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Abstract

:

Dermatologic care within the military faces unique ethical challenges. Service members are stationed across nationally and globally diverse settings, and therefore, dermatologic care rendered ranges from within resource-rich, advanced military medical treatment facilities to austere, resource-limited, deployed field environments. Additionally, military service members are often at unique risk for dermatologic disease, given occupational, environmental, and geographic exposures not commonly faced by their civilian counterparts. This review explores topics in dermatoethics via case analyses of ethical considerations within the scope of dermatologic care for military service members.
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1. Background


Historically, ethical issues in dermatopathology have included approaches to client billing, appropriate qualifications for who should be interpreting dermatopathology specimens, and the inclusion of treatment suggestions in pathology reports, among others [1,2]. A recent 2022 survey of the American Society of Dermatopathology identified three ethical themes that dermatopathology must contend with: (1) financial influence (e.g., conflicts of interest, in-office dermatopathology laboratory), (2) work environment (e.g., conflict management), and (3) patient rights and provider obligations (e.g., transparency of cost, error reporting) [3,4]. Formal dermatoethics education has demonstrated promise in promoting ethical decisions. For example, a dermatoethics module at two academic institutions had a positive reception, with 91% recommending the modality to others and 31% “learning a great deal” [5]. Ethical considerations in dermatopathology may have more nuance in specific subpopulations, such as geriatric patients [6] or military service members, as is the focus of this review.




2. Objectives







	
Provide an understanding of military dermatology and the unique constraints confronting a clinical provider.



	
Equip readers and learners with an enhanced toolkit of ethical decision-making when caring for military service members.









3. Military Service Members: A Unique Patient Population


Military medicine focuses on patient care and mission readiness, which ensures that military forces can “fight tonight” [7]. However, military service can lead to flares of existing dermatologic diseases, the development of new conditions, or endemic infections [8].



Dermatologic disease exacerbation adversely affects both the patient and their broader military unit [9]. A patient who experiences treatment-refractory symptoms that disrupt their military jobs may be found unfit for service [10]. Examples of work impairment include an active duty military service patient with psoriasis who returns home early due to an in-field flare, a pilot with pruritis operating an aircraft, or an infantry soldier unable to wear their necessary protective headgear due to scalp psoriasis [11]. Treatment prospects may also be limited on deployment, given the lack of reliable lab monitoring and refrigeration availability [12]. The initiation of specific treatments, such as immunomodulators, may result in a medical evaluation for overall fitness for duty [13]. Regarding the broader unit, cutaneous exacerbations can involve medical evacuations, incur significant financial costs, and broadly affect mission readiness [9]. Adding further complexity, these members often have specialized roles that cannot be readily substituted [14].



Military occupations have increased risks of specific cutaneous injuries based solely on unique environmental conditions. For example, pilots and aerospace crews have increased susceptibility to solar cutaneous injury due to a lack of awareness of risk, low rates of sun protection, prolonged periods spent outdoors, and associated chronic sun exposure [15,16]. Conversely, service members working in cold-temperature climates can lead to associated cold-weather dermatologic injuries, including frostbite, immersion, pernio, Reynaud’s, and cold urticaria [17,18]. On the other end of the temperature spectrum, warm, humid climates can result in intractable and debilitating foot maceration and infections.




4. Ethics in the Dermatology Care of Service Members


Through case-based analysis [19], we will analyze six common dermatoethics scenarios encountered in the care of service members. The first three focus exclusively on dermatopathology; the last three are more broadly dermatology-related. These are also relevant because dermatopathologists may be in medical or surgical dermatology or leadership roles. Additional in-person discussions can enhance learners’ learning experience.



4.1. Clinical Ethics: Fundamental Values


Clinical ethics is often framed through the four key ethical principles—beneficence, non-maleficence, justice, and autonomy—from Beauchamp and Childress’s seminal work, “The Principles of Biomedical Ethics” [20]. (Summarized in Table 1). The principles have a prima facie obligation to be met when practicing medicine [21]. Prima facie obligations, conceptually originating from W.D. Ross’s ‘The Right and the Good’, are those for which there is some moral, self-evident basis [22]. These include, among others, fidelity, gratitude, reparations, and the four pertinent within this article—beneficence, non-maleficence, autonomy, and justice [22]. In actual situations, these prima facie duties frequently conflict; careful consideration, e.g., balancing and weighing these principles, must dictate the most prevailing duty and course of action. The following section summarizes the four fundamental ethical values that should account for all potential ethical issues involving patients, clinical providers (nurse, physician, advanced provider practitioner), and non-clinical staff (social workers, clinic staff).








	i.

	
Non-maleficence









Non-maleficence refers to not causing intentional harm; thus, the consequent behaviors are obligatory and colloquially understood by the “Do no harm” axiom in medicine [23]. This ethical value is codified in codes of conduct, the notion of negligence, and the risk aspect in the “risk–benefit ratio” [23]. Examples of non-maleficence in the workplace involve not exposing employees to harm without the appropriate protection and limiting dangerous working conditions, bullying, workplace violence, and otherwise poor work standards (poor wages, long hours, poor interpersonal relationships) [24].








	ii.

	
Beneficence









Beneficence refers to acting for an individual’s welfare [23]. The commitments arising from beneficence are not always salient and, therefore, not obviously obligatory, unlike those following the ethical value of non-maleficence [23].








	iii.

	
Autonomy









Autonomy refers to freedom from undue influence and the capacity to understand and act [23]. It is worth noting that autonomy is not always meaningfully relevant to patients who lack the capacity for such discernment, including infants, children, and those suffering from certain disorders [21]. In such cases, a surrogate decision-maker may make decisions on the patient’s behalf, using the substituted judgment standard (what the patient would have preferred in a given circumstance) or best interests standards (what is best for a patient, accounting for relative benefits and risks) [21]. Autonomy includes respecting the dignity of patients and providers, which is linked to informed consent, truth-telling, and privacy/confidentiality.








