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ABSTRACT

Teledermatology offers a means of providing specialist care to underserved patients. The ob-
jectives of this study were to compare the costs of interactive teledermatology with conventional
care, and to evaluate from a healthcare provider perspective whether interactive teledermatology
is economically viable in the northeastern region of the United States. We studied the interac-
tive teledermatology practice at Nantucket Cottage Hospital on Nantucket Island and the am-
bulatory clinics at the Massachusetts General Hospital in Boston, Massachusetts. The cost-min-
imization analysis compared the costs of an interactive teledermatology practice with that of a
face-to-face dermatology clinic. One-way sensitivity analyses examined the effect of varying the
costs of technology, physician compensation, or clinic space on the overall cost of interactive tele-
dermatology. We also assessed the economic viability of the interactive teledermatology practice
by comparing the operating costs with reimbursements. The total hourly operating costs for the
interactive teledermatology practice on Nantucket Island and the face-to-face clinic in Boston
were $274 and $346, respectively. Three separate one-way sensitivity analyses showed that, for
the cost of the teledermatology practice to equal that of the conventional clinic, the cost of tele-
dermatology technology could increase by 9.3-fold, dermatologists working at the teledermatol-
ogy practice could be compensated up to $197 an hour, or the cost of teledermatology clinic space
could reach $57 an hour. Our analysis also showed that the hourly reimbursement for the tele-
dermatology practice was $487, which exceeded its hourly operating cost of $274. The cost of op-
erating an interactive teledermatology practice in a remote region may be less than that of a con-
ventional clinic in a nearby urban center in the northeastern area of the United States. From a
healthcare provider perspective, interactive teledermatology can be an economically viable means
of providing dermatological care to remote regions.
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INTRODUCTION

THE DEMAND FOR SPECIALIZED DERMATOLOGY

CARE has grown considerably in recent

years. Patient access to dermatological care is
especially limited in remote regions, where few
dermatologists are available. Teledermatology
as a means of providing dermatological care in
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these regions has been studied extensively over
the past 10 years.1–5 Two primary methods
used in teledermatology are interactive (video-
conferencing) teledermatology and store-and-
forward teledermatology. Studies have dem-
onstrated comparable clinical efficacy and
diagnostic accuracy of interactive telederma-
tology to conventional outpatient care.6–9 Wide
adoption of interactive teledermatology in re-
mote regions requires economic feasibility of
this care delivery system. This study compares
the costs of an interactive teledermatology
practice with that of face-to-face conventional
clinics and assesses the economic viability of
interactive teledermatology in the northeastern
region of the United States.

There have been few studies evaluating the
health economics of interactive teledermatol-
ogy. Wootton et al. investigated health eco-
nomics of interactive teledermatology in the
United Kingdom and New Zealand from a so-
cietal perspective.10–13 When comparing inter-
active teledermatology with conventional care
in the United Kingdom, their studies found that
the costs of interactive teledermatology were
higher than the costs of conventional care in
both urban and rural areas; nevertheless, from
a societal perspective, teledermatology could
be a cost-effective alternative to conventional
care if the equipment was priced lower and 
patients traveled greater distances for con-
ventional care.10,12 In New Zealand, the geo-
graphical distance between the patient and care
provider was substantial such that, from a so-
cietal perspective, interactive teledermatology
was found to cost less than conventional care.11

The store-and-forward care delivery system
was less expensive than interactive teleder-
matology in the United Kingdom; but it was
clinically less efficient and limited the derma-
tologist’s ability to obtain relevant clinical in-
formation.13

Although studies from the United Kingdom
and New Zealand provide a useful starting
point to address the economics of interactive
teledermatology, healthcare delivery and
health economics differ considerably in the
United States.14–16 To date, no study has per-
formed an economic analysis of interactive tele-
dermatology in the United States. As the tech-
nology of teledermatology has matured, the

cost of this technology has steadily decreased.17

Now is an opportune time to examine, from a
healthcare provider perspective, whether in-
teractive teledermatology is an economically
viable means of providing dermatological care
to patients in the remote areas. Our study as-
sessed the cost and revenue of operating an in-
teractive teledermatology practice located on
Nantucket Island, Massachusetts. We com-
pared the operating cost of the teledermatology
practice to that of a conventional face-to-face
clinic in a nearby urban center. We hypothe-
sized that, from a healthcare provider perspec-
tive, the cost of operating a teledermatology
clinic would be comparable to that of an out-
patient dermatology clinic in the United States.
We adopted the healthcare provider perspec-
tive because healthcare providers are more
likely to adopt interactive teledermatology if it
is an economically viable operation.

