescribing rituximab for autoimmune blistering diseases
because of elevated mortality

• Underprescribing gabapentin to prevent postherpetic neuralgia in pa-
tients older than 50 years with acute zoster pain scores higher than
4 of 10

• Failure to optimize antimalarial agents for cutaneous lupus before se-
lecting more potentially dangerous drugs

• Failure to identify the ideal dosing strategy of intravenous immuno-
globulin in patients with toxic epidermal necrolysis

• Use of intravenous immunoglobulin to treat patients with DRESS should
be avoided

Screening and Prevention
• Failure to target men older than 50 years for melanoma screening

examinations
• Failure to prescribe bisphosphonates, calcium, and/or vitamin D in pa-

tients receiving long-term glucocorticoid therapy for dermatologic
diseases

• Failure to train and encourage other health care providers to perform
a skin examination on white men older than 50 years

• Failure to screen for metabolic syndrome in patients with psoriasis, lead-
ing to underrecognition and undertreatment of these comorbid
diseases

• Failure to include discussions and review of systems regarding inflam-
matory bowel disease in patients taking isotretinoin

• Underscreening Hispanics leads to delayed melanoma diagnosis and
greater mortality

• Failure to screen for genital lichen sclerosus in patients with morphea
• Hispanic and black patients have been disproportionately affected

by later stage at melanoma diagnosis and higher melanoma-related
mortality

• Failure to counsel patients with nonmelanoma skin cancer about
tobacco cessation

• Failure to test lipid levels in patients with granuloma annulare

Office Diagnostics
• Failure to compare dermoscopy findings of clinically suspicious pig-

mented lesions to other nevi on your patient before deciding next
action

• Failure to perform enzyme-linked immunosorbent assay instead of in-
direct immunofluorescence to confirm diagnosis of bullous pemphigoid

• Underutilization of dermoscopy in diagnosis of hair disorders
• Failure to overcome logistical and interpersonal barriers to perform

dermoscopy on genital and mucosal lesions

• Inadequate ability to interpret significance of patch test results in the
preimplant and postimplant orthopedic patient receiving an artificial
joint

• Lack of availability of and incorporation into practice of measure and
tools that assess progression and/or reversal of cutaneous fibrosis in an
objective and efficient manner

Gaps in Communication

Patient Education
• Failure to counsel patients about sun protection related to an active out-

door life not involving sunbathing
• Failure of health care providers and dermatologists to screen for and

counsel patients against indoor tanning
• Failure to counsel patients with psoriasis against smoking and alcohol

intake
• Failure to incorporate strategies in the office to improve patient adher-

ence to regimens
• Failure to provide appropriate patient education materials to non-

English–speaking patients
• Failure to provide adequate patient education, including justification,

for skin self-examination and regular dermatologic screening in pa-
tients with kidney transplant

• Failure to use multicultural patient education strategies and materials
to reinforce sun-safe behaviors

• Failure at times to involve patients in care plan decision making, pro-
vide clear patient instructions, and clearly answer patient questions

Professional Behavior
• Failure to establish a strong therapeutic rapport with delusional pa-

tients

Risk Factor Identification
• Failure to modify melanoma counseling to accommodate sex-specific

issues in sun protection behavior and subsequent quality of life impact

Gaps in Procedural Dermatology

Therapy
• Variance in the management of high-risk squamous cell carcinoma
• Lack of clarity for indications and value for sentinel lymph node biopsy

in patients with melanoma
• Lack of standardized training and performance of electrodessication and

curettage for treating nonmelanoma skin cancer
• Inability to determine ideal abobotulinum toxin dilution to maximize

effect
• Lack of evidence-based algorithms for the treatment of nonmela-

noma skin cancer leads to regional variations of care
• Failure to use Mohs micrographic surgery for the treatment of derma-

tofibrosarcoma protuberans

Gaps in Pediatric Dermatology

Therapy
• Failure to identify the ideal duration of antibiotic treatment to maxi-

mize patient improvement and minimize bacterial resistance in pa-
tients with acne

• Possible undertreatment by pediatricians and overtreatment by der-
matologists in patients with pediatric psoriasis

Screening and Prevention
• Failure to screen for ocular complications in patients with severe atopic

dermatitis

Office Diagnostics
• Removing too many pigmented nevi in the pediatric population based

on the criteria of “a changing mole”

(continued)
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Many practicing dermatologists review dermatology jour-
nals regularly. Many also participate in structured journal re-
views (journal clubs). Regular structured journal reviews are
required in US dermatology residency training programs.10 To
assess the initial perceived impact of this new Practice Gaps
section, we chose to survey dermatology residency training
programs as a geographically diverse population of journal club
participants. The goal of this study was to assess the attitudes
and perceived impact of the first 15 months of Practice Gaps
commentaries on US dermatology residency programs that
regularly review JAMA Dermatology.

