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To the Editor:

Dermoscopy involves the use of a single handheld tool that incorporates illumination and
magnification for improved visualization of skin structures. However, dermoscopy requires a
knowledge base to be properly interpreted. In studies with new dermoscopists, dermoscopy
was shown to provide no benefit to standard physical examinations,! and might actually
decrease sensitivity.2 In fact, one of the largest barriers to dermoscopy usage reported by
dermatologists in the United States is the lack of training, which has resulted in only 48% of
US dermatologists using dermoscopy.3

The triage amalgamated dermoscopic algorithm (TADA)*® differs from standard methods
of dermoscopy education in that it starts by teaching the dermoscopic features of common
benign lesions, so they can be excluded in further evaluation.® The algorithm then teaches
the identification of malignant skin lesions through abnormalities of the pigment network
and vascular structure (Figs 1 and 2). This simplified algorithm has high sensitivity

and specificity for both benign and malignant neoplasms and inherently caters to new
dermoscopists.*
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Approval was obtained from the institutional review boards of Pennsylvania State University
(CR9551) and the US Air Force 59 Medical Wing (FWH20180132H). Voluntary, fully
informed consent of the participants used in this research was obtained as required by 32
CFR 219 and DODI 3216.02_AFI140-402. We administered a 1-hour live seminar to the 59
physicians in Pennsylvania and a recorded e-learning version of the same training to the 43
physicians in Florida who consented to the study. Both groups had limited previous exposure
to dermoscopy and completed a test of 30 benign and malignant dermoscopy images before
training and a separate test after training.

All participants had significant improvement (P < .001) in sensitivity for detecting malignant
skin lesions with good specificity (Table I). The live lecture yielded an increase in sensitivity
from 62% to 88%, and the e-learning method yielded an increase from 70% to 92%.
Although the participants in the e-learning method had a higher baseline score than the

live lecture (P < .01), the resultant final sensitivities after education were not significantly
different (P=.13; noninferiority #test with 10% margin, £< .01). We conclude that the
e-learning method is at least noninferior to a live lecture setting for teaching dermoscopy
and has many inherent benefits. E-learning enables training of larger audiences using the
internet on individual monitors with perhaps better color and detail than a projector at a
pace that is individualized to the learner. Indeed, e-learning was the preferred method of the
participants in this arm of the study.

Dermatoscopes have been described as stethoscopes for the skin because of their utility in
cutaneous diagnosis. However, a dermatoscope, like a stethoscope, is only 1 tool used in

the full physical examination of a patient, not the single element used in physical diagnosis.
With training, the ability to utilize dermoscopy increases. The e-learning video used in our
study is now available for free use as part of the American Academy of Dermatology basic
dermatology curriculum (see https://data.mendeley.com/datasets/jgdt3nxm8d/1). The authors
hope that this study and the resources it provides will serve as an initial step for new users
increasing their use of dermoscopy within our community and starting a journey toward
broader use of this powerful tool in the clinical examination of patients.
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Fig 1.

Benign skin growths and description. DF, Dermatofibroma; NPD, nonpolarized
dermoscopy; PD, polarized dermoscopy; SK, seborrheic keratosis; TADA, triage
amalgamated dermoscopic algorithm.
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Triage Amalgamated Dermoscopy Algorithm (TADA)
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Fig 2.

Dermoscopic Description
Starburst: knob-like projections
or streaks at the edge of a growth
1. Blue-Black/Gray Color:
ie. ovoid nests, peppering, veil

2. Shiny White Structures:
white lines (seen best with PD)

3. Negative Network:
hypopigmented serpiginous lines
4. Ulcer/Erosion: raw or non-
healing, +/- crust

5. Vessels: ie. arborizing,
polymorphous, dotted

Useful Monitoring Tips
1. The majority of these are
melanocytic nevi (moles)
2. Changes in morphology or
symptoms should raise concern
3. Monitoring can include short-term,
long-term, or self-monitoring for
change

Printable triage amalgamated dermoscopic algorithm for quick reference. NPD,

Nonpolarized dermoscopy; PD, polarized dermoscopy.
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