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AEDV:. Normogramas de prediccion CEC alto riesgo

; Erasmus MC Model: Individualised Risk Prediction Model
Patient Journey of Advanced CSCC

coll (cSCC) MC
e ot baas caicutsncs tar

‘ 1R == o The EMC model is an absolute risk prediction
Second episode Third episode | ; tool based on a Cox proportional hazards
regression model'2

First diagnosis

. P s b e 8 g - st

o Developed on a Dutch nationwide cohort of
; : ‘ : CSCC patients (n=12,325), validated in a
......... e ot nationwide English cohort (N=31,981)3

o It incorporates 8 clinical and pathologic risk
factors!?

— Age, sex, tumour diameter, tumour location,
number of previous CSCCs, differentiation
grade, depth of tissue invasion, and presence of
perineural or lymphovascular invasion

Immune status not of additional predictive value

https://lemc-dermatology.shinyapps.io/cscc-abs-met-risk’

AJCC, American Join! Commiiee on Cancer, CSCC 4
Molestein LM, ef al. Lance! Reg Heath £ CSCC, cutaneous squamous cell carcinoma, EMC, Erasmus Unlversity Medical Cenlre

1. Steljlen OFM, et al. J Am Acad Dermatol. 2025, 03:600-708. 2. Erasmus MC Cancer Instilute. EMC CSCC Absolute Risk Model. Accessed June 1, 2026. hitps://emc-dermatology. shinyapg
Pacheco B, et al. EClinicalMedicine. 2023;63:102150. dol:10,1016/.eclinm.2023 102150



C-POST: Cemiplimab neoadyuvante
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Nodal and non-nodal high-risk criteria

—

Nodal disease with
ECE AND 21 node
20 mm OR 23 nodes
regardless of ECE

@é;m - i W h \* S .

Pictures are from consented patients treated by Dr. Ketty Perris. Use for educational purpose: -

s only. These ima
85 eikaneous squamous el carcnom; BCE, exiracapsur cxiens purps y. ges are not to be stored, used, or further distributed outside of this symp
Risctin D, et al. New Eng J Med. 2025,383.774-785

CSCC Treatment Guidelines: EADO 2026
Common Primary or Locally Advanced cscC

Primary CSCC? 1st line 2nd line

Common primary

Locally advanced g Systemic anti

PorR

= BWH —— 5 -of ARt |
' Surgical excision, 1 8
Assmmmargns [, § margins or MCS? E
| & s =
s
Positive margins 1 Recurrent and ©

+ Poor differentiation and 5 Adjuvant
Re-excise If feasible diameter 220 mm 2 cemiplimab

+ >AICCTY 2

S jonbut |

Ma pic gros!
re-excision not feasible |
Ribrmonsspal s

or dotaded indicatons pnd recommendations of ireaiment e o rekovant secton \ext in the Guidefnes, "Wih any ong risk actor, Locally advanced by definton not amanable 1o Cltalve surmiey ot RT_*MCS instaad of sectional assessment
hmm% T2 2-Jnsum;: T3 4 fsk foctors of bono invasion BWH sk factors diamslor 220 mim, poot ciforontabon, hisiokoge PN 20 1 mm, humour invasion boyond fat in C-POST ral, non-nodal arena for hgh
curmence for localised CSCC Wilh macroscopc 1055 rosecion of disease includod” cinical and fof radioiogc vohemont o named nees, of T4 lasions wih invasion of coricalbono of skl base, o recurrent CSCC plus 21 add

ot AL systemic ratments ar0 oft-abel, 6o foran-PD-1 agent compimab that s approved by FONEMA for pationts wih ocaly advanced of metastafic CSCC w
l;'vy'nrumn achaton, a1 pembroizumeb that s approved by FOA fo rcuront o metastafic CSCC that s nct ‘curablo by surgery of radiatin, and cosbelimab that s approved by FDA for adulls wih melastat

B nol candidates for curative surgery of curive radiation. *As included in C-POST triel, AJCC 8th edton, T3 tumour >4 cm in groatest dimension of minar bond efosion of degp invasion >8 mm moasured from tha ¢
holum. s included in C-POST tnial, AJCCE T4: with Invasion of cortical bone o
e, American Joint Commitioo on Cancer, BWH, Bgham and Women's Hospi
1A, European Medicnes Agency, FDA, US Food and Drug Administra

lotherapy.

