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Letters
Skin surveillance in patients
with immunosuppression
We thank Mr Steven Ivulich and
Professor Gregory Snell for their
comprehensive article on the long-term
management of elderly patients prescribed
immunosuppressive agents (AJGP March
2020).1 The authors approached the
management of these often complex
patients in a thorough and holistic
manner. We write this letter to further
address some of the outstanding issues
related to cutaneous malignancy and its
recommended management.
The authors highlight that malignancy,
particularly of the non-melanomatous
skin cancer type, is of significantly
higher incidence in patients who are
immunosuppressed. Incidence of
squamous cell carcinoma is at least
65 times higher and incidence of basal
cell carcinoma is 10 times higher in
patients who have received an organ
transplant.2 The general proposed
pathophysiological mechanism is the
relative immunosenescence and reduced
immune surveillance of malignancy due
to the systemic immune suppression.
The article recommended annual
dermatological examination in patients
with immunosuppression and could
have further considered the underlying
conditions requiring immunosuppression
or patients’ past dermatological history,
with particular importance given to
past cutaneous malignancy. Australian
guidelines for skin surveillance in
transplant recipients since 2008 have
recommended follow-up at transplantdedicated specialist clinics if possible,
often by a transplant-dedicated
dermatology subspecialty clinic.3
However, often as a result of patient
geographical and time constraints, the
general practitioner adopts the role.
Approaches to skin surveillance in
patients with immunosuppression in
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a specialist transplant dermatology
service aim to regularly review patients
to assist early detection and treatment.
Recommendations generally suggest
three-month reviews for high-risk patients
and those who have developed two or
more skin cancers.4,2 Some authors argue
that patients without cancer recurrence for
12 months could be reviewed annually;4
however, specialist transplant dermatology
clinics often only delegate this to the
patients at lowest risk and would review
patients biannually.
The majority of research and
recommendations available for
skin surveillance in patients with
immunosuppression originates from the
transplant cohort, with other conditions
having little evidence for ongoing
management. Rates of cutaneous
malignancy appear to be similar across
different conditions in the limited
available data;5 therefore, specialist
clinicians generally adopt similar
principles for management for all
patients with immunosuppression.
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Reply
We thank you for your response. The aim
of the article was to provide a screening
tool and guidance for general practitioners
(GPs) managing the challenges associated
with long-term immunosuppression
in elderly patients. The monitoring
and management of skin cancers in
patients prescribed immunosuppressant
medication is a diverse topic requiring
a more comprehensive overview that is
beyond the scope of our article.
With regards to the frequency of
monitoring of potential malignant
lesions, we agree that high-risk patients
would require more frequent monitoring
determined by the GP according to
the degree of individual risk. Useful
local resources, such as those from
Cancer Council Australia or published
international consensus guidelines, can
assist with specific recommendations
for screening. Risk factors that need
to be considered for the frequency of
screening include the dose and duration
of immunosuppression, previous sun
exposure, skin phototype, smoking history,
history of skin cancer and the concurrent
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use of voriconazole.1,2 The incidence of
skin malignancy will vary, with the highest
rates among patients with heart and lung
transplants, whereas the degree of risk
with newer biological agents has not
been determined.3,4
We note that many GPs may have the
skills and equipment to detect, diagnose
and remove many suspicious early
lesions. GPs are ideally placed to assess
the individual risk, provide education
on skin self-examination, surgically
intervene according to their skill level
or refer as appropriate. Many tertiary
centres have a dedicated dermatology
subspecialty clinic, and early referral may
be required for any suspicious, complex,
large lesions. The coordination of serial
photographs through medical photography
or potentially remote viewing using
telehealth can assist with the identification
and diagnosis of malignancies.
Modification of immunosuppressant
regimens may be required to minimise
growth of skin malignancies, and liaising
with specialist teams is important for
guidance on potential modification of
immunosuppressant regimens.
Ongoing optimal management of
patients with skin malignancies requires
close collaboration between GPs,
dermatologists and the specialist team
prescribing immunosuppression. Specialist
backup is necessary to support GPs to access
timely and appropriate services for patients.
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