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Patients with skin of color are disproportionately affected 
by atopic dermatitis (AD) and generally have more difficulty 
accessing appropriate dermatologic care compared with White 
patients. This disparity is gaining increasing recognition in the 
dermatology community, and its causes are vital for nurses, 
nurse practitioners, physician assistants, and other providers 
to understand. 

BACKGROUND

EPIDEMIOLOGY

In the United States, the incidence of AD is increasing among individuals 
of all races and ethnicities, but its prevalence and duration are higher 
among Blacks and other individuals with skin of color than among White 
patients.1,2 The prevalence of AD is highest and is rising fastest among Black 
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children and adolescents. In the United States, between 
2000 and 2014, the prevalence of AD nearly doubled among 
Blacks, rising from 8.6% to 17.1% according to national 
surveillance data from the U.S. Centers for Disease Control 
and Prevention.3 Other recent large studies have shown 
that Blacks in the United States are nearly three times 
more likely than Whites to develop AD in early childhood, 
even after adjusting for factors such as parental history 
of atopy, maternal education, neighborhood income, and 
second-trimester maternal vitamin D levels.2,4 

Studies have also found a high prevalence of AD in other 
racial and ethnic groups. Prevalence is higher among 
Latinos (Hispanics) than among non-Hispanic Whites.3 
Among Native American (indigenous) individuals, the 
prevalence of AD is also high (11-17% in studies) and 
increasing.5-7 The prevalence of AD is more variable among 
Asians and Pacific Islanders living in the United States, 
but is high among some groups (such as Filipinos) and 
is increasing overall.

In the United States, AD also tends to be more persistent 
and severe among persons with skin of color. In one study, 
young children who were Black or Latino were as much 
as six times more likely to develop AD that persisted at 
least through middle childhood.2 Compared with Whites, 
Black and Latino patients with AD are also more likely 
to develop moderate or severe pruritus, excoriation, and 
other symptoms that adversely affect sleep, activities of 
daily living, and quality of life.8,9 

ETIOLOGY
It is not fully understood why AD tends to be more 
prevalent, severe, and persistent among individuals with 
skin of color, but studies have implicated environmental, 
socioeconomic, and genetic/molecular factors as potential 
contributors. These factors can vary by geography and 
among racial or ethnic groups. 

In the United States, Black children with AD are more 
likely than White children with AD to have been exposed 
to environmental triggers of AD, such as tobacco smoke.8 
In addition, Black and Latino children tend to be exposed 
to higher levels of fine particulate air pollution (PM2.5), 
a known risk factor for AD.10,11 Differences in the skin 
microbiome also might play a role: In one recent study, 
Blacks patients with AD were more likely than White 
patients to be colonized by certain strains of Staphylococcal 
aureus bacteria that have virulence factors linked to more 
severe AD.12

Studies indicate that AD patients with skin of color are 
less likely than White children to receive treatment, 
and that lack of treatment can worsen disease duration 

and severity.13 Indeed, when patients with skin of color 
do see a healthcare provider, they tend to require more 
intensive AD therapy, perhaps due to a delay in appropriate 
diagnosis. In one recent large study of children with a 
physician-confirmed diagnosis of AD, those who were 
Latino or Black were significantly more likely to have 
uncontrolled AD compared with those who were White. In 
the same study, Latino and Black patients were, respectively, 
about 3.4 and 1.5 times more likely than White children 
to miss at least 6 days of school over a 6-month period 
due to AD, even after controlling for comorbidities and 
sociodemographic variables.14 As the study authors note, 
such findings are especially concerning because chronic 
absenteeism can increase a child’s likelihood of falling 
behind in school or dropping out. 

Genetic factors may also help explain unique aspects of 
AD etiology. Skin of color shows genetic and molecular 
differences that can affect immunity and skin barrier 
function, which play key roles in AD pathophysiology. 
For example, compared with Whites with AD, Blacks tend 
to have less activation of T-helper cell (Th)1 and Th17 
pathways, fewer loss-of-function alterations in the FLG 
(filaggrin) gene, and uncommon FLG loss-of-function 
alterations that are linked to persistent AD symptoms.15-17 

Among East Asian individuals, AD also is associated 
with unique alterations in FLG and other genes that are 
uncommon or have not been identified in individuals of 
northern European ancestry.18,19 In addition, East Asians 
with AD have been shown to have increased Th17 and 
Th22 activation and lower induction of Th1/interferon 
genes.16,20 Both Blacks and East Asians with AD also tend 
to have higher serum immunoglobulin E (IgE) levels. 

Such genetic and molecular differences could help explain 
why AD is more severe and persists for longer periods of 
time in some patients with skin of color.15 Further study of 
these differences might lead to treatment regimens that 
effectively treat a wider range of skin types.

PRESENTATION AND DIAGNOSIS
Itch is the hallmark symptom of AD among patients 
of all skin types. However, the clinical appearance of 
AD lesions varies substantially according to skin color, 
which is crucial to understand for diagnostic purposes. 
For example, erythema in patients with skin of color 
tends to be purple/violet, brown, or ashen in appearance, 
rather than bright red (see Figure 1).21-23 The appearance 
of erythema in patients with skin of color is so distinct 
that measures of AD severity developed for White patients 
have been shown to be unreliable in patients with darker 
skin types.24 
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In addition, AD in darker skin is more likely to present with 
disseminated papulation, lichenification, and dyschromia 
(both hypopigmentation and hyperpigmentation, which can 
affect resolved lesions and other areas of postinflammatory 
skin).21,25 Black patients with AD also may have periorbital 
dark circles, hyperlinearity of the palms, Dennie-Morgan 
lines (small creases beneath the lower eyelids), and prurigo 
nodules.26,27 The latter is especially likely if lesional skin has 
been frequently rubbed or scratched. Among East Asian 
patients, AD lesions tend to show increased scaling and 
lichenification, and often have a psoriatic appearance.20,26

AD also shows distinct distributions on the body in patients 
of color compared with Whites. Both Blacks and Latinos 
with AD are more likely to have lesions on the trunk. Blacks 
also tend to have lesions on the extensor surfaces of the 
body such as the backs of the forearms, shins, and tops 
of the ankles, hands, and feet.25,28 In contrast, Whites are 
more likely to have AD lesions on the flexural surfaces of 
the body such as the backs of the knees. 

