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Objectives: To assess current self-reported communi-
cation and screening practices of dermatologists to their
patients with melanoma about family members’ risk of
melanoma at the time of diagnosis and to understand the
barriers that dermatologists encounter in communicat-
ing risk to patients.

Design: Descriptive survey study.

Setting: Office-based practicing physicians in the United
States.

Participants: One thousand dermatologists.

Main Outcome Measure: Melanoma risk communi-
cation practices.

Results: Of 974 eligible dermatologists, 406 completed
the survey (response rate, 41.7%). Almost 85% of der-
matologists reported that they often or always commu-
nicate risk to patients with melanoma about their first-
degree relatives, and almost 80% reported that they often
or always advise their patients with melanoma that their

older children (=18 years) may be at greater risk of skin
cancer. However, less than 50% of dermatologists rou-
tinely offered to screen first-degree relatives who live
nearby, while only 19.7% used medical record remind-
ers to note communication of melanoma risk to family
members. Most dermatologists reported no major bar-
riers to melanoma risk communication. However, the
presence of “any risk communication barrier” (time con-
straints, absence of guidelines, or lack of written mate-
rial) was associated with reduced melanoma risk com-
munication practices by dermatologists.

Conclusions: The observed high rates of self-reported
risk communication by dermatologists to patients with
melanoma about their first-degree family members are
encouraging. However, the reported low rates of actual
screening of first-degree relatives warrant easy-to-
administer office-based medical record reminders to fa-
cilitate and optimize screening of at-risk relatives.
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N 2011, AN ESTIMATED 70230

persons in the United States were

diagnosed as having invasive

melanoma, and there were 8790

associated deaths.! An indi-
vidual with a first-degree relative diag-
nosed as having melanoma has a greater
likelihood of developing melanoma than
an individual with no family history. It has
been estimated that 5% to 12% of pa-
tients with melanoma have a family his-
tory of the disease.”* The National Insti-
tutes of Health recommend that patients
with atypical moles and a positive family
history of melanoma (=1 other affected
family member) should be closely fol-
lowed up by a physician owing to their un-
usually high risk of developing mela-
noma.”” The National Institutes of Health
also advise an initial screening of first-
degree family members for all patients with

melanoma®’ because thorough skin can-
cer screening by dermatologists has re-
sulted in the detection of thinner mela-
nomas among individuals who are being
observed because of increased risk as fam-
ily members.”®#!* Early identification of
melanoma while the lesion is still thin is
key in reducing mortality because lesion
thickness is an important prognostic fac-
tor for melanoma'® and because patients
who have thinner lesions have a better
chance of surviving the disease.'*
Dermatologists can potentially have a
crucial role during the “teachable mo-
ment” in communicating melanoma risk
to their patients, but little is known about
skin cancer risk communication prac-
tices among dermatologists. When the ini-
tial diagnosis of melanoma is made, der-
matologists can take this opportunity to
educate patients about skin cancer risk
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Table 1. Demographic, Practice, and Clinical
Characteristics of Responding Dermatologists
Value
Characteristic (n = 406)
Age, mean (SD), y 50.4 (10.6)
Sex, No. (%)
Male 233 (57.4)
Female 173 (42.6)
Physician type, No. (%)
Doctor of medicine 391 (96.3)
Doctor of osteopathy 15 (3.7)
Teaching responsibilities, No. (%)
Residents 185 (45.6)
Medical students 129 (31.8)
Unknown 92 (22.7)
Health care provider in the practice who
communicates skin cancer risk to family
members of patients, No. (%)
Physician 378 (93.1)
Nurse 73 (18.0)
Medical assistant 69 (17.0)
Physician assistant 58 (14.3)
Resident 19 (4.7)
Medical student 6 (1.5)
Nurse practitioner 5(1.2)
Use of medical record reminders to communicate
risk, No. (%)
No 302 (74.4)
Yes 80 (19.7)
Unknown 24 (5.9)
Melanomas diagnosed per year, mean (SD), 20.5 (24.7) 15
median, No.

based on family history and to recommend that family
members should be screened.*>!° This survey of US der-
matologists sought to assess current self-reported com-
munication and screening practices of dermatologists to
their patients with melanoma about family members’ risk
of melanoma at the time of diagnosis and to understand
the barriers that dermatologists encounter in communi-
cating risk to patients.

