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Background: Noninfectious inflammatory dermatoses of the scalp are common, and their symptomsin particular, those affecting 
appearance, can have a psychological effect that may be disproportionate to their clinical severity. Effective, cosmetically acceptable 
treatments are important to manage these conditions. Topical corticosteroids form the cornerstone of acute treatment for many of these 
conditions. We surveyed practicing dermatologists and dermatology residents to determine the current clinical practice in prescribing 
topical corticosteroids for these disorders in their various preparation formats.
Methods: A Delphi method was used, consisting of 2 questionnaire rounds. The first round contained 34 questions and was completed 
by 612 dermatologists and dermatology residents via email. The first round of responses was analyzed, and points that had > 70% 
agreement were used to form a second questionnaire of 21 statements. This second round was completed by 346 participants, and their 
responses were used to generate a final report. Participants were practicing in both public and private practices.
Results: Clobetasol propionate 0.05% topical solution was considered to be the most appropriate treatment for noninfectious 
inflammatory scalp dermatoses in general, with 75.1% agreement in the second round of questionnaire. The main advantages of 
clobetasol propionate over other topical corticosteroids were reported as potency, effectiveness, and broad action spectrum (94.8% 
agreement). The preferred pharmaceutical format was the solution of clobetasol propionate.
Conclusion: Clobetasol propionate was the preferred topical treatment for the management of scalp dermatoses, usually as first-line 
treatment; solution was the preferred preparation.
Keywords: seborrheic dermatitis, psoriasis, shampoo, topical, solution, clobetasol, scalp, therapy

Introduction
Noninfectious inflammatory dermatoses of the scalp include seborrheic dermatitis, eczema, psoriasis, lichen planopilaris 
(and the variant frontal fibrosing alopecia), alopecia areata, neurodermatitis (aka lichen simplex chronicus), and discoid 
lupus erythematosus. Many of these share common or overlapping symptoms,1 and can have a considerable impact on 
quality of life. In addition to itch, which can be highly distressing, there are the emotional and social consequences of 
symptoms such as scaling, flaking, and possibly hair-loss, in a very visible area.

Topical corticosteroid-based preparations, which inhibit epidermal proliferation and inflammation and modulate 
immune response,2 form the cornerstone of treatment for many scalp dermatoses.3,4
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The formulation of topical treatments for the scalp is of utmost importance:5 the visibility of the area and presence of 
hair make cosmesis key, and formats including foam, gel, solution, shampoo, and spray have been developed over the 
years, which are often preferable to ointments or creams.3 Delivery of therapy can also represent a challenge3 as 
medicated shampoos are only in contact with the affected areas for a very short time.3 Clobetasol propionate is a class 
I very potent steroid that is widely used, owing to its strong anti-inflammatory, antipruritic, vasoconstrictive, and 
antiproliferative activities.6 Its formulation as a 0.05% scalp application is safe and effective treatment.7

Although topical corticosteroids are widely used and also well established as safe and effective treatments, professional 
dermatological associations have noted “great variability in aspects such as dosing, potency and application quantity”.8 While 
individualized treatment is important, we sought to establish a picture of current practice among dermatologists in the treatment of 
scalp dermatoses, particularly regarding use of topical corticosteroids in their various preparations/formulations.

A Delphi method was used; this method is based on a series of “rounds”, with analysis of the responses provided as 
feedback to the participants, allowing them to carefully consider their answers in light of others’ responses.9

Methods
Figure 1 shows a flowchart of the process. Two rounds of questionnaires were issued to practicing dermatologists in Spain, which 
included specialists and residents in dermatology. Questionnaires were sent to 1500 dermatologist and dermatology residents via 
Email following the guidelines established in the CHERRIES (Checklist for Reporting Results of Internet E-surveys) statement.10 

These participants were identified via an online educational campaign that awards points for participation (which can be used in 
exchange for cosmetic and dermatology products). A total of 612 completed the first round, which consisted of 34 questions: 5 on 
demographics and 29 on clinical practice. These included questions on the most common signs and symptoms reported (multiple 
choice of 4: alopecia, itch, redness, desquamation/scale, other); the extent to which scalp dermatoses were considered to affect 
patient quality of life (visual analog scale [VAS] of 1–10 for 11 different factors: social life, work/hobbies, sleep problems, sex life, 
physical appearance, worrying about the disease, depression, itch, hypersensitivity, burning, pain); frequency of prescribing of 
various topical corticosteroids as first-line and second-line treatment (never/sometimes/always); perceived advantages, if any, of 