Understanding these distinct patterns of distribution can 
aid in the differential diagnosis of AD. For example, in 
darker-skinned individuals, both seborrheic dermatitis 
and AD lesions may appear lighter (more ashen) than the 

surrounding unaffected skin.29 However, lesions on the 
trunk, arms, or legs are more likely to be associated with 
AD, while those on the scalp, the sides of the nose, and 
between the eyebrows are more likely to be associated 
with seborrheic dermatitis, which usually affects areas 
of skin that are densely populated by oil glands. 

TREATMENT CONSIDERATIONS
Recommendations for managing AD are generally the same 
regardless of skin color. Effective, guideline-recommended 
interventions include reducing indoor allergens and other 
environmental triggers, regularly applying hypoallergenic 
moisturizers, using wet wraps and bleach baths, and taking 
short, warm (not hot) baths and showers.30 Skin cleansers 
should be free of soap and fragrances, and neutral in pH. 
Moisturizers should be applied shortly after bathing to 
maximize skin hydration.

Topical therapy

Topical corticosteroids are recommended for all patients 
with AD if environmental changes and appropriate skin 
care do not adequately control symptoms.30 A sufficient 

FIGURE 1
Clinical presentation of 
AD in patients with skin 
of color

In patients with skin of 
color, AD lesions tend to 
appear dark brown, violet, 
or ashen, rather than bright 
red (A-B). Excoriations 
may be prominent (B-C). 
A disseminated papular 
pattern and prurigo-like 
lesions are particularly 
common among Black 
patients (D). Latino and 
Black patients often show 
lichenification (E).

A
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B
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dose and application frequency (often once or twice daily) 
are important to control symptoms. 

It should be noted that long-term overuse of high-potency 
topical corticosteroids can lead to hypopigmentation and 
skin atrophy (which may present as striae).31 Concerns 
about side effects can lead to underuse or even nonuse 
of topical steroids as part of AD management.32 Patients 
with skin of color may be particularly concerned about 
treatment-induced hypopigmentation. It is important to 
acknowledge these concerns with patients, recognizing 
that hypopigmentation can impair self-image and quality 
of life.33 However, it is equally vital to counsel patients 
and caregivers that topical corticosteroids, when used as 
directed for the management of AD, are unlikely to cause 
hypopigmentation, while uncontrolled AD itself can lead 
to both hypopigmentation and hyperpigmentation.29

If AD responds inadequately to topical steroids, or if 
extended topical therapy is required for disease control, 
it may be useful to consider a topical calcineurin 
inhibitor, such as tacrolimus or pimecrolimus, in lieu 
of a corticosteroid. Another option for topical therapy is 
crisaborole, a phosphodiesterase-4 (PDE-4) inhibitor. In a 
recent pooled analysis of data from two placebo-controlled 
clinical trials, crisaborole improved global disease severity, 
reduced AD signs and symptoms to a similar extent, and 
showed a similar safety profile across subgroups stratified 
by race and ethnicity.21 The most common side effects 
were burning, stinging, or worsening of dermatitis at the 
application site, which occurred in about 2-3% of patients 
and was usually mild or moderate in severity.

Systemic treatment

If AD signs and symptoms respond inadequately to topical 
therapy, systemic treatments should be considered. One 
option is dupilumab, an interleukin-4 receptor alpha 
antagonist that is approved by the U.S. Food and Drug 
Administration (FDA) for the treatment of AD in patients 

ages 6 years and older.34 Dupilumab is administered 
every other week as a subcutaneous injection, which 
may be easier for some patients to adhere to than topical 
treatments. In addition, dupilumab does not require 
frequent laboratory monitoring, which is required for 
other systemic treatments such as methotrexate.35 In a 
recent post hoc analysis of pooled data from three phase 
3 clinical trials, Black, Asian, and White patients with 
AD saw significant improvements when treated with 
dupilumab. These patients rarely stopped treatment 
because of adverse effects.36 

TREATMENT CHALLENGES
Patients with skin of color often face challenges that make 
it difficult to access and pay for care, understand verbal/
written health instructions and clinician educational 
guidance, and overcome language and cultural barriers. 
These challenges can impede or undermine AD diagnosis, 
treatment, and outcomes. 

Financial barriers

In the United States, financial barriers to healthcare 
access disproportionately affect patients of color. In 
a recent survey of more than 113,000 members of the 
National Eczema Association, Black respondents with 
self-reported AD reported significantly lower average 
household incomes, worse AD disease control, and more 
frequent skin infections compared with White respondents. 
Blacks with AD also were more likely to have Medicaid 
insurance and incurred significantly greater out-of-pocket 
costs for prescription medications, emergency room visits, 
and outpatient laboratory tests related to AD.37 

These findings illustrate how underinsurance and 
uninsurance serve as barriers to AD treatment. Compared 
with privately insured individuals, patients with AD who 
have Medicaid are significantly more likely to visit the 
emergency department for AD care, significantly less 

"Studies indicate that systemic or structural 
racism worsens the severity of AD and 
other dermatologic diseases by decreasing 
access to education and restricting income 
opportunities"
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likely to receive specialty care, and significantly less likely 
to be prescribed effective treatments such as calcineurin 
inhibitors or high-potency topical corticosteroids.38 Medicaid-
insured patients also are significantly more likely to be 
hospitalized for AD, as are patients with skin of color, 
patients who have no insurance, and patients who fall in the 
lowest quartile of household income.39 Other studies have 
reported similar results—in one analysis of U.S. hospital 
readmissions between 2012 and 2014, inpatients with AD 
were significantly more likely to be readmitted for AD if 
they were uninsured or from a lower-income household.40

Structural racism

Among patients with AD, Blacks who have Medicaid are 
at significantly greater risk for financial harm stemming 
from AD care compared with Whites who have Medicaid 
or Blacks who have private insurance.37 This is an example 
of systemic (structural) racism, in which individuals with 
skin of color face widespread, explicit or implicit bias and 
discrimination that create stressors and barriers across 
multiple domains of life. 

