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The plan for today…
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8.30am Welcome address

First session

• A diagnostic approach to skin lesions

• NMSC identification and management

10.10am Morning tea

10.35am Second session

• Clinical considerations for referrals 

• Multidisciplinary management of complex patients 

• Multidisciplinary panel

12.45pm Lunch 

1.30pm Interactive skills stations/case studies 

• Biopsy considerations and suturing challenges 

• Wound management and aftercare in General Practice 

• Non-surgical treatment of NMSC 

• Medical Oncology case study

3.10pm Last session 

• Update on melanoma and immunotherapy

3.50pm Closing address & evaluations



Header to go here

• Text to go here

A diagnostic 
approach to skin 

lesions

Adj. A/Prof David B. Francis
Clinical Lead, Dermatology | RBWH



Skin Cancer
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MBBS FACD FACMS GAICD
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Why do we care ?

 1455  deaths Melanoma 2021 (958 males, 497 females)

 $1.7 billion per year treating skin cancer 

(about 2 hospitals)

 223,000 BCC per year

 128,500 SCC per year

 4180 Qld melanoma per year

 Skin cancer 1 in 3 by 50 years age, 2 in 3 by 70 years

 840,000 GP skin check encounters per year

 Apart from pain, suffering , loss productivity etc



BCC



BCC

 Nodular Ulcerative (Rodent Ulcer)

 Multifocal Superficial

 Infiltrating

 Micronodular

 Morphoeic, Fibrosing

 Pigmented

 BCC w Squamous differentiation

 BCC with PNI

 Crust vs Scale



Nodulo ulcerative



Superficial BCC



Multifocal Superficial



Morphoeic BCC



Infiltrating



Infiltrating









Micronodular/mixed



Mixed Mixed









Multifocal etc



BCC with PNI



BCC 



     

IEC : 

 Intrepidermal Squamous cell Carcinoma

 In situ SCC

 Bowen’s Disease



IEC



IEC



Squamous Cell Carcinoma : SCC









SCC vs 

Keratoacanthoma



SCC



KA



SCC with PNI



Melanoma

 In Situ, Level !, 

 Hutchinson,s Melanotic Freckle ( HMF ) =

 Lentigo Maligna

 Lentigo Maligna Melanoma

 Superficial Spreading Melanoma

 Nodular melanoma

 Desmoplastic melanoma

 Neurotropic Melanoma

 Acral Lentiginous melanoma

 Subungual Melanoma

 Amelanotic







Acral Lentiginous Melanoma



AMM











Histo



Metastatic breast cancer



Metastatic Skin Cancer..after Rx 



Referral

 Pre biopsy or excision photo…also post photo if flap etc

 Good light , IN FOCUS

 5cm (What is it),

…. 10 cm, 30 cm (Where is it)..and send most helpful ?all

 Diagram if need

 History..speed of growth etc…timeline?

 What do you want?..lesion for treatment, solar damage for 
assessment etc

 Why refer…eg you have already done etc etc

 Helpful info..eg immunosuppressed, on blood thinner , immobile, 
lives alone etc etc



Key points

 Very common

 Be alert..history may mislead

 Good light and magnification (Dermatoscope)

 ABCDE (Assymetry, Border, Colour variation, Diameter (6mm), 

Evolving…size/ shape /colour) 

 Suspect until proven otherwise : Refer/Biopsy..does it look like it 

shouldn’t be there!

 PLS take photo pre biopsy..5,10, 30 cm..good light, check in focus!

 Lymph nodes



Nonsurgical Management of NMSC

Adj A/Prof David Francis 
MBBS FACD FACMS GAICD

Accredited in Mohs Micrographic Surgery

Clinical Lead

Dept of Dermatology

RBWH

         
      Acknowledging : 



Nonsurgical Treatments

 Topical 5Fluorouracil 

 (Salicylic Acid, Chemo wraps, Calcipotriol, topical retinoid)

 Topical Imiquimod

 Photodynamic therapy

 Cryotherapy? Curette and cautery

 Radiotherapy

 Systemic drugs – immunotherapy, retinoids, vitamin B3, interferon

 Laser Therapy

 etc



Suitable for 

nonsurgical 

treatment

 Solar keratosis

 IEC (Bowens disease, SCC in situ)