Figure 1 Study methodology.
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prescribing clobetasol propionate over other topical corticosteroids (VAS scale of 1–10 for each possible advantage); reasons, if 
any, for not prescribing clobetasol propionate; estimated proportion of patients for whom different formulations (solution, foam, 
shampoo) of clobetasol propionate is prescribed; and the perceived advantages of each formulation type (topical [not systemic] 
absorption, ie the feeling that it soaks in to the skin without residue, cosmesis, effectiveness, improved quality of life, treatment 
adherence, other [specify]). There were also questions on prescribing regimens for clobetasol propionate solution: number of 
doses per day and duration of treatment, and the indications for which clobetasol propionate was prescribed, as well as use of 
adjuvant treatments.

The results of round 1 were analyzed (see below for details of statistical analysis), and in January 2021, the findings were 
provided as feedback to the interviewees, along with a more concise, 22-item questionnaire. For inclusion in the second round, 
a cutoff of 70% agreement for first round questions was used. A total of 346 dermatologists completed round 2. In this round, the 
participants indicated the degree of agreement with each of the 22 statements, using a Likert scale from 1–9, 1–3 being 
disagreement (1 being complete disagreement), 4–6 being neither agree nor disagree, and 7–9 being agreement (9 being complete 
agreement). Statements related to the main symptoms reported by patients; the effect on quality of life caused by pain from the 
disease; the appropriateness of clobetasol propionate as first-line and second-line treatment options; the advantages of clobetasol 
propionate over other corticosteroids; preference for different formulations/preparations (solution vs shampoo or foam); treatment 
duration for once-daily, twice-daily, and three-times-daily regimens of clobetasol propionate; routine prescribing of clobetasol 
propionate for different disease indications (lichen planopilaris, discoid lupus erythematosus, scalp psoriasis, alopecia areata, 
frontal fibrosing alopecia, and scalp eczema).

Consent/Ethics
Participants gave consent to participate and for the results to be published. No patients were included in this study.

Statistical Analysis
A descriptive analysis was performed of the individuals who completed each round, using the statistical software package 
SPSS 22.0 for Windows. For the descriptive analysis, nominal variables were reported as frequency and percentage. 
Continuous variables were summarized as mean, median, mode, standard deviation, and minimum and maximum. 
Analysis of variance (ANOVA) was used to determine significance. For inferential analysis, the summary tables of the 
inferences of the alphanumeric variables were represented as frequency and percentage. Chi-squared test used. For other 
more specific inferences, ANOVA or Mann–Whitney U-test were used according to whether the assumptions were met.

Results
Round 1 was completed by 612 dermatologists and dermatology residents; round 2, by 346. Their demographics are presented in 
Table 1. The majority worked in the public health system or both public and private systems. Most (77%) were specialists (ie 
consultants/attendings), the remainder were residents. All regions of Spain (its 17 autonomous communities) were represented.

Phase 1 Results
Noninfectious inflammatory dermatoses of the scalp made up a mean 15% (SD 12%) of the dermatologists’ caseload 
(median 11%; min-max, 0–100%). The main symptoms seen in practice were itch (89.1% agreement), desquamation/ 
scale (87.4%) and alopecia (76.6%).

Patient quality of life was affected mainly by the following factors, with scores on a VAS of 0–10 (0 = not affected, 
10 = severely affected) as follows: physical appearance (7.9 ± 1.6), itch (7.9 ± 1.6), and worrying about the disease (7.3 ± 
1.8). Somewhat lower scores were obtained for social life (6.8), hypersensitivity (6.5), burning (6.2), work and hobbies 
(5.5), depression (5.2), sleep problems (4.4) and sex life (4.2).

