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How to reach unity in dermatology  

Speaker:  Pr. Dr. Seemal  R Desai  

The first lecture was presented by the immediate past president of the 

American Academy of Dermatology (AAD) dr Seemal  R. Desai from the 

¦ƴƛǾŜǊǎƛǘȅ ƻŦ ¢ŜȄŀǎ {ƻǳǘƘǿŜǎǘŜǊƴ aŜŘƛŎŀƭ /ŜƴǘŜǊ ƛƴ 5ŀƭƭŀǎ ŜƴǘƛǘƭŜŘ ά²Ƙȅ ǳƴƛǘȅ 

is important in ŘŜǊƳŀǘƻƭƻƎȅΚέ Professor Desai shared with the audience his 

enormous experience of what  his leadership looked like in quite a challenging 

period. He pointed at dermatology  being at the crossroads of medicine, 

science,  and society. Challenges for our specialty are enormous such as rising 

skin cancer incidence, access to care disparities, burnout among physicians 

and misinformation on numerous procedures including cosmetics, pigmentary 

disorders,  or skin lightening. The speaker cited Helen Keller saying,  ά!ƭƻƴŜ ǿŜ 



can do so little, together we can do so much Φέ Absolutely true ! Unity allows us 

to address all the challenges we encounter - TOGETHER. Professor Semal 

underlined that unity does not mean uniformity, not at all . He pointed at 

shared purpose, collaboration across cultures, specialties,  and continents. At 

the same time diversity of skin types and populations, practice settings 

(academic, private,  and public health) together with professional perspectives 

should be respected. The speaker acquainted  the audience  with his thoughts 

about  why unity matters in dermatology. He cited patient -centered outcomes 

because united voice improves patient advocacy and global health impact 

because skin diseases are among top causes of disability worldwide, 

education and research because cross -border co llaboration accelerates 

discovery and finally professional strength because united specialty is 

stronger in the face of political, economic and societal pressures. Professor 

Desai cited a few more leaders including Martin Luther Kin g Jr and Nelson 

Mandela. The speaker also focused on the advice to embrace every 

opportunity and be present, build relationships and develop own reputation 

by authenticity and ethics at work, commitment, reliability,  and outcomes. The 

talk was very humanistic  and brought to the audience a lot of food for 

thought.  

 

 

CAR T -cell therapy in autoimmune diseases  

Speaker: Dr. Marc Scherlinger   

The second lecture was delivered by dr Marc Scherlinger from Rheumatology 

5ŜǇŀǊǘƳŜƴǘ ƛƴ {ǘǊŀǎōƻǳǊƎ ƛƴ CǊŀƴŎŜ ŜƴǘƛǘƭŜŘ ά/!w-T cell therapies in 

autoimmune diseases Φέ The speaker pointed out  the true need for new 

treatments in autoimmune diseases  giving examples of SLE where remission, 

regarded as the phase off treatments is achieved in about 25% of patients 

whereas in myositis in about 20% to 40% of the patients. Dr Scherlinger 

reminded the audience that B cells are a therapeutic target in autoim munity. 

He demonstrated that Rituximab (chimeric anti -CD20 antibody) has some 

therapeutic limits in selected autoimmune diseases due to incomplete tissular 

B cell depletion and terminally differentiated  B cells sparing effect. The 

speaker presented his tho ughts on how B cell depletion can be improved and 

pointed at 1. improvement of existing monoclonal antibodies (mAbs) directed 

against CD -20 (anti CD -20) namely rituximab and obinutuzumab, 2. targeting 

CD-19 (inebilizumab) and  3. novel immunotherapies such as CAR T cell ς anti 

CD-19. He pointed at the idea of joint targeting methods  such as CD19/BCMA, 

however also stressed that careful identification of the patient who may 



benefit from BCMA targeting ( i.e., plasma cell autoimmunity) should be 

performed. Pathogenic B cells in autoimmunity are different in different 

autoimmune diseases such as ANCA -vasc, lupus, Sj ögren syndrome etc. There 

are also safety issues as regards CAR -T cells therapy in systemic autoimmune 

diseases,  namely in acute phase of the disease,  the therapy is well tolerated 

but risk of secondary lymphoma does exist - it is low but  still present. There 

are also questions concerning teratogenicity. Dr Scherlinger  described in 

detail how the technology of CAR could be easier (in detail Lancet Rheumatol 

2025 Jun; 7;(6)). In general CAR therapies target antigen -specific B cells. The 

speaker presented example from literature of different CAR therapies such as 

an IPSC -derived CD19/BCMA CAR -NK therapy in a patient with systemic 

sclerosis. He also pointed out  easier and cheaper alternatives to CAR 

therapies such as T -cell engagers (TCE) namely CD3xCD19 T cell engagers. 

Already bispecific T cell engager therapy for refract ory rheumatoid arthritis 

(blinatumomab) was introduced. So, in conclusion,  novel intensive 

immunotherapies represent an opportunity for autoimmune patients to allow 

them to function in society . 

 

 

From tolerance to therapy: Harnessing inducible 

regulatory T -cells for precision control of 

autoimmune disease  

Speaker: MD, PhD Masayuki Amagai  

 

The final lecture in the session was delivered by Professor  Masayuki Amagai 

ŦǊƻƳ YŜƛƻ ¦ƴƛǾŜǊǎƛǘȅ {ŎƘƻƻƭ ƻŦ aŜŘƛŎƛƴŜ ƛƴ WŀǇŀƴ ŜƴǘƛǘƭŜŘ άCǊƻƳ ǘƻƭŜǊŀƴŎŜ ǘƻ 

therapy: Harnessing iTregs for precision control of autoimmune disease Φέ  The 

speaker presented the pathway of his and his group achievements as regards 

pemphigus vulgaris discoveries. Breaking through article was published in Cell 

in 1991 when pemphigus vulgaris was described as anti -Dsg3 IgG mediated 

life -threatening autoimm une disease. Dsg3 -specific CD4 effector T cells were 

discovered to be commander in chief responsible for pemphigus antibody 

production. Then development of pemphigus vulgaris mouse model using 

autoantigen knockout mouse followed which was a break -through  in 

pemphigus vulgaris research (Amagai et al J Clin Invest 2000). The speaker 

presented the  way how tolerance to Dsg3 is developed. Of importance, 

isolation of Dsg3 -specific T cells that help B cells produce pathogenic IgG and 



induce Pemphigus vulgaris phenotype was demonstrated (J Immunol 2008). 

