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VERSION 1 - REVIEW 

REVIEWER Ryan Tandjung 
Institute of Primary Care, University and University Hospital of 
Zurich, Zurich, Switzerland 

REVIEW RETURNED 27-Jan-2015 

 

GENERAL COMMENTS The study is based on a cohort study in French primary care where 
patients with higher risk for melanoma have been included. The 
higher risk was calculated based on self-assessment tool. The here 
presented data are the one year follow up after a reminder was sent 
to the cohort participants.  
 
The authors have contributed a lot of work into the manuscript which 
results in well referenced manuscript. It is embedded in the 
contemporary and uptodate literature about the role of prevention 
and early detection of melanoma.  
 
However, I have two major concerns about this manuscript:  
 
- The study seems to mix up a broad variety of aims. The main aim 
is still unclear to me and many different aims were described, which 
has major impact on the rather unclear structure of the manuscript. 
These structure issues may have an implication to detect the main 
messages and implications for further research and health services 
also outside the described setting (see below).  
 
- The generalizibilty of the results of this study may not be given; 
some of these issues are mentioned in the limitation sections. The 
major concern is the inclusion bias into the cohort. Especially the 
comparison to international data and different health care settings 
(including different methods), seems to be rather difficult and 
implications for different settings and countries are in my opinion not 
given. 

 

REVIEWER Christophe Berkhout 
Department of general practice  
University of Lille, UDSL-2  
Faculty of medicine, Pôle Formation 
France 
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REVIEW RETURNED 18-Feb-2015 

 

GENERAL COMMENTS This good paper has to be published. 2 major revisions are 
necessary to better it.  
 
I am sorry for this usual comment, but the paper needs copy-editing 
by a native English speaker (though my English is not perfect 
either...)  
Page 2, Line 8 and further: "The healthcare journey" sounds odd to 
me. I guess you mean "parcours de soins". The best translation 
might be "gatekeeping".  
Page 6, Line 16: survival rate  
Page 6, Line 36: You use "phenotype" and in the annex page 29 you 
use "skin type". To be more consistent, you might use "skin 
phenotype" for both.  
Line 26 and 52: How much did patients have to score to be 
considered at high risk? What was the cutoff? (appears confusingly 
in page 29 but not in the article itself).  
Page 8, Line 30: MAJOR POINT: How were the 78 GPs recruited: 
volunteering, randomized, Sorted (ae. trainers in vocational training 
schemes?) This point is important and has to be discussed if this 
type of screening has to be generalized to all GPs.  
Page 8, Line 57: "excluded": Is this a censoring procedure? How 
was it managed in the final analysis?  
Page 9, Lines 15-17: "eligible patients": what was the number of 
eligible patients per GP (median, quartile and range).This 
corresponds to the next point:  
Page 11, Line 32, page 11: MAJOR POINT: Patients were clustered 
by GP. Clusters are not described. Analysis is performed at the level 
of patients. Some very important data and analysis for a next 
intervention study are not described: Was a cluster effect detected, if 
yes, what were the intra-cluster correlation coefficients. If some GPs 
were referring many patients and other few, was it associated to the 
size of the cluster or not? Was there a cluster effect in the number of 
screening participants and the delay in consulting?  
These point should be described in the method, appear in the results 
ans than be discussed. Such points could turn this good paper into 
an excellent one.  

 

VERSION 1 – AUTHOR RESPONSE 

 

REVIEWER 1, COMMENT 1 

The study seems to mix up a broad variety of aims. The main aim is still unclear to me and many 

different aims were described, which has major impact on the rather unclear structure of the 

manuscript. These structure issues may have an implication to detect the main messages and 

implications for further research and health services also outside the described setting. 

 ANSWER: 

 Manuscript structure 

We agree with Reviewer 1 that the aim of the study was unclear in the previous version of the 

manuscript. In the revised version, the aim has been stated in the following words: 

“to evaluate the efficacy of the mailed reminder, based on the following two variables:  
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 . patient participation (with a specific concern for populations at risk of thick melanoma, 

including men, older patients, and rural patients) 

 . and the number of melanomas detected.” 

. Patient participation. The main goal of policymakers assessing a pilot targeted screening strategy 

is the evaluation of patient participation, including determining whether patients adhere by 

consulting after receiving a mailed invitation for an annual skin examination by their general 

practitioner and whether patients at high risk of thick melanoma participate.  

. Number of melanoma detected. The reporting of this number is expected in an assessment of a 

melanoma screening intervention. It is of high interest for future research and policymakers, 

suggesting a potential impact of the procedure on morbidity.  