Methods
This study was exempted from review by Marshfield Clinic’s
institutional review board. Program directors (PDs) of US der-
matology residency programs were solicited through the e-mail
list-serve of the Association of Professors of Dermatology, an
organization of PDs, chairpersons of academic dermatology de-
partments and divisions, and faculty involved in academic der-
matology in the United States.11 A web-based questionnaire of
17 questions comprised the survey (eAppendix 1 in the Supple-

ment), which was sent to all 114 PDs of US residency pro-
grams accredited by the Accreditation Council of Graduate
Medical Education through an e-mail solicitation that in-
cluded a survey hyperlink. Program directors were given 2
weeks to complete the survey, with an e-mail reminder sent
after 1 week. Survey questions assessed basic program demo-
graphic data including region of country and residency pro-
gram size. In addition, PDs reported journal club activity and
department actions taken as a direct result of Practice Gaps
commentaries. Descriptive statistics were tabulated, includ-
ing totals and percentages, using Excel software (Microsoft Cor-
poration, 2010).

Results
Respondent Demographics
A total of 48 dermatology residency PDs responded to the sur-
vey, for a response rate of 42%. There were PDs from each re-
gion of the United States and from varying sizes of residency
programs.12 The Table summarizes the demographic charac-
teristics of responding PDs and their residency programs.

Survey Results
JAMA Dermatology is regularly reviewed during journal club
by 96% of programs, with the PD or other faculty members
leading the journal club discussion in 79% of programs. One
or more additional full-time faculty participates in 96% of jour-
nal clubs when JAMA Dermatology is discussed. Part-time or

Box. Practice Gaps in Dermatology (continued)

Gaps in Dermatopathology

Office Diagnostics
• Failure to submit adequate biopsy specimens to dermatopa-

thologists
• Overreliance by dermatologists and pathologists on tissue eosino-

philia to diagnose drug eruptions

Communication With Other Professionals
• Failure to maximize use of clinical photography to assist dermato-

pathologist interpretation of pathologic specimens

Gaps in Professionalism

Professional Behavior
• Failure to consider what patients think you should wear in the

office and failure to regularly launder your white coat

Biases
• Failure of dermatologists to identify potential biases and

motives when reviewing the literature or literature-based rec-
ommendations

Gaps in Systems-Based Practice

Communication With Other Professionals
• Underappreciation of potential interprofessional communication

with hair salon professionals to increase earlier recognition and
referrals of skin cancers on the head and neck

Access
• Failure to use teledermatology to improve dermatologic access

because of real and perceived barriers

Gaps in Practice-Based Learning and Improvement

Quality of Life
• Failure to incorporate quality of life assessments as an objective

measure of treatment success

References to the articles describing the practice gaps can be found in
eAppendix 2 of the Supplement.

Table. Demographic Characteristics of 48 Program Directors
and Their Residency Programs

Characteristic
Participants,

No. (%)

Potential
Respondents

From the
Region, %

Region

Northeast (Connecticut, Delaware,
Massachusetts, Maryland, Maine,
New Hampshire, New Jersey, New
York, Pennsylvania, Rhode Island,
Vermont, District of Columbia)

16 (33) 50

Midwest (Iowa, Indiana, Illinois,
Kansas, Michigan, Minnesota,
Missouri, North Dakota, Nebraska,
Ohio, South Dakota, Wisconsin)

12 (25) 50

South (Alabama, Arkansas, Florida,
Georgia, Kentucky, Louisiana,
Mississippi, North Carolina,
Oklahoma, South Carolina,
Tennessee, Texas, Virginia, West
Virginia, Puerto Rico)

15 (31) 48

West (Arizona, California, Colorado,
Idaho, Montana, New Mexico,
Nevada, Oregon, Utah, Washington,
Wyoming)

5 (10) 29

No. of residents in the program

0-3 1 (2) NA

4-6 9 (19) NA

7-12 26 (54) NA

13-21 10 (21) NA

>21 2 (4) NA

Abbreviation: NA, not applicable.
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contributed-service faculty also participates in 48% of jour-
nal clubs. We were unable to determine how often residents
were performing journal club without faculty present. One
quarter of the respondents indicated that their journal club was
approved for continuing medical education (CME) credit for
their faculty.

