
Abstract. Uveal melanoma is the most common primary
intraocular malignant tumour in adults. Five, ten and fifteen
years after primary tumour treatment, up to 25%, 34% and
50% of patients may develop metastases, respectively. There
are only a few systemic therapies that have been approved
for uveal melanoma, all with doubtful efficacy. As the
molecular knowledge over cancer has improved, new
therapies are being developed. Several drugs, such as
bortezomib, celecoxib, dacarbazine, anti-angiogenic agents
(such as bevacizumab, sorafenib and sunitinib),
temsirolimus, mitogen-activated protein kinase kinase (MEK)
inhibitors, ipilimumab and AEB071 are candidate drugs, and
studies are underway to determine the therapeutic effects of
these drugs in uveal melanoma. 

Epidemiology

Uveal melanoma is the most common primary intraocular
malignant tumour in adults (incidence of 6 per million per
year; lifetime risk, 1 in 2500). It differs from cutaneous
melanoma in its incidence and biological behaviour (1-3). A
north to south decreasing gradient of uveal melanoma
incidence is observed among European populations,
supporting a protective role of pigmentation (4), and not
supporting a contributory role for sunlight. 

Development of uveal melanoma has been associated with
the presence of ocular lesions, such as choroidal naevi and
ocular or oculodermal melanocytosis, and with cutaneous
melanocytic lesions (familial atypical mole or cutaneous
melanoma). A lightly-coloured iris also increases the risk.
No association has been found with any dietary habits, or
smoking or alcohol consumption (5-6).

The survival rates of patients with uveal melanoma have
not changed in the last century. Possible locations of
metastases from melanoma include liver (90%), lung (24%)
and bone (16%). After five and ten years of treatment of the
primary tumour, up to 25% and 34% of patients develop
metastases, respectively (6). Half of the patients with a large
uveal melanoma die of their disease within 15 years after
treatment of the primary tumour (3).

Monosomy of Chromosome 3 and 
the Inflammatory Phenotype

Specific clinical and histological factors show a correlation
with survival, such as loss of one copy of chromosome 3,
human leukocyte antigen (HLA) expression and macrophage
infiltration (7). In fact, all of these prognostic factors are
related, as tumours that carry only one chromosome 3 also
exhibit the ‘inflammatory phenotype’ (7). This includes the
presence of high numbers of macrophages and lymphocytes
[with overexpression of cytokines and molecules such as
cyclooxygenase-2 (COX-2)], high levels of HLA class I and
II expression [Natural Killer (NK) cells are unable to lyse
tumour cells with a high HLA class I expression that migrate
through the blood stream, so that cells from highly malignant
tumours expressing high class I levels manage to
metastasize] and de-regulation of several inflammatory
response genes (7-8). One possibility that may explain why
loss of one chromosome 3 can lead to de-regulation of
several inflammatory response genes is that a regulator of
inflammation, peroxisome proliferator-activated receptor
(PPAR)-γ, is located on this chromosome. PPARγ plays a
role in regulating several inflammatory response genes, and
loss of its activity may lead to an up-regulation of factors
such as Nuclear Factor Kappa B (NF-κB) in tumour cells,
creating an inflammatory phenotype (7). PPARγ negatively
modulates Activating Protein-1 (AP-1) and NF-KB activity
and this negative cross-talk is implicated in carcinogenesis
and inflammation (8-9). There are few studies correlating the
up-regulation of the NF-κB pathway and uveal melanoma,
but one hypothesis is that loss of chromosome 3 leads to
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inefficient suppression of the NF-KB pathway by PPARγ. As
NF-KB is no longer negatively modulated by PPARγ, the
NF-κB pathway is up-regulated. Dror et al. published data
that supports this hypothesis. They reported higher
expression of NF-KB transcription factor family genes
[including Transcriptor Factor p65 (RELA), NF-κB1, RELB,
NF-κB2 and NF-κB-inducing Kinase (NIK)] in primary uveal
melanoma and in liver metastases than in normal choroid
samples (10). They concluded that the NF-κB1 and NF-κB2
pathways are active in both primary and metastatic uveal
melanoma and that these pathways regulate metastatic cell
proliferation and apoptosis (10).

Nuclear Factor-κB Pathway

NF-κB is part of one signalling pathway that contributes in
various ways to normal and neoplastic proliferation. The most
common form of NF-κB is a heterodimer composed of two
subunits (p65 and p50). Usually, NF-κB is sequestered in the
cytoplasm by a polypeptide named IκB (inhibitor of NF-κB).
While being bound, signalling is shut down. However, in
response to signals originating from a diverse array of sources,
such as tumour necrosis factor-α and interleukin-1β
(extracellular signals involved in the inflammatory response
of the immune system), lipopolysaccharides, reactive oxygen
species (ROS), anticancer drugs, and gamma irradiation, IκB
becomes phosphorylated, and thus tagged for destruction. As
a result, NF-κB is liberated from IκB and migrates to the
nucleus, stimulating the activation of the expression of at least
150 target genes (9). 

