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Dermatology, once regarded as an empirical 

field, with treatments based on anecdotes 

and uncontrolled trials, and frequently 

associated with quackery, has now emerged 

as a pure scientific field based on evidence-

based practices as any other field of 

medicine. Two recent European studies have 

confirmed that the majority of outpatient 

therapy of dermatologic conditions in 

routine clinical practices is based on best 

scientific evidence.1,2 However, it should be 

acknowledged that, still there is considerable 

room for improvement.3 Evidence based 

medicine (EBM) has been defined as “the 

conscientious, explicit, and judicious use of 

current best evidence in making clinical 

decisions about the care of individual 

patients. EBM entails formulating a clinical 

question, thoroughly searching the literature, 

critically appraising the validity and 

relevance of the retrieved articles, and 

integrating the results into the clinical 

practice. The main goal is to provide 

exemplary care for the patients using best 

evidence and, hence, EBM always begins 

and ends with the patient.4,5 

Epidemiology is the study of disease 

occurrence in human populations. As a 

science, epidemiology emphasizes 

descriptive and analytic observation, clinical 

trial, behavioral intervention, and the 

practical utility of diagnostic tests. 

"Epidemiology" is derived from the Greek 

‘epi’ (among), ‘demos’ (people), and ‘logos’ 

(study/set of beliefs). Clinical epidemiology 

is the application of epidemiologic 

principles and methods to problems arising 

in clinical medicine, dermatology included. 

For dermatologists, to understand and apply 

this discipline is as important as to master 

other basic sciences, such as immunology, 

microbiology, and dermatopathology.6 

Dermatoepidemiology is actually a clinical 

and analytic overview of evidence-based 

dermatology. It is emerging as an important 

discipline in dermatology that is pertinent to 

reading, interpreting, and critically 

examining the dermatological literature and 

during the past decade, it has flourished with 

the appearance of many new studies, books 

and scientific sessions on the subject.6-8 The 

International Dermatoepidemiology 

Association was established in 1996 to 

organize the efforts of all those who share an 

interest in the epidemiology of skin diseases8 

and more recently, the Epidemiology Expert 

Resource Group of the American Academy 

of Dermatology has developed a 

dermatoepidemiology curriculum.9 
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The history of dermatoepidemiology dates 

back 250 years ago when James Lind 

examined the cause and treatment of scurvy 

in malnourished sailors. Joseph Goldberger's 

study of pellagra 90 years ago was the 

second classic examples of 

dermatoepidemiology, the application of 

epidemiology to the practice of 

dermatology.10,11 The recognition of Lyme 

disease is another classic example of 

"infectious" disease epidemiology. In 1972, 

a disease characterized by erythema 

chronicum migrans and "endemic arthritis" 

clustered in Lyme, Connecticut. An 

infectious agent was suspected to be the 

cause of the disease in 1975. The tick was 

thought to be the vector in 1977. In 1980, 

the spirochete became the prime suspect 

and, in 1982, Borrelia burgdorferi was 

discovered as the etiologic agent.6 

In dermatoepidemiology, scientific methods 

are used to make predictions about the 

individual patients by various means. An 

understanding of basic 

dermatoepidemiology and biostatistics thus 

lends itself to making educated decisions 

about the accuracy and pertinence of 

published dermatological research findings 

to medical decision making. It also helps 

identify modifiable causal factors of disease 

for potential intervention. Primary 

prevention consists of preventing disease 

before it arises. Therefore, behavioral 

counseling functions as a form of primary 

prevention, e.g. by encouraging a patient 

with family history of skin cancer to avoid 

the sun.12 Secondary prevention entails 

detecting a disease at an early preclinical 

stage when it is more amenable to treatment, 

e.g. performing regular skin checkups on 

patients at high risk for developing skin  

Table 1 Search algorithm in EBD (evidence-

based dermatology). 

1. Formulating a well-built clinical 

question 

2. Finding the current best evidence 

3. Critically appraising the evidence for 

validity  

4. Application of this evidence, integrating 

the data with patient values and clinical 

expertise. 