Studies indicate that systemic or structural racism worsens 
the severity of AD and other dermatologic diseases by 
decreasing access to education and restricting income 
opportunities. This combination, along with other factors, 
can force individuals to live, study, and work in settings 
where they are exposed to higher levels of environmental 
AD triggers, such as indoor allergens and air pollution.8 In 
one study of pediatric patients with AD, individuals who 
were Black and lived in highly segregated communities 
(a measure of structural racism) were significantly more 
likely to have severe AD compared with children who were 
not Black or who lived in less segregated communities. 
Black children were also more likely to belong to lower-
income families, live in rented housing, and be exposed 
to tobacco smoke.8

Gaps in competency

For patients with skin of color who can access medical care, 
clinicians’ inability to identify AD in patients with darker 
skin can delay diagnosis and treatment. One problem is that 
photographs of AD used in clinical education predominantly 
depict light-skinned patients. In a recent cross-sectional 
study of widely used dermatology training resources, 
only 13% of AD images were of patients with dark skin 
(Fitzpatrick phototypes V or VI).41 In another recent study 
conducted at two U.S. medical schools, medical students 
were significantly less likely to correctly identify AD in 
photographs of patients with skin of color (Fitzpatrick IV-VI) 
than in White or light (Fitzpatrick I-III) skin (see Figure 2).42 

FIGURE 2
Fitzpatrick Skin Type Classification

TYPE I
Pale White Skin
Extremely sensitive skin, 
always burns, never tans

TYPE II
White Skin
Very sensitive skin, burns 
easily, tans minimally

TYPE III
Light Brown Skin
Sensitive skin, sometimes burns, 
slowly tans to light brown

TYPE IV
Moderate Brown Skin
Mildly sensitive, burns minimally, 
always tans to moderate brown

TYPE V
Dark Brown Skin
Resistant skin, rarely 
burns, tans well

TYPE VI
Deeply pigmented dark 
brown to black skin
Very resistant skin, never burns, 
deeply pigmented
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What are “Healthcare 
Disparities”?
According to the U.S. Healthy People 2020 initiative, a healthcare 
disparity is “a particular type of health difference that is closely linked 
with social, economic, and/or environmental disadvantage.” These 
disparities “adversely affect groups of people who have systematically 
experienced greater obstacles to health based on their racial or ethnic 
group; religion; socioeconomic status; gender; age; mental health; 
cognitive, sensory, or physical disability; sexual orientation or gender 
identity; geographic location; or other characteristics historically linked 
to discrimination or exclusion.”63

Healthcare disparities often stem from being uninsured or underinsured, 
as well as from other financial barriers such as being unable to afford 
co-pays or access transportation to healthcare appointments. In a recent 
longitudinal study of 9 years of data from the Medical Expenditure Panel 
Survey data, visits to outpatient dermatologists were significantly less 
frequent among individuals with lower educational levels or socioeconomic 
status, those who had no insurance, and those enrolled in Medicaid.64 

Notably, among patients with dermatologic diseases, Latinos and Blacks 
were less than half as likely to have seen a dermatologist during the 
study follow-up period compared with Whites. In the United States, 
Blacks and Latinos comprise a disproportionate percentage of uninsured 
individuals and Medicaid enrollees. Persons of color also are more likely 
to fall into the so-called Medicaid gap, meaning that in the Affordable 
Care Act (ACA) marketplace, they do not qualify for Medicaid or for 
subsidies to help pay health insurance premiums.65 

The passage of the ACA in 2010 has somewhat reduced financial 
disparities in healthcare access, especially in states where Medicaid 
access has been substantially expanded. However, individuals with skin 
of color—including Blacks, Latinos, Pacific Islanders, Native Americans, 
Native Hawaiians, and Alaskan Natives—are still less likely to have 
health insurance compared with Whites.65 Latinos are particularly 
affected—in 2014, only 19% were insured. This is partly because U.S. law 
bars undocumented immigrants from enrolling in Medicaid and requires 
legal immigrants to wait 5 years before applying to enroll.

Healthcare disparities are not only financial in nature. Often, individuals 
who live in rural areas or in population-dense, underserved urban areas 
are less likely to access general and specialty care due to a shortage of 
providers.43 In addition, systemic bias can cause clinicians, healthcare 
administrators, and even healthcare systems to discriminate—knowingly 
or unknowingly—against immigrants, patients of color, LGBTQ+ or gender 
non-conforming individuals, persons with physical or mental disabilities, 
or persons who belong to minority religious or ethnic groups.63 Systemic 
bias can dissuade individuals from seeking treatment, even for serious 
conditions. In some cases, distrust in healthcare systems is passed down 
through the generations, affecting entire families and communities.

Finally, patients with skin of color, particularly 
immigrants, can face cultural and language 
barriers in healthcare settings if dermatologists 
and other clinicians do not look like them, 
understand their culture, or speak their 
preferred language.29,43 Lack of cultural and 
linguistic competence in healthcare settings 
can lead to skepticism or mistrust, particularly 
if patients have been personally marginalized 
or even previously harmed by healthcare 
providers, or if their families or ancestors 
have endured such experiences.

Gaps in health literacy and reliance 
on ineffective treatments

Health literacy—understanding the root causes 
of health conditions enough to be able to 
manage one’s own healthcare—is lacking 
in the United States, particularly among 
Black, Latino, Asian, Pacific Islander, and 
Native American communities who may not 
understand the underlying causes of diseases 
or how to treat them, and may have difficulty 
accessing accurate, comprehensible health 
information.29 As a result, individuals with skin 
of color may have inaccurate beliefs about the 
causes and treatment of AD and may spend 
money on ineffective non-prescription, folk, 
or home therapies.

It is important to be aware that patients may 
attempt to treat their AD with traditional 
Chinese medicine or other complementary 
and alternative treatments, either alone or 
added to conventional therapies.44 There is 
mixed evidence regarding the efficacy of 
Chinese traditional medicine and other plant 
or herb-based therapies for the treatment of 
AD. Although a few individual studies have 
reported modest to moderate benefits,45,46 
a recent meta-analysis of randomized 
controlled trials found that traditional Chinese 
medicines did not outperform placebo for the 
treatment of AD.47

It is also important to know that traditional 
Chinese medicines are sometimes adulterated 
with antifungal drugs such as ketoconazole and 
miconazole, as well as potent corticosteroids 
such as clobetasol propionate, dexamethasone, 
and prednisone/prednisolone.48-50 In some 
cases, the use of these adulterated medicines 
has led to harmful skin reactions. It is 
important to ask patients and caregivers about 
all medicines, supplements, and topical 
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treatments they or their children are using, and to ask to see bottles 
and other packaging whenever possible.