In a tumour cell, NF-κB has important effects on cell
survival and proliferation. Cell adhesion molecules such as
E-selectin, Intracellular Adhesion Molecule 1 (ICAM-1) and
Vascular Cell Adhesion Molecule 1 (VCAM-1) are also
regulated by NF-κB and are involved in the development of
angiogenesis and tumour metastasis. Once NF-κB arrives in
the nucleus, it induces expression of genes encoding a
number of key anti-apoptotic proteins, such as B-cell
Lymphoma 2 (BCL-2) and Inhibitor of Apoptosis (IAP-1)
and -2. NF-κB also works in a mitogenic way by inducing
the expression of the Myelocytomatosis (MYC) and cyclin
D1 genes. Therefore, NF-κB can protect cancer cells from
apoptosis and, at the same time, drive their proliferation. In
cancer, this pathway is frequently found to be constitutively
activated, and even in low-grade pre-malignant growths this
pathway is often de-regulated. 

As the NF-κB pathway is up-regulated in uveal melanoma
(10), particularly in cases with monosomy of chromosome 3,
where loss of PPARγ expression may disable negative
modulation of NF-κB, malignant cells are able to escape
apoptosis, proliferate and evade chemotherapy (11). 

Like many other polyubiquitylated proteins, IκB is
ultimately degraded in proteasomes. Hence, by inhibiting

proteasome action, IκB should be protected from
degradation, survive in the cytoplasm, and continue to
sequester NF-κB, thereby blocking NF-κB nuclear
translocation and activation of transcription (12). Proteasome
inhibitors, such as bortezomib, may represent a new
treatment option for many types of cancer, particularly in
uveal melanoma, where blocking the NF-κB pathway would
induce malignant cell apoptosis, inhibit tumour cell
proliferation and sensitize them to chemotherapy.

Bortezomib: a Proteasome Inhibitor

Bortezomib is a tripeptide that binds the catalytic site of the
26S proteasome, with high specificity and affinity, inhibiting
proteasome activity. The possibility that proteasome
inhibitors can be useful in cancer was considered after
studies showed that they induced apoptosis preferentially in
transformed cells and were active against non-Hodgkin’s
lymphoma in an in vivo model (13, 14). 

Proteasome inhibitors also interfere with degradation of
cyclins and other cell-cycle regulatory proteins, inducing
cell-cycle arrest (15). They induce a proapoptotic state by
stabilizing proapoptotic proteins, such as p53 and Bcl-2-
associated X Protein (BAX), while reducing levels of some
antiapoptotic proteins, such as BCL-2 (15). Proteasome
inhibitors also induce aggresome formation, endoplasmatic
reticulum (ER) stress and the unfolded protein response (a
cellular stress response related to the endoplasmic reticulum
that leads to apoptosis) (15).

Chemotherapy has limited efficacy in uveal melanoma due
to multiple mechanisms of resistance of melanoma cells to
apoptosis, including BCL-2 overexpression, silencing of the
apoptotic protease-activating factor-1 gene and activation of
proliferative and antiapoptotic signalling pathways (16). In
addition, the NF-κB pathway is activated in cancer cells
treated with chemotherapy, playing a central role in the
observed proliferation and resistance (16, 17). As proteasome
inhibitors block the NF-κB pathway, the hypothesis of a
synergic therapy, combining proteasome inhibitors with
chemotherapy, has been proposed. Horton et al. reported
impressive results with temozolomide combined with
bortezomib in a human melanoma xenograft model (18). They
carried out a phase I trial of bortezomib with temozolide in
patients with advanced melanoma, observing inhibition of
proteasome activity for a limited time in peripheral blood
mononuclear cells; however, they were unable to show
consistent effects on NF-κB activation (16). Other recent
publications describe trials combining bortezomib with other
therapies: i) in a phase I trial in brain tumors, Kubicek et al.
combined bortezomib with temozolomide and irradiation, and
reported that bortezomib administered at its typical systemic
dose (1.3 mg/m2), is well-tolerated and that the combination
was safe when used in the treatment of central nervous system
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malignancies (19); ii) in a phase I trial, Dees et al. combined
bortezomib with pegylated liposomal docorubicin or
doxorubicin in therapy of solid tumours, reporting that this
combination was safe and merits further investigation (20); iii)
in another phase I trial, LoConte et al. combined bortezomib
with doxorubicin in patients with advanced cancer,
recommending a phase II trial (21); iv) van Waes et al.
combined bortezomib with reirradiation in patients with
squamous cell carcinoma of the head and neck, reporting that
bortezomib induced detectable differences in NF-κB
localization, apoptosis, and NF-κB-modulated genes and
cytokines in tumor and serum in association with tumor
reduction (22). 

Use of Bortezomib in Cancer Therapy

In multiple myeloma, the NF-κB pathway is the most
important pathogenic pathway. Bortezomib is already approved
for patients with multiple myeloma in combination with
melphalan and prednisone, for the treatment of patients with
previously untreated multiple myeloma who are not eligible for
high-dose chemotherapy with a bone marrow transplant (23).
Bringhen et al. reported that a once-weekly and twice-weekly
bortezomib schedule (combined with melphalan and
prednisone), resulted in 3-year progression-free survival rates
of 46% and 39%, and complete response rates of 23% and
27%, respectively (24). Bortezomib is indicated as
monotherapy for the treatment of progressive multiple
myeloma in patients who have received at least one prior
therapy and who have already undergone or are unsuitable for
bone marrow transplantation (23). Two open-label, phase II
trials (SUMMIT and CREST) established the efficacy of
bortezomib, reporting at least a minimal response of 50% in
CREST (25) and 35% in SUMMIT (26). The open-label phase
III APEX trial reported that the median time to disease
progression was longer with bortezomib than with
dexamethasone (27). With the bortezomib regimen, more
patients achieved partial response (38% vs. 18%) and complete
response (6% vs. 1%), and the overall one-year survival rate
was higher (80% vs. 66%) (28).