All of the outcomes that were not related to patient participation or to the number of melanomas 

detected were deleted from the manuscript.   

In the revised version of the manuscript, we avoided mentioning “deviations in the healthcare 

journey”. The corresponding data were integrated as a part of a detailed description of patient 

participation in the Methods and Results sections. This information should help to clarify the aim and 

structure of the manuscript. Moreover, the phrase “deviations in the healthcare journey” was 

confusing and/or inappropriate for the reporting of the clinical pathways (Reviewer 2, comment 1).    

 

The following is a detailed list of changes (in each part of the manuscript) that were made to enhance 

the structure and consistency of the manuscript (Reviewer 1, comment 1): 

 

 Abstract - Objective 

The text was changed from: 

“Objective: To evaluate patient participation in a targeted screening study for 

melanoma after receiving a mailed invitation to an annual skin examination by a 

general practitioner (GP). Deviations in the healthcare journey and the efficacy of the 

screening procedure were also analysed.” 

To: 

“To evaluate the efficacy of a targeted screening for melanoma in patients following 

the receipt of a mailed invitation to an annual skin examination by a general 

practitioner.” 

 

 Abstract - Methods 

The text was changed from:  

“The assessment focused on participation (compared with the first year, including 

populations at risk for thick melanoma), on the healthcare journey, and on the 

incidence and thickness of melanomas diagnosed one year after the reminder. 

Clinical and pathological data were collected during the 12 months post-reminder and 

were analysed using SAS.” 

To: 

“Efficacy of the procedure was evaluated according to patient participation and the 

number of melanomas detected. The consultation dates and results were collected 

during the 12 months post-reminder and were analysed using SAS. Analyses of 

whether participation decreased compared with that during the year of inclusion and 

whether populations at risk for thick melanoma showed reduced participation in the 

screening were performed.” 
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 Abstract - Results 

In the new manuscript, the text was changed so that the first four sentences now provide results on 

patient participation.  

“Results: Of the 3,745 patients who received the mailed invitation, 61.0% underwent a 

skin examination. The participation of patients at risk for thick melanoma (any patient 

over 60 years of age and men over 50 years of age) was significantly greater than 

that of the patients in the other subgroups (72.4% vs. 49.6%, p<0.001; and 66.0% vs. 

52.4%, p<0.001, respectively). The patients referred to the dermatologist after one 

year were more compliant compared with those referred during the first year (68.8% 

vs. 59.1%, p=0.003).”  

The last sentence provides information on the number of melanoma detected. 

“Six melanomas were diagnosed within one year post-reminder; therefore, the 

incidence of melanoma in the study population was 160/100,000.” 

 

 Article summary 

Attention was paid to maintaining consistency with the main message of the study when choosing the 

order for the 5 key points: 

- The two first points report strengths in relation to the study method:  

“. The study was conducted in a primary care setting.” 

“. The participants were patients at elevated risk of melanoma who were recruited 

using a validated and reproducible procedure based on the Self-Assessment of 

Melanoma Risk Score.” 

- The two following points report the two main results in relation to patient participation: 

“. Six months after receiving an annual reminder to consult their general practitioner 

for a targeted screening for melanoma, 61.0% of the patients underwent a skin 

examination.”  

“. The participation of patients at risk for thick melanoma was significantly above 

average.” 

 - The fifth point reports information on the number of melanoma detected. 

“. Six melanomas were detected. These results yielded a crude melanoma incidence 

of 160/100,000 in the cohort population and 469/100,000 in the men older than 50.”  

 

 Introduction 

In the revised version of the manuscript, the Introduction is based on 6 chapters: 

- The 4 first chapters have not been changed:  

. Chapter 1 “Melanoma screening in the general population is not recommended”,  

. Chapter 2 “Identifying high-risk subjects might be more valuable”, 

. Chapter 3 “General practitioners could play a significant role in screening” 

. Chapter 4 “Constitution of a cohort of patients at elevated risk of melanoma” 

- The 5
th
 chapter was modified. In the previous version of the manuscript, the reporting of the various 

limits of a previous study was confusing. In the revised version of the manuscript, we decided first to 

communicate the limits of this previous study in one sentence: “However, the generalizability of the 

findings based on a one-year intervention might be low”. Second, we emphasized the issue of patient 

compliance and participation as follows: 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-007471 on 29 July 2015. D

ow
nloaded from

 

http://bmjopen.bmj.com/


“A major issue is the compliance of high-risk patients selected by the SAMScore who 

would be asked to consult yearly for melanoma screening and to consult a 

dermatologist in the case of a suspicious lesion [34]. Specific attention should be paid 

to patients at high risk of thick melanoma (including men, individuals over 60 years of 

age and men over 50 years of age) because their concern for melanoma screening 

has been reported to be lower compared with other high-risk patients [16-18].” 