‘squamous coll carcinoma, EADO, Eurcs Associaion of ology, EGFRI, epd

ary, PD-1, programmed cell dea

Biigos AJ, et al EurJ Cancer 2026,193:116764. dol



Resultados C-Post Viena s>

\

C-POST: Secondary Efficacy Endpoints

Freedom from locoregional recurrence Freedom from distant recurrence : a5y
100 100 Tonge gai ot Cemiplimab Placebo Cemiplimab Placebo
\--“.._.,_______ \M“'—"‘L._ e (n=209) (n=206) (n=209) (n=208)
R = [Total SPTs, cumulative
i'— 60 i 604 L Total patient-years followed 172.0 1629 2404 168.1
5 R 0.20.(65% 2t 0 308 £, HR 0.35(85% CL 0.17-0.72p SPT rale, annualised, adjusted® (@5% CI) 123 (060-254)  281(1.23-645) 072(030-171) 1.17(040-349)
2 Events —— Cemiplimab & Events — Cemipimab Patients with 21 SPT, n (%) 23 (11) 25(12) 16 (8) 15(7)
2 = — Placebo 20+ & — Placebo 2
C‘"‘"’"”‘:Zg"’ s Ce"“"“’“::bg‘w 7 Patients by number of SPTs, n (%)
S R T e LR T TR : o e 0 ey
1 228 %2 % 40 44 48 52 5% 60
Mot . 2 3(1) 4) 3(1) 1(<1)
Patients at risk, n: Patients at risk, n:
Compimab 209 174 160 135 119 107 85 67 48 33 27 22 9 6 1 0 Compimab 20 M3 1B 13 M6 104 85 6 & B 27 2 9 6 1 0 3 1(<1) 1(<1) 1(<1) 0
Placebo 206 163 132 97 84 70 54 43 3 27 24 18 10 4 2 0 Pacebo 206 166 137 09 8 70 54 42 3% 21 M4 ¥ 10 4 2 0O
4 0 1(1 1(<1 2(1
Updated OS: Cemiplimab HR 0.78 (95% CI: 0.39-1.56) vs placebo® 5 1(<1) (0 : 1 (( 1)) t) )
<
o DFS benefit with cemiplimab compared to placebo was a!so observed in a prespecified subgroup analysis
Wlﬂmwtwmwsazmlofrmo{\cﬂan Octoder 4, 2 26 0 3(1)b 1 (<1): 3(“\
ASyatified by anatomic region of resected high-fisk tumour and geo nal hazards model. *0S data are Immature; data cutoll for updated OS, 7 Apdl 2025 (33 death #/a negative binomial modet bie total SPTs during penod, covanates: treatment a y { 164 high-isk Yoy aphs 16g fset variadie: og-transtormed "

DFS, disease-ree survival, S, overad su Watents had 7, 10, and
Rischin D, et al. New Eng J Med 2025333 774-785 $PY, secondary
Rischin D, ef al. Presented at. ESA




AEDV . Cemiplimab neaodayuvante Viona s

edicion

Neoadjuvant Cemiplimab in Locally Advanced CSCC 60% MPR

Neoadjuvant cemiplimab (N=79)

n " Local imaging review
Radiologic response N (%) [35% C1]

ORR, RECIST 1.1 54 (68.4) [56.9-78.4]
Best overall response

Neoadjuvant cemiplimab (N=79) )
ICPR Local pathology review

40 (50.6) [39.1-62.1] 42 (53.2) [41.6-64.5]