Bortezomib is also approved by the United States Food
and Drug Administration (FDA) for the treatment of mantle
cell lymphoma. The PINNACLE trial, an open-label phase II
study, reported an overall response rate of 31%, with 8%
complete response. The median duration of response was 
9.3 months in responding patients and 15.4 in patients with
complete response (29). Moreau et al. recorded the incidence
of grade 2 or greater peripheral neuropathy as being 24% for
the subcutaneous (s.c.) route compared with 41% for
intravenous (i.v.); grade 3 or higher occurred in 6% when
administered subcutaneously vs. 16% for IV administration
(30); the FDA approved administration of bortezomib by the
s.c. route in January 2012.

Fanucchi et al. reported an 8% response rate in patients with
non-small cell lung cancer receiving single-agent bortezomib
(31), while Kondagunta et al. reported a response rate of 11%
and 38% of patients with stable disease with bortezomib in a
phase II trial of patients with metastatic renal cell carcinoma
(32). Bortezomib improved the treatment of glioblastoma with
neural stem cells engineered to express membrane-bound TNF-
related apoptosis-inducing ligand (TRAIL) (NSCs-mTRAIL),
demonstrating that the combined treatment is a potent cell-
based approach for the treatment of glioma (33).

Addition of bortezomib to fluvestrant enhances its efficacy
by taking advantage of the ability of fluvestrant to promote
cytoplasmic aggregates of the estrogen receptor (ER),
suggesting that this novel combination may be effective in
breast carcinomas that are ER-positive but estrogen
independent (34). 

In contrast, no tumour responses were seen in recent
studies with bortezomib in metastatic melanoma and
colorectal cancer (35, 36). This is surprising and indicates
that more research is required.

Bortezomib and Immunotherapeutic Strategies

Immunotherapeutic strategies using adoptive tumor-specific T-
cell transfer aim to mount a powerful antitumour cytolytic T-
lymphocyte (CTL) response, aiming at cell lysis by activation
of the apoptotic machinery (37). However, tumour cells often
escape apoptotic pathways, enabling their survival despite CTL
attack. As proteasome inhibitors enhance the activation of
apoptotic pathways, bortemozib was tested by Seeger et al. to
sensitize melanoma cells towards adoptive CTL attack, and the
results were quite impressive: i) bortezomib enhanced the
susceptibility of established melanoma cells towards redirected
CTL attack, while tumour cell lysis was not due to direct
cytotoxic effects of bortezomib; ii) bortezomib sensitized
melanoma cells to CTLs by enhancing the proapoptotic
response of mitochondria to cytolytic effector functions,
including caspase-8 and granzyme B; iii) bortezomib treatment
resulted in the accumulation of BCL2 member proteins,
including myeloid cell leukemia 1 (MCL-1), and BCL-2
homology 3 (BH3)-only proteins, p53 up-regulated modulator
of apoptosis (PUMA), BH3 interacting-domain death agonist
(BID), and NADPH oxidase activator (NOXA) [NOXA
potentiates the release of mitochondrial second mitochondria-
derived activator of caspases (SMAC), including caspase-8 and
granzyme B]; iv) bortezomib treatment enhanced redirected T-
cell responses in primary melanoma cells (38). 

Bortezomib and Inflammation

Another enzyme that has garnered increasing interest in
cancer prevention is COX-2, due to epidemiological,
experimental, pathological and clinical evidence that
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suggests that non-steroidal anti-inflammatory drugs
(NSAIDs) possess anticancer properties (39-41).
Prostaglandins, particularly prostaglandin E2, appear to be
important in oncogenesis due to their effects on cellular
adhesion, immune surveillance and apoptosis (42). As
carcinomas have been shown to overexpress prostaglandins,
inhibition of their synthesis by blocking COX-2 appears to
protect against oncogenesis in many tissue types including
breast, colon, esophageal, lung and skin (39, 40). Inhibition
of COX-2 is thought to promote apoptosis of cancer cells
through inhibition of the NF-κB pathway (43). NF-κB is also
a positive regulator of COX-2 expression in response to
various cytokines and growth factors (8), so the combination
of a COX-2 inhibitor with a proteasome inhibitor should lead
to a new synergistic inhibition of the NF-κB pathway.
Minami et al. found that combining the NSAID sulindac
with bortezomib was synergistic in vitro on colon cancer cell
lines, and in vivo in a xenograft model (44). Kim et al.
reported that the COX-2 inhibitor celecoxib induced
apoptosis independently of its COX-2 effects using NF-κB
as a probable target (45). Celecoxib is already approved by
the FDA as a secondary treatment among patients with
familial adenomatous polyposis (FAP), as it reduces the
number of polyps. 