Sixty percent of journal club leaders were familiar with the
JAMA Dermatology Practice Gaps section, with 56% respond-
ing that they either sometimes, usually, or always purpose-
fully discuss the Practice Gaps commentaries during resident
journal club activities. Also, 60% of PDs responded that they
either sometimes, usually, or always specifically assign their
groups to read the gap-triggering article that precedes the Prac-
tice Gaps commentary. In addition, 70% of PDs apply the con-
cept of practice gap identification in articles from other jour-
nals reviewed during journal club.

Fifteen percent of PDs reported that they had changed their
personal practices as a direct result of a Practice Gaps com-
mentary. Several examples of practice changes provided by PDs
include the following: looking for lichen sclerosus in patients
with morphea, performing more thorough melanoma screen-
ing in patients with skin of color, prescribing gabapentin in pa-
tients with herpes zoster to prevent postherpetic neuralgia, and
performing formal range of motion measurements in pa-
tients with sclerosing and fibrosing diseases.

When polled about the current quality improvement cur-
ricula in their residency program, 71% of PDs reported that they
have specific quality improvement projects performed
throughout their department or division, and residents ac-
tively participate in the projects. Dermatology residents were
involved in proposing and designing quality improvement ini-
tiatives in 53% of responding programs. In addition, 8% and
4% of PDs reported that a quality improvement or research proj-
ect, respectively, had been initiated as a result of Practice Gaps
commentaries. Examples of quality improvement projects that
have been initiated as a result of a Practice Gaps commentary
include modifying the template isotretinoin review of sys-
tems to include inflammatory bowel disease symptoms, im-
proving education materials for non-English–speaking pa-
tients, and addressing bone protection in patients prescribed
corticosteroids.

Discussion

Of the 56 Practice Gaps commentaries published between Oc-
tober 2010 and December 2012, 46 were published before the
survey. At least 1 commentary had been published in each of
the competency areas, including medical dermatology (n = 28),
interpersonal and communication skills (n = 10), procedural
dermatology (n = 6), pediatric dermatology (n = 4), dermato-
pathology (n = 3), professionalism (n = 2), systems-based prac-
tice (n = 2), and practice-based learning and improvement
(n = 1) (Figure 1). In addition to core competencies, the Prac-
tice Gaps commentaries can be further categorized by topic
area, including gaps related to therapy (n = 19), screening and
prevention (n = 12), office diagnostics (n = 8), patient educa-
tion (n = 8), communicating with other professionals (n = 2),
professional behavior (n = 2), access to care (n = 1), biases
(n = 1), disease monitoring (n = 1), risk factor identification
(n = 1), and quality of life (n = 1).

Practice Gaps commentaries are being incorporated into
resident journal club activities. Typical Practice Gaps discus-
sions include opportunities for change in practice, the valid-
ity (or invalidity) of the gap, and the relevance to the local pa-
tient population. The concept of identifying practice gaps is
extending beyond JAMA Dermatology to other journals re-
viewed during resident journal club.

In the attempt to interpret the current literature into a more
explicitly practical application for daily practice, Practice Gaps
commentaries have changed practice and triggered both qual-
ity improvement and research projects in some residency pro-
grams.

As medicine enters the era of patient-centered quality out-
comes measures, Maintenance of Licensure, and Mainte-
nance of Certification, more practice assessment and quality
improvement projects will be required.9 Dermatology profes-
sionals will need to develop and incorporate quality improve-
ment projects into their practices. The majority of the respond-
ing programs are already incorporating either dermatology-
specific or institution-wide quality improvement curricula
within their training programs. The Practice Gaps commen-
taries can be a resource to help identify practice gaps within

Figure 1. Practice Gaps Commentaries by Competency
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one’s practice, from which quality improvement projects can
arise (Figure 2).

The Accreditation Council for Continuing Medical Educa-
tion, the accrediting authority on CME in the United States, re-
quires CME providers, like the American Academy of Derma-
tology, to design and plan CME activities that help close practice
gaps for dermatologists.13,14 Currently, a quarter of the re-
sponding residency programs already have their journal club
approved for CME credit for the faculty. The discussion of Prac-
tice Gaps commentaries can be used as a gap-identifying, and
possibly also as a gap-closing, CME activity. This may help the
institution reach a higher CME accreditation status and el-
evate dermatology’s value to the CME program and to the in-
stitution.

Limitations
There are several limitations to this study. Because only 42%
of programs responded, our data may not be representative of
all dermatology residency programs. Practice Gaps commen-
tary discussions in residency journal clubs in academic de-
partments may not exert the same influence on subsequent
practice compared with the change experienced by other der-
matologists reading journals with or without formal group jour-
nal discussions. Two-thirds of this study group already re-
ceives education in quality improvement, and some programs
already require residents to select quality improvement proj-

ects. This may influence and overestimate the impact of Prac-
tice Gaps on this study group. Additional study of the impact
of Practice Gaps commentaries on the practices of dermatolo-
gists practicing outside of academic departments is war-
ranted.

