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Simple Summary: Uveal melanoma (UM) is the most common eye tumor in adults. It is associated
with dismal survival once metastasized. The treatment landscape has changed over the last years for
the primary tumor, and new therapeutic options are being investigated for metastatic UM. However,
it remains unclear if patients diagnosed in recent decades have a better survival compared to patients
diagnosed in earlier decades. In this study, we use national data from patients diagnosed in the
Netherlands between 1989 and 2019. We show that survival improvement was not related to the
period of diagnosis but related to the treatment of the eye tumor with radiotherapy (for overall
survival and cancer-specific survival) and female gender (for overall survival).

Abstract: Background: Uveal melanoma (UM) is a rare intraocular tumor with a dismal prognosis
once metastasized. This study provides a nationwide overview and time trends of patients diagnosed
with primary UM in the Netherlands between 1989 and 2019. Methods: A retrospective population-
based cohort study based on patients with primary UM from the database of the Netherlands Cancer
Registry (NCR), linked with the national population registry Statistics Netherlands on inhabitants’
cause of death. Two time periods (1989–2004, 2005–2019) were compared with descriptive statistics.
Kaplan–Meier and (multivariate) Cox proportional hazard models were used to assess changes over
time for overall survival (OS) and cancer-specific survival (CSS). Results: In total, 5036 patients
were analyzed with a median age of 64.0 years at the time of diagnosis. The number of patients
increased over time. In the first (1989–2004) and second (2005–2019) period, 32% versus 54% of
the patients received radiotherapy (p < 0.001). The median FU time was 13.4 years. The median
OS of the first and second periods was 9.5 (95% CI 8.7–10.3) versus 11.3 years (95% CI 10.3–12.3;
p < 0.001). The median CSS was 30.0 years (95% CI NA) in the first period and not reached in the
second period (p = 0.008). In multivariate analysis (MVA), female gender (HR 0.85; 95% CI 0.79–0.92,
p < 0.001) and radiotherapy treatment (HR 0.73; 95% CI 0.64–0.83, p < 0.001) were associated with
better OS. Radiotherapy treatment (HR 0.74; 95% CI 0.61–0.90, p = 0.002) was also associated with

Cancers 2023, 15, 5419. https://doi.org/10.3390/cancers15225419 https://www.mdpi.com/journal/cancers

https://doi.org/10.3390/cancers15225419
https://doi.org/10.3390/cancers15225419
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/cancers
https://www.mdpi.com
https://orcid.org/0000-0003-2261-3820
https://orcid.org/0000-0001-6950-3376
https://orcid.org/0000-0003-0479-5587
https://orcid.org/0000-0001-5915-3798
https://orcid.org/0000-0001-5258-291X
https://orcid.org/0000-0002-4814-6426
https://doi.org/10.3390/cancers15225419
https://www.mdpi.com/journal/cancers
https://www.mdpi.com/article/10.3390/cancers15225419?type=check_update&version=1


Cancers 2023, 15, 5419 2 of 15

better CSS. The period of diagnosis was not associated with OS or CSS. Conclusions: In this study
of patients with primary UM, there was a shift to the diagnosis of smaller tumors, possibly due to
stage migration. There was also an increase in eye-preserving treatments over time. OS and CSS were
modestly improved in the second time period; however, the time period was not associated with OS
or CSS in multivariate analyses.

Keywords: uveal melanoma; primary tumor; treatment; survival; time trends

1. Introduction

Uveal melanoma (UM) is a rare intraocular tumor that arises from melanocytes in
the uveal tract. UM can develop in the choroid (90%), ciliary body (7%), or iris (3%) [1].
Despite its rarity, UM is the most common primary intraocular tumor in adults [2], with
a peak incidence at 60 years of age. The highest incidences of UM are found in northern
European countries, Northern USA, and Australia [3]. Aside from light skin color, risk
factors include light iris color, oculodermal melanocytosis, a large amount of (atypical) skin
naevi, and a germline BAP-1 mutation [2]. The incidence of UM has been stable in recent
years in the US and Europe [3–5]. Around 30% of patients are asymptomatic at the time of
diagnosis [6]. If there are symptoms, they depend on the tumor location and can present as
distorted, blurred, or decreased vision or seeing flashing lights [7,8].

Once diagnosed, primary UM is treated to prevent further tumor growth and possible
(worsening of) symptoms [7]. Primary treatment is with curative intent and known as
‘radical’ in case of surgical removal of the eye (enucleation) or ‘conservative’ with eye-
and/or vision-sparing radiotherapeutic options [6] such as Ruthenium or Iodine plaque
brachytherapy, stereotactic radiotherapy, and proton beam radiotherapy. The risk of local
tumor recurrence or secondary enucleation after conservative treatment ranges from <5%
up to 15%, depending on the treatment modality, size, and location of the tumor [6,9–11].

Following treatment for the primary tumor, five- and ten-year rates of distant metas-
tases are 25% and 34%, respectively [12]. Up to 52% of patients will develop metastases at
some time during follow-up, depending on the stage at diagnosis and the genetic constitu-
tion of the tumor [13–15]. Metastatic spread is primarily by hematogenous dissemination
and will present in the liver in up to 90% of patients [12]. Metastasis-related mortality is
high, and historically disseminated UM has been shown to be fatal within 12 months in
most cases [13,16,17].

Local, liver-directed therapies may also prolong survival in patients with metastatic
UM [18,19]. However, despite control of hepatic metastases after liver-directed therapy,
approximately 75% of patients eventually progress with extrahepatic disease [20]. Until
recently, systemic therapies have not been effective in metastatic UM. The bispecific fusion
protein tebentafusp is the first drug to have shown improved 1-year overall survival (OS)
in HLA-A*02:01-positive, previously untreated metastatic UM patients [21]. However,
there are no standard systemic treatment options for HLA-A*02:01-negative patients, and
there are only limited options available when patients show progressive disease after
treatment with tebentafusp. Therefore, more treatment options are needed for patients
with metastasized UM.

There are few reports with real-life data on rare cancers. This retrospective population-
based cohort study provides a nationwide population-based overview and investigates
time trends of patients with a primary UM diagnosis in the Netherlands between 1989 and
2019. Using data from the Dutch National Cancer Registry (NCR) and information from
the Statistics Netherlands database, an overview of the treatment and survival of primary
UM patients over the past 30 years is provided. Furthermore, analyses were performed
comparing outcomes in the most recent diagnosis years (2005–2019) as compared to earlier
decades (1989–2004), and possible factors associated with OS and cancer-specific survival
(CSS) were investigated.
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2. Materials and Methods
2.1. Data Retrieval

Patients with primary UM diagnosis were identified from the database of the Nether-
lands Cancer Registry (NCR), a nationwide population-based registry in the Netherlands
with data on all cancer patients from 1989 onwards. Data are collected and managed by
employees of the Netherlands Comprehensive Cancer Organization (IKNL). The NCR
database contains anonymous information on newly diagnosed cancer patients, including
diagnosis, tumor staging, tumor site, morphology, treatment, and survival (dead or alive)
status of the patients [22]. For the purpose of this retrospective analysis, NCR data were
linked with data from the national population registry Statistics Netherlands. Statistics
Netherlands has information on inhabitants’ vital status and cause of death and provides
microdata linkable at the individual level.