In the United States, the New England region
has a number of remote islands that can bene-
fit from teledermatology. Nantucket Island is
located 30 miles southeast of the Massachusetts
mainland and 100 miles from Boston. The Nan-
tucket Cottage Hospital is the sole hospital
serving an island population of 10,000 full-time
residents and an additional 40,000 visitors dur-
ing the summer months. Nantucket Island does
not have a dermatologist, and prior to the ad-
vent of teledermatology, patients from the is-
land would travel at least 30 miles by sea to 
receive dermatological care at a community
hospital or 100 miles to receive dermatological
care at an urban center (Boston). The interac-
tive teledermatology practice at Nantucket Cot-
tage Hospital is the subject of this economic
analysis.

MATERIALS AND METHODS

Teledermatology practice and conventional clinic

The interactive teledermatology practice in
the Nantucket Cottage Hospital was estab-
lished on July 23, 2003. From July 2003 through
January 2005, 451 new-patient and follow-up
visits were made to the interactive telederma-
tology clinic. The 2-hour clinic session occurred
weekly and accommodated four patients an



hour. According to the Center for Medicare
and Medicaid Services (CMS), the originating
site of an interactive teledermatology practice
is defined as the site where patients are being
treated, and the distant site is the site where
the clinician or evaluator is situated, which is
not proximate to the primary site of the activ-
ity.18 With the assistance of a nurse practi-
tioner at the Nantucket Cottage Hospital
(originating site), a dermatologist in Boston
(distant site) evaluated patients via interactive
videoconferencing. In preparation for the
clinic, the patient’s medical history was sent
to the dermatologist 24 hours in advance. On
the day of the clinic, the dermatologist took a
full clinical history and performed a physical
examination via a high-resolution camera (see
Teledermatology Equipment below) with the
nurse practitioner’s assistance. If a lesion re-
quired further examination, the dermatologist
asked the nurse practitioner to position the
camera for a close-up visualization of the le-
sion. The nurse practitioner has been trained
to perform basic dermatological procedures,
such as skin biopsies, destruction of benign
and premalignant lesions, removal of skin
tags, and intralesional injections. If a patient
required an excision, the patient was typically
referred to the Nantucket Island general sur-
geon. Almost all pathology specimens were
sent to the Cape Cod Hospital for pathologic
evaluation, with occasional, complex cases
sent to the Massachusetts General Hospital for
review. The general dermatology clinics (Der-
matology Associates) at the Massachusetts
General Hospital (MGH), located in Boston,
comprised the comparison arm of the con-
ventional, face-to-face clinics. MGH is an aca-
demic hospital that primarily serves the pa-
tient population in the greater Boston area; it
is also a large referral center for patients with
unique, complicated pathologies that warrant
further evaluation. Although MGH is primar-
ily an academic hospital, the operation and
billing of the dermatology clinics are con-
ducted under a private billing system.

Teledermatology equipment

To operate an interactive teledermatology
practice, both the originating site and distant

site must be equipped with proper videocon-
ference hardware and network connection. The
Nantucket Cottage Hospital teledermatology
practice is equipped with a Polycom ViewSta-
tion 512, an AMD 2500 camera  (horizontal res-
olution greater than 430 lines), and a Nikon
Coolpix with Dermlite Lens. The Polycom
ViewStation at the originating site is a video-
conference unit connected to a television mon-
itor. The AMD 2500 camera, equipped with
power zoom, freeze-frame capture, and elec-
tronic image polarization, permits close-up ex-
amination of skin lesions. The Nikon Coolpix
with Dermlite Lens captures images under a
polarization system and was used to examine
pigmented lesions. Videoconferencing is con-
ducted via Internet Protocol (IP) using the pub-
lic Internet and the H.323 standard for video
conference transmissions. The transmission is
secured by encryption using the AES encryp-
tion standard. In a 2-hour teledermatology ses-
sion, approximately 3 gigabytes of Internet
connectivity were used. At the distant site, a
dermatologist interacts with patients at Nan-
tucket via a Tandberg 1000 videoconference
station.

