
What  is dermatologic surgery? Although there is no single 

universal def init ion, we could describe it  as that  part  of 

dermatology, and in part icular, dermatologic therapeut ics, 

devoted to the t reatment  of disease and disorders of the 

skin, soft  t issues, mucosal t issues, and skin appendages 

that  medical t reatment  cannot  resolve, thus requiring the 

use of surgical techniques. I f ind this def init ion especially 

sound because it  highlights the fact  that  surgical t reatment  

is indicated only after medical t reatment  has been ruled 

out  or failed; implicit  in applying this principle is the need 

for correct  dermatologic t raining. We shall see that  this is 

not  always the case.

The aim of this art icle is to express the view I have formed 

on the surgical aspects of our specialty after almost  14 years 

as a dermatologist  in a regional hospital run by a private 

foundat ion, but  whose main client  is the Catalan Inst itute 

of Health (ICS). Certainly, this art icle does not  at tempt  

to be more than the personal opinion of a dermatologist  

working in an internal medicine department . Thus, it  may 

be the case that  some of the opinions expressed cannot  

apply to the context  of large hospitals and that  some of the 

issues pertaining to dedicated dermatology departments 

are not  addressed. For the same reason, some of the ideas 

presented may sound clichéd or like “ leftovers from the 

past .”  However, as I ment ioned at  the beginning, they are 

part  of my actual pract ice set t ing and I assume that  many 

of my colleagues share my opinion.

I discuss the issues by at tempt ing to answer 2 quest ions. 

First ,  how do dermatologists perceive the opinion of other 

professional groups regarding dermatologic surgery? Second, 

what  does dermatologic surgery mean to dermatologists?

To answer the f irst  quest ion, I am going to examine 

the percept ions I have seen among dif ferent  medical and 

nonmedical groups.

The View of Hospital Managers 

There are st ill many hospitals, including ours, where 

dermatology is a branch of the internal medicine department. 

This means that the specialty in general and part icularly 

dermatologic surgery are rarely taken into considerat ion and 

fully supported. On many occasions our specialty is “ forgotten”  

when analyzing and taking decisions about surgical issues, 

with the negat ive consequences that this entails.

The View of Family and Community Medicine 
Physicians

Curet tage, elect rocoagulat ion, cryotherapy or spindle- or 

ellipt ical-shaped excision are relat ively easy techniques 

to learn. The typically long wait ing lists of dermatology 

outpat ient  units, together with health policies that  put  

pressure on and encourage primary care physicians to 

perform outpat ient  surgery, have led to the creat ion in 

Spain of the concept  of a family doctor specializing in 

minor dermatologic surgery. 
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This is the person to whom colleagues refer pat ients 

with lesions suitable for excision when they do not  consider 

assessment  by a dermatologist  to be necessary. On this 

point , and leaving aside the fact  that  not  all dermatologists 

believe this to be the solut ion to the long wait ing lists for 

dermatologic surgery, problems arise when the technique 

used is inappropriate (for example, surgical excision of 

seborrheic keratosis or malignant  tumors taken to be 

benign, so that  insuff icient  margins or tumoral t issue is 

left ),  when the pathologic diagnosis is unknown to the 

doctor performing the intervent ion, or when t rivial benign 

skin lesions are excised. According to Royal Decree 63/1995 
on the priorit izat ion of health care services, Annex III,  and 

consistent  with a health service with limited resources, 

the lat ter procedures are not  eligible for funding by Social 

Security and therefore we do not  perform them in our 

hospital center.1

The View of Surgeons

If  we compare ourselves to general surgeons who do 

simple skin surgery,  we are all aware of  the dif ferent  

point s of  view:  for us,  t he skin is t he foundat ion 

and target  of  our surgical t raining, both in terms of 

removing lesions and searching for the best  outcome. 