BRIDGING GAPS
Concerted efforts are underway to improve access to and quality of 
dermatology care for patients with skin of color. Educating clinicians is 
a key area of focus—studies show that educational modules on skin of 
color can significantly improve clinicians’ and clinical trainees’ diagnostic 
ability.51 Dermatology, pediatric, and nursing training programs are 
now working to fill gaps in their own curricula and create resources for 
other programs. Recent examples include conference presentations on 
skin of color, photo galleries, a first-in-kind dermatology textbook, and 
recommendations from expert working groups.52,53 A group of experts 
have additionally recommended practical steps to make clinics more 
accessible to a more diverse mix of patients (see Table 1).54

The dermatology community is also working to improve cultural 
and linguistic competency—which, in healthcare settings, means 
understanding and respecting a patient’s culture as it relates to concepts 
of health, using empathetic communications skills, and conducting the 
clinical visit and patient education in a patient’s preferred language.55 
Studies show that cultural and linguistic competency in healthcare 
significantly improves patient outcomes.56,57 Cultural competency involves 
both organizations and individuals and spans a continuum ranging 
from cultural destructiveness—in which a patient’s culture is ignored, 
disregarded, minimized, or marginalized—to cultural proficiency, 

The Continuum of Cultural Competence58

Culturally destructive individuals and organizations (Stage 1) assume that “mainstream” culture is superior, regularly inject 
bias into interactions with patients, and expect patients to “leave their culture at the door.” Those with “cultural incapacity” 
(Stage 2) are less adversarial but still dismiss cultural differences and expect patients to conform to healthcare services, 
rather than adapting services to meet patients’ needs. “Cultural blindness” (Stage 3) denotes individuals and organizations 
who assume that all cultures, races, and ethnicities are essentially alike, and that differences do not need to be taken into 
account. “Cultural precompetence” (Stage 4) refers to those who are developing basic knowledge about sociocultural factors 
but are not yet sufficiently adept to implement major organizational or individual behavioral changes. Those with “cultural 
competency and proficiency” (Stage 5) are committed to strategic planning, ongoing self-assessment, and training to ensure 
that organizations and providers consistently understand and account for cultural differences when delivering care.

FIGURE 3

STAGE 1

Cultural 
Destructiveness

STAGE 2

Cultural 
Incapacity

STAGE 3

Cultural 
Blindness

STAGE 4

Cultural 
Precompetence

STAGE 5

Cultural 
Competence 
& Proficiency

TABLE 1
Improving Access to Care for Patients 
with Skin of Color54

Increase diversity of physicians and staff

Engage with local community to 
build trust

Expand office hours to nights and 
weekends to improve access

Build “urgent care” visits into the 
schedule at flexible times

Offer patients 24-hour phone coverage

Offer telehealth visits to reduce travel 
time, costs, and missed workdays

Budget enough time for each 
appointment to educate patients about 
their diagnosis and treatment plan
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in which providers acknowledge that significant 
differences exist among cultures, ethnic groups, and 
races, and commit to understanding their own biases 
by continually integrating culture into assessment, 
treatment planning, and follow-up (see Figure 3).58 

There are currently efforts underway within the 
dermatology community to introduce more diversity 
into the specialty. Research indicates that patients 
with skin of color tend to be more comfortable seeing 
dermatologists of the same race, whom they perceive 
as better understanding their dermatologic concerns.59 
However, in 2016, only about 3% of practicing 
dermatologists in the United States were Black, and 
only 4% were Latino (at the time, approximately 13% 
of the United States was Black and approximately 16% 
was Latino),60 underscoring the pressing need to recruit 
and train a more diverse cadre of dermatologists. 
Recently, the American Academy of Dermatology 
created a Diversity Mentorship Program, which provides 
$1,500 in funding for qualified medical students from 
minority backgrounds to spend one month with a 
dermatologist.61 The Skin of Color Society, which was 

established in 2004 and aims to promote excellence in 
skin of color dermatology, has mentorship programs 
for students and residents as well as research awards 
and grants, an annual scientific symposium, and a 
town hall focused on diversity in the dermatology 
community.29

Public resources for patients with skin of color are 
also growing. In September 2021, the American 
College of Allergy, Asthma and Immunology and 
the Allergy & Asthma Network jointly published 
EczemaInSkinofColor.org, a website featuring diverse, 
captioned images to help clinicians and patients 
recognize eczema in individuals of all skin types.31 The 
website also has videos, research papers, educational 
brochures, and a review of social and environmental 
determinants of AD and AD outcomes in patients with 
skin of color. In addition, a recently launched Instagram 
account, Brown Skin Matters (@brownskinmatters), 
provides a free online gallery of images of dermatologic 
conditions in skin of color.62 As of October 2021, the 
account had more than 87,000 followers. 

SUMMARY

Although individuals of all races and ethnicities can develop AD, its incidence is markedly greater among Black 
patients and others with skin of color. In addition, children with skin of color are at higher risk for developing 
more severe AD than White children. This can lead to detrimental effects related to social functioning and 
quality of life that affect not only the child, but their family and community as well. While the drivers of this 
increased AD severity are not fully understood, they are likely to involve both genetic and environmental 
factors, as well as organizational and clinician-level gaps in diagnostic skill and cultural competency. For 
example, in patients with darker skin, erythema typically is not red, but rather purple, brown, or grey, which 
can lead to inaccurate or delayed diagnosis if a clinician is inexperienced in recognizing AD in skin of color. 

Recommended treatment regimens for AD patients with skin of color are generally the same as in lighter-
skinned patients, and medications used to treat the condition are generally safe regardless of skin color or 
type. Patients can be educated that topical steroid-induced hypopigmentation is chiefly associated with the 
overuse of high potency formulations, while uncontrolled AD itself can lead to skin dyschromia. Individuals 
with skin of color can experience healthcare disparities that decrease their ability to access and pay for 
treatment, comprehend health education, and work with providers whom they trust. Ongoing efforts to 
reduce these disparities aim to increase cultural and linguistic competency, and train clinicians to accurately 
diagnose and manage AD and other dermatologic conditions in patients with skin of color.
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For some individuals, the simple act of seeking medical 
care can cause anxiety, especially if they are going to 
a new practice and English isn’t their first language. 
Will they be able to communicate the reason they 
need medical care? Will they understand the providers’ 
instructions? Will it all be worth the time and money?

The location of my current practice in south Florida is 
a true cultural melting pot. We have a diverse patient 
population of immigrants and migrants from across 
Latin and South America, Haiti, Puerto Rico, Mexico, 
and many other countries. Consequently, the waiting 
room of our practice looks and sounds a bit like the 
United Nations. I learned early on after moving to 
Florida that to function effectively as a healthcare 

provider in this region, you either need to speak a 
second (or third, or fourth) language or have someone 
in the office who is available to help you. While I am 
not a native Spanish speaker, I learned enough through 
seven years of middle and high school, as well as a few 
years of college, that I was reasonably fluent before 
moving to Florida from upstate New York.

