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Summary

Uveal melanoma (UM) is a rare malignancy originating from uveal melanocytes. Despite effective
control of the primary tumour, metastatic uveal melanoma (MUM) occurs in approximately 20–

cting the liver, with a poor prognosis and overall survival (OS). The
Circulating tumour DNA 30% of patients, primarily affe
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unique molecular profile of UM, lacking BRAF, NRAS, and KIT mutations, limits targeted therapy
efficacy. Chemotherapy and immune checkpoint inhibitors (ICIs) also show limited benefits, while
tebentafusp has emerged as the first drug to improve OS, but this systemic treatment can be used
only in HLA-A*02:01-positive patients. A French multidisciplinary panel developed evidence-based
guidelines for MUM management presented in this review. Recommendations emphasise on
comprehensive diagnosis, including liver biopsy and imaging, circulating tumour DNA (ctDNA)
analysis, and high-definition HLA typing for HLA-A*02:01. Local therapies are proposed for patients
with limited hepatic metastases, from liver surgery to isolated hepatic perfusion and chemo-
embolisation for patients with more extensive hepatic involvement. Systemic therapy with
tebentafusp is the standard of care for HLA-A*02:01-positive patients. For HLA-A*02:01-negative
patients with extensive disease, treatment options are limited. They are encouraged to participate
in a clinical trial, alternatively, percutaneous hepatic perfusion, ICI alone or in combination can be
proposed. Treatment efficacy assessment includes response evaluation criteria in solid tumours
(RECIST), tumour growth rate (TGR) analysis, and ctDNA dynamics. This consensus provides
practical guidelines for French oncologists to optimise MUM management, integrating locoregional
interventions, systemic therapies, and biomarkers to enhance patient outcomes.
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Introduction
Uveal melanoma, which originates from melanocytes within the
uveal tract of the eye, is a rare malignant disease, and despite
effective management of the primary tumour, approximately
20–30% of patients will eventually develop metastatic uveal
melanoma (MUM) [1,2]. The liver is the most common site of
metastasis, in up to 90% of patients. MUM has a poor prognosis,
with a median overall survival of 12 to 16 months despite
treatments[3–5]. Uveal melanoma has a distinct molecular pro-
file from cutaneous melanoma, with no targetable mutations in
BRAF, NRAS, or KIT genes [6], thus limiting the possible thera-
peutic options for targeted therapies. Conventional chemother-
apy and immune checkpoint inhibitors (ICIs) have shown limited
efficacy when metastatic [3,6–10]. Only recently, tebentafusp, a
first-in-class immunotherapy consisting of a bispecific fusion
protein that targets a peptide from the melanoma-associated
antigen gp100 presented by the human leucocyte antigen (HLA)
A*02:01, and the T-cell receptor CD3, activating lymphocyte anti-
tumour response, has shown a benefit on the overall survival
compared to chemotherapy or ICI monotherapy in HLA-A*02:01
positive patients (21.7 months [95% confidence interval (CI),
19.0 to 24.3] versus 16.0 months [95% CI, 12.9 to 19.5])
[4,11,12].
With the aim of providing guidelines for the management of
patients with MUM, a multidisciplinary board of French experts
gathered to establish a consensus based on a literature review,
to help practitioners provide the best available care for these
patients.

Methods
Fifteen pivotal questions on the diagnosis and therapeutic prac-
tices for MUM, along with propositions for treatment options,
TABLE I
Disease assessment when metastatic

Organ 

Liver 

Extrahepatic metastases 

Brain 

Blood 

ctDNA: circulating tumour DNA; CT scan: computed tomography scan; HLA: human leucocyte
emission tomography scan; UM: Uveal Melanoma.

2

were listed by the first author (MR), an expert medical oncolo-
gist in this field. This document was shared with a panel of ten
multidisciplinary French experts including specialists in medical
oncology (SPN, EMN, MP, AD, TR), radiology (VS, FG), oncoder-
matology (CD) and liver surgery (PM). Then, these experts
participated in a two-hour medical board organised in August
2024 with the support of Immunocore to share their opinions on
MUM management with the help of these questions. With the
authorisation of the experts, the panel discussion was recorded
by the first author and shared with a scientific writer (FNP) for
the writing foundation of this review article. The content of this
article and drafts was not shared with Immunocore before
acceptation by the journal.

Expert opinion
Initial work-up
Patients with suspected MUM must undergo (i) a biopsy of the
tumour by percutaneous or surgical means to confirm the met-
astatic status and – if possible – for tumor biobanking, (ii) a
comprehensive work-up to identify the full extent of metasta-
ses, and (iii) a pre-treatment assessment to guide their man-
agement. Several examinations can be performed to evaluate
UM disease extension (table I).
Liver magnetic resonance imaging (MRI) with an extracellular
gadolinium chelate injection and diffusion-weighted imaging is
the most sensitive examination for the liver and is therefore
mandatory for detecting focal lesions [13,14]. The use of hepa-
tocyte uptake contrast agents (such as Gadolinium EOB-DTPA or
Gadolinium BOPTA) is not recommended.
Assessment of extrahepatic metastases must include a thoraco-
abdominopelvic computed tomography (CT) scan with an iodin-
ated contrast agent injection for extrahepatic lesions or when
Examination