- The 6
th
 chapter described the mailed reminder for an annual skin examination (the 2 first sentences 

were not changed). The 3
rd

 sentence, reporting the aim of the study, needed to be modified because 

the various aims reported in the previous version of the manuscript led to confusion throughout the 

manuscript. 

The text was changed from: 

“The aim of this study was threefold: to assess the participation following this 

reminder, to evaluate deviations in the healthcare journey and to compare the efficacy 

of the procedure with that observed in the first year. An additional analysis focused on 

populations at risk for thick melanoma: men, older patients, and rural patients.” 

To: 

“The aim of the study was to evaluate the efficacy of the mailed reminder, based on 

the following two variables: patient participation (with a specific focus on populations 

at risk of thick melanoma, including men, older patients, and rural patients) and the 

number of melanomas detected.” 

  

 Methods 

- The first four chapters were not modified (Design, Participants, Annual skin examination by general 

practitioner, and Data collection). 

- The 5
th
 chapter was modified to ensure consistency throughout the manuscript.  

. The title was reduced from “Assessment of participation, deviations in the healthcare journey and 

efficacy” to “Efficacy: patient participation and number of melanomas detected”.  

. In the second sentence of this chapter, we avoided mentioning “deviations in the healthcare journey” 

to ensure consistency with the main objective (i.e., the assessment of patient participation). 

. The third sentence of the 5
th
 chapter was modified to maintain consistency throughout the 

manuscript.  

The text “the proportion of patients with a “benign lesion”, “lesion to monitor”, or “indication for 

exeresis”, depending on whether the patient consulted a dermatologist either as part of a specialized 

follow-up because he/she was referred by his/her GP or on his/her own initiative” was deleted from 

the manuscript. This text was not consistent with the main objective of the study. In addition, it was 

confusing, and the interpretation of the corresponding findings was difficult (Table 2 in the previous 

manuscript). 

The text “the proportion of patients referred to a dermatologist by their GP and the proportion of 

patients who actually consulted a dermatologist compared with the proportion during the first year and 

among populations at risk for thick melanoma” was also deleted. First, the syntax of this sentence 

was too clumsy. Second, the corresponding information was repeated in the section “Statistical 

analysis”. 

The text referring to “incidence and thickness of melanomas” was changed in the following sentence: 

“Melanoma cases were described using pathological reports”. 

 

• Results 
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- The first chapter “Patient demographics” was not modified. 

- The second chapter was modified. To maintain consistency throughout the manuscript, the title 

“Patient participation and deviations in the healthcare journey” was revised to “Patient participation”. 

- In the new version of the manuscript, the third chapter is now entitled “Melanoma cases” and 

provides the number of excisions and melanomas diagnosed.   

- The 4
th
 chapter in the previous manuscript (“Comparison with the first year and subgroup analysis”) 

was deleted, and the corresponding information was re-integrated either into the second or third 

chapter.      

 

• Discussion  

- Main results 

The order of the sentences was modified so that the first sentences report findings on participation, 

and the last one reports the number of melanomas detected. 

- Interpretation of the results and comparison with data from the literature 

 This section of the manuscript was re-organized because the previous structure was confusing. 

In the new version: 

. the first chapter compares patient participation in our study to that in other cancer screening studies. 

. the second chapter compares the number of melanomas detected in this study to the incidence of 

melanoma reported in other international studies. 

. the third chapter discusses the efficacy of the procedure, based on the number of melanomas 

detected by the GPs and the number of patients referred to the dermatologist. 

. the 4
th
 chapter discusses the efficacy of the procedure in the population at risk of thick melanoma. 

. The 5
th
 chapter discusses a potential secondary benefit of the targeted screening that should be 

evaluated in further studies.  
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REVIEWER 1, COMMENT 2 

The generalizibilty of the results of this study may not be given […]. Especially the comparison to 

international data and different health care settings (including different methods) seems to be rather 

difficult and implications for different settings and countries are in my opinion not given.  

 ANSWER: 

Because the study was designed in a French setting, considering generalizability in an international 

context would require integrating a variety of national specificities.  