The Future of Practice Gaps
There is a paucity of published data on dermatologist perfor-
mance in practice.3 Ideally, it is this performance data, rather
than the presumed performance of dermatologists, that should
support the resulting Practice Gaps commentary.

There should be greater effort and transparency by clini-
cian scientists to measure physician practice performance in
areas where the literature suggests a gap may exist. To do so
would give the dermatology community a general baseline
performance assessment that defines the gap to improve.
Many CME programs and their dermatology activities could
assist by assessing audiences’ performance in practice
through well-constructed, practical questions about clini-
cian practice, such as, for example, “Do you prescribe bis-
phosphonates? If not, why not?” “Do you contact the pri-
mary care physician for every patient in which you diagnose
melanoma?”

The best practice gaps are not identified through
extrapolation and expert opinion but by measuring what is
actually happening in the trenches of clinical practice. Audi-

Figure 2. Flow Diagram Demonstrating How a Practice Gaps Article May Trigger
a Local Quality Improvement Project
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Dermatology identifies a 

practice gap

Eg:  Lutz V, Francès C, Bessis D, et al. High frequency of genital lichen
 sclerosus in a prospective series of 76 patients with morphea:
 toward a better understanding of the spectrum of morphea.
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ence response systems, national disease registries, disease
claims data, comparative effectiveness findings, and base-
line measures from large-group performance improvement
CME activities can be useful. Journals have the ability to pri-
oritize, solicit, and provide strong consideration to those
studying and reporting on performance in practice. Clinical
researchers and their funding sources should consider this
as valuable in the current age of quality assessment and
improvement. The future direction of clinical research
should necessarily include the study and assessment of how
and what dermatology care is delivered.

Conclusions

This study indicates that the JAMA Dermatology Practice Gaps
commentaries are being incorporated into residency journal
club activities and that they have had an impact on physician
clinical practice and dermatology residency curricula. Prac-
tice Gaps commentaries are intended to interpret the litera-
ture to make it more practical and applicable to daily patient
care and can add value to the CME provider as well as serve as
a source of quality improvement initiatives.
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eAppendix 1 

Dermatology Practice Gap Survey Questions 
 
1) Does your residency program journal club include regular review of Archives of Dermatology? 
 Yes 
 No 
 I don’t know 

 
2) If so, who is the journal club leader in charge of reviewing the Archives of Dermatology articles with 
your residents? 
 Program Director 
 Key Faculty member 
 Volunteer Faculty member 
 Residents 
 Other [free text] 

 
3) Is your residency journal club leader(s) familiar with the Archives of Dermatology Practice Gap 
commentary section? 
 Yes 
 No 
 I don’t know 
 

4) Which of the following best describes your resident journal club activities relating to Practice Gap 
commentaries? 
 Always discuss Practice Gap commentaries 
 Usually discuss Practice Gap commentaries 
 Sometimes discuss Practice Gap commentaries 
 Rarely discuss Practice Gap commentaries 
 Never discuss Practice Gap commentaries 

 
5) When you discuss Practice Gap commentaries in Archives of Dermatology during journal club, what is 
the typical discussion centered around (check all that apply) 
 Is this gap relevant to our patient population? 
 Do we agree that the gap identified is valid? 
 Is it possible to close the gap identified? 
 Is there something that we should be doing differently in practice? 
 What specifically can we do at our institution to close this gap in our patient population? 
 The conclusions are not supported by evidence to change our care just yet. 

 
6) Practice Gap commentaries are preceded by a gap-triggering article. Which of the following best 
describes your resident journal club activities relating to gap-triggering article(s)?  
 Always discuss gap-triggering article(s)  
 Usually discuss gap-triggering article(s) 
 Sometimes discuss gap-triggering article(s)  
 Rarely discuss gap-triggering article(s)  
 Never discuss gap-triggering article(s)  
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7) Have any quality improvement projects been initiated in your residency program or Dermatology 
department/division as a result of a Practice Gap? 

 Yes 
 No 
 I don’t know 
 If yes, please provide example(s) 

 
8) Have any research projects been initiated in your residency program or Dermatology 
department/division as a result of a Practice Gap? 

