
Table S1. Health system, practice, GP and patient factors affecting GPs’ involvement in melanoma 

management 

 Surveillance (i.e. skin checks) Diagnose (i.e. biopsy) Treat (i.e. wide local excision) 
Health system (macro) level   
Overlapping 
roles of GPs 
and specialists 

‘I'll do a skin check and then I'll refer 
them on to a dermatologist as well for a 
skin check’ (ID24; <5 years’ experience; 
group medical practice)  
‘I'm a bit more prone I guess to 
referring and sort of getting a 
dermatology input for [patients with 
first-degree relatives with melanoma], 
or at least say every year or two that it 
should be dermatologists looking at 
their skin, not just me ... so I'm quicker 
to pass the buck’ (ID5; <5 years’ 
experience; independent GP) 

‘Anything I'm not prepared to 
excise will need to go to someone 
who can excise them and that's 
where I would hand over care at 
that point.’ (ID10; 6-10 years’ 
experience, group medical 
practice) 
 ‘If the site was unfavourable or 
the size was unfavourable, I 
would actually refer that off. We 
have access to some 
dermatologists and plastic 
surgeons who will see people at 
short notice ... and we actually 
have a GP that does a lot of skin 
excisions’ (ID154; 6-10 years’ 
experience, independent GP) 

‘So if it's in situ, I'll almost always 
do that myself. If it's less than 
about 0.5mm, I'll generally do that 
myself. Above that, it'll depend a 
bit on the patient's preference of 
and discussion with them as to 
where they might want that done 
... The [melanomas] above 0.7mm 
I'll perhaps discuss a little bit more 
the options as to whether I do 
something, whether I send them 
to a plastic surgeon or whether 
they go to a melanoma surgeon.’ 
(ID233; 21-30 years’ experience, 
skin cancer clinic) 

Access / 
availability of 
specialists 
locally 

‘I work outside of the main city, so it's 
quite convenient for the patient to 
come and see me instead of going to 
see the specialists frequently, so I'm 
very happy to do the skin checks and 
look after them in that way.’ (ID9; 6-10 
years’ experience, independent GP) 

‘There wasn't the resources to be 
able to [refer patients]. So they 
were either managed by myself or 
maybe referred on to one of the 
other GPs in the clinic or in area.’ 
(ID31; <5 years’ experience; 
independent GP) 

‘If the plastic surgeon they want is 
not available or financially not 
viable, I normally do the wide local 
excision [but], as I said, I don't do 
anything beyond breadth or 
thickness more than 1mm.’ 
(ID154; 6-10 years’ experience, 
independent GP) 

Practice (meso) level   
Opportunities 
for training / 
mentoring 
 

Informal training / on-the job 
experience 
‘So I don't do a formal skin check ... 
because I'm still a GP registrar, still 
learning, so I do it along with my 
bosses.’ (ID120; <5 years’ experience, 
group medical practice)  
 
 

Formal training 
‘I did a full day [dermoscopy] 
workshop at a GP conference last 
year, which was very helpful and 
I'm on a Facebook group where 
we look at skin lesions.’ (ID30; 11-
20 years’ experience, 
independent GP) 
Informal training / on-the job 
experience 
‘I was pretty lucky to work in a 
practice with two long-term rural 
GPs that were pretty confident 
with their management of all 
types of skin cancers, so I got to 
learn a lot of skills from that, but I 
also I had those GPs there to refer 
to for second opinion and 
management of complicated 
lesions.’ (ID31; <5 years’ 
experience; independent GP) 
‘Even as a registrar during training 
we got very little practical training 
with a dermatoscope. It was 
always presentations of what you 
see on a dermatoscope, but you 
weren't actually doing any active 
stuff.’ (ID55; 6-10 years’ 
experience, group medical 
practice) 

Formal training 
‘I've had probably cumulatively 
about five full days of skin 
workshops that are just for 
dermoscopy and I've got an online 
app and there was some training 
through my GP training 
organisation that was another 
couple of days of skin workshops.’ 
(ID97; <5 years’ experience; 
independent GP) 
 