Growing up, I had a close friend, Carmen, who was 
from Puerto Rico. Carmen spoke English, of course, 
when she was at school with me and her friends, but 
when I went to her house, the entire conversation 
was in Spanish. It was frustrating to me that I always 
had to ask Carmen, “What are you saying? I don’t 
understand.” I was lucky that her family was patient 
with me and taught me Spanish little by little through 
the years. When it came time to choose a language in 
7th grade, I jumped at the chance to more formally 
study Spanish and practiced with my friend and her 
family every chance I got. I know that language was 
seen as a basic educational requirement without any 
immediate application for a lot of my classmates, but 
it truly opened up a new world for me when I spent 
time at Carmen’s house.

Overcoming 
Language Barriers 
by Keischa Cash, DNP, APRN, DCNP, FNP-BC
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Fast forward to the current day, where not a day goes 
by that I don't silently thank Carmen and her family for 
the positive impact they have had on my professional 
career. I arrived in Florida with a very good baseline 
knowledge of Spanish and have simply needed to 
add some of the vernacular specific to my practice 
(atopic dermatitis, for example, is dermatitis atópica. 
Simple, right?). I learned at a young age what it’s like 
when you don’t understand what people around you 
are saying and how uncomfortable that can make you 
feel. And that’s in a low-stakes situation where the 
conversation is simply about the ins and outs of fourth 
grade or what’s going on with Aunt Gloria. Throw in 
an additional layer of someone’s general health and 
well-being in a dermatology office and it’s an even 
more nerve-wracking experience. That’s why it’s been 
so important for me to hone my Spanish speaking 
abilities. I see a lot of migrant farmers, workers, and 
young children, all of whom often arrive with no one 
available to translate for them. Being able to connect 
with these patients by communicating in the language 
they are most comfortable speaking has significant, 
long-lasting benefits.

Take for example, one of my current patients, Isabella, 
a 4-year-old born in Florida whose parents are from 
Puerto Rico. Isabella’s mom speaks very little English. 
When I initially saw Isabella, she had a widespread 
rash in her flexural creases with noted erythema, 
papulation, lichenification, and scattered excoriations. 
It was an unusual initial visit when the family arrived 
at our practice. Isabella’s mom seemed unaware that 
I (or anyone else at our practice) spoke Spanish, so 
she brought her 11-year-old son along with her to 
serve as a translator. I didn’t immediately realize 
that the mom didn’t speak English, so I started the 
visit the same way I usually do, by asking, in English, 
what brought the family here for an appointment. 
Isabella’s brother started to translate my question and 
his mom’s response. I let him finish before speaking 
to the mom directly in Spanish. There was a notable 
wave of relief that washed over her face and a smile. 
The extra anxiety of the visit was gone, and we were 
able to get at the root of the issue.

When it comes to communicating with patients who 
have limited English proficiency, providers should 
be aware of several common practices that may 
impede the provision of quality care. Using common 
translation apps may put a practice at legal risk, and 
use of these apps for treatment purposes may not be 
HIPAA compliant. If possible, clinicians should not rely 
on family members, especially those younger than 18 
years of age, to translate for patients. Family members 
may not feel comfortable conveying sensitive but 
crucial information relevant to treatment, they often 
lack the medical vocabulary necessary for accurate 
translation, and using family members in this way 
may violate patient confidentiality.1

For practices that are part of larger systems, medical 
interpreters may be available. For practices within 
these health systems, reviewing the optimal use 
of interpreters with staff may be useful. In smaller 
practices, if a staff member can speak another language 
fluently, it may make sense to help them get certification 
for their language skills and receive training as a 
medical interpreter.1

Language barriers make it difficult for not only the 
provider but the patient as well. It puts a lot of pressure 
on both parties—the patient and their family want to 
make sure they are properly explaining their issues, 
and the provider needs to be confident that they are 
able to convey sometimes complex information about 
the diagnosis and treatment plan.

In Isabella’s case, we were able to effectively 
communicate about the potential causes of her atopic 
dermatitis (AD), obtain a good history, complete a 
thorough physical exam, and develop a comprehensive 
initial treatment plan. She started on a regimen of 
topical triamcinolone cream 0.025% BID as needed 
for flares and crisaborole 2% topical ointment for 
maintenance, along with topical emollients 3-4 times 
applied daily to the entire body. We set up an initial 
follow-up in 4 weeks and provided the family with a 
handout about atopic dermatitis in Spanish that our 
office had developed. I also told Isabella’s mom to call 

"So the next time you see a patient or family 
who doesn’t speak English fluently, think 
about how you would feel if you were in 
their shoes."
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our office anytime and ask to talk to me if she had any 
problems or questions. 

Four weeks later, Isabella, her mother, and her brother 
were back, and they were all so excited to show me 
the progress that has been made over the last month. 
Isabella’s skin looked much better. She had no patches in 
her flexural creases, her xerosis had almost completely 
resolved, her pruritus was gone, and there were no 
excoriations. I was told that Isabella was sleeping 
better and no longer waking in the middle of the 
night with blood on the bed sheets from scratching. 
She had even started school recently and seemed to 
be doing well there. Mom thanked me repeatedly in 
Spanish and said she had told other parents and their 
children that they should make an appointment to see 
me as well. I thanked her and smiled. 

Successful management of chronic diseases such as 
AD requires buy-in from the entire caregiver team, 
including providers, patients, families, and those 
who care for the patient outside of the home such as 
teachers, coaches, babysitters, and neighbors. It can be 
a complicated balance. As providers, our job becomes 
easier every time we can tear down a barrier to care. 
So the next time you see a patient or family member 
who doesn’t speak English fluently, think about how 
you would feel if you were in their shoes. Nervous, 
confused, vulnerable—all kinds of tricky emotions. 
It’s important for providers to remain patient and 
use whatever resources you have to communicate 
effectively and put the patient and their family at ease. 
Treat with compassion, not judgment, and it’ll make 
a huge difference.

1. Squires A. Strategies for overcoming language barriers in healthcare. Nurs Manage. 2018;49(4):20-27
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Perusing the body care aisle at your local pharmacy or 
drug store can be enlightening to better understand 
the barriers and burdens our families of children with 
atopic dermatitis (AD) face. A small jar of petroleum 
jelly can cost approximately $2 while a jar of fragrance-
free, hydrating, and ceramide-containing cream is often 
$16 or more. Many of us are asking patients with even 
mild AD to apply moisturizer at least twice a day. If 
their eczema is diffuse and systemically involved, they 
can quickly run through a 16-ounce jar of emollient. 

