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* No-TH were established in the absence of supporting scientific evidence.
Acronyms: TH= thresholds; CMM: Cutaneous malignant melanoma; SLNE: sentinel lymph node biopsy

Table 3. Clinical performance indicators by age groups

Conclusion
In very elderly patients, the clinicopathological presentation of CMM differs from that of general population. Compared to malignancies at a younger age, very
elderly patients showed a higher prevalence of the head, hands, or feet as the primary site, a higher TNM stage at presentation, and a lower prevalence of tumor
infiltrating lymphocytes.
Clinical management also differs, with less frequent SLNB biopsies and lymphadenectomy (in SLN-positive cases). In all cases, but particularly in very elderly frail
patients, tele-dermatology could efficiently activate secondary prevention strategies
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