Other Immunotherapeutic Strategies

The FDA and European Medicines Agency (EMA) have
recently approved ipilimumab for the treatment of metastatic
cutaneous melanoma. Ipilimumab is a fully human
monoclonal antibody (IgG1) that blocks CTL-associated
antigen 4 (CTLA-4), an immune checkpoint molecule that
down-regulates pathways of T-cell activation, and promotes
antitumor immunity (46, 47). In a phase III study, Hodi et
al. reported that ipilimumab leads to improved survival in
metastatic cutaneous melanoma (48). Danielli et al.
evaluated the efficacy and the safety of ipilimumab,
administered at 10 mg/kg intravenously on weeks 1, 4, 7 and
10, with maintenance doses administered every 12 weeks
from week 24, in pre-treated patients with metastatic uveal
melanoma. The results indicate that ipilimumab is potentially
indicated for uveal melanoma, and that it should be further
investigated in other clinical trials (49). However, one must
be aware of the potentially severe autoimmune side-effects
of ipilimumab.

Angiogenesis in Uveal Melanoma

In uveal melanoma, levels of vascular endothelial growth
factor (VEGF) are significantly elevated in patients with
metastatic disease compared to patients without metastases
(50). VEGF plays an important role in angiogenesis, by
regulating the proliferation and migration of endothelial

cells. Uveal melanoma cells invade surrounding blood
vessels, and circulate systemically to a new location, which
in uveal melanoma is usually the liver. A local factor that
plays a role in liver homing may be the expression of insulin
growth factor-1 receptor (IGF-1R); this receptor is up-
regulated in uveal melanoma and carries a poor prognosis
(51). IGF-1 is involved in cell proliferation and is principally
produced by the liver, explaining the preferential growth of
uveal metastasis in the liver (52). Additionally, IGF-1 has
been shown to stimulate secretion of VEGF in retinal
pigment epithelial (RPE) cells and IGF-1 signaling may also
stimulate tumor angiogenesis in uveal melanoma liver
metastases (53). 

Anti-angiogenesis therapy has not yet been used for the
standard treatment of primary uveal melanoma or related
metastatic diseases, although the intravitreal application of
bevacizumab has been successfully applied in non-
oncologic neovascularization diseases such as macular
degeneration and proliferative diabetic retinopathy. Still,
there has been extensive research into the effect of anti-
angiogenic agents such as bevacizumab on uveal melanoma
cells in vitro and in animal models (50, 54). Yang et al.
studied the effect of bevacizumab on the growth and
number of hepatic micrometastases in a mouse model of
ocular melanoma: systemic bevacizumab suppressed
primary ocular melanoma growth and the formation of
hepatic micrometastases in a dose-dependent manner. In
addition, bevacizumab reduced the level of VEGF in the
culture media of two human uveal melanoma cell lines
(54). Bevacizumab is being tested in patients with
cutaneous melanoma (55). A recent clinical trial examined
the response of intravitreal bevacizumab in causing a
clinically significant reduction of uveal melanoma tumor
size (ClinicalTrials.gov Identifier: NCT00596362), but no
results have been published yet. Bortezomib has been
shown to trigger a dose-dependent inhibition of VEGF and
interleukin-6 (IL-6) secretion by the multiple myeloma
patient-derived endothelial cells, and reverse transcriptase-
PCR confirmed drug-related down-regulation of VEGF, IL-
6, insulin-growth factor-I, angiopoietin 1 and angiopoietin
2 transcription, through an unknown mechanism in multiple
myeloma (56). One may speculate that bortezomib is able
to inhibit angiogenesis in uveal melanoma.

Uveal melanoma cells express v-kit Hardy-Zuckerman 4
feline sarcoma viral oncogene homolog (C-KIT or CD117).
Sunitinib, a multi-targeted receptor targeted (RTK) kinase
inhibitor against VEGFR, FMS-like tyrosine kinase 3 (FLT-3),
C-KIT and platelet-derived growth factor receptor (PDGFR),
was tested in a phase I study, achieving one partial response
and seven cases of stable disease, with an overall clinical
benefit rate of 80% (57). Sunitinib and sorafenib [a small
molecular inhibitor of several tyrosine protein kinases and
rapidly accelerated fibrosarcoma (RAF) kinases], are currently
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being tested in phase II clinical trials. Minor et al. reported one
complete remission for 15 months and two partial responses
(of one- and seven-months’ duration) in four evaluable patients
with acral, mucosal or cumulative sun-damaged skin melanoma
and KIT mutations (58). Yeramian et al. reported that
bortezomib synergistically enhanced the sunitinib-induced
growth arrest in sunitinib-sensitive cells in metastatic cutaneous
melanoma cell lines, suggesting that melanoma cells
harbouring an activated RTK may be clinically responsive to
pharmacological RTK inhibition by sunitinib; a strategy
combining sunitinib and bortezomib may provide therapeutic
benefit (59). Sorafenib has been tested in a xenograft model in
which uveal melanoma cell line 92.1 was dorsally injected
subcutaneously: Mangiameli et al. demonstrated inhibition of
tumour growth (p≤0.0035) and fewer metastases after sorafenib
treatment (33% vs. 60%) (60). Recently, a phase III trial which
compared treatment of metastatic (not including uveal)
melanoma patients (n=823) with carboplatin, paclitaxel and
with either sorafenib or placebo did not demonstrate a
difference in overall survival: the median overall survival for
the sorafenib-treated group was 11.1 months (95% CI and
10.3-12.3) and for the placebo group 11.3 months (95%
confidence interval, CI=9.7-12.3) (50). 