MRI with diffusion-weighted and T1-weighted/gadolinium sequences

CT-scan with a contrast agent only if MRI is strictly contraindicated

CT-scan with a contrast agent

PET scan, especially if done with an iodinated contrast medium

Unnecessary, unless neurological symptoms are present
May be considered after 2 years of metastatic disease

Complete blood count, renal and liver function tests, LDH

HLA typing, specifically for HLA-A*02:01

ctDNA if possible

 antigen; LDH: lactate dehydrogenase; MRI: magnetic resonance imaging; PET: positron
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MRI is strictly contraindicated [14]. As MUM cells do not always
consume high levels of glucose, positron emission tomography
(PET) scan is not sufficiently sensitive to replace liver MRI [15]
but can be a valid option in patients presenting with mainly
extrahepatic manifestations, especially if the PET scan includes
an iodinated contrast medium As brain metastases are excep-
tional, brain imaging is not necessary unless neurological symp-
toms are present. However, it may be considered after two years
of metastatic disease.
A comprehensive assessment of clinical laboratory parameters,
including a complete blood count, renal and liver function tests,
is required at initial work-up [14]. High lactate dehydrogenase
(LDH) levels are indicative of a high tumour burden and are
associated with poor prognosis [16]. Circulating tumour DNA
(ctDNA) levels may also be determined at diagnosis to assist in
monitoring disease progression, guiding therapeutic decision
and assessing treatment response. Detectable ctDNA has shown
to be associated with poor prognosis [17,18]. Importantly, as
tebentafusp is indicated for HLA-A*02:01-positive patients, HLA
typing must be performed early for all patients with suspected
MUM and potentially for all patients with high-risk localised UM
[19].
tome xx > n8x > xx 2025
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Local hepatic treatments
Most situations involve liver metastases. Local treatments can
offer disease control and potential survival benefit for patients
with limited liver metastases. Eligibility criteria for these treat-
ments include (i) good general health condition of the patient
with limited comorbidities, (ii) oligo-metastatic disease involv-
ing lesions accessible to margin-free resection (R0 resection),
and (iii) completion of a full diagnosis work-up to verify the
absence of inaccessible lesions.
Three main local approaches can be considered, either alone or
in combination (figure 1):

�
 so far, surgery is the most effective local therapy to completely
remove the metastases for selected patients. The median
overall survival of patients after macroscopically complete
resection was 35 months (95% CI: 23–55) while it was
21 months (95% CI: 4–42) in case of incomplete resection
in a recent retrospective cohort of 86 patients who had surgical
resection of liver metastases of uveal melanoma [20]. A
comprehensive evaluation of the liver during intraoperative
ultrasound might be required to detect additional intraparen-
chymal tumours and ensure completion of local treatment.
The choice of surgical treatment may be guided by measuring
Figure 1
Decision flowchart for
managing metastatic uveal
melanoma
Abbreviations: HLA: human leucocyte

antigen; ICI: immune checkpoint

inhibitor; IHP: isolated hepatic perfusion;

MRI: magnetic resonance imaging; PET:

positron emission tomography; PHP:

percutaneous hepatic perfusion; TAP CT-

scan: thoraco-abdomino-pelvic

computed tomography scan.
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ctDNA level before surgery as it can be of prognostic value for
overall and relapse-free survival [17];
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radiofrequency, microwave ablation or cryoablation can be
used alone or in combination with surgery to eliminate small
intraparenchymal lesions or achieve R0 resection with a mini-
mal impact on liver function [21]. Similar median disease-free
survival and overall survival were found in patients treated
with radiofrequency ablation plus surgery, and in those who
underwent liver surgery alone (7 months versus 10 months for
median disease free survival) and (28 months vs 27 months
for median overall survival), respectively[22];
�
 stereotactic radiotherapy with MRI guidance and high-dose
delivery to tumour sites may be used but should be restricted
to cases where other local options are not feasible, due to
limited evidence on this approach.

In cases of recurrent oligo-metastatic disease, local intervention
can be repeated but should be limited to selected patients with
long delay to second or beyond recurrences. According to the
study of Servois et al. [23], exclusive and iterative local treat-
ment combining liver surgery and radiofrequency ablation fol-
lowing an initial R0 surgical treatment is associated with long
patient survival. However, these results, found in a small cohort
of highly-selected patients, may not be generalisable. According
to the opinion of the expert panel, if the patient presents a new
late slow relapse, after a 12-month relapse-free period, a new
local treatment may be considered, whereas, if the relapse
occurs more rapidly, regional or systemic treatments should
be considered instead of local hepatic treatments.

Regional hepatic treatments
Regional hepatic treatment can be suitable in cases with exclu-
sive and limited hepatic metastases at any line of metastatic
relapse. However, in the absence of comparative trial, tebenta-
fusp is the standard treatment in metastatic recurrence not
eligible to local treatments in HLA-A*02:01 patients (figure 1).
In cases with extra-hepatic metastatic disease, systemic treat-
ment should be privileged (see Section 0). A variety of regional
options exist, each with their advantages and disadvantages
regarding toxicity, cost, and availability [21–26].
Isolated hepatic perfusion (IHP) or percutaneous hepatic perfu-
sion (PHP) with melphalan should be performed by ultra-spe-
cialised teams including perfusion pump specialists.
Approximately 40% of patients with MUM can respond to
one-time IHP with high-dose melphalan, as observed in the
SCANDIUM phase III randomised controlled trial [25], but with
significant toxicity [27].
For HLA-A*02:01-negative patients, PHP has been approved by
the FDA and is included in NCCN guidelines as a locoregional
treatment option, but its role as a first-line standard treatment
remains unclear due to the lack of strong comparative data[28].
PHP may be considered in selected cases with liver-dominant
disease and good performance status.
4