	
Informed consent




	○

	
Informed consent includes (1) competency, (2) full disclosure, (3) comprehension of disclosure, (4) acts of own volition, and (5) consent to the action in question [21].









	
Truth-telling




	○

	
Truth-telling refers to communicating with veracity and respecting a patient’s decision to know their health status (diagnosis/prognosis) or forgo this knowledge [21]. Truthfulness extends to interactions with family members and other providers and in charting.









	
Confidentiality/Patient Privacy




	○

	
Confidentiality refers to ensuring a patient’s health information is not disclosed outside the patient-physician relationship (except consultants) without appropriate patient consent, barring legally mandated disclosures or potential harm to others [21].



















	iv.

	
Justice









Justice refers to the fair distribution of benefits and burdens, particularly relevant in resource-limited settings, global health, and healthcare access [23]. Difficulty in implementing justice often arises from identifying the most pertinent and fair distribution strategies. These strategies include considering equal share, need, effort, contribution, merit, and free-market outcomes [21]. Given the common involvement of resource-limited settings, this ethical value remains especially relevant to military medicine and clinical dermatology.




4.2. Existing Literature on Ethics and Military Dermatology


The following section summarizes the existing literature on military dermatology and clinical ethics.



Dermatologists, civilian and military alike, have special considerations for active duty service members, including the diagnostic and therapeutic implications for the member and their career, comprehensive documentation to inform medical readiness and potential benefits, and contributing to the robustness of a nation’s military force [10,25]. Militaries prioritize retaining a medically ready force; therefore, fitness for duty assessments is integral to medical providers’ responsibilities. Fitness for duty refers to whether a member’s physical disability appreciably impairs their ability to carry out military duties or whether medical accommodations are unreasonably prohibitive on the military [10]. In other words, diagnosis and treatment characteristics weigh on one’s medical readiness.



On the other hand, veteran care focuses on rendering care for the service-connected health needs of veterans after they have completed their military service. Most dermatologists may be familiar with caring for veterans in the Veterans Healthcare Administration (VHA), given the widespread prevalence of VA hospitals nationwide and the close connection to medical education [26]. Many have found purpose in caring for this population, perhaps prioritizing residency training, patient care (especially in private practice), and advocacy (increased VA funding) for veterans [26].



The healthcare systems serving active-duty service members and veterans are complex, integrated delivery systems with analogous challenges. In dermatology, variations in treatment availability (e.g., phototherapy, teledermatology, laser/photodynamic therapy, Mohs surgery) affect care delivery. Likewise, provider payment parity affects recruitment and retention [27]. When these respective systems cannot deliver care in a timely fashion, patients may receive indicated care in the community [27,28].



This range of activities begets ethical challenges, as previously discussed in the literature (Table 2). These prior analyses have included cases akin to this article that have focused on stereotyping, wait times, service-connected disabilities, requests for non-indicated care, subpar dermatology care, obligations to veterans, deployment, retirement, and limited follow-up, among others. Although varied, they all converge on the fundamental ethical principles that help chart the best course of action. The best solutions are often among the most moderate choices, e.g., conservative treatments, setting boundaries, understanding patient intentions and goals, etc.




4.3. Dermatopathology


The following three examples pertain specifically to dermatopathology, including (1) dermatopathology diagnosis, (2) the limited availability of dermatopathology slides, and (3) the role of specialized testing.



4.3.1. Dermatopathology Diagnoses for AD Service Members


I am reviewing a dermatopathology report that reads, “hyperkeratosis, regular acanthosis with neutrophils in the stratum corneum, and negative PAS/GMS stains, otherwise unspecified. Clinically correlate”. What are the ethical implications for under-calling psoriasis?



Diagnosis in dermatology may not always be salient. For example, histopathological and immunofluorescence may reveal discordant findings or serve little utility in complex medical cases [30]. In addition, many histopathological features may be shared among benign and malignant lesions, such as melanocytic lesions [31]. In the case of psoriasis, while it can be diagnosed clinically, dermatopathology confirmation can be advantageous in this setting. Dermatopathology adds independent confirmation atop clinical judgment and may provide clarification under ambiguous circumstances. However, when clinical judgment and dermatopathology disagree, or the final diagnosis is unclear, there are ethical considerations on how to label a condition. This is particularly true in the military, where inflammatory conditions and therapeutic options impact active-duty status.



Accurate diagnosis reflects the ethical values of truthfulness and transparency that are fundamental to the operation of our healthcare system. The diagnosis on record is used by providers, payers, and patients for different but important purposes. In the military, diagnosis provides a sense of a member’s medical readiness, especially relevant if a member is ready to deploy soon. A general medical officer may adjust their pre-deployment planning, accounting for a patient with known psoriasis or potentially selecting alternate personnel if that disease is not well controlled. Likewise, an accurate diagnosis and documented severity can facilitate a medical waiver for a military recruit with a potentially disqualifying inflammatory skin condition [14].



The complete, transparent disclosure of a diagnosis also reinforces patient autonomy and enhances the choice of appropriate therapy. Misdiagnosis can compromise the therapeutic relationship and result in enhanced patient anxiety. Under calling psoriasis when there is doubt about the correct diagnosis may promote beneficence, specifically within the military setting, as it acknowledges diagnostic uncertainty and potentially avoids documentation of the wrong diagnosis. Accordingly, the dermatologist may pursue topical treatments in equivocal cases. This treatment course will likely have fewer implications regarding work or deployment-related restrictions, which upholds the patient’s dignity within the military and minimizes stigma for this member within their work environment.



