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Skin checks and skin cancer diagnosis in
Australian general practice before and during
the COVID-19 pandemic, 2011—2020

DOL: 10.1111/bjd.20494

Drar Eprtor, Reports from several European countries suggest
that COVID-19 had a profound impact on referral for cancer
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diagnoses. A Dutch study using their National Cancer Registry
reported that skin cancer diagnosis fell by 60% 6 weeks after
the first confirmed case of COVID-19 was identified in the
Netherlands, while for other cancer types, rates of diagnosis
fell by 26%.' In the UK, reductions of 56% for referrals of all
skin cancers and 53% in diagnoses for skin cancers were
reported,2 with similar results found in one Australian state.’

Even though Australia has been spared much of the devas-
tating consequences of the COVID-19 pandemic relative to
other countries (i.e. approximately 29 000 confirmed cases
and 909 deaths as of 1 April 2021), the impact of lockdowns
changed the way primary care is provided, with a shift to tele-
health.* Data from Medicinelnsight — a large general practice
database involving general practices from all Australian regions
and states’ — and the national Medicare Benefits Schedule
(MBS) service were used to explore trends and the impact of
the pandemic on the prevalence of recorded skin checks (i.e.
screening), recorded skin cancer diagnosis and recorded skin
lesion removals.

Deidentified electronic health records from 370 general
practices and 241 468 ‘regular’ adult patients (i.e. three or
more visits in two consecutive years, with at least one in each
of these 58-8%
53-5 £ 19-3 years) within MedicineInsight were used to

years; female patients, mean age
identify consultations where skin checks were recorded, or a
diagnosis of skin cancer was recorded as a diagnosis or
encounter reason. We excluded all patients with a diagnosis of
skin cancer [i.e. melanoma, basal cell carcinoma (BCC), squa-
mous cell carcinoma (SCC) or nonspecified skin cancer] in the
preceding 12 months and thus restricted our analysis to those
considered ‘at risk’ of skin cancer. The proportion of recorded
skin checks with a positive reported skin cancer diagnosis (i.e.
reported skin cancer diagnosis within 6 months of skin check)
was then estimated. The prevalence of recorded skin checks
(per 1000 patients), reported skin cancer diagnosis (per 1000
patients) and proportion of skin checks that led to a subse-
quent cancer diagnosis (%) were analysed quarterly (age- and
sex-adjusted). MBS data related to claims for skin lesion
removals (i.e. items 31356—31376) were extracted for 2017—
2020 only, as data were unavailable for previous years.® Medi-
cinelnsight data were analysed in Stata 16-0 (StataCorp, Col-
lege Station, TX, USA), using the ‘variance covariance (vce)
cluster’ method, with practices as clusters.

Between January 2011 and September 2020, a total of
67 933 recorded skin screening checks and 28 762 records of
new skin cancer diagnosis (12:7% melanoma, 43-3% BCC,
38-2% SCC, 5-8% nonspecified skin cancer) were identified.

Figure la reflects the seasonal pattern of recorded skin can-
cer diagnosis, i.e. higher rates in quarter one of each year (i.e.
summer in the southern hemisphere), decreasing in quarters
two and three. The peak of any skin cancer diagnosis in quar-
ter one of 2020 (6-9 per 1000 adults) was 20% lower than
the prevalence observed in the same quarter in the three pre-
vious years (8:6 per 1000 adults), and remained lower in
quarter two of 2020. A similar pattern was observed for BCC
and SCC, with a greater reduction for melanoma (32%).
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Skin cancer diagnosis* among adults without a history of skin cancer in the current or previous year (per 1000 patients)

(@
=e=Any skin cancer =e=Melanoma BCC SCC  —e—Nonspecified skin cancer
10
5
el
®
8 8
S
@
=
g
g 6
o
£
-
G
Q
c4
(7
h<)
S
<
2
0
Ql Q2 Q3 Q4(Q1 Q2 Q3 Q4(Ql Q2 Q3 Q4(Ql1 Q2 Q3 Q4(Q1 Q2 Q3 Q4|Q1 Q2 Q3 Q4|Q1 Q2 Q3 Q4|Ql Q2 Q3 Q4(Ql Q2 Q3 Q4|Ql Q2 Q3
2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
Year and quarter
* Patients aged > 18 year without a diagnosis of skin cancer in the current or previous years (Medicinelnsight data).
(b) . N . .
Skin cancer diagnosis* after screening (%) ~e—Skin checks* (per 1000 adults) =0=MBS Items (per 1000 persons)#
45
o
20 10.0%
35 _
8.0% =
- ]
230 £
k] c
= =
3 &
g 25 % &
§ 6.0% £
) 2
£ g
g 20 5
3 S
5 4.0% §
c
°
£
=
(%]
10
2.0%
5
0 0.0%
Q1 Q2 Q3 Q4|Q1 Q2 03 Q4|Q1 Q2 Q3 Q4|Q1 Q2 Q3 Q4|Q1 Q2 03 Q4|Q1 Q2 O3 Q4|Q1 Q2 Q3 Q4(Q1 Q2 Q3 Q4|Q1 @2 Q@3 Q4|Q1 @2 @3
2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