Figure 2 shows the frequency of prescribing the different corticosteroids as first-line treatment. The most commonly 
prescribed corticoid as first-line treatment was clobetasol propionate 0.05% solution (28.4% always, 68.3% sometimes), 
followed by betamethasone dipropionate 0.05% solution (8.5% always, 72.4% sometimes) and clobetasol propionate 
0.05% shampoo (7.8% always, 65.8% sometimes).
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The most commonly prescribed corticosteroid as second-line treatment of scalp dermatoses was also clobetasol 
propionate 0.05% solution, (9% always, 84.1% sometimes), followed by clobetasol propionate 0.05% shampoo (6.2% 
always, 69.6% sometimes) and betamethasone dipropionate 0.05% solution (4.8% always, 72.8% sometimes).

Figure 3 shows the frequency of prescribing clobetasol propionate 0.05% solution by individual disease. Lichen 
planopilaris and psoriasis were the indications most commonly treated with this solution.

The perceived advantages of clobetasol propionate (VAS score 0–10) were its potency (9.1 ± 1.1), effectiveness (8.9 ± 1.1), 
action spectrum against a range of diseases (8.1 ± 1.6), predictable/consistent response (7.6 ± 1.7) and tolerability (7.4 ± 1.8).

Regarding the usage of the various preparations of clobetasol propionate (solution, shampoo, and foam), solution was 
the most used format. The dermatologists’ reported that they prescribed solution in 67% of patients (SD±27%), shampoo 
in 20% (±21%), and foam in 13% (±17%). In the perceived advantages of the various preparations, solution scored 
marginally higher than shampoo and foam for the aspects of effectiveness, improved QOL, cosmesis, treatment 
adherence, and absorption (topical) (Figure 4).

The most common prescribing regimen for clobetasol propionate solution was once daily (95.8% of dermatologists 
reported prescribing this). Twice-daily regimens were less common (50.0%), and three-times-daily regimens (29.7%) and 
alternate day regimens (26.0%) were uncommon.

Treatment duration for a once-daily treatment ranged between 1 and 4 weeks, with small percentages of treatment 
durations >4 weeks.

Adjuvant treatments were largely categorized as being prescribed “sometimes”, shampoos (keratolytic, antiseborrheic 
and antipruritic) being the most frequently used.

Table 1 Demographics of Practicing Dermatologists and Dermatology Residents in Spain Participating in 
the Survey

Round 1 Round 2

Total number of participants 612 346

Male, n (%) 169 (27.6%) 95 (27.8%)

Age in years, mean ± SD 39.7 ± 11.9 39.4 ± 12.0

Healthcare practice, n (%)

Public 247 (40.4%) 147 (42.5%)

Private 104 (17.0%) 51 (14.7%)

Both public and private 261 (42.6%) 148 (42.8%)

Seniority level, n (%)

Specialist 473 (77.3%) 267 (77.2%)

Resident 139 (22.7%) 79 (22.8%)

Year of residency

1 31 (5.1% of total) 22 (6.4% of total)

2 35 (5.7%) 23 (6.6%)

3 38 (6.2%) 19 (5.5%)

4 33 (5.4%) 15 (4.3%)

No. of patients seen in past month, mean ± SD 423 ± 255 Not reported

No. of patients seen in past month for scalp disease, mean ± SD 55 ± 47 (15% of caseload) Not reported
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Differences Between Specialists and Residents
As would be expected, more of the specialists worked in a private healthcare setting than the residents (75.5% of 
specialists were in the private or mixed public and private setting vs 5.8% for residents). The differences found between 
specialists vs residents for corticosteroid prescription are shown in Supplementary Table 1.

Residents were more likely to prescribe clobetasol propionate solution (35.3% always prescribe vs 26.4% in 
specialists, P = 0.037), and less likely to prescribe shampoo: 38.8% never prescribe vs 22.6% in specialists) 
(Supplementary Table 1). Regarding duration of treatment, there were no significant differences based on resident vs 
specialist for once-daily regimens but significant differences for twice-daily regimens, with 58.0% of specialists vs 34.7% 
of residents opting for 1 week, and a slightly higher percentage of residents going for longer durations of 2, 3, and 4 
weeks. Supplementary Table 1 shows the comparison of responses from residents and specialists.

Figure 3 Use of clobetasol propionate solution by disease.