All adult patients (≥18 years) registered in the Netherlands with primary UM (stage
I-IV) between 1989 and 2019 were included. Patients were not added to the NCR database
in case the tumor was discovered by chance at obduction and thus was not the primary
cause of death. Patients were also not included if they were living abroad at the time of
primary UM diagnosis. The following data were available as coded by the NCR: gender,
age at time of diagnosis, tumor location in the eye (choroid or eyeball) and tumor stage
according to the American Joint Committee on Cancer (AJCC) classification (formerly,
Tumor Node Metastasis (TNM) classification [23], tumor characteristics (morphology,
differentiation grade), treatment (surgery, radiotherapy, other curative treatments, systemic
chemotherapy, targeted therapy), follow-up time, year of death, and survival status. From
the aforementioned database, patients with a confirmed primary UM diagnosis (based on
clinical findings and/or histology and/or cytology) were included in this study.

Patients were excluded from our analyses if the data revealed that tumor location and
morphology were unknown or uncertain or if the tumor was a non-uveal melanoma. For
the deceased patients, cause of death was determined through microdata from the Statistics
Netherlands database. Causes of death were registered according to the International
Classification of Diseases (ICD) edition 9 for deaths occurring between 1989 and 1995 and
ICD-10 for deaths from 1996 onwards. No information was available on whether/when
patients developed metastatic disease or if there was local tumor recurrence. Treatment
data at time of primary UM diagnosis were not available for a subgroup of patients in the
database (N = 324), and subsequent treatments were also not available for this group of
patients. For the scope of this study, we considered that these patients underwent active
surveillance when they were included in the registry.

2.2. Definitions

Tumor staging was based on the TNM classification for the year in which the primary
UM diagnosis was ascertained. TNM edition 4 was used from 1989 to 1998, edition 5 until
2002, edition 6 until 2009, edition 7 until 2016, and TNM 8 from 2017 onwards [23].

2.3. Outcome Measures

Study outcome measures were median, five-year, and ten-year OS and CSS. The OS
and CSS were compared between two different time periods, 1989–2004 and 2005–2019, and
adjusted for patient, uveal melanoma, and treatment characteristics in multivariate models
for OS and CSS. These time periods were chosen because treatment options, especially for
metastatic disease, were investigated and introduced from 2005 onwards.

2.4. Survival

OS and CSS were measured as the time interval from the date of the diagnosis to the
date of death due to all causes, or death due to uveal melanoma or the end of follow-up,
whichever came first. Patients who died due to other causes were censored. According to
ICD-9 and ICD-10 classification, cancer-related deaths were defined as codes “melanoma of
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the skin”, “malignant neoplasms”, “neoplasms”, and “neoplasms of unspecified behavior”.
Survival data were available until the end of 2021.

2.5. Statistical Analysis

Descriptive statistics were performed for baseline patient and tumor characteristics
and were stratified according to the two subgroups based on the older and most recent
years of diagnosis (1989–2004 and 2005–2019). Descriptive statistics were also used for the
treatment of the primary tumor, according to the two time periods, and tested with the
chi-square test. OS and CSS were analyzed for the complete cohort, as well as the two
time periods (1989–2004 versus 2005–2019). The reverse Kaplan–Meier (KM) method was
used to calculate median survival, including 95% confidence intervals (CI) [24]. Life tables
were used to calculate 5-year and 10-year OS and CSS, including standard error (SE), and
KM curves were used to depict survival curves. The log-rank test was used to compare
survival curves between the periods. Univariate (UVA) and multivariate (MVA) survival
analyses were performed using the Cox proportional hazards model, reporting hazard
ratio (HR) and 95% CI. p values < 0.05 were considered statistically significant. Analyses
were performed with SPSS 25.0 (SPSS Inc., Chicago, IL, USA).

3. Results
3.1. Study Population

Overall, 5036 patients were analyzed (see flowchart (Figure 1)). The baseline charac-
teristics are presented for the whole cohort, as well as for the two separate time periods in
Table 1. The mean age was 62.8 years, and the median age of the population was 64.0 years
(range 18–96). In the total population, both gender (51% male) and affected eye (50% left
eye) were equally represented. A total of 17% of the patients were diagnosed at an age
younger than 50 years, 51% between the age of 50 and 70 years old, while for 32% of the
population, the tumor was identified at age 70 or higher.
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Table 1. Baseline characteristics.

Total
N = 5036 (%)

1989–2004
N = 2209 (%)

2005–2019
N = 2827 (%) p-Value

Gender 0.72
Male 2589 (51) 1142 (512) 1447 (51)
Female 2447 (49) 1067 (48) 1380 (49)
Age at diagnosis <0.001
<50 857 (17) 467 (21) 390 (14)
50–70 2580 (51) 1085 (49) 1495 (53)
>70 1599 (32) 657 (30) 942 (33)
Affected eye <0.001 *
Left 2519 (50) 1113 (50) 1406 (50)
Right 2496 (49.6) 1077 (49) 1419 (50)
Unknown 21 (0.4) 19 (0.9)
Diagnosis confirmation <0.001
Clinical and diagnostic assessment 2220 (44) 698 (32) 1522 (54)
Cytological analysis 24 (0.5) 9 (0.4) 15 (0.5)
Histological analysis 2782 (55) 1492 (68) 1290 (46)
Other/unknown 10 (0.2) 10 (0.5)
Tumor location in the eye 0.006
Choroid 4305 (86) 1854 (84) 2451 (87)
Eyeball 731 (14) 355 (16) 376 (13)
TNM/AJCC Stage <0.001
I 946 (19) 427 (19) 519 (18)
II 2355 (47) 686 (31) 1669 (59)
III 1169 (23) 727 (33) 442 (16)
IV 163 (3) 120 (5.4) 43 (1.5)
N/A or unknown 403 (8) 249 (11) 154 (5.4)

AJCC = American Joint Committee on Cancer; N/A = not available; TNM = Tumor Node Metastases classification;
* Significant difference due to group “unknown” in the calculation. When comparing only groups “left” and
“right”, there is no statistically significant difference (p = 0.460).

UM was confirmed through histological analysis in 55% of cases and by clinical and
diagnostic assessment in 44% of cases. All patients had a tumor of the uvea, of which the
location was the choroid (86%) or the eyeball (14%). Nineteen percent of patients were
diagnosed at stage I, 47% at stage II, and 23% at stage III. Stage IV disease was detected in
3% of the population (Table 1).

In the first time period (1989–2004), 49% of the patients were diagnosed in the age
category 50–70 years and 30% at the age of 70 or higher, whereas more patients were
diagnosed at higher age in the second time period, respectively, 53% and 33% in 2005–2019
(p < 0.001). The diagnosis was confirmed by clinical and diagnostic assessment with an
increase from 32% in the first time period to 54% in the second time period. Confirmation
by histological assessment was 68% in the first time period, compared to 46% in the second
time period (p < 0.001). Regarding the disease stage, 31% of the population was diagnosed
with stage II disease in the first time period, compared to 59% in the second time period.
The amount of stage III and stage IV diagnoses decreased from, respectively, 33% and 5%
in the first time period to 16% and 2% in the second time period (p < 0.001). An overview of
the number of new cases by year of diagnosis between 1989 and 2019 is shown in Figure 2.
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3.2. Treatments

The primary treatment of UM throughout the years is depicted in Table 2. Overall,
surgery was performed in 51% of cases and radiotherapy in 45% of cases. Less than 1%
of the population received systemic treatment with chemo- or targeted therapy, probably
because of stage IV disease. For 0.3% of the population, “other curative treatments” were
applied, but no specification was available on what these treatments comprised. Lastly,
there was no treatment information available for 324 patients (6%). These patients were
considered to have had active surveillance in follow-up. In the first time period (1989–2004),
65% of patients were treated by surgery, and 41% in the second time period (2005–2019;
p < 0.001). Treatment with local radiotherapy modalities increased from 32% in the first
period to 54% in the second time period (p < 0.001).