Conversely, patients without a documented psoriasis diagnosis will likely be ineligible for specific systemic therapies with robust skin clearance rates of psoriatic lesions [32]. One treatment choice could be apremilast, a systemic small-molecule therapy. Although not the first line in the civilian sector, apremilast promotes beneficence as a systemic oral therapy within the military, minimizes non-maleficence with its limited side-effect profile, and upholds autonomy in preserving career opportunities [33].



In this scenario, the dermatologist is advised to consider carefully reconciling the clinical and dermatopathological findings. Full disclosure to the patient regarding the uncertainty and trialing certain medications for diagnostic and treatment purposes may promote beneficence in potentially mitigating some of the bothersome symptoms while also providing diagnostic clarity.




4.3.2. Limited Availability of Dermatopathology Slides


I am a Mohs surgeon and cannot access the patient’s pathology slides or clinical photos of the patient’s lesion that the referring provider biopsied. All I have received is the pathology report with the diagnosis of a cutaneous malignancy. How should I move forward?



Military pilots as young as 20/30 have an increased risk for skin cancer due to chronic ultraviolet exposure [34]. This baseline vulnerability remains despite increased educational efforts regarding sunscreen use, protective clothing, etc. Mohs surgery has a very high cure rate, but a review of the tumor diagnosis and evaluation of its features on pathology by the surgeon is standard of care and helps the surgeon strategize their approach. Ethical ambiguity exists on the correct next step without the critical background slides.



In the military setting, taking a clinical photo as part of the medical documentation in this scenario is a Defense Health Agency (DHA) best practice; however, a clinical image taken downrange may be challenging to obtain and upload into the electronic health record (EHR). Additionally, a DOD- and HIPAA-compliant camera or smartphone capability may not be available to the downrange provider. Likewise, documentation, photos, and/or slides may not be readily accessible if patients receive care across different healthcare systems, and there are interoperability issues. Without these source materials, there is an increased reliance on pathology reports and patient-reported history.



Not having the opportunity to review the original slides and depending upon only the pathology report is possible but perhaps not in the patient’s best interest. If the initial sign-out were from a general pathologist, the report would likely not reflect the same nuance as one from a seasoned, board-certified dermatopathologist [35]. A retrospective study of pathology samples at one hospital found nearly a fifth to be solely descriptive [36]. In these circumstances, the clinical risk to patients may increase with the right confluence of factors, including underestimation, incomplete data, and absent clinicopathological correlation [36].



Another approach might be to re-biopsy the initial site to provide an initial understanding of the baseline residual pathology and morphology of the tumor. However, this may cause harm in exposing patients to a second biopsy procedure. Re-biopsying a lesion may also undermine justice, given the added time needed to take the biopsy, re-consider the approach, and overutilize limited resources. A second biopsy may even introduce anchoring bias if the dermatopathologists knew the first read [37]. These negative ethical consequences must be balanced with the potential beneficence of the second biopsy providing essential information.



Overall, one reasonable approach would be to refer the patient back or reach out via secure messaging to the initial referring provider asking them to provide more information and, in parallel, schedule a subsequent Mohs consultation at a future date. This strikes a balance between promoting beneficence by collecting additional key information and non-maleficence by not performing Mohs surgery in a potentially inappropriate clinical setting.




4.3.3. Role of Specialized Testing


An active-duty service member has skin lesions with pathology results that demonstrate a follicular neoplasm not otherwise unspecified. What are the ethical concerns for pursuing additional lab testing for a diagnosis that may otherwise be benign or represent an important syndrome?



Dermatopathology may not offer clarity in some scenarios, and special stains (including immunoperoxidase stains) and other tests are needed to provide clarity for both patients and clinicians. This information is required to format the most appropriate treatment approach, whether proceeding toward additional testing, surgery, or escalation in medical therapy. Diagnostic clarity is given additional emphasis within the military because it may shape career placements. Thus, pursuing specialized lab testing for skin lesions must balance beneficence, autonomy, and justice.



In this scenario, the pathology report does not address whether the lesions are benign or malignant or could represent a cutaneous manifestation of a syndrome like Cowden or Birt–Hogg–Dubé. Thus, additional lab testing may uphold beneficence in providing more information and shaping optimal subsequent treatments. Special tests like genetic testing in the military can have positive effects, such as risk mitigation, ensuring fitness, and reducing downstream costs [38]. In dermatology, genetic testing may help provide further background on other susceptibilities for the patient and their relatives, such as familial atypical multiple melanoma syndrome [39].



Concurrently, patients retain autonomy to request more information and further workup of a medical condition and deserve full disclosure of their medical information. Medicine has moved away from the paternalistic approach, where the physician is the gatekeeper of information and tells the patient how they should be treated without consulting patients and their autonomous perspective. We now practice in a more patient-centric model of care, epitomized by the 21st Century Cures Act, which allows for visible, transparent notes available to patients. Within pathology reports, simplified language, explicit disclaimers for additional dermatologist counseling, and a lag between sign-out and patient release may help mitigate possible ensuing distress among patients who cannot comprehend the findings of specialized testing and become alarmed [40,41,42].



Autonomy and beneficence may reflect competing values in this scenario. Based on the idea that the benefit to the patient overrides their right to autonomy, the utilitarian school of thought may suggest pursuing specialized testing without explicit patient consent [43]. Conversely, a libertarian approach may suggest conducting informed consent (autonomy) before testing, even if it means a patient refusing additional testing and, therefore, missing a critical diagnosis [43].