Mitogen-activated Protein Kinase 
Kinase (MEK) Inhibitors

Most melanomas have activating mutations in the mitogen-
activated protein kinase (MAPK) pathway involving guanine
nucleotide-binding protein G(q) subunit alpha (GNAQ) and
guanine nucleotide-binding protein subunit alpha-11
(GNA11) in uveal melanoma (61, 62). These mutations
render melanoma cells independent of the normal RTK-
mediated pathway regulation, and constitutively drive
melanoma cells to oncogenic proliferation and survival. As
GNAQ and GNA11 seem to be important in the development
of uveal melanoma, inhibition of mitogen-activated protein
kinase kinase (MEK) (MEK is a kinase enzyme which
phosphorylates MAPK) may be a new way to treat metastatic
uveal melanoma. GNAQ knockdown, as well as treatment
with U0126 MEK inhibitor, resulted in inhibition of MAPK
signalling and loss of viability of melanocytes (61).
Kirkwood et al. performed a phase II, open-label,
multicenter, randomized, parallel-group trial, comparing the
MEK1/2 inhibitor selumetinib, as monotherapy, with
temozolomide and reported no significant difference in
progression-free survival between patients with unresectable
stage III/IV cutaneous melanoma unselected for v-raf murine
sarcoma viral oncogene homolog B1 (BRAF)/ neuroblastoma
RAS viral oncogene homolog (NRAS) mutations (63). Von
Euw et al. reported that the MEK inhibitor TAK733 has
antitumor properties in cutaneous and uveal melanoma cell
lines with different oncogenic mutations (64).

Conclusion

Inhibitors of the proteasome using an agent such as
bortezomib may be new therapeutic agents in cancer,
especially in those types of cancer that have overexpression of
the NF-κB pathway (such as uveal melanoma). Despite the
fact that patients with metastatic melanoma treated with
bortezomib exhibit no tumour responses in a phase II trial, we
now have data suggesting that bortezomib as monotherapy or
combined with celecoxib, prednisone or an alkylating agent,
such as temozolomide or dacarbazine, may be effective as it
sensitizes melanoma cells to chemotherapy, induces a
proapoptotic state, aggresome formation, endoplasmatic
reticulum stress and the unfolded protein response. It also
promotes cell cycle arrest and sensitizes melanoma cells
towards adoptive CTLs. 

Patients with metastasized uveal melanoma have a poor
prognosis. Therefore, new therapies are needed. Bortezomib
and proteasome inhibitors are promising drugs to combat uveal
melanoma. Other agents have been tested, but are far from
becoming standard therapy. New studies are being carried out
to verify the possibility of the use of new therapeutics in uveal
melanoma, such as the international AEB071 phase I study
[ClinicalTrials.gov Identifier: NCT01430416 (this study is
already recruiting patients)], which will test a protein kinase C
(PKC) inhibitor, and the SECIRA-UM study [EudraCT
Number: 2011-004200-38 (open in the NKI-AvL in
Amsterdam, the Netherlands, since April, 2012)], which will
test the combination of CTLA-4 blockade and radiofrequency
ablation in patients with metastasized uveal melanoma. 

As new therapeutics are needed and there are many new
promising drugs to combat uveal melanoma, new studies with
combinations of drugs should be carried out, to verify
if bortezomib, combined with celecoxib, prednisone,
temozolomide, dacarbazine, anti-angiogenic agents, such as
bevacizumab, sorafenib, sunitinib, cetuximab, panitumumab,
erlotinib, transtuzumab or temsirolimus, MEK inhibitors or
ipilimumab, can lead to new ways of treating uveal melanoma.

References

1 Damato B and Houlston R: Genetic predisposition to ocular
melanoma. Royal College of Ophthalmologists. Eye 13: 43-46,
1999.

2 Egan KM, Seddon JM, Glynn RJ, Gragoudas ES and Albert DM:
Epidemiologic aspects of uveal melanoma. Surv Ophthalmol
32(4): 239-251, 1988.

3 Jensen OA: Malignant melanomas of the human uvea: 25-year
follow-up of cases in Denmark, 1943-1952. Acta Ophthalmol
(Copenh) 60(2): 161-182, 1982.

4 Virgili G, Gatta G, Ciccolallo L, Capocaccia R, Biggeri A,
Crocetti E, Lutz JM and Paci E, EUROCARE Working Group:
Incidence of uveal melanoma in Europe. Ophthalmology
114(12): 2309-2315, 2007.

Velho et al: New Therapeutic Agents in Uveal Melanoma (Review)

2595



5 Sendon J and Young T: Epidemiology of Uveal Melanoma. In:
The Retina, Ryan SJ (ed.). 4, Elsevier-Mosby, pp. 691-698,
2006.

6 Papastefanou V and Cohen V: Uveal Melanoma. J Skin Cancer
2011: 573974, 2011.

7 Maat W, Ly LV, Jordanova ES, de Wolff-Rouendaal D, Schalij-
Delfos NE and Jager MJ: Monosomy of Chromossome 3 and an
Inflamatory Phenotype Occur Together in Uveal Melanoma.
Invest Ophthalmol Vis Sci 49(2): 505-510, 2008.