Figure 2 First-line corticosteroid treatment of scalp dermatoses (overall noninfectious inflammatory disease): frequency of prescribing. 
Abbreviations: CP, clobetasol propionate; soln, solution.
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Phase 2 Results
Figure 5 shows the percentage agreement and disagreement for all the questionnaire statements from round 2. Eighty- 
eight percent of the dermatologists agreed that the aspects of patient quality of life most affected by scalp dermatoses 
were itch and physical appearance. Clobetasol propionate 0.05% solution was viewed as the most appropriate first-line 
corticosteroid treatment of noninfectious inflammatory scalp dermatoses in general by 75.1% of respondents.

Figure 5 Percentage agreement with each statement of the round 2 questionnaire. Participants scored each statement 1–9, 1 being total disagreement and 9 total 
agreement. Scores were then categorized to 1–3 for disagree; 4–6, neither agree nor disagree; 7–9, agree. 
Abbreviations: CP, clobetasol propionate; soln, solution; QOL, quality of life.

Figure 4 Mean scores for perceived advantages of each formulation of clobetasol propionate. 
Abbreviation: QOL, quality of life.
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Comparing the different formulations, most of the dermatologists surveyed preferred to prescribe solution over foam 
or shampoo (90.5% agreement); there was not a strong consensus on reasons: 69.1% considered it more effective, 62.4% 
considered it to improve patient QOL more, 61.8% thought it had better cosmesis, 64.7% thought it had better treatment 
adherence, and 60.7% considered it to have better topical absorption.

The most preferred regimen was once daily for 2 weeks (64.7% agreement), followed by once daily for 4 weeks 
(49.4%), and twice daily for 1 week (47.4%).

There was consensus on the prescribing of clobetasol propionate 0.05% solution as standard for the treatment of 
lichen planopilaris (93.4%), scalp psoriasis (88.2%), discoid lupus (87.0%) alopecia areata (79.2%), frontal fibrosing 
alopecia (77.5%) and eczema of the scalp (73.7%).

Discussion
This study set out to determine current practice in dermatologists in Spain regarding the use of topical corticosteroids in 
the treatment of noninfectious inflammatory scalp dermatoses, with a particular focus on highly potent steroids and their 
different formulations/preparations. The most salient findings were that clobetasol propionate was considered to be, in 
general, the most appropriate topical steroid in the treatment of noninfectious inflammatory scalp dermatoses, the main 
perceived advantages over other topical corticoids being potency, effectiveness and broad action spectrum; solution was 
used preferentially over shampoo or foam.

Many of the findings were for the noninfectious inflammatory scalp dermatoses as a whole, which does represent 
a limitation of the study. If we look at the individual conditions, we see that lichen planopilaris, discoid lupus 
erythematosus, and scalp psoriasis were the conditions for which dermatologists most commonly prescribed clobetasol 
propionate as standard. So, is this in line with the existing evidence in the literature? For psoriasis, it is fairly well 
established that first-line therapy for patients with scalp psoriasis is topical corticosteroids.3,11 The National (USA) 
Psoriasis Foundation concluded that, based on the limited number of comparative studies, they are more effective than 
other topical therapies, such as calcipotriene, coal tar, and probably tazarotene.11 A Cochrane review of chronic plaque 
psoriasis also stated that corticosteroids were more effective than vitamin D for scalp psoriasis and less likely than 
vitamin D to cause irritation, but that further research was needed on maintenance treatment and safety.12 Another 
Cochrane review on scalp psoriasis topical therapies found that although a combination of steroid plus vitamin D was 
statistically better than steroid monotherapy, the benefit was not clinically relevant, and that, given the slim benefit but 
similar safety profile, monotherapy with topical steroids “may be fully acceptable” for short-term treatment.13 However, 
Chan et al considered that combination therapy may have some advantages by reducing toxicity and side effects.11 

Descaling (eg with salicylic acid) may be necessary to allow effective immunosuppressive treatment to penetrate;14 for 
such patients, therefore, corticosteroids would probably not be considered the first-line.