Ordering specialized testing should also promote justice, particularly as these tests can be cost-prohibitive and may subtract from resources available to other patients. Military providers are afforded latitude to prioritize patients without some of the limitations seen in the civilian sector. For example, insulation from malpractice litigation, the lack of fee-for-service incentives, clinical decision support tools, and an integrated EMR system may limit the practice of defensive medicine often seen in civilian settings [44] The ability to practice without such restrictions or incentives implies a relative focus on the patient and pursuing what is important. However, predictive genetic testing that does not meet the standard of scientific criteria should be avoided even in the military [38].



We recommend pursuing specialized testing for patients with an ambiguous pathology report and clinically warrant it. In doing so, dermatologists should practice high-value care, understand the implications of their testing for management, and understand that patients may know the results of this testing before the provider.





4.4. Broader Dermatology


The following three examples in this second half pertain to more broad dermatology examples. Understanding the ethical challenges a dermatopathologist’s colleagues may encounter, or if they play multiple roles, will ensure a wider commitment to ethical practice. These include (4) laser therapy, (5) mental health and dermatology, and (6) collaterals as a military dermatologist.



4.4.1. Laser Therapy for Wounded Warriors


I do laser therapy for wounded warriors. What are the concerns about scar revision for more functional versus cosmetic goals?



The military medical community’s application of lasers to treat patients with battle scars led to significant advances in laser surgery. While post-blast exposure is commonly associated with amputee care and prosthetic devices, combat veterans have also experienced considerable dermatologic burdens, both from functional deficits and cosmetic disfigurement due to injuries obtained on the front line. The original success of ablative fractional laser surgery in military dermatology treating battle scars led to widened use for scars from other types of injuries [45].



As with all limited resources, there are questions regarding which patients will benefit most and the appropriate time to initiate laser surgery. The decision to pursue laser therapy for medically indicated procedures reflects beneficence and standard of care. For example, laser therapy for laser hair removal for eligible and appropriate patients (such as those with pseudofolliculitis barbae) helps promote active duty standing and is a gold standard treatment [46,47]. For patients with battle wounds, laser therapy provides a salient visible benefit, affecting both psychological health as well as wound healing. Finally, laser therapy for conditions with increasing evidentiary base is indicated, such as for laser hair removal to reduce the recurrence of pilonidal cysts [48].



On the other hand, laser therapy in the military setting can also potentially compromise justice, as it is expensive and can strain resources. This is particularly true when used for cosmetic purposes. The military dermatologist, however, should have the autonomy to recommend and provide this kind of care when they believe it is appropriate. They may also benefit from maintaining their skill and remaining proficient long after residency training. In resource-constrained settings such as the military, accommodating an overwhelming demand for medical dermatology services versus provider autonomy and skill retention is an ever-present challenge. Further challenging is the grey zone of employing traditionally cosmetic modalities for medical-grade conditions, which may have varied insurance coverage, such as dermabrasion for acne [49].



Given the increasing role of media influencers and misinformation, there is increased demand for cosmetic services even in the military, resulting in requested care for non-medical indications. Accordingly, the ethics of cosmetic dermatology remain relevant, including patient autonomy (decision to influence self-image and subsequent confidence, informed consent, and expectation management) [50]. Military dermatologists must consider whether there is an actual medical necessity before delivering care. Further, despite the common misconception that the military health system will cover all medical services, service men and women may face personal financial charges for what might be identified as superfluous medical care. Educating military personnel and providing transparency on what will be covered versus what is considered cosmetic is required. Providers should also consider a member’s deployment schedules to prevent non-maleficence via mitigating complications, such as a member with facial hyperpigmentation possibly experiencing disease exacerbation in a sunny environment [29].



Therefore, when caring for service members who request or need laser therapy, military dermatologists should consider the medical indication, the availability of resources, and potential military-unique deployment schedules that may complicate the use of such devices.




4.4.2. Mental Health and Dermatology


An active-duty service member presents with severe inflammatory skin disease. What are the ethical commitments to screen for concurrent mental health disorders, particularly in a busy outpatient clinic?



Dermatologic diseases have been associated with depression, anxiety, reduced self-esteem, and even delinquency [51,52]. Service members routinely encounter stressors that may exacerbate dermatologic disease and worsen mental health. These include high-tempo deployment schedules, constant relocating, being isolated from family/friends, and having to perform challenging jobs. The severity of the military health burden, reflected in the staggering 28.1% of all deaths in the US military due to suicide in 2013, is a serious operational and national security issue [53]. The rate of depression and suicide in our military suggests that we are all stakeholders in the vested challenge to confront this mental health epidemic, including dermatologists. Yet, given the general culture of self-sufficiency and self-reliance, missing psychological manifestations of cutaneous disease may be common [53].



The relationship between dermatologic disease and mental health takes on special significance within the military. Rosacea, acne, and hidradenitis suppurative (HS), all common in the military, have been linked to mental well-being [53]. Chronic sleep deprivation, like that seen in deployed settings, may lead to adverse immune regulation and poor psychological health, exacerbating dermatologic disease [54]. Atopic disease flares may be challenging to control in the setting of constant exposure to possible contact allergens (standard uniform and laundering, military gear), chronic stress, and short medication supplies [14]. HS management is complex in austere living conditions (ships, fields), where adequate hygiene, running water, or shower availability is inconsistently available [55]. Regular grooming upkeep may exacerbate hair disorders, such as acne keloidalis nuchae, pseudofollicultis barbae in men and, traction alopecia, tricorrhexis nodosa, and extracranial headaches in women [56,57]. For all these conditions, patients can be given limited duty assessments or treatments that can take them away from their core work priority (e.g., a pilot on minocycline or an AD patient on limited duty) [11]. Patients may, therefore, be reluctant to seek care or downplay their symptoms for professional reasons, thereby not receiving indicated treatment and concurrently experiencing prolonged stress.