5. Storing the data and evaluating 

performance of steps 1-4 for continuous 

quality improvement 

cancer.13 Tertiary prevention includes 

measures taken to prevent complications of 

existing disease, e.g. taking adequate 

margins when surgically removing a 

melanoma.14 

Going through all the processes to make 

evidence-based decisions can be time 

consuming, especially if you do not have 

adequate skills or the time to apply them. 

Moreover, despite your best efforts, you 

may not be able to find high quality 

evidence for many of the clinical decisions 

you must make. However, over the last two 

decades there have been numerous advances 

in evidence processing, including the 

production of streamlined guides to aid in 

critical appraisal of the literature, online and 

other forms of electronic literature 

searching, evidence-based abstraction 

services, growing numbers of high quality 

systematic reviews, and frequently updated 

textbooks in paper and electronic formats.  

There are few basic concepts that must be 

addressed while undertaking, analyzing and 

interpreting any dermatological study 

(Table 1).15 

 



Journal of Pakistan Association of Dermatologists 2005; 15: 219-221. 

221 

References 

1. Jemec GB, Thorsteinsdottir H, Wulf 

HC. Evidence-based dermatologic out-

patient treatment. Int J Dermatol 1998; 

37: 850–4. 

2. Abeni D, Girardelli CR, Masini C et al. 

What proportion of dermatological 

patients receive evidence-based 

treatment? Arch Dermatol 2001; 137: 

771–6.  

3. Scheinfeld N. Getting started with 

evidence-based research. Dermatol 

Surg. 2003; 29: 572-5. 

4. Williams HC. Beyond the year 2000: 

how may epidemiology influence future 

clinical practice in dermatology? Clin 

Dermatol 2001;19: 55–8. 

5. Naldi L, Braun R, Saurat JH. Evidence-

based dermatology: a need to reset the 

agenda. Dermatology 2002; 204: 1–3. 

6. Chuang TY, Mirowski GW, Reizner 

GT. Dermatoepidemiology. III. ABC 

principles for a critical review of the 

literature. Int J Dermatol 1998; 37: 1-6. 

7. Weinstock M. Dermatoepidemiology. 

Dermatol Clin. 1995; 13:  505–716. 

8. Williams H, Strachan D, eds. The 

Challenge of Dermatoepidemiology, 1
st
 

edn. Boca Raton: CRC Press; 1997. 

9. Epidemiology Expert Resource Group. 

Epidemiology curriculum for 

dermatologists: dermatology, version 

1.2. Available from: URL: 

http://home.cwru.edu/6dxb69/epi.htm. 

Accessed August 28, 2005. 

10. Lind J. A treatise of the scurvy in three 

parts, containing an inquiry into the 

nature, causes and cure of that disease, 

together with a critical and 

chronological view of what has been 

published on the subject. Edinburgh: 

Sands, Murray and Cochran; 1753. 

11. Goldberger J. The etiology of pellagra. 

Public Health Rep 1914; 29: 1683–6. 

12. Weinstock MA, Rossi JS, Redding CA 

et al. Sun protection behaviors and 

stages of change for the primary 

prevention of skin cancers among 

beachgoers in southeastern New 

England. Ann Behav Med 2000; 22: 

286–93. 

13. Greene MH. The prevention of 

cutaneous malignant melanoma: high-

risk groups, chemoprevention, 

education, and screening. Cancer Treat 

Res 1993; 65:103–40. 

14. Haigh PI, DiFronzo LA, McCready DR. 

Optimal excision margins for primary 

cutaneous melanoma: a systematic 

review and meta-analysis. Can J Surg 

2003; 46: 419–26.  

15. ebDerm.org: Evidence-Based 

Dermatology. Available from: URL. 

http://216.197.104.3/ebderm/newIndex.

cfm. Accessed August 28, 2005. 

 

 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&term=%22Chuang+TY%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&term=%22Mirowski+GW%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&term=%22Reizner+GT%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=PubMed&cmd=Search&term=%22Reizner+GT%22%5BAuthor%5D
http://home.cwru.edu/6dxb69/epi.htm
http://216.197.104.3/ebderm/newIndex.cfm
http://216.197.104.3/ebderm/newIndex.cfm


Journal of Pakistan Association of Dermatologists 2005; 15: 219-221. 

2 

 