- EEETTEES

SURVEY SAMPLE

The American Medical Association’s Medical Marketing Ser-
vice, Inc'* database contains a representative sample of office-
based practicing physicians by specialty and by US state. A ran-
dom sample of 1000 board-certified US dermatologists was
selected from this database. The use of the sampling contact
information was approved by the Medical Marketing Service,
Inc. The study was approved by the institutional review board
at Memorial Sloan-Kettering Cancer Center. Eligibility for in-
clusion in the study sample required that the physician was prac-
ticing and had a valid postal mailing address.

SURVEY INSTRUMENT AND ADMINISTRATION

The survey instrument was developed by experts in dermatol-
ogy (A.C.H.), skin cancer screening (S.A.O.,A.C.H.,and A.C.G.),
epidemiology (S.A.O., J.L.H., and A.C.G.), and survey design
(S.A.O. and J.L.H.). The 12-question survey instrument as-
sessed self-reported risk communication practices of dermatolo-

gists to their patients at the time of skin cancer diagnosis. Spe-
cifically, questions were asked about whether physicians taught
a patient how to perform a full-body skin self-examination, ad-
vised patients about increased risk of skin cancer in their first-
degree relatives and children, offered to screen patients’ first-
degree relatives who live nearby, or advised the use of sun
protection for their children. Responses were elicited by asking
physicians to categorize their answers as never, rarely, some-
times, often, or always (reported as routinely). Information on
barriers to communicating melanoma risk to family members was
assessed by asking physicians to indicate if the proposed ex-
ample was a minor, moderate, or major barrier. Specific barri-
ers included time constraints, absence of standardized guide-
lines, difficulty in translating scientific information, lack of
confidence in the ability to communicate risk, lack of patient de-
mand for risk information, nonresponsibility for communica-
tion, and hesitancy to cause the patient worry. Clinical practice
characteristics were obtained on the physician’s demographics
(age and sex), his or her teaching responsibilities, the number
of melanoma cases diagnosed per year, and the person in the of-
fice who communicates risk to patients. Because it was of inter-
est to determine how dermatologists communicate melanoma
risk in families to patients who may have young and adolescent
children, the questions were limited to the following 2 specific
patient age categories: 25 to 44 years and 45 to 64 years. Fur-
thermore, based on existing communication literature,'’*! der-
matologists may be communicating differently to female vs male
patients. Therefore, sex categories specific to each question were
included. An initial questionnaire and 2 follow-up mailings were
sent via postal mail between March 1 and May 31, 2008.

DATA ANALYSIS

Descriptive statistics were calculated to report dermatologists’
demographics, practice characteristics, survey response rates,
communication practices, and barriers to risk communica-
tion. To assess potential differences between responders and
nonresponders, t test was used for continuous variables, such
as age, and x? test was used for categorical variables, such as
sex and physician type (doctor of medicine vs doctor of oste-
opathy). Univariate logistic regression analyses were con-
ducted to explore the relationship between each outcome of
interest related to risk communication practices and selected
covariates. Odds ratios (95% Cls) are presented. For the vari-
ables of age and the number of melanoma cases diagnosed per
year, categories were created based on quartile distributions to
allow for statistical robustness and the estimation of odds ra-
tio variables. The interpretation of the odds ratio for the out-
come of interest is the odds of reporting “often or always” to
communication of these practices to patients.

— T

PARTICIPANT CHARACTERISTICS

Of 1000 dermatologists who were contacted, 26 were in-
eligible because of the following reasons: the survey was
returned to the sender with no forwarding address (n=17),
the dermatologist was no longer practicing or was re-
tired (n=8), or the dermatologist was deceased (n=1).
Therefore, there were 974 eligible dermatologists; of these,
406 completed the survey (response rate, 41.7%). Char-
acteristics of the responding dermatologists are summa-
rized in Table 1.