The decision for a dermatologist to screen for mental health impairments is a multi-faceted one. Military personnel are vulnerable to mental health issues at baseline, and their dermatologist may bear the closest semblance of a primary care provider they are seeing regularly. Understanding the extent of the mental health burden can reinforce the therapeutic relationship and may inform subsequent referral to a mental health provider or escalation in medical treatment.



On the other hand, screening for concurrent mental health disease, while potentially beneficial, may broach the issue of the availability of subsequent appointments. The availability of subsequent counseling is often unclear and may reflect mission creep whereby dermatologists take on roles more within the scope of a primary care provider. Even if a patient discloses some mental health concerns, barring severe mental health requiring awareness of their commander or escalation, that patient may decide they do not want further support [11]. This may often be the case with service members who tend to self-manage their stressors, reflecting the ethical value of autonomy. Military personnel may also be concerned about having a mental health issue in their medical record, as it could impact deployment or promotion opportunities.



A dermatologist must use discretion and clinical judgment to decide whether to pursue further screening for mental health issues among their dermatologic patients. Overall, the dermatologist is advised to perform a simple PHQ-2 or employ a validated instrument, document that concern for subsequent visit counseling, and consider referral to a mental health provider. Fortunately, a well-done history of dermatologic and relevant mental health impacts can promote beneficence and mission readiness.




4.4.3. Collaterals as a Military Dermatologist


What are the ethical considerations for taking on collateral duties as a military dermatologist or dermatopathologist? I want to pursue other medical/leadership roles, but as a solo dermatologist/dermatopathologist for a large referral base, this may limit my access to patient care. What are the ethical commitments of a military dermatologist/dermatopathologist to participate in extra-clinical obligations, such as quality improvement projects, resident education, or leadership posts in their local command?



With service members deployed across the globe, military dermatologists may fill a critical need for specialty care, particularly considering the prevalence of dermatologic complaints. However, military dermatologists also hold a dual role as military commissioned officers. They are expected to demonstrate all the customs and courtesies of all their military counterparts and contribute to their local command. Unlike their civilian counterparts, military dermatologists are routinely placed in positions that extend beyond clinical dermatology and emphasize skillsets often developed in their early medical training. For example, in austere environments or combat settings, dermatologists may play more roles as primary care physicians responsible for up to 300–1000 service members or even trauma-related care and have undergone certification in advanced trauma life support (e.g., tactical combat casualty care) [58].



Balancing these multiple roles can be challenging, and additional optional responsibilities can present an ethical challenge.



Clinical practice factors are increasingly impacting dermatologists, including the number of patients they see daily, the frequency of procedures, and the supervision of mid-level providers and other support staff. Nonetheless, dermatologists still retain dignity as providers and, therefore, the autonomy to set boundaries between their professional clinical responsibilities and whether to take on positions of increasing responsibility. For example, dermatologists may accept a leadership role that diminishes their clinical responsibility and substitute it with time devoted to other roles, such as serving on an ethics committee or leading a department or hospital.



A dermatologist participating in quality improvement projects can improve workflow and processes. Being involved with command leadership allows dermatologists to continue to grow professionally while advocating for their patients’ needs, such as the need for increasing resources, staff members, or supplies. This autonomy can improve justice by improving both the delivery and extent of patient care beyond their immediate clinical practice and, therefore, should be encouraged.



However, time spent on these other duties will affect patient access and justice, especially if no other dermatologist is available in the immediate area. Care must be prioritized to avoid non-maleficence, and commitments must be considered to existing patients. Fortunately, the advent of teledermatology has increased the scope of access and expanded the practical catchment areas of dermatology to include otherwise remote, austere regions. One teledermatology study between 2004 and 2012 found that teledermatology consultations were addressed in a timely 24-h period, and 23% were addressed within the first hour [59]. Another study identified the synchronous utility of teledermatology and teledermoscopy, which may further overcome remote challenges in patient access [60].



The best resolution strikes an ideal balance between upholding autonomy and justice with beneficence and non-maleficence. For optional, non-mandated commitments, military dermatologists are advised to carefully assess their time commitments and ensure they can care for their patients before assuming additional responsibilities.






5. Conclusions


The unique facets of military service lead to a unique risk profile for dermatologic disease and ethical challenges for the service members and their dermatologists. The clinical decision requires considering the availability of resources and overall mission readiness. Herein, we have reviewed military dermatoethics, specifically across six examples: (1) dermatopathology diagnoses, (2) limited dermatopathology resources, (3) the role of specialized dermatopathology testing, (4) laser dermatology, (5) mental health and dermatologic disease, and (6) collaterals as a military dermatologist/dermatopathologist. We hope that applying a case-based style will augment military dermatologists’ ethical toolkit for managing complex ethical situations.







Author Contributions


Conceptualization, S.K., R.O., A.M.C., V.S. and J.M.G.-K.; methodology, S.K., A.M.C., V.S. and J.M.G.-K.; writing—S.K., R.O. and A.M.C.; writing—review and editing, S.K., R.O., A.M.C., V.S., J.M.G.-K., C.L.H. and C.B.; visualization, S.K., R.O., A.M.C., V.S. and J.M.G.-K.; supervision, S.K., A.M.C., V.S. and J.M.G.-K.; project administration, S.K. All authors have read and agreed to the published version of the manuscript.




Funding


This research received no external funding.




Acknowledgments


We thank Jacob Appel for their thoughtful feedback.




Conflicts of Interest


The authors declare no conflicts of interest. The views expressed in this article reflect the results of research conducted by the author and do not necessarily reflect the official policy or position of the Department of the Navy, Department of Defense, nor the United States Government.