Recent (2019) recommendations on discoid lupus erythematosus state that lifestyle measures and topical treatment 
(corticosteroids and topical calcineurin inhibitors) have the highest evidence level,15 with a strength A recommendation 
(level of evidence 1+) but are “commonly insufficient in isolation”.15

In the case of lichen planopilaris, recent (2020) European guidelines16 briefly discuss the role of topical steroids, 
reporting that they are the most frequently used medication for this condition. However, the authors of the document 
describe them (in their superpotent, potent or mild forms) as only sometimes effective, and raise doubts about their value, 
suggesting that intralesional corticosteroids may be a more effective option.16

The other conditions falling under the category of scalp dermatoses included in this study—alopecia areata, seborrheic 
dermatitis, eczema, and neurodermatitis—did not have such strong agreement regarding topical corticosteroid use as first-line 
treatment. This may be due to the additional importance of other therapies in these conditions. A study on alopecia areata 
comparing clobetasol propionate 0.05% and topical pimecrolimus 1% found that pimecrolimus was as effective as corticosteroids, 
and superior to corticosteroids in terms of side effects.17 A recent (2017) review article includes contact immunotherapy, topical 
corticosteroids, intralesional steroids, and minoxidil all as possible first line therapies.4

In the treatment of seborrheic dermatitis, antifungal treatment is a key component,1 and potent topical steroids may be reserved 
for these with more severe or inflammatory disease.1 Danish guidelines from 2015 state that first line treatment is based on topical 
antifungal agents, either alone or in combination with corticosteroids or topical calcineurin inhibitors.18
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For the treatment of atopic dermatitis, the American Academy of Dermatology guidelines8 make a strong recommendation for 
the use of topical corticosteroids, but also for topical calcineurin inhibitors, PDE-4 inhibitors, JAK inhibitors, as well as 
nonprescription therapies such as moisturizers (no particular products or ingredients are recommended). The guideline document 
describes topical corticosteroids as the most commonly used therapy, used as first-line treatment for mild to severe dermatitis with 
“overwhelming literature and high certainty evidence” to support topical corticosteroid treatment.8

Neurodermatitis, or lichen simplex chronicus, has been described as difficult to manage owing to its multifactorial 
nature and lack of evidence-based guidelines.19 A systematic review of the evidence for the treatment of lichen simplex 
chronicus came out in 2021, and concluded that the most robust evidence was for topical corticosteroids, but also that 
there was some (limited) data suggesting benefit with other treatments, namely topical immunomodulators, topical 
antipruritic agents, oral antihistamines, antiepileptics and antidepressants.19 This lack of clear guidance may explain why 
topical corticosteroid use was less consistent in this condition in the present study.

Regarding treatment duration, current guidelines on the treatment of psoriasis say that maximal efficacy is reached 
within 3 to 4 weeks.2 In the present study, 1–2 weeks were the most common durations, although some did report use of 
several weeks and even up to more than 8 weeks. Chan et al reported that there were no studies to support the safety of 
topical corticosteroid use on the scalp beyond 4 weeks,11 but noted that a previous study had found use for >8 weeks to 
also be common.11,20 Regarding longer-term therapy, they notes that many experienced clinicians prescribe long-term 
intermittent topical steroids (in scalp psoriasis), but ultimately called for a better evidence base.11

Regarding type of corticosteroid and potency, Chan et al suggest (again for scalp psoriasis) that the lowest effective strength 
should be used, and that the prescribing regimen should be adapted to the individual’s needs.11 The Danish guidelines on 
seborrheic dermatitis also suggest that less potent corticosteroids should be used preferentially to avoid cutaneous side effects 
(corticosteroids are categorized as an adjuvant treatment in that document);18 however, we should bear in mind that the guideline 
is not scalp-specific, and that the scalp is less predisposed to side effects of skin thinning than the face. The American Academy of 
Dermatology guidelines on AD do not state a preferred type of topical corticosteroid but note that very high potency steroids (of 
which clobetasol propionate is one) can be an effective treatment of severe AD flare-ups.8 Again, these guidelines are not specific 
to the scalp. Besides strength, the efficacy of one steroid over another seems difficult to ascertain based on existing studies. An 
early (1976), double-blind study of scalp psoriasis treatments found clobetasol propionate solution 0.05% to be superior to 
betamethasone dipropionate solution 0.05%,21 but Bergstom et al found, in their study of clobetasol foam 0.05% vs combination 
clobetasol cream 0.05% to the skin and clobetasol solution 0.05% to the scalp, that there was a greater absolute improvement in 
psoriasis severity in the foam group.22 They also found that the foam application was less time consuming (than the patients’ 
previous treatments)22 – this is a very important aspect since, in a European patient survey, being time consuming was reported as 
“the most troublesome” aspect of treatment by 50%.23,24 However, the study by Bergstom et al was of psoriasis, not restricted to 
the scalp, hence the use of a cream, so their finding relating to time spent may be less generalizable to those with diseases of the 
scalp only. The 2009 European consensus on scalp psoriasis expressed preference for a short-contact formulation, such as 
a shampoo, but that other vehicles (solution, lotion, foam, gel) were also appropriate.14 Clobetasol propionate shampoo 0.05% has 
been proven to be highly effective and safe for scalp psoriasis, for the initial treatment phase and as maintenance therapy to prevent 
relapse.5,23 Several other published studies, in addition to the vast clinical experience, have highlighted the importance of delivery 
format in providing a suitable and effective treatment for scalp dermatoses.11 Regarding specific type of corticosteroid, Katz et al’s 
study compared clobetasol propionate and betamethasone augmented ointment for scalp psoriasis and found that both were 
equally effective but the betamethasone worked faster;25 however, a scalp ointment is unlikely to be acceptable to many patients 
cosmetically.