 Yes 
 No 
 I don’t know 
 If yes, please provide example(s) 

 
 
9) A practice gap is the difference between actual and ideal patient care performance or patient outcomes. 
Have you found that your Journal Club participants are applying the concept of practice gap 
commentaries and identifying specific practice gaps in articles from other journals reviewed in Journal 
Club? 
 Often 
 Sometimes 
 Rarely 
 Never 

 
10) Have you ever changed your practice as a direct result of any Archives of Dermatology Practice Gap 
commentaries? 
 Yes 
 No 
 If yes, please identify how practice has changed 

 
11) Is your journal club approved for CME credit for the faculty? 
 Yes 
 No 
 I don’t know 

 
12) Which of the following best describes the Quality Improvement curriculum in your training program? 
(Select all that apply) 
 We provide dermatology-specific didactics on Quality Improvement 
 Our institution provides institutional curriculum for all residents, including dermatology residents 
 We have specific quality improvement projects performed throughout our department, and our 

residents actively participate as part of the department team in specific projects 
 Our residents are involved in proposing and designing quality improvement initiatives in our 

department. 
 We don’t yet have a specific quality improvement curriculum in our training program 
 Other, please explain [free text explanation] 

 
13) Region of institution: 
 Midwest (IA, IN, IL, KS, MI, MN, MO, ND, NE, OH, SD, WI) 
 Northeast (CT, DE, MA, MD, ME, NH, NJ, NY, PA, RI, VT, District of Columbia) 
 South (AL, AR, FL, GA, KY, LA, MS, NC, OK, SC, TN, TX, VA, WV, Puerto Rico) 
 West (AZ, CA, CO, ID, MT, NM, NV, OR, UT, WA, WY) 
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14) Number of residents in your program: 
 0-3 
 4-6 
 7-12 
 13-21 
 >21 

 
15) Number of full-time faculty that typically participates in resident journal club when Archives of 
Dermatology is discussed: 
 0 
 1 
 2-4 
 5 or more 

 
16) Number of part-time or contributed service faculty that typically participates in resident journal club 
when Archives of Dermatology is discussed: 
 0 
 1 
 2-4 
 5 or more
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eAppendix 2 
Referenced Practice Gap Articles 

Gaps in Medical Dermatology  

Therapy  

Failure to screen or monitor liver function test results in patients receiving ketoconazole for more than one week or itraconazole for any length of time 
Stratman EJ. Failure to use available evidence to guide tinea versicolor treatment: comment on "pityriasis versicolor". Arch Dermatol. 2010;146(10):1140. 
Hu SW, Bigby M. Pityriasis versicolor: a systematic review of interventions. Arch Dermatol. 2010;146(10):1132–1140.  

Failure to recognize and manage patients with DRESS  
England Owen C, Stratman EJ. Failure to recognize and manage patients with DRESS. Arch Dermatol. 2010;146(12):1379. 
Chen YC, Chiu HC, Chu CY. Drug reaction with eosinophilia and systemic symptoms: a retrospective study of 60 cases. Arch Dermatol. 2010;146(12):1373–1379. 

Failure to attempt discontinuation of dapsone and reintroduction of dietary gluten in patients with dermatitis herpetiformis in long-standing remission  
Mostow EN. Discontinuing dapsone treatment and reintroducing dietary gluten in patients with dermatitis herpetiformis in remission: comment on "remission in dermatitis 
herpetiformis". Arch Dermatol. 2011;147(3):305–306. 
Paek SY, Steinberg SM, Katz SI. Remission in dermatitis herpetiformis: a cohort study. Arch Dermatol. 2011;147(3):301–305. 

Underrecognition that some commercial sunscreen products have inadequate sunscreen concentrations to be protective when recommending sunscreen 
products to patients  

Unwala R. Practice Gaps. Failure to scrutinize actual UV-A protection when recommending sunscreen-containing moisturizing creams: comment on "Lack of UV-A 
protection in daily moisturizing creams". Arch Dermatol. 2011;147(5):620–621. 
Wang SQ, Goulart JM, Lim HW. Lack of UV-A protection in daily moisturizing creams. Arch Dermatol. 2011;147(5):618–620. 

Underprescribing antimalarials as first-line therapy in reticular erythematous mucinosis (REM)  
Clarke JT. Recognizing and managing reticular erythematous mucinosis: comment on "Clinical features and efficacy of antimalarial treatment for reticular erythematous 
mucinosis". Arch Dermatol. 2011;147(6):715. 
Kreuter A, Scola N, Tigges C, Altmeyer P, Gambichler T. Clinical features and efficacy of antimalarial treatment for reticular erythematous mucinosis: a case series of 11 
patients. Arch Dermatol. 2011;147(6):710–715. 