Cost data collection and analysis

A cost minimization analysis was performed
from the healthcare provider prospective. Cost
data for the two types of practices were ob-
tained from the finance departments of the
Nantucket Cottage Hospital and MGH. Costs
were categorized into teledermatology tech-
nology cost, facility and personnel overhead,
and physician compensation. For the teleder-
matology practice, technology cost included
teledermatology hardware, maintenance, tele-
dermatology staff training, and incremental
network connection charges. The yearly cost of
the hardware was computed from a straight-
line depreciation over 5 years of the purchase
price.19 The hardware and software mainte-
nance cost was specified in the purchasing
agreement with Partners Telemedicine. Video-
conferences were conducted through IP over
standard networking connectivity to the Inter-
net. Partners Telemedicine has marginal use of
an existing Partners IP network. Incremental
network connection charges were calculated
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according to the metered rates for utilized
bandwidth at MGH. Two staff members, the
nurse practitioner at the originating site, and
the dermatologist at the distant site each re-
ceived 4 hours of training in the use of teled-
ermatology equipment.

For the teledermatology practice, facility
and personnel overhead included the cost of
the clinic space, the dermatologist’s adminis-
trative office space, materials and supplies, a
nurse practitioner, and technical support per-
sonnel. At the originating site, the cost of the
single 80-square-foot examination room at the
Nantucket Cottage Hospital was based on the
hourly rental charge to consultants. At the dis-
tant site, the dermatologist uses his adminis-
trative office space to conduct the telederma-
tology clinic. The hourly cost for this
80-square-feet administrative office was cal-
culated from the yearly rental charge and is
based on the hourly rental charge to the con-
sulting dermatologist. The hourly compensa-
tion for the nurse practitioner at the teleder-
matology practice was calculated from the
annual salary with fringe benefits. The hourly
compensation for the technology support per-
sonnel was predetermined in a tele-dermatol-
ogy practice contract. Similarly, the hourly
compensation for the dermatologist at the dis-
tant site was specified by the teledermatology
practice contract between the Nantucket Cot-
tage Hospital and the dermatologist.

For the face-to-face, conventional dermatol-
ogy clinics at MGH, the cost of the 80-square-
foot clinic space was based on the hospital’s
building charge for clinic space at the Ambu-
latory Center. The conventional clinic em-
ployed secretaries, medical assistants, and li-
censed practical nurses, whose hourly
compensations were calculated from their an-
nual salary with fringe benefits. The cost of a
4-hour staff training session for the medical
supporting staff was also included. The hourly
physician compensation at the conventional
clinic was calculated from the sum of yearly
salary and fringe benefits.

A cost-minimization analysis compares the
costs of multiple interventions that provide the
same outcome for the purposes of identifying
the lowest-cost intervention.20 We conducted a
cost-minimization analysis comparing the cost

of a teledermatology clinic with that of an out-
patient, face-to-face dermatology clinic. Sensi-
tivity analyses show how changes in certain
variables could affect the outcome of an eco-
nomic analysis. One-way sensitivity analyses,
in which a single variable was tested over its
range of plausible values while all other vari-
ables were held constant,21 were applied to the
cost of teledermatology technology, physician
compensation, and the cost of clinic space, re-
spectively.

To assess economic viability of the teleder-
matology practice, the hourly revenue was
compared with the total hourly operating
cost. The revenue from the teledermatology
clinic was based on its reimbursement data.
The number of visits, visit type, reimburse-
ment for each visit, number of procedures,
and reimbursement for each procedure were
collected from July 2003 to January 2005. Der-
matologic procedures included skin biopsies,
destruction of benign and premalignant le-
sions, removal of skin tags, and intralesional
injections. Excisions were not included in the
analysis because these procedures were not
performed in the teledermatology clinic. The
average reimbursement for each visit was cal-
culated by dividing the total reimbursement
(from new visits, follow-up visits, and proce-
dures) by the number of unique visits.

Visit-type comparison

Case-mix data were collected from both the
teledermatology practice as well as the con-
ventional clinics at MGH from July 2003 to Jan-
uary 2005. From both practices, the primary di-
agnoses for each unique visit were collected
based on the International Classification of Dis-
ease (ICD) billing forms. For the conventional
clinics, visit information was collected from the
general dermatology clinics at MGH. Visit in-
formation from the following dermatology spe-
cialty clinics was excluded from the visit-type
comparison: dermatological surgery, laser and
cosmetics, phototherapy, and pigmented le-
sions clinic. The top five primary diagnoses
were tabulated from both practices, and com-
parison was made to assess whether the range
of dermatological diseases was similar between
the two practices.