In a recent survey of patients and caregivers coordinated 
by the National Eczema Association, 24% of respondents 
stated that medications and expenses related to AD had 
a “significant or devastating impact on their personal 
or family finances” while an additional 40.1% reported 
a “moderate impact on finances.”1 

In 2004 alone, an estimated $4.2 billion was associated 
with the management of AD in the United States. This 
includes the direct costs of AD, indirect costs associated 
with lost productivity, and intangible costs associated 
with diminished quality of life.2 Certainly, this amount 
is significantly higher today. A 2018 claims-based 
review showed that families of AD patients reported 
spending over $3,000 more in medical costs annually 
compared with matched controls. Not surprisingly, 
the more severe the AD symptoms, the more money 
spent on an annual basis.3 Since much of the expenses 
occur outside of the clinician’s office, these figures can 
sometimes feel a bit removed to healthcare providers, 

The Cost
of Clear Skin
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but the financial burden of AD can be brought into 
stark headlights when it becomes an issue for one of 
our families. 

Cecilia is a patient of mine who was 2 years old when 
I first met her. Her primarily Spanish-speaking family 
had recently moved to the area and had never had 
anyone with AD in the family. They were frustrated 
by their daughter’s constant pruritis, hypopigmented 
patches, and regular need for medications. Cecilia 
had had AD since she was approximately 4 months 
old, but as she grew older and started daycare, her 
symptoms seemed to be worsening.

Cecelia had terrific primary care management before 
coming to our specialty practice and, unlike some 
young children we see, she was growing and gaining 
weight at an age-appropriate pace and had had few 
infections in her infancy. After taking a thorough 
history and performing a physical exam, I learned 
that Cecelia’s family was utilizing a syndet (synthetic 
soap with specific moisturizers for dry skin) at least 
twice daily, moisturizing regularly with a brand-name 
emollient cream, and applying hydrocortisone 2.5% 
ointment to patches. 

When I see a patient for the first time, I will typically 
ask the family to bring all topical medications they 
use for their child and demonstrate to me both the 
amount and the technique of their application. Based 
on Cecilia’s physical exam, I was not surprised to learn 
that her family was applying a very small amount of 
hydrocortisone about the size of a dime (or less) to 
cover her most visible patches. This is an important 
observation and a procedure that I recommend to 

all providers—families will tell us one thing but to 
get a visual observation of their actual application 
process can really help pinpoint problems. Following 
a lengthy discussion with Cecelia’s family about the 
importance of comprehensive moisturization and 
application of topical steroids, I demonstrated to them 
the appropriate amount of hydrocortisone that they 
should be applying twice a day.

I quickly caught a glimpse of concern, but Cecelia’s 
family didn’t quickly share their thoughts with me. I 
didn’t sense a sigh of relief until I mentioned to them 
that, “These creams can be very costly for families, 

especially because you have to use so much. I have 
some strategies that can help make things more 
affordable and still improve your daughter’s skin.” 
Cecelia’s father told me that the small tube of emollient 
they had been using cost $14, and the thought of 
needing to purchase several additions tubes each 
month was a concern. To ease the potential financial 
burden, we developed a comprehensive treatment 
plan that incorporated the use of bleach baths, mild 
bar soap (or no soap at times of disease quiescence), 
and moisturizing with petroleum jelly. The family’s 
insurance covered hydrocortisone 2.5% for initial 
flares and triamcinolone 0.1 % for persistent patches. 
Both of these medications are available in large tubs, 
which can both reduce prescription co-pays and the 
number of trips to the pharmacy. In my experience, 
families seem to be more willing to utilize appropriate 
amounts of steroid when the container is larger. 
A smaller tube sends the message that a tiny amount 
should be used.

"When I see a patient for the first time, I will typically ask the 
family to bring all topical medications they use for their child 
and demonstrate to me both the amount and the technique 
of their application... This is an important observation and a 
procedure that I recommend to all providers—families will tell 
us one thing but to get a visual observation of their actual 
application process can really help pinpoint problems."
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I spoke to Cecilia’s family at length about the use of 
the topical corticosteroids. They had lots of questions, 
and I eventually was able to get them to admit that a 
friend had told them that these agents would likely 
change the color of Cecelia’s skin so that it could 
become even more hypopigmented. This is a common 
concern for patients of color, but if our patients don’t 
share this concern with us, it’s hard to know when 
targeted education is needed. In this case, by having 
Cecelia’s parents raise the issue, I was able to discuss 
the natural course of AD, focusing specifically on 
how pigment is often the last issue to resolve once 
the skin has healed. 

Because we had covered so many issues and made so 
many changes to Cecelia’s therapeutic regimen (not 
to mention the added complexity of the language 
barrier), I recommended to Cecelia’s family that they 
schedule a follow-up appointment in 4 weeks. Less than 
24 hours later, though, I was back on the phone with 
Cecelia’s father, who told me that their local pharmacy 
did not have a 450-gram tub of hydrocortisone 2.5% I 
suggested, so they instead gave them multiple 1-ounce 
tubes equal to the tub-sized container. OK, I thought, 
that will have to suffice. What wasn’t as welcome was 
the news that the pharmacy was out of triamcinolone. 
I reached out to the pharmacist to try to rectify the 

problem. She told me that they expected to receive 
triamcinolone later that day if Cecelia’s family could 
return to pick it up, but that since the smaller tubes 
of hydrocortisone had already been dispensed, the 
family would need to wait until those tubes ran out 
before getting a larger tub (which had arrived earlier 
that morning in the pharmacy).

I called Cecelia’s father back with the news. He was 
able to get to the pharmacy a few days later to pick up 
the triamcinolone, and they were fortunately able to 
stay on track with the smaller tubes of hydrocortisone 
until they ran out and got the larger tub. It’s been 
2 years since I first saw Cecilia and she’s doing better. 
Her parents are excellent at skin care management, 
but she still continues to battle this chronic disease.

Every family that we see in our office wants to do what 
is best for their child, but there are sometimes unseen 
barriers such as financial issues and language barriers 
that need to be overcome. Open communication and 
shared decision making is vital to overcoming these 
prominent barriers. The straightforward approach 
doesn’t work for everyone. Sometimes, we need to be 
creative to come up with a viable solution that makes 
sense both for our team and our patients’ families.

1. Smith Begolka W, Chovatiya R, Thibau IJ, Silverberg JI. Financial burden of atopic dermatitis out-of-pocket health care expenses in the United 
States. Dermatitis. 2021 Jan 14. [Epub ahead of print]

2. Bickers DR, Lim HW, Margolis D, et al; American Academy of Dermatology Association; Society for Investigative Dermatology. The burden of 
skin diseases: 2004 a joint project of the American Academy of Dermatology Association and the Society for Investigative Dermatology. J Am 
Acad Dermatol. 2006;55(3):490-500. 

