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Session Objectives \y

1. Discuss the current state of cancer in 2025

2. Describe advancements in cancer
treatment and their impact.

3. Evaluate emerging technologies towards
personalization in cancer.

4. Introduce lifestyle modification and early
detection strategies for cancer risk reduction.
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Oncology 2025--XX \y

« Women under 50: Cancer diagnoses
rates are now 82% higher than in men of
the same age group, up from 51% in 2002.

* Lung Cancer: For the first time, lung
cancer diagnoses in women under 65 have
outpaced those in men.

ACS 2025




Oncology 2025--XX

« Women under 50:
Cancer diagnoses rates
are now 82% higher
than in men of the same
age group, up from 51%
in 2002.

 Lung Cancer: For the
first time, lung cancer
diagnoses in women
under 65 have outpaced
those in men.

ACS 2025




Oncology in 2025--Specifics

« Oral Cavity/Pharynx Cancers:
Largely due to HPV-associated
cancers, the incidence rates have
iIncreased by 0.7% per year from
2012 to 2021.

 Pancreatic Cancer: Rising to the
3 |eading cause of cancer death in
the U.S the incidence and mortality
rates continue to rise.

 Colorectal Cancer: Increase in
Incidence among adults under 65,
prompting recommendations to
lower screening at age 45.

ACS 2025




Oncology in 2025--Disparities \y

2-3 X higher incidence of kidney, liver, stomach, and cervical cancers




Oncology 2025—Getting Better \y

34%
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Paradigms in Cancer

Cancer Treatment Timeline: Induction, Consolidation, and Maintenance

Induction Consolidation Maintenance

0.0 2.5 5.0 7.5 10.0 12.5 15.0 17.5 20.0
Weeks




How We Move the Needle

Generated by ChatGPT
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In My Career

Cumulative FDA-Approved Cancer Immunotherapies Over Time

40t

* Checkpoint inhibitors
« CAR-T
 Radioimmunotherapy

« ADCs
* Oncolytic viruses

Number of Approved Therapies
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Rapid Advancements

Enhanced immune response

Modification of antigen

ot

Immune checkpoint @ ® 0
inhibitor ® Tumor antigen
CTLA4 inhibitor

Oncolytic viruses

PD-1/PD-L. B
inhibitor Infection \ ’
— 33
Mesenc"\al cell *
\ 1 Adoptive cell therapy &
Infused into patient @ o Tumor cell death

Wu et al. Digestive Diseases & Sciences 2020




Checkpoint Inhibitors in
Melanoma: Story of 6’s

Systemic therapy for advanced disease
Atezolizumab
+cobimetinib/ . .
Ipilimumab+Nivolumab vemurafenib Nivolumab+Relatlimab
mPFS 10.2months

mPFS 11.5months
Ipilimumab Pembrolizumab >G3 TRAEs 59%
mPFS 2.86 months R IGLIGE

mPFS 10.6months
2G3 TRAEs 79% 2G3 TRAEs 21.1%

>G3 TRAEs 23% >G3 TRAEs 17% N

HiR 2011 Lou 2020 2022
approval [ [ — ]

year 2015 2017 201 9 2021

Ipilimumab Pembrolizumab Pembrolizumab
Stage lll Stage Il Stage ll
HR = 0.75 for RFS I-IR =0.57forRFS  HR=0.61 for RFS

Adjuvant therapy for resectable disease

Knight et al. Cancers 2023




Research in Parallel
Checkpoint Inhibitors
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Pushing the Research U\ J
Envelope

Tumor Infiltrating Lymphocyte Fecal Microbiota Transplant
Therapy

Gut Microbiome

™ ¢ @ o

radaied Teede ot @ Respondet
g \ ﬂ { 3
1 - Focal
Ex Vivo Expansion ! sample
A | -
A Lymphodepleting -
‘ Chemotherapy
.
Tumor Resection A-PD-1
NON tespondc
-
~ i\ :
\ - .;' . J
-}:- - | Steps of fecal transplant .
" »
.‘r.‘- TIL Infusion (1) Bowe! preparation (2) sample dissolution  (3) Fecal transplant 1o patient
‘ . . Sample colecton and Dorcr 1001 LusDenson Transcolore infus0n via
‘ screenng fon ‘)]'.”\_l’;‘:“‘-‘\\ OlONOsC Oy
Tumor Immune ﬂ ! —r?
Response o, @
4 ® »
‘ - i -
IL-2 Infusion