Table 2. Treatments by time period.

Total
N = 5036 (%)

1989–2004
N = 2209 (%)

2005–2019
N = 2827 (%) p-Value

Surgery <0.001
Yes 2584 (51) 1437 (65) 1147 (41)
No 2452 (49) 772 (35) 1680 (59)
Radiotherapy <0.001
Yes 2250 (45) 716 (32) 1534 (54)
No 2786 (55) 1493 (68) 1293 (46)
Systemic chemotherapy 0.73
Yes 20 (0.4) 8 (0.4) 12 (0.4)
No 5016 (99.6) 2201 (99.6) 2815 (99.6)
Targeted therapy 0.03
Yes 6 (0.1) 6 (0.2)
No 5030 (99.9) 2209 (100) 2821 (99.8)
Other curative treatment * 0.87
Yes 13 (0.3) 6 (0.3) 7 (0.2)
No 5023 (99.7) 2203 (99.7) 2820 (99.8)
Unknown treatment 0.67
Yes 12 (0.2) 6 (0.3) 6 (0.2)
No 5024 (99.8) 2203 (99.7) 2821 (99.8)
Active surveillance 324 (6.4) 147 (6.7) 177 (6.3)

* unspecified.
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3.3. Overall Survival and Cancer-Specific Survival

The median follow-up (FU) time was 13.4 years (95% CI 12.8–13.9) for the whole
cohort. The median FU was 22.9 years (95% CI 22.3–23.4) for the first time period and 8.2
(95% CI 7.8–8.5) for the second time period. Overall, 2692 patients (53%) died, and the
cause of death was available for 2566 of these patients (95%). For 1563 of these patients
(58%), the cause of death was cancer, most probably uveal melanoma.

The overall median OS was 10.5 years (95% CI 9.9–11.0) (Figure 3A). The median CSS
for the whole group was 30.0 years (95% CI NA; Figure 3B).

Cancers 2023, 15, x FOR PEER REVIEW 7 of 15 
 

 

No 5023 (99.7) 2203 (99.7) 2820 (99.8)  
Unknown treatment    0.67 

Yes 12 (0.2) 6 (0.3) 6 (0.2)  
No 5024 (99.8) 2203 (99.7) 2821 (99.8)  

Active surveillance 324 (6.4) 147 (6.7) 177 (6.3)  
* unspecified. 

3.3. Overall Survival and Cancer-Specific Survival 
The median follow-up (FU) time was 13.4 years (95% CI 12.8–13.9) for the whole co-

hort. The median FU was 22.9 years (95% CI 22.3–23.4) for the first time period and 8.2 
(95% CI 7.8–8.5) for the second time period. Overall, 2692 patients (53%) died, and the 
cause of death was available for 2566 of these patients (95%). For 1563 of these patients 
(58%), the cause of death was cancer, most probably uveal melanoma. 

The overall median OS was 10.5 years (95% CI 9.9–11.0) (Figure 3A). The median CSS 
for the whole group was 30.0 years (95% CI NA; Figure 3B). 

 
Figure 3. Kaplan–Meier curves representing the survival of UM patients throughout the years ac-
cording to the (A) overall survival for the whole group, (B) cancer-specific survival for the whole 

Figure 3. Kaplan–Meier curves representing the survival of UM patients throughout the years
according to the (A) overall survival for the whole group, (B) cancer-specific survival for the whole
group, and (C) overall survival per period of diagnosis. The curve for period 2 stops earlier due to a
shorter follow-up time of that cohort. The median follow-up was 22.9 years (95% CI 22.3–23.4) for the
first time period and 8.2 (95% CI 7.8–8.5) for the second time period. (D) Cancer-specific survival
per period of diagnosis. The curve for period 2 stops earlier due to a shorter follow-up time of that
cohort. The median follow-up was 22.9 years (95% CI 22.3–23.4) for the first time period and 8.2 (95%
CI 7.8–8.5) for the second time period. All analyses were performed based on 5036 patients. The
discrepancy between the number of analyzed patients and the number of patients exposed to risk at
the start of the curves is due to the loss of patients without follow-up information.
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The median OS for the cohorts (Figure 3C) diagnosed in 1989–2004 versus 2005–2019
were 9.5 years (95% CI 8.7–10.3) versus 11.3 years (95% CI 10.3–12.3; p < 0.001). The five-
and ten-year OS for the first time period were 61% (SE 0.01) and 46% (SE 0.01), respectively.
In the second time period, the five- and ten-year OS were 67% (SE 0.01) and 51% (SE 0.01)
(p < 0.001).

The median CSS (Figure 3D) calculated for the two separate cohorts was 30.0 years
(95% CI NA) for cohort 1989–2004, while the median CSS for cohort 2005–2019 has not been
reached (p = 0.008). For the first time period, the five- and ten-year CSS were 71% (SE 0.01)
and 63% (SE 0.01). This was 76% (SE 0.01) and 66% (SE 0.01) for the second time period
(p = 0.008).

3.4. Variables Associated with OS and CSS in UVA

There were 26 patients who received systematic treatment with chemotherapy (n = 20)
or targeted therapy (n = 6) at the time of their primary UM diagnosis, indicating that these
patients had synchronous metastases. For this reason, these 26 patients were excluded
from the Cox regression analyses for OS and CSS. For Cox regression analyses, clinically
relevant variables were entered into the analyses. The UVA and MVA results are presented
in Tables 3 and 4.

Table 3. Cox regression analyses for OS.

Factor Univariate Analyses Multivariate Analyses

HR 95% CI p-Value HR 95% CI p-Value

Age Cont. 1.05 1.05–1.05 <0.001 1.05 1.05–1.06 <0.001
<50 Ref.

Age 50–70 2.32 2.03–2.65 <0.001
>70 5.28 4.60–6.06 <0.001

Gender Male Ref. Ref.
Female 0.91 0.84–0.98 0.013 0.85 0.79–0.92 <0.001

Tumor stage I Ref. Ref.
II 1.38 1.23–1.55 <0.001 1.58 1.40–1.79 <0.001
III 2.20 1.95–2.49 <0.001 2.07 1.82–2.34 <0.001
IV 3.73 3.06–4.55 <0.001 2.88 2.35–3.54 <0.001
M/Unknown 1.32 1.12–1.55 0.001 1.44 1.22–1.71 <0.001

Tumor location Choroid(ref)/ 1.02 0.92–1.14 0.693 1.02 0.91–1.14 0.789
Eyeball

Period 1989–2004 Ref. Ref.
2005–2019 0.86 0.79–0.93 <0.001 0.94 0.72–1.26 0.146

Surgery No (ref)/Yes 1.88 1.74–2.04 <0.001 1.39 1.22–1.60 <0.001
Radiotherapy No (ref)/Yes 0.52 0.48–0.57 <0.001 0.73 0.64–0.83 <0.001
Other curative treatment No (ref)/Yes 3.75 2.02–6.99 <0.001 4.29 2.30–8.01 <0.001

UVA and MVA performed in N = 5010 patients. CI = confidence interval; cont. = continuous; HR = hazard ratio;
OS = overall survival; Ref. = reference.