3. Drucker AM, Qureshi AA, Amand C, et al. Health care resource utilization and costs among adults with atopic dermatitis in the United States: A 
claims-based analysis. J Allergy Clin Immunol Pract. 2018;6(4):1342-1348.
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It is well documented that racial and ethnic minorities 
suffer from poorer health outcomes at a higher rate 
than White counterparts due in part to a lack of access 
to healthcare services. Although difficult to assess, it 
is important for healthcare providers to recognize 
and acknowledge this fact in order to implement 
positive change.1 

As dermatology healthcare professionals, we strive to 
provide optimal skin health for our patients through 
education, prevention, and treatment. We educate 
them on the best way to care for their skin, manage 
their disease and prevent infection. However, even 
in the best clinical practice, disparities in healthcare 
persist for vulnerable populations in the United 
States that are associated with social, economic, and 
environmental disadvantages.1

The association between socioeconomic status and 
access to healthcare is multifaceted. It includes 
not only income, but also an individual’s level of 
education, occupation, and possibly race. It is 
important to consider all of these when studying 
health disparities in patients of color. The association 
between socioeconomic status and poor health status 
becomes even more stark when access to healthcare 
is limited due to environmental barriers.2 

In a 2020 study, the U.S. Census Bureau compared 
educational achievement between Black and White 
adults older than 25 years of age. The results showed 
that Whites were more likely to graduate from high 
school, finish college, and go on to earn a higher degree 
than Blacks.3 Since education is a principal optic used 
to measure socioeconomic status, and having a lower 
socioeconomic status often means more difficult 
access to healthcare, it stands to reason that a lower 
educational level can lead to poorer health overall. 

Challenges arise in analyzing data related to health 
disparities. While understanding that variables in social, 
economic, and environmental domains can lead to 
health disparities among a population, identifying them 
and then isolating them to measure their impact and 

The Socioeconomic 
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degree of influence on overall health and healthcare 
access can be difficult. There is, for instance, no 
one single measure of socioeconomic status that 
determines whether an individual will have better 
or poorer access to healthcare. One could argue that 
annual income determines the lifestyle of an individual, 
but we also know that this is not the sole factor—other 
influences may include education, neighborhood, or 
religious and cultural beliefs. Location of residence 
also accounts for racial disparities in health outcomes, 
a factor that is often unaccounted for when looking 
at an individual’s socioeconomic status and indicates 
that a closer view of community and its effect on 
racial disparities in overall health and healthcare 
access is needed.4 

My current practice in Portland, OR, is not terribly 
diverse from a racial perspective as we see a vast 
majority of White patients (probably >90%) who are 
more likely to have access to health insurance. Many 
of our patients, irrespective of race, either work 
themselves or have parents who work within the 
Oregon Health & Science University system and have 
the ability to enroll in one several health insurance 
plans offered by the university, allowing them access 
to higher levels of healthcare. 

Although patients seen in my department are 
predominantly White, we do see patients of color. A 
few months ago, I helped with the care of Angela, a 
young, single Black female whose healthcare access 
for both she and her young daughter were through 
Medicaid. I knew immediately that Angela’s insurance 
was going to limit our options, even though her atopic 
dermatitis (AD) was quite severe. Her daughter had 

less severe, but still prominent, AD. Patients with 
AD who are insured through Medicaid are typically 
limited to topical agents, which unfortunately only 
provide minimal benefit to patients with severe 
disease. In Angela’s case, I was fortunate to be able to 
speak to a local Medicare representative who helped 
identify the steps that needed to be taken to be able 
to potentially have a stronger medication approved 
for Angela. As with most private insurance plans, it 
required documentation showing that Angela had tried 
and failed a series of more conservative options. It 
remains unfortunate that care for many patients with 
AD is driven not by what will help achieve maximum 
health benefit but rather what their insurance carriers 
are willing to cover. In many cases of patients with 
either no or limited insurance coverage, the very best 
we can hope for is that the patient will try to follow 
the basic building blocks of AD care and come in for 
regularly scheduled visits that are covered by their 
carrier. It’s a striking reminder for us to acknowledge 
the role that socioeconomic status plays in healthcare 
access and the ability to obtain needed treatment and 
medical care. 

Although socioeconomic inequalities can be 
unpredictable, varied, and often unalterable in the 
short term, identifying and focusing on the variable 
likely to have the greatest impact on health disparities 
may help in the development of practice guidelines 
and perhaps even lead to policy change aimed at 
improving care for vulnerable populations. Research 
should focus on factors that can be modified within a 
population considered to be at highest risk for poor 
health outcomes.5

1. Institute of Medicine (US) Committee on Lesbian, Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities. 
The Health of Lesbian, Gay, Bisexual, and Transgender People: Building a Foundation for Better Understanding. Washington (DC): National 
Academies Press (US); 2011. 

2. Barr DA. Health Disparities in the United States, 3rd edition. Baltimore, MD: Johns Hopkins University Press; 2016.

3. United States Census Bureau. U.S. Census Bureau Releases New Educational Attainment Data. Available at www.census.gov/newsroom/
press-releases/2020/educational-attainment.html. Accessed November 30, 2021.

4. Jefferson UT. Looking beyond skin color: addressing heterogeneity in health disparities research. West J Nurs Res. 2014;36(10):1307-8. 

5. Do DP, Finch BK, Basurto-Davila R, Bird C, Escarce J, Lurie N. Does place explain racial health disparities? Quantifying the contribution of 
residential context to the Black/white health gap in the United States. Soc Sci Med. 2008;67(8):1258-68.
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In many immigrant and first-generation American 
households, grandparents often provide full-time 
child care to their grandchildren. Sometimes they 
come over to the grandkids’ home every morning, 
and sometimes they have the grandkids dropped 
off at their home or apartment. It’s simply part of 
the culture, almost an expected role. It’s amazing 
to me how much some of these grandparents, and 
especially grandmothers, do for their grandchildren. 
As a grandmother to three myself, I can’t image taking 
care of them full-time, Monday through Friday, week 
after week. I did it once with my own kids 30+ years 
ago, and that was good enough for me.  

As a healthcare provider though, there are some unique 
challenges in these families that are perhaps subtle at 
first, but over time, develop into a noticeable pattern.