As shown in the EORTC 18021 phase III randomised trial [26],
hepatic intra-arterial delivery of fotemustine can also signifi-
cantly improve response rate and progression-free survival (PFS)
compared to systemic (IV) fotemustine, although these benefits
did not translate into an improved overall survival that was
around 14 months in both arms. Chemoembolisation involves
embolising the hepatic artery with chemotherapeutic agents
similar to those used in hepatocellular carcinoma. While this
therapy may provide short-term control, no definitive survival
benefit has been established [21,24]. 90-Yttrium Selective Inter-
nal Radiation Therapy is generally not the preferred option due
to suboptimal targeting, the challenge of delivering an effica-
cious dose to the tumour, and the potential for high
hepatotoxicity.
Although none of the available regional treatments showed
significant improvement in survival outcomes, they may help
slow disease progression while new treatments are under
development.

Systemic treatments
The choice of systemic therapy for MUM primarily relies on the
HLA-A*02:01 status of the patient to determine eligibility for
tebentafusp (figure 1).
Tebentafusp is currently the recommended first-line treatment
in HLA-A*02:01-positive patients as it significantly extended
overall survival compared to other conventional systemic treat-
ment in first line [4]. Treatment with tebentafusp should be
initiated as early as possible in less advanced disease as pre-
liminary, but unconfirmed data suggest that low tumour burden
is associated with better efficacy [11]. However, although MUM
is usually resistant to ICIs, these treatments have shown an
important anti-tumour effect in rare cases of patients with MBD4
mutations, and may be considered in first-line regardless of their
HLA status [9]. Patients with MUM should be screened for MBD4
mutation as it may have therapeutic consequences, and for
screening strategies for relatives carrying MBD4 mutations.
There is no standard treatment for HLA-A*02:01-negative
patients. Therefore, participation in clinical trials are encour-
aged. In the absence of any clinical trial, ICIs is the main option
that can be proposed to these patients, either as monotherapy
with the anti-PD1 antibody (nivolumab or pembrolizumab) or in
combination with the anti-CTLA4 antibody (nivolumab + ipili-
mumab) according to two single-arm phase II trials [7,8] and the
recent meta-analysis of Yamada et al. [10] including 41 cohorts
for a total of 1414 patients with MUM. However, in the absence
of any randomised controlled trial that compared mono and
double ICIs, the combination of anti-PD1 + anti-CTLA4 has not
proven its superiority over anti-PD1 monotherapy. Therefore, the
preferred treatment option should be monotherapy, but the
combination could be proposed to patients according to their
age and comorbidities due to more frequent significant adverse
effects associated with the combination. A single arm phase
tome xx > n8x > xx 2025
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2 trial in 27 patients with MUM failed to demonstrate the
superiority of nivolumab/relatlimab compared with historical
cohorts treated with anti-PD1 alone [29].
The alternative may be alkylating chemotherapies, such as
dacarbazine, temozolomide or fotemustine. However, all these
treatments cannot be considered as standard as they are asso-
ciated with low response rates and did not show improvement
in overall survival [24]. For patients in advanced stages of the
disease, supportive care must be offered for relieving symptoms
and maintaining quality of life.
In the future, HLA-A*02:01-negative patients may benefit from
the combination of protein kinase C inhibitor (IDE196) with MET
inhibitor (crizotinib); recruitment is ongoing for a phase 3 trial as
first-line treatment in HLA-A*02:01-negative patients following
encouraging preliminary results in phase 2 [NCT03947385][30]