Failure to identify when therapy for one skin disease is likely to exacerbate another co-existing skin condition  
Vleugels RA. Identifying when therapy for one skin disease is likely to exacerbate another skin condition. Arch Dermatol. 2011;147(7):836. 
Kim NN, Lio PA, Morgan GA, Jarvis JN, Pachman LM. Double trouble: therapeutic challenges in patients with both juvenile dermatomyositis and psoriasis. Arch Dermatol. 
2011;147(7):831–835. 

Failure to avoid concurrent immunosuppressives when possible when prescribing rituximab for autoimmune blistering diseases due to elevated 
mortality  

Zone JJ. Taking responsibility for complex medical dermatology patient management. Arch Dermatol. 2011;147(7):850. 
Le Roux-Villet C, Prost-Squarcioni C, Alexandre M, Caux F, Pascal F, Doan S, Brette MD, Soued I, Gabison É, Aucouturier F, Letestu R, Laroche L, Bachelez H. Rituximab 
for patients with refractory mucous membrane pemphigoid. Arch Dermatol. 2011;147(7):843-849. 

Underprescribing gabapentin to prevent post-herpetic neuralgia in patients over 50 with acute zoster pain scores over 4 out of 10  
Green CB, Stratman EJ. Prevent rather than treat postherpetic neuralgia by prescribing gabapentin earlier in patients with herpes zoster: comment on "incidence of 
postherpetic neuralgia after combination treatment with gabapentin and valacyclovir in patients with acute herpes zoster". Arch Dermatol l. 2011;147(8):908. 
Lapolla W, Digiorgio C, Haitz K, Magel G, Mendoza N, Grady J, Lu W, Tyring S. Incidence of postherpetic neuralgia after combination treatment with gabapentin and 
valacyclovir in patients with acute herpes zoster: open-label study. Arch Dermatol. 2011;147(8):901–907. 
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Failure to optimize antimalarials for cutaneous lupus before selecting more potentially dangerous drugs  
Callen JP. Practice Gaps. Optimizing antimalarial therapy for cutaneous lupus erythematosus: comment on "Response to antimalarial agents in cutaneous lupus 
erythematosus". Arch Dermatol. 2011;147(11):1267–1268. 
Chang AY, Piette EW, Foering KP, Tenhave TR, Okawa J, Werth VP. Response to antimalarial agents in cutaneous lupus erythematosus: a prospective analysis. Arch 
Dermatol. 2011;147(11):1261–1267. 

Failure to identify the ideal dosing strategy of intravenous immunoglobulin (IVIg) in patients with toxic epidermal necrolysis  
Feldmeyer L, Kerdel FA, French LE. Use of intravenous immunoglobulin in toxic epidermal necrolysis. Arch Dermatol. 2011;147(12):1440–1441. 
Wootton CI, Patel AN, Williams HC. In a patient with toxic epidermal necrolysis, does intravenous immunoglobulin improve survival compared with supportive care? Arch 
Dermatol. 2011;147(12):1437–1440. 

Use of IVIg to manage patients with DRESS should be avoided  
Owen CE. Practice gaps. The need to examine the risks and benefits of intravenous immunoglobulin therapy in severe cutaneous adverse reactions. Arch Dermatol. 
2012;148(4):545. 
Joly P, Janela B, Tetart F, Rogez S, Picard D, D'Incan M, Descamps V, Collet E, Roujeau JC, Musette P. Poor benefit/risk balance of intravenous immunoglobulins in 
DRESS. Arch Dermatol. 2012;148(4):543–544. 
 

Screening & Prevention  

Failure to target males over 50 for melanoma screening exams  
Stratman EJ. Overscreening and underscreening for melanoma: comment on "the influence of age and sex on reasons for seeking and expected benefits of skin cancer 
screening". Arch Dermatol. 2010;146(10):1102. Erratum in: Arch Dermatol. 2010;146(12):1396. 
Andrulonis R, Secrest AM, McGuire ST, Geskin LJ, Ferris LK. The influence of age and sex on reasons for seeking and expected benefits of skin cancer screening. Arch 
Dermatol. 2010;146(10):1097–1102. 

Failure to prescribe bisphosphonates, calcium and/or vitamin D in patients receiving long-term glucocorticoid therapy for dermatologic diseases  
Stratman EJ. Underutilization of prophylaxis for osteoporosis: comment on "pemphigus and osteoporosis". Arch Dermatol. 2010;146(10):1131. 
Wohl Y, Dreiher J, Cohen AD. Pemphigus and osteoporosis: a case-control study. Arch Dermatol. 2010 ;146(10):1126–1131. 
Albrecht J, Werth VP. Practice Gaps. Improving the care of our patients who are receiving glucocorticoid therapy. Arch Dermatol. 2012;148(3):314–315. 
Tee SI, Yosipovitch G, Chan YC, Chua SH, Koh ET, Chan YH, Tan SS, Tsou IY, Tan SH. Prevention of glucocorticoid-induced osteoporosis in immunobullous diseases with 
alendronate: a randomized, double-blind, placebo-controlled study. Arch Dermatol. 2012;148(3):307–314. 