 Superficial BCC

 Some nodular BCC

 Mixed presentation/pre-operative cleanup 

when delay in surgical treatment is acceptable

 Avoidance of surgical morbidity

 No inappropriate delay in inevitable surgical 

treatment eg. sclerotic BCC

 (? HMF..Imiquimod)



Patient 

Assessment 

 Age

 Co-morbidity/general health/immunosuppression

 Anatomical site

 Histology

 Clinicopathological correlation

 Consideration of down-side of non-surgical 
treatment against down-side of surgical 
treatment

 Treatment failure of non-surgical treatments..What 
are outcomes of recurrence

 Likely simple or complicated surgical plan

 Unnecessary morbidity associated with surgical 
treatment

 How much trouble can I get myself into if it 
doesn’t work!



Solar 

Keratosis

 Approximately 1 in 100 per year become SCC

 Not a skin cancer but frequently associated 

with BCC/SCC/IEC

 ?masking more important lesions

 A few or Field issue..



Basal Cell 

Carcinoma

 70% of skin tumours

 Approximately half of all Australians will 

develop a BCC before the age of 70 

…………(?1 in three by age 50)

 Superficial, nodular, cystic, micro-nodular, 

pigmented, adenoid, infiltrating, sclerosing, 

keratotic, infundibulocystic, basisquamous, 

appendageal variants

 Rarely metastatic (0.05%)

 Epidermal/superficial dermal involvement = 

clinical changes

 Excision margin involvement likely recurrence

 Remember eyelids, behind ears, scalp etc



Superficial 

BCC 



Nodular 

BCC 



Infiltrative 

BCC



Solid and 

micronodular 

BCC



Margin 

involvement

 



Squamous 

Cell 

Carcinoma

 Second most common form of skin cancer in white people

 UVR, carcinogens (eg. Arsenic), HPV, radiation, 
burns/scarring

 Australia has highest incidence approximately 170 per 
100,000/population

 Metastatic rate varies between 0.5% and 16%; higher rates 
in poor differentiation, thickness of the primary lesion (>4-
5mm), PNI, arising in Bowen’s Disease, head and neck, 
(especially lip), non-sun exposed areas, incomplete 
excision, immunosuppression – transplant patients

 In-situ (Bowen’s, IEC)

 Well-differentiated

 Poorly-differentiated

 Keratocanthoma



Well 
differentiated 
SCC



Moderately 
differentiated 
SCC



Intraepidermal 

Carcinoma
(Bowen’s, SCC in Situ)

 Superficial, accessible

 Follicular involvement (proven or likely/hair-

bearing site)…adnexal

 Clinical presentation – flat, thick, indurated, 

hyperkeratotic

 Progress to invasive SCC, around 3-5% 

incidence

 If invasive disease develops, metastasis 2-5%



IEC



Topical 5FU

80% 

Effective

 Pyrimidine analogue of uracil that is incorporated into RNA and disrupts 
RNA synthesis.

 Binds within a cell to thymidylate synthetase. 

 Adjuvant agents – cryotherapy, trichloroacetic acid (25-45%), salicylic 
acid (10%), calcipotriol (Daivonex 0.005%)

 Regimen varies..twice daily , thin smear, avoid grooves, not at bedtime 
or if going to smear into eyes , not pregnancy…check weekly, stop if 
not coping and call…its not a test of your character!..its a medical 
treatment not a torture treatment!..handout and followup…NOT a set 
and forget treatment

 “healing ointment”..for a week …Hydrocortisone or stronger

 Variable response dependent on site eg. face responds more quickly 
than dorsal hands

 Thickness of lesion and hyperkeratosis important

 Inflammatory effects begin day 5-10

 Inflammation lasts 4-6 weeks

 Photosensitivity

 Allergy < 1% (5FU and vehicle)

 Secondary infection (staph, HSV)

 Can get textural change and persistent erythema









IEC :5FU – 

10 days





Topical 

Imiquimod 

(5% Aldara)

 Anti-tumour and anti-viral (first used for HPV)

 Acts on the innate and the adaptive immune responses both 
directly and indirectly. 