The UVA results for the OS, including the HR and 95% CI, are shown in Table 3. For the
OS, UVA showed that a higher age was significantly correlated with a worse OS (p < 0.001).
Additionally, a higher tumor stage was correlated with a lower survival compared to stage
I at diagnosis. Tumors located in the eyeball were not statistically significantly correlated
with worse OS compared to tumors in the choroid (p = 0.693). Furthermore, surgery as
a treatment for the primary tumor or “other curative treatments” were associated with
poor OS (p < 0.001 for both variables). In contrast, radiotherapy was associated with better
survival (HR 0.52; 95% CI 0.48–0.57, p < 0.001). Female gender (HR 0.91; 95% CI 0.84–0.98)
and being diagnosed and treated in the second period (HR 0.86; 95% CI 0.79–0.93; first
period as a comparison) were identified as significantly associated factors with improved
OS (p < 0.001 for all variables).
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Table 4. Cox regression analyses for CSS.

Factor Univariate Analyses Multivariate Analyses

HR 95% CI p-Value HR 95% CI p-Value

Age Cont. 1.02 1.02–1.03 <0.001 1.03 1.02–1.04 <0.001
<50 Ref.

Age 50–70 1.67 1.44–1.95 <0.001
>70 2.28 1.93–2.68 <0.001

Gender Male Ref. Ref.
Female 0.88 0.80–0.98 0.014 0.92 0.83–1.02 0.120

Tumor stage I Ref. Ref.
II 2.20 1.83–2.64 <0.001 2.20 1.79–2.64 <0.001
III 3.83 3.19–4.59 <0.001 3.15 2.62–3.80 <0.001
IV 7.72 5.99–9.95 <0.001 5.53 4.27–7.17 <0.001
M/Unknown 1.51 1.17–1.96 0.002 1.72 1.33–2.23 <0.001

Tumor location Choroid(ref)/ 1.02 0.89–1.18 0.741 1.02 0.88–1.18 0.831
Eyeball

Period 1989–2004 Ref. Ref.
2005–2019 0.08 0.74–0.94 0.003 1.09 0.97–1.22 0.132

Surgery No (ref)/Yes 2.74 1.74–2.04 <0.001 1.84 1.52–2.25 <0.001
Radiotherapy No (ref)/Yes 0.41 0.48–0.57 <0.001 0.74 0.61–0.90 0.002
Other curative treatment No (ref)/Yes 5.34 2.87–9.95 <0.001 4.46 2.38–8.33 <0.001

UVA and MVA performed in N = 5010 patients. CI = confidence interval; cont. = continuous; HR = hazard ratio;
CSS = cancer-specific survival; Ref. = reference.

The UVA results for the CSS are presented in Table 4. For the CSS, UVA showed higher
age and higher tumor stage (p < 0.001 for all) at the time of diagnosis to be significantly
related to a worse CSS. This was also the case for treatment with surgery and “other curative
treatments” (p < 0.001 for both variables). Eyeball tumors were not statistically significantly
correlated with worse CSS compared to tumors in the choroid (p = 0.741). Similar to the
UVA results for OS, variables significantly related to a better CSS were primary treatment
with radiotherapy (HR 0.41; 95% CI 0.48–0.57, p < 0.001), female gender (HR 0.88; 95% CI
0.80–0.98, p = 0.014), and diagnosis during the second period (HR 0.08; 95% CI 0.74–0.94,
p = 0.003) compared to period one.

3.5. Variables Associated with OS and CSS in MVA

The diagnosis period was not confirmed as an independent predictor of OS in the
MVA, with HR 0.94; 95% CI 0.72–1.26, p = 0.146. Tumor location was also not confirmed
as an independent predictor of OS or CSS in MVA. Factors associated with better OS in
the MVA were female gender (HR 0.85; 95% CI 0.79–0.92, p < 0.001) and radiotherapy as
primary treatment (HR 0.73; 95% CI 0.64–0.83, p < 0.001). Age, higher tumor stage, surgery,
and “other curative treatment” as primary treatment were associated with a worse OS
(p < 0.001 for all; Table 3).

The period of diagnosis was not confirmed as a significant independent predictor of
CSS in MVA (HR 1.09; 95% CI 0.97–1.22, p = 0.132). Primary treatment with radiotherapy
(HR 0.74; 95% CI 0.61–0.90, p = 0.002) was confirmed to be related to better CSS. Female
gender (HR 0.92; 95% CI 0.83–1.02, p = 0.120) was not significantly correlated with CSS.
Furthermore, age and tumor stage at diagnosis and treatment with surgery or “other
curative treatment” were significantly related to worse CSS (p < 0.001 for all; Table 4).

3.6. Adjusted Models for Period of Diagnosis in MVA

Two additional MVA models were performed to assess the factors that could statis-
tically explain the time trends: (1) Model with period of diagnosis, adjusted for patient-
and tumor characteristics (age, gender, tumor stage); (2) model with period of diagnosis,
adjusted for primary tumor treatment (surgery, radiotherapy, “other curative treatment”).

When taking patient, tumor, and treatment characteristics into account in the MVA,
all these characteristics show a significant correlation with OS. However, the period of
diagnosis was not statistically significant. When only performing the MVA with a period of
diagnosis and patient and tumor characteristics, the patient characteristics could not explain
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the differences in OS. However, when building the MVA model, including a period of
diagnosis and adjusting for only treatment options, no statistical significance was detected
for the diagnosis period, meaning that the available variables for primary treatment options
could explain the difference in the OS.

The model was also built for the CSS. In this model, no statistically significant differ-
ence was detected for the diagnosis period in the first or second model, indicating that
for the CSS, the patient-, tumor- and treatment-related characteristics could explain the
difference in the CSS results of the two periods.

4. Discussion

UM is a rare cancer that has worse outcomes compared to cutaneous melanoma,
especially in the advanced stage. In the past decades, treatment options have changed for
the primary tumor, and new options have been introduced for the management of distant
metastases. One of the aims of our retrospective study was to assess the survival of patients
diagnosed with primary UM over 30 years, separated over two time cohorts that represent
the introduction of other treatment modalities in more recent decades.

Firstly, our results show that there is an increase in the absolute number of new cases
throughout the years. According to NCR numbers, when corrected for the population
distribution with the European Standardized Rate (ESR), this corresponds with an increase
of 0.71 cases per 100,000 in 1989 to 0.98 cases per 100,000 persons in 2019 [22]. Furthermore,
there was an increase in diagnoses at older ages as well as an increase of stage II diagnoses in
the second time period compared to the first time period. Conversely, the group diagnosed
with stage III and IV disease decreased in the second time period compared to the first time
period. The five-year OS was 61% in period 1 and 67% in period 2, and the ten-year OS was
46% and 51% in periods 1 and 2, respectively. The five-year CSS was 71% in period 1 and
76% in period 2, and the ten-year CSS was 63% and 66% in periods 1 and 2, respectively.
Adjusted for patient, tumor, and treatment differences, the period of diagnosis was not an
independent prognostic factor for OS and CSS.

4.1. Survival over Time

Previous studies have shown that survival rates in patients with UM have not changed
much over the years [4]. Roelofsen et al. studied a large cohort consisting of more than
1000 patients treated with enucleation as primary UM treatment over five decades; there
was no significant survival increase throughout the years [25]. Two meta-analyses have also
identified minimal improvement in survival after diagnosis of metastatic disease, showing
a median OS of 9.3 months after systemic treatments, a median OS of 14 months after
liver-directed therapies, and a combined median OS of 13 months for several systemic and
liver-directed therapy options [26,27]. Furthermore, analysis of OS according to published
data from different studies did not show any improvement over time [27].