GP within 
practice who 
has special 
interest in skin 
cancer 

‘Well at the moment, because I'm not 
trained in dermoscopy or anything, I 
just refer to my [GP] colleague who is 
next door for a full skin check-up.’ 
(ID142; <5 years’ experience; 
independent GP)  

‘Because I've got three very 
skilled skin cancer [GPs] in the 
practice, I’ve given up essentially 
a whole lot of my procedural skin 
work.’ (ID51; 31-40 years’ 
experience; group medical 
practice) 

‘If the melanoma is detected, the 
follow-up is done by the MoleMax 
doctors that I work with.’ (ID55; 6-
10 years, group medical practice) 

GP and patient (micro) level   



 Surveillance (i.e. skin checks) Diagnose (i.e. biopsy) Treat (i.e. wide local excision) 
GPs’ clinical 
interests, skills 
and 
experience 
 

‘When I was a registrar, I went and 
spent a couple of days at a skin clinic 
and I organised that purely on my own, 
it wasn't actually part of the training 
itself, but [skin cancer] just never 
interested me ultimately ... I just grew 
my interest in other areas of general 
practice. I pretty much didn't involve 
myself in actively doing skin checks.’ 
(ID55; 6-10 years’ experience, group 
medical practice)  
‘I’m fairly confident [identifying 
melanoma]. I practised a bit in 
Queensland and I used to work in 
western New South Wales, there were a 
lot of sun-damaged farmers there and I 
used to work in the same practice as a 
dermatologist So I probably did updates 
with her.’ (ID92; 21-30 years’ 
experience; group medical practice) 

 ‘I do feel confident with looking 
at irregular naevus and then kind 
of doing a basic excision biopsy 
and things like that, I feel pretty 
confident. But I suppose we all 
get a little bit cautious around 
these things and if someone had 
lots of irregular moles or if there's 
something particularly that I'm 
concerned about, I'll refer on.’ 
(ID30; 11-20 years’ experience, 
independent GP) 
‘If I didn't feel comfortable with 
my skills and like the nature of 
the lesion, then I would refer on 
[for an excisional biopsy].’ (ID31; 
<5 years’ experience; 
independent GP) 

‘I usually refer them on [for wide 
local excision], maybe because I 
haven't had enough experience or 
felt that my knowledge isn't good 
enough. So I normally - so if I did 
an excisional biopsy, found out 
that it was a melanoma, I would 
have an initial discussion based on 
the pathology and then I would 
refer them on, usually because 
they need a wider excision done.’ 
(ID54; 31-40 years’ experience, 
group medical practice) 

Clinical factors Appearance 
‘For lesions that are in the grey area, I 
think it needs more of a trained eye and 
so I'd monitor and probably refer as 
well.’ (ID24; <5 years’ experience; group 
medical practice)  
 
Multiple irregular naevi 
‘If someone had lots of irregular moles 
or if there’s something particularly that 
I’m concerned about, I’ll refer on [for 
skin check].’ (ID30; 11-20 years’ 
experience, independent GP)  
 

Location (awkward; cosmetically 
sensitive) and size 
‘Small stuff on the ears and face I 
would [biopsy] ... Same with the 
basic stuff on the torso, arms and 
legs, if it's not too big and I feel 
like I'd be able to get adequate 
closure myself, I would do it.’ 
(ID31; independent GP, <5 years’ 
experience) 
‘[I don’t do biopsies on the face 
as] I don’t feel confident that my 
cosmetic result would be as good 
as a specialist.’ (ID92; 21-30 years; 
group medical practice) 
High degree of suspicion (of 
melanoma) 
‘If I was extremely suspicious and 
it was a favourable site, I would 
do probably an excisional biopsy 
myself.’ (ID54; 31-40 years’ 
experience; group medical 
practice) 
‘If it's obviously melanoma or I've 
already got a pre-knowledge that 
it might be a melanoma or I've 
got a previous histology or 
something, I'll send them in to an 
oncological surgeon [to biopsy].’ 
(ID170; >40 years’ experience; 
independent GP) 
Patient characteristics (age, 
gender) 
‘I don’t usually do excisional 
[biopsies] on the face except in 
old men or in very elderly, nursing 
home type.’ (ID92; 21-30 years’ 
experience; group medical 
practice) 
‘I tend to not touch people's 
faces, especially women, just 
because I don't do a lot of skin 
work.’ (ID30; 11-20 years’ 
experience, independent GP)  