4 10(12.7) [6.2-22.0] 10(12.7) [6.2-22.0) Comolele ¥ 5(63)
Combined pathologic response Partial 49 (62.0
(PCR + MPR) 50 (63.3)[51.7-739] 52 (658)[543-76.1) e m 1: %52%3))
Non-pCRMPR 20(253) NA Progressive disease 8(10.1)
NE (no surgery) 9(114) 9(114) NE 1(1.3)
EFS Kaplan-Meier Plot® Imaging (RECIST 1.1) and Pathologic Response Assessment
(per ICPR)!
100 T
1 | S, .. e e e =
= 4 Ll___l 5 ‘gg BpCR @ Non-pCRMPR
70 g ‘ BMPR W Not evaluable (no surgery)
E 60 4 L—o-o— Sﬂ p 60
@ Le2 40 |
50 4 B8] |
£ 4w0]—pr e Bee 0
% 30 = MPR 2og O
§ 20{—PPR 5 g -2
> e 40
w 104 =NRorNE 2Ee
0 T T T T T T T T T T T T T T I 6i - T60
0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 5'80
Time From First Dose of Neoadjuvant Cemiplimab (months) -100 o
Camiplimab is not approved In the neoadjuvant setting.‘
€8CC, cutaneous squamous cell carcinoma; EFS, evenl-free survival, ICPR, independent central pathology review; MPR, major pathologic response; NA, nol avallable; NE, not evaluable; NR, no response; ORR
response rate; pCR, pathologic complete response PPR, pathologic partial response
1. Gross ND, et al. N Engl J Med. 2022,387:1557.1568. 2 Gross ND, et al Presented at ESMO 2022, Oral presentation number: 7890, 3. Gross ND, et al, Lancet Oncol. 2023,24.1196-1205. 4. € )
2 VO enty/product-information/liblayo-epar-product-information_en paf

5. Nips./ www . ema. europa eu/e

LIBYAYO Product Information. Accessed July 31, 2026
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Vigilancia activa Viona s

Original Investigation

September 8, 2021

H H T : : + The 2023 Eurcpean interdisciplinary consensus guideline (Peris et al., Eur J Cancer] — co-authored
Evaluation of Watchful Waiting and Tumor Behavior in Undler EADV S ogin Umbralls - at. a_ﬂateﬁmwm mmpwi;‘ firstline teatmont for
. : H BCC, with micrographic surgery mandated for high-risk/recurrent/critical-site tumours. It does not
Patients WIth BHSEI CEI.I. Carcinoma endorse active survelllance as a standard pathway.
An Observational Cohort Study of 280 Basal Cell + Arecent European survey/commentary explicitly notes that neither NCCN, EDF, nor BAD
. . . guidelines currently provide any guidance on active survelillance liance — meaning the “watch and
Carcinomas in 89 Patients wait’ camp is arguing ahead of the evidence and outside existing standards of care, not apolying

an established, validated profocal,

Wlarieke £, C.van Winden, MO, M5; Charlotte R M, Hetterscliit, MDY Ewald M, Bronkhorst, M5, PO etal

B buthar Affiliations article Information
— —
JARA Darmatal. 2020157000001 74-11EY. dod 0001 amadermatal 20213020 Estimatad 1-Year T IEADV S — —
BCC Histolagical Diameter Increase LETTIR TO THE EDITOR L
Subtype {mm) (]
Active surveillance in older adults with basal cell carcinoma: T —
InFiltrative 44 A survey amongst Enropean dermatologists - —_——
Micranadular -
—
carmponent
T—— ——
— e
Superficial / Modular or 1.06 mm . . % .
chinical
FIGURE 1 | rear moead=mayial sotimates of annoal BEG dismatar

expansion caiegorized by burmar hissalagy.




"Nuevos intralesionales

1O72UY 30580 >

4 — BO-112 in Basal Cell Carcinoma, Study Design

B0O-112 Immunotherapy: Reversing BCC Immune Evasion

Multicenter, phase 2b, open-label, non-randomized, clinical trial to evaluate efficacy, safety, and tolerability

4 2 2 f intra-lesional BO-112 in patients with table pri low- and high-risk BCC
BO-112, a non-coding synthetic dsRNA with a Dual MoA and a Multi-Target Approach bl Lp bl PRt W Peotcia Do DITTIATY, OWs an G AIES: 0o