Tebentafusp protocol and related adverse events
Tebentafusp intravenous administration involves a specific pro-
tocol to minimise adverse events (AEs), particularly during the
first infusions due to the risk of cytokine release syndrome (CRS)
and acute skin-related reactions. Tebentafusp is initiated as
inpatient therapy for at least the first three doses to allow close
safety monitoring. The drug is administered using a 3-step dose
escalation scheme: 20 mg on day 1, 30 mg on day 8, and 68 mg
on day 15. Patients must be monitored overnight after treat-
ment for the first 3 weeks, especially for pyrexia, hypoxia and
hypotension which are the triad symptoms of CRS as defined
according to ASTCT criteria [31]. Then, weekly administration can
be done as an outpatient if no episode of CRS of grade 2 or
higher has occurred. Treatment is continued until confirmed
disease progression (see Section 0) or unacceptable toxicity.
The safety issues related to tebentafusp are generally manage-
able using prespecified management algorithms.
If possible, antihypertensive medication should not be admin-
istered on the day of infusion for the first 3 infusions, to prevent
hypotension. A basic cardiological examination, including an
electrocardiogram, may be recommended before initiating
treatment with tebentafusp because of the myocardial stress
during CRS and vascular filling. Moreover, liver function tests
should be monitored before the first tebentafusp infusion, to
determine disease-related abnormalities and identify subse-
quent treatment-related AEs. Laboratory monitoring has to be
repeated before each drug administration, weekly for the first
three months, then every three weeks. For CRS prophylaxis, the
expert group do not recommend systematic vascular filling
before tebentafusp infusion, however corticosteroids may be
considered in frail or elderly patients to prevent severe CRS. A
basic dermatological assessment is also recommended before
initiating tebentafusp for patients with preexisting conditions
such as xerosis or atopic dermatitis to evaluate the risk of
tebentafusp-induced cutaneous AEs and help manage them
early.
tome xx > n8x > xx 2025
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The first three infusions of tebentafusp, which involve a gradual
dosage increase, should be administered by an experienced
team and should start early in the day to avoid the risk of
CRS during the night shift. Monitoring of pyrexia, hypotension
and hypoxia is very important as these symptoms can indicate
CRS onset. Usually, CRS appears approximately 3 to 6 hours after
infusion. A second venous access is required for early manage-
ment of severe CRS. Blood pressure should be monitored every
hour during the day, every 3 hours at night, and antipyretic
therapy with paracetamol (acetaminophen) and antihistamines
may be preventively administered 4 hours after tebentafusp
infusion to limit the symptoms. In the event of CRS, close
monitoring is required and the episode should be managed
according to its severity grade (including saline infusion, corti-
costeroids and tocilizumab in resistant CRS). Exceptionally,
patients may present an extended grade 1–2 fever on the
following days even after several months of treatment. In these
rare cases, punctual intakes of non-steroidal anti-inflammatory
drugs may be considered.
Cutaneous reactions are the most common AEs of tebentafusp
treatment reported in up to 70% (pruritus) or 80% (rash) of
patients [11]. Mild skin toxicity of grade 1, according to the
common terminology criteria for AEs (CTCAE v5) [32], can be
managed using non-pharmacological measures such as cold
showers and topical interventions. For CTCAE grade 1 or grade
2 pruritic rash, emollients and non-sedating anti-histamines
(cetirizine, levocetirizine, desloratadine) may be administered,
but in cases of pruritus affecting sleep, prescription of sedating
anti-histamines (polaramine) may be required. For persistent
CTCAE grade 2 or grade 3 pruritus, treatment with potent to very
potent topical corticosteroids (betamethasone 0.05% or clobe-
tasol propionate 0.05%) may be added on top of emollients and
anti-histamines. In most cases, symptoms partially resolve in
few days without the need for corticosteroids and completely
resolve in few months, with no long-term sequelae. If symp-
toms do not resolve with these treatments, patients should be
referred to an expert dermatologist.
Treatment interruptions may occasionally be necessary due to
patient needs or scheduling challenges. However, interruptions
should be avoided whenever possible during the initial 4-week
dose escalation period as this phase is crucial to establish the
therapeutic escalation and monitor patient tolerance. Missing
doses during this period may increase the duration of AEs. Once
patients reach the weekly maintenance phase at 68 mg, limited
breaks of one to three sessions are permissible for practical or
medical reasons, knowing that there can be mild skin reactions
on resumption of treatment. Patients requiring longer treatment
interruptions should undergo careful assessment, as the poten-
tial for adverse skin reactions, and potentially CRS, increases
with longer intervals between doses. In all cases, the decision to
pause or resume treatment should be guided by clinical judg-
ment, patient stability, and AE history. The potential
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consequences of these interruptions on tebentafusp efficacy are
not fully known. However, data from the IMCgp100-202 trial
suggest that occasional (i.e. one or two) missed doses do not
significantly impact overall survival, although prolonged inter-
ruptions should be avoided when possible[33]

Tebentafusp efficacy evaluation
Treatment efficacy should be assessed regularly using the same
work-up as for the initial assessment of MUM (figure 2). The first
evaluation is recommended 12 weeks after tebentafusp start.
Standardised criteria such as RECIST 1.1 (Response evaluation
criteria in solid tumours at https://recist.eortc.org/) are com-
monly used to assess changes in tumour size and distribution. If
the patient presents with treatment response, stable disease or
limited progressive disease according to RECIST 1.1, reassess-
ment should be carried out with a 12-week interval during
treatment course. But, if the tumour is quickly progressing,
the assessment should be repeated earlier, at 6 weeks before
returning to a 12-week interval.
Tumour growth rate (TGR) can also provide a valuable quantita-
tive evaluation of MUM progression [34,35]. The TGR is
expressed as the percentage change in tumour volume per
month and is calculated as follows: %TGR = 100 � [exp (TG)–
1], where TG = 3 � log (D2/D1)/time (months) with D1 and D2
representing the sum of the largest diameter of target liver
lesions seen on two examinations. Ideally, imaging procedures
conducted prior to treatment can provide the pre-treatment
growth rate (TGR0), and then a decrease in TGR values during
tebentafusp therapy indicates a potential therapeutic effect.
Changes in the curve of TGR can be followed over the treatment
course even in the absence of TGR0. The use of TGR assessment
should be encouraged as it can be more accurate than RECIST (or
iRECIST), especially for identifying slowing of tumour progres-
sion which is often observed at the beginning of the treatment.
6