Knight et al. Cancers 2023




2018 Nobel Prize in Medicine

PD-1/PD-1L

James Allison Ph.D. Tasuku Honjo M.D. Ph.D.
MSKCC/MDACC Kyoto University




Large B-cell Lymphoma:
Chemo Bombs

Median
1.0 Events/N (Months)
0.9 = Primary refractory 143/179 7.1
> 08 == Refractory to second-line or later-line ~ 261/306 6.1
= = Relapsed <12 mo post-ASCT 101/118 6.2
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Crump et al. Blood 2017




Vein to Vein

Remove blood from
patient to get T cells

T cell

CAR T cells bind to cancer
cells and kill them
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LBCL in 2025:
CAR-T > Chemo Bombs

Median Overall Stratified Hazard Stratified

Survival (95% ClI)  Ratio (95% Cl) P Value Overall Survival Estimate
a0 1-Yr 2-Yr 3-Yr 4-Yr
- _'-‘_‘4"-‘,\_ months percent
90- Axi-cel  NR (28.6-NE) 76 60 56 55
%0 Standard Care 31.1 (17.1-NE) 075 {has-0ta) Hila 63 51 48 46
g 704
.Tg 60- . Axi-cel
0
©  40-
§ Standard care
O 3041
20+
104
0 I I I I I I I I I I 1 I I 1 I I 1 I I I I I 1 I I 1 I I I I 1
0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58 60 62
Months
No. at Risk
Axi-cel 180 177 170 161 157 147 136 125 117 116 114 111 108 105 105 100 100 100 100 100 96 80 67 54 41 29 20 14 4 2 0

1
Standard care 179 176 163 149 134 121 111 106 101 98 91 89 88 87 87 85 83 81 79 78 73 63 51 41 31 19 14 7 4 1 0

Westin et al. NEJM 2023




Barrier to Massive Progress

Brain-to-Vein (Pre-Apheresis) Steps in CAR-T Access

Patient Identified Apheresis

25.0% 25.0%

25.0% 25.0%

Workup & Referral Insurance Approval
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Pushing the Research
o~ Envelope

* Relapsed B-cell lymphoma
‘x * Eligible for liso-cel
POSt
-

Day -90-60 -6 | | -12- -7 -5-3 | +30-80 +100 +1-2yr

I l L] l l l l Lot

Additional Therapy Allowed i RS Data Collection

* Correlative Samples
* Qutcomes/Safety Data

*Listed days are approximations of study timeline

Duration of Response

L0 Censored

Best Overall Response
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D,Angelo et al. ASH 2024 Duration of Response (days)
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Personalization of Cancer: 2025




Personalization of Cancer \V

In 6 Notes
BLOW DRAW

Universal Molecular Molecular Testing in
Testing for All Patients Select or Refractory Patients
J Immediate clinical utility lacking J Research-driven utility vs. clinical
utility

J Cost and resource constraints

. J Selective value in certain subtypes
J Turnaround time delays

J Risk of overinterpretation







A Note: Y
Lack of Immediate Clinical Utility
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A Note:
Lack of Immediate Clinical Utility

ALCL Only

Intent to Treat
1
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A Note: w
Lack of Immediate Clinical Utility

Duvelisib-CHO(E)P x 6 cycles
(n=53)

CHOP/CHOEP given standardly
- With GCSF support
Duvelisib 25mg BID days 1-21

Untreated PTCL
- CD30 expression <10%

]

by IHC (excludes ALCL) CC-486-CHO(E)P x 6 cycles
; R(1:1:1) — (n=53)
- stratify for: _
- TFH-PTCL/AITL - CHOP/CHOEP given standardly
- CHOP/CHOEP - With GCSF support
backbone therapy - CC486 300mg QD
- CHOP: age >60 - Cycle-1:days-6to 0
- CHOEP (age<60) - Cycles 1-5: days 8-21
> CHOP or CHOEP x 6 cycles
(n=53)

Cycle =21 days

Courtesy of Neha Metha-Shah M.D.
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C Note: '\,
Cost and Resource Constraints
* Foundation One Heme

« Cost: $5800-7200
« FDA cleared

« TEMPTUS xT

« Cost: $3000-5500
Not FDA cleared (LTD)

 Neogenomics
« Cost: $2500-4500
* Not FDA cleared (LTD)
. VU




C Note:
Cost and Resource Constraints

« MSKCC IMPACT
« CLIA, CAP, and FDA cleared

« Stanford Hematologic Malignancy NGS
 CLIA, CAP, but not FDA cleared

« Dana-Farber's HemePACT
« CLIA, CAP, but not FDA cleared

« MD Anderson Heme-STAM
« CLIA, CAP, but not FDA cleared
IS ' .