Our five- and ten-year survival rates are comparable to the retrospective study of
Roelofsen et al. [25]. In our study, the OS in the second time period showed a modest
improvement, but this was not statistically significant compared to the first time period in
the MVA. Furthermore, our five- and ten-year CSS rates of 71% and 63% for period one vs.
76% and 66% for period two are within the same range found in previous studies [5,13,28].
A recent meta-analysis reported comparable combined estimates of relative survival rates
of 79% at five years and 66% at 10 years [29]. A recent review indicated that the imple-
mentation of routine radiological screening at the time of primary tumor treatment in
high-risk patients contributed to an improved life expectancy for patients with UM. Screen-
ing may allow earlier detection and treatment of metastases, either with liver-directed
therapies and/or systemic treatments [30]. Our study results provide an indication that
the primary UM diagnosis was ascertained earlier in most recent years, as there was a
significant increase in the proportion of patients presenting with stage II disease in period
two compared to period one, while a lower number of stage III or IV patients were seen.
UM is a notoriously difficult tumor to diagnose. The symptoms that patients experience
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depend on the location and size of the tumor. Due to this, small tumors are often not
noticed for a long period of time or are detected by chance upon performing routine eye
exams. The larger proportion of lower-stage melanoma in the more recent period could
indicate that there is a faster recognition of the symptoms by patients and healthcare pro-
fessionals. However, the larger proportion of lower-stage melanomas could also be due to
changes in the AJCC classification systems throughout the years. In the sixth edition of the
TNM/AJCC classification for tumors, there have been changes in the accepted range of
tumor size and height [31]. These changes led to stage migration with a decrease in stage
III tumors, an increase in stage II diagnoses, and a shift from one stage to another for a
selected group of patients with an impact on survival rates in both stage groups. Taking
this effect into account, it is unreliable to assess the survival per stage per time period over
this long registration time [32].

4.2. Treatment over Time

One of our study aims was also to report on treatment trends for the primary tumor in
this cohort. Primary UM is treated by enucleation or with eye-conserving local radiotherapy.
Since the COMS trial in 2001 determined that brachytherapy had similar survival rates
when compared to enucleation, eye-conserving treatment modalities became the preferred
approach of treatment for small and medium-sized tumors [14,33]. Treatment with Ruthe-
nium or Iodine plaque brachytherapy is successful in terms of local control in up to 98%
of eyes [34]. The decision on which treatment to use is based on several factors, such as
tumor location, size, stage, availability of treatments, and patient preference. Large tumors
are often treated with enucleation to prevent the complications related to the radiation of
large tumors.

A decrease in the number of enucleations and an increase in the use of radiotherapy was
observed in The Netherlands in the two described time periods (1989–2004 vs. 2005–2019),
in accordance with reports in previous studies [4,7]. However, due to confounding by
indication (smaller primary tumors receive radiotherapy and thus have a better prognosis),
it is not possible to compare the efficacy and survival of enucleation versus radiotherapy
in our study. In the past decades, therapeutic options have changed for patients who
develop metastatic UM. Systemic chemotherapy does not have a place in the treatment of
hepatic or extrahepatic metastases. The treatment effect is negligible, with a median OS of
10.9 months for studies concerning monotherapy or combination therapy, according to a
meta-analysis [27]. Similarly, results of targeted therapies with protein kinase inhibitors
such as selumetinib and AEB071 showed disappointing results [35–37]. Immunotherapy
with immune checkpoint inhibitors (ICI) in the form of antibodies against CTLA-4, PD-1,
or PD-L1 was introduced in 2010. ICI monotherapy is associated with low response rates in
metastatic UM, although combination therapy with ipilimumab and nivolumab may lead
to improved response rates [38–43].

Tebentafusp recognizes the glycoprotein 100 (gp100), a peptide on uveal melanoma
cells that is presented by HLA-A*0201. As a result, only patients with this HLA subtype are
eligible for treatment with tebentafusp [44]. Nonetheless, it is the first drug that provided
increased OS in a prospective randomized trial with tebentafusp versus the investigator’s
choice of treatment. Overall survival at 1 year was 73% in the tebentafusp group and 59%
in the control group [21]. In our retrospective analysis, no patients were included who were
treated with tebentafusp since this treatment was not yet available.

Treatment with liver-directed therapies such as isolated hepatic perfusion (IHP) or
percutaneous hepatic perfusion (M-PHP) may also prolong survival in patients with hepatic
metastases. Despite a response rate of 40% after IHP treatment, the treatment-related ad-
verse events are high. Furthermore, the procedure is not repeatable. M-PHP is a repeatable,
safe, and effective option in UM patients with liver metastases [20,45–47] and results in
improved response rate, PFS, and OS compared to best alternative care [48,49]. However, a
previous prospective phase II trial showed that approximately 75% of patients eventually
progress with extrahepatic disease after successful initial treatment [20]. Conversely, com-
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bination therapy with ICI seems to be more effective in extrahepatic disease [41]. Based on
these observations, the CHOPIN trial (NCT04283890) is currently investigating treatment
with M-PHP and combined ICI, compared to M-PHP only [50].

4.3. Limitations

Our current retrospective cohort study provides important insights into the treatment
and outcomes of patients with a primary UM diagnosis in the Netherlands over the last
30 years. However, the limitations of this study are its retrospective and anonymous nature
and the fact that patient and tumor details were only registered at the moment of primary
UM diagnosis. No information was available on if and when patients developed metastases.
For the same reason, recurrence-free survival could also not be calculated in our study, and
it was not possible to conduct sub-analyses based on treatment for metastatic spread after
primary tumor detection. To determine the cause of death of patients, we relied on data
from the Statistics Netherlands database on causes of death. However, while this study has
its limitations, we recognize the importance of conducting epidemiological studies over
a longer period of time on rare tumors such as UM to learn about changes in treatment,
prognostic factors, and long-term outcomes.

5. Conclusions

In our retrospective cohort study over 30 years in patients with primary UM diagnosis,
we show an increase in eye-preserving treatments performed over the years. Additionally,
an increase in stage I/II diagnoses and higher age at the time of diagnosis are seen when
comparing the time periods. Median OS and CSS have increased in period two compared
to period one in the UVA, but this was not confirmed in the MVA. Different factors may
have contributed to improved OS and CSS, such as earlier detection and treatment of both
the primary tumor and improved therapeutic options at different stages of the disease.
However, no definitive conclusions can be drawn as essential information was missing
from the registry, such as the time of development and treatment of metastases. In the
future, registrations should aim for the prospective collection of data, including that of
treatment and outcomes after the primary diagnosis.

Author Contributions: Conceptualization, T.M.L.T., E.B., M.C.B. and E.H.W.K.; methodology, T.M.L.T.,
E.B. and E.H.W.K.; formal analysis, T.M.L.T.; data curation, T.M.L.T.; writing—original draft prepara-
tion, T.M.L.T. and E.B.; writing—review and editing, T.M.L.T., E.B., F.M.S., C.U.B., G.P.M.L., M.J.J.,
M.M., T.H.K.V., C.R.N.R., C.L.C., J.-W.M.B., H.H.H., J.J.J.B., E.K., N.C.N., S.Y., C.M.v.R., M.C.B. and
E.H.W.K.; visualization, T.M.L.T.; supervision, E.B. and E.H.W.K. All authors have read and agreed to
the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethical review and approval were waived for this study as,
according to the Central Committee on Research Involving Human Subjects (CCMO), this obser-
vational study does not require approval from an ethics committee in the Netherlands. The use of
anonymous data for this study was approved by the Privacy Review Board of the NCR and Statistics
Netherlands, following the principles of the Code of Good Conduct.

Informed Consent Statement: Patient consent was waived due to retrospective analysis.

Data Availability Statement: Data were obtained from the Netherlands Cancer Registry and Statistics
Netherlands. The results shown in this publication are based on calculations by Tong et al. using
non-public microdata from Statistics Netherlands. The dataset is not publicly available due to
the potentially identifiable nature of the data. However, data can be made available from the
corresponding author upon reasonable request.

