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ABSTRACT. Screening in medicine represents a major strategy for the early detection of certain disea-
ses and risk factors, thereby facilitating timely intervention and potentially reduce the severity or morta-
lity associated with these conditions. Numerous countries have established screening programs, aiming
to provide health screenings and examinations availability for specific groups of the population. The
efficacy of these screening initiatives depends on adherence to several key principles, including social
significance of a particular disease, the potential treatment, the accessibility of diagnostic and therapeutic
services, and the presence of reliable symptoms of a certain disease and diagnostic methods. The primary
objective of screening is to diminish morbidity and mortality or to lessen the severity of a disease. None-
theless, screening necessitates substantial investment and may present false-positive and false-negative
results. Cutaneous melanoma, a malignant neoplasm originating from melanocytes (pigment-producing
cells) of the skin, has demonstrated a fixed rise in morbidity and mortality rates in recent years. Skin can-
cer screening has been implemented in various countries being more or less successive. For instance, the
SCREEN project conducted in Germany between 2003 and 2004 involved the screening of 360,288 indi-
viduals for malignant skin tumors. This initiative led to a notable reduction in melanoma mortality rates
five years post-project. However, the introduction of nationwide screening in 2008 did not result in a
decrease in melanoma mortality. Conversely, studies conducted at the Livermore Laboratory and in Aus-
tralia resulted in various findings. The effectiveness of skin cancer screening and its association with me-
lanoma morbidity and mortality continue to be subjects of academic debate. Nevertheless, identification
and early treatment of patients with advanced melanoma, as well as targeting of those case that are most
likely to progress, are crucial objectives of public healthcare. These efforts aim to reduce the incidence of
advanced melanoma cases, thereby contributing to the broader goal of improving patients condition and
the overall effectiveness of screening programs.

KEYWORDS: skin cancer screening, melanoma prevention, public health, skin cancer, melanoma
diagnosis day, Euromelanoma
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PE3IOME. CkpuHHMHT B MEAHIIMHE HANpaBleH Ha paHHEE BHIABICHUE 3a00JeBaHUN U (aKTOPOB
pUCKa UX pPa3BUTHS, YTO IMO3BOJSET MPOBOANUTH JIEUEHNE HAa HAYaJIbHBIX CTaAUAX 3a00JeBaHUS U
CHUXaTh CMEPTHOCTh. BO MHOTHMX CTpaHax CyLIECTBYIOT IPOrpaMMbl CKPUHUHTIA, 00ecleunBaro-
HIMe JOCTYN K MEAUIMHCKUM OCMOTpaM U 0OCIeIOBaHUSAM IS ONpPEIeICHHBIX TPy HaCeJICHHU .
O} dekTUBHOCTH CKPUHUHTA 3aBHCUT OT COOTBETCTBHUSI ONMPEACICHHBIM ITPUHIIMIIAM, BKIIOYas CO-
[IAAJIBHYI0 3HAYMMOCTD 3a00JeBaHMs, BO3MOKHOCTD JICYCHHUSI TaKOro 3a00JieBaHMs, JOCTYITHOCTh
JUArHOCTUKH U JICYCHHU S, CYLICCTBOBAHHNE XaPAKTEPHBIX IPU3HAKOB 00JIE3HU U METO/IOB €€ BBISIBIIC-
Hud. Llenbio CKpUHUHTA SBIASETCS CHUKCHUE CMEPTHOCTH M YMEHBIICHUE TSDKECTH TEUCHUST 00J1e3-
HU. OTHAKO CKPUHUHT TpeOyeT 3HAYNTENbHBIX HHBECTUIINN 1 MOKET MPUBOAUTH K JIO)KHOIOJIOKH-
TENBbHBIM U JIOXKHOOTPUIIATENbHBIM pe3yibraraM. MemaHoMa KOKM — 3JI0Ka4eCTBEHHAS OMyXOJIb
HEHPOIKTOAECPMAIBHOTO MPOUCXOXKACHUS, HCXOASIIAsl M3 MEIAHOLIMTOB (IIMI'MEHTHBIX KJIETOK)
KOXKH, C pacTyIIMMH Ha MPOTSIKEHUH MOCIEIHUX JIET 3a00JeBaeMOCThIO U CMEPTHOCTHI0. CKpH-
HUHT paKa KOKH OCYIIECTBIISJICS B PA3HBIX CTpaHax ¢ pa3Hoil apdexTuBHOCTHIO. B 2003-2004 TT.
B I'epmanmnu mpoBonmics mpoekT SCREEN 1o nmarHocTHke 3710Ka4eCTBEHHBIX HOBOOOpa30BaHUH
KOXHU. B ckpunuHre npunsiao yuyactue 360 288 yenoBek. CHUIKEHUE CMEPTHOCTH OT MEJIAHOMBI Ha-
Omrofanock yepes S net nocie npoekta. OHaKo, Mocie BBEACHU s 00LICHAIIMOHAIBHOTO CKPUHHUHTA
B 2008 r., cMEPTHOCTB OT MEJITAHOMBI HE CHU3UJIAch. B npyrux nccnenoBanusix, Takux kak B JIusep-
MOPCKOW J1abopaTopuu U B ABCTpajuy, CKPUHUHI NPUBEI K Pa3JIMUHBIM pe3yibpTaraM. B neiaom
3¢ (EeKTUBHOCTh CKPUHUHIA paKa KOXKH U €ro BIUSHHUE HA 3a00J1€Ba€MOCTb U CMEPTHOCTh OT MeJla-
HOMBI OCTalOTCA MPEAMETOM AUCKYCCUH. TeM He MeHee COKpallleHHe YUCIIa NAalUEeHTOB C MO3HEeN
CTaJueil MeIaHOMBI, BBISBJICHUE MAIlMEHTOB C HAaWOOJBIIEH BEPOSATHOCTHIO MPOIPECCUPOBAHUS U
JIeUeHHUE ITUX IAI[MEHTOB HAa CaMOM paHHEeH CTaauy ABJISIIOTCSA BaXKHBIMU 3a7auaMu 00LECTBEHHOI'O
31paBOOXPAaHEHHUS.

