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Our perspective for managing a patient’s care breaks down into two aspects: the 
imaging and the philosophy of follow up. 
 
These professional opinions come from a position of considerable 
relevant experience, both clinical and academic.  For many years, we have been a 
centre interested in the care of uveal melanoma patients and have more hands-on 
expertise in this area than most other colleagues in the UK. 
 
Imaging: 
1) MRI is uncontroversially the more sensitive test over Ultrasound (US) in 
evaluating abnormalities in the liver.  While not tested comparatively in uveal 
melanoma (UM) specifically, it seems perfectly reasonable to apply the same 
standard for the evaluation in UM and actually a bit quaint as a position to doubt this. 
Generically we tend to do an US first because it is cheap and easy (both for the 
patient and the radiologist), not because it is a better test. There are settings when 
both tests are needed and sometimes we do a third (CT) and fourth (PETCT) test 
and occasionally a fifth (biopsy) to force a diagnosis if appropriate clinically. All of 
this is irrespective of uveal melanoma or not.  Our experience in uveal melanoma 
has led us to do more MRI scans in other settings.   
 
2) MRI scans are not harmful to patients.  Contrast is being phased out over safety 
concerns and we as a centre have agreed it is now only used if there is an extra 
question we need to address. 
 
3) US is considered highly informative in the hands of an experienced radiologist, 
and if the patient’s build allows imaging of the whole liver. 
 
4) The documentation of the results in US evaluations are wholly dependent on the 
operator.  In contrast, an MRI is only operator dependant on the reporting of the 
images rather than the generation of the imaging.  The choice of sequences 
requested again depends on the radiologist.  
 
5) With MRI scans, we can go back to earlier imaging and can get a 2nd opinion or 
review if we/the patient wish to do this. We use this option regularly. 
 
5) MRI is more expensive and there is less resource to deliver MRI scans. 
  
In our opinion, we conclude that if the aim is to find recurrence as early as possible, 
we should use the most reliable test, MRI.  This also happens to be a test with no 
significant risk to the patient, if contrast is not used, and claustrophobia aside. 
  
Philosophy of follow up: This is about whether we should try to find out about 
metastases early. 
The pros:  

1) Finding out early allows therapeutic options such as resection, Delcath, SIRT 
and early phase trials 



The cons:  
1) We have not proven that we can successfully intervene and prolong life. 

Nonetheless, our own data on the chemosaturation (Delcath) and IMCgp100 
(Immunocore) trials all argue that we should try to find early disease.  

2) Scanning and waiting for results causes anxiety and distress.  
3) Travelling to have scans is time-consuming and costly. 

 
re 1)  
There is no clear evidence in UM that finding metastases early is better.  However, 
the concept is entirely consistent with standard practice in other cancers, it’s the 
underpinning rationale of all follow-up.  Further, we believe, that only by being 
proactive will we ever change the outcome of this disease.  
  
With respect to immunotherapy, there is no doubt that it works better for early 
disease generically. It seems unreasonable to assume that this principle will not 
apply to uveal melanoma.   
  
Re 2+3 Anxiety and travelling time. 
This should be entirely at the discretion of the patient.  As the NHS empowers 
patients to decide where they wish their care to be, it is presumptuous to assume 
that a doctor knows better than the patient on what is right for them in terms of 
travelling, anxiety and choice.  
  
We cannot know the answer for any individual patient.  Therefore, we offer the 
information and encourage the patient to choose what is right for them and we try 
to facilitate their decision.  We also make it clear that this choice is reversible at any 
time: if a patient wishes, for example, to have their follow-up in Southampton, we can 
support that.  If they decide to move away from here, we support that also. 
 
We have previously heard of the GP managing someone’s care.  This is not a 
practise we agree with as we make the least informed doctor, the gatekeeper.  This 
is unfair to the GP and to the patient, though enviably time-sparing for the teams that 
take this approach.  This would not be considered good practice in other cancers (for 
example lung cancer or breast cancer) unless explicitly requested by the patient and 
only if the risk of recurrence is low (and not 50% chance of death from melanoma as 
is the case here). That particular aspect is one we need to address in the next 
guideline update as we are confident it has never been assessed for safety 
or efficacy or sensitivity before implementing it.  
  
We do feel an experienced ultrasound operator can generate very detailed and 
highly informative data about the liver but our own interpretation of the same problem 
is slightly different.  We have locally agreed that if we do go down the road of interval 
scanning, we would offer the highest resolution modality; as a result, we offer a 
single baseline CT of chest, abdomen and pelvis with six monthly interval MRI 
scans. We are picking up very early metastatic disease but have not tested 
comparatively if the same lesions would be visible on ultrasound scan. Our 
radiologists do however advise that this is unlikely.   
 
An academic priority is to generate evidence to change outcomes for cancer 
patients.  To set up a randomised trial to compare these methods of surveillance will 
cost millions of pounds to do properly and is highly likely to confirm educated belief.  
The next step would be to assess the impact on survival outcomes and predict this 
question will remain unanswered and open to opinion. 