Two aspects of this questionnaire were the main symptoms seen in practice and the effect on patient quality of life. 
There was consensus that itch and scale were the predominant symptoms of scalp dermatoses seen in practice. Of course, 
the ideal way to determine patients’ symptoms and quality of life is to ask them directly, and use a validated assessment 
tool. However, this finding does align with a previous survey of >3000 psoriasis patients (not scalp-specific) in North 
America and Europe, in which itch was reported to be the most bothersome symptom in 43%, followed by scales (23%) 
and flaking (20%).26 Another survey of psoriasis patients also found itch, scaliness and visibility to be perceived as the 
major disease issues.20 This is reassuring as our dermatologist-reported findings appear to accurately reflect patient 
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opinion. A significant correlation has previously been reported between desquamation on the scalp and mental health, 
and that it does not necessarily have to be severe to have a profound effect.27

This study used a DELPHI methodology, which is intended to obtain a reliable consensus from a group of experts, using 
iterative questionnaires along with feedback of responses.28 Such a method means that, firstly, responses are anonymous, so more 
prominent participants are not allowed to dominate or influence other participants based on personality, but also risks 
a “bandwagon effect”, that is, participants may adjust their response to comply with the majority.9 The process allows participants 
to reflect and reconsider their views in light of others’ contributions.9 We think that providing feedback based on the analysis of the 
first-round responses allowed participants to consider and reflect upon their answers more than they may have done with a single 
interview. Regarding the threshold for consensus, there is not an established absolute cutoff,9 with previous suggestions ranging 
from 51% to 100%;9 we opted for what we considered a reasonable value, of 70%. This survey was emailed to the participants; as 
such, the limitations include those inherent to an electronic survey, in that those who respond may not be representative of the 
whole population of dermatologists.10

Another limitation is that many of the questions were about noninfectious inflammatory scalp dermatoses as a whole 
group. Some questions did specify individual diseases, but generally they were grouped together, meaning that results 
may not be equally as applicable to individual dermatoses, this may be particularly true with the use of adjuvants such as 
coal tar for example. Future studies may focus on a single disease and its various treatments rather than the treatments for 
a group of diseases. In clinical practice, it is essential to tailor treatment to suit the individual, taking into account not 
only their disease and its objective severity but also their opinions and preferences regarding formulation/preparation and 
dose regimen.

Many of these diseases are chronic relapsing-remitting conditions that are not definitively cured. Not only is the scalp 
a highly visible area, but the presence of hair complicates the cosmetic acceptability of treatment.5,26 Given the 
potentially huge effect on quality of life,5 these conditions must be managed well, that is, with effective treatments 
that patients will be happy to use.

Conclusions
This clinical practice survey completed by 346 dermatologists practicing in Spain found that clobetasol propionate 0.05% 
solution was the preferred first-line topical corticosteroid formulation for the management of most noninfectious 
inflammatory scalp dermatoses.

Data Sharing Statement
The datasets generated during and/or analyzed during the current study are available from the corresponding author on 
reasonable request.
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This survey used aggregate data for analysis and did not involve any intervention on human subjects and was therefore 
not considered biomedical research that would require mandatory IRB review, in accordance with local (Spain) 
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Declaration of Helsinki. Survey conduct was consistent with good clinical practices and applicable laws and regulations. 
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