RESULTS

Cost-minimization analysis

The costs of operating a teledermatology
practice were grouped into teledermatology
technology cost, facility and personnel over-
head, and physician compensation (Table 1).
The subtotal cost of teledermatology technol-
ogy amounted to $4.75 an hour. The cost of
renting and maintaining an 80-square-foot
clinic space at the Nantucket teledermatology
clinic was $12.50 an hour. To corroborate this
finding, we inquired about the cost of clinic
space at North Berkshire Health Center, a com-
munity health center located in rural, north-
western Massachusetts. At North Berkshire
Health Center, the cost of renting an 80-square-
foot outpatient clinic space was $9.25 an hour,
which was comparable to the hourly rental of
$12.50 at the Nantucket teledermatology clinic.
The hourly cost of renting a dermatologist’s ad-
ministrative office for the teledermatology
practice was $1.38 an hour. The cost of materi-

als and supplies for each patient was $10; with
four patients evaluated each hour, the hourly
cost of materials and supplies amounted to $40.
The hourly compensation for the nurse practi-
tioner and the technical support personnel was
$40 and $50, respectively. The hourly physician
compensation for the medical dermatologist at
the distant site was $125, as specified by the ex-
isting contract.

For the conventional clinic, the cost of rent-
ing and maintaining an 80-square-foot clinic
space at the Ambulatory Center of MGH in
Boston was $100 an hour. The cost of materials
and medical supplies was the same as that for
the teledermatology clinic. Hourly compensa-
tion for the medical supporting staff and a
medical dermatologist was calculated based on
average yearly incomes. The hourly compen-
sation for a medical dermatologist at the con-
ventional clinic was $153. As Table 1 shows, the
hourly total operating costs for the telederma-
tology practice and the conventional clinic
were $274 and $346, respectively.
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TABLE 1. HOURLY COSTS OF TELEDERMATOLOGY PRACTICE VERSUS CONVENTIONAL CLINIC

Interactive
teledermatology

practice Conventional clinic

Teledermatology technology cost
Originating site (Nantucket Cottage Hospital)

Polycom ViewStation $0.47 $0.00
AMD 2500 camera $0.48 $0.00
Nikon Coolpix with DermLite Lens $0.11 $0.00
Maintenance $0.30 $0.00

Distant site (dermatologist in Boston)
Tandberg 1000 $0.56 $0.00
Maintenance $0.30 $0.00
Network connection $2.50 $0.00
Teledermatology staff training $0.03 $0.00
Teledermatology subtotal $4.75 $0.00

Facility and personnel overhead
Clinic space $12.50 $100.00
Dermatologist’s administrative office $1.38 $0.00
Materials and supplies $40.00 $40.00
Secretary $0.00 $17.00
Medical Assistant $0.00 $14.00
Nurse practitioner/Licensed practical nursea $40.00 $22.00
Office staff training $0.00 $0.04
Technical support personnel $50.00 $0.00

Facility and personnel subtotal $144.00 $193.00
Physician compensationb $125.00 $153.00
Total hourly cost of the clinic $273.66 $346.04
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Sensitivity analyses

A one-way sensitivity analysis varying the
cost of teledermatology technology was per-
formed to determine how changes in technol-
ogy cost would influence the overall costs of
teledermatology practice (Fig. 1). The current
hourly cost of the teledermatology technology
was $4.75. In this analysis, it was assumed that
physician compensation was equal in both
practices at $153 an hour. The threshold value,
the point at which the cost of operating a tele-
dermatology clinic was equivalent to that of the
conventional face-to-face clinic, occurred at $44
an hour. This is a 9.3-fold increase from the
$4.75 technology cost incurred in the teleder-
matology practice. Similarly, a one-way sensi-
tivity analysis varying the cost of physician
compensation in the teledermatology clinic
was performed (Fig. 2). The hourly dermatolo-
gist compensation in the teledermatology prac-
tice could reach $197 (the threshold value), be-
fore the overall costs of the two clinics became
equal. This analysis was based on the hourly
technology cost of $4.75. A third one-way sen-
sitivity analysis varying the cost of clinic space
(80-square foot) showed that the cost of the tele-

dermatology clinic space could increase to $57
an hour before the overall costs of the two clin-
ics became equal (Fig. 3). This one-way sensi-
tivity analysis was also conducted with the as-
sumption that physician compensation between
the two practices was equal at $153 an hour.