Emerging evidence also supports the value of ctDNA as a
biomarker for monitoring MUM progression and treatment
response. Indeed, some studies showed that detection of
ctDNA at the start of tebentafusp treatment was associated
with poorer prognosis, whereas a decrease in ctDNA levels of
at least 90%–100% within 9 to 12 weeks of tebentafusp
therapy, regardless of best RECIST response, was predictive
of longer overall survival [4,17,18,36,37]. Several techniques
may be used to measure ctDNA, including next-generation
sequencing (NGS) panels or droplet digital PCR (ddPCR). Plat-
forms using ctDNA measures should be encouraged to cross-
validate their results with a reference technique. The integra-
tion of ctDNA monitoring into clinical practice could enhance
treatment decision-making, especially in patients with ambig-
uous imaging results. However, ctDNA does not substitute to
radiological assessment, and further research is required to
evaluate their respective roles.
Given the limited treatment options available for patients,
tebentafusp may be continued for a further 6 to 12-week cycle
in case of secondary tumour progression (i.e., several months
after initial response or stabilisation), especially when disease
progression is limited and non-threatening, or when the tumour
has not yet returned to its initial volume. A benefit on the overall
survival has indeed been found with tebentafusp treatment
even in patients who progressed at the first evaluation [4,11].
There is currently no evidence regarding de-escalation of treat-
ment. The decision to interrupt tebentafusp after one to two
years if stable disease and negative ctDNA, might be considered
in expert centers.

Second-line treatments after tebentafusp
When patients experience secondary resistance to tebentafusp
following an initial period of response, treatment options are
limited. Patients should therefore be encouraged to participate
Figure 2
Timelines for the evaluation of
tebentafusp treatment
efficacy.
*Assessment of the disease progression

can return to a 12-week frequency if the

tumour is stabilising. Abbreviations:

ctDNA: circulating tumour DNA; CT-scan:

computed tomography scan; HLA:

human leucocyte antigen; MRI:

magnetic resonance imaging; TGR:

Tumor Growth Rate; W, week.
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in clinical trials. In the absence of trial, the second-line options
are the same as first-line options in HLA-A*02:01-negative
patients (figure 1). Anti-PD1 monotherapy should be prioritised
because of their potential for synergy with tebentafusp [38]. It is
important to note that ICI treatment can be started as soon as
the day following the cessation of tebentafusp because of its
very short half-life and the similar safety profile of the ICI/
tebentafusp combination found in early phase trials [24,39].
Conclusion
This expert opinion, based on clinical evidence, provides practi-
cal recommendations for the diagnosis and management of
MUM, which is a rare but challenging cancer with poor progno-
sis. Treatment decisions should benefit from a tailored, multi-
disciplinary approach involving experts in MUM with experience
in both local/regional and systemic treatments. Systemic treat-
ment with tebentafusp was shown to significantly improve
overall survival in HLA-A*02:01-positive patients and must be
considered as the standard first-line treatment in patients not
suitable for liver surgery. However, for HLA-A*02:01-negative
patients or those who develop secondary resistance to teben-
tafusp, treatment options are still limited. The use of novel and
non-invasive tools, such as ctDNA and TGR, to monitor disease
progression and treatment response should be extended in
clinical practice to allow physicians rapidly adapt the therapy.
Future research should also focus on novel agents, combination
References

[1] Hamrouni Z, Levy C, Lumbroso L, D'Hermies
F, Frau E, Mazal A, et al. Résultats du
traitement du mélanome malin de l'uvée
par faisceau de protons : 10 ans de recul. J
Fr Ophtalmol 2005;28(8):833–9.

[2] Sener H, Bansal R, Catapano T, Shields JA,
Shields CL. Non-conditional and conditional
metastasis of uveal melanoma per millimeter-
by-millimeter in thickness in 8034 patients.
Semin Ophthalmol 2024;1–8. http://dx.doi.
org/10.1080/08820538.2024.2432907.
Online ahead of print.

[3] Khoja L, Atenafu EG, Suciu S, Leyvraz S, Sato
T, Marshall E, et al. Meta-analysis in meta-
static uveal melanoma to determine progres-
sion free and overall survival benchmarks: an
international rare cancers initiative (IRCI) ocu-
lar melanoma study. Ann Oncol 2019;30
(8):1370–80.

[4] Hassel JC, Piperno-Neumann S, Rutkowski P,
Baurain JF, Schlaak M, Butler MO, et al.
Three-year overall survival with tebentafusp
in metastatic uveal melanoma. N Engl J Med
2023;389(24):2256–66.

[5] Rantala ES, Hernberg
survival after treatme
melanoma: a system
analysis. Melanoma R

[6] Jager MJ, Shields CL
Rahman MH, Gross
et al. Uveal melanom
2020;6(1):24.

[7] Piulats JM, Espinosa 

Varela M, Alonso Ca
S, et al. Nivoluma
treatment-naïve me
noma: an open-labe
trial by the spanish 

noma group (GEM
2021;39(6):586–98.

