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Identifying melanomas in primary care: can we do better?
Teaching best clinical practice shows more promise than a new technology
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The prognosis for patients with melanoma 
depends on the stage of disease at diagnosis. 
In some European countries tumour thickness 
is much higher at presentation than in others, 
with consequent adverse effects on survival.1 
The thickness of tumours at presentation to 
secondary care in the United Kingdom is such 
that the overall survival at five years is around 
80% for men and 90% for women.2 Survival rates 
are higher in some countries, such as Australia, 
where excision of thinner tumours is more com-
mon.3 Such better outcomes are thought to be 
due to higher levels of awareness among patients 
and general practitioners. 

The incidence of melanoma continues to 
increase in many areas of the world, and greater 
awareness is needed so that the thickness of 
tumours at presentation is reduced without 
excessive increases in referral to secondary 
care. In the linked study (p 15),4 Walter and col-
leagues tested a computerised diagnostic tool, 
the M oleMate system, as a means of increasing 
diagnostic accuracy and referral to secondary 
care for suspicious pigmented lesions.

Cancer referral guidelines have been devel-
oped in the UK to promote more appropriate 
referrals, and a recent audit in Scotland showed 
that the rate of appropriate referral for melanoma 
was low.5 A total of 18 775 urgent, suspected 
cancer referrals were analysed from 516 general 
practices. Compliance with referral guidelines 
was 90.9%. The referral rate ranged from 3.7 
to 24.0 per 1000 per annum; 30.8% of refer-
rals were for patients aged under 50 years, yet 
this age group accounts for only 11.1% of all 
diagnosed cancers; 10.3% of  referrals were for 
suspected melanoma, yet this cancer accounts 
for only 4.1% of new cancers. The proportion 
of patients correctly referred with suspected 

melanoma was 11.8%, compared with 61.7% 
for suspected leukaemia. The relatively high rate 
of referral for suspected melanoma and the rela-
tively low positive pick-up rate reflect a lack of 
diagnostic confidence in primary care. This audit 
confirmed the findings of another study designed 
to investigate the appropriateness of referrals 
under the two week referral 
system for suspected cancers 
in the UK.6 This study found 
that the proportion of melano-
mas and squamous cell carci-
nomas correctly referred was 
around 20%, and this rate did 
not improve after the introduc-
tion of targeted education.

The MoleMate system 
reported here is based on 
computerised analysis of light 
reflected by the skin. Several 
tools for detecting melanoma have been reported 
over the years, many of which have been based 
on dermoscopy. Although they are often viewed 
positively by patients, their high false positive 
rate has limited their use.7

The authors of the current study specifically 
tested the MoleMate tool as an aid to diagnosis 
in primary healthcare teams. Fifteen general 
practices in the east of England took part, and 
the appropriateness of referral was based on 
the proportion of patients referred who were 
either subsequently reviewed or had biopsies. 
All patients with a suspicious pigmented lesion 
were internally referred to a primary care phy-
sician who had been specially trained to follow 
best practice diagnostic guidelines, including 
the use of the seven point check list originally 
devised by Mackie8; for those randomised to 
the intervention they also applied the MoleMate 
system. Patients judged to have a benign lesion 
were offered a follow-up appointment three to 
six months later. Use of the MoleMate system 
did not result in more appropriate referrals than 
in the controls. Indeed use of this tool was asso-
ciated with poorer recognition of benign lesions 

and a higher referral rate. It was interesting that 
patients and clinicians viewed the use of the 
technology positively, with increased diagnostic 
certainty in clinicians and reduced anxiety in 
patients.

The increased rate of referral in the MoleMate 
group is reminiscent of the observation that der-

matologists show increased 
concern about borderline 
lesions when they first start 
to use dermoscopy to examine 
naevi. This increased refer-
ral rate might therefore have 
settled over time. Nonethe-
less, the technology was not 
of benefit. Although this is a 
negative study it is an impor-
tant formal attempt to assess a 
new technology. Doctors and 
patients are often seduced by 

new technologies—in this study, both doctors 
and patients liked MoleMate, but the value of 
new technologies must be proved.

The authors compared the use of MoleMate 
technology to “best practice.” Clearly best prac-
tice was an enhanced standard of care, and it is 
therefore not possible to compare referral rates 
with those in previous reports from the UK. 
However the outcomes for the control arm were 
encouraging and suggest that simple measures 
such as enhanced targeted education and inter-
nal referral could reduce inappropriate referrals. 
Diagnostic difficulty within primary care remains 
a problem and increased education of the pub-
lic and primary healthcare teams is essential. In 
the UK, general practitioners have little train-
ing in dermatology, either as undergraduates or 
postgraduates, and this is probably reflected by 
the higher average stage of melanoma at pres-
entation in the UK compared with many other 
 European countries.
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Early diagnosis requires awareness
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Sanctity of life law has gone too far
Recent court ruling distorts healthcare provision and values and should be challenged 

 beneficial life prolonging treatments including 
artificial nutrition and hydration to thousands 
of severely demented patients whose families 
and friends believe they would not have wanted 
such treatment. The opportunity cost will prob-
ably be reduced provision of indisputably ben-
eficial treatments to people who do want them.