References


	



Wiland, H.O.; Grant-Kels, J.M. Ethical issues in dermatopathology. Clin. Dermatol. 2012, 30, 476–481. [Google Scholar] [CrossRef] [PubMed]

	



Mannava, K.A.; Bercovitch, L.; Grant-Kels, J.M. Kickbacks, stark violations, client billing, and joint ventures: Facts and controversies. Clin. Dermatol. 2013, 31, 764–768. [Google Scholar] [CrossRef] [PubMed]

	



Sood, A.; Brahmbhatt, M.; Flowers, N.; Yeung, H.; Vong, G.; Stoff, B.K. Challenging ethical scenarios reported by American Society of Dermatopathology members: A qualitative analysis. J. Cutan. Pathol. 2022, 49, 191–196. [Google Scholar] [CrossRef] [PubMed]

	



Grant-Kels, J.M. Dermatologists’ blind side: The ethical implications of in-house dermatopathology laboratories. J. Am. Acad. Dermatol. 2013, 69, 1046–1048. [Google Scholar] [CrossRef]

	



Jensen, N.C.; Cocks, M.; Brintz, B.J.; Stoff, B.; Cipriano, S.D. Structured Case-Based Ethics Discussion for Trainees and Faculty on Dermatopathology. MedEdPORTAL 2023, 19, 11314. [Google Scholar] [CrossRef]

	



Brent, A.A.; Mancuso, E.; Smith, E. Considerations in geriatric dermatopathology. Int. J. Dermatol. 2023, 62, 1458–1474. [Google Scholar] [CrossRef]

	



Lopez, C.T. People, Policy, Performance Readiness Mean U.S. Prepared to Fight. Available online: https://www.defense.gov/News/News-Stories/Article/Article/2383064/people-policy-performance-readiness-mean-us-prepared-to-fight/ (accessed on 1 August 2024).

	



Gelman, A.B.; Norton, S.A.; Valdes-Rodriguez, R.; Yosipovitch, G. A review of skin conditions in modern warfare and peacekeeping operations. Mil. Med. 2015, 180, 32–37. [Google Scholar] [CrossRef]

	



Singal, A.; Lipner, S.R. A review of skin disease in military soldiers: Challenges and potential solutions. Ann. Med. 2023, 55, 2267425. [Google Scholar] [CrossRef]

	



Kels, C.G.; Kels, L.H. Considerations for dermatologists when treating U.S. Military Service Members. Int. J. Womens Dermatol. 2017, 3, 161–163. [Google Scholar] [CrossRef]

	



Burke, K.R.; Larrymore, D.C.; Cho, S. Treatment consideration for US military members with skin disease. Cutis 2019, 103, 329–332. [Google Scholar]

	



Kent, L.D.; Riegleman, K.; Colston, J.; McCann, S. Understanding Medical Standards for Entrance into Military Service and Disqualifying Dermatologic Conditions. Cutis 2023, 112, 28–30. [Google Scholar] [CrossRef] [PubMed]

	



Brandon, J.; Lannan, F.; Rosenbach, M. Sarcoidosis in Post-9/11 Military Veterans. Cutis 2023, 112, 127–130. [Google Scholar] [CrossRef] [PubMed]

	



Riegleman, K.L.; Farnsworth, G.S.; Wong, E.B. Atopic dermatitis in the US military. Cutis 2019, 104, 144–147. [Google Scholar] [PubMed]

	



Lyford, W.H.; Crotty, A.; Logemann, N.F. Sun Exposure Prevention Practices Within U.S. Naval Aviation. Mil. Med. 2021, 186, 1169–1175. [Google Scholar] [CrossRef] [PubMed]

	



Brundage, J.F.; Williams, V.F.; Stahlman, S.; McNellis, M.G. Incidence rates of malignant melanoma in relation to years of military service, overall and in selected military occupational groups, active component, U.S. Armed Forces, 2001–2015. Med. Surveill. Mon. Rep. 2017, 24, 8–14. [Google Scholar]

	



Pendlebury, G.; Brahe, C.; Schmiedecke, R. Cryotherapy-Induced Iatrogenic Frostbite on Distal Digit: Case Report and Review of Management Strategies. Mil. Med. 2024, usae051. [Google Scholar] [CrossRef]

	



Kowtoniuk, R.A.; Liu, Y.E.; Jeter, J.P. Cutaneous Cold Weather Injuries in the US Military. Cutis 2021, 108, 181–184. [Google Scholar] [CrossRef]

	



Warner, C.H.; Appenzeller, G.N.; Grieger, T.A.; Benedek, D.M.; Roberts, L.W. Ethical considerations in military psychiatry. Psychiatr. Clin. North. Am. 2009, 32, 271–281. [Google Scholar] [CrossRef]

	



Beauchamp, T.L.; Childress, J.F. Principles of Biomedical Ethics, 8th ed.; Oxford University Press: Oxford, UK, 2019; 496p. [Google Scholar]

	



Varkey, B. Principles of Clinical Ethics and Their Application to Practice. Med. Princ. Pract. 2021, 30, 17–28. [Google Scholar] [CrossRef]

	



Ross, D. The Right and the Good; Oxford University Press: Oxford, UK, 1930. [Google Scholar]

	



Stoff, B.K. Foundations of Clinical Ethics. In Dermatoethics: Contemporary Ethics and Professionalism in Dermatology; Bercovitch, L., Perlis, C.S., Stoff, B.K., Grant-Kels, J.M., Eds.; Springer International Publishing: Berlin/Heidelberg, Germany, 2021; pp. 3–10. [Google Scholar]

	



Bonnie Rogers, M.C.; Martin, M.; Francis, R.; Hart, P.; Hessels, A.; Hilton, T. Ethical Principles. Available online: https://www.cdc.gov/niosh/learning/safetyculturehc/module-5/11.html (accessed on 1 August 2024).