KJHKOYEBBIE CJIOBA: CKkpWHHHT paka KOXH, MPOoPUIaKTHKAa MEJIaHOMBI, OOIIEeCTBECHHOE

3APpaBOOXpPAaHCHUC, PAK KOXKHU, ICHb NTUATHOCTUKH MCJIAHOMBI, EBpOMCJ’IaHOMa

Medical screening is a strategy used to search
for diseases or risk markers that have not been re-
cognized yet. In addition, screening interventions
are designed to identify conditions that are likely
to develop into disease in future, thereby allowing
earlier treatment and hopefully reducing mortali-
ty and suffering from the disease. In many coun-
tries, screening programs are part of public health
care [1].

Thus, according to Order No. 404n, issued
by the Ministry of Health of Russia on April 27,
2021, “On Approval of the Procedure for Preven-
tive Medical Examination and Regular Medical
Screening of Certain Groups of the Adult Popu-

lation” [2], there is a system of medical screening
in Russia. [2]. According to this system, every
person aged 18 and over has the right to undergo
a medical check-up by specialist and a number of
medical examinations to detect chronic non-com-
municable diseases and risk factors for their de-
velopment, such as diseases of the circulatory
system, cancer, respiratory diseases, and diabetes
mellitus.

The UK has an NHS Health Check program
that suggests adults aged 40 to 74 years to have a
health check every five years to reduce the likeli-
hood of acute coronary syndrome, stroke or deve-
loping some forms of dementia [3].
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Certain principles must be followed for scre-
ening to be effective. Such principles were formu-
lated by James Wilson and Gunnar Jungner.

1. The disease should be an important medical
problem.

2. There must be a treatment for the disease.

3. Diagnosis and treatment for the disease
should be available.

4. The latent or early symptomatic phase should
have characteristic features.

5. There should be a method to detect the di-
sease.

6. The test must be acceptable to the popula-
tion.

7. An adequate understanding of the natural
course of the disease is required, including its pro-
gression from latent to overt manifestation of di-
sease.

8. There should be a harmonized policy in the
need for treatment.

9. The economic costs of case detection should
be balanced against the total costs of the disease.

10. The process of case detection should be
continuous [1].

Screening programs exist for a range of con-
ditions. The purpose of each program should be
clearly stated and understood. This is necessary to
form the structure of the program and to conduct
an evaluation of its effectiveness.

The goals of a screening program may include:

* reducing mortality through early detec-
tion and early treatment of disease;

* reducing morbidity through detection
and treatment of disease precursors;

* reducing the severity of the disease
course by identifying people with the di-
sease early and providing effective treat-
ment;

+ expanding the choice of treatment tactics
by detecting pathologic conditions or risk
factors in early life, when choosing the
methods of its implementation is avai-
lable [1].

When mass screening is carried out, a sig-
nificant number of participants are subject to
medical examination. This requires significant
investment in equipment, personnel and infor-
mation technology, which can result in a sig-
nificant additional burden on the health system.
Thus, when deciding to implement screening
programs, it is necessary to understand the
strength of the evidence base for such screening
and the balance of “harms and benefits” in or-

der to count necessary costs and positive out-
comes [1].

In addition to the benefits for patients and
public health, screening carries some risks, such
as false-positive results. For example, some
women with false-positive mammograms have
increased anxiety compared with women with
normal results and are therefore less likely to
undergo repeat screening procedures [4].

In addition, false-negative results are also
possible, leading to an unwarranted sense of se-
curity in patients, ignoring important symptoms
and not receiving timely treatment, which wor-
sens the prognosis of the disease [5].

Screening does not always prove to be suf-
ficiently effective. For example, a Cochrane re-
view found that health checks had little or no
convincing effect on overall mortality and mor-
tality from cardiovascular disease, including
coronary heart disease and acute stroke [6].

Screening for the same disease may be dif-
ferentially effective in various groups. For ex-
ample, breast cancer screening every two years
is recommended for women aged 50—-69 years,
once a year for younger women, and longer
screening intervals are recommended for wo-
men aged 70-74 years [7].

In the Schleswig-Holstein region of northern
Germany implemented a SCREEN project for
the diagnosis of skin malignancies from 2003 to
2004. Screening took place in two stages; in the
first stage, skin examinations were performed
by physicians with no specialized training in
dermatology. If risk factors or suspicious neo-
plasms were identified, patients were referred
to a dermatologist. Some patients were imme-
diately referred to a dermatologist for evalua-
tion. If a suspicious neoplasm was identified, a
biopsy was performed by the dermatologist to
confirm the diagnosis and, if necessary, treat-
ment was prescribed. A total of 360,288 people
participated in the screening, 15,983 excisional
biopsies were performed and 3103 malignant
tumors were detected in 2911 people, of which
585 melanomas (1.6 per 1000 screened), 1961
basaliomas (5.4/1000), 392 squamous cell car-
cinomas (1.1/1000) and 165 other malignant
tumors (0.5/1000) were found. An average of
about 5 excisions was performed to detect one
malignant tumor.