Year and quarter
* Skin cancer checks and diagnosis among adults without a diagnosis of skin cancer in current or previous year.
Columns represent the proportion of all skin checks performed in that year that returned a positive diagnosis for skin cancer and the corresponding 95%
confidence intervals (vertical lines).
#MBS data only available from 2017.

Figure 1 (a) Skin cancer diagnosis recorded by skin cancer type in ‘at risk’ patients. (b) Skin checks recorded per 1000 patients by quarter for
2011 to 2020, Medicare Benefits Schedule (MBS) items claimed per 1000 persons enrolled in Medicare, and skin cancer diagnosis recorded within

6 months after the screening diagnosis.MBS data reflects the period in which the service was claimed and not the period in which the service was

performed.

Figure 1b shows that, compared with previous years, the identified in the second quarter of 2020 compared with the
expected peak of screening checks in quarter one of 2020 did second quarter of 2019, which coincided with 14% fewer
not occur. A 29% decrease in the rate of skin checks was MBS claims for skin lesion removals than the same period for

British Journal of Dermatology (2021) 185, pp840-867 © 2021 British Association of Dermatologists



the previous year. Nonetheless, the proportion of patients with
a recorded skin cancer diagnosis after screening remained
steady in 2020.

The reduction in skin checks performed by general practi-
tioners in Australia could account for the reduction in mela-
noma notifications (and, by extrapolation, a similar reduction
in skin checks could account for the reductions noted in Eng-
land).” In Australia, these checks peak in the late summer
months, but COVID-related changes affected this pattern in
2020, reducing the number of skin cancer diagnoses. Apart
from the personal impact, delayed diagnosis can have a pro-
found impact on health cost, as the average annual cost of
melanoma increases from AU$1681 per patient for stage 0-II
to AU$115 109 for stage IIT unresectable/stage IV.” Although
the total number of general practice consultations in Australia
remained steady in 2020, these consultations rapidly switched
from face-to-face to telephone consultations* — an approach
that may be permanent because telehealth is now govern-
ment-funded. Therefore, the potential negative impact of tele-
health on skin cancer diagnosis requires monitoring, as poor
image quality of photographs obtained by patients® and
missed opportunistic skin checks during face-to-face consulta-
tions for another reason can undermine the identification of
malignant lesions. Dermatologists and general practitioners
should work together to ensure adequate case finding and

opportunistic skin cancer screening.
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Novel evidence of androgen receptor
immunoreactivity in skin tunnels of
hidradenitis suppurativa: assessment of sex
and individual variability

DOT: 10.1111/bjd.20520

Drar Eprror, Hidradenitis suppurativa (HS) is a complex, mul-
tifactorial chronic inflammatory skin disease of uncertain aeti-
ology. The peripubertal onset, perimenstrual flares and
predilection for anatomical sites rich in apocrine glands sug-
gest a possible role of sex hormones in pathogenesis; how-
ever, details regarding the exact mechanism remain unclear.

Although women are predominantly affected, men with HS
often exhibit more severe symptoms.' Polycystic ovarian syn-
drome and acne, two well-known androgen-mediated disor-
ders, occur more frequently in patients with HS compared
with the general population.” Up to 43% of female patients
develop premenstrual flares, which are typically accompanied
by a surge of ovarian androgens, highlighting again the
androgenic basis of HS.' Furthermore, antiandrogen agents
were reported to reduce pain, lesion count and HS Physician’s
Global Assessment score.*

Previous reports showing similar serum androgen levels in
healthy individuals and patients with HS has led to the
hypothesis that higher androgen responsiveness in lesional
skin contributes to HS pathogenesis,1 similar to that seen in
acne and androgenic alopecia. Based on this hypothesis and
the existing knowledge that androgen receptor (AR) is highly
expressed in apocrine glands, several groups examined local
androgen responsiveness specifically in the apocrine glands
and found that levels of 5-alpha reductase, the enzyme that
converts testosterone to dihydrotestosterone, and the expres-
sion of AR, were not significantly different between patients
with HS and healthy controls.>® Despite these reports that dis-
pute the involvement of androgen, a thorough examination
and evaluation of HS skin beyond apocrine glands is necessary

to acquire a more comprehensive understanding.
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