	



Dodd, J.G.; Grant-Kels, J.M. Ethical concerns in caring for active duty service members who may be seeking dermatologic care outside the military soon. Int. J. Womens Dermatol. 2020, 6, 445–447. [Google Scholar] [CrossRef]

	



Donohue, K.N.; Grant-Kels, J.M. Dermatologists ethical obligation to veterans. J. Am. Acad. Dermatol. 2024, in press. [CrossRef] [PubMed]

	



Reich, R.; Stevens, E.; Dellavalle, R.P. Ethical issues regarding caring for dermatology patients in the U.S. Department of Veterans Affairs Health Care System. Clin. Dermatol. 2012, 30, 533–539. [Google Scholar] [CrossRef]

	



Donohue, K.N.; Grant-Kels, J.M. Dermatologic barriers to deployment: Ethical considerations when treating military service members. J. Am. Acad. Dermatol. 2024, 91, 404–405. [Google Scholar] [CrossRef] [PubMed]

	



Kamat, S.; Agarwal, A.; Stoff, B.; Crotty, A. An Ethical Analysis of Treatment of an Active-Duty Service Member With Limited Follow-up. Cutis 2024, 113, E7–E8. [Google Scholar] [CrossRef] [PubMed]

	



Hansra, N.K.; Shinkai, K.; Fox, L.P. Ethical issues in inpatient consultative dermatology. Clin. Dermatol. 2012, 30, 496–500. [Google Scholar] [CrossRef]

	



Filosa, A.; Filosa, G. Melanoma Diagnosis: The Importance of Histopathological Report. Dermatopathology 2018, 5, 41–43. [Google Scholar] [CrossRef]

	



Joseph, J.; Truong, K.; Lo, S.N.; Foo, F.; Zaman, S.; Chow, C.K.; Smith, A. Impact of Biologic Therapy on Key Cardiovascular Risk Parameters in a Psoriatic Cohort-a Retrospective Review. Dermatol. Ther. 2024, 14, 1337–1348. [Google Scholar] [CrossRef]

	



Hathaway, N.E.; Lyford, W.H. Apremilast Uses and Relevance to the Military. Cutis 2021, 107, 216–220. [Google Scholar] [CrossRef]

	



Wilkison, B.D.; Wong, E.B. Skin cancer in military pilots: A special population with special risk factors. Cutis 2017, 100, 218–220. [Google Scholar]

	



Ackerman, A.B. Dermatologist not equal to dermatopathologist: No place in a profession for pretenders. J. Am. Acad. Dermatol. 2005, 53, 698–699. [Google Scholar] [CrossRef]

	



Tomasini, C.F.; Michelerio, A.; Isoletta, E.; Barruscotti, S.; Wade, B.; Muzzi, A. A Clinico-Pathological Multidisciplinary Team Increases the Efficacy of Skin Biopsy and Reduces Clinical Risk in Dermatology. Dermatopathology 2023, 10, 153–167. [Google Scholar] [CrossRef] [PubMed]

	



Elmore, J.G.; Eguchi, M.M.; Barnhill, R.L.; Reisch, L.M.; Elder, D.E.; Piepkorn, M.W.; Brunye, T.T.; Radick, A.C.; Shucard, H.L.; Knezevich, S.R.; et al. Effect of Prior Diagnoses on Dermatopathologists’ Interpretations of Melanocytic Lesions: A Randomized Controlled Trial. JAMA Dermatol. 2022, 158, 1040–1047. [Google Scholar] [CrossRef] [PubMed]

	



Mehlman, M.J.; Parasidis, E. Predictive Genetic Testing by the U.S. Military: Legal and Ethical Issues. Mil. Med. 2021, 186, 726–732. [Google Scholar] [CrossRef] [PubMed]

	



Ferreira, A.; Buckey, T.M.; Grant-Kels, J.M. Dermatologists’ ethical obligations to patients and their family members regarding genetic testing. J. Am. Acad. Dermatol. 2024, 91, 402–403. [Google Scholar] [CrossRef]

	



Davis, K.A.; Smith, L.B. Ethical Considerations about EHR-Mediated Results Disclosure and Pathology Information Presented via Patient Portals. AMA J. Ethics 2016, 18, 826–832. [Google Scholar] [CrossRef]

	



Yanovsky, R.L.; Mostaghimi, A.; Buzney, E.; Watson, A. Patient Ability to Interpret Dermatopathology Reports in an Academic Dermatology Practice. JAMA Dermatol. 2020, 156, 341–342. [Google Scholar] [CrossRef]

	



Blanchard, K.J.; Stoff, B.K. Open notes and dermatopathology reports: A pathway to increasing patient autonomy, not confusion. J. Am. Acad. Dermatol. 2022, 86, 1186–1187. [Google Scholar] [CrossRef]

	



Fabbro, S.K.; Stoff, B.K. The dermatopathologist’s role in genetic testing for hereditary cancer syndromes: Utility versus patient liberty. J. Am. Acad. Dermatol. 2016, 74, 1282–1285. [Google Scholar] [CrossRef]

	



Radomski, T.R.; Feldman, R.; Huang, Y.; Sileanu, F.E.; Thorpe, C.T.; Thorpe, J.M.; Fine, M.J.; Gellad, W.F. Evaluation of Low-Value Diagnostic Testing for 4 Common Conditions in the Veterans Health Administration. JAMA Netw. Open 2020, 3, e2016445. [Google Scholar] [CrossRef]

	



Science News. Military Dermatologists Making Strides in Applying Treatments for Wounded Warriors to Injured Civilians. 2024. Available online: https://www.sciencedaily.com/releases/2014/03/140321094707.htm (accessed on 1 August 2024).