C Note: '\,

Cost and Resource Constraints

Context

FDA-Cleared Preferred?

Community oncology clinic [ Yes

Commercial clinical trial

enrollment

Billing with Medicare/private

payers

Academic center using
institutional testing

Rapid adoption of emerging

biomarkers

.~ Yes
.~ Yes
>C Not always

>{ CLIA-only may be faster



C Note:
Cost and Resource Constraints

*Requires:
* 510 unstained slides (4—5 microns thick) OR
*1 FFPE block (preferred if RNA analysis is planned)

*Must have:
«>20% tumor content for accurate mutation calling
‘Pathologist-reviewed H&E slide for quality control




E: Note

Delavs

Turnaround Time (TAT) &

Commercial
Platform

Panel Name

Typical TAT

Potential Issues

Foundation Medicine

FoundationOne Heme

~12-14 business days

Includes DNA + RNA; can be
delayed by insurance
paperwork

Tempus

Tempus xT / xE / xR

~10-14 business days

RNA fusion testing may take
longer

NeoGenomics

Lymphoid NGS Panel

7-14 business days

Quicker for DNA-only; FISH
or add-ons may extend time

Institution Panel Name Typical TAT Potential Issues
Often faster for internal MSK

MSKCC MSK-IMPACT (Heme) 10-21 calendar days patients; includes CLIA
report

Stanford Stanford Heme NGS Panel 10-15 business days UL ey 2D (i

samples are from outside

Dana-Farber /| BWH

HemePACT

14-21 business days

Used internally or with DFCI
affiliations

MD Anderson

HemeSTAMP

10-14 business days

Faster when run for internal
patients




E: Note w
Turnaround Time (TAT) &

Delays
s N
Cycles 2-6
f Cycle 1 ) Experimental
Regimen
Standard | >
Chemo NGS Subtype A
\. J
NGS Subtype B
NGS Subtype C
. J







B Note:
Selective Value in Certain
Subtypes

~ Anaplastic large cell ymphoma, ALK+ A 2
= Anaplastic large coll ymphoma, ALK-
== Al natural killet/T-cell lymphomas
100 = Penipheral T-cell ymphoma, not ctherwase specihe
— 9% Ang oasmmunoblaste ymphoma °
£ 80+ . 3
S % s
= °
A 3
(,3) 50 R 6
= 401
§
S 20- L
]
10 - | 0.4
0 12346678 9101M112131415161718
Time (years) “ ! : : : . u
Years

Vose et al. JCO 2008; Ellin et al. Blood 2014



B Note:
Selective Value in Certain
Subtypes

" Anaplaste large cell ymphoma, ALK+ A
= Ansplastic large cell lymphoma, ALK-
= Al natural killet/T-cell lymphomas
100 — Penpheral T-cel ymphoma, not ctherwase specibe
— 9% Ang oemmunoblastc lymphoma
é 80 = Adult T-cell leukemaflymphomy ;
$ 70 5
’ = o
c % :
a 2 $
= 40
S 30 _ : '
S &
8 20 Ty
10 ‘I
0 12 3 45678 91M0M1M12131415161718

Time (years)

Vose et al. JCO 2008; Ellin et al. Blood 2014



B Note:
Selective Value in Certain

'L

Subtypes
Purpose Example
. TET2, DNMT3A, RHOA,

|dentifying TFH phenotype IDH2 combo

.. TP53, CDKNZ2A alterations
Prognostication _ .