 Direct action by binding toll-like receptors (TLR) on white blood 
cells and by inducing apoptosis

 Indirect action by inducing cytokines (IL-12, TNF ⍺, INF 𝛄) which 
increase cytotoxic T-cells and NK cells

 May block hedgehog signaling pathway which plays a role in BCC 
development

 Solar keratoses – up to 25cm2 2-3 times weekly, up to 16 weeks

 In-situ SCC – daily, up to 16 weeks

 Superficial BCC -  5 days/week for 6-12 weeks

 Case reports of clearance of infiltrative and sclerotic BCCs –  
isolated cases and follow up is poor..more work required

 New and potent Imiquimod analogue - Resimiquimod



Photodynamic 
Therapy

 (PDT)

Methylaminolevulinate 
(MAL) (Metvix 16%)

5-aminolevulinic acid 
(ALA) (Compounded)

 Dermatologists have been treating a photosensitive 
condition called porphyria for a long time, 
protophorphyrin IX (PpIX) responsible 

 PDT takes advantage of the photosensitive properties 
of PpIX 

 ALA is a pre-cursor in the haem synthesis pathway and 
is the rate-limiting step when ALA is administered, it is 
taken up in cells and metabolized into PpIX

 Accumulation of PpIX in tumour cells may occur 
because of increased activity of a deaminase which 
increases conversion of ALA to PpIX and a decreased 
activity of ferrochelatase which converts PpIX to haem

 ALA penetration of tumour cells is also enhanced if the 
tumour has poorly formed stratum corneum or if the 
stratum corneum is altered by the proceduralist.



PDT Light 

Source

 Absorbed well by the photosensitiser – 

corresponds to a peak of the porphyrin 

excitation spectrum in tissues

 PpIX excitation peaks – 410nm (Violet) and 

635nm (Red)

 Lights available emits heat-free visible red light 

at a peak wavelength of 630nm or close to

 Penetrate a desirable depth – 630nm light 

penetrates up to 5mm



PDT 

Technique 

 Lesion prepared – gentle curettage, sandpaper, 
peeling agent

 Local anaesthetic usually required (painful 
procedure)…in some pain seems disproportionate

 ALA cream applied under opaque occlusive dressing

 After 3 hours, dressing and cream removed. Local 
anaesthetic repeated

 Light source (630nm) – red light – approximately 8 
minutes

 Emollient applied

 Sometimes oral pain relief prescribed

 Post procedure instructions are given – expected 
healing time 7-10 days

 Daylight PDT mild to moderate solar keratoses??















Practical Consent Issues - Specific

 INFORMATION about PDT and what is 
going to happen including Anaesthesia

 Pre care and after care

 Side effects : usual and less usual
 Outcomes : likely and less likely
 Comparison and cost 

 Recurrence and consequences of them
 Follow-up…emphasize
 Consent form..in writing and info

 Don’t guild the lily 
 – cure rate not 100% 



PDT Complications

 Pain
 esp large areas

  group of patients ‘disproportional’ pain..be aware!

 Pustular inflammation
 Face..upper lip and nose

 Culture negative

 Within 48 hrs, settles over 48 hours

 Swelling (esp periorbital) , erythema, erosion 
lower legs

 Recurrence – further treatment including surgery 
may be needed









Any 

Questions?
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Clinical 
considerations for 

referrals

Dr Andrew Lewandowski
Plastic & Reconstructive Surgeon | RBWH

Dr Srishti Dutta
GPLO



Refer your patient
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Plastic and Reconstructive 

Surgery

Skin Cancer/Skin Lesion
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Smart Referrals

96

Brisbane North PHN Digital Health Support Officers
GPSR@brisbanenorthphn.org.au 

• Integrated with Best Practice and Medical Director 

• Aligned with state-wide referral guidelines to 
prompt essential referral information required for 
triage, decreasing the number of referrals returned 
requesting additional clinical information. 

Why should I use Smart Referrals?