Acknowledgments: The authors thank the registration team of the Netherlands Comprehensive
Cancer Organization (IKNL) for the collection of data for the Netherlands Cancer Registry, as well as
the IKNL staff for scientific advice. In addition, CBS (Statistics Netherlands) is acknowledged for
supplying data on the cause of death. The authors also thank Gerrit Kracht for his help in producing
the figures.



Cancers 2023, 15, 5419 13 of 15

Conflicts of Interest: The authors declare no conflict of interest that could be perceived as prejudicing
the impartiality of the results presented in this paper.

References
1. Damato, B. Treatment of primary intraocular melanoma. Expert Rev. Anticancer Ther. 2006, 6, 493–506. [CrossRef]
2. Kaliki, S.; Shields, C.L. Uveal melanoma: Relatively rare but deadly cancer. Eye 2017, 31, 241–257. [CrossRef]
3. Virgili, G.; Gatta, G.; Ciccolallo, L.; Capocaccia, R.; Biggeri, A.; Crocetti, E.; Lutz, J.M.; Paci, E.; EUROCARE Working Group.

Incidence of uveal melanoma in Europe. Ophthalmology 2007, 114, 2309–2315. [CrossRef] [PubMed]
4. Singh, A.D.; Turell, M.E.; Topham, A.K. Uveal melanoma: Trends in incidence, treatment, and survival. Ophthalmology 2011, 118,

1881–1885. [CrossRef]
5. Aronow, M.E.; Topham, A.K.; Singh, A.D. Uveal Melanoma: 5-Year Update on Incidence, Treatment, and Survival (SEER

1973–2013). Ocul. Oncol. Pathol. 2018, 4, 145–151. [CrossRef]
6. Damato, B. Does ocular treatment of uveal melanoma influence survival? Br. J. Cancer 2010, 103, 285–290. [CrossRef] [PubMed]
7. Souto, E.B.; Zielinska, A.; Luis, M.; Carbone, C.; Martins-Gomes, C.; Souto, S.B.; Silva, A.M. Uveal melanoma: Physiopathology

and new in situ-specific therapies. Cancer Chemother. Pharmacol. 2019, 84, 15–32. [CrossRef]
8. Jager, M.J.; Shields, C.L.; Cebulla, C.M.; Abdel-Rahman, M.H.; Grossniklaus, H.E.; Stern, M.H.; Carvajal, R.D.; Belfort, R.N.; Jia,

R.; Shields, J.A.; et al. Uveal melanoma. Nat. Rev. Dis. Primers 2020, 6, 24. [CrossRef]
9. Gragoudas, E.; Li, W.; Goitein, M.; Lane, A.M.; Munzenrider, J.E.; Egan, K.M. Evidence-based estimates of outcome in patients

irradiated for intraocular melanoma. Arch. Ophthalmol. 2002, 120, 1665–1671. [CrossRef]
10. Caujolle, J.P.; Paoli, V.; Chamorey, E.; Maschi, C.; Baillif, S.; Herault, J.; Gastaud, P.; Hannoun-Levi, J.M. Local recurrence after

uveal melanoma proton beam therapy: Recurrence types and prognostic consequences. Int. J. Radiat. Oncol. Biol. Phys. 2013, 85,
1218–1224. [CrossRef]

11. Kowal, J.; Markiewicz, A.; Debicka-Kumela, M.; Bogdali, A.; Jakubowska, B.; Karska-Basta, I.; Romanowska-Dixon, B. Analysis of
local recurrence causes in uveal melanoma patients treated with (125)I brachytherapy—A single institution study. J. Contemp.
Brachytherapy 2019, 11, 554–562. [CrossRef] [PubMed]

12. Diener-West, M.; Reynolds, S.M.; Agugliaro, D.J.; Caldwell, R.; Cumming, K.; Earle, J.D.; Hawkins, B.S.; Hayman, J.A.; Jaiyesimi,
I.; Jampol, L.M.; et al. Development of metastatic disease after enrollment in the COMS trials for treatment of choroidal melanoma:
Collaborative Ocular Melanoma Study Group Report No. 26. Arch. Ophthalmol. 2005, 123, 1639–1643. [CrossRef] [PubMed]

13. Kujala, E.; Mäkitie, T.; Kivelä, T. Very long-term prognosis of patients with malignant uveal melanoma. Investig. Ophthalmol. Vis.
Sci. 2003, 44, 4651–4659. [CrossRef] [PubMed]

14. Marinkovic, M.; Horeweg, N.; Fiocco, M.; Peters, F.P.; Sommers, L.W.; Laman, M.S.; Bleeker, J.C.; Ketelaars, M.; Luyten, G.P.;
Creutzberg, C.L. Ruthenium-106 brachytherapy for choroidal melanoma without transpupillary thermotherapy: Similar efficacy
with improved visual outcome. Eur. J. Cancer 2016, 68, 106–113. [CrossRef]

15. Gelmi, M.C.; Bas, Z.; Malkani, K.; Ganguly, A.; Shields, C.L.; Jager, M.J. Adding the Cancer Genome Atlas Chromosome Classes
to American Joint Committee on Cancer System Offers More Precise Prognostication in Uveal Melanoma. Ophthalmology 2022,
129, 431–437. [CrossRef]

16. Eskelin, S.; Pyrhönen, S.; Hahka-Kemppinen, M.; Tuomaala, S.; Kivelä, T. A prognostic model and staging for metastatic uveal
melanoma. Cancer 2003, 97, 465–475. [CrossRef]

17. Rietschel, P.; Panageas, K.S.; Hanlon, C.; Patel, A.; Abramson, D.H.; Chapman, P.B. Variates of survival in metastatic uveal
melanoma. J. Clin. Oncol. 2005, 23, 8076–8080. [CrossRef]

18. Rowcroft, A.; Loveday, B.P.T.; Thomson, B.N.J.; Banting, S.; Knowles, B. Systematic review of liver directed therapy for uveal
melanoma hepatic metastases. HPB 2020, 22, 497–505. [CrossRef]

19. Gonsalves, C.F.; Adamo, R.D.; Eschelman, D.J. Locoregional Therapies for the Treatment of Uveal Melanoma Hepatic Metastases.
Semin. Interv. Radiol. 2020, 37, 508–517. [CrossRef]

20. Meijer, T.S.; Burgmans, M.C.; de Leede, E.M.; de Geus-Oei, L.F.; Boekestijn, B.; Handgraaf, H.J.M.; Hilling, D.E.; Lutjeboer, J.;
Vuijk, J.; Martini, C.H.; et al. Percutaneous Hepatic Perfusion with Melphalan in Patients with Unresectable Ocular Melanoma
Metastases Confined to the Liver: A Prospective Phase II Study. Ann. Surg. Oncol. 2021, 28, 1130–1141. [CrossRef]

21. Nathan, P.; Hassel, J.C.; Rutkowski, P.; Baurain, J.-F.; Butler, M.O.; Schlaak, M.; Sullivan, R.J.; Ochsenreither, S.; Dummer, R.;
Kirkwood, J.M.; et al. Overall Survival Benefit with Tebentafusp in Metastatic Uveal Melanoma. N. Engl. J. Med. 2021, 385,
1196–1206. [CrossRef]

22. Netherlands Cancer Registry (NCR). Available online: https://iknl.nl/nkr-cijfers (accessed on 1 March 2023).
23. Amin, M.B.; Greene, F.L.; Edge, S.B.; Compton, C.C.; Gershenwald, J.E.; Brookland, R.K.; Meyer, L.; Gress, D.M.; Byrd, D.R.;