= poor risk

Target identification IDHZ2 — IDH2 clinical trials

Many trials now require

Eligibility for clinical trials sequencing data

WHO 5th Edition; Johnson et al. Blood Advances 2023







D Note:
Research-Driven Utility

PTCL-GATA3 NC PTCL-TBX21 '
AITL Signature | A== il =N ?EF1F
PTCL-GATA3 High | e - 8= F § - _ =<

'—.! -
z

PTCL-TBX21 High

*A. mRNA expression of the probesets for six genes listed in the WHO classifcation for PTCL-Tru
*B. mRNA expression of a Tr signature published by Dobay et al, Haematologica, 2017.

Heavican et al. Blood 2019




D Note:
Research-Driven Utility

Training Cohort
1.0

e
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Heavican et al. Blood 2019




D Note: L\
Research-Driven Utility

Peripheral T-cell lymphoma

)

@ Ak I Multi-omics study
Molecular subtype

Gene mutations

RHOA TET? KMT2C HLA
1ET12 KMT2D PTPN13

Microenvironment subtype

Tfh-like Inflammatory Mesenchymal Depleted
Immune communities

Al Z:f
R N

._

e,
(&Yoo
12N
¢ q

a0 10)
{ O>.°__(‘ o~

Huang et al. Cell Rep Med 2024
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D Note: L\
Research-Driven Utility




D Note:
Research-Driven Utility

Duvelisib-CHO(E)P x 6 cycles
(n=53)

CHOP/CHOEP given standardly
- With GCSF support
Duvelisib 25mg BID days 1-21

Untreated PTCL
- CD30 expression <10%

by IHC (excludes ALCL) CC-486-CHO(E)P x 6 cycles
stratify for R(1:1:1) > Lat
- [ :
i TFH\{PTCL/AITL - CHOP/CHOEP given standardly
- CHOP/CHOEP - With GCSF support
backbone therapy i Ccﬂ'sgyiffrrl‘_gi‘zs e
- CHOP: age >60 ) o ]
- CHOEP (age<60) - Cycles 1-5: days 8-21
> CHOP or CHOEP x 6 cycles
(n=53)

Cycle =21 days
Courtesy of Neha Metha-Shah M.D_.




D Note:

Research-Driven Utility

1.0

08

0.6

0.4

Sunrvival Probability

0.2

0.0

Dupuis et al. Blood 2022 (ORACLE trial

p—y

1: Investigator's Choice
2: Oral Azacitidine CC-486

#
4 19 7 8 4 3 3 0
41 24 12 7 5 3 2 2 1 0
0 3 6 9 12 15 18 21 24 27
Local PFS (FDA C2 cut-off) (months)
No. of Subjects Event Censored  Median Survival
Investigator's Choice 44 75 % (33) 25%(11) 2.8
Oral Azacitidine CC-486 41 68.3 % (28) 31.7% (13) 586

* Progression assessment based on local assessment using the Lugano classification







F Note:

Risk of Overinterpretation

Risk

Description

Example

Clonal hematopoiesis
confusion

CHIP mutations misread
as tumor

TET2, DNMT3Ain
elderly patient

Misclassification

Mutation pattern used
alone to subtype

RHOA without TFH
morphology

A variant of unknown
significance misuse

Variants incorrectly
considered actionable

Unproven IDH2 variant

Targeted therapy
misapplication

Mutation does not equal
actionable

STAT3 mutation — off-
label ruxolitinib

Inappropriate sample

Non-tumor DNA
sequenced

Blood sample without
tumor involvement

Non-expert
interpretation

NGS data misread or
misused

Over-reliance on lab
report summary




F Note:

Risk of Overinterpretation

Relapsed and
refractory
T-cell
lymphomas

Group A: Activating JAK or STAT mutations

Group B: Functional evidence of JAK/STAT
activation

Moskowitz et al. Blood 2021

Group C: Neither or unknown

Ruxolitinib

20mg BID
28-day cycles

Clinical benefit rate (CBR)

PTCL(n=19)

MF(n=2) %
PTCL(n=12)

ME(m=3 [~ 3%
PTCL(n= 15)

MFin=2) 1%




F Note:
Risk of Overinterpretation
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Aways to Go
BLOW DRAW

Universal Molecular Molecular Testing in
Testing for All Patients Select or Refractory Patients
J Immediate clinical utility lacking J Research-driven utility vs. clinical
utility

J Cost and resource constraints

. J Selective value in certain subtypes
J Turnaround time delays

J Risk of overinterpretation




Lifestyle Modification for  \V
Cancer Risk Reduction

Genera ted by ChatGPT




Cancer Prevention:
Lifestyle Factors

Lifestyle Factor Associated Approximate OR
Cancer(s) Range
Lung, bladder,
Smoking esophagus, head 10-30+
& neck
Alcohol Liver, oral, 1.5-5
esophagus, breast
Breast,
Obesity endometrial, 1.2-2.5
colorectal, kidney
Melanoma,
UV Exposure squamous/basal 2-4
cell skin cancer
HPV (sexual Cervical, anal, 5—100 (varies by
behavior) oropharyngeal subtype)

'L




What About Vaping....