1. Allows you to attach test results, imaging reports and other 
clinical documents (e.g. ECGs, photos) from the patient’s clinical 
record or your PC 

2. Supports you to provide essential referral information 
3. Integrated service directory identifies the speciality closest to 

home 
4. Can be used for Request for Advice (RFA)
5. Shows where the referral is in the system (received, 

accepted, not accepted)
6. Shows appointment date linked to the referral
7. Includes an increasing number of allied health and community 

services 

mailto:GPSR@brisbanenorthphn.org.au
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• Provides *eligible 
Queensland health 
practitioners (HPs) secure 
online access to their 
patients' Queensland Health 
records.

• Read-only online access 
allows HPs to view public 
hospital information 
including appointments, 
clinic letters, inpatient & ED 
discharge summaries, 
radiology & pathology 
reports, and medications. 

* Queensland AHPRA registered GPs, nurses, 
midwives, optometrists, paramedics & pharmacists

Health Provider Portal



Clinical Photography considerations 
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SKIN CANCER REFERRALS 

Dr Andrew Lewandowski

Plastic and Reconstructive Surgeon

Royal Brisbane and Womens Hospital





THE THERAPEUTIC ALLIANCE 

SKIN CANCER 

PATIENT

General 
Practitioner

Tertiary 
Hospital 
Surgeon

Radiation 
Oncologist 

Medical 
Oncologist

Dermatologist 



HOW DO WE IMPROVE ALLIANCE

• Communication via referral / correspondence 

• Urgent vs non-urgent

• Finite resources to manage everything – need to stratify 



URGENT VS NON-
URGENT 

• Iceberg 

• Difficult to differentiate sometimes 

• Patients stoic

• Others not…stoic

• Small lesion may have iceberg extension 

into deeper tissues

• Large fungating tumours may actually be 

pedunculated and not significantly invasive 



ICEBERG VS UMBRELLA  



KEY TERMS / INFORMATION 

• Symptoms suggestive of adverse features 

• Formication (latin formica – “ants” crawling under skin)

• Lymphadenopathy 

• B symptoms – weight loss, fevers

• Rapid growth 

• Biopsy features 

• Clinical size of lesion 

• Proximity to important structures (eyes, nose, lips)

• PNI / LVI

• IEC – adnexal growth vs not (suitability for non-operative)

• Radiology

• CT / USS reporting lymphadenopathy suspicious for metastasis 

Relevant Medical Information 

- Necessary for triaging into correct service 

- Main clinic

- See and Treat Rapid Access Clinics 

- Comorbidities

- Major cardiac / respiratory

- Blood thinners

- T2DM

- Immunosuppression (higher risk) 

- Accessibility

- Mobile

- Wheelchair bound

- Nursing home in a bed requiring Ambulance transport 



WHAT HAPPENS – ROYAL SURGERY

• Melanoma generally standalone surgical clinic 

• Staffed by Jason Miller (general surgery), Brendan Louie & Andrew Lewandowski 

(PRS)

• See patients ideally within 2 weeks

• Melanoma causes significant stress and anxiety given its social stigma 

• Also see Merkel Cell, Dermal Sarcoma (AFX/PDS) urgently 

• Thinner MIS or T1a melanomas where sentinel node not generally indicated go 

out to other consultants – still relatively urgently (2-4 weeks) 



WHAT HAPPENS – ROYAL SURGERY

• Main plastic surgical clinic 

• Average half day clinic ~ 30 patients of varying complexity, generally 5-10 new per 
consultant

• See variety of presentations for NMSC, general reconstruction (some sub-specialty areas)

• Makes up to ~ 30 new patients per week 

• Lesions on limbs / trunk – offered to General Surgery as well – unless significant 
size / complexity

• Utilising SuperClinics – getting every consultant in unit and every registrar in on a 
Saturday – see 150 patients 

• Newly setup NewCase clinics seeing 25/week to get on top of waitlist 



THE WAITLIST IS GROWING

• I’m not here to say we don’t want your patients, we DO want to see them 

• I’m not here to preach 

• I think its important for you all to hear DIRECTLY from the source – we WANT to 
be contacted and annoyed if your patient comes back with increased size, 
worsening features/symptoms 

• If something doesn’t feel right – call us and escalate

• GP are primary point of contact and manage vast majority of skin cancer in 
community 

• When it is in difficult areas, has a significant surface area, has escalated to a point where not 
treatable in community OR multiple involved margins – good reason to send to us 
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Update on 
melanoma and 

immunotherapy

Dr Melissa Eastgate
Operations Director & Senior Medical 
Oncologist, Cancer Care Services | RBWH