The speaker acquainted the audience with the vast knowledge on how central 

and peripheral tolerance is developed. The full process of chimeric status 

generation in Dsg3 expression in th ymus and skin was published by his Lab 

Group in PNAS in 2021. Of note, Dsg3 -specific T cells are eliminated in the 

periphery, Tregs play an essential role in the deletional peripheral tolerance. 

Then, the presenter focused on the broad issue ς from toleran ce to therapy 

i.e., whether we can convert pathogenic anti -Dsg3 CD4+ Teff cells to anti -

Dsg3 Treg cells in pemphigus vulgaris patients aiming at iTreg therapy for 

pemphigus. It is a new therapeutic approach. Thanks to the work of Mikami et 

al published in Proc Natl Acad Sci in 2020 on the new method to improve 

iTreg instability the way for exciting discoveries was paved. Dsg3 -specific s -

iTreg demonstrated antigen -specific immunosuppr ession in vitro  and 

maintained higher gene expression of important immunoregulatory molecules 

than WT S/F -iTreg. A set of careful experiments revealed that Dsg3 -specific 

s-iTreg suppressed B cells in an antigen -specific manner and clinical severity 

was significantly supp ressed by Dsg3 -specific S/F -iTreg in pemphigus mouse 

model. So, S/F -iTreg suppressed autologous CD4+ T cells proliferation. Recent 

results of these breathtaking results  are already accepted for publication in 

Sci Transl Med (Mukai et al) .  

 

 

CUTANEOUS MANIFESTATIONS OF 

COMMON VARIABLE IMMUNODEFICIENCY 

(CVID)  
Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

From posters by:  

π Sandrine Menard et al . Skin Manifestations of Adult -Onset 
Immunodeficiencies  (P0533)  

π Marc Hernandez Santacana et al . Severe Psoriasis in Common Variable 
Immunodeficiency patients: Guselkumab as a safe and effective 
option  (P2074)  

π Ilse Moreno -Arquieta et al . Skin disorders in Common Variable 
Immunodeficiency  (P3272)  
 

 



Common variable immunodeficiency (CVID) is a primary immunodeficiency 

disorder characterized by low levels of serum immunoglobulins and 

impaired antibody responses due to a defect with B lymphocytes, leading to 

increased susceptibility to infections. It typically presents in childhood or early 

adulthood with recurrent respiratory and gastrointestinal infections, and some 

patients may also develop autoimmune diseases.  CVID also leads  to an 

increased risk of lymphoma (P0533; P3272).  

A Mexican single center study reviewed the cutaneous manifestations in 40 

patients (P3272). Skin diseases were present in 35% of the cases. Infections 

were the most common dermatologic manifestations (7.5%) with various 

infections like oral candidiasis , herpes , molluscum contagiosum  and 

repeated pyogenic infections , inflammatory skin disorders (atopic eczema, 

dyshidrosis, seborrheic dermatitis, rosacea) and autoimmune disease (vitiligo, 

lupus).  

Although unspecific as such, it is important to remind that cutaneous 

manifestations are associated with immunodeficiencies of childhood and 

adult onset. Of note, TNF alpha inhibitors should be avoided due to the 

increased risk of infection. The possible a ssociation of CVID to inflammatory 

bowel disease limits the use of IL17 -inhibitors in this situation. IL -23 inhibitors 

could have a place in case of necessity, as illustrated in the case of 38 yo with 

psoriasis and CVID that benefited from Guselkumab  thera py without 

increased infection (P2074).  

 

FOCUS ON HAIR DISORDERS: DIAGNOSIS  
Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

Chairs: Prof. Dr. Alexander Katoulis (Greece), Prof. Dr. Ozlem Dicle ( Türkiye )  

Speaker: Dr. Maryanne M. Senna (United States)  

 

Pseudopelade de Brocq: still debating 140 years later 

whether it is an autonomous entity or the end stage of 

cicatricial alopecia?  

Speaker: Dr. Maryanne M. Senna (United States)  

.ǊƻŎǉΩǎ ǇǎŜǳŘƻǇŜƭŀŘŜ ό.ttύ is a chronic, slowly progressive scarring 

alopecia of unknown exact pathophysiology . It was first described by the 



French dermatologist Paul Brocq in 1884. The nature of this disease remains 

controversial : some accept that it is a truly primary disorder, while others 

consider it secondary to lichen planopilaris or cutaneous lupus, or as the end -

stage of severe scarring alopecias. In that case, it would represent only a 

άǇǎŜǳŘƻǇŜƭŀŘƛŎέ ǎǘŀǘŜ ǿƛǘƘƻǳǘ ƛŘŜƴǘƛŦƛŜŘ ŜǘƛƻƭƻƎȅ. For some, the 

term  pseudopelade  should be replaced by the broader term  patchy scarring 

alopecia of unknown origin . 

It appears to be genuinely rare  in specialized trichology consultations. It 

mainly affects women between 30 and 50 years of age, although some 

pediatric cases have been reported.  

