










Risk factors for residual and recurrent uveal melanoma after trans-scleral local resection

recurrent uveal melanoma after local resection
yet reported, both in terms of number of
patients and duration of follow up. The sample
includes patients who were treated as early as
1969 before ruthenium plaque radiotherapy,
laser photocoagulation, and vitrectomy were
available to us, and before the treatment of
retinal detachment had reached its present
state of development. Furthermore, this
sample includes patients operated on during
the learning curves of two surgeons, in many
cases with surgical techniques that have since
been discontinued. For these reasons, the
results reported in this study may not be repre-
sentative of those that can now be achieved.
Nevertheless, this study is useful because it
identifies the risk factors for residual and recur-
rent disease so that appropriate preventive
measures can be taken.
The overall incidence of clinical residual

tumour was 8%. Residual tumour occurred
more frequently with tumours extending far
posteriorly because in these cases the place-
ment of scissors posterior to the tumour was
prevented by the optic nerve or excessive
retinal bulging through the scleral window.

Recurrent tumour from microscopic
deposits had an overall incidence of 32% at 7
years. No cases occurred more than 7 years
postoperatively. Recurrence was most com-
mon after excision of large, posterior tumours
containing epithelioid cells. This was probably
because large tumours and those of
mixed/epithelioid cell type were more likely
to have subclinical tumour extensions than
small, spindle cell tumours. Growth of micro-
scopic deposits into visible tumour recurrences
may also have been more rapid in the case of
large tumours containing epithelioid cells.
Tumour extension far posteriorly was of statis-
tical significance probably because it prevented
wide clearance margins from being achieved.

Histological assessment of surgical clearance
of the tumour was not reliable in predicting
local tumour recurrence from microscopic
disease. In patients not receiving any adjunc-
tive radiotherapy or photocoagulation, such
recurrence occurred in 8% of 72 patients with
apparently complete tumour excision and in
only 13% of 55 patients with incomplete exci-
sion. It is interesting that after iridocyclectomy
other workers report local recurrence in 3/29
(10%) of patients after apparently complete
excision and in 12/68 (18%) patients with
incomplete excision.18 These findings suggest
that all patients should receive adjunctive
treatment if possible irrespective of the
histological evidence of clearance.

Comparisons between our data and those
published by other workers are of limited
significance because of the large number of
confounding factors. Shields and associates
report an 1 1% incidence of local tumour recur-
rence,9 but only 6% of all tumours were
located entirely within the choroid compared
with 61% in our sample so that our tumours
were more difficult to resect. An evaluation of
107 iridocyclectomies performed by several
surgeons showed that 15 eyes (14%) devel-
oped local tumour recurrence and that an

additional nine eyes (8%) were enucleated
because of incomplete excision.18 In compari-
son, only two (6%) of our patients developed
recurrence after iridocyclectomy by the close of
the study. Our results, therefore, seem to
compare favourably with those of other
workers.
We did not achieve statistically significant

reductions in the rates of residual and recur-
rent tumour with ocular decompression or
with year of operation. There are several
possible reasons for this. Firstly, we probably
attempted to resect more challenging cases as
we gained more experience. In addition, until
we became aware of the results of this study,
we were misled (i) by the normal appearances
of the choroid adjacent to the tumour when
deciding where to place our scissors at surgery,
and (ii) by the histological evidence of clear-
ance when deciding whether or not to admin-
ister adjunctive treatment. Now, tumours are
excised with wider clearance margins and, in
addition, adjunctive plaque radiotherapy, laser
photocoagulation and/or cryotherapy are
applied irrespective of histological clearance.
With regard to the management of residual or
recurrent tumour, we no longer rely on ultra-
sonography for the diagnosis of persistent
tumour and immediately perform enucleation
if opaque media preclude proper examination
of the fundus by ophthalmoscopy. In the event
of residual or recurrent tumour we are more
inclined to perform plaque radiotherapy
instead of laser photocoagulation and we no
longer rely on fluorescein angiography to assess
tumour viability after treatment.'9 20