Update on Melanoma 
and immunotherapy
A/Prof Melissa Eastgate

Operations Director, CCS

Senior Medical Oncologist



Melanoma –Australian Stats
• Australia and NZ have the highest rates of melanoma in the world

• 4180 new cases in Qld each year

• 1 Australian Dx every 30 minutes

• 2nd most common cancer in men and women

55-60% of cases
age < 40 yrs
Can start as new 
brown/black spot or an 
existing spot that 
demonstrates change
Trunk, slow growing

10-15% of cases
age > 65 yrs
Round, raised firm lump that 
is pink /red / brown / black. 
Can have crusty surface w/ 
tendency to bleed
Head and neck, fast growing

10-15 % of cases
age > 40 yrs
Large coloured spot in 
sun-damaged skin. 
Face, ears, neck, head. 
Can grow slowly and 
superficially 

1-2% of cases
age > 40 yrs
Palms, soles, 
fingernails/toenails. 
Colourless or lightly 
coloured, long streak 
of pigment in nails. 



Metastatic melanoma 
up to 10% have unknown 10

M1a: mets to distant skin, subcutaneous or LN sites

M1b: lung mets

M1c: non-CNS visceral mets

M1d: CNS mets with/without other sites involved

Prognosis:

• mOS of untreated stage IV melanoma: <12 mo, 5yr OS: 10%

• M1a Prognosis: up to 15 mo

• M1c Prognosis: 6-9 mo

• M1d Prognosis: ~ 3 months 

• Poor prognostic features: high tumour burden, elevated LDH, poor PS

1. DeVita et al
2. Davies et al. Prognostic factors for survival in melanoma patients with brain mets. Cancer 2011; 117(8):1678-96
3. Vecchio et al. The treatment of melanoma brain mets before the advent of targeted therapies. Melanoma Res. 2014;24(1):61-7. 



Metastatic 
melanoma 
treatments <19
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Immune checkpoint inhibitors

Anti-PD1 antibodies
• Pembrolizumab
• Nivolumab
• Cemiplimab
• Dostarlimab

Anti-PDL1 antibodies
• Atezolizumab
• Durvalumab
• Avelumab

Rouanne et al, World J Urology,  2018
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Met melanoma, BRAF WT
Checkmate 067 trial (2017, 2019)



Checkmate 067 (2017, 2022) -
Efficacy

Ipi + Nivo Nivo Ipi

mOS (mo) 72.1 36.9 19.9

PFS (mo) 11.5 6.9 2.9

5yr OS 52% 44% 26%

6.5yr MSS NR 58.7 21.9

ORR 58% 45% 19%

CR 23% 19% 6%

PR 36% 26% 13%

SD 12% 9% 22%

PD 24% 38% 50%

mDOR (mo) NR (61.9-NR) NR (45.7 –NR) 19.2 (8.8 – 47.4)



M1d Melanoma –Brain mets
• mOS of melanoma brain mets (MBM): 2.8-4 mo

• 2 trials: ABC (n=76) and CM 204 (n=94)

• ABC-X trial underway: Ipi/Nivo + SRT vs Ipi/Nivo 

ABC trial: https://www.thelancet.com/journals/lanonc/article/PIIS1470-2045(18)30139-6/abstract

A: asymptomatic brain mets, no local Rx: Ipi/Nivo then Nivo
B: asymptomatic brain mets, no local Rx: Nivo
C: brain mets failed local Rx, neuro Sx, leptomeningeal disease: Nivo

CM  204 schema



Increasing 
indications



Stage 3 melanoma



Long-Term Follow-Up for Adjuvant Dabrafenib Plus Trametinib in Stage III BRAF-Mutated Melanoma: Final Results of the COMBI-AD Study

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.



Adjuvant Therapy in Resected Melanoma in 2024<br />RFS at 5 Years of Follow-Up

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.



Survival Endpoints at 5 Years of Follow-Up 

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.



Neoadjuvant therapy



Neoadjuvant therapy



Neoadjuvant Nivolumab Plus Ipilimumab Versus Adjuvant Nivolumab in Macroscopic, Resectable Stage III Melanoma: The Phase 3 NADINA Trial

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.