Study Design

THE CHALLENGE THE MECHANISM THE OUTCOME

[ Cohort 1 Low-risk BCC Enrolled 10 CRC I
A, 1 =
BCC hides from immune Intralesional BO-112 Broad immune activation: (S ‘ q ® Patients with resectable, all 10
surveillance: tumor cells unmasks BCC: dsRNA immunogenic cell death + confirmed BCC I I
. § - h-risk 1l R

escape recognition and activates innate anti-viral  TLR3, MDAS, RIG-, and PKR - ¢ -.‘.' gL ¢' Cohort 2 High-risk BCC Enrolled 40 CRC 36
avoid i diated to restore anti- mediated innate and adaptive _ (o

2 2 » . '
destruction tumor immunity immune response .

F

| Treatment with BO-112* |

’n
Short-term FU
Weeks 7,12 & 18

Ko
\-\., S
Surgery
Week 24-30

INTRALESIONAL IMMUNOTHERAPY

Screening and cohort

CD8+ T cell dependent efficacy — mobilizing both pre-existing and newly recruited assignment Day1,8&15
lymphocytes. va
S0 e Baseline biopsy Visual efficacy / standardized clinical photography Final histopathology
Nanoplexed formulation confers stability to dsRNA in the tumor microenvironment
* Optional re-treatment at Weeks 12,13 & 14 or Week 18, 19, & 20

September

mITT Population- Key efficacy results

PRIMARY ENDPOINT KEY SECONDARY ENDPOINTS RISK COHORTS

Pathological response

PRIMARY ANALYSIS
miTT, per Patient

Composite Visual and pathological Visual response

response Pathological response at surgery, patient level, central
at surgery, patient level, central review* at surgery, patient level, central review** review**
TV, F AEN ( i : LEA ER PF )| 4
e 24 weeks 24 weeks 24 week
50 49 46 45 VISUAL RESPONSE LOW RISK - n=10
Phase 2b recruitment complete 39 high sk - 10 low risk 36 high risk - 10 low risk 35 high risk - 10 low risk PER PATIENT- n=4 ALL mITT - n=46 Pathological Response
mITT: all participants who have received at PPS: il participants who have adequate 30 responders 7 responders
Nt o i) i i s i Wi ResdagiampterRr 6 5 ‘y 95% CI 50-79% 70cy 95% C1 35-93%
histopathology results at baseline ond from assessments, Central Review Committee (0) 0 0.0001 v i
aungery sl & viovel / shwieatleokoy s it s 1 p<0. p=0.0106
cssesimant ot baseline and ot the tme of e 0
surgery.
PATHOLOGICAL RESPONSE HIGTIRIK :n=3a
203-004 HR BCC - received only the e onaten ey 103-001 LR BCC - Early surgery . . . ALL miTT - n=46 sthological Response
first day of 1 didr 106,008 R BCC - Refuse = 28 patients achieved the composite
taken off study 105-010 H \ 4 28 responders

primary endpoint
95% Cl 45-75%
p < 0.0001

8CC)

61%

95% Cl 45-75%
p <0.0001

58%

21 responders
95% Cl 41-74%
p=0.0004

*Primary endpoint: Composite Response: Visual response < 3 ( Complete, Partial or No change}+ Pathological response <3 (Complete, Major or Partial in allinjected lesions** Secondary
endpoints: Visual response < 2 ( Complete or Partial) in all injected lesions; Pathological response <3 (Complete, Major or Partial in all injected lesions
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= Screening Viena -

Todos los pacientes:

- No screening asociado a Breslow invasivo de media
mayor 1.8
- Dermatoscopia digital menos Breslow pero no menos no
situ

Pacientes de alto riesgo
(bajo riesgo menos de 100 nevus y sin historia de AFMM)

En los de alto riesgo mejor screening mas frecuente y con
dermatoscopia

The metiﬂ used for screenin



SLNB) 90
gsentne! fymon node biopsy (
gandard for dinical stag"d of C(MpBS by
AICCVB

stients Who relapse:
od with Tow sk’ sta

or die were

040%ofp
ge I

infiall diagnos

Dstage HA considered at loW risk by

AJCC Bth (realty i eSS favorable)’
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Original Research

age V1 melanom
2 model combining

ression profiling (CP-

[dentification of st
for recurrence using
factors with gene eXp

bl Eftychia Chatziioanniou g
Ulrike Keim °, Andrea Forschner °,
Fooh ¢, Renske Wever ¢ Lukas Flatz ",
ephan Forchhammer i