In a recent review published in January in the British Journal of Dermatology
1
, Watts et al. analysed 

34 guidelines from 20 countries to identify the best way to identify, screen, and follow individuals at 

high-risk of primary cutaneous melanoma. They also acknowledged that “the differences in healthcare 

systems may affect the referral and management procedure”.  

For example, a recent European Commission report
2
 has described specificities associated with 

national payment organizations.  

“Doctors providing first contact care are almost always self-employed, although there are exceptions. 

For example, in Sweden, most doctors are salaried employees (although there is a trend towards self-

employment in some regions, to encourage competition between primary care providers and to 

enhance patient choice), in England around a third of GPs work as salaried employees, and in 

Turkey, GPs are also government employees, reimbursed through a capitation scheme. In Finland 

GPs are mainly salaried doctors although they can either supplement the salary with additional 

payments (e.g. working out of hours) or with a fee per consultation. Capitation is an important form of 

provider payment in most of the countries, and it is usually adjusted for age and, in some cases, other 

need factors. It is also often combined with some fee-for-service payment. Ambulatory doctors in 

Belgium, France and Germany are exclusively paid on a fee-for-service basis. In Germany the value 

of fee-for-service points is capped by a global budget constraint. In most countries provider fees 

covered by the statutory health system are usually set centrally based on negotiation between the 

national representatives of payers (central or regional government or health insurance funds) and 

national provider associations. However, some physicians in France are allowed to bill patients 

additionally (up to 17.5% extra) and physicians in Germany can extra bill privately-insured patients 

(up to 170% or 230% more) (Busse and Riesberg 2004).” 

Other specificities, such as caregivers’ demographics, should most likely be considered.   

However, there is a need to determine the best way to identify, screen, and follow individuals at high-

risk of primary cutaneous melanoma, which has been reported in the aforementioned recent review 

published in the British Journal of Dermatology 
1
. The authors emphasized the need for the following: 

1) providing information about how to identify high-risk individuals; and 2) providing specific 

recommendations for the clinical management of individuals defined as high risk. In our study, we 

evaluated a generic procedure that addresses the reported limits of numerous national guidelines and 

identifies high-risk individuals based on a validated tool, and assessed a specific procedure for the 

clinical management of individuals defined as high risk, involving the mailing of a yearly invitation for a 

clinical skin examination performed by a GP.  

                                                           
1
 Watts CG, Dieng M, Morton RL, Mann GJ, Menzies SW, Cust AE. Clinical practice guidelines for identification, 

screening and follow-up of individuals at high risk of primary cutaneous melanoma: a systematic review. Br J 

Dermatol. 2015;172:33-47. 

2
 Masseria C, Irwin R, Thomson S, Gemmill M, Mossialos E. Primary care in Europe. European Commission 

report. 2009. 
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We think that the following 2 main differences should be taken into account when considering the 

generalizability of our results:  

- A major difference in healthcare systems might depend on whether GPs have a mission of 

gate-keeping. The design of our targeted screening intervention would be inadequate in 

countries with no primary care organization or in those lacking the involvement of GPs in the 

primary care organization.  

The authors of the European Commission report “Primary care in Europe” have indicated that 

countries fall into two broad groups, those that generally require patients to register with a GP 

and obtain a referral for all or most specialist care (Czech Republic, England, Finland, Italy, 

Lithuania, the Netherlands, Romania, Slovakia, Slovenia and Spain) and those that use 

financial incentives to encourage patients to register with a doctor and obtain a referral for 

specialist care (Austria, Belgium, Denmark, Estonia, France, Germany, Poland, and Sweden). 

Turkey does not yet fall into either category. Following recent reforms, Sweden, Turkey, 

Poland and Austria are now the only countries without a national system of gate-keeping, 

although different Swedish counties have formal and informal restrictions on accessing 

hospital-based specialists.  

The role of GPs as gate-keepers is widely implemented in European countries; therefore, our 

study design and results, which are based on “a GP examination” first and then “a GP referral 

to a dermatologist if necessary”, should be of interest to European clinicians and researchers. 

We addressed this comment by adding the following sentences to the Discussion: 

“Last but not least, this study was conducted in a French setting and involved GPs 

who were volunteers; thus, the generalizability of the findings should be considered 

with caution. The study design was grounded in a healthcare system in which GPs 

have a mission of regulating access to secondary care. This organization has been 

implemented in a large majority of European countries [43]. However, national 

specificities may affect the referral and management procedures. Other variations 

may have been due to discrepancies in the use of dermoscopy.” 