NADINA - Trial Design

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.



NADINA – Primary Endpoint: Event-Free Survival (EFS)

Content of this presentation is the property of the author, licensed by ASCO. Permission required for reuse.



Immune checkpoint inhibitors
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Selected grade 3-4 toxicities from Checkmate-067 study in 
metastatic melanoma

Ipilimumab/nivolumab Nivolumab Ipilimumab



Gastritis/duodenitis

• Much less common than lower GI toxicity; can occur together

• Incidence unclear, case reports/series; estimated <1%

• Symptoms include:
• Nausea/vomiting (50-100%)

• Abdominal pain (30-75%)

• Dyspepsia (38%)

• Bleeding (18% in one case series)

• Concomitant lower GI symptoms eg. diarrhoea up to 50%

• Management guided by case series - as for lower GI toxicity with steroids and anti-TNF-α agents in 
refractory cases



Endocrinopathies

• Clinically significant endocrinopathies in up to 10% 
patients
• Most commonly hypothyroidism
• Can include: hypoadrenalism, hypopituitarism / hypophysitis, 

diabetes
• Incidence of ICI-associated diabetes <1%

• Irreversible
• Steroids rarely indicated
• Do not preclude further immunotherapy



Fever and systemic inflammatory 
syndromes

• Fever and systemic inflammatory complications of immunotherapy 
can occur including cytokine release syndrome (CRS) and 
haemophagocytic lymphohistiocytosis (HLH)

• Requires usual workup to exclude infectious causes

• Limited data to guide management but can be steroid responsive



Summary

Champiat et al, Ann Oncol, 2016



Metastasectomy 
• For palliation of symptoms

• May be associated with improved long-term survival following complete curative resection

• Generally, best outcomes in pts with indolent disease, fewer metastatic sites and metasatatic disease that 
can be completely resected

• In pts with major response to systemic therapy, complete resection of residual mets may contribute to 
improved DFS and potential for cure

• Lung: 22% 5 yr survival, 16% 10 yr survival cf 0% after incomplete resection, SBRT is an option

• Liver: mOS 24.8mo vs 8mo (highly selected group, n= 58/1078)



Summary
• Metastatic Melanoma outcomes have vastly improved since IO + TT became available

• BRAF WT Melanoma:
• Ipi / Nivo

• Relatlimab / Nivo –available on PBS

• Nivo

• BRAF MT Melanoma
• IO then TT > TT then IO (Dream-Seq, SECOMBIT)

• ? Ipi /Nivo over Relat/Nivo 

• D+T; Enco / Bini; Vemurafinib + Cobimetinib 

• Brain mets

• Metastasectomy

• Questions: 
• Ipi / Nivo vs Rela / Nivo

• Does Ipi / Nivo still have activity following PD on Relat/Nivo (currently not allowed on PBS)



Summary
• Systemic therapies are moving further forward in 

the patient journey 
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Thank you! 