Among 1.88 million eligible citizens,
360,288 participated in the SCREEN program.
The overall population participation rate was

MEAWLIMHA | OPTAHU3ALMA 30 PABDDXPAHERHA

TOM3 22 2024

elSSN 26364220



128

REVIEWS

19%. Five years after SCREEN, there was a sig-
nificant decrease in melanoma mortality (men:
0.79/100,000, expected rate of 2.00/100,000;
women: 0.66/100,000, expected rate of
1.30/100,000) [8].

A more recent study compared SCREEN
screening results with morbidity and mortality
rates in the population of the Saarland region,
where no screening was performed. Over a 5.5-
year period, 1472 SCREEN participants were
diagnosed with melanoma and 31 of them died
during this period. A comparison showed that in
the Saarland region with a population of about
one million inhabitants, 1,026 people were dia-
gnosed with melanoma and 111 of them died
from it, indicating a lower mortality rate in the
SCREEN cohort [9].

At the same time, other authors note that the
observed decrease in mortality in Schleswig-Hol-
stein 5 years after the pilot study was accom-
panied by an increase in the number of deaths
from malignant neoplasms of non-specified lo-
calizations and secondary malignant neoplasms
of non-specified localizations (ICD-10 code
C76-C80). Therefore, from their point of view,
incorrect assignment of causes of death caused
by melanoma as ICD-10 code C76-C80 between
2007 and 2010 may have influenced the tempo-
rary decrease in skin melanoma mortality rates
observed in Schleswig-Holstein [10].

A pilot project in the Schleswig-Holstein
region resulted in nationwide screening orga-
nized in Germany in 2008. Every person over
the age of 35 was offered a whole-body scre-
ening once every two years. By 2013, there was
no downward trend in melanoma mortality in
Germany since the nationwide screening had
been introduced. As for the pilot study area in
the Schleswig-Holstein region, melanoma mor-
tality rates returned to pre-screening rates and
were equal to average German rates. The au-
thors attribute the lack of the desired result to
lower quality of screenings, lower population
coverage, and difficulties in data collection in
comparison with the pilot study [11].

A training and screening program at the
E. Lawrence Livermore National Laborato-
ry took place from 1984 to 1996. Employees
were informed about sun protection, signs and
risk factors for melanoma. This information
was disseminated through direct mailings,
news articles at workplaces, meetings and
lectures to employees and local physicians,

and local media outlets also ran articles about
the program. Employees were asked to exa-
mine themselves for suspicious lesions. If the
self-examination revealed a suspicious neo-
plasm, a visit to the screening facility for a
full body examination, dermatoscopy, and
biopsy, was suggested. Alternatively, labo-
ratory workers could be seen by their perso-
nal physicians. In this case, employees were
asked to report the results to the laboratory
medical staff. All employees were also given
a form to report the number of their moles at
the beginning of the program, and laborato-
ries were subsequently given the same form.
Program participants who counted 5 or more
moles that were 5 mm or more in diameter or
one mole that was 18 mm or more in diameter
were offered a screening examination.

After dermatologic screening, employees
with melanoma (invasive or in situ), dysplas-
tic nevi, 50 or more moles, or a family history
of melanoma were offered periodic whole-body
screening every 3 to 24 months, often with
whole-body photography and dermatoscopy,
according to melanoma risk level.

The overall incidence of melanomas thicker
than 0.75 mm decreased from 22.1 to 4.62 ca-
ses per 100,000 person-years. The overall inci-
dence of melanoma less than 0.75 mm increased
and then decreased slightly without a signifi-
cant linear trend, and the overall incidence of
melanoma in situ increased significantly. There
were no melanoma deaths among employees
during the screening period, whereas the ex-
pected number of deaths was calculated to be
3.39 deaths. The statistically significant reduc-
tion in mortality was maintained for at least
3 years after employees retired or otherwise left
the laboratory [12].

Another study reported that intensive public
awareness in Central Texas did not reduce the
incidence of melanoma or detect the tumor at
an earlier stage [13].

A population-based case-control study was
conducted among Queenslanders in Australia.
Patients aged 20-75 years with histologically
confirmed primary invasive melanoma of the
skin diagnosed between January 2000 and De-
cember 2003 were interviewed. The results of
the survey showed that a whole-body clinical
skin examination which had been performed
three years before the diagnosis provided a
14% reduction in the risk of melanoma thicker
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than 0.75 mm (by Breslau), 7% — for 0.76—
1.49 mm, 17% — for 1.50-2.99 mm, and a
40% reduction for melanomas >3 mm. The
possibility of diagnosing melanoma with a
thickness <0.75 mm by Breslau increased up
to 38% [14].

A number of authors have noted that at pre-
sent there is not enough information to make
a decision on population-based screening of
the Australian population. Integration of risk-
based population stratification and more ac-
curate diagnostic tests is likely to improve the
benefit-harm balance of opportunistic scre-
ening [15].