Differences between 594 dermatologists who did not re-
spond and 406 dermatologists who completed the survey
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Table 2. Melanoma Risk Communication Practices by Responding Dermatologists?
No. (%)
Soon After Patients Are Diagnosed (n = 406)
as Having Their First Melanoma, I
Do You or a Member of Your Health Care Team Never or Rarely Sometimes Often or Always
Teach the patient how to perform a full-body skin
self-examination?
25-44 y, Female 39 (9.6) 33 (8.1) 333 (82.0)
25-44 y, Male 39 (9.6) 34 (8.4) 330 (81.3)
45-64 y, Female 38 (9.4) 35 (8.6) 330 (81.3)
45-64 y, Male 39 (9.6) 37 (9.1) 327 (80.5)
Ask if the patient has first-degree relatives?
25-44 y, Female 27 (6.7) 31 (7.6) 348 (85.7)
25-44 y, Male 27 (6.7) 30 (7.4) 347 (85.5)
45-64 y, Female 27 (6.7) 32 (7.9) 345 (85.0)
45-64 y, Male 28 (6.9) 32 (7.9) 344 (84.7)
Advise the patient that his or her first-degree relatives may
be at greater risk of skin cancer?
25-44 y, Female 22 (5.4) 40 (9.9) 342 (84.2)
25-44 y, Male 22 (5.4) 40 (9.9) 342 (84.2)
45-64 y, Female 24 (5.9) 44 (10.8) 335 (82.5)
45-64 y, Male 26 (6.4) 43 (10.6) 334 (82.3)
Offer to screen the patient’s first-degree relatives who live
nearby?
25-44 y, Female 98 (24.1) 112 (27.6) 192 (47.3)
25-44 y, Male 98 (24.1) 112 (27.6) 190 (46.8)
45-64 y, Female 104 (25.6) 112 (27.6) 184 (45.3)
45-64 y, Male 104 (25.6) 113 (27.8) 183 (45.1)
Ask if the patient has children?
25-44 y, Female 33 (8.1) 69 (17.0) 303 (74.6)
25-44 y, Male 36 (8.9) 68 (16.7) 299 (73.6)
45-64 y, Female 32 (7.9) 69 (17.0) 302 (74.4)
45-64 y, Male 36 (8.9) 71 (17.5) 296 (72.9)
Advise the patient that he or she should make special effort
to use sun protection for his or her children who are
<18y?
25-44 y, Female 17 (4.2) 20 (4.9) 368 (90.6)
25-44 y, Male 21(5.2) 24 (5.9) 358 (88.2)
45-64 y, Female 36 (8.9) 25 (6.2) 342 (84.2)
45-64 y, Male 41 (10.1) 29 (7.1) 333 (82.0)
Advise the patient that his or her children who are =18 y
may be at greater risk of skin cancer?
25-44 y, Female 25 (6.2) 45 (11.0) 332 (81.8)
25-44 y, Male 24 (5.9) 46 (11.3) 329 (81.0)
45-64 y, Female 25 (6.2) 49 (12.1) 325 (80.0)
45-64 y, Male 27 (6.7) 51 (12.6) 321 (79.1)
Advise the patient that his or her children who are =18 y
should be making special efforts to use sun protection?
25-44 y, Female 31 (7.6) 32 (7.9) 339 (83.5)
25-44 y, Male 29 (7.1) 37 (9.1) 334 (82.3)
45-64 y, Female 33 (8.1) 39 (9.6) 327 (80.5)
45-64 y, Male 35 (8.6) 43 (10.6) 321 (79.1)

2Some categories do not total 100% because of missing or incomplete responses.

were explored. A higher proportion of female physicians
responded compared with male physicians (42.6% vs 35.5%,
P=.02). No important differences were noted between re-
sponders and nonresponders for age or physician type.

COMMUNICATION ABOUT FAMILY MEMBERS’
RISK TO PATIENTS WITH MELANOMA

Self-reported melanoma risk communication practices by
responding dermatologists are summarized in Table 2.
Between 82.3% and 84.2% of dermatologists reported that
they often or always communicate risk to patients with

melanoma about their first-degree relatives. Almost 80%
of dermatologists routinely advised their patients with
melanoma that their older children (=18 years) may be
at greater risk of skin cancer. However, only 45.1% to
47.3% of dermatologists routinely offered to screen first-
degree family members who live nearby. Risk commu-
nication practices to patients with melanoma about their
first-degree relatives and older children did not differ sys-
tematically by patient age or sex.

About 82% of dermatologists reported routinely teach-
ing their patients with melanoma at the time of mela-
noma diagnosis how to perform a full-body skin self-
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Table 3. Barriers to Melanoma Risk Communication by Responding Dermatologists?