- Another major national specificity might be whether GPs perform dermoscopy. There is 

substantial evidence that dermoscopy improves diagnostic accuracy and that it might be 

accessible to GPs. However, all authors have acknowledged that adequate training is 

necessary to integrate dermoscopy into physicians’ practices. Meta-analysis
3
 has concluded 

that the diagnostic accuracy of dermoscopy significantly depends upon the degree of 

experience of the examiner. Dermoscopy by an untrained or less experienced examiner is no 

better than clinical inspection without dermoscopy. This finding is the reason why our design 

was not based on the use of this technique. 

We addressed this comment by adding the following sentence to the Discussion: 

   “Other variations may have been due to discrepancies in the use of dermoscopy.”        

 

 

REVIEWER 1, COMMENT 2 

The generalizibilty of the results of this study may not be given[…]. The major concern is the inclusion 

bias into the cohort.  

                                                           
3
 Kittler H, Pehamberger H, Wolff K, Binder M. Diagnostic accuracy of dermoscopy. Lancet Oncol. 2002 

Mar;3(3):159-65. 
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 ANSWER: 

We agree with Reviewer 1, comment 2 that the inclusion bias should be emphasized in this study. 

Therefore, we have included a discussion of this limitation in the manuscript.  

“This study also has certain limitations, including the number of patients lost to 

follow-up, the inclusion bias (women and young subjects were over-represented in 

the population) and the absence of data on the false negative rate of the 

procedure. Female over-representation is usually found in skin screening 

programs [36–39] and more generally in cancer screening [40,41]. This bias could 

also be related to the population seeking consultation in general practice, which is 

not entirely representative of the general population [33,42].” 

- However, we think that data collected in a primary care setting are lacking in international literature. 

While a large amount of data about melanoma screening was obtained from the EUROMELANOMA 

program, we think that providing data from GPs is interesting. The inclusion bias in many studies 

reporting melanoma screening interventions is usually important because recruitment is based on 

patients consulting dermatologists on their own initiative
4
 
5
 
6
. For example, the authors of a German 

study reported that only 2.9% of the eligible population consulted a dermatologist. 

 Thus, providing data obtained in a primary care setting, even with bias, might be relevant for primary 

care clinicians and policymakers.  

- We have considered the comment of Reviewer 1. To address this comment, we managed to collect 

aggregated data from the medical services of the French National reimbursement system. We 

analysed data on inclusion by comparing the characteristics of the included population to those of the 

population who consulted GPs during the inclusion period. The following is a table providing more 

information on the inclusion bias, in which the included patients are compared to those who consulted 

during the study period but were not included. However, we were not able to specify the reason why 

the “non-included patients” were not included. Most of them were most likely not at elevated risk of 

melanoma, but some of them may have refused to be included even though they were at elevated 

risk.    

 

Table. Comparison of included versus non-included patient characteristics in a melanoma-

targeted screening (France, 2011). 

 

 Included patients 

N = 2022 

n; % 

Non-included patients 

N = 36788 

n; % 

   

Female gender 1250; 61.82 19044; 51.76 

Age   

                                                           
4
 Van der Leest RJ, de Vries E, Bulliard JL, Paoli J, Peris K, Stratigos AJ, Trakatelli M, Maselis TJ, Situm M, 

Pallouras AC, Hercogova J, Zafirovik Z, Reusch M, Olah J, Bylaite M, Dittmar HC, Scerri L, Correia O, Medenica L, 

Bartenjev I, Guillen C, Cozzio A, Bogomolets OV, del Marmol V. The Euromelanoma skin cancer prevention 

campaign in Europe: characteristics and results of 2009 and 2010. J Eur Acad Dermatol Venereol. 2011 

Dec;25(12):1455-65. 
5
 Schmitt J, Seidler A, Heinisch G, Sebastian G. Effectiveness of skin cancer screening for individuals age 14 to 

34 years. J Dtsch Dermatol Ges 2011;9:608-16. 
6
 Aitken JF, Janda M, Elwood M, Youl PH, Ring IT, Lowe JB. Clinical outcomes from skin screening clinics within a 

community-based melanoma screening program. J Am Acad Dermatol 2006;54:105-14 
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         Mean; SD 44.63; 15.40 47.2; 18.32 

< 25 187; 9.25 4954; 13.47 

26 - 50 1188; 58.75 16535; 44.95 

51 - 75 570; 28.19 12154; 33.04 

> 76 77; 3.81 3145; 8.55 

Low socioeconomic status 120; 5.93 3417; 9.29 

Suffering from chronic disease 295; 14.59 7038; 19.13 

Farmer insurance system 83; 4.10 2393; 6.50 

Residency location   

Rural 716; 35.41 9710; 26.39 

Urban 1092; 54.01 22584; 61.39 

NA 214; 10.58 4494; 12.22 
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REVIEWER 2 – General comment 

I am sorry for this usual comment, but the paper needs copy-editing by a native English speaker 

(though my English is not perfect either...) 