An evaluation of a general practitioner
training campaign was carried out in the
Champagne-Ardenne geographical region of
France, which has a population of 1.34 mil-
lion. In 2008, all GPs were mailed repeated-
ly and 398 (32.1%) attended training sessions
organized by dermatologists. The effectiveness
of the campaign was evaluated in compari-
son with the Du/Belfort area, where a similar
campaign was not conducted. As a result, the
incidence of melanomas >3 mm by Breslau
decreased from 1.07 to 0.71 per 100,000 in-
habitants per year, the mean thickness of dia-
gnosed melanomas decreased from 1.95 to
1.68 mm by Breslau, and the proportion of
melanomas >3 mm by Breslau decreased from
19.2% to 12.8%. The proportion of melanomas
<0.75 mm thick by Breslau and in situ melano-
mas increased from 50.9% to 57.4% and from
20.1% to 28.2%, respectively. No significant
changes were observed in the Du/Belfor area.
These results confirm the effectiveness of the
campaign aimed at raising awareness among
general practitioners [16].

A systematic review on skin cancer scre-
ening and secondary prevention campaigns
conducted a search for studies published in
English or German between January 1, 2005
and February 4, 2015. Fifteen articles were in-
cluded in the study. Overall, the data showed
that the incidence of in situ and invasive skin
cancer increased with the introduction of skin
cancer screening. There was an increase in thin
melanoma rates and a decrease in thick mela-
noma rates. After screening was discontinued,
the incidence of invasive melanoma decreased.
A German study showed a significant reduction
in melanoma mortality; 2 other studies showed
fewer deaths than expected. However, the au-

thors note the low level of evidence of the stu-
dies [17].

The US Preventive Services Task Force
(USPSTF) believes that the available evidence
is insufficient to assess the balance of “bene-
fits and harms” of visual inspection of the skin
by a physician for skin cancer screening in
adults [18].

A Cochrane review on screening aimed to
reduce melanoma morbidity and mortality eva-
luated two studies with a total of 64,391 sub-
jects. The data analysis concluded that scre-
ening to reduce melanoma morbidity and mor-
tality did not meet the criteria for making it
population-based. However, this review did not
examine the effects of screening people with a
history of melanoma or people with a genetic
predisposition to melanoma [19].

The Cancer Council Australia recommends
complete skin screening with dermatoscopy
and whole-body photography for patients at
very high risk of melanoma to detect new cas-
es of melanoma at an earlier stage, and Aus-
tralian evidence suggests that such screening is
cost-effective [20].

Euromelanoma is a pan-European skin can-
cer prevention campaign that aims to provide
the public with information on the prevention,
early diagnosis and treatment of skin cancer.
The campaign is mainly dedicated to promote
primary and secondary prevention of skin can-
cer and in particular melanoma in Europe. The
ultimate goal is to reduce melanoma morbidity
and mortality. Euromelanoma has been conduc-
ted by European dermatologists since 1999 and
is a free for population. The campaign is pro-
moted through public service announcements
and media advertising, as well as educational
events on the risk factors for the disease, the
warning signs of skin cancer, the dangers of ex-
cessive sun exposure and optimal photoprotec-
tion methods.

The campaign uses a variety of public rela-
tions tools to raise awareness and information
about skin cancer, ranging from brochures and
posters to media advertisements, and utilizes
the online platform http://www.euromelano-
ma.org with information in different langua-
ges [21].

The results of the Euromelanoma campaign
were evaluated in Belgium. Researchers did
not observe an increase in melanoma incidence
after the start of the campaign. However, they
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note that primary prevention, focusing on etio-
logic factors, and informing the population
about risk factors are important, but the result
should not be expected in the coming years,
which is due to the long period between expo-
sure to a risk factor and the development of the
disease [22].

Another Belgium research evaluated the ef-
fects of an information and screening campaign.
The campaign “Be prudent in the sun”, aimed at
taking appropriate precautions to prevent mela-
nomas. It included the production and distribu-
tion of informational material on sun protection
and lectures in various municipalities targe-
ting the general population. Similarly to other
European countries, the city of Limburg (Bel-
gium) has hosted “Melanoma Monday” since
1999, which is organized every year in the first
half of May. The annual number of participa-
ting patients is between 4000 and 5000. In ten
years, the cancer registry has recorded 735 me-
lanomas, 271 in men and 464 in women, rep-
resenting 6.8/100,000 patient-years in men and
11.6/100,000 patient-years in women. The au-
thors note that the study was not intended to and
could not measure the effect of a sun protection
awareness campaign, as this can only be eva-
luated on a long-term basis. This study found a
small effect of the campaign on melanoma in-
cidence in men (there was no effect in women),
and there was no effect of the campaign on the
distribution of tumor stages. This impact was
aimed at the general population. The authors
suggested that the effectiveness of skin cancer
screening may be higher if it targets only those
at high risk of melanoma [23].

The 2013 skin cancer screening program was
evaluated in Switzerland. It was concluded that
the overall melanoma detection rate was com-
parable to similar interventions in Europe. The
authors believe that the cost of free screening
programs compares favorably with the avoided
potential therapeutic costs of advanced melano-
ma [24].

Another study analyzed the results of Eu-
romelanoma 2016 in Switzerland. The partici-
pating physicians examined 2795 individuals.
A total of 2215 (79.3%) of the examined indi-
viduals did not require further treatment. Sus-
picious neoplasms were found in 580 (20.7%)
patients. Among them, 243 (41.9%) patients did
not agree to a follow-up survey for quality as-
sessment after 3—6 months and were not inclu-

ded in the study. 337 were willing to participate
in the study, 140 (41.5%) of them were unavai-
lable either due to incorrect contact details or
non-response. 197 people remained, 40 (20.3%)
of the remaining patients stated that they did
not fulfill their physician’s recommendation to
see a dermatologist. The remaining 157 (79.7%)
participants had a follow-up examination with a
dermatologist. It was reported that a total of 81
out of 157 cases of suspicious neoplasms were
biopsied. Among these 157 cases, 6 melanomas,
21 basal cell carcinomas, 2 squamous cell car-
cinomas, 44 actinic keratoses, and 3 dysplas-
tic/atypical nevi were found. In 74 cases there
were no pathologic changes characteristic of
malignancy (41 of 74 biopsies), and in 7 cases
the diagnosis was not reported. The frequency
of detection of melanoma was 1:466 and bas-
al cell carcinoma was 1:133. The detection rate
of squamous cell skin cancer was the lowest at
1:1398. The results are mostly in line with other
European studies [25].