In the 46 patients who received adjunctive
plaque radiotherapy, the rate of tumour recur-
rence was significantly lower than in the rest of
the patients. This suggests that all patients
should receive additional therapy, if possible.
The placement of a radioactive plaque at the
end of a local resection may be difficult or
impossible if the scleral flap is very large or if
external plombage has been applied, and may
be undesirable if the eye has been filled with
gas. Furthermore, radiotherapy may cause
radiational optic neuropathy, maculopathy, or
cataract. There are other ways of preventing
tumour recurrence, such as (a) excising the
tumour with wider clearance margins, with the
aid of larger scleral openings and greater ocular
decompression, and (b) adjunctive laser
photocoagulation and cryotherapy. Further
studies are required to determine whether such
measures would be as effective as adjunctive
radiotherapy.

Forty six per cent of eyes with residual or
recurrent tumour were enucleated. There
were various reasons for this outcome, which
included (a) inability to eradicate residual
tumour because of diffuse spread to the optic
nerve, ciliary body, or orbit, and (b) other
complications, such as retinal detachment,
which may have been caused by the local
resection or by the secondary treatment.
Other complicating factors were present in
the early years, such as (i) the lack of ruthe-
nium plaque radiotherapy and laser photoco-
agulation, (ii) inexperience with laser
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photocoagulation and radiotherapy when
these techniques were first introduced, (iii)
excessive reliance on fluorescein angiography
after photocoagulation and on ultrasonogra-
phy for the detection of residual or recurrent
tumour in disorganised eyes, and (iv) lack of
experience in recognising early recurrences
ophthalmoscopically. As a result, there were
several patients in whom the recurrent
tumour either was not recognised early, or
was inadequately treated, or both, and a
number of these patients went on to develop
extraocular tumour extension. In another
study, we show that bulky local tumour recur-
rence and extraocular tumour extension are
associated with an increased risk of metastatic
disease.'3 It is uncertain whether recurrence
and metastasis shared a common cause or
whether the recurrence was the source of the
metastases; however, patients treated by local
resection need close monitoring by an experi-
enced surgeon, with prompt enucleation if
adequate ophthalmoscopic examination is not
possible because of irreversible ocular dis-
organisation or if residual disease cannot be
treated effectively.

In conclusion, tumour extension to within 1
disc diameter of the optic disc or fovea
increases the risk of visible residual tumour
after trans-scleral local resection. Such poste-
rior tumour extension is also a risk factor for
delayed local tumour recurrence, with other
adverse prognostic factors being basal tumour
diameter of 16 mm or more, presence of
epithelioid cells, and lack of adjunctive plaque
radiotherapy. A histological report of complete
tumour excision did not guarantee that future
recurrence would not occur. Recurrent
tumours were all detected within the first 7
years postoperatively. Persistent tumour
tended to become multifocal and to extend
extraocularly if treatment was delayed or
unsuccessful. The results of this study have
prompted us to perform local resection with
wider clearance margins, especially in the case
of tumours having a diameter of more than 15
mm, and we now administer adjunctive treat-
ment in all patients irrespective of estimates of
recurrence based on risk factors and histo-
logical evidence of clearance. Patients require
close monitoring, preferably by an ocular
oncologist or a skilled retinal surgeon, espe-
cially during the first 7 postoperative years.
Recurrences should be treated aggressively,
preferably by plaque radiotherapy unless they
are very small and flat, in which case

photocoagulation may be adequate. Further
studies are in progress to assess the impact of
these changes on local tumour control and
metastatic disease.
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Notices

Germany on 2-6 June, 1996. Further details:
INTERPLAN, c/o Mr B Lichtinger, Sophien-
strasse 1, D-80333 Munchen, Germany.
(Tel: + +-(0)89-594492; Fax: + +-(0)89-
591610.)