[8] Pelster MS, Gruschkus
DS, Shephard M, Pos
and ipilimumab in m
noma: results from 

study. J Clin Oncol 20
[9] Saint-Ghislain M, De

Gastaud L, Lesimple T
deficiency is predic

tome xx > n8x > xx 2025

7

strategies, and the potential of immune modulation to expand
the therapeutic landscape for MUM management.
 M, 

nt fo
atic 

es 2
, Ce
niklau
a. N

E, De
rrión
b plu
tasta
l, mu
mult
-140

 SK, 

ada 

eta
a si
21;39
rrien
, Ne
tive 
Funding: medical writing support was provided by Synergy Pharm, France
and funded by Immunocore Ltd, Oxford, United Kingdom. The work
reflects the views of its authors.
all authors participated in the discussion that led to the recommendations
presented here.
writing original draft: Synergy Pharm (Françoise Nourrit-Poirette, Cécile Des-
jobert) & MR
writing and editing: all authors

Disclosure of interest : The authors declare the following financial
interests, that could be considered as potential competing interests:
Manuel Rodrigues reports personal fees for serving as an advisor from Abbvie,
Merck Sharp & Dohme, AstraZeneca, GlaxoSmithKline, speakers's bureau for
AstraZeneca, GlaxoSmithKline, Immunocore; travel support from Immuno-
core; and funds to his institution to support research from Merck Sharp &
Dohme, Janssen-Cilag, and Daiichi-Sankyo.
Marc Pracht reports grants or contracts from Immunocore, BMS, MSD; consult-
ing fees from BMS; payment or honoraria for lectures, presentations, speakers
bureaus, manuscript writing or educational events from Immunocore, MSD,
BMS; support for attending meetings and/or travel by Immunocore and
participation on a Data Safety Monitoring Board or Advisory Board for Immu-
nocore and BMS.
Caroline Dutriaux served as principal investigator in trials evaluating tebenta-
fusp in cutaneous melanomas.
Agnès Ducoulombier reports personal fees for serving as an advisor from
Deciphera, travel support from Merck Sharp &Dohme, PharmaMar, Gilead,
and funds to her institution to support research from Merck Sharp & Dohme.
Sophie Piperno-Neumann received consulting fees by Immunocore, support
for attending meetings and/or travel by Novartis, Deciphera, Pharmamar,
took part on a Data Safety Monitoring Board or Advisory Board for Immuno-
core, Deciphera, Replimune.
All of the authors participated in the expert advisory board organised by
Immunocore Ltd in August 2024, and have received either personally or on
behalf of their institution, a remuneration for their contribution to the board.
Kivelä TT. Overall
r metastatic uveal
review and meta-
019;29(6):561–8.
bulla CM, Abdel-
s HE, Stern MH,
at Rev Dis Primers

 La Cruz Merino L,
 L, Martín-Algarra
s ipilimumab for
tic uveal mela-
lticenter, Phase II
idisciplinary mela-
2). J Clin Oncol

Bassett R, Gombos
L, et al. Nivolumab
static uveal mela-
ngle-arm phase II
(6):599–607.

 A-C, Geoffrois L,
grier S, et al. MBD4
of response to

immune checkpoint inhibitors in metastatic
uveal melanoma patients. Eur J Cancer
2022;173:105–12.

[10] Yamada K, Takeuchi M, Fukumoto T, Suzuki
M, Kato A, Mizuki Y, et al. Immune check-
point inhibitors for metastatic uveal mela-
noma: a meta-analysis. Sci Rep 2024;14
(1):7887.

[11] Nathan P, Hassel JC, Rutkowski P, Baurain JF,
Butler MO, Schlaak M, et al. Overall survival
benefit with tebentafusp in metastatic uveal
melanoma. N Engl J Med 2021;385(13):1196–
206.

[12] Gaillard A, Matet A, Rodrigues M. Nouvelles
AMM: le tebentafusp dans le mélanome
uvéal métastatique HLA A*02:01 positif. Bull
Cancer 2023;110(1):9–10.

[13] Wagner M, Mariani P, Bidard FC, Rodrigues
MJ, Farkhondeh F, Cassoux N, et al. Diffusion-
weighted MRI for uveal melanoma liver
metastasis detection. Eur Radiol 2015;25
(8):2263–73.

[14] Rantala ES, Hernberg MM, Piperno-Neu-
mann S, Grossniklaus HE, Kivela TT.

http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0200
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0200
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0200
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0200
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0200
http://dx.doi.org/10.1080/08820538.2024.2432907
http://dx.doi.org/10.1080/08820538.2024.2432907
http://dx.doi.org/10.1080/08820538.2024.2432907
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0210
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0210
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0210
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0210
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0210
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0210
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0210
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0215
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0215
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0215
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0215
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0215
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0220
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0220
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0220
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0220
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0225
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0225
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0225
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0225
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0230
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0230
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0230
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0230
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0230
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0230
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0230
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0230
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0235
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0235
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0235
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0235
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0235
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0240
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0240
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0240
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0240
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0240
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0240
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0245
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0245
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0245
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0245
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0245
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0250
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0250
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0250
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0250
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0250
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0255
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0255
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0255
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0255
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0260
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0260
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0260
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0260
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0260
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0265
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0265
https://doi.org/10.1016/j.bulcan.2025.05.011


Metastatic uveal melanoma: the final frontier.
Prog Retin Eye Res 2022;90:101041.

[15] Servois V, Mariani P, Malhaire C, Petras S,
Piperno-Neumann S, Plancher C, et al. Pre-
operative staging of liver metastases from
uveal melanoma by magnetic resonance
imaging (MRI) and fluorodeoxyglucose-posi-
tron emission tomography (FDG-PET). Eur J
Surg Oncol 2010;36(2):189–94.