8 Konstantinopoulos PA, Vandoros GP, Sotiropoulou-Bonikou G,
Kominea A and Papavassiliou AG: NF-kappaB/PPAR gamma
and/or AP-1/PPAR gamma ‘on/off’ switches and induction of
CBP in colon adenocarcinomas: correlation with COX-2
expression. Int J Colorectal Dis 22(1): 57-68, 2007.

9 Blanquart C, Barbier O, Fruchart JC, Staels B and Glineur C:
Peroxisome proliferator-activated receptors: regulation of
transcriptional activities and roles in inflammation. J Steroid
Biochem Mol Biol 85: 267-273, 2003.

10 Dror R, Lederman M, Umezawa K, Barak V, Pe’er J and
Chowers I: Characterizing the involvement of the nuclear factor-
kappa B (NF kappa B) transcription factor in uveal melanoma.
Invest Ophthalmol Vis Sci 51(4): 1811-1816, 2010.

11 Jager MJ, Ly LV, El Filali M and Madigan MC: Macrophages in
uveal melanoma and in experimental ocular tumor models:
friends or foes?. Prog Retin Eye Res 30(2): 129-146, 2011.

12 Wienberg R: The Biology of Cancer. Garland Science USA,
2007.

13 Delic J, Masdehors P, Omura S, Cosset JM, Dumont J, Binet JL
and Magdelénat H: The proteasome inhibitor lactacystin induces
apoptosis and sensitizes chemo- anda radioresistant human
chronic lymphocytic leukaemia lymphocites to TNF-α-initiated
apoptosis. Br J Cancer 77: 1103-1107, 1998.

14 Orlowski RZ, Eswara JR, Lafond-Walker A, Grever MR,
Orlowski M and Dang CV: Tumor growth inhibition induced in
a murine model of human Burkitt’s lymphoma by a proteasome
inhibitor. Cancer Res 58: 4342-4348, 1998.

15 Orlowski RZ and Kuhn DJ: Proteasome inhibitors in Cancer
Therapy: lessons from the First Decade. Clin Cancer Res 14(6):
1649-1657, 2008.

16 Su Y, Amiri KI, Horton LW, Yu Y, Ayers GD, Koehler E, Kelley
MC, Puzanov I, Richmond A and Sosman JA: A Phase I Trial of
Bortezomib with Temozolomide in Patients with Advanced
Melanoma: Toxicities, Antitumor Effects, and Modulation of
Therapeutic Targets. Clin Cancer Res 16(1): 348-357, 2010.

17 Lev DC, Ruiz M, Mills L, McGary EC, Price JE and Bar-Eli M:
Dacarbazine causes transcriptional up-regulation of interleukin
8 and vascular endothelial growth factor in melanoma cells: a
possible escape mechanism from chemotherapy. Mol Cancer
Ther 2: 753-763, 2003.

18 Markovic SN, Geyer SM, Dawkins F, Sharfman W, Albertini
M, Maples W, Fracasso PM, Fitch T, Lorusso P, Adjei AA and
Erlichman C: A phase II study of Bortezomib in the treatment
of metastatic malignant melanoma. Cancer 103: 2584-2589,
2005.

19 Kubicek GJ, Werner-Wasik M, Machtay M, Mallon G, Myers
T, Ramirez M, Andrews D, Curran WJ Jr. and Dicker AP:
Phase I trial using proteasome inhibitor Bortezomib and
concurrent temozolomide and radiotherapy for central nervous
system malignancies. Int J Radiat Oncol Biol Phys 74(2): 433-
439, 2009.

20 Dees EC, O’Neil BH, Lindley CM, Collichio F, Carey LA,
Collins J, Riordan WJ, Ivanova A, Esseltine D and Orloswki RZ:
A phase I and pharmacologic study of the combination of
bortezomib and pegylated liposomal doxorubicin in patients with
refractory solid tumors. Cancer Chemother Pharmacol 63(1): 99-
107, 2008.

21 LoConte NK, Thomas JP, Alberti D, Heideman J, Binger K,
Marnocha R, Utecht K, Geiger P, Eickhoff J, Wilding G and
Kolesar J: A phase I pharmacodynamic trial of bortezomib in
combination with doxorubicin in patients with advanced cancer.
Cancer Chemother Pharmaco 63(1): 109-115, 2008.

22 Van Waes C, Chang AA, Lebowitz PF, Druzgal CH, Chen Z,
Elsayed YA, Sunwoo JB, Rudy SF, Morris JC, Mitchell JB,
Champhausen K, Gius D and Adams J: Inhibition of nuclear
factor-κB and target genes during combined therapy with
proteasome inhibitor bortezomib and reirradiation in patients
with recurrent head-and-neck squamous cell carcinoma. Int J
Radiat Oncol Biol Phy 63(5): 1400-1412, 2005.

23 Ludwig H, Beksac M, Bladé J, Boccadoro M, Cavenagh J, Cavo
M, Dimopoulos M, Drach J, Einsele H, Facon T, Goldschmidt
H, Harousseau JL, Hess U, Ketterer N, Kropff M, Mendeleeva L,
Morgan G, Palumbo A, Plesner T, San Miguel J, Shpilberg O,
Sondergeld P, Sonneveld P and Zweegman S: Current Multiple
Myeloma Treatment Strategies with Novel Agents: a European
Perspective. The Oncologist 15(1): 6-25, 2010.