Barrier Not a Barrier
Time constraints, no time to follow up with 190 (46.8)
first-degree relatives
Absence of standardized guidelines 183 (45.1)
Lack of written material 208 (51.2)
Time constraints, no time to talk about risk 227 (55.9)
Difficulty in translating scientific information 311 (76.6)
Lack of confidence in ability to communicate risk 343 (84.5)
Lack of patient demand for risk information 310 (76.3)
Unsure at which patient visit to raise risk issue 317 (78.1)
Not my responsibility to advise sun protection for 375 (92.4)
patients’ children
Not my responsibility to communicate risk 380 (93.6)
Do not want to cause undo worry to patients 322 (79.3)

No. (%)
(n = 406)
Minor Barrier Moderate Barrier Major Barrier

92 (22.7) 84 (20.7) 28 (6.9)
127 (31.3) 70 (17.2) 18 (4.4)
114 (28.1) 60 (14.8) 17 (4.2)
107 (26.3) 50 (12.3) 16 (3.9)
64 (15.8) 6(3.9) 8 (2.0)
45 (11.1) 8 (2.0) 4(1.0)
62 (15.3) 21(5.2) 4(1.0)
64 (15.8) 15 (3.7) 2 (0.5)
16 (3.9) 2(0.5) 2 (0.5)
12 (3.0) 2 (0.5) 2 (0.5)
54 (13.3) 20 (4.9) 2 (0.5)

2Some categories do not total 100% because of missing or incomplete responses.

examination. Less than 10% stated that they did this never
or rarely.

Sun protection advice to patients with melanoma hav-
ing young children (<18 years) was routinely commu-
nicated by almost 80% of dermatologists. Communica-
tion did not vary significantly by patient age or sex.

BARRIERS TO MELANOMA RISK
COMMUNICATION FOR FAMILY MEMBERS

Barriers to melanoma risk communication are summa-
rized in Table 3. Overall, 309 dermatologists (76.1%)
reported no major barriers to risk communication for fam-
ily members (data not shown). Dermatologists identi-
fied moderate barriers. Seven percent of respondents cited
time constraints to follow up with first-degree relatives
as a major barrier. Four other barriers, including ab-
sence of standardized guidelines and lack of written ma-
terial, were ranked as moderate barriers by at least 12%
of respondents.

VARIABLES RELATED TO MELANOMA RISK
COMMUNICATION PRACTICES

Table 4 gives univariate logistic regression analysis es-
timates for melanoma risk communication practices and
important covariates, including barriers. Physician age, ab-
sence of standardized guidelines, lack of written mate-
rial, time constraints, and the use of medical record re-
minders were important variables related to melanoma risk
communication practices. Although not all estimates
reached statistical significance, the 95% Cls are consis-
tent with an association. Specifically, for most of the out-
comes of interest, older physician age was associated with
greater likelihood of melanoma risk communication to pa-
tients. The use of medical record reminders was posi-
tively associated with melanoma risk communication prac-
tices. Absence of standardized guidelines, lack of written
material, and time constraints decreased the likelihood of
physicians’ communicating melanoma risk to patients. The
number of melanoma cases diagnosed per year by physi-

cians was not associated with an increased likelihood of
providing risk communication to patients.

The presence of “any risk communication barrier”
(time constraints, absence of guidelines, or lack of writ-
ten material) was associated with reduced melanoma risk
communication practices by dermatologists. These re-
sults are summarized in Table 4.

BN COMMENT Ry

Implicit in screening recommendations for high-risk in-
dividuals is the need for effective communication be-
tween physicians and their patients. Effective risk com-
munication may optimize screening rates among patients
diagnosed as having skin cancer and those at high risk,
as well as among at-risk relatives.”” However, to date no
national studies have been published reporting the rates
of counseling among dermatologists to patients about skin
cancer risk for family members or reporting their screen-
ing rates of first-degree relatives.

In this study, the objective was to evaluate whether der-
matologists routinely discuss skin cancer risk for family
members of their patients with melanoma. Findings showed
that most respondents reported that they routinely ad-
vise patients that their first-degree relatives and children
may be at greater risk of skin cancer. However, less than
half of dermatologists offered to screen first-degree rela-
tives who live nearby. Disturbingly, these low rates are con-
sistent with study? findings reported in 1992 among New
England dermatologists. In the earlier study, most derma-
tologists encouraged screening of first-degree relatives
among their patients with melanoma, but physicians per-
ceived that family members infrequently accepted these
recommendations. In the present study, more than 20%
of respondents reported that time constraints and ab-
sence of standardized guidelines were moderate or major
barriers to following up with first-degree relatives.

