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Increasing evidence supports the idea that social de-
terminants of health, e.g., educational attainment, 
employment, and community context, directly affect 
health status. Researchers are also beginning to ex-
plore the impact of social factors on skin diseases, 
though no formalized research field, to the authors’ 
knowledge, provides a structured framework for such 
practice. In this article, the novel global research field 
of ”Social Dermatology” is introduced to structure aca-
demic knowledge in dermatology. The aim is to outline 
how this paradigm shift could transform both clinical 
practice and scientific research. The field will explo-
re subjects studied within the medical field of Social 
Medicine, adapting and applying them to the context 
of dermatology. Specifically the article will address 
the social determinants of health in dermatology, and 
elaborate on human functioning as an approach to a 
more comprehensive understanding of health in pe-
ople with skin diseases. This approach enables the 
integration of rehabilitative aspects, with the Inter-
national Classification of Functioning (ICF) guiding re-
search and clinical practice to promote more equitable 
and patient-centred care. To address methodological 
and communicative opportunities it is suggested that a 
theoretical web-based social incubator be developed. 
A formal agreement on the values, interests, and chal-
lenges of this new field is needed for a sustainable re-
search effort.
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dermatology; rehabilitation.
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The ultimate goal of adapting diagnosis, prognosis, 
and therapy to a given individual is not restricted to 

a biological understanding. Health and disease are evi-
dently impacted by the lived experience best understood 
in a bio-psychosocial perspective. No man is an island, 
and particularly not in dermatology, a unique field due 
to the obvious pathology immediately recognizable by 
society (1). It is therefore encouraging for patients that a 
growing body of literature is addressing the psychosocial 
aspects in dermatology. However, as psychosocial as-

pects of medicine is central to the field of social medicine 
(2), it is surprising how neglected the potential benefits of 
a shared collaborative methodological approach between 
dermatology and social medicine have been. We envision 
that such a collaboration would ensure a more qualified 
understanding of the factors impacting skin health.

Addressing social factors may seem time consuming 
and outside the scope of dermatology, but it is known 
that social factors such as poor living conditions and lack 
of appropriate care directly impact clinically relevant 
parameters such as the effectiveness of treatment in der-
matology (3). Understanding and addressing the social 
factors’ effect on clinical manifestations may result in 
fewer flare-ups and reduced need for consultations, and 
help avoid unrealistic treatment options and unnecessary 
interventions – ultimately allowing for better allocation 
of time and improved adherence. 

Implementing a social approach in the understanding 
of diseases may better prepare dermatologists to do 
research and clinical work that captures onset, disease 
outcomes, and consequences for health. When addres-
sing onset and outcomes of skin diseases it is appropriate 
to address the social determinants of health (SDOH), a 
concept that social medicine works with innately (2). The 
SDOHs are “the non-medical factors that influence health 
outcomes. They are the conditions in the places where 
people live, learn, work, and play” (4). For example, 
SDOHs such as socioeconomic status (SES), occupation, 
race and ethnicity, geographic conditions, or gender play 
a role in disease prevalence and outcomes in dermatology 
(5). Studies have recently been published providing ideas 

SIGNIFICANCE
Skin health is deeply connected to our life circumstances, 
and dermatological conditions can significantly impact a 
person’s social and emotional well-being. In this article, we 
propose the creation of “Social Dermatology”, a new field 
that focuses on the interactions between skin diseases and 
social factors such as the environment and socioeconomics. 
By addressing how life experiences influence skin condi-
tions – and how these conditions in turn shape lives – this 
perspective can improve research, patient care, and out-
comes. With growing scientific evidence supporting these 
connections, our framework provides the initial tools and 
language needed to foster collaboration in this important 
emerging field.

https://creativecommons.org/licenses/by-nc/4.0/
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on how to initially address SDOH in dermatology (6, 7), 
but more in-depth knowledge is needed.

When addressing the consequences of social factors 
for skin diseases another approach commonly used in 
social medicine can be of use. This approach is the con-
ceptualization of human functioning, comprising both 
biological health and actual lived health, called “The 
International Classification of Functioning” (ICF) (8). 

ICF is a framework describing the multi-directionality 
of health and disability. It was conceptualized in 2001 
and officially recognized by all 191 WHO members 
in 2021 as the international standard to describe and 
measure health and disability (8). The model consists of 
the following domains: “health condition”, “activities”, 
“participation”, “body functioning and structures”, “en-
vironmental factors”, “personal factors”. The combined 
impact of these components describes functioning and 
disability in a generic setting across medical fields, di-
seases, and nations (8). The model is thus designed to 
facilitate communication between healthcare providers 
across diseases and nations and thus enables dermato-
logists to address social factors across medical fields.