24 Bringhen S, Larocca A, Rossi D, Cavalli M, Genuardi M, Ria R,
Gentili S, Patriarca F, Nozzoli C, Levi A, Guglielmelli T,
Benevolo G, Callea V, Rizzo V, Cangialosi C, Musto P, De Rosa
L, Liberati AM, Grasso M, Falcone AP, Evangelista A, Cavo M,
Gaidano G, Boccadoro M and Palumbo A: Efficacy and safety
of once-weekly bortezomib in multiple myeloma patients. Blood
116(23): 4745-4753, 2010.

25 Jagannath S, Barlogie B, Berenson JR, Siegel DS, Irwin D,
Richardson PG, Niesvizky R, Alexanian R, Limentani SA,
Alsina M, Esseltine DL and Anderson KC: Updated survival
analyses after prolonged follow-up of the phase 2, multicenter
CREST study of bortezomib in relapsed or refractory multiple
myeloma. Br J Haematol 143(4): 537-540, 2008.

26 Richardson PG, Berlogie B, Berenson J, Singhal S, Jagannath S,
Irwin DH, Raikumar SV, Srkalovic G, Alsina M and Anderson
KC: Extended follow-up of a phase II trial in relapsed, refractory
multiple myeloma: final time-to-event results from the SUMMIT
trial. Cancer 106(6): 1316-1319, 2006.

27 Lee SJ, Richardson PG, Sonneveld P, Schuster MW, Irwin D,
San Miguel JF, Crawford B, Massaro J, Dhawan R, Gupta S and
Anderson K: Bortezomib is associated with better health-related
quality of life than high-dose dexamethasone in patients with
relapsed multiple myeloma: results from the APEX study. Br J
Haematol 143(4): 511-519, 2008.

28 Curran MP and McKeage K: Bortezomib: a review of its use in
patients with multiple myeloma. Drugs 69(7): 859-88, 2009.

29 Fisher RI, Bernstein SH, Kahl BS, Djulbegovic B, Robertson
MJ, de Vos S, Epner E, Krishnan A, Lonial S, Stadtmauer EA,
O’Connor OA, Shi H, Boral Al and Goy A: Multicenter phase
II study of bortezomib in patients with relapsed or refractory
mantle cell lymphoma. J Clin Oncol 24(30): 4867-4874,
2006.

30 Moreau P, Pylypenko H, Grosicki S, Karamanesht I, Leleu X,
Grishunina M, Rekhtman G, Masliak Z, Robak T, Shubina A,
Arnulf B, Kropff M, Cavet J, Esseltine DL, Feng H, Girgis S,

ANTICANCER RESEARCH 32: 2591-2598 (2012)

2596



van de Velde H, Deraedt W and Harousseau JL: Subcutaneous
versus intravenous administration of bortezomib in patients with
relapsed multiple myeloma: a randomised, phase 3, non-
inferiority study. Lancet Oncol 12(5): 431-40, 2011.

31 Fanucchi MP, Fossella FV, Belt R, Natale R, Fidias P,
Carbone DP, Govindan R, Raez LE, Robert F, Ribeiro M,
Akerley W, Kelly K, Limentani SA, Crawford J, Reimers HJ,
Axelrod R, Kashala O, Sheng S and Schiller JH: Randomized
phase II study of bortezomib alone and bortezomib in
combination with docetaxel in previously treated advanced
non-small-cell lung cancer. J Clin Oncol 24(31): 5025-5033,
2006.

32 Kondagunta GV, Drucker B, Schwartz L, Bacik J, Marion S,
Russo P, Mazumdar M and Motzer RJ: Phase II trial of
bortezomib for patients with advanced renal cell carcinoma. J
Clin Oncol 22(18): 3720-3725, 2004.

33 Balyasnikova I, Ferguson S, Han Y, Liu F and Lesniak M:
Therapeutic effect of neural stem cells expressing TRAIL and
bortezomib um mice with glioma xenografts. Cancer Lett
310(2): 148-159, 2011.

34 Ishii Y, Papa L, Bahadur U, Yue Z, Aquirre-Ghiso J, Shioda T,
Waxman S and Germain D: Bortezomib enhances the efficacy of
Fluvestrant by amplifying the aggregation of the estrogen
receptor, which leads to a proapoptotic unfolded protein
response. Clin Cancer Res 17(8): 2292-2300, 2011.

35 Markovic SN, Geyer SM, Dawkins F, Sharfman W, Albertini
M, Maples W, Fracasso PM, Fitch T, Lorusso P, Adjei AA and
Erlichman C: A phase II study of bortezomib in the treatment
of metastatic malignant melanoma. Cancer 103(12): 2584-
2589, 2005.

36 Mackay H, Hedley D, Major P, Townsley C, Mackenzie M,
Vincent M, Degendorfer P, Tsao MS, Nicklee T, Birle D, Wright
J, Siu L, Moore M and Oza A: A phase II trial with
pharmacodynamic endpoints of the proteasome inhibitor
bortezomib in patients with metastatic colorectal cancer. Clin
Cancer Res 11(15): 5526-5533, 2005.