After a decade of annual campaigns (2000—
2010), an attempt was made to evaluate the actu-
al impact of Euromelanoma on skin cancer pre-
vention and education activities in Europe. Na-
tional Euromelanoma coordinators were asked
to participate in a survey to assess the impact of
the campaign on public attitudes and medical in-
terventions in relation to the disease, as well as
on national skin cancer prevention efforts. This
survey received responses from 21 representa-
tives from 27 countries, reporting approximate-
ly 260,000 screening examinations since the
start of the campaign. The most frequently cited
challenges were the difficulty in reaching high-
risk groups through screening and maintaining
the continued interest of dermatologists to par-
ticipate in the campaign over the years. Never-
theless, respondents agreed with the success of
the Euromelanoma campaign in raising public
awareness of skin cancer risk and prevention, in
strengthening the role of dermatologists in the
detection and treatment of skin cancer, and in
stimulating media involvement in education and
prevention [26].

Similar studies have been conducted in Rus-
sia. A total of 3143 patients over 18 years of age
from Samara, Chelyabinsk, Yekaterinburg, and
Krasnodar were examined for skin neoplasms.
Three patients were found to have skin mela-
noma, 15 had basal cell carcinoma, and 1 had
Bowen’s disease [27].
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Another study examined the Melanoma
Screening Day 2021 questionnaire database which
contained 8003 participants. It evaluated the di-
vision of patient flow in skin malignancy scre-
ening based on risk groups. There were detected
157 melanomas in 140 patients, 98 basalomas in
81 patients, and 6 squamous cell carcinomas in 6
patients. Significant differences in the incidence
of malignant skin neoplasms were found in the
low- and medium-high-risk groups (p <0.05).
When comparing the low and medium-low risk
groups and the medium-low and medium-high
risk groups of malignant skin neoplasms, reliable
differences were also found (p=0.009). Statisti-
cally significant higher frequency of morphologic
confirmation of skin malignancies was revealed
during a separate specialist appointment com-
pared to a regular dermatologic appointment:
among the identified skin malignancies during a
separate appointment by a separate dermatolo-
gist, 55.11% were confirmed; among those iden-
tified during a regular dermatologic appointment,
4.35% of cases were confirmed (p <0.001).

462 people, including 372 women (80.5%)
and 87 men (18.8%) aged 20 to 72 years (three
respondents did not indicate their gender (0.7%))
were interviewed to assess the level of profes-
sional training of doctors providing specialized
dermatovenerological care to patients who need
screening for malignant skin neoplasms. Among
the respondents, 79 were dermatovenerologists
(17.1%), 14 were oncologists (3.0%), and 184
were doctors of other specialties (39.8%). The
control group of people without higher medical
education (181 people (39.2%)) was selected
for comparison, four respondents did not indi-
cate their education (0.9%). The median of cor-
rect answers amounted to 16 out of 22 (72.7%).
Only 4 people out of 462 (0.9%) answered all
questions correctly. Dermatovenerologists and
oncologists answered the questions statistically
significantly better than doctors of other special-
ties and respondents of the control group [28].

A set of organizational measures was pro-
posed in order to improve the screening of ma-
lignant skin neoplasms: continuity of medical
screening; division of patients into risk groups;
introduction of a separate specialist for the
screening of malignant skin neoplasms in the
staff of a skin and venereological dispensary;
increasing the knowledge of screening of ma-
lignant skin neoplasms among doctors of other
specialties in outpatient health care [29, 30].

A review of scientific publications allows us
to identify generally recognized approaches to
screening for early detection of malignant skin
neoplasms and to conduct educational cam-
paigns to train medical personnel and inform the
population, despite the diversity of research re-
sults obtained in different countries of the world.

The need for screening in medium- and high-
risk groups has an evidence base; this work
should be carried out on an ongoing basis.

The use of a complete skin examination
by means of dermatoscopy and, if necessary,
whole-body photography for patients at high
risk of melanoma to detect new cases at an ear-
lier stage is cost-effective and efficient.

Involvement of dermatologists to examine
patients with suspected skin neoplasms ensures
timely qualified therapeutic and diagnostic care
with the best results.

In order to raise public awareness, it is neces-
sary: to conduct sanitary and educational work,
as well as to involve mass media on skin cancer
prevention; to inform the population about the
need for screening in outpatient settings.

Since 2007 “Melanoma Diagnostics Day”
has been annually held in Russia. Taking into ac-
count the morbidity, mortality, financial and so-
cial consequences of skin cancer, such all-Rus-
sian screening day has an important impact on
the public health system, as it raises awareness
of participants about risk factors, methods of
skin cancer prevention, which, according to the
survey conducted, is an urgent problem for doc-
tors of various specialties.

ADDITIONAL INFORMATION

Author contribution. Thereby, all authors
made a substantial contribution to the concep-
tion of the study, acquisition, analysis, interpre-
tation of data for the work, drafting and revising
the article, final approval of the version to be
published and agree to be accountable for all as-
pects of the study.