By implementing both the ICF and SDOH in dermato-
logical practice the field has a sociological framework of 

working with disease onset, outcomes, and consequences 
in social dermatology (see Fig. 1, Part A for an illustra-
tion of the proposed framework). 

The objective of this narrative review is to facilitate 
the integration of a social perspective in dermatological 
care and research. We wish to suggest the development 
of the research field “Social Dermatology”. This article 
will therefore provide a narrative overview of the current 
research and relevance of SDOH and ICF in dermatology 
and suggest how to move forward with this new proposed 
research field.

MATERIALS AND METHODS
PubMed was searched carefully for articles on skin diseases in 
relation to: (i) the ICF model OR (ii) SDOH. The search strands 
are listed in Tables SI–SIII. As we wished to gain an overview of 
research interests, we included all relevant studies in English and 
imposed no other restrictions. 

RESULTS

Tables I and II present results on SDOH in dermatology.
The use of ICF in dermatology is not a common 

practice. This review identified 4 studies employing the 

Fig. 1. Framework of social dermatology. The figure illustrates the theoretical framework of the proposed field of social dermatology. A focus on 
SDOH and ICF allows for a patient-centred approach with a universal language that factors in relevant social influences on health. Part A illustrates how 
the social determinants of health (SDOH) can be used to address disease onset and outcomes, whereas the International Classification of Functioning 
(ICF) by the WHO can be used to address health consequences. Furthermore, the figure illustrates examples of how to work with SDOH and ICF on 3 
different levels: an individual level, a local populational level, and a global level.

http://medicaljournalssweden.se/actadv
https://doi.org/10.2340/actadv.v105.42622
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ICF in dermatology (9–12). Three of the studies focused 
on patients with lymphoedema, while 1 study addressed 
patients with psoriasis. All studies regarded ICF as a 
valuable reference tool and reported intentions of creating 
ICF core sets in the future. To our knowledge, no ICF 
core sets exist for a dermatological population. 

DISCUSSION

Social determinants of health in dermatology
As illustrated by this review, a wide range of SDOHs are 
relevant in dermatology for studies on onset and outco-
mes of skin diseases. The SDOH also has direct clinical 

Table I. Social determinants of health in dermatology

Eczema In general, lower income is associated with more frequent eczema symptoms compared to patients with higher income (28). Lower 
income is associated with a higher risk of not having initiated any treatment. Health literacy has also been identified as a barrier for 
health in eczema populations with low income
Furthermore, a nationwide cross-sectional survey concluded that perinatal health problems were associated with eczema, recognizing the 
importance of research in maternal health and childhood development (28)
Atopic dermatitis (AD):
A phenomenon is present in AD research where populations with higher SES, usually measured by employment and income, have 
an increased AD prevalence (29), though inconclusive or contradictory studies on the topic are present (30). This phenomenon may 
be contributed to higher health literacy (and thus higher help-seeking behaviour) of this population, and several studies indicate that 
lower SES is associated with more severe and persistent AD (30). Environment is another social factor that can influence AD such as air 
pollution, chemical exposure, wet work, contact allergies, and psychosocial stressors (14), as well as environmental exposures in utero 
(14)
Several studies are occupied with race and ethnicity in AD and exemplify social stratification; there is not sufficient evidence to explain 
the genetic disparities reported among racial and ethnic groups (29), however, children with African or Latino background are more likely 
to have persistent AD, increasing their risk of having a greater AD burden and poorer overall health (29). Also, studies have reported lack 
of access to healthcare as a barrier for children with black racially backgrounds, and racially black and Latino populations have increased 
risk of harmful environmental exposures, which can impact the severity of AD (29).
A systematic review found AD to be associated with increased sick leave and disability pension. The impact of AD on change/loss of job 
and educational or job choice are reported more inconclusively (31).
Occupational contact dermatitis OCD:
OCD is common in occupations such as cleaners, hairdressers, nurses, and metal workers (32). Though the main risk factors include 
environmental exposures other risk factors include not using protective gloves and having a low educational level (32, 33).