For the maj orit y of  general surgeons, skin surgery is a 

marginal part  of  their pract ice,  of ten only appreciated 

for it s impact  on product ivit y levels.  Their interest  in 

dermatologic surgical t raining and f inal outcomes wil l 

logically diverge f rom ours.  However,  such “ qualit at ive 

interest ”  among dermatologists tends to be associated 

with fewer intervent ions per surgical team than is usual 

for general surgical teams. Much to our regret ,  it  is this 

level of  act ivit y that  health managers f inally take into 

account  when assigning operat ing rooms.

The View of the National Health System

Dermat ology has preserved it s individual charact er 

throughout  it s long history.  The content  of  the specialt y, 

as it s name indicates,  is both medical and surgical.  In 

order to defend the relevance of  dermatologic surgery it  

is essent ial t hat  residents be correct ly t rained. We know 

that  the revised dermatology residency t raining curriculum 

current ly in ef fect ,  as init ial ly draf ted and presented by 

the Minist ry of  Health,  conceived the medical-surgical 

specialt y of  dermatology and venereology to fal l under 

internal medicine. This proposal part icularly marginalized 

dermatologic surgery,  since it  reduced the surgical t raining 

of  new specialist s to the minimum. However,  thanks to the 

work conducted by the Spanish Nat ional Commission for 

Dermatology (Comisión Nacional de la Especialidad) and 
the Spanish Academy of Dermatology and Venereology 
(AEDV), and according to the guidelines published by the 
Spanish Nat ional Board of  Specialt ies in Health Science 

(Consejo Nacional de Especializades en Ciencias de la 
Salud),  at  the moment  the specialt y of  dermatology 

remains excluded f rom the core internal medicine t raining 

proj ect .

The View of Health Insurance Companies  
and Cooperatives

Catalonia has a long t radit ion of cooperat ive insurance 

companies and it  is quite common for many people to take 

out  private health insurance, in addit ion to having access 

to the public health system. If  we analyze the schedules 

of benefits for dermatology applied by these insurance 

companies, we can, unfortunately, discern a common 

feature: the ridiculously low fee assigned for the medical 

procedures we perform. But  this is far from the whole 

story. If  we focus on dermatologic surgery specif ically, we 

encounter dif ferent  scenarios, each one more depressing 

than the last .  Some insurance companies only cover 

outpat ient  surgery, while others posit ion dermatology 

intervent ions that  require an outpat ient  operat ing theat re 

within the categories of general or plast ic surgery. Some do 

in fact  have a specif ic category for dermatologic surgery, 

but  the assigned fee st ructure is lower than that  for general 

or plast ic surgery even though the same intervent ion code 

is applied.

The View of Patients

If  the surgical side of our specialty is barely understood 

by nondermatologist  physicians, the same is t rue for some 

pat ients. It  is quite common for a pat ient , when seeing the 

f lap used to cover the excision of a malignant  tumor, to be 

surprised by the “ huge surgical intervent ion”  performed for 

the excision of a mere “ wart ”  that  was not  bothering the 

pat ient  at  all.  In other instances we may be the ones guilty 

of not  conveying the seriousness of diagnosing a malignant  

tumor that  requires excision to avoid dist ressing the 

pat ient . Similarly, I am sure many readers have somet imes 

heard a young pat ient  needing surgery for a facial tumor 

asking, “ But  aren’ t  you going to send me to a plast ic 

surgeon?”

The View of Dermatologists

Having reviewed the opinions of other groups, the t ime 

has come to ask ourselves what  the current  status of 

dermatologic surgery is and what  the future holds.