 ANSWER: 

We addressed this comment by soliciting a professional copy-editing service, which has provided 

editing by a native English speaker. The certificate is included as a supplementary file. 

 

REVIEWER 2. Page 2, Line 8 and further 

"The healthcare journey" sounds odd to me. I guess you mean "parcours de soins". The best 

translation might be "gatekeeping". 

 ANSWER: 

We acknowledge that the phrase “healthcare journey” was inadequate to report the “clinical 

pathways” (MeSH terms) of patients who consulted either a GP or a dermatologist after the mailed 

invitation. The text “deviations in the healthcare journey” was confusing. In the revised version of the 

manuscript, we avoided mentioning this phrase. The corresponding data were integrated as a part of 

a detailed description of patient participation in the Methods and Results sections. This information 

should also help to clarify the aim and structure of the manuscript (see also Reviewer 1, comment 1).  

 

REVIEWER 2. Page 6, Line 16: survival rate 

 ANSWER: 

The word “rate” was missing. It has been added to the revised version of the manuscript. 

 

REVIEWER 2. Page 6, Line 36 

You use "phenotype" and in the annex page 29 you use "skin type". To be more consistent, you might 

use "skin phenotype" for both. 

 ANSWER: 

We followed the Reviewer’s suggestion and have used “skin phenotype” consistently throughout the 

manuscript.  

 

REVIEWER 2. Page 7 Line 26 and 52 

 How much did patients have to score to be considered at high risk? What was the cutoff? (appears 

confusingly in page 29 but not in the article itself). 

 ANSWER: 

We acknowledge that the use of the SAMScore may have been unclear in the previous version of the 

manuscript and that the cut-off value for identifying a patient as “at elevated risk” was most likely 

confusing. Thus, we decided to duplicate part of the information provided in Figure 1 in the text. 

The text was changed from: 

“Based on these findings, our team has developed a targeted melanoma screening procedure 

grounded in primary care, using the Self-Assessment of Melanoma Risk Score (SAMScore). 

This score is based on a 7-item self-administered questionnaire (Figure 1) that a patient can 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-007471 on 29 July 2015. D

ow
nloaded from

 

http://bmjopen.bmj.com/


answer without specific medical knowledge (30-32), and allows for the selection of a 

population at high risk for melanoma during primary care consultations [30–33].” 

To: 

“Based on these findings, our team has developed a targeted melanoma screening 

procedure grounded in primary care, using the Self-Assessment of Melanoma Risk 

Score (SAMScore). This score is based on a 7-item self-administered questionnaire 

(Figure 1) that a patient can answer without specific medical knowledge (30-32) and 

allows for the selection of a population at high risk of melanoma during primary care 

consultations [30–33]. The SAMScore algorithm allows for the expression of risk in a 

dichotomous format (either at elevated risk or not for melanoma) (Figure 1). According 

to the SAMScore, a patient is considered at elevated risk for melanoma if at least one 

of the following 3 criteria is met: 1) the presence of at least 3 risk factors among the 

following 7 risk factors: phenotype I or II, a freckling tendency, >20 melanocytic nevi on 

both arms, experienced severe sunburn during the childhood or teenage years, resides 

in a country at low latitude, a history of previous melanoma, and a history of melanoma 

in a first-degree relative; 2) under 60 years of age and >20 melanocytic nevi on both 

arms; and 3) sixty years of age or older with a freckling tendency. Previous research 

based on a literature review has suggested a relative risk of 13.77 in the selected high-

risk population [31-32].” 

  

REVIEWER 2. Page 8, Line 30 

How were the 78 GPs recruited: volunteering, randomized, Sorted (ae. trainers in vocational training 

schemes?) This point is important and has to be discussed if this type of screening has to be 

generalized to all GPs. 

 ANSWER: 

We followed the Reviewer’s suggestion by specifying that the GPs were volunteers in the Methods 

section (Chapter “Design of the study”) and by acknowledging this information when discussing the 

generalizability of our results.  

