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Reasons for poor prognosis in British patients with
cutaneous malignant melanoma
VALERIE R DOHERTY, RONA M MAcKIE
Abstract
One hundred and twenty five patients presenting in the west of
Scotland with primary cutaneous malignant melanoma answered
a detailed questionnaire to establish whether there was any
evidence of inappropriate delay in receiving surgical treatment
for a new or changing pigmented lesion. The survey was carried
out because of the relatively high proportion of patients
in Scotland with melanoma presenting with primary lesions
categorised as "thick, poor prognosis" and the poor five year
survival figures as compared with many other countries.
Of the 125 patients questioned, only 20 (16%) had received
appropriate surgical treatment withini three months of becoming
aware of a suspicious cutaneous pigmented lesion; 63 (50%) had
received surgical treatment three to 12 months after first noticing
such a change, and in 42 cases (34%) this interval was over one
year. In 102 of 105 patients in whom the interval exceeded three
months the patient alone was responsible for the delay; in only
three cases was the family doctor partially at fault. No evidence
of delay by the hospital service was identified. Because of these
findings a public education campaign was launched in the west of
Scotland in June 1985 with the aim of improving recognition of
early malignant melanoma. In the next six months the proportion
of patients in the west of Scotland with primary melanomas
categorised as "thin, good prognosis" had-risen from 38% to 62%,
and the proportion with tumours categorised as "thick, poor
prognosis" had fallen from 34% to 15%.

Introduction
In a recent extensive survey of incidence and survival statistics in
patients with cutaneous malignant melanoma from centres in all
parts of the world the overall five year survival rate for over 8000
patients presenting with stage I malignant melanoma (mainly
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during 1970-5) was 79%'-83% for women, 72% for men. This high
figure contrasts with the 62% overall (65% for men, 53% for women)
reported by the Scottish Melanoma Group for Scottish patients
presenting in 1979.2 Figures from England and Wales for the same
period show an even poorer five year survival (58% for women, 44%
for men).3
Analysis of data from individual centres in the comprehensive
survey' showed that the highest five year survival rates occurred in
centres where a large proportion of patients presented with primary
melanomas categorised as "thin, good prognosis." It is well
established that the most important prognostic factor for the
individual patient with primary or stage I cutaneous malignant
melanoma is the Breslow tumour thickness of the primary lesion.4 5
This is calculated microscopically from the granular layer of the
overlying epidermis to the deepest underlying melanoma cell. Most
centres now categorise patients with primary cutaneous malignant
melanoma as having a good, intermediate, or poor prognosis based
on tumour thicknesses of under 1-5 mm (thin lesions), 1-5-3-5 mm
(intermediate lesions), and over 3 5 mm (thick lesions) respectively.
The prognostic value of tumour thickness is proved by correlating it with five year survival. Thus in a series from Duke
University of 2470 patients with melanoma the five year survival
rate was 81%, and 58% of patients from that centre had primary
tumours less than 1-5 mm thick.6 Similarly, in 3025 patients
reported from Sydney the five year survival rate was 790/o, and 55%
of those patients had tumours less than 1-5 mm thick.7 By contrast,
in the Scottish series of 1318 patients only 39% had primary
tumours less than 1-5 mm thick at the time of surgical excision.2 No
comparable data are available for Breslow thickness measurements
in a large series of melanomas from England and Wales.
These figures suggest that the poorer five year survival for British
patients with- primary malignant melanoma may be due at least in
part to the smaller proportion presenting with thin tumours in the
good prognosis category. It has been suggested that the "biological
behaviour" of melanoma may differ throughout the world, possibly
owing to the systemic effects of varying intensity of sunlight, and
this has been advanced to explain the better survival figures in
Sydney. Nevertheless, the fact that in Sweden (which is on a very
similar latitude to Scotland) the five year survival figure is 80%, and
50% of Swedish patients present with tumours 1-5 mm or less in
thickness,3 suggests that geographical variations alone are unlikely
to be the explanation for the poor Scottish figures.
We have therefore carried out a study designed to establish
whether the relatively low proportion of patients presenting in
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Patients and methods
We studied 125 patients (88 women, 37 men) aged 19-82. All first
presented to the Western Infirmary, Glasgow, with primary cutaneous
malignant melanoma between 1981 and 1985. All were questioned in detail
by one of us. They were asked to state as accurately as possible (1) the date
when they first became aware of a new pigmented lesion or of growth or
change in a pre-existing benign pigmented naevus. They were then asked to
state (2) the date on which they first sought advice from their family doctor.
The date on which the family doctor arranged specialist referral (3), the date
on which the patient was actually seen at a specialist referral clinic (4), and
the date on which surgical excision of the primary tumour was carried out (5)
were all verified from hospital records. Thus the interval between date points
(1) and (2) was an indication of delay for which the patient alone was
responsible, the interval between (2) and (3) gave an indication of delay for
which the family doctor was responsible, the interval between (3) and (4)
gave an indication of hospital delay due to waiting lists for outpatient
appointments, and the interval between (4) and (5) indicated delay due to
waiting lists for surgical sessions.
The only element of selection in our study was the patient's willingness to
answer the questionnaire, and only eight patients declined. The age
distribution, the 2:1 female to male distribution, and the relative proportions of the different pathological subtypes were all very similar to those seen
in the 1318 patients with melanoma registered by the Scottish Melanoma
Group. That group comprises virtually all new patients with melanoma who
presented in Scotland between 1979 and 1983. We are therefore reasonable
confident that the 125 patients included in our study were representative of
all Scottish patients with melanoma. Moreover, the Scottish Melanoma
Group has found over the past seven years that patients from Glasgow and
the west of Scotland comprised just over half of the total and also that each
year the age distribution, sex distribution, clinicopathological subtype, and
Breslow thickness were very similar and showed no variation between the
Scottish regions.
Pigmented lesion clinics A weekly pigmented lesion clinic is held at the
hospital and functions as a rapid referral clinic with no waiting list, so that all
patients referred are seen within a week. Local family doctors use the clinic
sensibly, referring relatively non-urgent cases by letter and urgent cases by
telephone. In addition to this clinic, consultants likely to see malignant
melanoma in other hospitals in the west of Scotland also regard melanoma as
an emergency and arrange for surgery within one week of first seeing the
patient, if not sooner.