Office of Continuing Medical Education

An update on the management of age-related
macular degeneration will take place on 7-8
June 1996 at the Johns Hopkins University
School of Medicine, Johns Hopkins Medical
Institutions, Baltimore, Maryland, USA.
Further details: Office of Continuing
Medical Education, Johns Hopkins Medical
Institutions, Turner 20, 720 Rutland
Avenue, Baltimore, MD 21205-2195, USA.
(Tel: (410) 955-2959; Fax: (410)
955-0807.)

International Society of Dacryology

The IVth International Congress of the
International Society of Dacryology will be
held in Stockholm on 9-11 June 1996.
Further details: Dr G B van Setten, St Eriks
Eye Hospital, Fleminggaten 22, S-112 82
Stockholm, Sweden.

Baylor/Welsh Cataract & Refractive
Surgical Congress 1996

The Baylor/Welsh Cataract & Refractive
Surgical Congress 1996 will be held at the
Hyatt Regency Hotel, Houston, Texas on 5-7
September 1996. Further details: Eula Mae
Childs, Cullen Eye Institute, Baylor College
of Medicine, 6501 Fannin (NC200),
Houston, TX 77030, USA. (Tel: 713-798-
5941; Fax: 713-798-4364.)

International Symposium on
Fluorescence Angiography

The International Symposium on Fluorescence
Angiography will be held at the University of St
Gall, St Gall, Switzerland on 8-12 September
1996. Further details: ISFA '96, c/o AKM
Congress Service, Clarastrasse 57, PO Box,
CH-4005 Basel, Switzerland. (Tel: ++41 61
691 5111; Fax: ++41 6169181 89.)

British and Eire Association of
Vitreo-Retinal Surgeons (BEAVRS)

The next meeting of the British and Eire
Association of Vitreo-Retinal Surgeons
(BEAVRS) will be held at the Manor House

Hotel, Morehampstead, Devon on 17-18
October 1996. Further details: Mrs Jill
Gledhill, Torbay Hospital, Lawes Bridge,
Torquay TQ2 7AA. (Tel: 01803 654825;
Fax: 01803 655011.)

2nd International and 4th European
Congress on Ambulatory Surgery

The 2nd International and 4th European
Congress on Ambulatory Surgery will be held
at the Queen Elizabeth II Conference Centre,
Westminster, London on 15-18 April 1997.
Further details: Congress Secretariat, Kite
Communications, The Silk Mill House, 196
Huddersfield Road, Meltham, West York-
shire HD7 3AP. (Tel: +44 1484 854575;
Fax: +44 1484 854576.)

Correction

Unfortunately, one of the authors of a letter
(Resolution of calcific band keratopathy after
lowering elevated serum calcium in a patient
with sarcoidosis) which appeared in the
November issue of the BJO (Johnston et al,
p 1050) was left out. She is Melanie C Corbett,
Medical Eye Unit, St Thomas's Hospital,
London. We apologise for this omission.

The Brian Harcourt Memorial
Symposium

The 7th Brian Harcourt Memorial
Symposium will take place on 2 July 1996.
The symposium topic will be glaucoma.
Further details: Mr Mitchell Menage, Eye
Department, Leeds General Infirmary,
Clarendon Wing, Belmont Grove, Leeds LS2
9NS. (Tel: 0113 243 2799; Fax: 0113 292
6479.)

International Congress New
Developments in Ophthalmology 1996

An international congress on 'New develop-
ments in ophthalmology' will be held on
29-31 August 1996 in Nijmegen, the
Netherlands. Further details: Professor dr AF
Deutman/Mrs Y Hennink, University
Hospital, Department of Ophthalmology, PO
Box 9101, 6500 HB Nijmegen, the
Netherlands. (Tel: (31)24 361 5105; Fax:
(31)24 354 0522.)

Correction

Owing to a computer error the wrong graphical material appeared in Figure 1 ofthe paper
by Damato et al (Risk factors for residual and recurrent uveal melanoma after trans-
scleral local resection), in the February issue of the journal (BJO 1996; 80: 102-8). The
correct version of this figure is given below.
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