 

REVIEWER 2. Comment Page 8, Line 57 

"excluded": Is this a censoring procedure? How was it managed in the final analysis? 

 ANSWER: 

Patients who were diagnosed with melanoma during the first year of screening required a specialist 

follow-up, in accordance with international recommendations. Thus, they were not invited to re-consult 

the GP and did not receive a mailed invitation. These individuals were not eligible for this study. 

A total of 20 patients who died before the mailing of the reminder were identified before it was mailed. 

These patients were also excluded from the database of eligible patients before the beginning of the 

study. 

 

REVIEWER 2. Page 9, Lines 15-17  

"eligible patients": what was the number of eligible patients per GP (median, quartile and range).This 

corresponds to the next point: Page 11, Line 32, page 11: MAJOR POINT: Patients were clustered by 

GP. Clusters are not described. Analysis is performed at the level of patients. Some very important 

data and analysis for a next intervention study are not described: Was a cluster effect detected, if yes, 

what were the intra-cluster correlation coefficients. If some GPs were referring many patients and 
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other few, was it associated to the size of the cluster or not? Was there a cluster effect in the number 

of screening participants and the delay in consulting?  

 ANSWER: 

On the one hand, conducting this pilot screening study led to the collection of various data and to the 

performing of various analyses to increase knowledge for a future intervention. On the other hand, 

many different aims and outcomes were described in the previous manuscript that negatively 

impacted its structure, leading to difficulties in determining its main message (Reviewer 1). 

 We addressed this comment by rewording the aims of the study and by restructuring the entire 

manuscript. In the revised manuscript, the evaluation focused on the efficacy of the pilot screening 

based on patient participation (with a specific concern for populations at risk of thick melanoma, 

including men, older patients, and rural patients) and the number of melanomas detected. All of the 

outcomes that were not related to patient participation or to the number of melanomas detected were 

deleted from the manuscript. For example, we did not introduce any specific analysis of the factors 

associated with the delay in consulting in this manuscript.  

Each GP was characterized according to the number of patients included, screened and referred to a 

dermatologist. Thus, there was only a statistical value for each GP, i.e., the proportion of patients 

referred to a dermatologist, and it was not possible to consider the GP as a random factor in the 

results presented.  

A way to demonstrate that the GP effect was not significant was then to compare the ratio of the 

variance due to the GPs during the year of inclusion with that at one year after inclusion (Table 1). 

The Fisher’s test was equal to 0.1002 (NS) for the proportion of patients referred to a dermatologist 

and 0.316 (NS) for the proportion of referred patients who actually consulted the dermatologist. These 

data prove that the significant difference was not correlated with the GP effect. This information has 

been added to the revised version of the manuscript. 

Methods section: 

The text was changed from: 

“Quantitative data are presented as means and medians. A subgroup analysis was 

performed for men, patients over 60 years, men over 50 years, and patients living in 

rural areas. Data from the first year were compared with data from the second year 

using the Chi-square and Fisher exact tests. The statistical significance was set at 0.05. 

R 3.10.0 software was used.”  

To: 

“Quantitative data are presented as the mean and median. Subgroup analysis was 

performed for the men, patients over 60 years of age, men over 50 years of age, and 

patients living in rural areas. Data from the first year were compared with data from the 

second year using the Chi-square
 
and Fisher’s exact tests. The GP effect was tested 

using a Fisher variance ratio test. Statistical significance was set at 0.05. R 3.10.0 

software was used.” 

Results section: 

The text was changed from: 

“The proportion of referred patients who actually consulted a dermatologist increased 

after the reminder at one year, compared to the time of initial inclusion in the screening 

(68.8% vs. 59.1%, p<0.001). However, the overall proportion of cohort patients who 

consulted a dermatologist was lower (15.8% vs. 23.9%, p<0.001) because the 

proportion of patients referred to a dermatologist by GPs was lower (12.2% vs. 38.3%, 

p<0.001) (Table 1).”  

To: 
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“The proportion of referred patients who actually consulted a dermatologist increased after the 

reminder at one year compared with that upon initial inclusion in the screening (68.8% vs. 

59.1%, p<0.001). The GP effect on this result, tested as a random factor, was not significant 

(p=0.32). However, the overall proportion of cohort patients who consulted a dermatologist 

was lower (15.8% vs. 23.9%, p<0.001) because the proportion of patients referred to a 

dermatologist by the GPs was lower (12.2% vs. 38.3%, p<0.001) (Table 1). The GP effect on 

this result, tested as a random factor, was not significant (p=0.10).” 