Location (awkward; cosmetically 
sensitive)  
‘I tend to refer [melanomas] on 
more than not. I guess again it 
depends on site and all the rest 
because there are certain types 
where - easier sites for me to do a 
[wide local excision], like a back or 
a leg or something like that. So if 
it's in quite a functionally easy site 
for me, I'm willing to then have a 
go at the excision. But certainly, if 
there's any sort of suggestion that 
it's particularly deep or in a 
complex area, then I just refer 
them on.’ (ID5; <5 years’ 
experience; independent GP) 
‘Yeah, I do [the wide local 
excision]; depends on the location. 
If it's in, obviously nose, ear or 
eyelid or in the face, I don’t do 
that. I normally do it in the back or 
thigh or arm, so anything beyond 
it, I [refer].’ (ID154; 6-10 years’ 
experience, independent GP) 
Patient characteristics 
(comorbidities) 
‘For melanomas that are in situ, 
the 5mm margin, the bulk of those 
will be done in our clinic ... the 
comfort of the patient is better if 
they have a sedation anaesthesia 
for some of the larger, but still in 
situ lesion of the nose and face in 
particular and those patients who 
perhaps have comorbidities which 
make it unwise to manage in the 
rooms.’ (ID234; 21-30 years’ 
experience, skin cancer clinic) 
 

Histopathology N/A N/A Depth (Breslow thickness) 
‘So I've done the excision biopsy, 
we've sent it off, it's come back as 
melanoma ... so if the margins 
were the only issue, then I'd go 
back and I'll tidy that up, then send 



 Surveillance (i.e. skin checks) Diagnose (i.e. biopsy) Treat (i.e. wide local excision) 
it again. If the size of repeat 
excision, the depth or the type, so 
if it was nodule, again at that point 
I would say, hey look we've got our 
diagnosis, it's melanoma ... and it's 
at that point I would hand over 
again to the specialist.’ (ID10; 6-10 
years’ experience, group medical 
practice) 
‘I only refer on [for wide local 
excision] anything greater than 0.8 
or 1mm.’ (ID208; <5 years’ 
experience, skin cancer clinic) 
Confirmed melanoma  
‘All melanomas [in situ and 
invasive] I would refer off. So I'd 
certainly take them out to start 
with, before I know what it is, but 
if it's diagnosed as a melanoma, I 
send them off to the specialist.’ 
(ID9; 6-10 years’ experience, 
independent GP)  

SLNB indicated N/A N/A ‘If I think that they need sentinel 
node biopsy, I don't do the re-
excision, I send them to the 
specialist and then go from there.’ 
(ID7; <5 years’ experience; group 
medical practice) 
‘If they're over about 0.7 and they 
have other adverse features, then 
I'll usually be sending them to a 
melanoma surgeon for a sentinel 
node biopsy, or at least have that 
discussion.’ (ID233; 21-30 years’ 
experience, skin cancer clinic)  

Patient 
preferences 

‘If their [at high-risk of melanoma], I'll 
encourage them to see a specialist ... 
the out of pocket cost is a bit of a 
turnoff for some people in my area, so I 
definitely will encourage them and if 
they can't afford it, then I'll have to do 
the [skin] check myself.’ (ID97; <5 years’ 
experience; independent GP) 
 

‘Given patients here are quite 
mobile and have resources to see 
specialists if they have got 
something on their face and 
wanted other things checked out 
by a dermatologist as well, well if 
you're going to go to a 
dermatologist anyway, they might 
do a nicer job, so they can do [the 
biopsy], so yeah, a bit of patient 
preference as well.’ (ID31; <5 
years’ experience; independent 
GP) 

 ‘If it's in situ, I'll almost always do 
that myself. If it's less than about 
0.5, I'll generally do that myself. 
Above that, it'll depend a bit on 
the patient's preference of and 
discussion with them as to where 
they might want that done.’ 
(ID233; 21-30 years’ experience, 
skin cancer clinic)  

 

 

 

 