Competing interests. The authors declare
that they have no competing interests.

Funding source. This study was not suppor-
ted by any external sources of funding.

JOINOJIHUTEJIBHAA UHO®POPMALUA

Bkiaan aBTopoB. Bce aBTOpHI BHECHH Cy-
MIECTBCHHBIA BKJIAJ B pa3pabOTKy KOHIICTIIIHH,

MEAWLIMHA | OPTAHU3ALMA 30 PABDDXPAHERHA

TOM3 22 2024

elSSN 26364220



132

REVIEWS

IPOBECACHUE HMCCICAOBAHUA M INOATIOTOBKY CTa- 11. Katalinic A. Skin Cancer Screening in Germany.
ThH, TIPOWIA ¥ O00pWIH (UHAIBHYIO BEPCHIO Documenting Melanoma incidence and mortality from
nepes myOnuKanue. 2008 to 2013. Dtsch Arztebl Int. 2015;112(38):629-34.
KondaukTt uHTEpecoB. ABTOPHI JEKIapUpy- DOI: 10.3238/arztebl.2015.0629.
I0T OTCYTCTBHC SIBHBIX M INOTCHIMAJIbHBIX KOH- 12. Schneider J. Screening program reduced melanoma
(1)JII/IKTOB MHTEPECOB, CBI3aHHBIX C Hy6JII/IKaHI/I— mortality at the Lawrence Livermore National Laboratory,
ell HacTosIIEeN CTaThH. 1984 to 1996. J Am Acad Dermatol. 2008;58(5):741-9.
HUctounuk puHaHcupoBaHus. ABTOPHI 3a- DOI: 10.1016/j.jaad.2007.10.648.
SIBIISTIOT 00 OTCYTCTBHUH BHCIHIHEIO (1)I/IHaHCI/IpO— 13. Brackeen A. The effects of public education on the
BaHUs IIPU IIPOBCACHUMU UCCIICIOBAHUA. incidence and presentation of cutaneous melanoma in
Central Texas. Tex Med. 2005;101(4):62-5.
REFERENCES 14. Aitken J. Clinical whole-body skin examination
reduces the incidence of thick melanomas. Int J Cancer.
1. WHO Regional Office for Europe. Screening programmes: 2010;126(2):450-8. DOI: 10.1002/ijc.24747.
a short guide. Increase effectiveness, maximize benefits 15. Janda M. Early detection of melanoma: a consensus
and minimize harm. Copenhagen; 2020. report from the Australian Skin and Skin Cancer Research
2. Order of the Ministry of Health of the Russian Federation, Centre Melanoma Screening Summit. Aust N Z J Public
April 27,2021 No. 404n. Available at: http://publication. Health. 2020;44(2):111-115. DOI: 10.1111/1753-
pravo.gov.ru/Document/View/0001202106300043 6405.12972.
(accessed: 13.02.2024). (In Russian). 16. Grange F. Efficacy of a general practitioner
3. Tanner L., Kenny R., Still M. et al. NHS Health training campaign for early detection of melanoma
Check programme: a rapid review update. Review in France. Br J Dermatol. 2014;170(1):123-9. DOI:
BMJ Open. 2022;12(2):¢052832. DOI: 10.1136/ 10.1111/bjd.12585.
bmjopen-2021-052832. 17. Brunssen A. Impact of skin cancer screening and
4. Brewer N. Systematic review: the long-term effects secondary prevention campaigns on skin cancer incidence
of false-positive mammograms. Ann Intern Med. and mortality: A systematic review. ] Am Acad Dermatol.
2007;146(7):502-10. DOI: 10.7326/0003-4819-146-7- 2017;76(1):29-139. DOI: 10.1016/j.jaad.2016.07.045.
200704030-00006. 18. Bibbins-Domingo K. Screening for Skin Cancer: US
5. Emily C. False-Negative Results in Lung Cancer Preventive Services Task Force Recommendation
Screening — Evidence and Controversies. Journal Statement. JAMA. 2016;316(4):429-35. DOI: 10.1001/
of Thoracic Oncology. 2021;16(6):912-921. DOI: jama.2016.8465.
10.1016/j.jtho.2021.01.1607. 19. Johansson M. Screening for reducing morbidity and
6. Krogsbell L. General health checks in adults for mortality in malignant melanoma. Cochrane Database
reducing morbidity and mortality from disease. Cochrane Syst Rev. 2019;6(6):012352. DOI: 10.1002/14651858.
Database Syst Rev. 2019;1:009. DOI: 10.1002/14651858. CDO012352.pub2.
CD009009.pub3. 20. National Health and Medical Research Council
7. Canelo-Aybar C. Benefits and harms of annual, biennial, (NHMRC). Australian Cancer Network. Clinical practice
or triennial breast cancer mammography screening for guidelines for the management of melanoma in Australia
women at average risk of breast cancer: a systematic and New Zealand; 2008.
review for the European Commission Initiative on Breast ~21. Stratigos A. Euromelanoma: a dermatology-led
Cancer (ECIBC). Br J Cancer. 2021;126(4):673—-688. European campaign against nonmelanoma skin cancer
DOI: 10.1038/s41416-021-01521-8. and cutaneous melanoma. Past, present and future. Br
8. Breitbart E. Systematic skin cancer screening in Northern J Dermatol. 2012;167:99-104. DOI: 10.1111/j.1365-
Germany. J Am Acad Dermatol. 2012;66(2):201-11. 2133.2012.11092.x.
DOI: 10.1016/j.jaad.2010.11.016. 22. Truyers C. Malignant melanoma: to screen or not to
9. Eisemann N. Observed and expected mortality in screen? An evaluation of the Euromelanoma Day in
the German skin cancer screening pilot project Belgium. Eur J Dermatol. 2010;20(4):517-8. DOI:
SCREEN. J Med Screen. 2018;25(3):166—-168. DOI: 10.1684/¢jd.2010.0969.
10.1177/0969141317734003. 23. Vanstraelen D. Melanoma incidence trends in Limburg after
10. Stang A. Does skin cancer screening save lives? A screening and prevention campaigns. Arch Public Health.
detailed analysis of mortality time trends in Schleswig- 2010;68(1):1-13. DOI: 10.1186/0778-7367-68-1-1.
Holstein and Germany. Cancer. 2016;122(3):432-7. 24. Braun R. Evaluation of the National Swiss Skin Cancer
DOI: 10.1002/cncr.29755. Screening Campaign 2013: Do We Do the Right
MEDICINE AND HEALTH CARE ORGANIZATION VOLUMES Ne2 2024 ISSN 2658-4212