Although for many of us surgery has always been an 

integral part  of our specialty, as much as inf lammatory 

dermatoses, the acceptance of dermatologic surgery by 

the educat ional and health administ rat ion is relat ively 

recent. In Spain, it was not until 1962 that the Ministry 
of Education and Science recognized dermatology as a 
medical and surgical specialty; this led to the name of the 

discipline being changed to “ Medical-Surgical Dermatology 

and Venereology” in the medical degree. However, the 
Spanish Minist ry of Health cont inued t reat ing our f ield 

simply as a medical specialty until 1978, when dermatology 
was awarded the full t it le of “ medical-surgical”  with all 

it s health, social and professional aspects. Since then, the 

work conducted by senior colleagues who are aware of the 

relevance of surgery has been intense and often dif f icult ,  

and we have to thank them for the fact  that  our specialty is 
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recognized as both medical and surgical not  only in theory 

and in t raining programs, but  also in day-to-day clinical 

rout ines. 

Many dermatologists take an interest  in surgery,  as 

ref lected both in their pract ice,  their research, and 

their t raining ef fort s.  At test ing to this are the work 

of the Spanish Group of Dermatologic, Laser, and Skin 
Oncology Surgery,  which holds annual meet ings;  t he 

ongoing publicat ion of  qualit y art icles on surgical topics, 

such as the paper by Samaniego et  al2 in this issue as well 

as dermatologic surgery books writ t en by dermatologists; 

t he increasing number of  theoret ical and pract ical courses 

in dermatologic surgery of fered by recognized experts 

in our f ield;  the existence of  forums for dermatologic 

surgery (www.aedv.es);  j ournals such as the Journal  

of  Dermat ologic Surgery and Oncology (f irst  published 

in 1975); the International Society for Dermatologic 
Surgery, founded in 1978, which holds an annual meeting; 
presentat ions and posters on the subj ect  as well as a 

section on new developments in surgery at the AEDV’s 
nat ional conference; and the creat ion of  an on-l ine at las 

of  dermatologic surgery (www.cirugiaderma.com).

A very important  advantage of  having dermatologists 

deal with benign, premalignant ,  or malignant  skin lesions 

is that  they can remove diseased t issue with greater 

precision using the most  appropriate technique, while 

preserving healthy t issue, given that  they can make a 

more accurate cl inical diagnosis and in some cases they 

wil l  understand and be able to interpret  the histologic 

features of  the target  lesion. Something as obvious and 

basic to medicine as having a diagnosis prior to t reatment  

is somet imes ignored when nondermatologist  physicians 

make forays into skin surgery.  I am sure that  this not ion 

of  “ lumpoma”  surgery is famil iar to all of  us,  and it  

somet imes leads to the need for a second biopsy procedure 

or the reexcision of  a tumor—both of  which procedures 

are avoidable with good praxis—with the consequent  

discomfort  for the pat ient  and unnecessary health costs 

for the Nat ional Health System. In this regard, what  

dermatologist  has never received an urgent  referral or a 

call f rom a nondermatologist  colleague asking for help on 

how to proceed af ter receiving the pathology report  for a 

lesion that  has been excised without  having f irst  made a 

clinical diagnosis?

Similarly,  when a single special ist  or t eam of 

specialists makes a provisional diagnosis, performs the 

surgical procedure and the post -excision follow-up and 

clinicopathological correlat ion if  needed, then the ent ire 

process is both cont inuous and consistent . This clearly has 

an impact  on the quality of care and consequent ly on the 

well-being of the pat ient .

The maj orit y of  dermatologic surgical intervent ions are 

performed on an outpat ient  basis without  hospitalizat ion 

and under anesthesia administered by the surgeon. In 

general,  t hese procedures are very well t olerated by 

the pat ient .  A large number of  such intervent ions are 

performed in a convent ional examining room as part  of  a 

scheduled consultat ion. This apparent ly high capacit y to 

resolve problems is not  always perceived as an indicator 

of  qualit y care if  we compare ourselves with other 

specialt ies that  t reat  skin tumors:  removing a nodular 

basal cell carcinoma in cl inics on the same day as the 

consultat ion, using curet tage and elect rocoagulat ion, j ust  

does not  t ranslate into the same sense of  complexit y as 

removing a malignant  tumor in the operat ing theat re, 

even though the former is more comfortable for the 

pat ient ,  cheaper for the Nat ional Health System, and 

equally ef fect ive if  t he procedure is clearly indicated and 

performed correct ly.