Skin cancer In general, low SES is an independent predictor of survival in patients with skin cancer (5).
Melanoma:
Melanoma is diagnosed at a later stage in minorities exemplifying social stratification as patients with dark pigmented skin can be less 
aware of skin cancer risk, less likely to use sun protection, and less likely to undergo a full body skin examination (16).
Patients with a higher educational level presents with thinner tumours (34). Physicians can be inclined to provide less knowledge to 
patients with lower education on melanoma risk factors, screening, and self-detection methods and be part of the reason for the limited 
health literacy of these patients (5).
Also being uninsured or living in rural areas are risk factors for presenting with more advanced disease and being less likely to receive 
treatment and experience delays in diagnostics (5).
There is also a geographical factor in melanoma outcomes, more specifically a correlation of melanomas and geographical longitude (35) 
attributed to greater sun exposure but also to the lifestyle of these provinces such as a more prominent beach culture
Squamous cell carcinoma (SCC)
Occupational exposure to UV is associated with an increased risk of SCC (36).

Hidradenitis suppurativa 
(HS)

There is a higher incidence of HS in lower SES as well as in ethnic populations, such as African Americans, according to case-control 
studies (37).
Smoking and obesity are associated with HS, and treatment involves medicine in combination with lifestyle changes. Among lower SES 
and ethnic populations, there is a higher rate of both smoking and obesity (5).
These lower SES populations with HS are at even more risk as HS is associated with lower rates of employment, higher overall indirect 
costs, and slower income growth. Furthermore, patients with HS of racially black background have been reported to hold a lower level of 
education (5).
Patients with HS often report poor access to dermatological care, potentially attributable to the lengthy diagnostic delay, which averages 
7–10 years. Moreover, the condition imposes a significant psychosocial burden, profoundly influencing social inclusion and exclusion (24).

Psoriasis Patients are at risk of having a higher severity of psoriasis and lower disease control if they have a lower educational level (5), and 
employment rates in patients with psoriasis are lower compared to controls in the years prior to and following diagnosis (38).
Low maternal educational attainment and income is associated with psoriasis (39).
Social in-/exclusion also has an impact on psoriasis as stigma is associated with severity, poor quality of life, and psychosocial illness 
(40). Also, psoriasis impacts social participation (41).
Health literacy has also been shown to be important for patients with psoriasis; in particular, education by healthcare professionals to 
achieve effective self-management has shown positive effects (42).

Acne A smaller study found racial and ethnic minorities, as well as female gender and insurance status, to be a barrier to receiving sufficient 
use of systemic therapies in treatment of acne (43)
And another study from China has found geographic conditions (regions: central, north, south, east, west) to be associated with acne 
(44). This is possibly due to differences in socioeconomic status.

Rosacea Lower SES, psychosocial factors and lower housing quality have been found to be risk factors for developing rosacea (45).
Fungal skin infections Lower SES as well as lower parental SES have been associated with a higher risk of fungal skin infections (tinea caused by 

dermatophytes) (46).
Tinea is linked to poor housing conditions such as overcrowding (15).

Scabies Scabies is recognised by the WHO as a neglected tropical disease (NTD) (47).
Scabies has been linked to geographical conditions such as climate, and poor hosing conditions such as overcrowding (15).
A case report has associated food insecurity, immigrant status, and health literacy with scabies in infants (48), and migrants arriving by 
boat in the southern Mediterranean region have been observed, among other things, often to be infected with scabies (49)
Smaller studies have found a geographic (in northern Australia) higher burden of scabies as well as a higher prevalence among aboriginal 
children compared with non-aboriginals in urban settings (50).

Cutaneous lupus 
erythematosus (CLE)

Race and ethnicity, as well as female gender, is associated with a higher incidence and prevalence of CLE diagnosis (51). Disease 
outcomes have been found to be dependent on SES, race and ethnicity, and geographic location. For example, a study found increased 
readmission rates for patients with lower SES, and that racially black patients had an increased length of hospital stay (52)

Chronic spontaneous 
urticaria

Lower SES has been associated with a lower risk of chronic spontaneous urticaria (46).

Leprosy Income and race/ethnicity have been associated with the risk of leprosy (53).
Pyoderma Studies have found geographic conditions such as climate, and socioeconomic factors such as poor hygiene and low water use, as well as 

housing quality such as overcrowding, to be associated with pyoderma (15).

A brief overview of the social determinants of health that has been reported in relation to a skin disease as identified by this study.
SES: socioeconomic status.

http://medicaljournalssweden.se/actadv
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Table II. Distribution of the results identified in this study

SDOH

Diseases

Eczema/AD
(14, 22, 
28–33)

HS
(5, 24, 
37)

Cancer
(5, 16, 
34–36)

Psoriasis
(5, 38–40, 
42

Scabies
(15, 
48–50)

CLE
(51, 52)

Rosacea
(45)

Acne
(43, 44)

Tinea
(15, 46)

Other
(5, 15, 46, 
53)