06307l

135

25.

26.

27.

28.

29.

30

Thing. Dermatology. DOLI:
10.1159/000484946.

Lieberherr S. Evaluation of the National Skin Cancer

2017;233(5):404—-409.

Campaign: a Swiss experience of Euromelanoma. Swiss Med
Wkly. 2017;147:14511. DOI: 10.4414/smw.2017.14511.
Forsea A. Impact, challenges and perspectives of
Euromelanoma, a pan-European campaign of skin
cancer prevention. J Eur Acad Dermatol Venereol.
2013;27(10):1317-9. DOI: 10.1111/jdv.12060.

Demidov L. Screening for Melanoma and Other Skin
Cancer Shows a Higher Early Melanoma Incidence:
Program  “Life  Fear-Free”.
Dermatopathology (Basel). 2021;8(1):54-68. DOI:
10.3390/dermatopathology8010011.

Barinova A.N., Gusarov M.V., Tayts B.M. Survey of

doctors on prevention, screening and ways of routing

Social  Educational

of patients with malignant skin neoplasms. Medicina i
organizacija zdravoohranenija. 2023;8(2):62—72. DOI:
10.56871/MHCO0.2023.33.68.007. (In Russian).

Gusarov M.V., Tayts B.M., Barinova A.N. Topical

Issues Improving the Organization of Screening for

Skin Neoplasms in Outpatient Health Care. Problemy

social’noj gigieny, organizacii zdravoohranenija i istorii

mediciny. 2024;32(1):83-88. DOI: 10.32687/0869-

866X-2024-32-183-88. (In Russian).

. Yuriev V.K., Zaslavsky D.V., Moiseeva K.E. Methodology
for calculating and analyzing performance indicators
of a healthcare institution. Uchebno-metodicheskoe

posobie dlja samostojatel ’noj raboty studentov; 2009. (In

Russian).

JIUTEPATYPA

WHO Regional Office
programmes: a short guide. Increase effectiveness,

for Europe. Screening
maximize benefits and minimize harm. Copenhagen;
2020.
IIpuka3 MunucrepcTBa 3apaBooxpaHenus Poccuii-
No  404un. Hocty-
nmen  mo:  http:/publication.pravo.gov.ru/Document/
View/0001202106300043 (nata obpamenus 13.02.2024).
Tanner L., Kenny R., Still M. et al. NHS Health
Check programme: a rapid review update. Review
BMJ Open. 2022;12(2):¢052832. DOI: 10.1136/
bmjopen-2021-052832.

Brewer N. Systematic review: the long-term effects
of false-positive mammograms. Ann Intern Med.
2007;146(7):502-10. DOI: 10.7326/0003-4819-146-7-
200704030-00006.

Emily C. False-Negative Results in Lung Cancer

ckoit ®Depepauun ot 27.04.2021

Screening — Evidence and Controversies. Journal
of Thoracic Oncology. 2021;16(6):912-921. DOI:
10.1016/j.jtho.2021.01.1607.

11.

12.

16.

17.

19.

. Aitken J.

Krogsbell L. General health checks in adults for
reducing morbidity and mortality from disease. Cochrane
Database Syst Rev. 2019;1:009. DOI: 10.1002/14651858.
CD009009.pub3.

Canelo-Aybar C. Benefits and harms of annual, biennial,
or triennial breast cancer mammography screening for
women at average risk of breast cancer: a systematic
review for the European Commission Initiative on Breast
Cancer (ECIBC). Br J Cancer. 2021;126(4):673—688.
DOI: 10.1038/s41416-021-01521-8.

Breitbart E. Systematic skin cancer screening in Northern
Germany. J Am Acad Dermatol. 2012;66(2):201-11.
DOI: 10.1016/j.jaad.2010.11.016.

Eisemann N. Observed and expected mortality in
the German skin cancer screening pilot project
SCREEN. J Med Screen. 2018;25(3):166-168. DOI:
10.1177/0969141317734003.

Stang A. Does skin cancer screening save lives? A
detailed analysis of mortality time trends in Schleswig-
Holstein and Germany. Cancer. 2016;122(3):432-7.
DOI: 10.1002/cncr.29755.

Katalinic A. Skin Cancer Screening in Germany.
Documenting Melanoma incidence and mortality from
2008 to 2013. Dtsch Arztebl Int. 2015;112(38):629-34.
DOI: 10.3238/arztebl.2015.0629.