Results
Of the 125 patients questioned, only 20 (16%) had a total time interval of
less than three months between date points (1) and (5)-that is, between first
noticing a new or changing pigmented lesion and undergoing surgical
excision. In 63 patients (50%) this interval was between three and
12 months, and in 42 patients (34%) it was longer than one year (see table I) .
Statistical analysis was by ;x2 test and the Bonferroni technique for
multiple comparisons where appropriate.
Points at which delay occurred-In none of the 125 patients studied was
there a delay of more than three weeks between the date of referral by the
family doctor and surgical excision, and in many cases this interval was less
than a week. This may have been due in part to the weekly pigmented lesion
clinic, at which most of the patients with suspected malignant melanomas
were seen. In only three cases (2-4%) was there any evidence of delay on the
part of the family doctor. The delays in these cases were six weeks, eight
weeks, and 16 weeks respectively. All three patients, however, had been
slow in first contacting their doctor, waiting more than three months after
first becoming aware of new or changing lesions. Thus of 105 patients (84%)
with longer than three months between first noticing a suspicious pigmented
lesion and its surgical removal, delay in 102 was attributable exclusively to
the patient.
Age of patients-The mean age at presentation of those patients who
delayed less than three months was 47 years (range 19-71), the mean age of
those who delayed three to 12 months was 48 years (range 22-79), and the
mean age in those who delayed over one year was 52 years (range 29-82).
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These differences were not significant (Bonferroni technique for multiple
comparisons) and did not suggest a specific age group such as those over 65
requiring an educational programme more than any other.
Sex ofpatient and site of melanoma There was no difference in length of
delay between men and women. Nor was any significant difference in delay
detected when "socially visible" sites (forearms, hands, neck, face, and (in
women) lower legs) were compared with habitually covered sites (7 test;
tables I, II).

TABLE I-Sex distribution of patients related to delay
inter-val
Delay period (months)

No of men
No ofaomen
Total

<3

3-12

>12

Total

6
14

21
42

10
32

37
88

20

63

42

125

Differences in delav between men and women not significant

(;e2 test ).

TABLE II-Site of melanoma related to delaV period
Delay period months

U'sualh, covered
-Socialls visible
All sites

<3

3-12

>12

total

6
14

30
33

22
20

67

20

63

42

125

58

Differences in delay between groups not significant ;e 2 test

Reasons for delays Of the 105 patients in whom the delay was longer than
three months, 99 (94%) gave as the reason their lack of knowledge of the
possible serious consequences of a new or growing cutaneous pigmented
lesion. Four patients had delayed because of difficult family circumstances
such as chronic illness in another family member, and two patients delayed
because of fear of the extent of possible surgical treatment.