Educational access and 
quality

Language and literacy

Childhood development AD

Access AD

Attainment AD HS Cancer Psoriasis CLE Rosacea Urticaria

Social and community 
context

Social in-/exclusion Psoriasis
Workplace conditions OCD Cancer Leukoderma
Gender HS CLE Acne
Race and ethnicity Eczema

AD
HS Cancer Scabies CLE Acne Leprosy

Impetigo
Neighbourhood 
and built environment

Geographic conditions HS Cancer Scabies CLE Acne Impetigo
Transport
Access to healthy food 
and water

Scabies

Air quality AD
Housing quality AD Scabies Rosacea Tinea Pyoderma

Economic 
stability

Employment AD HS Cancer Psoriasis Leukoderma
Food security
Housing stability Scabies
Income AD HS Cancer Psoriasis Scabies CLE Rosacea Tinea Leprosy

Urticaria
Pyoderma

Health care access and 
quality

Insurance AD HS CLE Acne
Health literacy Eczema Cancer Psoriasis
Access AD HS Cancer CLE

Results of the study presented in a matrix for easy identification of combinations of relevant social determinants of health (SDOH) and dermatoses. The illustrated 
categories for the SDOHs are from the healthy people 2030 infographic (54). This study employed a narrative review methodology, incorporating studies identified by 
their authors as addressing the social determinants of health. It presents a replicable approach that could be further refined and expanded upon by future studies, 
including systematic reviews or analyses conducted as research in this area becomes more structured and comprehensive. The table thus provides an overall indication 
of the research interests of the field on a global scale.
AD: atopic dermatitis; HS: hidradenitis suppurativa; CLE: cutaneous lupus erythematosus.

importance that can be exemplified by the “RICHER” 
programme (Responsive Intersectoral Child and Commu-
nity Health Education and Research) from 2006, which 
addresses disparities in healthcare access of marginalized 
children, youth, and families. The programme, located in 
Vancouver at British Columbia children’s hospital, con-
sists of healthcare providers from 6 medical specialties 
who provides relational, trauma-integrated care. In 2012 
dermatology was integrated into the programme due 
to high-frequency visits of patients with skin diseases. 
Reports from the programme state that skin diseases 
are of great importance for these socially marginalized 
families (13).

When working with socially marginalized families, 
different SDOHs can often be addressed. The relevance 
of these SDOHs will vary globally as they are often 
intrinsic to other determinants such as geographic loca-
tion, healthcare system, and social system, as well as the 
type of skin disease in question. For instance, the impact 
of access to clean air and housing on scabies or atopic 
disease (14, 15), the impact of obesity on hidradenitis 
suppurativa and psoriasis (5), or the impact of access to 
healthcare on cancer in skin of colour (16) are all examp-
les of situations where a skin disease in combination with 
an SDOH can be speculated to manifest with different 
significance globally. 

The literature search presented in this article was 
systematic but did not employ the methodology of a 

systematic review, as this was beyond the purpose of this 
narrative review. The results on SDOH in dermatology 
in this review are thus likely scarce considering the pre-
sumed volume of studies. Nevertheless, when it proves 
difficult to find research on SDOH in dermatology it 
should serve as inspiration for researchers to be mindful 
of labelling their work with “SDOH” when relevant. This 
would assimilate the research output and facilitate the 
recognition of which SDOHs are important for specific 
skin diseases, in varying global settings. As such Table 
II should not be regarded as complete but provides an 
overview of the current research-interest identified in 
this review, as well as recognizing possible prioritized 
areas in dermatology such as occupational attainment, 
income, race, and ethnicity. In this aspect dermatology 
does not differ significantly from social medicine, where 
these determinants also appear with high frequency (17). 
Bridging the fields of dermatology and social medicine 
could provide a conceptualized methodological approach 
to research and implementation. 

Social medicine and human functioning
In the efforts to bridge dermatology with social medicine 
a basic acquaintance with each field seems in order. The 
field of dermatology is presumably recognizable by the 
intended readers, and attention will thus be drawn to the 
field of social medicine. 

http://medicaljournalssweden.se/actadv
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According to the specialty description in Denmark (2) 
social medicine is occupied with living conditions and 
health, environmental medicine, psychosocial relation-
ships, lifestyle, health, connection to the employment 
market, the structure of the healthcare system, patient sa-
fety, and legal regulations concerning healthcare. Social 
medicine traditionally utilizes both epidemiological and 
qualitative research methods and has a strong foundation 
for research in complex health interventions (2).