Estimated Relative Cancer Risk: Vaping vs. Other Behaviors

Secondhand Smoke 1.2x Risk
Cigarette Smoking 10.0x Risk
Vaping (e-cigarettes) | 1.3x Risk
Non-smoker | 1.0x Risk
(non-vaper)
0 2 4 6 8 10 12

Relative Risk for Cancer Development

ACS Facts & Figures; Surgeon General Report 2006; National Academies of Sciences, Engineering, and Medicine (2018)




X

Definition of “a Drink”

8-10 fl oz of
malt liquor or 3-4 fl oz of 2-3 fl oz of 1506z ol 1.5 fl oz shot of
12 fl oz of flavored malt 5 fl oz of fortified wine cordial, Brandy or distilled spirits
regular beer — beverages such = tapje wine — (such as sherry —  liqueur,or = b = (gin, rum,
as hard seltzer or port; aperitif @sin Ige iiager) tequila, vodka,
(shown in a 3.5 0z shown) (2.5 oz shown) A SiNge a9 whiskey, etc.)
12 oz glass)

]

\ \&1 i ;

—_——

1+

-

N

: - | f ,
moel =
¥ | @ %
- = | = N ‘ _— =
about 5% about 7% about 12% about 17% about 24% about 40% about 40%
alcohol alcohol alcohol alcohol alcohol alcohol alcohol
NIAAA 2024



Risk of Alcohol & Cancer

100
90
* * o
80 +RRERR +re
3
; 70 About 5 more women About 3 more men
o out of 100 would out of 100 would
z develop cancer develop cancer
g 60 due to consumption due to consumption
3 of two drinks a day. of two drinks a day.
v 50
L2
@
w 40
-
=
-l
o 30
7]
o
<
20
10
0
Men
LESS THAN 1 @ 1DRINKA DAY @ 2 DRINKS A DAY
DRINK PER WEEK (7 drinks per week) (14 drinks per week)

Rumgay et al. Nutrients 2021




The “How” of Alcohol

Rumgay et al. Nutrients 2021

MECHANISM A

Alcohol breaks down into
acetaldehyde which
damages DNA in multiple
ways, causing an increased
risk of cancer.

HH np
H-C-C-O-H = HCC = #
HH H H
Ethanol Acetaldehyde DNA
(Pure alcohol) damage

MECHANISM C

Alcohol alters levels of
multiple hormones,
including estrogen, which
can increase breast

cancer risk.
4 ;

OH
P - AF
Ho "\

Alters DNA
breast tissue damage

Increases
estrogen

metabolism,

MECHANISM B

Alcohol induces oxidative
stress, increasing the risk
of cancer by damaging
DNA, proteins, and cells and
increasing inflammation.

"';pv-‘-a-
- L 5
s

Reactive Oxydative DNA,
oxygen stress proteins, and
species lipids damage

MECHANISM D

Alcohol leads to greater
absorption of carcinogens.

o e o

Carcinogens Alcohol alters Carcinogens
dissolve in  cells in mouth more easily
alcohol and throat absorbed

it t . |
ruption of one-carbon metabolism, alteration of reting

aind impaired immune function among others

3d
i
d




Cancer Prevention: U\ J
Very Early Detection

Generated by ChatGPT




PATHFINDER Study

6662 participants enrolled

36 cancers

32 retrospectively ineligible

— 1true positive had 2 cancers

h 4
35 true positives

6630 clinically eligible

— 5 withdrew consent

2 true positives began 1true positive had A 4
|| diagnostic workup N indeterminate CSO 6625 clinically evaluable
before return of