Cost-reimbursement comparison of
teledermatology practice

For the teledermatology practice, the total
hourly operating cost was compared with its
hourly reimbursement. Table 2 shows the re-
imbursement data for the teledermatology
clinic. The reimbursement for each new visit
averaged $97, each follow-up visit $67.50, and
each minor procedure $148. The average reim-
bursement for each visit was $121.60. Our data
showed that, with four patients evaluated each
hour, the hourly reimbursement for the teled-
ermatology practice was $487, which exceeded
the hourly operating cost of $274.

Visit-type comparison

To compare the range of dermatological dis-
eases seen at the teledermatology practice and
the conventional clinics, primary diagnoses for
each visit were collected from both practices

FIG. 1. One-way sensitivity analysis on the hourly cost
of teledermatology technology. With all other variables
held constant, the cost of technology was varied to ex-
amine its effect on the total cost of the clinic. Physician
compensation was held equal ($153) between the two clin-
ics. The threshold value, or the point where the costs of
the two practices became equal, was reached when tech-
nology cost rose to $44 (9.3-fold of the current cost).

FIG. 2. One-way sensitivity analysis on the hourly cost
of physician compensation. With all other variables held
constant, physician compensation was varied to examine
its effect on the total cost of the clinic. The threshold value,
or the point where the costs of the two practices became
equal, was reached when physician compensation rose to
$197 an hour.
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(Table 3). Among 451 unique visits at the tele-
dermatology practice during this period, the
five most frequent diagnoses were actinitic ker-
atosis (13.4%), eczema due to unspecified cause
(12.2%), acne and other specific diseases of the
sebaceous glands (11.9%), benign neoplasm
(9.1%), and viral infections (5.2%). Out of 47,434
unique visits at the general dermatology clin-
ics at MGH, the most frequent five diagnoses
were actinic keratoses (13.0%), benign neo-
plasm (11.6%), acne and other specific diseases
of sebaceous glands (8.8%), eczema due to un-
specified cause (7.5%), and viral infections
(7.4%). These results showed that there were no
significant differences in the frequency of com-
mon diseases between the two clinics.

DISCUSSION

In this study, the hourly cost of operating the
teledermatology practice was lower than that
of the conventional clinic ($274 versus $346).
Two main factors contributed to the low cost
of the teledermatology clinic—low costs of
technology ($4.75) and clinic space ($12.50). As
with any rapidly evolving technology, the cost
of telemedicine technology can vary depend-
ing on its novelty, versatility, and degree of
adoption. As the technology for telemedicine
has matured, the equipment cost has declined
while the quality of the interactive interface has
improved.17 The hourly cost of the telederma-
tology hardware and network connectivity rep-
resented a small proportion of the overall clinic
expense. The use of the public Internet has re-
placed expensive Integrated Service Digital
Network (ISDN) lines, which in the past ac-
counted for a significant portion of the tech-
nology cost.6,10,11 The one-way sensitivity anal-
ysis showed that the cost of technology would
need to increase by 9.3-fold before the overall
costs of the two types of clinics converged.

The cost of clinic-space rental was the second
factor contributing to the low cost of operating
the teledermatology clinic. Teledermatology
clinics are typically located in rural areas where
patients have limited access to dermatologic
care, but the cost of space in these rural areas
is considerably lower than in the nearest urban
area. In this study, the cost of clinic-space rental
was significantly lower in Nantucket than in
Boston. Similar lower cost of clinic-space rental
was observed at the North Berkshire Health
Center, a community health center in rural
Massachusetts. Building charges for the MGH
clinic space may be slightly higher than that of
clinic spaces in less central areas of Boston.
One-way sensitivity analysis showed that the
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FIG. 3. One-way sensitivity analysis on the hourly cost
of clinic space. With all other variables held constant, the
cost of the teledermatology clinic space (80-square-foot)
was varied to examine its effect on the total cost of the
clinic. Physician compensation was held equal ($153) be-
tween the two clinics. The threshold value, or the point
where the costs of the two practices became equal, was
reached when the cost of the clinic space rose to $57.