	Slide 1
	Slide 2
	Slide 3: The plan for today…
	Slide 4
	Slide 5: Skin Cancer
	Slide 6
	Slide 7: Why do we care ?
	Slide 8: BCC
	Slide 9: BCC
	Slide 10: Nodulo ulcerative
	Slide 11: Superficial BCC
	Slide 12: Multifocal Superficial
	Slide 13: Morphoeic BCC
	Slide 14: Infiltrating
	Slide 15: Infiltrating
	Slide 16
	Slide 17
	Slide 18
	Slide 19: Micronodular/mixed
	Slide 20: Mixed
	Slide 21
	Slide 22
	Slide 23
	Slide 24: Multifocal etc
	Slide 25: BCC with PNI
	Slide 26: BCC 
	Slide 27:        IEC : 
	Slide 28: IEC
	Slide 29: IEC
	Slide 30: Squamous Cell Carcinoma : SCC
	Slide 31
	Slide 32
	Slide 33
	Slide 34: SCC vs Keratoacanthoma
	Slide 35: SCC
	Slide 36: KA
	Slide 37: SCC with PNI
	Slide 38: Melanoma
	Slide 39
	Slide 40
	Slide 41: Acral Lentiginous Melanoma
	Slide 42: AMM
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47: Histo
	Slide 48: Metastatic breast cancer
	Slide 49: Metastatic Skin Cancer..after Rx 
	Slide 50: Referral
	Slide 51: Key points
	Slide 52: Nonsurgical Management of NMSC
	Slide 53: Nonsurgical Treatments
	Slide 54: Suitable for nonsurgical treatment
	Slide 55: Patient Assessment 
	Slide 56: Solar Keratosis
	Slide 57: Basal Cell Carcinoma
	Slide 58: Superficial BCC 
	Slide 59: Nodular BCC 
	Slide 60: Infiltrative BCC
	Slide 61: Solid and micronodular BCC
	Slide 62: Margin  involvement 
	Slide 63: Squamous Cell Carcinoma
	Slide 64: Well  differentiated SCC
	Slide 65: Moderately differentiated  SCC
	Slide 66: Intraepidermal Carcinoma (Bowen’s, SCC in Situ)
	Slide 67: IEC
	Slide 69: Topical 5FU 80% Effective 
	Slide 70
	Slide 71
	Slide 72
	Slide 73
	Slide 74
	Slide 75: Topical Imiquimod (5% Aldara)
	Slide 76: Photodynamic Therapy   (PDT)  Methylaminolevulinate (MAL) (Metvix 16%)  5-aminolevulinic acid (ALA) (Compounded)
	Slide 77: PDT Light Source
	Slide 78: PDT Technique 
	Slide 79
	Slide 80
	Slide 81
	Slide 82
	Slide 83
	Slide 84
	Slide 85: Practical Consent Issues - Specific
	Slide 86: PDT Complications
	Slide 87
	Slide 88
	Slide 89
	Slide 90: Any Questions?
	Slide 91
	Slide 92: Refer your patient
	Slide 93
	Slide 94
	Slide 95
	Slide 96: Smart Referrals
	Slide 97
	Slide 98
	Slide 99
	Slide 100: Health Provider Portal
	Slide 101: Clinical Photography considerations 
	Slide 102: Skin Cancer referrals 
	Slide 103
	Slide 104: The therapeutic alliance 
	Slide 105: How do we improve alliance
	Slide 106: Urgent vs non-urgent 
	Slide 107: Iceberg vs umbrella  
	Slide 108: Key terms / information 
	Slide 109: What happens – royal surgery
	Slide 110: What happens – royal surgery
	Slide 111: The waitlist is growing
	Slide 112
	Slide 113: Update on Melanoma and immunotherapy
	Slide 114: Melanoma –Australian Stats
	Slide 115: Metastatic melanoma  up to 10% have unknown 10
	Slide 116: Metastatic melanoma treatments 
	Slide 117: Immune checkpoint inhibitors
	Slide 118: Met melanoma, BRAF WT
	Slide 119: Checkmate 067 (2017, 2022) -Efficacy
	Slide 120: M1d Melanoma –Brain mets
	Slide 121: Increasing indications
	Slide 122: Stage 3 melanoma
	Slide 123: Long-Term Follow-Up for Adjuvant Dabrafenib Plus Trametinib in Stage III BRAF-Mutated Melanoma: Final Results of the COMBI-AD Study
	Slide 124: Adjuvant Therapy in Resected Melanoma in 2024<br />RFS at 5 Years of Follow-Up
	Slide 125: Survival Endpoints at 5 Years of Follow-Up 
	Slide 126: Neoadjuvant therapy
	Slide 127: Neoadjuvant therapy
	Slide 128: Neoadjuvant Nivolumab Plus Ipilimumab Versus Adjuvant Nivolumab in Macroscopic, Resectable Stage III Melanoma: The Phase 3 NADINA Trial
	Slide 129: NADINA - Trial Design
	Slide 130: NADINA – Primary Endpoint: Event-Free Survival (EFS)
	Slide 131: Immune checkpoint inhibitors
	Slide 132: Gastritis/duodenitis
	Slide 133: Endocrinopathies
	Slide 134: Fever and systemic inflammatory syndromes
	Slide 135: Summary
	Slide 136: Metastasectomy 
	Slide 137: Summary
	Slide 138: Summary
	Slide 139