[16] Mariani P, Dureau S, Savignoni A, Rouic LL-L,
Levy-Gabriel C, Piperno-Neumann S, et al.
Development of a prognostic nomogram for
liver metastasis of uveal melanoma patients
selected by liver MRI. Cancers (Basel) 2019;11
(6):863.

[17] Mariani P, Bidard F-C, Rampanou A, Houy A,
Servois V, Ramtohul T, et al. Circulating tumor
DNA as a prognostic factor in patients with
resectable hepatic metastases of uveal mel-
anoma. Ann Surg 2023;278(4):e827–34.

[18] Rodrigues M, Ramtohul T, Rampanou A,
Sandoval JL, Houy A, Servois V, et al. Pro-
spective assessment of circulating tumor DNA
in patients with metastatic uveal melanoma
treated with tebentafusp. Nat Commun
2024;15(1.).

[19] Montazeri K, Pattanayak V, Sullivan RJ.
Tebentafusp in the treatment of metastatic
uveal melanoma: patient selection and spe-
cial considerations. Drug Des Devel Ther
2023;17:333–9.

[20] Mariani P, Pierron G, Ait Rais K, Bouhadiba
T, Rodrigues M, Malaise D, et al. A clinico-
genetic score incorporating disease-free
intervals and chromosome 8q copy num-
bers: a novel prognostic marker for recur-
rence and survival following liver resection
in patients with liver metastases of uveal
melanoma. Cancers (Basel) 2024;16
(19):3407.

[21] Sajan A, Fordyce S, Sideris A, Liou C, Toor Z,
Filtes J, et al. Minimally invasive treatment
options for hepatic uveal melanoma metas-
tases. Diagnostics 2023;13(11):1836.

[22] Mariani P, Almubarak MM, Kollen M, Wagner
M, Plancher C, Audollent R, et al. Radio-
frequency ablation and surgical resection of
liver metastases from uveal melanoma. Eur J
Surg Oncol 2016;42(5):706–12.

[23] Servois V, Bouhadiba T, Dureau S, Da Costa C,
Almubarak MM, Foucher R, et al. Iterative
treatment with surgery and radiofrequency

ablation of uveal melanoma liver metastasis:
retrospective analysis of a series of very long-
term survivors. Eur J Surg Oncol 2019;45
(9):1717–22.

[24] Carvajal RD, Sacco JJ, Jager MJ, Eschelman DJ,
Olofsson Bagge R, Harbour JW, et al.
Advances in the clinical management of uveal
melanoma. Nat Rev Clin Oncol 2023;20
(2):99–115.

[25] Olofsson Bagge R, Nelson A, Shafazand A,
All-Eriksson C, Cahlin C, Elander N, et al.
Survival and quality of life after isolated hepa-
tic perfusion with melphalan as a treatment
for uveal melanoma liver metastases - Final
results from the phase III randomized con-
trolled trial SCANDIUM. Ann Surg 2025;282
(1):100–7.

[26] Leyvraz S, Piperno-Neumann S, Suciu S,
Baurain JF, Zdzienicki M, Testori A, et al.
Hepatic intra-arterial versus intravenous fote-
mustine in patients with liver metastases
from uveal melanoma (EORTC 18021): a mul-
ticentric randomized trial. Ann Oncol 2014;25
(3):742–6.

[27] Olofsson Bagge R, Nelson A, Shafazand A,
Cahlin C, Carneiro A, Helgadottir H, et al. A
phase Ib randomized multicenter trial of iso-
lated hepatic perfusion in combination with
ipilimumab and nivolumab for uveal mela-
noma metastases (SCANDIUM II trial). ESMO
Open 2024;9(7):103623.

[28] NCCN. Clinical Practice Guidelines in Oncology.
Melanoma: uvealm version 1, 2025; 2025
[Updated February 11, 2025 https://www.
nccn.org/professionals/physician_gls/pdf/
uveal.pdf].

[29] Lutzky J, Hernandez-Aya L, Feun L, Correa Z,
King J, Estevez C, et al. 1126P A phase II study
of nivolumab/relatlimab in metastatic uveal
melanoma. Ann Oncol 2024;35:S741.

[30] Mckean M, Chmielowski B, Butler MO,
Carvajal R, Rodon J, Carlino M, et al. ctDNA
reduction and clinical efficacy of the darova-
sertib+crizotinib (daro+crizo) combination in
metastatic uveal melanoma (MUM). Ann
Oncol 2023;34:S651–700.

[31] Lee DW, Santomasso BD, Locke FL, Ghobadi
A, Turtle CJ, Brudno JN, et al. ASTCT consen-
sus grading for cytokine release syndrome
and neurologic toxicity associated with
immune effector cells. Biol Blood Marrow
Transplant 2019;25(4):625–38.

[32] National-Cancer-Institute. Common Terminol-
ogy Criteria for Adverse Events (CTCAE) Ver-
sion 5.0 Published: November 27 2017 U. S.
Department of Health and Human services;
2017 [https://ctep.cancer.gov/
protocoldevelopment/electronic_
applications/docs/CTCAE_v5_Quick_
Reference_5(7.pdf].

[33] Schlaak M, Dummer R, Kirkwood J, Joshua A,
Milhem M, Gastaud L, et al. 821P Safety and
efficacy of infrequent tebentafusp treatment
omissions in patients with metastatic uveal
melanoma. Ann Oncol 2022;33:S923.