Schneider J. Screening program reduced melanoma
mortality at the Lawrence Livermore National Laboratory,
1984 to 1996. J Am Acad Dermatol. 2008;58(5):741-9.
DOI: 10.1016/j.jaad.2007.10.648.

. Brackeen A. The effects of public education on the

incidence and presentation of cutaneous melanoma in
Central Texas. Tex Med. 2005;101(4):62-5.

Clinical whole-body skin examination
reduces the incidence of thick melanomas. Int J Cancer.

2010;126(2):450-8. DOI: 10.1002/ijc.24747.

. Janda M. Early detection of melanoma: a consensus report

from the Australian Skin and Skin Cancer Research Centre
Melanoma Screening Summit. Aust N Z J Public Health.
2020;44(2):111-115. DOI: 10.1111/1753-6405.12972.
Grange F. Efficacy of a general practitioner training
campaign for early detection of melanoma in France.
Br J Dermatol. 2014;170(1):123-9. DOI: 10.1111/
bjd.12585.

Brunssen A. Impact of skin cancer screening and
secondary prevention campaigns on skin cancer incidence
and mortality: A systematic review. J Am Acad Dermatol.
2017;76(1):29-139. DOI: 10.1016/j.jaad.2016.07.045.
Bibbins-Domingo K. Screening for Skin Cancer: US
Preventive Services Task Force Recommendation
Statement. JAMA. 2016;316(4):429-35. DOI: 10.1001/
jama.2016.8465.

Johansson M. Screening for reducing morbidity and
mortality in malignant melanoma. Cochrane Database

MEA

HUMHA W OPTAHM3ALIUA 30PABDOXPAHEHUA

TOM3 22 2024

elSSN 26364220



134

REVIEWS

20.

21.

22.

23.

24.

25.

Syst Rev. 2019;6(6):012352. DOI: 10.1002/14651858.
CDO012352.pub2.

National Health and Medical Research Council
(NHMRC). Australian Cancer Network. Clinical practice
guidelines for the management of melanoma in Australia
and New Zealand; 2008.

Stratigos A. Euromelanoma: a dermatology-led Euro-
pean campaign against nonmelanoma skin cancer and
cutaneous melanoma. Past, present and future. Br J
Dermatol. 2012;167:99-104. DOIL: 10.1111/j.1365-
2133.2012.11092.x.

Truyers C. Malignant melanoma: to screen or not to
screen? An evaluation of the Euromelanoma Day in
Belgium. Eur J Dermatol. 2010;20(4):517-8. DOI:
10.1684/¢jd.2010.0969.

Vanstraelen D. Melanoma incidence trends in Limburg
after screening and prevention campaigns. Arch Public
Health. 2010;68(1):1-13. DOI: 10.1186/0778-7367-68-
1-1.

Braun R. Evaluation of the National Swiss Skin Cancer
Screening Campaign 2013: Do We Do the Right
Thing. Dermatology. 2017;233(5):404-409. DOI:
10.1159/000484946.

Lieberherr S. Evaluation of the National Skin Cancer
Campaign: a Swiss experience of Euromelanoma. Swiss Med
Wkly. 2017;147:14511. DOI: 10.4414/smw.2017.14511.

26.

27.

28.

29.

30.

Forsea A. Impact, challenges and perspectives of

Euromelanoma, a pan-European campaign of skin
cancer prevention. J Eur Acad Dermatol Venereol.
2013;27(10):1317-9. DOT: 10.1111/jdv.12060.

Demidov L. Screening for Melanoma and Other Skin
Cancer Shows a Higher Early Melanoma Incidence:
Program  “Life  Fear-Free”.
Dermatopathology (Basel). 2021;8(1):54-68. DOI:
10.3390/dermatopathology8010011.

bapunosa A.H., I'ycapos M.B., Taiit b.M. Omnpoc

Social  Educational

Bpaueil 0 MpopUIAKTHKE, CKPUHUHTE U IYTAX Mapll-
pyTH3alUM TALUEHTOB CO 3JIOKAYeCTBEHHBIMH HO-
BOOOpa30BaHMSAMH KOXKH. MeIWIMHA ¥ OpTaHH3aIusL
3npaBooxpanenua. 2023;2(8):62-72. DOI: 10.56871/
MHCO0.2023.33.68.007.

Bapunosa A.H., I'ycapos M.B., Taiint 5.M. AkryanbHbie
BOTIPOCHI COBEPIIEHCTBOBAHHS OPTaHM3AIMH CKPUHHH-
ra HOBOOOpa30BaHMH KOXKM B aMOyJIaTOPHBIX YCIOBHUSX.
[IpoGiemsbl conmalibHON THTHEHBI, OpraHU3alMU 31pa-
BOOXpaHEHHA M HCTOpHH MeauuuHbl. 2024;(32):83-88.
DOI: 10.32687/0869-866X-2024-32-183-88.

IOpreB B.K., 3acnasckuii /I.B., Mouceesa K.E. Meroau-
Ka pacueTa ¥ aHallU3 IoKa3aTenel AeaTenbHOCTH YUPEeK-
JICHUs 3[paBOOXpaHEHUs. Y4eOHO-MEeTOIu4ecKoe M0Co-
Oue Ui caMOCTOSTEeNbHON paboTel cTyneHTOB. CIIO.;
20009.

MEDICINE AND HEALTH CARE ORGANIZATION

VOLUMES 22 2024

ISSN 25364212