 

 

VERSION 2 – REVIEW 

REVIEWER Christophe BERKHOUT 
University of Lille - UDSL2  
Department of General Medicine  
Faculty of Medicine 
France 

REVIEW RETURNED 04-Apr-2015 

 

GENERAL COMMENTS Page 12, line 48-50 and 57: the repeated sentence "The GP effect, 
tested as a random factor, was not significant" with 2 different p 
values, very closed the one to the other are confusing. It might be 
more consistent to merge both in one phrase referring to the 2 
studied variables.  
 
Page 16, line 27: "men" is repeated  
 
Page 16, lines 36-41: "We were not able to conclude...in the 
population" is inconsistent with page 17, lines 44-48: "...and low 
melanoma thickness dientified in the study both..."  
 
References: Label of the reference is inhomogeneous: for articles, 
the DOI appears for some articles and not for others.  

 

VERSION 2 – AUTHOR RESPONSE 

"Page 12, line 48-50 and 57: the repeated sentence “The GP effect, tested as a random factor, was 

not significant” with 2 different p values, very closed the one to the other are confusing. It might be 

more consistent to merge both in one phrase referring to the 2 studied variables."  

 

ANSWER:  

We agree with the reviewer that the repeated sentence was awkward.  

The text was changed from:  

The proportion of referred patients who actually consulted a dermatologist increased after the 

reminder at one year compared with that upon initial inclusion in the screening (68.8% vs. 59.1%, 

p<0.001). The GP effect, tested as a random factor, was not significant (p=0.32). However, the overall 

proportion of cohort patients who consulted a dermatologist was lower (15.8% vs. 23.9%, p<0.001) 

because the proportion of patients referred to a dermatologist by the GPs was lower (12.2% vs. 

38.3%, p<0.001) (Table 1). The GP effect, tested as a random factor, was not significant (p=0.10).  

To:  

The proportion of referred patients who actually consulted a dermatologist increased after the 

reminder at one year compared with that upon initial inclusion in the screening (68.8% vs. 59.1%, 

p<0.001). However, the overall proportion of cohort patients who consulted a dermatologist was lower 

(15.8% vs. 23.9%, p<0.001) because the proportion of patients referred to a dermatologist by the GPs 
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was lower (12.2% vs. 38.3%, p<0.001) (Table 1). The GP effect, tested as a random factor for the 

corresponding variables, was not significant (p=0.32 and p=0.10, respectively).  

 

 

 

"Page 16, line 27 : “men” is repeated."  

 

ANSWER:  

We apologize that the presentation of 3 categories of patients at risk for thick melanoma was not 

clear. In the new version of the manuscript, we avoided reporting “men, men over 50 years of age 

[…]”. We decided to invert the categories so that it is more comfortable for the reader. We kept 

attention in inverting the related proportions in the second part of the sentence.  

The text was changed from:  

Men, men over 50 years of age, and subjects over 60 years of age accounted for 32%, 11,3% and 

19% of the cohort population, respectively, but they accounted for 50%, 33% and 50% of the 

melanoma patients, which is consistent with the findings of other authors [18,51,53].  

To:  

Men, subjects over 60 years of age, and men over 50 years of age accounted for 32%, 19% and 

11,3% of the cohort population, respectively, but they accounted for 50%, 50% and 33% of the 

melanoma patients, which is consistent with the findings of other authors [18,51,53].  

 

 

 

"Page 16, lines 36-41. “We were not able to conclude … in the population” is inconsistent with page 

17, lines 44-48: “… and low melanoma thickness identified in the study both…”"  

 

ANSWER:  

We agree with the reviewer that the two sentences appeared inconsistent.  

In the conclusion section (“Practical implications and perspectives” p17), the word “confirm” ([our 

findings] confirm) was deleted and text was changed in order to integrate our study results in a 

perspective.  

Text was changed from:  

The high melanoma incidence and low melanoma thickness identified in this study both confirm the 

value of a targeted screening conducted in primary care.  

To:  

The high melanoma incidence and low melanoma thickness identified in this study are both in favour 

of a targeted screening conducted in primary care.  

The 3 last sentences suggest further required research.  

 

 

 

"References: label of the reference is inhomogeneous: for articles, the DOI appears for some articles 

and not for others."  

 

ANSWER:  

We addressed the reviewer comment by deleting the DOI numbers from the references. 
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