The core of social medicine is human functioning 
capacity, visualized by the ICF. It has been argued that 
societies, including the healthcare sector, can profit by 
implementing the notion of human functioning systema-
tically (18). When an individual encounters disability, the 
theory integrated in functioning capacity can be used to 
identify possibilities of support known as rehabilitation. 
The WHO defines rehabilitation as “a set of interventions 
designed to optimize functioning and reduce disability 
in individuals with health conditions in interaction with 
their environment” (19). Rehabilitation is a highly 
intersectoral effort, facilitated by social medicine, and 
dependent on a country’s social policy (19). Several reha-
bilitation programmes have, for example, been shown to 
reduce pain intensity for chronic diseases (20), something 
from which patients with skin diseases, such as indivi-
duals with hidradenitis suppurativa (HS), could benefit 
from. A few studies have also shown a positive effect of 
rehabilitation on psoriasis and chronic pruritus (21, 22).

As social medicine focuses on rehabilitation efforts 
aimed at reconnecting patients with the labour market, 
it overlaps with the field of occupational medicine. 
Similarly, the proposed research field of social der-
matology, inspired by social medicine, intersects with 
the established field of occupational dermatology (23). 
Occupational dermatology addresses pathological skin 
conditions for which workplace exposure is a significant 
contributing factor, such as hand eczema (23). However, 
to our knowledge, no field within dermatology systema-
tically addresses patients whose functional capacity and 
relationship with the labour market are affected by their 
skin disease.

International Classification of Functioning, Disability 
and Health (ICF)
The 4 preliminary studies found in this review report that 
the ICF model is relevant in dermatology and simple to 
use. As an unelaborated guide to the model, HS will serve 
as a reference disease. In the ICF context the disease, HS, 
would figure in the domain: “health condition”. A global 
survey (n = 1,299) (24) found that patients with HS can 
have difficulties with the domain “activities” to such an 
extent that 17.5% reported that HS interfered “extremely” 
with their ability to walk and sit down (23.0%), and with 
getting dressed (22.2%). 21.1% reported an extreme 
impact on their ability to work or study and limitations 

in what type of work or study they engaged in, thus 
impacting the domain “participation”. The symptoms 
of HS such as pain or fatigue are classified under the 
domain “body functioning and structures”. For the do-
main “environmental factors” it is relevant that 37.0% 
of the patients in the study rated it extremely difficult to 
gain access to a dermatologist – or that mean delay in 
diagnoses was 10.2 ± 8.9 years. The domain “personal 
factors” entails content such as educational attainment, 
health literacy, and coping strategies. 

To illustrate the simplicity yet thorough overview 
that ICF provides, Fig. 2 compares 1 factor each for 
patients with HS and patients with skin cancer. Though 
overlapping concepts are present, the framework quickly 
summarizes how important prevention and psychological 
support are to skin cancer patients, whereas patients with 
HS could need psychical and social care. It is apparent 
how a systematic approach could elaborate on the dif-
ferent ICF categories.

Using the ICF in a clinical setting ensures that healt-
hcare is directly relevant to the lived experience of the 
patients, in line with the WHO’s call for “people-centered 
healthcare” (18). As systematic use of the model can be 
time-consuming, predefined disease-specific ICF core 
sets for patient populations can be of use. A few examples 
of diseases with formally established ICF core sets in 
other medical specialties includes head and neck cancer, 
breast cancer, obesity, depression, sleep disorders, and 
back pain (25). 

Multiple tools have been created as “linking rules” to 
map collected data on functioning into ICF categories. 
Tools to enable a quicker approach to the ICF model also 
exist, such as the “Work Rehabilitation Questionnaire 
(WORQ)” (26), which can reflect functioning capacity 
in relation to workability based on generic ICF values. 

In dermatology, the ICF model could be used to exa-
mine experienced biological health and consequences 
of disability. Functioning can be used as framework in 
disease management and perception, patient educational 
endeavours, clinical consultations, dermatological reha-
bilitation programmes, or in organizational planning of 
the care provided by medical departments. All of these 
are areas that have previously been highlighted as im-
portant in dermatological practice (6, 7).

Implications 
In conclusion, we suggest the concept of “social derma-
tology”, exemplified by SDOH, human functioning, and 
rehabilitation, be introduced to dermatology as illustrated 
by Fig. 1. Academic innovative chances require organi-
zational rearrangements within the field of dermatology. 
As seen in the field of social paediatrics (27), we suggest 
implementing a social theoretical incubator where tools, 
methodological guidance, implementation, and clinical 
examples can be shared. 

http://medicaljournalssweden.se/actadv
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The greatest obstacle moving forward with social der-
matology is to establish formal agreement on the values, 
interests, advantages, and not least challenges for this 
proposed research field to ultimately go from theory to 
practice ensuring that the concept of skin disease moves 
to a bio-psychosocial approach. 
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