Teresa Amaral ab#:l Tobias Sinnberg %
Heike Niessner ', Ulrike Leiter °,
Jvalini Dwarkasing ¢ Felicia Tjien-
Alexander Eggermont

Problemas de
implementacion

Potencial de cambio en
BSGC
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AEDV s Factores histopatologicos ) ——

Densidad de Breslow
Regresion
Infiltrado linfocitico

Estudio del ganglio (tamafo, extension..)

Estudio de ganglios tras neoadyuvancia

med S s
(0§ o inda Dl 10% 1, Memoma with 3

o 10 Pathol 2018, 4206)715
i ) Surg Pathol. 2018
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International Dermoscopy Society consensus recommendations for
the management of lentigo maligna
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L4 Active
Conslder I E— _ survelllance
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{Grade B)
Margin-controlied [
S sUgery
5 v (Grade A)
— - Lrgary 25
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mallgna - Iisirabde? Mon-invasive
mErgin assessmant Standard
— surgery
(Grade A)
Consider Consider adjuvant
re-excision Imigquimod (Grade B)
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& A
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an siter only Poss- in st only
EXCIS0N
HP?
Follow ﬂllldE“l'lES ::||::|I=;:§:::?rll
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invasive melanoma
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CR, clingal remission; HP, histopathology:
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Available online at www sciencedirect.com

ScienceDirect

SYSTEMATIC REVIEW

journal homepage: www.ejcan

ar.com

Current Perspective Narrow Excision Margins for Diverse HiStOlogical
Subtypes of Cutaneous Melanoma in Children

The end of wide local excision (WLE) margins for L) and Adults: A Systematic Review

melanoma ?

i

Pablo Balado-Sim6' - Miguel Mansilla-Polo - Daniel Morgado-Carrasco
2 s o

Lisanne P. Zijlker *, Alexander M.M. Eggermont ™,
Alexander C.J. van Akkooi =™

Journal of Cancer 220 (2025) 1153¢

Europ

Contents lists available at & cet . EIC

Contents lists available at Scienc €
European Journal of Cancer European Journal of Cancer ' B

journal homepage: www.ejcancer.corm i ¥ ELSEVIER journal homepage: www m d" e
. . . . . Crech ’m
Reconsidering the surgical approach in cutaneous melanoma: does wide Evaluation of residual tumour in wide local excision for melanoma: A ot

local excision after a complete diagnostic excision reduce the risk

ionwi 0 ion-bas U
o SenirenEas nationwide population-based study

Antonius W. Schurink
Dirk J. Griinhagen

, Cornelis Verhoef", Rick Waalboer-Spuij ', Antien Mooyaart‘ ",

Iza Stekelenburg * ', Annelien E. Laeijendecker "', Ruth C. van Doorn",
Annemiek Doeksen ", Willeke A.M. Blokx ", Yvonne M. Schrage *,

Alexander C.J. van Akkooi "%, Richard A. Scolyer """, Emily L. Postma
Mary Ann El Sharouni”

* Department of Surgical Oncology, Erasmus University Medical Centre Cancer Institute, Rotterdam, the Netherlands
* Department of Dermatology, Erasmus University Medical Centre Cancer Institute, Rotterdam, the Netherlands
© Department of Pathology, Erasmus University Medical Centre Cancer Institute, Rotrerdam, the Netheriands

Conclusion: WLE does not significantly improve RFS in patients with completely excised cutaneous superficial

) A Conclusion: The incidence of residual tumour following WLE for melanomas up to T2 is low (< 3 %). Our findings
spreading and nodular melanoma on the trunk or extremities.

suggest that omission of the WLE for all melanomas up to T2 may well be considered.




1. Menos cirurgia
2. Mas diagnostico personalizado
3. Mas tratamiento personalizado
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