It is characterized by multiple small alopecic patches, rounded or oval, non -

inflammatory, white or flesh -colored, asymptomatic or mildly pruritic, and 

rarely scaly. The vertex and parietal regions of the scalp are most often 

affected. The lesions usually present as small bald patches, generally 5 ς10 mm 

in diameter, grouped in the same area, producing the appearance of 

άŦƻƻǘǇǊƛƴǘǎ ƛƴ ǘƘŜ ǎƴƻǿΦέ ¢ƘŜ ƭŜǎƛƻƴǎ Ƴŀȅ ƛƴŎǊŜŀǎŜ ƛƴ ƴǳƳōŜǊ ƻǊ ƳŜǊƎŜ ƛƴǘƻ 

larger patches by coalescence. They are atrophic, smooth, and wit hout visible 

follicles. Dermoscopic examination confirms the absence of hair follicles at the 

center of the patches and the absence of a pink hyperkeratotic halo, which is 

characteristic of lichen planopilaris.  

The disease course is insidious  and slowly progressive over several years, 

with development and coalescence of plaques. Patients often discover their 

alopecia incidentally. The process seems to stop spontaneously after a few 

years . Sometimes a scarring alopecia initially classified as BPP may later reveal 

itself as another scarring alopecia during a subsequent episode τmost often 

lichen planopilaris, more rarely chronic cutaneous lupus erythematosus.  

Differential diagnoses at onset include alopecia areata but also lichen 

planopilaris and discoid lupus erythematosus. Nevertheless, there are no 

pathognomonic features of BPP, and it remains a diagnosis of exclusion.  

The evolution of BPP is chronic , and follow -up is difficult since the condition 

remains asymptomatic, non -inflammatory, and slowly progressive. 

Photographic monitoring appears necessary. Medical management mirrors 

that of lichen planopilaris: topical corticosteroids, intralesional corti costeroid 

injections, hydroxychloroquine, methotrexate, etc. The course of BBP is more 

unpredictable than that of LPP, making it difficult to determine the optimal 

dose, treatment duration, and risk of recurrence. Autologous hair 

transplantation and surgery may be considered after several years of stable 

disease.  

 



 

BODY ART AND DERMATOLOGY   
Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

Chair: Dr. Nicolas Kluger (Finland)  

Speaker: Dr. Christa de Cuyper (Belgium)  

 

Piercing  complications  

Speaker: Dr. Christa de Cuyper (Belgium)  

Piercing  consists of the permanent placement of an object that is externally 

and partially visible, after breaching the skin barrier with a needle.  

Like tattooing, this practice is widespread throughout the world. Motivations 

are varied: social markers (cultural identification, belonging to a social class or 

ethnic group), rites of passage, sexual orientation, or simply aesthetic 

purposes, seduction, ǊŜŎƭŀƛƳƛƴƎ ƻƴŜΩǎ ōƻŘȅΣ ŜǘŎΦ 

Piercing can be performed in many locations: earlobes, but also the lips, 

nostrils, auricular helix, eyebrows, navel, nipples, nasal bridge, and genital 

organs. In practice, virtually any part of the skin can be pierced.  

Various materials can be used to make jewelry : surgical steels, niobium, 

titanium. Nickel, a highly allergenic metal, is sometimes found in certain alloys. 

Since 2001, jewelry containing alloys with more than 0.05% nickel has been 

banned in Europe. Other non -metallic materials are also available: Tefl on, 

Tygon, PMMA.  

A very wide range of models is available: rings, straight bars, curved bars, 

spirals; closed with screws or clips; with or without ornaments (ball, spike, 

others...).  

tƛŜǊŎƛƴƎǎ ŀǊŜ ǳǎǳŀƭƭȅ ǇŜǊŦƻǊƳŜŘ ƛƴ ŀ άǇǊƻŦŜǎǎƛƻƴŀƭέ ǇŀǊƭƻǊΦ ¢ƘŜ ǇƛŜǊŎŜǊ ŀŎǉǳƛǊŜǎ 

technical know -how and experience that make them a true piercing 

professional. However, their anatomical and chemical knowledge, as well as 

their understanding of hygiene and aseptic rules, is self -taught . 

Healing from a piercing can take several months.  

 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Two types of complications can be distinguished after piercing: those that 

occur regardless of the site, and those specific to a given anatomical location.  

 

 

 

 

 

 

 

 

 

 

 

 

Delay of heal ing according to piercing`s location  

Ear: 6 ς 8 weeks  

Eyebrow: 6 ς 8 weeks  

Lip:  6 ς 8 weeks  

Tongue:  3 ς 6 weeks  

Navel:  > 9 mo  

Nipples:  2 ς 4 mo  

 

Genital piercings  

Penis : 3 ς 9 mo  

Scrotum  : 2 ς 3 mo  

Meatus/ urethra:  2 ς 4 weeks  

Clitoris:  2 ς 6 weeks  

Small labia: 2 ς 6 weeks  

Large labia : 2 ς 4 mo  

Piercings complications regardless of the location  

!ƭƭŜǊƎȅ όƴƛŎƪŜƭΣ ŘŜǎƛƴŦŜŎǘŀƴǘΧύ 

Bleeding  

Hematoma  

Tissu tearing  

Keloids  

Bacterial infections  

- Cutaneous infections:  S. aureus , Streptococcus A, P. aeruginosa  

- Tétanos  

- Ostéomyelitis, septic arthritis, endocarditis  

Viral infection  

- Hepatitis B  

- Hepatitis C  

- HIV  

 



Potential complications depending on the anatomical site (non -exhaustive 

list)  

 

Ear Perichondritis, abscess, traumatic tears , embedding of jewelry  

Mouth  Problems with chewing and swallowing, perforation, tissue tearing, 

inhalation or swallowing of jewellery , galvanism, nerve damage, 

radiological interference, halitosis, gingival recession, speech alteration 

όƭƛǎǇύΣ ŘŜƴǘŀƭ ŘŀƳŀƎŜΣ [ǳŘǿƛƎΩǎ ŀƴƎƛƴŀ 

Navel  Irritation, rejection  

Nipples  Disruption of breastfeeding, risk in case of breast implants (?)  