[34] Ramtohul T, Abdul-Baki M, Rodrigues M,
Cassoux N, Gardrat S, Ait Rais K, et al. Tumor
growth rate as a predictive marker for recur-
rence and survival after liver resection in
patients with liver metastases of uveal mel-
anoma. Ann Surg Oncol 2022;29(13):8480–
91.

[35] Ramtohul T, Cohen A, Rodrigues M, Piperno-
Neumann S, Cabel L, Cassoux N, et al.
Tumour growth rate improves tumour assess-
ment and first-line systemic treatment deci-
sion-making for immunotherapy in patients
with liver metastatic uveal melanoma. Br J
Cancer 2022;127(2):258–67. http://dx.doi.
org/10.1038/s41416-022-01793-8.

[36] Carvajal RD, Butler MO, Shoushtari AN,
Hassel JC, Ikeguchi A, Hernandez-Aya L,
et al. Clinical and molecular response to
tebentafusp in previously treated patients
with metastatic uveal melanoma: a phase
2 trial. Nat Med 2022;28(11):2364–73.

[37] Sacco JJ, Carvajal RD, Butler MO, Shoushtari
AN, Hassel JC, Ikeguchi A, et al. Long-term
survival follow-up for tebentafusp in pre-
viously treated metastatic uveal melanoma.
J Immunother Cancer 2024;12(6):e009028.

[38] Reiter S, Schroeder C, Broche J, Sinnberg T,
Bonzheim I, Süsskind D, et al. Successful
treatment of metastatic uveal melanoma
with ipilimumab and nivolumab after severe
progression under tebentafusp: a case report.
Front Oncol 2023;131167791. http://dx.doi.
org/10.3389/fonc.2023.1167791.

[39] Hamid O, Hassel JC, Shoushtari AN, Meier F,
Bauer TM, Salama AKS, et al. Tebentafusp in
combination with durvalumab and/or treme-
limumab in patients with metastatic cuta-
neous melanoma: a phase 1 study. J
Immunother Cancer 2023;11(6):e006747.

M. Rodrigues, V. Servois, P. Mariani, M. Pracht, C. Dutriaux, F. Grillet, et al.

tome xx > n8x > xx 2025

8

To cite this article: Rodrigues M, et al. Management of metastatic uveal melanoma: French expert consensus guidelines. Bull
Cancer (2025), https://doi.org/10.1016/j.bulcan.2025.05.011

R
ar
e
tu

m
o
u
rs

http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0265
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0265
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0270
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0270
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0270
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0270
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0270
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0270
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0270
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0275
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0275
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0275
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0275
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0275
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0275
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0280
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0280
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0280
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0280
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0280
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0285
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0285
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0285
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0285
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0285
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0285
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0290
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0290
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0290
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0290
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0290
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0295
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0300
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0300
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0300
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0300
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0305
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0305
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0305
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0305
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0305
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0310
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0310
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0310
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0310
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0310
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0310
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0310
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0315
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0315
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0315
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0315
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0315
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0320
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0320
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0320
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0320
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0320
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0320
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0320
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0320
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0325
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0325
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0325
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0325
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0325
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0325
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0325
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0330
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0330
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0330
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0330
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0330
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0330
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0330
https://www.nccn.org/professionals/physician_gls/pdf/uveal.pdf
https://www.nccn.org/professionals/physician_gls/pdf/uveal.pdf
https://www.nccn.org/professionals/physician_gls/pdf/uveal.pdf
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0340
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0340
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0340
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0340
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0345
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0345
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0345
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0345
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0345
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0345
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0350
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0350
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0350
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0350
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0350
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0350
https://ctep.cancer.gov/protocoldevelopment/electronic_applications/docs/CTCAE_v5_Quick_Reference_5(7.pdf
https://ctep.cancer.gov/protocoldevelopment/electronic_applications/docs/CTCAE_v5_Quick_Reference_5(7.pdf
https://ctep.cancer.gov/protocoldevelopment/electronic_applications/docs/CTCAE_v5_Quick_Reference_5(7.pdf
https://ctep.cancer.gov/protocoldevelopment/electronic_applications/docs/CTCAE_v5_Quick_Reference_5(7.pdf
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0360
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0360
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0360
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0360
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0360
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0365
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0365
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0365
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0365
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0365
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0365
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0365
http://dx.doi.org/10.1038/s41416-022-01793-8
http://dx.doi.org/10.1038/s41416-022-01793-8
http://dx.doi.org/10.1038/s41416-022-01793-8
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0375
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0375
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0375
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0375
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0375
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0375
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0380
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0380
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0380
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0380
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0380
http://dx.doi.org/10.3389/fonc.2023.1167791
http://dx.doi.org/10.3389/fonc.2023.1167791
http://dx.doi.org/10.3389/fonc.2023.1167791
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0390
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0390
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0390
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0390
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0390
http://refhub.elsevier.com/S0007-4551(25)00274-7/sbref0390
https://doi.org/10.1016/j.bulcan.2025.05.011

	Management of metastatic uveal melanoma: French expert consensus guidelines
	Introduction
	Methods
	Expert opinion
	Initial work-up
	Local hepatic treatments
	Regional hepatic treatments
	Systemic treatments
	Tebentafusp protocol and related adverse events
	Tebentafusp efficacy evaluation
	Second-line treatments after tebentafusp

	Conclusion
	References