Discussion
This study shows clearly that in Scottish patients with melanoma
the high proportion presenting with thick primary tumours carrying a poor prognosis may be partly due to lack of knowledge of the
features of early malignant melanoma resulting in a disturbingly
long delay before seeking medical advice.
In a study of 106 patients with melanoma carried out in California
by Temoshok et al delay was analysed according to anatomical site of
lesions." A "long delay" was defined as six months. The mean delay
was 2-9 months for lesions on the head and neck, 3-6 months for
limb lesions, 3-3 months for chest and abdominal lesions, and
6-0 months for lesions on the upper and lower back. These
variations in delay were interpreted as being due to a lack of easy
visibility of the lesions rather than to a lack of knowledge of features
of early malignant melanoma. In our study the mean delay for all
body sites was 15 months and there were no variations in delav
clearly associated with sites of lesions, suggesting that lack of
knowledge rather than lack of visibility was more important. This
impression was confirmed verbally by patients themselves. We can
trace no other published reports on the problem of delay before
treatment in patients with melanoma.
This project was carried out to see whether a melanoma education
campaign might be likely to improve the prognosis of patients with
malignant melanoma in Scotland. The findings showed that such a
campaign was not only justified but needed and clearly indicated
that it was the patient rather than the family doctor who urgently
required information.
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Scotland with thin primary melanomas is related to delay in
receiving appropriate surgical treatment and if so whether this delay
is due to the hospital service, the family doctor, or the patient. It was
planned that the results of this survey would be used to establish
whether there was a need for an educational campaign aimed at
improving recognition of early melanoma and the appropriate target
audience for such a campaign.
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On the basis of our findings a pigmented lesion education
campaign aimed at the public was established in the west of
Scotland. With the help of the Health Education Department of the
Greater Glasgow Health Board, posters and leaflets were prepared
illustrating the features of early malignant melanoma and encouraging patients who recognised such lesions on their own skin to
consult their family doctor immediately. These materials were
distributed to doctors' surgeries, infant welfare clinics, public
libraries, and other public places during a week of intense publicity
in early June 1985. Press releases resulted in publicity in six national
newspapers, four radio programmes, and five television programmes. Before the campaign all 650 family doctors in Glasgow
had been alerted to prepare them for a likely increase in patients
seeking advice about pigmented lesions. They had all been issued
with a booklet reminding them of the features of malignant
melanoma and its differential diagnosis and an invitation to attend
one of five meetings describing the campaign held throughout the
city. Additional printed material was available on request, and a
videotape prepared specifically for the campaign was made available
to be shown in surgeries, health centres, and postgraduate centres.
A further series of meetings and distribution of booklets were
arranged for general practitioners in the adjacent health board areas
of Lanarkshire, Ayrshire and Arran, and Forth Valley.
Public response to the campaign was rapidly evident, with a sharp
increase in patients referred to the pigmented lesion clinic within
two weeks of the start of the campaign. Preliminary analysis of these
patients to establish the most effective form of publicity in
prompting patients to consult their doctor suggested that television
was best. A detailed analysis of referral patterns for both malignant
melanoma and benign pigmented skin lesions before and after the
campaign in the west of Scotland is currently in progress. At present
it is planned that the public educational aspect of this exercise will
be continued with a brief yearly reminder campaign in the late
spring or early summer.
Though changes in five year survival for cutaneous malignant
melanoma will be the ultimate measure of the campaign's success,
an initial indicator of its effect is an increase in the proportion of
patients with primary melanomas in the under 1 5 mm category and
a decrease in those thicker than 3 5 mm. Tables III and IV show
these proportions during 1979-83 inclusive for the whole of
Scotland and for the west of Scotland respectively. A stable
distribution of melanomas among the three categories was evident
over this period both locally and nationally. In the period July to
November 1985, however, a pronounced change in distribution of
melanomas among these three categories was seen, 62% of patients

in the west of Scotland with melanomas presenting with primary
lesions of 15 mm or less in thickness (38% before the campaign) and
only 15% of patients with lesions thicker than 3-5 mm (34% before
the campaign). Five year survival figures for patients in Scotland
with tumours in these categories are 91% and 38% respectively.
This is very encouraging and suggests that five year survival from
melanoma should improve as a result of educational efforts aimed at
patients. Unfortunately, there is not at present any area in the
United Kingdom outside Scotland with as complete registration and
as complete data on Breslow thickness which might have provided a
control group. Even had such a group existed, the fact that certain
aspects of the campaign were publicised on national television
programmes and in newspapers would have confounded interpretation of the results.
TABLE Iv-Patients in west of Scotland with thin, intermediate, and thick pnrmary melanomas (1979-83). Figures
are numbers ofpatients (percentages in parentheses)
Thickness (mm)
Year

<1 5

1-5-3-49

¢3-5

Total

1979
1980
1981
1982
1983

50 (40)
52 (39)
43 (35)
46(38)
60(39)

34 (27)
34 (26)
35 (28)
29(24)
45(29)

40 (32)
46 (35)
45 (37)
45 (38)
49(32)

124
132
123
120
154

251 (38)

177(27)

225 (34)

653

Total

An important additional advantage of this approach is a reduction
in the need for admission to hospital and thus in hospital costs, as a
high proportion of patients with thin melanomas require only local
excision, which can often be performed on an outpatient basis. The
possibility of carrying out similar educational activities in other
parts of Britain is being considered.
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