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Towards tailored and patient-centred care for lentigo maligna
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We read with great interest the International Dermoscopy Society consensus guidelines for
the managementof lentigo maligna (LM) by Forsea et al. What standsout is the increasing
consideration of non-invasive orconservative treatment options alongside the gold standard
management of surgical excision. This paradigm shift is justified, considering the excellent
survivalof patients with LM, the low risk of progression (approximately 1% at 10years, 2013-
2023 data from England) and the perceived slow transformation to invasive melanoma.?
Patients with LM live longer than age-, gender-;.region- and deprivation matched people
without LM, likely reflecting behavioural, ‘selection and surveillance effects rather than a
protective effect of LM itself.

Cumulative ultraviolet radiationis the primary environmental risk factor for LM, in keeping
with sharpincreases in incidence seen with agein England. Contraryto the risingincidence
of LM observed in other countries, crude incidence rates in England stabilised between
2013-2019 (average annual percentage change +1.1%, 95% confidence interval: -1.2 to
+3.3).2This may be due to greater awareness of patients and clinicians on the behaviour of
LM, resulting in fewer surgicalexcisions or multidisciplinary meeting discussions, and fewer
recorded registrations.

The paradigm shift that Forsea et al. discuss is not specific to European countries; the
updated version of the United States 2026 National Comprehensive Cancer Network
Clinical Practice Cutaneous Melanoma (NCCN) Guidelines includes observation as
management option for patients with LM or other melanoma in situ and a limited life
expectancy. Over one in three patients 80+ years old, who also may experience additional
barriers in taking part in treatment decisions compared to younger patients, will die from
other comorbidities within 5 years of a diagnosis of LM. A specific patient decision aid is
available for the management of LM in older or frailer adults and designed to help these
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patients navigate uncertainty, foster partnerships with their healthcare provider and
facilitate value-centred care.*

A key area where more data are needed is longitudinal patient outcomes without surgery.
Recently, Zoutendijk et al. compared multiple treatment modalities for patients with LM in
the Netherlands and showed a 13% recurrence rate with imiquimod, compared to 7% with
widelocal excision at 5years.®Arecent underpowered phase 3trial reported a95%response
rate to imiquimod, but clinical and histological clearance is variable and depends on
treatment adherence and patient immunity.® While these results should be interpreted in
context of potential selection and surveillance effects, most LM are found on the head and
neck, where surgery with 5mm (or wider) margins can be technically challenging and have
considerableimpacton quality of life. Reflectance confocalmicroscopy identified that more
than half of patients with LM had subclinicaldisease beyond the 5mm dermoscopic margin.’
Furthermore, the surgical risks are amplified in frail people or those with multiple
comorbidities; the availability and effectiveness of non-invasive treatments raises the
importance of adopting clinical equipoise on the most appropriate management.

In summary, the latest guidelines forthe managementof LM by Forsea et al. shift away from
a ‘surgery-fits-all’ approach. They are evidence-based, pragmatic, and patient-centred.
These recommendations remind all clinicians that we are not managing ‘a case of lentigo
maligna’, but rather, a person:
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CPD Questions

Learning Objective: To become more familiar with the topic discussed in this article.

Question 1

Which of the following managementoptionsforLM is now increasingly being considered, as

outlined by Forsea etal.?

(a) 5% topicalimiquimod or observation.
(b) Cryotherapy.

(c) Grenz rays.

(d) Photodynamic therapy (PDT).

(e)

e) Surgical excision.

Question 2

Which of the following is true regarding LM?
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(a) Incidence is rapidly increasing in England.
(b) It isthe most common cause of death in older patients.

(c) It should be surgically excised upon diagnosis.

(d) More data are needed on long term outcomes without treatment.

(e) Mortality is comparable to that of invasive melanoma.

o707 AN +1 UO 13SN NONSR AQ CRI S /Q/9070eIl/D2/CRNL N1 /10D/31DIUB-90UBADE/D3Y/LU0Y 'dno siwapese//:sdiiu woldl DapeoluMor



A Bimzelx-v
(bimekizumab)

This promotional material has been created and funded by
UCB Pharma Ltd and is intended for healthcare professionals in the UK.

T0 OPTIMISE
PATIENT
UTGOMES

BIMZELX enables timely intervention within the

‘window of opportunity, helping eligible patients with plaque

psoriasis improve their quality-of-life and minimise the
impacts of psoriatic disease through:'-°

A targeted mechanism Ai g for high A consistent safety profile

of action

Dual inhibition of IL-17A/F,
designed to achieve systemic
inflammatory control and modify

psoriatic disease progressiont-3

treatment targets

Skin clearance (PAS| 90/PASI 100)

that is rapid in onset, durable, and

superior to three other biologics
therapies*+6-°

BIMZELX was assessed in >5,800
patients and >11,000 patient-
years across all indications, with
most common AEs being upper
respiratory tract infection and oral
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indicated for PsA with a primary
endpoint of ACR 50 at Week 16
in its pivotal Phase Ill trials for
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Explore the value of BIMZELX across the spectrum of psoriatic disease
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Clicks through to a UCB promotional website.

Abbreviations: AE; adverse events, ACR; American College of Rheumatology, IL; interleukin, PsA; psoriatic arthritis, PASI; psoriasis area and severity index.

Footnotes
*BIMZELX vs ustekinumab, PASI 90 at Week 16: 85.0% (273/321) vs 49.7% (81/163), respectively (p<0.0001; coprimary endpoint).®

BIMZELX vs adalimumab, PASI 90 at Week 16: 86.2% (275/319) vs 47.2% (75/159), respectively (p<0.001; coprimary endpoint).”
BIMZELX vs secukinumab, PASI 100 at Week 16: 61.7% (230/373) vs 48.9% (181/370), respectively (p<0.001; primary endpoint).®

After 5 years of BIMZELX use, in a pooled analysis of three Phase Il trials and their OLE, rates of PASI 90 and PASI 100 were 88.5% and 76.9%, respectively, for those receiving the licensed dose
of BIMZELX (N=52).°

**The pivotal Phase Il trials for BIMZELX in PsA were BE OPTIMAL and BE COMPLETE. Their primary endpoints were ACR 50 at Week 16.1°1
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