Failure to train and encourage other providers to integrate the skin exam on white males over age 50  
Garg A, Geller A. Need to improve skin cancer screening of high-risk patients: Comment on "Skin cancer screening by dermatologists, family practitioners, and internists". 
Arch Dermatol. 2011;147(1):44–45. 
Oliveria SA, Heneghan MK, Cushman LF, Ughetta EA, Halpern AC. Skin cancer screening by dermatologists, family practitioners, and internists: barriers and facilitating 
factors. Arch Dermatol. 2011;147(1):39–44. 

Failure to screen for metabolic syndrome in psoriasis patients leading to underrecognition and undertreatment of these comorbid diseases  
Shelling ML, Kirsner RS. Lack of appropriate screening for the metabolic syndrome in patients with psoriasis risks underrecognition and undertreatment of important 
comorbidities: comment on "Prevalence of the metabolic syndrome in psoriasis". Arch Dermatol. 2011;147(4):424–425. 
Love TJ, Qureshi AA, Karlson EW, Gelfand JM, Choi HK. Prevalence of the metabolic syndrome in psoriasis: results from the National Health and Nutrition Examination 
Survey, 2003-2006. Arch Dermatol. 2011;147(4):419–424. 

Failure to include discussions and review of systems regarding inflammatory bowel disease in patients taking isotretinoin  
Mostow EN. Include discussions and review of systems regarding inflammatory bowel disease in patients starting isotretinoin therapy: comment on "Isotretinoin therapy and 
inflammatory bowel disease". Arch Dermatol. 2011;147(6):729-30. 
Popescu CM, Popescu R. Isotretinoin therapy and inflammatory bowel disease. Arch Dermatol. 2011;147(6):724–729. 
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Underscreening Hispanics leads to delayed melanoma diagnosis and greater mortality 
Hu S, Kirsner RS. Suboptimal skin cancer screening and delayed melanoma diagnosis in Hispanics: comment on "Cutaneous melanoma and other skin cancer screening 
among Hispanics in the United States". Arch Dermatol. 2011;147(6):745–746. 
Andreeva VA, Cockburn MG. Cutaneous melanoma and other skin cancer screening among Hispanics in the United States: a review of the evidence, disparities, and need for 
expanding the intervention and research agendas. Arch Dermatol. 2011;147(6):743–745. Review. 

Failure to screen for genital lichen sclerosus in patients with morphea  
Schlosser BJ. Practice gaps. Missing genital lichen sclerosus in patients with morphea: don't ask? Don't tell?: comment on "High frequency of genital lichen sclerosus in a 
prospective series of 76 patients with morphea". Arch Dermatol. 2012;148(1):28–29. 
Lutz V, Francès C, Bessis D, Cosnes A, Kluger N, Godet J, Sauleau E, Lipsker D. High frequency of genital lichen sclerosus in a prospective series of 76 patients with 
morphea: toward a better understanding of the spectrum of morphea. Arch Dermatol. 2012;148(1):24-28. 

Hispanic and Black patients have been disproportionately affected by later stage at melanoma diagnosis and higher melanoma related mortality  
Kundu RV. Practice Gaps. Barriers in melanoma detection in ethnic minorities. Arch Dermatol. 2012;148(7):801–802. 
Myles ZM, Buchanan N, King JB, Singh S, White A, Wu M, Ajani U. Anatomic distribution of malignant melanoma on the non-Hispanic black patient, 1998-2007. Arch 
Dermatol. 2012;148(7):797–801. 

Failure to counsel nonmelanoma skin cancer patients about tobacco cessation  
Verkouteren JA, Nijsten T. Smoking, a dangerous habit for the skin: comment on "smoking and the risk of nonmelanoma skin cancer". Arch Dermatol. 2012;148(8):946. 
Leonardi-Bee J, Ellison T, Bath-Hextall F. Smoking and the Risk of Nonmelanoma Skin Cancer: Systematic Review and Meta-analysis. Arch Dermatol. 2012;148(8):939–
946. 

