—_— Neoadjuvant immunotherapy for Stage Ill Acral Melanoma
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U Acral melanoma (AM) is a rare subtype of melanoma arising from soles, subungual and palmar surfaces. Figure 1: Patient disposition & Pathological Response Figure 2: Event-free Survival (cont.d)
U Characterised by a low tumour mutational burden, AM is biologically distinct from non-acral cutaneous melanoma and No surgery
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