Nose  Inhalation or swallowing of jewelry, perichondritis, necrosis of the nasal 

septum, septal hematoma  

Genital (female)  Misplacement through the clitoris; altered effectiveness of mechanical 

contraception (condom, diaphragm)  

Genital (males)  Friction -induced irritation, paraphimosis, penile engorgement, 

priapism, recurrent condylomas, urethral rupture, urethral stricture, 

interruption of urinary flow, loss of jewellery  during intercourse  

 

DO YOU KNOW THE SYNDROME OF 

GARDNER -DIAMOND?  
From the posters by:  

π  Mikel Meruelo Ruona, et al. When the mind bruises the skin: a case of 

Gardner -Diamond syndrome  (P2252)  

π Ahmet Tugrul Su, et al. Psychogenic Purpura  (Gardner Diamond 

Syndrome): a case with immediate positive reaction to intradermal 

auto erythrocyte  sensitization test  (P2276)  

 

Gardner -Diamond syndrome (GDS)  τ also called  auto erythrocyte  

sensitization syndrome  or  psychogenic purpura  τ is a psychodermatological 

entity that remains debated . It is characterized by the appearance of painful, 

infiltrated, edematous lesions that progress into bruises within 24 hours , 

without associated biological abnormalities. It primarily affects adolescent 

girls and young women , usually after psychological stress. There is no 

systemic involvement. Immunological and coagulation tests are normal. Ther e 

is no tendency toward capillary fragility (for example, during a cuff test with 

a blood pressure monitor (P2252)).  



Skin biopsy shows dermal edema, a perivascular mononuclear infiltrate, and 

extravasation of red blood cells without vasculitis or thrombosis.  

One of the defining features of GDS is its psycho -emotional dimension, which 

some consider an important criterion of the syndrome. However, the links 

between stress, its influence on physiological processes, and immunological 

changes leading to anti -erythr ocyte reactivity have not yet been established.  

LƴǘǊŀŎǳǘŀƴŜƻǳǎ ƛƴƧŜŎǘƛƻƴ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǿŀǎƘŜŘ ŀǳǘƻƭƻƎƻǳǎ ŜǊȅǘƘǊƻŎȅǘŜǎ 

triggers the development of typical lesions the following day.  

Management is primarily psychological or psychiatric, particularly in cases of 

underlying psychological disorders (depression, anxiety, etc.) (P2276). GDS 

remains an exclusion  diagnosis  

 

Figure 1. Gardner -Diamond syndrome. Ilustration generated by ChatGPT  

 

FOCUS ON STIs  ς Epidemiological trends  

Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

Chairs: Prof. Nicolas Dupin (France), Prof. Dr. George Sorin Tiplica (Romania)  

Speaker: Dr. Sébastien Fouéré (France)  

 

Sebastien Fouéré, head of department  of the STIs clinic in hospital Saint -Louis 

in Paris, presented the current trends:  

π Chancroid by Haemophilus  Ducrey i (Hd) are decreasing in the world as 

a cause of genital ulcers (GU). It represented after 2000 up to 15% of 

GU in some African countries. In parallel, Hd has been found to be a 

cause of leg ulcers in children. In 2021, WHO decided that to no longer 

recommend system atic treatment of chancroid in its GU syndromic 



treatment recommendations. In 2025 a new study from Malawi showed 

a high prevalence of Hd (23%) among patients with GU illustrating how 

ŜǇƛŘŜƳƛƻƭƻƎȅ ƻŦ {¢Lǎ ŘƻŜǎ ŎƘŀƴƎŜ Ŧŀǎǘ ǿƛǘƘ άŘƛǎŀǇǇŜŀǊŀƴŎŜέ ŀƴŘ 

άǊŜŎǳǊǊŜƴŎŜέ ƻŦ {¢LǎΦ 

 

π Congenital syphilis has not decreased as it was targeted by WHO. In 

2022, 700 000 cases have been reported. Sebastien Fouéré insisted on 

ǘƘŜ ǎƛǘǳŀǘƛƻƴ ƛƴ ǘƘŜ ¦{ ǿƘƛŎƘ ŀǇǇŜŀǊǎ ǘƻ ōŜ ǘƘŜ ƻƴƭȅ άǿŜǎǘŜǊƴ ŎƻǳƴǘǊȅέ 

experiencing an increase in the number of cases of congenital syphil is 

that started around the 2010s and an increase of 220% in 2021 

compared to 2017 - and 10-fold increase from 2012 to 2022. Explanations 

for such rise in the US include: no prenatal care; inadequate pregnancy 

syphilis testing during preg nancy or inadequate treatment of the 

mother; Afro -American  mothers and substance abuse (cocaine), 

illustrating for both last  two close association with lower income status.  

  

π Monkey pox clade 2b epidemic during 2022. This is the largest ever 

Mpox epidemic that spread at high speed due to increased mobility. 

Swift resolution has been possible due to the MSM community sexual 

self -confinement and widespread vaccination.  A total of 80 000 cases 

worldwide, 41 deaths and a disease affecting in more than 90% of the 

cases males. But as COVID -19, it has become endemic with a circulation 

of the clade 2b among  the MSM population.  Hypothesis for 

endemisation: unvaccinated  MSM individuals; quick decline of vaccine -

induced antibodies after 3 months and asymptomatic carriage (6% in 

the rectum of MSM individuals)  

 

 

 

 

 

 

 

 

Figure 2. Factors that are currently affecting the worldwide trends of STIs 
(modified from Fouéré)  
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SOCIAL MEDIA IN MY DAILY PRACTICE  
Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

Chairs: Prof. Dr. Alexander Zink (Germany), Dr. Karlijn Clarysse (Belgium)  

Speaker: Dr. Alia Ahmed (United Kingdom)  

 

The ŘƻƴǘΩs in social media  

Speaker: Dr. Alia Ahmed (United Kingdom)  

British psychodermatologist Alia Ahmed (@the_psychodermatologist) 

discussed brilliantly  the various gray areas associated with use of social media 

(SoMe) by dermatologists in a daily practice. They include avoiding common 

pitfalls  to protect their professional image and patient relationships, 

respecting ethical boundaries  in order to preserve trust and credibility in 

dermatology practice,  and ƳŀƛƴǘŀƛƴƛƴƎ ƻǿƴΩǎ ǿŜƭƭōŜƛƴg by balancing SoMe 

engagement (Figure).  