Since Hippocratic times (at least) the primary 
goal of medicine has been to benefit people’s 
health. Until recently, the exercise of doctors’ 
very limited capacities to prolong life has almost 
always led to such benefits. Now, however, 
medical advances have led to a vastly increased 
capacity to keep people alive without, in many 
cases, providing any real benefit to their health. 
This recent judgment, and the practice direc-
tions of the Court of Protection, logically imply 
that doctors should no longer decide, in consul-
tation with those who know their incapacitated 
patients, whether life prolonging treatment 
including artificial nutrition and hydration will 
be in their patients’ best interests. Instead they 
must provide it until and unless the Court of 
 Protection finds, exceptionally, that applica-
tion of the principle of the sanctity of life is not 
in the particular patient’s best interests. Unless 
this judgment is overturned or modified by a 
higher court it will gradually and detrimentally 
distort healthcare provision, healthcare values, 
and common sense.
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Last year an English judge ruled, with the 
explicit approval of the president of the Court 
of Protection, that under the rules of that court 
all patients in a minimally conscious state 
must be referred to the Court of Protection if 
life prolonging treatment by artificial nutri-
tion and hydration is to be withheld or with-
drawn.1-3 Moreover, the judge emphasised that 
in deciding whether such withdrawal would 
be in these patients’ best 
interests it would “be 
wrong to attach signifi-
cant weight” to their pre-
viously expressed values, 
wishes, and views unless 
these had been expressed 
in a legally valid and 
applicable advance deci-
sion. What should be 
given great “though not 
absolute” weight was the 
sanctity of life. The judge 
said (paragraph 230), 
“[given] the importance 
of the sanctity of life, and 
the fatal consequences 
of withdrawing treat-
ment, and the absence 
of an advance decision 
that complied with the 
requirements previously 
specified by the com-
mon law and now under 
statute, it would in my judgment be wrong to 
attach significant weight to those statements 
made prior to her collapse.”1 Two aspects of this 
judgment are profoundly d isturbing.

The first concern is that the judge did not 
accord “significant weight” to the patient’s 
previously expressed values, wishes, and views. 
The second is the judgment’s logical implica-
tion that all decisions about starting or stopping 
life prolonging treatment, including the with-
holding or withdrawal of artificial nutrition and 
hydration, for all incapacitated patients should 
be brought to the Court of Protection, even 
though the judgment refers only to patients in 

a minimally conscious state. The logic is sim-
ple: if patients in a minimally conscious state 
who have not written a valid and applicable 
advance decision to reject life prolonging treat-
ment must be referred to the court to prevent 
doctors inappropriately withholding or with-
drawing such treatment, then logically those in 
a higher than minimal state of consciousness 
must be similarly protected. And if the previous 
values, wishes, and views about life prolonga-
tion of minimally conscious patients are to be 
accorded little weight against the principle of 

the sanctity of life unless 
those wishes have been 
expressed in a valid and 
applicable advance deci-
sion then, again logi-
cally, the same should 
apply to incapacitated 
patients whose state of 
consciousness is higher 
than minimal.

The stringent con-
ditions in the Mental 
Capacity Act for an 
advance decision to 
refuse life prolonging 
treatment relate to a per-
son’s right to make that 
decision binding in law. 
But the act does not say 
that, unless those legal 
conditions are met, a 
person’s ordinarily 
expressed views about 
being kept alive should 

be given little weight when others determine 
that person’s best interests after he or she is 
permanently incapacitated. On the contrary, the 
act explicitly requires that the incapacitated per-
son’s previously expressed values, wishes, and 
views must be determined if possible.4 Legal 
and philosophical analysis shows such require-
ments to be entirely consistent with the need to 
respect the person’s previous autonomy when 
determining his or her best interests.5

The logical implications of this judgment 
threaten to skew the delivery of severely 
resource limited healthcare services towards 
providing non-beneficial or minimally 

Ruling gave undue weight to “sanctity of life”

Medical advances have led to a vastly 
increased capacity to keep people alive 
without, in many cases, providing any 
real benefit to their health
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Active management of the third stage of labour
Oxytocin is all you need
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The original description of active management of 
the third stage of labour had three components—
delivery of a prophylactic uterotonic drug, early 
cord clamping and cutting, and controlled cord 
traction.1 When randomised trials in the 1980s 
found that this package reduced the risk of severe 
postpartum haemorrhage by 70%,2 active man-
agement was adopted widely. It was thought to 
be especially important in low resource settings, 
where more than 20 000 deaths occur each year as 
a result of haemorrhage.3 In these settings, active 
management of the third stage has almost become 
a mantra for the safe motherhood movement.

