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Can the effects of the COVID-19 pandemic 
provide insights into the impact of melanoma 
underdiagnosis and delayed care?

https://doi.org/10.1093/bjd/ljaf263

Dear Editor, We have shown that the previously rising inci-
dence of melanoma in situ (MIS) and invasive (malignant) 
melanoma (MM) has been decelerating in England since 
the mid-2010s.1 Mortality from MM has been declining in 
younger populations since the mid-2000s. Similar trends 
have been published in several other high-risk developed 
populations such as in the USA, Australia and several 
European countries.2,3 More recent trends, variably influ-
enced by the impact of the COVID-19 pandemic and health 
policy responses are yet to be fully elucidated. Data from the 
English Rapid Cancer Registration Dataset revealed 2485 
(18%) fewer melanoma diagnoses in 2020 compared with 
2019.4 A meta-analysis of 25 studies including over 32 000 
European patients found significant delays and reductions 
in diagnoses of in situ (stage 0) and stage I melanomas 
post-first lockdown compared with pre-COVID-19, along 
with increased stage III and ulcerated melanomas.5 These 
findings suggest delayed presentations of melanoma and 
delayed care, which may result in poorer patient outcomes 
and higher healthcare burden.

Incidence and survival data from England, between 2019 
and 2022 by stage, were extracted from the National Disease 
Registration Service (NDRS) ‘Get Data Out’ programme, 
with 2023 data not available by stage.6 MIS [International 
Classification of Diseases (ICD)-10 code D03] and MM (ICD-
10 code C43) overall incidence data were extracted from 
NDRS national statistics. Mortality data, between 2019 and 
2023 in England, were extracted from the Office for National 
Statistics.7 Data sources were openly available, requiring no 
ethical approval. Expected incidence of MIS and MM were 
extrapolated using the average annual percentage change 
(APC) trends derived by Joinpoint analysis of crude inci-
dence rates from the previous two decades (+4.2% and 
+2.1%, respectively).6 Expected mortality from MM was cal-
culated in a similar way (APC –1.8%). χ2 tests were used for 
statistical comparison of proportions. Confidence intervals 
(CIs) for incidence rate ratios were calculated using the exact 
Poisson method with significance assumed at P < 0.05.

Crude incidence of both MM and MIS fell significantly in 
2020 compared with 2019 (IRRMIS = 0.66, 95% CI 0.64–0.68; 
IRRMM = 0.82, 95% CI 0.80–0.84), subsequently increasing 
to higher than pre-pandemic levels even when accounting 
for pre-pandemic increasing trends (Figure 1a). MIS, stage 
I and II MM and melanoma of unknown stage diagnoses 
increased significantly in 2022 compared with pre-COVID-19 
(2019 data). Incidence trend differences were not signifi-
cant between genders. Mortality from MM consistently 
comprised 0.4% of all deaths in England between 2019 and 
2023, annually. Previously declining crude mortality rates for 
MM shifted in 2020 and thereafter significantly increased 
in 2023 from 2019 (IRRMM = 1.17, 95% CI 1.10–1.24) (Figure 
1b), without significant differences by gender. Over 1000 
more deaths from MM were observed, compared with the 
number expected, in the period 2019–2023.

Limitations of this study include the short timeframe avail-
able for trend estimation. The use of crude rates renders 
comparison of these trends with other countries difficult. 
The APC from crude rates is higher than and should not 
be compared with age-standardized rates, and this differ-
ence reflects the ageing population of England. The ‘Get 
Data Out’ dataset by stage does not include MM in peo-
ple < 25 years old or acral lentiginous melanomas, which 
account for < 2% MMs.

These findings contrast with the decelerating incidence 
trends and decreasing mortality for melanoma in England, 
between 2001 and 2019. The COVID-19 pandemic resulted 
in transient melanoma underdiagnosis in England in 2020 
and delayed care, followed by increased mortality and inci-
dence with a higher proportion of later-stage diagnoses 
for the following years. More years of follow-up data are 
needed to assess survival from MM. Close observation 
of trends over the next few years may identify melanoma 
incidence to rebound higher than expected owing to 
delayed MIS diagnoses presenting as MM, but this is not 
yet apparent. Diagnostic delays together with the higher 
burden of disease in older populations (for whom systemic 
anticancer therapies are less frequently used) are expected 
to add significant strains on healthcare systems. Thicker 
tumours presenting later quickly result in higher mortal-
ity.8 These findings, albeit limited to 2019–2023 in England, 
show real increases in later-stage melanomas, thereby 
providing some reassurance to concerns on long-term 
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overdiagnosis.9 The risks of delayed presentation and 
treatment of melanoma highlight the importance of early 
detection and the need to emphasize primary prevention 
strategies. Future preparedness strategies may alleviate 
the impact of a pandemic on melanoma outcomes by 
ensuring accessibility and continuation of standard cancer 
services where feasible.
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Figure 1  (a) Crude incidence rate by stage for MIS (stage 0) and MM (stage I, II, III, IV or unknown) in England between 2019 and 2023. The 
number of observed and expected counts for MIS and MM per year are shown with expected counts calculated using the previous year’s APC. 
IRRs between 2019 and following years are shown by stage. Data for 2023 by stage and for MIS were not available. (b) Crude mortality rates for 
MM between 2019 and 2023 in England. The number of observed and expected deaths from MM per year is shown below. IRRs between 2019 and 
following years are shown.APC, annual percentage change; IRRs, incidence rate ratios; MIS, melanoma in situ; MM, invasive (malignant) melanoma. 
Asterisks (*) denote statistical significance at P < 0.05.
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support. The data are collated, maintained and quality assured 
by the National Disease Registration Service, which is part of 
NHS England.

Ethics statement: This study was exempt from Institutional 
Review Board approval.

Patient consent: Not applicable.
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