 

Figure 3. Dos  ŀƴŘ 5ƻƴΩǘǎ ƛƴ social media  (modified from Ahmed)  

 

 

 



CONTROVERSIES  ς Will ChatGPT improve 

patient management? NO  
Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

Chairs: Prof. Michel Gilliet (Switzerland), Prof. Dr. Alexander Zink (Germany)  

Speaker: Dr. Josep Malvehy (Spain)  

 

ChatGPT (or others large  language models, LLMs) is not a medical device; it 

lacks a declared purpose; it is not designed or marketed for clinical use and 

does not meet the legal criteria under MDR or similar framework. Limitation 

of current LLM includes  inconsistent patient diagnosis; underperformance 

compared to physicians; difficulty  following guidelines; poor integration  into 

clinical workflows and unsuitable for autonomous medical decisions ( Figure 

4). The 9¦ !ǊǝŬŎƛŀƭ LƴǘŜƭƭƛƎŜƴŎŜ !Ŏǘ όwŜƎǳƭŀǝƻƴ ό9¦ύ нлнпκмсуфύ ƛǎ ǘƘŜ ǿƻǊƭŘΩǎ ŦƛǊǎǘ 

comprehensive AI law. It uses a  ǊƛǎƪπōŀǎŜŘ ŀǇǇǊƻŀŎƘ: AI practices 

deemed  ǳƴŀŎŎŜǇǘŀōƭŜ (e.g., social scoring, manipulative systems, mass 

biometric surveillance) are banned;  ƘƛƎƘπǊƛǎƪ ǎȅǎǘŜƳǎ (in our case, healthcare) 

face strict requirements for safety, transparency, oversight, and data quality. It 

also sets obligations for general -ǇǳǊǇƻǎŜ ŀƴŘ άŦƻǳƴŘŀǘƛƻƴέ ƳƻŘŜƭǎΣ ǿƛǘƘ ŜȄǘǊŀ 

safeguards for those posing systemic risks.  

 

Figure 4 . Limitation of current LLM  



Patients should also be aware that a physician may be using AI tools for 

clinical reasoning,  and the physician should provide the answer of AI to the 

patient as well (in the same way a patient would ask for all his CT scans 

results).   

Lastly, the AI may be responsible for diminished skills of physicians and.  

medical students or residents. We have evidence that LLM can negatively 

ƛƳǇŀŎǘ ƳŜŘƛŎŀƭ ŘƻŎǘƻǊǎΩ ǎƪƛƭƭǎ ōȅ ǇǊƻƳƻǘƛƴƎ ƻǾŜǊǊŜƭƛŀƴŎŜΣ ǇǊƻǇŀƎŀǘƛƴƎ 

misinformation, diluting critical thinking, and introducing bias. The risk is also 

important for medical students,  leading to skills atrophy,  motivational decline, 

pedagogical erosion, ethical risks, social fragmentation,  and creativity 

suppression. Proper recommendations should be given to medical students 

and residents in training to know how to properly use AI LLMs ( ). 

 

Figure 5.Proper recommendations that should be given to medical 
students and residents in training to know how to properly use AI LLMs  

 

Overall current AI tolls lack diagnostic reliability and have biases affecting skin 

representation. There are privacy concerns and legal exposure make 

unregulated AI use in clinical dermatology risky and potentially harmful. Lastly, 

AI use for educational tasks should be performed under human oversight.  

 



GEARING UP YOUR TALENTS IN: 

PHOTOGRAPHY  
Report written by Dr Oriol Yelamos (dermatologist, Spain)  

Chairs: Dr. Paola Pasquali (Spain), Dr. May ur Davda (India)  

Speakers: Dr. Oriol Yelamos (Spain), Dr. Paola Pasquali (Spain), Dr. Mayur 

Davda (India), MD PhD Konstantinos Liopyris (Greece).  

 

Tips for using images in presentations and 

publications  

Speaker: Dr. Oriol Yélamos  (Spain)  

This was a very practical session in order to maximi se the information we can 

obtain when we are taking medical pictures. It is important to highlight that if 

we want to have an image accepted in a journal, it needs to be of quality, 

therefore we need to maximi se the relevant clinical information and minimi se 

the distractors. To summari se, when we take a picture,  we should:  

Å Horizontal framing: our eyes are horizontal, so the picture needs to be 

horizontal  

Å Right angle: no oblique pictures (except for exophytic lesions)  

Å Always flash on (except old phones, dermoscopy or hair): it allows 

homogenous illumination and consistency over time  

Å Remove the operation room light when taking a picture: otherwise, the 

picture is burnt  

Å Take one step back when taking a picture and zoom in: it prevents 

object distortion and allows better illumination  

Å Take care of details: clean blood and creams, use adequate 

backgrounds, remove jewellery, no logos  

Å Be careful with patient recognition  

Å Do not cover eyes in presentations or publications: if the patient can 

be identified, you need a written informed consent regardless of 

covering the eyes or not.  

Å Informed consent if patient identifiable or journal requirement  

Å Always check the journal requirements before sending images  



 

Special areas, special uses  

Speaker: Dr. Pasquali  (Spain)  

When we take pictures of the hair sometimes the image gets burnt. Tips to 

improve it is to reduce exposure and sometimes even not using the flashlight. 