MCED test results

— 4 assay result not evaluable

Y Y
33 evaluated for extent of 34 assessed for (SO
; 2 7 =t Y
diagnostic testing prediction accuracy
6621 with evaluable MCED results
92 cancer signal detected 6529 no cancer signal detected
v v v v v
35 true positive 57 false positive 6235 true negative 86 false negative 208 no end-of-study

assessment

Schrag et al. Lancet 2023



Liquid Biopsy—>Biopsy

Oropharyngeal cancer (n=2)
Squamous cell carcinoma stage Il
Squamous cell carcinoma stage IV

Lymphoma (n=12)

Follicular lymphoma stage |

Follicular lymphoma stage |
Marginal-zone lymphoma stage |
Hodgkin lymphoma stage |

Follicular lymphoma stage li

Follicular lymphoma stage Il

Follicular lymphoma stage Il

Follicular lymphoma stage i

Diffuse large B-cell lymphoma stage Il
Mature B-cell neoplasm stage IV
Diffuse large B-cell lymphoma stage IV
Recurrent local cancer, no pathology

Lung (n=1)
Adenocarcinoma stage Ili

Breast (n=5)
Carcinoma consistent with breast primary RM
Carcinoma consistent with breast primary RM
Carcinoma consistent with breast primary RM
Carcinoma consistent with breast primary RM
Carcinoma consistent with breast primary RM

Liver (n=1)

No pathology stage |
Intrahepatic bile ducts (n=1)
Adenocarcinoma stage Il

Pancreas (n=1)

Adenocarcinoma stage Il Waldenstrom macroglobulinaemia (n=2

Waldenstrom macroglobulinaemia
Waldenstrom macroglobulinaemia

Small intestine (n=1)
Adenocarcinoma stage |

Colon and rectum (n=2)
Adenocarcinoma stage IV

No pathology stage IV

Uterus (n=1)

Endometrial adenocarcinoma stage |

Lymphoid leukaemia (n=2)
Chronic B-cell lymphocytic leukaemia
Chronic B-cell lymphocytic leukaemia

Plasma-cell myeloma (n=1)

O =1
vary (n=1) Plasma-cell neoplasm

Serous adenocarcinoma stage Il

Of the 29 participants with new cancers,

" Ry 14 (48%) were stage | or Il

Adenocarcinoma stage IV
Biochemical recurrence, no pathology

Bone (n=1) ® USPSTF screening
Spindle-cell neoplasm stage Il @ No USPSTF screening

Schrag et al. Lancet 2023



Practical...

Age 250 years with additional  Age =50 years without Total
cancer risk (n=3681) additional cancer risk (n=2940) (n=6621)

Resolution

All 56 (1.5%) 36 (1-2%) 92 (1.4%)

True positive 24 (0-7%) 11 (0-4%) 35 (0-5%)

False positive 32 (0:9%) 25 (0-9%) 57 (0:9%)
Positive predictive value 24/56; 43% (30-8-55.9) 11/36; 31% (18-0-46-9) 35/92; 38% (28-8-48-3)
Negative predictive value 3449/3502; 98.5% (98-0-98-8) 2786/2819;98-8% (98-4-99-2)  6235/6321; 98.6% (98:3-98-9)
Specificity 3449/3480; 99-1% (98-7-99-4)  2786/2810;99-1% (98-7-99-4)  6235/6290; 99-1% (98-9-99-3)
Yield rate 24/3681; 0-65% (0-41-0-92) 11/2940; 0-37% (0-17-0-61) 35/6621; 0-53% (0-36-0-71)
Number needed to screen 3681/24; 153 (108-245) 2940/11; 267 (163-588) 6621/35; 189 (141-276)
Predicted origin accuracy*

First CSO correct 20/23; 87% (67-9-95-5) 9/11; 82% (52-3-94-9) 29/34; 85% (69-9-93-6)

First or second CSO correct 23/23;100% (85-7-100) 10/11; 91% (62-3-99-5) 33/34; 97% (85-1-99.8)

Data are n (%), n/N, or % (95% Cl). CSO=cancer signal origin. *Excludes one participant with indeterminate CSO from the true-positive set.

Schrag et al. Lancet 2023




Future Directions w

« Cancer vaccines

 Microbiome and immunomodulation

* Health equity and access to innovation




Summary

» Cancer treatment is rapidly evolving

* Personalized medicine is improving
outcomes

* Prevention remains vital and very early
detection remain continues to evolve
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