But in the half century since active manage-
ment was described, we have never known which 
component is the most important. Guidelines from 
around the world have varied widely in their selec-
tion of oxytocic agent, early cord clamping, cord 
traction, uterine massage, and cord drainage.4 
Controlled cord traction became popular only 
when it was incorporated into the active manage-
ment package in 1962, and, although there were 
no major randomised trials of cord traction, it was 
thought to decrease the incidence of postpartum 
haemorrhage and retained placenta.5

The required evidence on cord traction appeared 
in March this year.6 Gulmezoglu and colleagues 
from the World Health Organization’s maternal 
health research network conducted a large mul-
ticentre controlled trial to examine the effect of 
active management of the third stage of labour 
with and without cord traction in more than 
24 000 women.6 All women received oxytocin (10 
IU intramuscularly immediately after delivery) 
and had “delayed” cord clamping at one to three 
minutes. Participants then either underwent cord 
traction at the time of the first uterine contraction 
or the placenta was allowed to deliver with the aid 
of gravity and maternal effort only. The study had 
a non-inferiority design, and the team decided a 
priori that the two groups would be equivalent if 
the 95% confidence interval of the relative risk 
did not include a 30% or more increase in severe 
postpartum haemorrhage in the controlled traction 
group over the simplified regimen.

Compliance with the protocol was good, but 
in the simplified package group 6% of women 
still needed cord traction to deliver the placenta. 
Omission of cord traction from the active manage-
ment package had no significant effect on the rate 
of severe haemorrhage (risk ratio 1.09, 95% con-
fidence interval 0.91 to 1.31), but the difference 
in the risk of haemorrhage of more than 500 mL 
was of borderline significance (1.07, 1.00 to 1.14). 
Furthermore, given that the upper 95% confidence 
interval limit just crossed the pre-stated non-infe-
riority margin of 1.30, the authors had not proved 
that the two were equivalent. The time to placental 
delivery was halved in those having cord traction 
from 12 to six minutes (difference 6.5, 6.2 to 6.8), 
and this reduced the need for manual removal 
(1.45, 1.14 to 1.86). Further analysis of the results, 
however, showed that the difference in manual 
removal occurred in one country only. That coun-
try had experienced difficulty with recruitment and 
one of the two sites had been giving a combina-
tion of oxytocin and ergometrine for prophylaxis 
(in contravention of the study protocol). When the 
data were analysed without the results from that 
country (81% of all recruits were still included) no 
effect on the need for manual removal was seen 
(0.97, 0.68 to 1.37).

This study therefore showed that during active 
management of the third stage of labour cord trac-
tion has little, if any, part to play in reducing severe 
postpartum haemorrhage. It also showed that in 
sites using oxytocin alone for prophylaxis, cord 
traction reduced the length of the third stage by 
six minutes but had no effect on manual removal 
rates. The same may not be true when the com-
bined oxytocin-ergometrine preparation is used.

The study is good news for maternity care provid-
ers, especially in low resource settings. Although 
cord traction is straightforward, it is often poorly 
done, and can result in uterine inversion or haem-
orrhage, or can cause the cord to snap. In settings 
where the training of birth attendants is brief and 
continuing support minimal, trainers are therefore 
likely to err on the side of caution and omit the cord 
traction step from the standard “oxytocin alone” 
active management package. The method will, 
however, still need to be taught because about one 
in 20 women who use maternal effort will require 
the procedure, and it may be important in settings 
that still use ergometrine based prophylaxis.

In settings where providers are confident that 
cord traction will be performed correctly, it will 
probably remain part of the package because it 
does no harm and could still have a small benefi-
cial effect on blood loss.

