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In 2006, the National Institute for Health
and Clinical Excellence (NICE) in the UK
published guidance on improving
outcomes for patients with skin cancer,
including melanoma.1 This document was
subject to wide consultation from patient
groups, secondary care specialists, and
GPs. The focus of the document revolves
around patient pathways. It aims to direct
patients to where they receive the best
management at different points in their
pathway. The summary states:

‘All patients with a suspicious pigmented
skin lesion ... or where the diagnosis is
uncertain, should be referred to a doctor
trained in the specialist diagnosis of skin
malignancy.’

Where melanoma is the possible
diagnosis, an urgent referral under a ‘2-
week maximum wait’ policy should be
made. The rationale for this is that most
patients referred will not have melanoma
and they do not need surgery to make a
diagnosis, but the assessment will be
made by someone with diagnostic
experience of melanoma.

NEW EVIDENCE
The study by Murchie et al in this issue of
the BJGP provides us with some comfort if
the pathway in the NICE guideline is not
followed in instances where a pigmented
lesion is deemed benign, but excised.2 Of
1263 initial biopsies of cutaneous
melanoma, 262 (20.7%) were performed in
primary care. Most initial biopsies (245;
93.5%) were performed by excision as is
recommended in current guidelines. Of
initial biopsies performed in primary care,
72.5% were reported as completely
excised, compared with 69.7% of those
performed in secondary care, (P<0.612). It
is not clear whether this includes
diagnostic biopsies where they are always
incompletely excised. Following
adjustment for important confounders, the
difference in completely excised initial

biopsies received from primary care versus
those from secondary care remained non-
significant.

In a previous study, time to diagnosis
was shorter overall for general practice
excisions than hospital excisions (median
12 versus 41 days, P<0.001).3 This point is
also made by Murchie et al in the
accompanying paper, although no new
data are offered to support it.

WHAT DOES THIS MEAN FOR
PRACTICE?
If GPs deliver adequate quality of excision
and do it within an acceptable time frame,
are the NICE guidelines still current in
suggesting referral of lesions for diagnosis
rather than excision in primary care? First,
the quality of excision may not be as high
in primary care. In the article cited by
Murchie et al in favour of equality, it states:

‘A difference in quality was found
between those who excised the lesion,
with dermatologists excising more
lesions with adequate margins than GPs
... (P<0.001).’4

A retrospective pathology database
study5 and two further small observational
studies6,7 found that lesions were less likely
to be adequately excised in primary care.
In addition, lesions excised in primary care
are less likely to be sent for histology.7

A second point is that the melanomas
diagnosed by surgery in primary care were
usually thought to be benign and were not
being excised against the advice in the
NICE guideline. This is a diagnostic failure,
redeemed by a histological report. If this
were the pathway for all pigmented lesions,
including those thought to be benign, then
it could lead to an enormous amount of
unnecessary surgery. This can be avoided
when a further tier of clinical expertise is
used to assist in triaging those to surgery
who are more likely to have melanoma. An
example of the figures involved can be
taken from a study of a 2-week wait

melanoma service, where 30 of 381
pigmented lesions referred were found to
be melanoma.8 In one dedicated
pigmented lesion clinic the figure was 96
melanomas for 4399 referrals.9 A policy of
excision in primary care could result in an
enormous increase of excision of benign
lesions based on clinical uncertainty.

The final point is that Murchie et al
suggest that ‘Melanoma diagnosis is
achieved more quickly when the initial
biopsy is performed in primary care’. This
is a potentially misleading ‘learning point’
in the ‘How this fits in’ box. There are no
data presented on this, but the assumption
is that if a patient and GP agree a benign
lesion is to be removed, it happens at a
time scale faster than referral to secondary
care. This may or may not be true. It is
difficult to determine where the clock
started when a diagnosis is made
retrospectively on the basis of an initial
benign misdiagnosis and was excised
based on a misunderstanding. More
concerning is how this calculation applies
to the cases where the final decision is not
to remove the misdiagnosed ‘benign’
lesion that presents as a more advanced
melanoma some time later.

Although a systematic review has
suggested that there is insufficient
evidence to demonstrate differences in
dermatologists’ and primary care
physicians’ diagnostic accuracy of lesions
suggestive of melanoma,10 the current
study suggests that melanomas excised in
primary care were less likely to have been
correctly diagnosed by the person
performing the biopsy (19.5% versus
54.7%, P<0.001). Interestingly, a previous
study from the same group found that basal
cell carcinoma is both less likely to have an
accurate diagnosis and less likely to be fully
excised if this is done in primary care.11

Perhaps the reassuring aspect of this
paper for GPs is that if a melanoma is
inadvertently removed in primary care,
then it is likely to be a small melanoma in a
younger person. Furthermore, this study
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suggests that the excision is not likely to
be different in quality from that which might
have occurred in secondary care. However,
at present we suggest that there is
insufficient evidence to justify changing the
national guidelines.
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