However, for clinical images of the hair the best would be having a dedicated 

speciali sed device since hair photography is very hard.  

Another location that is tricky are the fingers. If we want to take a picture of 

all 5 fingers , itΩs best to use a black background to minimize shadows. Also, 

telling the patient to hold a black cloth can help.  

Feet are also difficult. If we are taking pictures of the dorsum, you can use a 

cloth to use as a background, or make the patient lay down, bend the legs and 

have the soles lay flat on the bed. Conversely, for the soles either we use a 

cloth, or we tell th e patient to lay on their belly and place the dorsum of the 

feet on the bed, so we can easily see the soles.  

 

Oral cavity images  

Speaker: Dr. Davda  (India)  

The oral cavity has some particularities which make it difficult to photograph  

ƛǘΩǎ ǎƳŀƭƭΣ ŎƭƻǎŜŘΣ Ƙŀǎ ǎŀƭƛǾŀ ǿƘƛŎƘ ƳŀƪŜǎ ƭƛƎƘǘ ǊŜŦƭŜŎǘΧ 

To circumvent these issues , we can use different tools: spacers, mirrors, 

ŎƻƴǘǊŀǎǘŜǊǎΧ  

Also, we need to always use a flashlight  to obtain uniform illumination, as well 

ŀǎ ǘƻ ōŜ ŀ ōƛǘ ŀǿŀȅ ŦǊƻƳ ǘƘŜ ƛƴǘŜǊŜǎǘ ŀǊŜŀ ǎƻ ǘƘŜǊŜΩǎ ƴƻ ŘƛǎǘƻǊǘƛƻƴ ƻŦ 

proportions.  

 

Total body photography (TBP) and dermoscopy 

images  

Speaker: Dr. Lyopiris  (Greece)  

TBP is very useful to monitor patients with numerous nevi. However, if we 

happen to have the device, why not using it in every patient? Especially if we 



have standardi sed systems that take pictures with the same parameters. This 

will allow for a more consistent comparison over time.  

Regarding dermoscopic images, to maximi se the image, the best tip is to use 

alcohol when tak ing  pictures. This will improve the image quality, will 

standardize focal distance, and will allow us to take polari sed and non -

polari sed images. It is also recommended to take, prior to dermoscopic 

images, a general clinical image and a clinical close -up.  
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WDS PARADE OF ROSES  
Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

Chairs: Dr. Cheryl Rosen (Canada)  

Speaker: Dr. Cheryl Rosen (Canada)  

 

Plaquenil cutaneous toxicity  

Hydroxychloroquine is a widely used in dermatology to use various 

autoimmune and inflammatory diseases like lupus.   

 

The main cutaneous side -effect of HCQ is a non -specific drug rash  that 

occurs within 4 weeks of starting the drug. It resolves within weeks of 

stopping the drug .  

 

Hyperpigmentation  is one of the most characteristic cutaneous side effects . 

It requires a high cumulative dose (> 100 g). Its pathogenesis is secondary  

to bruising or trauma . The association of hyperpigmentation with 

concomitant anticoagulation/anti platelet has not been proven with certainty. 

Hyperpigmentation affects women , taking HCQ for systemic lupus in more 

than 70% of the cases; The mean time of onset of pigmentation is > 2 years  

and mean cumulative dose > 200 g. The skin may display a blue -gray, bro wn, 

brown -black or gray discoloration. The hyperpigmentation can develop at any 

part of the body, but it develops affects  by order the face (<25%9, the legs 

(20% ), and the hands (<15%). The hard palate is the most often affected in the 



mouth. Histology  is usually non -specific  overlapping with others disorders 

that cause pigment incontinence. The presence of hyperpigmentation is not 

predictive of retinopathy.  

 

The various cutaneous side effects associated with HCQ is summarized in the 

table.  

Common side effects associated with hydroxychloroquine.  
Drug rash  
Hyperpigmentation  
Pruritus  
Stevens Johnson syndrome  
Acute generalized exanthematous pustulosis  
Psoriasis  
Rare  
Photosensitivity  
Urticaria  
DRESS  
Erythroderma  
Erythema multiformie  
Sweet syndrome  
Erytheme annulare centrifugum  
Hair  
Hair loss  
Hyperpigmentation  
Bleaching  
Nails  
Melanonychia  
Mucosa  
Stomatitis  
Hyperpigmentation  

 

 

  



IMPORTED AND EMERGING VIRAL 

INFECTIONS  
Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

Chairs: Prof. Vincent Piguet (Canada), Dr. Diana Rojas Alvarez (Switzerland)  

Speaker: Prof. Vincent Piguet (Canada), Dr. Diana Rojas Alvarez (Switzerland)  

 

Zika and West Nile  

Speaker: Prof. Vincent Piguet (Canada)  

West Nile virus  (WNV) is an RNA virus from the Flaviviridae family, discovered 

in 1937 in the West Nile district of Uganda, is transmitted to humans through 

the bite of a mosquito (Culex), itself infected when feeding on birds. The 

mosquito can also bite horses and other  mammals.  

There is an increase in cases in Europe especially south and southeast  of 

Europe, but it is also the  leading cause of mosquito borne disease in the US.  

In 80% of cases, the infection remains asymptomatic. Otherwise, WNV can be 

associated with isolated fever, neurological symptoms (encephalitis, 

meningitis, poliomyelitis, retinitis). Other inner organs may be more rarely 

involved. Cases of coma and deaths have been obser ved. A maculopapular 

eruption occurs 5 to 12 days after infection spreading across the torso, face, 

and limbs. The rash is painful or itchy in one  patient out of 3. Other 

presentations include  vesicles, petechiae in children, psoriasiform papules. 