I have referred in the last  3 paragraphs to 2 aspects 

to take into account  when at tempt ing to convince health 

managers of the need for dermatologic surgery: quality of 

care and savings in health spending.

So, what  does the future hold? If  we analyze the demand 

for care we might  think that  the future looks very promising. 

In this regard, dif ferent  studies and numerous skin tumor 

regist ries, including those for melanoma and nonmelanoma 

skin cancer, show that  benign and malignant  tumors 

together account  for a large part  of our clinical pract ice, 

possibly over 40% of dermatologic visits3 or even 50% if we 
focus on patients older than 65 years.4 In cont rast , up to 

17% of visits are related to premalignant and malignant 
lesions, which absolutely require t reatment 5 and this 

percentage seems to be increasing because of sunbathing 

and populat ion aging.6 The future of dermatologic surgery, 

and skin cancer surgery in part icular, should therefore be 

more than assured. However, as I have ment ioned, the 

long wait ing lists for dermatology visits—some of which 

are due to the lack of dermatologists, while others are 

due to the lack of dermatologists who want  to work in the 

condit ions offered by Nat ional Health System—have led to 

the appearance of “ minor outpat ient  surgery”  by family 

doctors using basic dermatologic surgical techniques, 

with the result  that  many skin tumors are not  t reated by 

dermatologists.

Regarding Mohs micrographic surgery, although health 

managers are not  interested in the use of a “ slow”  

technique, we have to convince them, demonst rat ing that  

it  is the safest  technique to remove certain types of skin 

tumor, in relat ion to locat ion or recurrence, as in such 

cases the Mohs technique is cost -effect ive over the long 

term because it  avoids new intervent ions. 7

In turn, esthet ic-cosmet ic dermatologic surgery, an area 

half-way between our specialty and plast ic surgery, is on 

the increase because it  is linked to social and economic 

prosperity. However, there is an ever-increasing number of 

physicians performing this type of surgery who are neither 

dermatologists nor plast ic surgeons and who, in addit ion, 

are pressing to establish this area as an independent  

specialty. Obviously, this f ield has limited room to maneuver 

within the Nat ional Health System, but  it  does have great  

potent ial in the private sector, although it  is also the 

area most  vulnerable to crises such as the current  one. To 

defend our role in this set t ing, proper residency t raining is 

of great  importance. Many of us have ended our t raining 

with very limited knowledge of these techniques, and this 

type of surgery would be very dif f icult  to claim as our own 

if  not  included in our t raining program.

Despite the concerns expressed here, one thing is 

very clear: the future of dermatology in general, and 

dermatologic surgery in part icular, is not  going to be 

decided by the pat ients, dermatologists, or dermatology 
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associat ions, but  rather by the government . As Prof F 

Camacho8 stated, the mission of dermatology departments 

or services will be to “ teach”  all areas of dermatologic 

surgery,  create “ diagnosis,  t reatment  and fol low-up 

departments,”  monitor all aspects of dermatologic surgery 

and develop the full potent ial of oncologic and cosmet ic 

dermatologic surgery such that , when the moment  is right , 

it  can be presented as “ an instance of social progress.”  

On the other hand, it  should be the role of nat ional 

and international associations such as the AEDV and the 
European Academy of Dermatology and Venereology to not 
only “ teach”  but  also “ convince”  the health authorit ies of 

the need for dermatologic surgery.

Finally, the noninclusion of our specialty as a part  of 

internal medicine t raining has been a great  step forward 

in maintaining the status of dermatologic surgery. It  st il l 

remains to be seen what  the t raining curriculum will f inally 

consist  of; after all,  this is where the seeds of the future 

are planted.
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