Failure to test lipid levels in patients with granuloma annulare  
Dahl MV. Testing lipid levels in granuloma annulare. Arch Dermatol. 2012;148(10):1136-1137. 
Wu W, Robinson-Bostom L, Kokkotou E, Jung H, Kroumpouzos G. Hydslipidemia in Granuloma Annulare: A Case-Control Study. Arch Dermatol. 2012;148(10):1131-
1136  
 

Office Diagnostics  

Failure to compare dermoscopy findings of clinically suspicious pigmented lesions to other nevi on your patient before deciding next action  
Grossman D. Failure to compare dermoscopy findings of pigmented lesions on your patient: Comment on "Dermoscopy of patients with multiple nevi". Arch Dermatol. 
2011;147(1):50. 
Argenziano G, Catricalà C, Ardigo M, Buccini P, De Simone P, Eibenschutz L, Ferrari A, Mariani G, Silipo V, Zalaudek I. Dermoscopy of patients with multiple nevi: 
Improved management recommendations using a comparative diagnostic approach. Arch Dermatol. 2011;147(1):46–49. 

Failure to perform ELISA instead of indirect immunofluorescence to confirm diagnosis of bullous pemphigoid  
Chan LS. ELISA instead of indirect IF in patients with BP: Comment on "Usefulness of BP230 and BP180-NC16a enzyme-linked immunosorbent assays in the initial 
diagnosis of bullous pemphigoid". Arch Dermatol. 2011;147(3):291–292. 
Charneux J, Lorin J, Vitry F, Antonicelli F, Reguiai Z, Barbe C, Tabary T, Grange F, Bernard P. Usefulness of BP230 and BP180-NC16a enzyme-linked immunosorbent 
assays in the initial diagnosis of bullous pemphigoid: a retrospective study of 138 patients. Arch Dermatol. 2011;147(3):286–291. 

Underutilization of dermoscopy in diagnosis of hair disorders  
Tosti A. Practice gaps--trichoscopy in clinical care: comment on "corkscrew hair". Arch Dermatol. 2011 Mar;147(3):356.62. Hughes R, Chiaverini C, Bahadoran P, Lacour JP. 
Corkscrew hair: a new dermoscopic sign for diagnosis of tinea capitis in black children. Arch Dermatol. 2011;147(3):355–356. 
Hughes R, Chiaverini C, Bahadoran P, Lacour JP. Corkscrew hair: a new dermoscopic sign for diagnosis of tinea capitis in black children. Arch Dermatol. 2011;147:355-356. 
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Failure to overcome logistical and interpersonal barriers to perform dermoscopy on genital and mucosal lesions  
Jaimes N, Halpern AC. Practice Gaps. Examination of genital area: comment on "Dermoscopy of pigmented lesions of the mucosa and the mucocutaneous junction". Arch 
Dermatol. 2011;147(10):1187–1188. 
Blum A, Simionescu O, Argenziano G, Braun R, Cabo H, Eichhorn A, Kirchesch H, Malvehy J, Marghoob AA, Puig S, Ozdemir F, Stolz W, Tromme I, Weigert U, Wolf IH, 
Zalaudek I, Kittler H. Dermoscopy of Pigmented Lesions of the Mucosa and the Mucocutaneous Junction: Results of a Multicenter Study by the International Dermoscopy 
Society (IDS). Arch Dermatol. 2011;147(10):1181–1187. 

Inadequate ability to interpret significance of patch test results in the pre-implant and post-implant orthopedic patient receiving an artificial joint  
Mowad CM. Practice Gaps. The Role of Patch Testing in the Selection and Management of Metal Device Implants. Arch Dermatol. 2012;148(6):693–694. 
Atanaskova Mesinkovska N, Tellez A, Molina L, Honari G, Sood A, Barsoum W, Taylor JS. The Effect of Patch Testing on Surgical Practices and Outcomes in Orthopedic 
Patients With Metal Implants. Arch Dermatol. 2012;148(6):687–692. 

Lack of availability of and incorporation into practice of measure and tools that assess progression and/or reversal of cutaneous fibrosis in an objective 
and efficient manner  

Lott JP, Girardi M. Practice gaps. The hard task of measuring cutaneous fibrosis: comment on "14-MHz ultrasonography as an outcome measure in morphea (localized 
scleroderma)". Arch Dermatol. 2011;147(9):1115–1116. 
Nezafati KA, Cayce RL, Susa JS, Setiawan AT, Tirkes T, Bendeck SE, Jacobe HT. 14-MHz Ultrasonography as an Outcome Measure in Morphea (Localized Scleroderma). 
Arch Dermatol. 2011;147(9):1112–1115. 
 

 

Downloaded From: http://archderm.jamanetwork.com/ by a Johns Hopkins University User  on 01/18/2014