The mana gement is symptomatic. There is currently no vaccine available 

against WMV.  

 

Zika virus  (ZIKV) is RNA virus from the Flaviviridae  family, discovered in 1947 

in Uganda and in 1952 in Tanzania, transmitted to humans through the bite of 

a mosquito (Aedes), itself infected when feeding on non -human primates or 

from infected humans. Transmission occurs also from blood, perinatal, sexual 

and laboratory exposure. ZIKV infections peaked in 2016, and cases have again 

declined after. About 80% of the infected patients are asymptomatic. Most 

common manifestations include an itchy exanthema of the face, neck, trunk 

and palms, associated with fev er and conjunctival hyperemia. Purpura  is noted 

in 5 -10% of the cases. Less common manifestations include bleeding in the 

mouth or on the gingival facial flushing, edema of the limbs, dysesthesia, 

palmo -plantar desquamation . Guillain -Barré syndrome  is rare but possible. 



Most of all, ZIKV can be dramatic in a case of pregnancy for the fetus while 

the symptoms are mild for the mother, and if infection occurs early in 

pregnancy with brain damage, microcephaly , and congenital Zika syndrome 

(eye and ear impairments, limbs defects). Management is symptomatic. No 

vaccine is currently available.  

 

Chikungunya  virus  (CHKV) is RNA virus from the Togaviridae  family, initially 

located in Africa and Asia but that spread to South America. It is transmitted 

to humans through the bite of a mosquito (Aedes). Symptoms include fever, 

myalgias, polyarthralgia/polyarthritis. A morbilliform rash appears 3 to 5 days 

afte r the fever and lasts 3 to 4 days. The rash can be asymptomatic in 80% of 

the patients or mildly pruritic. As opposite to Dengue, there are no 

hemorrhagic manifestations. A melasma like pigmentation  of the nose 

(άōǊƻǿƴƛŜ ƴƻǎŜέ ƻǊ /Ƙƛƪ ǎƛƎƴύ ƛƴ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ŘŀǊƪŜǊ ǎƪƛƴ ƛǎ ŜǾƻŎŀǘƛǾŜ ƻŦ ǘƘŜ 

CHKV infection. Variants include freckle -like Centro facial  pigmentation, 

diffuse pigmentation of the face, pinna and extremities, flagellate 

pigmentation and pigmentation of existing acne lesions have been described 

in skin of color patients.  Vesiculo bullous lesions, Stevens -Johnson like 

symptoms and punched ou t deep seated ulcers in the folds, peno -scrotal and 

perianal areas have also been reported. have been rep orted with CHKV .  

 

Dengue  is the most aggressive among arboviruses. Hemorrhagic 

manifestations are very common and early during onset of the disease 

affecting the skin, the eyes, and the mouth. The rash presents as an extensive 

redness with islands of sparing with whitish round dots.  

 

Oropouche fever  

Speaker: Dr. Diana Rojas Alvarez (Switzerland)  

Oropouche  virus  (OROV) is an RNA virus from the Peribunyaviridae  family 

and endemic in South America . It has been first detected in Vega de 

Oropouche, Trinidad and Tobago in 1955. As opposite to the other 

arborviruses like Chikungunya (CHKV) or Zika virus (ZIVK), OROV is 

originating from Central/South America, and it is found around  the Amazon 

in Brazil. However, it progresses up to north . It has been reported from Brazil 

and Bolivia to Cuba and Dominican Republic. Imported cases have been 

observed in north America and Europe. It can be expected that with global 

warming Mexico and the southern part of the United stated become soon 

endemic areas. Interestingly,  before the apparition and spread of CHKV and 



ZIVK, OROV was the second most common arboviral infection after Dengue. 

It is transmitted to humans through the bite of a midge , a tiny fly ( Culicoides 

paraensis ), itself infected when feeding on sloths, but also possibly birds and 

non -human primate. The urban cycle with a transmission between humans 

through Culicoides  without the need of an animal reservoir is currently 

responsible for infections in the cities, in the favelas especially. The incubation 

is short (3 -8 days). Symptoms are initially evocative of dengue  with fever, 

intense headache retro orbital pain. However neurological symptoms  like 

dizziness or photophobia are not in favor of  dengue. Skin lesions include an 

exanthema  (20 -40%) and petechia and other hemorrhagic manifestations 

(5%). Conjunctival injection s are reported in 20 -40%. The rash may disappear 

and reappear 2 to 4 weeks after the acute febrile phase . Less frequent 

symptoms include neurological central and peripheral symptoms including 

Guillain Barré syndrome . Possible maternofe t al trans mission and congenital 

infection  with microcephaly is still under investigation.  

It is important to note that Culex  are also the main insect vector for West Nile 

virus in Europe, which can raise concerns regarding possible autochthonous  

transmission of OROV in the future in the old  continent. Furthermore, vector 

control is difficult as midges are extremely small (1 ς3 mm), making them hard 

to detect, trap, or exclude with standard screens or nets. Besides, they breed 

in moist, organic -rich substrates like decaying vegetation, animal waste, 

riverbanks, and tree holes. These habitats are a bundant and hard to target 

with larvicides.  
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Report written by Dr. Nicolas Kluger (dermatologist, Finland)  

Chairs: Dr. Andrew Winter (United Kingdom), Dr. PhD Alba Catala (Spain)  

Speaker: Dr. Alba Catala (Spain), Prof Dr. Carmen Lisboa Silva (Portugal)  

 

Dermatological manifestations  

Speaker: Dr. Alba Catala (Spain)  

At the time of the past COVID -19 pandemic, Mpox and other emerging 

arboviruses, it is important to remind that HIV infection still do exist. 

Cutaneous manifestations of HIV have changed since the emergence of 



antiretroviral agents and highly active antiretroviral therapy (HAART). 

