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Clinical Images

Presentations of Cutaneous Disease in Various Skin 
Pigmentations: An Introduction
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Abstract

Description
Dermatological disease has historically been dependent on photography as a primary modal-
ity for education. Previously, photographs used for medical education were representative of 
the regional patient populations at that time; however, they have not proportionally reflect-
ed the rapidly changing demographics in the United States. Education on the diagnosis of 
cutaneous disease has, therefore, primarily relied on photographs of lighter skin tones. There 
is a need for a better representation of darker skin tones in dermatologic medical education. 
This article introduces a clinical series that highlights dermatological diseases in various skin 
pigmentations, which are commonly seen in the primary care office. The goal is to improve 
the diagnostic accuracy of primary care clinicians and to compare how certain cutaneous 
diseases may vary in appearance depending on the individuals’ Fitzpatrick skin type.
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Introduction
The goals of medical care are to relieve suf-
fering, promote health, and prevent disease.1 
Accurate diagnosis and prompt treatment 
are necessary to attain these goals. Modern 
healthcare system burdens can hinder these 
objectives. Primary care clinicians are under 
increasing pressure to see patients rapidly and 
to maintain proficiency in many different as-
pects of medicine. Although cutaneous disease 
is common in primary care, dermatological 
training for both medical students and prima-
ry care residents has been historically lacking. 
Studies have estimated that dermatologic 
complaints comprise approximately 25% of all 
outpatient visits; and primary care providers 
treat about 60% of all patients presenting with 
a skin-related problem.2 The increasing pres-
sure put upon primary care providers to see 
more patients in less time requires the general 
practitioner to effectively recognize and treat 
common dermatological diseases.2

Disparities in the Use of Visuals 
for Dermatology Diagnostics
The development of photography has improved 
diagnostic accuracy in the visual field of derma-
tology. The first photographic catalog of der-
matologic disease was Clinique photographique 
de L’hôpital Saint-Louis in 1868 by Alfred Louis 
Philippe Hardy.3 Since then, dermatology has 
increasingly relied on photographs to educate 
clinicians on skin diseases. A few decades ago, 
photographs of skin disorders became synon-
ymous with the film they were produced on, 
Kodak Kodachrome film. The “Kodachrome” has 
continued into modern education as a digital 
image of dermatologic pathology for training 
purposes. Kodachromes of different skin dis-
eases allow medical trainees to better acquaint 
themselves with skin conditions, which may 
have dozens of different presentations. 

The teaching Kodachromes in medical text-
books primarily demonstrate dermatologic 
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diseases in fair-skinned individuals representing 
the majority of the United States population. A 
review of modern dermatology textbooks and 
other teaching tools reveals that non-white 
skin images comprise only 4% to 20% of all 
skin photographs.4 These low percentages of 
non-white skin images do not proportionally 
reflect the current demographics in the United 
States (Figure 1). In 1980, 17% of the United 
States population reported being a race other 
than White, non-Hispanic. The 2020 United 
States Census showed that this number had 
increased to approximately 40%.5 Hispanic 
ethnicity, which is recorded separately from 
race, demonstrated an increase from 6 % in 
1980 to 19% in 2020.  The United States Census 
Bureau predicts that the current trend of skin 
melanin heterogeneity will continue such that 
approximately 50% of the population will be 
non-Caucasian by the year 2050.6 The under-
representation of darker skin tones in teach-
ing photographs may lead to misdiagnosis or 
delayed diagnosis of dermatologic conditions.7 
Therefore, it is thus important to develop a 
comprehensive understanding of how varying 
skin tones may present identical pathologies 
differently.

A Better Description of Skin 
Tones
As we designed this clinical image series, we 
realized the importance of the correct lan-
guage used to describe different skin tones.  
The field of dermatology developed within a 
Eurocentric scientific and socio-cultural frame-

work.3 Historically, terms such as “ethnic skin” 
or “native skin” can be found in the European 
medical literature.  These antiquated terms 
framed darker skin as an alternative to that of 
normalized “lighter” skin.8 Further complicating 
and confounding this comparison is the con-
flation by dermatologists of race and ethnicity 
with skin color.9 More recently, color descriptors 
such as “white skin,” “black skin,” or “brown 
skin” have been used to identify different skin 
types. The current terminology, “skin of color,” 
is typically used as a catch-all historically for 
non-European skin types. This terminology is 
also not ideal because of the implication that 
light skin, i.e. less melanic skin, is “normal.”  It 
also implies that melanic or non-European skin 
color is a deviation from the normal.6,10-1

We believe that categorizing skin types into 
“white skin” and “skin of color” inadequately 
captures the number and diversity of cuta-
neous pigments of the human species. In this 
series, we felt that the Fitzpatrick scale is the 
best available categorization system for skin 
tones rather than vague and often confusing 
terminology. The Fitzpatrick scale was devel-
oped in 1975 as a tool for determining the level 
of tanning vs. burning of an individual’s skin in 
response to ultraviolet light exposure (Figure 
2). The scale is composed of 6 different types, 
beginning with very fair skin, and ending with 
black skin. Type I always burns, never tans. 
Type II usually burns, tans minimally. Type III 
sometimes burns, tans uniformly. Type IV burns 
minimally, always tans. Type V very rarely burns, 
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Figure 1. United States population percentages based on reported race to the U.S. Census Bureau 
from 1900 to 2020 and projected change in reported “non-white” race in 2050.
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tans very easily. Type VI never burns. This pho-
totyping system is applied to describe sun-re-
lated dermatologic diseases. The level of innate 
photoprotection correlates with increased skin 
pigmentation and an increased Fitzpatrick 
score.14 The Fitzpatrick scale approximates skin 
color but it is not an ideal characterization be-
cause an individual’s skin pigmentation can vary 
greatly in response to ultraviolet light exposure. 
Therefore, more accurate skin color scales need 
to be developed in the future.

Conclusion
The goal of this series is to improve derma-
tologic diagnosis by clinicians in primary care 
disciplines such as family medicine, internal 
medicine, pediatrics, and obstetrics and gy-
necology. To optimize dermatologic training, 
images should contain various skin shades 
affected by the same disease. Therefore, each 
article will highlight a common dermatologic 
disease seen in the primary care setting with an 
emphasis on its appearance in multiple Fitzpat-
rick skin types. The treatment of skin disorders 
will not be covered in this series. We hope this 
series broadens the reader’s perspective on 
dermatologic diagnosis and aids them in reliev-
ing suffering, promoting health, and preventing 
disease in their patients.
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Figure 2. A representation of the Fitzpatrick phototyping scale.
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