In this study, few respondents (19.7%) used medical
record reminders to note communication of melanoma
risk to family members. Paper and computer-based medi-
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Table 4. Univariate Logistic Regression Analysis Estimates for Melanoma Risk Communication Practices

Characteristic of Responding
Dermatologist or Barrier to
Melanoma Risk Communication

Odds Ratio (95% CI)2

I Advise the Advise the
Advise the Patient That He Advise the Patient That His
Patient That or She Should Patient That His  or Her Children
His or Her Offer to Screen Make Special or Her Children ~ Who Are =18y

Teach the Patient First-Degree the Patient’s Effort to Use Sun ~ Who Are =18y Should Be
How to Perform  Relatives May Be First-Degree Protection for His May Be at Making Special

a Full-Body Skin  at Greater Risk Relatives Who or Her Children Greater Risk of Efforts to Use

Self-examination  of Skin Cancer Live Nearby Who Are <18y Skin Cancer Sun Protection

Melanomas diagnosed per year, No.

1-9
10-14
15-24
=25
Age, y
31-40
41-50
51-60
=61
Teaching responsibilities
Male sex
Use of medical record reminders to
communicate risk
Time constraints, no time to talk
about risk
No
Yes
Time constraints, no time to follow
up with first-degree relatives
No
Yes
Absence of standardized guidelines
No
Yes
Lack of written material
No
Yes

Presence of any risk communication

barrier
No
Yes

1 [Reference]

0.45 (0.18-1.10)
1.55 (0.52-4.66)
1.82 (0.57-5.79)

1 [Reference]
5.79 (1.56-21.43)
1.00 (0.44-2.31)
1.06 (0.41-2.72)
0.70 (0.36-1.37)
0.99 (0.50-1.95)
1.73 (0.65-4.60)

1 [Reference]
0.62 (0.31-1.22)

1 [Reference]
0.90 (0.46-1.77)

1 [Reference]
0.35 (0.16-0.76)

1 [Reference]
0.41 (0.20-0.84)

1 [Reference]
0.81 (0.36-1.84)

1 [Reference]
1.43 (0.48-4.31)
3.20 (0.82-12.46)
1.82 (0.57-5.79)

1 [Reference]
1.22 (0.39-3.76)
1.41 (0.44-4.52)
1.04 (0.30-3.54)
0.89 (0.39-2.02)
0.43 (0.17-1.11)
5.97 (0.79-45.06)

1 [Reference]
0.52 (0.23-1.21)

1 [Reference]
0.52 (0.22-1.24)

1 [Reference]
0.33 (0.12-0.91)

1 [Reference]
0.53 (0.23-1.25)

1 [Reference]
0.13 (0.02-1.01)

1 [Reference]

0.99 (0.52-1.90)
1.39 (0.72-2.69)
1.17 (0.61-2.26)

1 [Reference]

1.07 (0.57-2.03)
0.97 (0.52-1.83)
0.74 (0.37-1.47)
1.29 (0.82-2.03)
0.89 (0.56-1.40)
1.23 (0.68-2.20)

1 [Reference]
0.62 (0.39-0.97)

1 [Reference]
0.57 (0.36-0.91)

1 [Reference]
0.42 (0.26-0.67)

1 [Reference]
0.64 (0.41-1.01)

1 [Reference]
0.44 (0.24-0.80)

1 [Reference]
2.52 (0.98-6.53)
3.86 (1.34-11.12)
3.05 (1.13-8.25)

1 [Reference]

3.71 (1.36-10.08)
2.11 (0.89-5.00)
2.21 (0.80-6.06)
1.26 (0.63-2.53)
1.09 (0.55-2.17)
2.87 (0.85-9.63)

1 [Reference]
0.66 (0.33-1.32)

1 [Reference]
0.53 (0.26-1.11)

1 [Reference]
0.38 (0.17-0.84)

1 [Reference]
0.38 (0.18-0.79)

1 [Reference]
0.17 (0.04-0.74)

1 [Reference]

1.24 (0.43-3.59)
2.41 (0.70-8.28)
1.80 (0.57-5.74)

1 [Reference]
3.99 (1.21-13.17)
2.57 (0.90-7.36)
1.86 (0.61-5.73)
0.96 (0.43-2.17)
0.41 (0.16-1.05)
3.07 (0.71-13.3)

1 [Reference]
0.49 (0.21-1.12)

1 [Reference]
0.40 (0.16-0.97)

1 [Reference]
0.22 (0.07-0.65)

1 [Reference]
0.50 (0.21-1.15)

1 [Reference]
0.12 (0.02-0.91)

1 [Reference]

4.80 (1.31-17.64)
3.01 (1.01-8.92)
1.51 (0.60-3.79)

1 [Reference]

1.68 (0.70-4.02)
3.17 (1.14-8.81)
2.92 (0.90-9.48)
3.02 (1.33-6.88)
1.32 (0.64-2.69)
1.07 (0.42-2.70)