Currently drug eruptions, HPV -related diseases, MRSA infections, epithelial 

tumors and STIs are on the rise in HIV patients. They are recommended to get 

recombinant zoster vaccine, sho uld be vaccinated against HPV and should 

undergo regular screening for anal and cervical cancer.  

 

Figure 6. The various cutaneous manifestations of HIV  

 

PrEP for noobs  

Speaker: Prof Dr. Carmen Lisboa Silva (Portugal)  

The strategies to prevent HIV include:  the use of condoms;  HIV screening; 

counselling and group interventions; post -exposure prophylaxis (PEP); 

antiretroviral therapy in HIV+ patients and pre -exposure prophylaxis (PrEP) . 

PrEP is  defined as  using  antiviral medications by HIV negative individuals to 

prevent  HIV acquisition. A prophylactic dose  of antiretroviral prior to  

potential exposure to HIV.   

 

The idea  PrEP: 

Á Has long half life  
Á Has High concentration in monocytes and macrophages  
Á Has High barrier for genetic resistance  
Á Is Safe 
Á Is Affordable  



PrEP includes oral medication (tenofovir), ring in women (Dapivirine) and 

injectable drugs (intramuscular Cabotegravir or lately subcutaneous 

Lenacapavir in 2025). PrEP drug should inhibit immediately viral replication 

upon entry in the body to prevent chr onic HIV infection.  

 

Oral and injectable PrEP are inadequate in patients with acute or chronic 

HIV infection . Such patients must be excluded and PrEP users educated for 

acute retroviral syndrome  symptoms. There is a clear association between 

efficacy in PrEP and adherence.  

 

 

  



MELANOMA SESSION  
Report written by Dr Oriol Yelamos (dermatologist, Spain)  

Chairs: Prof. Dr. Eduardo Nagore (Spain), Prof. Danica Tiodorovic (Serbia)  

Speakers: Dr. Veronique del Marmol (Be lgium), Prof. Danica Tiodorovic 

(Serbia), Dr. Eduardo Nagore (Spain), Dr. Ana -Maria Forsea (Romania)  

 

Screening and prevention campaigns: are they 

delivering?  

Speaker: Dr. del Marmol  

Skin cancer is the most common cancer in Europe, and its incidence and 

mortality are still growing. Several primary and secondary prevention 

campaigns have been implemented in different parts of the world, and so far, 

the only ones to have shown some impacts are the Australian ones. In 

Australia, incidence and mortality continue to grow but the generations under 

35-40 are showing a decrease in incidence, proving that long -term UV 

exposure prevention campaigns work. Nev ertheless, we need a lot of time to 

see these changes happening, since the campaigns started in the 1980s. Why 

is that? Because we need to change behaviors (sun avoidance, self -

ǎŎǊŜŜƴƛƴƎΧύΣ ŀƴŘ ǘƘƛǎ ŘƻŜǎƴΩǘ ƘŀǇǇŜƴ ŦŀǎǘΦ  

What happens in Europe? All the Euro melanoma  campaigns have proven 

that, when active screening (secondary prevention) occurs, we can encounter 

20 times more melanomas than expected incidence of melanoma in the 

general population. The main problem of these campaigns is that, since they 

are voluntary,  the majority of people attending are already more conscious 

about the importance of skin examination. Therefore, we need to promote 

education in primary prevention (sun protection and sun avoidance) and 

secondary prevention (early detection) in all indivi duals of our society.  

 

Total body and lesion -directed imaging  

Speaker: Prof. Tiodorovic (Serbia)  

Dr Tiodorovic made an in -depth review of the current evidence of 

dermoscopy and how it improves skin cancer detection, thus reducing the 

number of benign lesions excised compared to the naked eye (4 to 20 

approximately). She also highlighted the importance  of using digital 



dermoscopy in high -risk individuals to identify thin melanomas in these 

patients. She also reminded us of  the lesions we should never follow with 

digital dermoscopy (we should excise them instead): nodular lesions, blue 

lesions, spitzoid lesions and regressive lesions.  

She also discussed the newer imaging devices that are the bridge between 

dermoscopy and pathology such as reflectance confocal microscopy, optical 

coherence tomography, and LC -OCT among others.  

 

Sentinel lymph node biopsy (SLNB): is it still 

useful?   

Speaker: Dr. Nagore (Spain)  

We know we need to stage any cancer and the current American Joint 

Committee on Cancer (AJCC) guidelines stage melanoma based on the 

primary tumor, the lymphatic dissemination and the hematologic 

dissemination. Hence, the most accurate method to test lymph atic 

dissemination is still sentinel lymph node biopsy (SLNB).  

What is clear is that lymph node dissection if positive SLNB is not useful to 

control melanoma specific survival (MSLT -II trial results). However, SLNB is 

different: it provides prognostic information ς since it determines clinical -

radiologic follow up  ς and identifies candidates for adjuvant treatment.  

On the other hand, it can have permanent side effects, since in 5% 

lymphedema occurs.  

The problem is that the prognostication of SLNB is not perfect, but so far 

it is still the best validated tool we have . 

But then, why discuss if SLNB is still needed?  Because adjuvant treatment 

with antiPD1 has been approved already in stages IIB and IIC, so one may 

wonder why we need to perform SLNB in thick melanomas ; the follow up 

scheme will not change, the indication of adjuvant treatment will not change... 

But is it ok to treat all IIB and IIC melanomas? We must  bear in mind that 

immunotherapy has also relevant toxicities, so how do we better select which 

patients to treat? We need to determine the NNT (number needed t o treat Ą 

who benefits from the treatment) and the NNH (number needed to harm). 

Also, these treatments are expensive. So, there are still a lot of questions that 

need to be answered on how to select the best patients to be treated. Maybe 

integrating clinical and pa thological data (nomograms), gene expression 

profiling and additional test yet to be developed, is going to be the way to go.  