TABLE 2. TELEDERMATOLOGY PRACTICE REINBURSEMENT (JULY 2003 TO JANUARY 2005)

No. of
Visits visits Reimbursement per visit Total reimbursement

New visits 301 $97.00 $29,264.00
Follow-up visits 150 $68.00 $10,129.00
Minor proceduresa 104 $148.00 $15,435.00
Average reimbursement per visit $122
Reimbursement per hour $487
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hourly rental cost of the teledermatology clinic
space could increase to $57 before the total
costs of these two types of clinics converged.

Although it is recognized that teledermatol-
ogy practices benefit patients in rural areas by
providing specialist care that would otherwise
be unavailable or difficult to obtain, this study
also strongly suggests that a teledermatology
practice can provide adequate dermatologist
compensation and be an economically viable
operation. The one-way sensitivity analysis re-
vealed that, when compared to a colleague
working in a conventional clinic located in an
urban area with $153 hourly compensation, a
dermatologist at the teledermatology clinic
could receive hourly compensation of up to
$197 before the costs of the two types of clin-
ics converged. Physician compensation for the
dermatologist at the teledermatology clinic was
comparable to that of conventional practice,
which could attract dermatologists to teleder-
matology practices. However, in urban areas
where provider shortage is a concern, health-
care providers need to be cognizant of “patient
displacements,” that is, allocation of specialist
resource to teledermatology clinics may draw
from the scarce resource pool necessary to pro-
vide care to patients in urban centers. From a
societal perspective, when the demand for der-
matological care in both urban and remote re-
gions exceeds dermatology resources, equi-
table allocation of dermatology resources must
be carefully considered.

In addition to the competitive physician
compensation it could offer, the teledermatol-
ogy practice generated greater reimbursement
than its costs. The hourly revenue of $487 ex-
ceeded the total expenditure of $274. It is im-
portant to recognize that teledermatology vis-
its are reimbursed in the same manner as if the
clinical interaction occurred face-to-face. The

current patient population at the Nantucket
teledermatology clinic reflects a developing
dermatology practice rather than an estab-
lished one, because the proportion of new vis-
its significantly outweighs that of follow-up
visits. The visit-type comparison showed that
the most common types of dermatological dis-
eases seen at the two types of practices were
similar.

This study had several limitations. First, the
Nantucket teledermatology clinic and the con-
ventional outpatient clinics were located in the
northeast region of the United States. Regional
differences in clinic operations may exist
within the United States and could account for
significant variations in practice costs. Second,
the perspective of the healthcare provider was
employed in this study, which does not allow
us to draw conclusions from a societal per-
spective. This study adopted the perspective of
the healthcare providers because this group
plays a key role in deciding whether to estab-
lish and maintain teledermatology practices.
Additionally, the financial benefit of teleder-
matology clinics to patients and society has al-
ready been demonstrated in literature.6,10,11

Third, although negligible network-connection
cost was incurred in our study because teled-
ermatology interface occurred over public In-
ternet with encryption, sites that continue to
use ISDN lines would incur a greater technol-
ogy cost.

In this study, we found that, in Massachu-
setts, the cost of operating an interactive teled-
ermatology clinic in a remote region was lower
than that associated with operating a conven-
tional, face-to-face dermatology clinic at an ur-
ban area. The lower cost of the teledermatol-
ogy practice was primarily related to the low
cost of technology and reduced rental charge
for clinic space in rural areas. This study also

TABLE 3. VISIT TYPE COMPARISON BETWEEN TELEDERMATOLOGY PRACTICE AND CONVENTIONAL CLINIC

Rank of Teledermatology practice MGH General Dermatology Clinic
frequency (451 visits) (47,434 visits)

1 Actinic keratosis (13.4%) Actinic keratosis (13.0%)
2 Eczema due to unspecified cause (12.2%) Benign neoplasm (11.6%)
3 Acne and other diseases of sebaceous glands (11.9%) Acne and other diseases of sebaceous glands (8.8%)
4 Benign neoplasm (9.1%) Eczema due to unspecified cause (7.5%)
5 Viral infections (5.2%) Viral infections (7.4%)



showed that the compensation for dermatolo-
gists who conduct interactive teledermatology
clinics was at least as competitive as that for
dermatologists working in face-to-face, con-
ventional academic clinics in urban areas. This
study suggests that teledermatology clinics
could be an economically viable operation in
the northeast region of the United States. Wider
adoption of teledermatology clinics should be
encouraged in rural areas as a means toward
providing improved access to specialist care.
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