Where does this leave the components of active 
management of the third stage of labour? Oxytocin 
is now widely accepted as the optimal choice for 
third stage prophylaxis because it is highly effective 
and has few side effects. Ergometrine (with or with-
out oxytocin) may be slightly more effective but 
has side effects of vomiting and hypertension and 
is associated with retained placenta when given 
intravenously.7 The second choice after oxytocin 
may therefore be misoprostol, which, although 
slightly less effective than oxytocin, has the ben-
efits of stability and the option of oral or sublingual 
administration.8

The third component of the traditional pack-
age, early cord clamping, was removed from 
many active management packages some years 
ago. It seems to have no maternal benefit and 
reduces neonatal blood volume and infant iron 
stores in term babies by about 30%.9 This effect 
is seen in resource rich and resource poor set-
tings, and it persists to at least 4 months of age.10 
The hazards of early cord clamping seem to be 
increased in fragile premature fetuses—those 
who undergo early cord clamping on delivery 
have increased rates of blood transfusions and 
low grade intraventricular haemorrhages.11

It has taken 50 years since active management 
of the third stage of labour was first described for 
it to become clear that the oxytocic agent has the 
greatest effect. In settings where cord traction is 
currently being used it should continue to be part 
of the package. However, those looking to reduce 
deaths from postpartum haemorrhage in low 
resource settings will be delighted by these results 
because they show that high quality management 
of the third stage of labour does not require mid-
wifery skills. Public health experts can therefore 
concentrate their efforts on simplified oxytocin 
injections (Uniject) and misoprostol alone.
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Oxytocin is now widely accepted as 
the optimal choice for third stage 
prophylaxis because it is highly effective 
and has few side effectsRO
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  BMJ  tablet app 
 Now available free to subscribers and BMA members without an iTunes account  

is another way of delivering on a pledge to give 
all our readers the benefi t of a weekly bundle 
of content as well as a sense of our print issue, 
including the front cover. Many non-UK readers 
asked for this in our 2010 online survey. 

 Some consumer publications (such as the 
 Financial Times ) have discontinued their iTunes 
app aft er launching a web based app of the kind 
described here, but we have decided to keep our 
iTunes app. This is because we think it is good 
to have a presence on the Apple Newsstand, 
a high profi le online store for people with an 
iTunes account who want to buy a single issue 
or monthly subscription. We have also made the 
iTunes app freely available to BMA members 
(who can also access the tablet app for free). 
Between January and April 2012, there were 
39 816 downloads from BMA members. 

 We hope the new tablet app will be as suc-
cessful as the iPad app has been, particularly 
among institutional and personal subscribers. 

 If your institution does not have a current 
 BMJ  subscription but you would like one so 
that you can access the tablet app and bmj.
com for free, please email ipad@bmj.com for 
more details. 
 Competing interests: Both authors have completed the ICMJE 
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pdf  (available on request from the corresponding author) and 
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work; no fi nancial relationships with any organisations that 
might have an interest in the submitted work in the previous 
three years; no other relationships or activities that could 
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 The future of medical information is mobile, 
and the  BMJ  is investing in its mobile pres-
ence. Following the launch or our iTunes app 
18 months ago, the journal is now available 
free to tablet users as part of a personal or insti-
tutional subscription. The new “tablet app” is 
available on the iPad without the need for an 
iTunes account, and we expect to extend this to 
other tablet devices in the near future. 

 The tablet app is being launched as a beta 
version. It allows personal and institutional 
subscribers to browse and read the  BMJ  journal, 
just as they would the weekly print journal but 
with added interactivity. It includes the same 
selection of research, education, and comment 
chosen for each week’s print issue, along with 
a prominent link to bmj.com for the latest news 
and online articles that have not yet appeared in 
print. Each article contains clickable graphics, 
embedded video and audio (where available), 
as well as links to key related articles from the 
 BMJ  archive. You can also submit responses by 
clicking on the “Submit response” button on 
all articles. Research articles follow the same 
abridged “pico” format as they do in print, but 
with links to the full text on bmj.com. 

 As with our iTunes app, you can download 
issues to read offl  ine. Find out more at bmj.com/
tablet. 

 The  BMJ  has a proud history of “fi rsts” when 
it comes to digital access. It was the fi rst major 

general medical journal to have a full text web-
site in 1998, the fi rst to create an iPad app in 
2010, the fi rst to move to the Apple Newsstand 
in 2011, and the fi rst to off er a product of this 
kind. 

 We initially decided to launch the tablet app 
on the iPad because currently that is where most 
of our mobile traffi  c comes from. In May 2012, 
for example, there were 101 218 visits to bmj.
com from mobile phones and tablet comput-
ers. Of that fi gure, 39 918 were from the iPad. 
In comparison, 17 631 came from all mobile 
devices using the Android operating system. 
Interestingly, since December more people have 
accessed bmj.com from the iPad than from an 
iPhone (31 915 in May 2012) (fi gure).   

 A high proportion of our visits from mobile 
devices were from readers outside the United 
Kingdom. Most, therefore, will probably not have 
seen a recent print issue. We hope the  tablet app 
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