I’ll use one of my recent patients, Lucy, to illustrate 
what I mean. Lucy is a 2-year-old child who lives with 
her parents, Sam and Michelle, in a two-family home 
in the suburbs. It’s Lucy and her parents upstairs and 
Sam’s parents (Lucy’s grandparents), who immigrated 
to the United States in the 1970s, downstairs. Lucy’s 
grandparents have a rudimentary understanding of 
basic English, but certainly lack the fluency of native-
born citizens. They are both, however, successful 
business owners who have turned over the day-to-day 
management of the business to their other children, 
in part so they could provide full-time care to their 
grandchildren. Sam and Michelle, meanwhile, are both 
busy professionals who work for large engineering 
companies a good distance from their home.

I first met Lucy in the summer of 2020 after she was 
referred to us by her pediatrician. She had evidence 
of significant itching and scratching, multiple skin 
infections, and had seen no improvement in her 
condition despite, according to her pediatrician, an 
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aggressive skin care regimen. Our initial visit was 
done via telehealth with Lucy and her mother 
due to the COVID-19 pandemic. After a review of 
Lucy’s history and observation of her symptoms, 
we diagnosed her with moderate-to-severe atopic 
dermatitis (AD). Once we reached this diagnosis, I 
provided Lucy’s mother with some basic education 
about AD and its chronic nature. There were no 
obvious allergies and environmental concerns that 
I could ascertain—no pets, no history of atopy or 
wheezing—so I worked with Lucy’s mother to come 
up with a sensible, comprehensive treatment plan 
for her disease that involved daily baths, application 
of topical corticosteroids and moisturizer, and 
wet wrap therapy. We planned an initial follow-up 
in 30 days.

Approximately 2 weeks later, I received a message 
from Michelle (Lucy’s mom) that Lucy wasn’t 
improving despite rigid adherence to the treatment 
plan we had agreed upon. Although our scheduled 
follow-up was only 2 weeks away, I was able to 
squeeze in an earlier appointment to gauge what 
was happening. For this telehealth visit, I was able 
to see behind Michelle into the rest of the house. 
That’s often a fortuitous break—we can’t tell our 
patients where to set up their cameras during a 
telehealth visit, but when we are given a perspective 
that takes in more of the active living space, we can 
sometimes identify issues that may be contributing 
to our patients’ problems. In this particular case, I 
saw that Lucy was sitting in the background with 
her grandmother. Lucy was dressed in several 

sweaters and long pants, and was wearing mittens 
to prevent her from scratching. Mind you, this was 
in the middle of July, and there was no evidence of 
any air conditioning units in the home (this was 
later confirmed by our intake form). Lucy’s hair 
appeared to be wet. She was being fed oatmeal by 
her grandmother with a spoon.

While Lucy and her grandma played in the 
background, I asked Michelle about her usual routine 
to care for her daughter’s AD. She went through 
the list of what they were doing on a daily basis.

Daily bath? Check.

Topical corticosteroid? Check.

Moisturizers? Check

Wet wraps? Check. 

During this time spent going over the family’s 
daily routine, I could see Lucy’s grandmother 
starting to look uncomfortable. At one point, she 
interrupted Michelle and the two began having a 
heated discussion in their native tongue. Once things 
settled down, Michelle relayed to me the gist of the 
conversation. Apparently, things weren’t as neat 
and tidy as she had thought. Instead of a daily bath, 
Lucy was merely getting a daily wipe down with 
a damp cloth. In addition, the moisturizer was an 
organic cream from “the home country.” Michelle 
couldn’t understand some of the ingredients on 

"Of course, we know that talking to family 
members in a critical or patronizing tone is 
counterproductive (as much as we sometimes 
want to), so I took things one step at a time... 
so that I could help quell some of the old 
wives’ tales and cultural influences that were 
affecting her granddaughter’s overall health."
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the label, but she told me it smelled like “exotic 
spices.” Finally, Lucy’s hair was not, in fact, wet 
due to a recent bath but rather because of sweating 
from the layers of clothing she was wearing in the 
sweltering apartment.

But wait, there is more!

While Michelle thought that Lucy’s grandmother 
was applying wet wraps and topical therapy each 
day, it turns out that she was doing neither. She was 
concerned that the wet wraps would cause Lucy to 

“catch cold” and that the topical corticosteroid would 
interact with the organic cream she was applying 
instead (her sister who sent her the cream told her 
not to use anything else on Lucy’s skin or it would 
burn). So she skipped both, with the expected 
results I was seeing today.

Once all of this news was relayed to me by an 
exasperated Michelle, my job was clear. Education, 
education, education. Of course, we know that 
talking to family members in a critical or patronizing 
tone is counterproductive (as much as we sometimes 
want to), so I took things one step at a time with 
Lucy’s grandmother so that I could help quell some 
of the old wives’ tales and cultural influences that 
were affecting her granddaughter’s overall health.  

While these types of hurdles are common for many 
of the families we see, I find that they are especially 
prevalent among families who still have strong ties 
to their native country and perhaps don’t speak 
English very well. There were several immediate 
issues that cropped up in this case. Michelle had 
to contend with her mother-in-law, who was doing 
what she thought was best based on her personal 
experiences as a mother. Seeing as how Michelle 
and her husband, Sam, needed Lucy’s grandparents 
for free, daily childcare, it was a slippery slope. 
Because our appointment was a telehealth visit, an 
interpreter was readily available, so I was fortunately 

able to secure someone to provide education for 
the grandmother during this visit to help explain 
why I was recommending each approach. I knew 
that I was unlikely to be able to dispel all of her 
deeply-rooted beliefs at one visit, but I wanted to 
try my best to get across the importance of the basic 
fundamentals of AD care—bathing, moisturizing, 
and topical medications. 

Fortunately, the rest of the telehealth visit with 
the interpreter went well, and Lucy’s grandmother 
agreed to give our initial plan a try. When I saw 
Lucy a few weeks later, her skin was markedly 
improved. I complimented her grandmother for her 
hard work and diligence in caring so meticulously 
for Lucy’s skin.

There are several items I took away from this case 
that I make sure to be mindful of during similar 
situations:

1. Always ask families who is providing care 
for the child during the day. If that person 
isn’t in the room, make sure they are looped 
into the discussion as soon as possible.

2. Always request an interpreter if the primary 
daytime caregiver does not have a firm 
mastery of English, even if the parents 
speak English fluently.

3. Always keep the initial skin care plan 
simple and straightforward.

4. Always review that the products being 
applied are only the ones recommended.

There are often going to be surprises that pop up 
for the healthcare team to deal with many of our 
patients, but as we all learn and grow, these sorts 
of proactive steps can be an effective way to avoid 
some of the bigger issues that can affect our patients’ 
overall well-being.
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