1 [Reference]
0.80 (0.39-1.64)

1 [Reference]
1.09 (0.53-2.24)

1 [Reference]
0.26 (0.10-0.65)

1 [Reference]
0.70 (0.34-1.44)

1 [Reference]
0.30 (0.09-1.01)

20dds of responding dermatologists’ reporting “often or always” to communication of these practices to patients.

cal record reminders have been shown to increase the de-
livery of preventive care services.***° Recording family
screening in the medical record, developing a reminder
system to facilitate screening, distributing literature on
melanoma risk because of a family history, and, most im-
portant, offering to screen first-degree relatives who live
nearby should increase compliance among these high-
risk individuals. Furthermore, in-depth qualitative stud-
ies could explore ways to help dermatologists improve
and maximize communication with patients.
Physicians were queried about screening first-degree
relatives who live close by in an effort to identify rela-
tives who would have an opportunity to be screened. Less
than 50% of dermatologists routinely offered to screen
first-degree relatives who live nearby. Communication
to patients about their first-degree relatives can opti-
mize screening of the at-risk relatives and works to in-
crease awareness of risk and improve sun protection be-
haviors.??7° Hay et al*! described the importance of
family communication after a melanoma diagnosis.

On average, dermatologists in this study diagnosed
about 15 melanomas per year. At the time of melanoma
diagnosis or soon afterward, this potentially teachable mo-
ment can be used to alert patients to the risk of mela-
noma in their first-degree relatives and the compelling
need to be screened. Communicating family risk de-
serves special attention because first-degree relatives are
about 2 to 8 times more likely than the general popula-
tion to be diagnosed as having melanoma during their
lifetime.** Educational efforts using risk communica-
tion strategies can lead to positive outcomes.’ In a study’
of families with melanoma, 14 families with melanoma
and dysplastic nevus syndrome underwent skin cancer
screening and surveillance; 96% of family members re-
ported that they had examined their skin thoroughly in
the previous 2 months, and about 80% reported that they
had been examined by a physician for skin cancer. In ad-
dition, the melanomas that were detected during the study
were much thinner than lesions that had been found be-
fore the onset of the educational surveillance.
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Given that time constraints were the most frequently
cited barrier to risk communication, minimizing the
burden through the assistance of nonphysician health
care providers could improve office-based communica-
tion practices. Less than 20% of dermatologists re-
ported that nonphysician health care providers were re-
sponsible for communicating skin cancer risk to family
members of patients in their practice. Among these
data, we examined risk communication and screening
practices of physicians alone vs physicians plus physi-
cian extenders, such as physician assistants or nurses.
There was little difference in risk communication prac-
tices between physicians alone vs physicians plus phy-
sician extenders.

Health risk communication is an emerging concept
of contemporary medicine.*® Rather than the traditional
physician-patient relationship that was predicated on pa-
tients’ obediently adhering to their physician’s orders,
many patients now demand more information. Informa-
tion empowers patients, allows them to make informed
decisions, and may reassure and prevent unnecessary anxi-
ety.>*¥ In fact, patients who receive more information
from their physicians are more satisfied and more likely
to follow medical regimens.*

This study has several limitations. First, the findings
may not reflect actual practices of dermatologists; com-
munication practices reported herein may be inflated be-
cause physicians tend to overestimate their prevention
efforts.>” The sample may not represent the general com-
munity of dermatologists in the United States because
45.6% of physicians who responded teach residents, which
suggests that academic dermatologists responded to the
survey. Future research could be improved by conduct-
ing validation studies of self-reported physician behav-
ior, such as surveying both physicians and patients after
an encounter or videotaping actual encounters, which has
been done to understand recommendations for colorec-
tal cancer screening.” Second, bias is a concern because
the response rate was only 41.7%, and it cannot be in-
ferred that practices are similar among nonrespondents.
Third, responding dermatologists were slightly younger
than nonresponding dermatologists. Therefore, commu-
nication practices reported herein may not accurately re-
flect practices of the general dermatologist community,
particularly those of older dermatologists.

In summary, these findings highlight the need for im-
proved risk communication by dermatologists to pa-
tients with melanoma about their first-degree family mem-
bers. Targeting patients with cancer and their at-risk
relatives in health education intervention strategies has
proven to be successful **** Enhancing communication
of melanoma risk for family members by dermatologists
could reduce the public health burden of the disease, op-
timize screening of at-risk relatives, and serve as a model
for other cancers with high family risk, such as prostate,
breast, and colorectal cancer.
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