	



Tshudy, M.T.; Cho, S. Pseudofolliculitis Barbae in the U.S. Military, a Review. Mil. Med. 2021, 186, e52–e57. [Google Scholar] [CrossRef]

	



Jung, I.; Lannan, F.M.; Weiss, A.; Cho, S. Treatment and Current Policies on Pseudofolliculitis Barbae in the US Military. Cutis 2023, 112, 299–302. [Google Scholar] [CrossRef] [PubMed]

	



Romic, I.; Augustin, G.; Bogdanic, B.; Bruketa, T.; Moric, T. Laser treatment of pilonidal disease: A systematic review. Lasers Med. Sci. 2022, 37, 723–732. [Google Scholar] [CrossRef] [PubMed]

	



Ha, M.; Finkelstein, E.R.; Wieland, M.; Qadri, A.; Brown, M.; Ejimogu, J.; Rasko, Y.M. Insurance Coverage of Dermabrasion and Chemical Peel Procedures: A Critical Analysis of 58 American Insurance Companies. Cureus 2022, 14, e33184. [Google Scholar] [CrossRef] [PubMed]

	



Haykal, D.; Cartier, H. Unveiling the psychological and ethical journey of cosmetic dermatology procedures. J. Eur. Acad. Dermatol. Venereol. 2024, 38, e180–e181. [Google Scholar] [CrossRef]

	



Basavaraj, K.H.; Navya, M.A.; Rashmi, R. Relevance of psychiatry in dermatology: Present concepts. Indian J. Psychiatry 2010, 52, 270–275. [Google Scholar] [CrossRef]

	



Manjunath, J.; Silverberg, N.B.; Silverberg, J.I. Association of atopic dermatitis with delinquent behaviors in US children and adolescents. Arch. Dermatol. Res. 2022, 314, 975–982. [Google Scholar] [CrossRef]

	



Brahe, C. Cutaneous Body Image: How the Mental Health Benefits of Treating Dermatologic Disease Support Military Readiness in Service Members. Cutis 2022, 109, 310–313. [Google Scholar] [CrossRef]

	



Anderson, E.J.; Jeter, J.P. Dermatologic Implications of Sleep Deprivation in the US Military. Cutis 2023, 111, 146–149. [Google Scholar] [CrossRef]

	



Godiwalla, R.Y.; Storie, E.B.; Winn, A.E. Hidradenitis Suppurativa in the Military. Cutis 2020, 106, 181–184. [Google Scholar] [CrossRef]

	



Brahe, C.; Peters, K.; Meunier, N. Acne keloidalis nuchae in the armed forces. Cutis 2020, 105, 223–226. [Google Scholar]

	



May Franklin, J.M.; Wohltmann, W.E.; Wong, E.B. From Buns to Braids and Ponytails: Entering a New Era of Female Military Hair-Grooming Standards. Cutis 2021, 108, 31–35. [Google Scholar] [CrossRef] [PubMed]

	



Durso, T.A.; Iddins, B.O.; Miletta, N.R. Combat dermatology: The role of the deployed army dermatologist. Cutis 2019, 103, 21–24, 50. [Google Scholar] [PubMed]

	



Hwang, J.S.; Lappan, C.M.; Sperling, L.C.; Meyerle, J.H. Utilization of telemedicine in the U.S. military in a deployed setting. Mil. Med. 2014, 179, 1347–1353. [Google Scholar] [CrossRef] [PubMed]

	



Day, W.G.; Shrivastava, V.; Roman, J.W. Synchronous Teledermoscopy in Military Treatment Facilities. Mil. Med. 2020, 185, e1334–e1337. [Google Scholar] [CrossRef]
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	Medical Ethical Values
	Definition





	Beneficence
	To do good; patient’s well-being comes first



	Non-maleficence
	To do no harm, either unintentional or intentional



	Justice
	Equity in the delivery of care



	Autonomy
	Respecting the dignity of patients and providers via patient privacy, confidentiality, and truthfulness



	Dignity
	For the patient (and provider)



	Truthfulness
	Informed consent and truthfulness with family members, other providers, and in charting










 





Table 2. Literature Review of Dermato-ethics about military service-members and veterans.
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Article Title

	
Year

	
Authors

	
Ethical Scenario

	
Reasonable Choice

	
Ethical Values






	
Ethical issues regarding caring for dermatology patients in the U.S. Department of Veterans [27] Affairs Health Care System

	
2012

	
Reich et al.

	
Patient upset about wait times insisting for an immediate appointment, possibly escalating to violence [27].

	
Establish boundaries and schedule at next available appointment.

	
Not reported




	
Stereotyping veterans from different wars [27].

	
Develop a curious and open attitude.

	
Not reported




	
Asserting dermatologic disease as service-connected [27].

	
Individual patient assessment, communication with patient, and comprehensive documentation.

	
Not reported




	
Subpar performance of a treating provider [27].

	
Support for struggling dermatologist.

	
Not reported




	
Request for non-indicated cosmetic care [27].

	
Individual assessment: perform intervention in accordance with Code of Federal Regulations, refer to cosmetic dermatologist, refer to mental health provider.

	
Not reported




	
Dermatologists ethical obligation to veterans [26]

	
2024

	
Donohue et al.

	
Not reported

	
Not reported

	
Not reported




	
Ethical concerns in caring for active duty service members who may be seeking dermatologic care outside the military soon [25]

	
2020

	
Dodd et al.

	
AD service member presents with basal cell nevus syndrome refuses treatment following prior treatment-associated cosmetic