Winchester, D.P. The Eighth Edition AJCC Cancer Staging Manual: Continuing to build a bridge from a population-based to a
more “personalized” approach to cancer staging. CA Cancer J. Clin. 2017, 67, 93–99. [CrossRef] [PubMed]

24. Schemper, M.; Smith, T.L. A note on quantifying follow-up in studies of failure time. Control. Clin. Trials 1996, 17, 343–346.
[CrossRef]

25. Roelofsen, C.D.M.; Wierenga, A.P.A.; van Duinen, S.; Verdijk, R.M.; Bleeker, J.; Marinkovic, M.; Luyten, G.P.M.; Jager, M.J. Five
Decades of Enucleations for Uveal Melanoma in One Center: More Tumors with High Risk Factors, No Improvement in Survival
over Time. Ocul. Oncol. Pathol. 2021, 7, 133–141. [CrossRef] [PubMed]

https://doi.org/10.1586/14737140.6.4.493
https://doi.org/10.1038/eye.2016.275
https://doi.org/10.1016/j.ophtha.2007.01.032
https://www.ncbi.nlm.nih.gov/pubmed/17498805
https://doi.org/10.1016/j.ophtha.2011.01.040
https://doi.org/10.1159/000480640
https://doi.org/10.1038/sj.bjc.6605765
https://www.ncbi.nlm.nih.gov/pubmed/20661247
https://doi.org/10.1007/s00280-019-03860-z
https://doi.org/10.1038/s41572-020-0158-0
https://doi.org/10.1001/archopht.120.12.1665
https://doi.org/10.1016/j.ijrobp.2012.10.005
https://doi.org/10.5114/jcb.2019.90985
https://www.ncbi.nlm.nih.gov/pubmed/31969914
https://doi.org/10.1001/archopht.123.12.1639
https://www.ncbi.nlm.nih.gov/pubmed/16344433
https://doi.org/10.1167/iovs.03-0538
https://www.ncbi.nlm.nih.gov/pubmed/14578381
https://doi.org/10.1016/j.ejca.2016.09.009
https://doi.org/10.1016/j.ophtha.2021.11.018
https://doi.org/10.1002/cncr.11113
https://doi.org/10.1200/JCO.2005.02.6534
https://doi.org/10.1016/j.hpb.2019.11.002
https://doi.org/10.1055/s-0040-1720948
https://doi.org/10.1245/s10434-020-08741-x
https://doi.org/10.1056/NEJMoa2103485
https://iknl.nl/nkr-cijfers
https://doi.org/10.3322/caac.21388
https://www.ncbi.nlm.nih.gov/pubmed/28094848
https://doi.org/10.1016/0197-2456(96)00075-X
https://doi.org/10.1159/000509918
https://www.ncbi.nlm.nih.gov/pubmed/33981696


Cancers 2023, 15, 5419 14 of 15

26. Khoja, L.; Atenafu, E.G.; Suciu, S.; Leyvraz, S.; Sato, T.; Marshall, E.; Keilholz, U.; Zimmer, L.; Patel, S.P.; Piperno-Neumann,
S.; et al. Meta-analysis in metastatic uveal melanoma to determine progression free and overall survival benchmarks: An
international rare cancers initiative (IRCI) ocular melanoma study. Ann. Oncol. 2019, 30, 1370–1380. [CrossRef] [PubMed]

27. Rantala, E.S.; Hernberg, M.; Kivela, T.T. Overall survival after treatment for metastatic uveal melanoma: A systematic review and
meta-analysis. Melanoma Res. 2019, 29, 561–568. [CrossRef]

28. Beasley, A.B.; Preen, D.B.; McLenachan, S.; Gray, E.S.; Chen, F.K. Incidence and mortality of uveal melanoma in Australia
(1982–2014). Br. J. Ophthalmol. 2021, 107, 406–411. [CrossRef]

29. Stålhammar, G.; Herrspiegel, C. Long-term relative survival in uveal melanoma: A systematic review and meta-analysis. Commun.
Med. 2022, 2, 18. [CrossRef]

30. Reichstein, D.; Brock, A.; Lietman, C.; McKean, M. Treatment of metastatic uveal melanoma in 2022: Improved treatment regimens
and improved prognosis. Curr. Opin. Ophthalmol. 2022, 33, 585–590. [CrossRef]

31. Greene, F.L.; Page, D.L.; Fleming, I.D.; Fritz, A.G.; Balch, C.M.; Haller, D.G.; Morrow, M. (Eds.) AJCC Cancer Staging Manual,
6th ed.; Springer: New York, NY, USA, 2002.

32. Feinstein, A.R.; Sosin, D.M.; Wells, C.K. The Will Rogers phenomenon—Stage migration and new diagnostic techniques as a
source of misleading statistics for survival in cancer. N. Engl. J. Med. 1985, 312, 1604–1608. [CrossRef]

33. Al-Jamal, R.T.; Cassoux, N.; Desjardins, L.; Damato, B.; Konstantinidis, L.; Coupland, S.E.; Heimann, H.; Petrovic, A.; Zografos, L.;
Schalenbourg, A.; et al. The Pediatric Choroidal and Ciliary Body Melanoma Study: A Survey by the European Ophthalmic
Oncology Group. Ophthalmology 2016, 123, 898–907. [CrossRef] [PubMed]

34. Williams, B.K., Jr.; Di Nicola, M. Ocular Oncology-Primary and Metastatic Malignancies. Med. Clin. N. Am. 2021, 105, 531–550.
[CrossRef] [PubMed]

35. Piperno-Neumann, S.; Kapiteijn, E.; Larkin, J.M.G.; Carvajal, R.D.; Luke, J.J.; Seifert, H.; Roozen, I.; Zoubir, M.; Yang, L.;
Choudhury, S.; et al. Phase I dose-escalation study of the protein kinase C (PKC) inhibitor AEB071 in patients with metastatic
uveal melanoma. J. Clin. Oncol. 2014, 32, 9030. [CrossRef]

36. Carvajal, R.D.; Piperno-Neumann, S.; Kapiteijn, E.; Chapman, P.B.; Frank, S.; Joshua, A.M.; Piulats, J.M.; Wolter, P.; Cocquyt, V.;
Chmielowski, B.; et al. Selumetinib in Combination With Dacarbazine in Patients with Metastatic Uveal Melanoma: A Phase III,
Multicenter, Randomized Trial (SUMIT). J. Clin. Oncol. 2018, 36, 1232–1239. [CrossRef] [PubMed]

37. Piperno-Neumann, S.; Larkin, J.; Carvajal, R.D.; Luke, J.J.; Schwartz, G.K.; Hodi, F.S.; Sablin, M.P.; Shoushtari, A.N.; Szpakowski,
S.; Chowdhury, N.R.; et al. Genomic Profiling of Metastatic Uveal Melanoma and Clinical Results of a Phase I Study of the Protein
Kinase C Inhibitor AEB071. Mol. Cancer Ther. 2020, 19, 1031–1039. [CrossRef] [PubMed]

38. Heppt, M.V.; Amaral, T.; Kähler, K.C.; Heinzerling, L.; Hassel, J.C.; Meissner, M.; Kreuzberg, N.; Loquai, C.; Reinhardt, L.;
Utikal, J.; et al. Combined immune checkpoint blockade for metastatic uveal melanoma: A retrospective, multi-center study.
J. Immunother. Cancer 2019, 7, 299. [CrossRef]

39. Bol, K.F.; Ellebaek, E.; Hoejberg, L.; Bagger, M.M.; Larsen, M.S.; Klausen, T.W.; Køhler, U.H.; Schmidt, H.; Bastholt, L.; Kiilgaard,
J.F.; et al. Real-World Impact of Immune Checkpoint Inhibitors in Metastatic Uveal Melanoma. Cancers 2019, 11, 1489. [CrossRef]

40. Najjar, Y.G.; Navrazhina, K.; Ding, F.; Bhatia, R.; Tsai, K.; Abbate, K.; Durden, B.; Eroglu, Z.; Bhatia, S.; Park, S.; et al. Ipilimumab
plus nivolumab for patients with metastatic uveal melanoma: A multicenter, retrospective study. J. Immunother. Cancer 2020,
8, e000331. [CrossRef]

41. Pelster, M.S.; Gruschkus, S.K.; Bassett, R.; Gombos, D.S.; Shephard, M.; Posada, L.; Glover, M.S.; Simien, R.; Diab, A.; Hwu,
P.; et al. Nivolumab and Ipilimumab in Metastatic Uveal Melanoma: Results From a Single-Arm Phase II Study. J. Clin. Oncol.
2021, 39, 599–607. [CrossRef]

42. Piulats, J.M.; Espinosa, E.; de la Cruz Merino, L.; Varela, M.; Alonso Carrion, L.; Martin-Algarra, S.; Lopez Castro, R.; Curiel, T.;
Rodriguez-Abreu, D.; Redrado, M.; et al. Nivolumab Plus Ipilimumab for Treatment-Naive Metastatic Uveal Melanoma: An
Open-Label, Multicenter, Phase II Trial by the Spanish Multidisciplinary Melanoma Group (GEM-1402). J. Clin. Oncol. 2021, 39,
586–598. [CrossRef]

43. Koch, E.A.T.; Petzold, A.; Wessely, A.; Dippel, E.; Erdmann, M.; Heinzerling, L.; Hohberger, B.; Knorr, H.; Leiter, U.; Meier, F.; et al.
Clinical determinants of long-term survival in metastatic uveal melanoma. Cancer Immunol. Immunother. 2022, 71, 1467–1477.
[CrossRef] [PubMed]

44. Chen, L.N.; Carvajal, R.D. Tebentafusp for the treatment of HLA-A*02:01-positive adult patients with unresectable or metastatic
uveal melanoma. Expert Rev. Anticancer. Ther. 2022, 22, 1017–1027. [CrossRef] [PubMed]

45. Modi, S.; Gibson, T.; Vigneswaran, G.; Patel, S.; Wheater, M.; Karydis, I.; Gupta, S.; Takhar, A.; Pearce, N.; Ottensmeier, C.; et al.
Chemosaturation with percutaneous hepatic perfusion of melphalan for metastatic uveal melanoma. Melanoma. Res. 2022, 32,
103–111. [CrossRef] [PubMed]

46. Tong, T.M.L.; Samim, M.; Kapiteijn, E.; Meijer, T.S.; Speetjens, F.M.; Bruning, R.; Schroeder, T.H.; El-Sanosy, S.; Maschke,
H.; Wacker, F.K.; et al. Predictive Parameters in Patients Undergoing Percutaneous Hepatic Perfusion with Melphalan for
Unresectable Liver Metastases from Uveal Melanoma: A Retrospective Pooled Analysis. Cardiovasc. Interv. Radiol. 2022, 45,
1304–1313. [CrossRef]

47. Vogel, A.; Ochsenreither, S.; Zager, J.S.; Wacker, F.; Saborowski, A. Chemosaturation for primary and secondary liver malignancies:
A comprehensive update of current evidence. Cancer Treat. Rev. 2022, 113, 102501. [CrossRef]

https://doi.org/10.1093/annonc/mdz176
https://www.ncbi.nlm.nih.gov/pubmed/31150059
https://doi.org/10.1097/CMR.0000000000000575
https://doi.org/10.1136/bjophthalmol-2021-319700
https://doi.org/10.1038/s43856-022-00082-y
https://doi.org/10.1097/ICU.0000000000000905
https://doi.org/10.1056/NEJM198506203122504
https://doi.org/10.1016/j.ophtha.2015.12.024
https://www.ncbi.nlm.nih.gov/pubmed/26854035
https://doi.org/10.1016/j.mcna.2021.02.005
https://www.ncbi.nlm.nih.gov/pubmed/33926645
https://doi.org/10.1200/jco.2014.32.15_suppl.9030
https://doi.org/10.1200/JCO.2017.74.1090
https://www.ncbi.nlm.nih.gov/pubmed/29528792
https://doi.org/10.1158/1535-7163.MCT-19-0098
https://www.ncbi.nlm.nih.gov/pubmed/32029634
https://doi.org/10.1186/s40425-019-0800-0
https://doi.org/10.3390/cancers11101489
https://doi.org/10.1136/jitc-2019-000331
https://doi.org/10.1200/JCO.20.00605
https://doi.org/10.1200/JCO.20.00550
https://doi.org/10.1007/s00262-021-03090-4
https://www.ncbi.nlm.nih.gov/pubmed/34709438
https://doi.org/10.1080/14737140.2022.2124971
https://www.ncbi.nlm.nih.gov/pubmed/36102132
https://doi.org/10.1097/CMR.0000000000000806
https://www.ncbi.nlm.nih.gov/pubmed/35254333
https://doi.org/10.1007/s00270-022-03225-9
https://doi.org/10.1016/j.ctrv.2022.102501


Cancers 2023, 15, 5419 15 of 15

48. Hughes, M.S.; Zager, J.; Faries, M.; Alexander, H.R.; Royal, R.E.; Wood, B.; Choi, J.; McCluskey, K.; Whitman, E.; Agarwala,
S.; et al. Results of a Randomized Controlled Multicenter Phase III Trial of Percutaneous Hepatic Perfusion Compared with Best
Available Care for Patients with Melanoma Liver Metastases. Ann. Surg. Oncol. 2016, 23, 1309–1319. [CrossRef]

49. Zager, J.S.; Orloff, M.M.; Ferrucci, P.F.; Glazer, E.S.; Ejaz, A.; Richtig, E.; Ochsenreither, S.; Lowe, M.C.; Reddy, S.A.; Beasley,
G.; et al. FOCUS phase 3 trial results: Percutaneous hepatic perfusion (PHP) with melphalan for patients with ocular melanoma
liver metastases (PHP-OCM-301/301A). J. Clin. Oncol. 2022, 40, 9510. [CrossRef]

50. Tong, T.M.L.; van der Kooij, M.K.; Speetjens, F.M.; van Erkel, A.R.; van der Meer, R.W.; Lutjeboer, J.; van Persijn van Meerten, E.L.;
Martini, C.H.; Zoethout, R.W.M.; Tijl, F.G.J.; et al. Combining Hepatic Percutaneous Perfusion with Ipilimumab plus Nivolumab
in advanced uveal melanoma (CHOPIN): Study protocol for a phase Ib/randomized phase II trial. Trials 2022, 23, 137. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1245/s10434-015-4968-3
https://doi.org/10.1200/JCO.2022.40.16_suppl.9510
https://doi.org/10.1186/s13063-022-06036-y

	Introduction 
	Materials and Methods 
	Data Retrieval 
	Definitions 
	Outcome Measures 
	Survival 
	Statistical Analysis 

	Results 
	Study Population 
	Treatments 
	Overall Survival and Cancer-Specific Survival 
	Variables Associated with OS and CSS in UVA 
	Variables Associated with OS and CSS in MVA 
	Adjusted Models for Period of Diagnosis in MVA 

	Discussion 
	Survival over Time 
	Treatment over Time 
	Limitations 

	Conclusions 
	References