37 Bleackley RC: A molecular view of cytotoxic T lymphocyte
induced killing. Biochem Cell Biol 83(6): 747-51, 2005.

38 Seeger JM, Schmidt P, Brinkmann K, Hombach AA, Coutelle O,
Zigrino P, Wagner-Stippich D, Mauch C, Abken H, Krönke M
and Kashkar H: The Proteasome Inhibitor Bortezomib Sensitizes
Melanoma Cells toward Adoptive CTL Attack. Cancer Res
70(5): 1825-1834, 2010.

39 Thun MJ, Namboodiri MM, Calle EE, Flanders WD and Heath
CW Jr.: Aspirin use and risk of fatal cancer. Cancer Res 53(6):
1322-1327, 1993.

40 Funkhouser EM and Sharp GB: Aspirin and reduced risk of
esophageal carcinoma. Cancer 76(7): 1116-1119, 1995.

41 Coogan PF, Rosenberg L, Palmer JR, Strom BL, Zauber AG,
Stolley PD and Shapiro S: Nonsteroidal anti-inflammatory
drugs and risk of digestive cancers at sites other than the large
bowel. Cancer Epidemiol Biomarkers Prev 9(1): 119-123,
2000.

42 Jung TT, Berlinger NT and Juhn SK: Prostaglandins in
squamous cell carcinoma of the head and neck: a preliminary
study. Laryngoscope 95(3): 307-312, 1985.

43 Hayslip J, Chaudhary U, Green M, Meyer M, Dunder S,
Sherman C, Salzer S, Kraft A and Montero AJ: Bortezomib in
combination with celecoxib in patients with advanced solid
tumors: a phase I trial. BMC Cancer 7: 221, 2007.

44 Minami T, Adachi M, Kawamura R, Zhang Y, Shinomura Y and
Imai K: Sulindac enhances the proteasome inhibitor bortezomib-
mediated oxidative stress and anticancer activity. Clin Cancer
Res 11(14): 5248-5256, 2005.

45 Kim SH, Song SH, Kim, SG, Chun KS, Lim SY, Na HK, Kim
JW, Surth YJ, Bang YJ and Song YS: Celecoxib induces
apoptosis in cervical cancer cells independent of cyclooxygenase
using NF-κB as a possible target. J Cancer Res Clin Oncol
130(9): 551-560, 2004.

46 Tarhini AA and Iqbal F: CTLA-4 blockade: therapeutic potential
in cancer treatments. Onco Targets Ther 3: 15-25, 2010.

47 Robert C and Ghiringhelli F: What is the role of cytotoxic T
lymphocyte-associated antigen 4 blockade in patients with
metastatic melanoma?. Oncologist 14(8): 848-861, 2009.

48 Hodi FS, O’Day SJ, McDermott DF, Weber RW, Sosman JA,
Haanen JB, Gonzalez R, Robert C, Schadendorf D, Hassel JC,
Akerley W, van den Eertwegh AJ, Lutzky J, Lorigan P, Vaubel
JM, Linette GP, Hogg D, Ottensmeier CH, Lebbé C, Peschel C,
Quirt I, Clark JI, Wolchok JD, Weber JS, Tian J, Yellin MJ,
Nichol GM, Hoos A and Urba WJ: Improved survival with
ipilimumab in patients with metastatic melanoma. N Engl J Med
363(8): 711-723, 2010.

49 Danielli R, Ridolfi R, Chiarion-Sileni V, Queirolo P, Testori A,
Plummer R, Boitano M, Calabrò L, Rossi CD, Giacomo AM,
Ferrucci PF, Ridolfi L, Altomonte M, Miracco C, Balestrazzi A
and Maio M: Ipilimumab in pretreated patients with metastatic
uveal melanoma: safety and clinical efficacy. Cancer Immunol
Immunother 61(1): 41-48, 2011.

50 el Filali M, van der Velden PA, Luyten GP and Jager MJ: Anti-
angiogenic therapy in uveal melanoma. Dev Ophthalmol 49:
117-136, 2011.

51 Economou MA, All-Ericsson C, Bykov V, Girnita L, Bartolazzi
A, Larsson O and Seregard S: Receptors for the liver synthesized
growth factors IGF-1 and HGF/SF in uveal melanoma:
intercorrelation and prognostic implications. Invest Ophthalmol
Vis Sci 46(12): 4372-4375, 2005.

52 Baserga R: The insulin-like growth factor I receptor: a key to
tumor growth? Cancer Res 55(2): 249-252, 1995.

53 Slomiany MG and Rosenzweig SA: IGF-1-induced VEGF and
IGFBP-3 secretion correlates with increased HIF-1 alpha
expression and activity in retinal pigment epithelial cell line
D407. Invest Ophthalmol Vis Sci 45(8): 2838-2847, 2004.

54 Yang H, Jager MJ and Grossniklaus HE: Bevacizumab
suppression of establishment of micrometastases in experimental
ocular melanoma. Invest Ophthalmol Vis Sci 51(6): 2835-2842,
2010.

55 Gunther JB and Altaweel MM. Bevacizumab (Avastin) for the
treatment of ocular disease. Surv Ophthalmol 54(3): 372-400,
2009.

56 Roccaro AM, Hideshima T, Raje N, Kumar S, Ishitsuka K, Yasui
H, Shiraishi N, Ribatti D, Nico B, Vacca A, Dammacco F,
Richardson PG and Anderson KC: Bortezomib mediates
antiangiogenesis in multiple myeloma via direct and indirect
effects on endothelial cells. Cancer Res 66(1): 184-191, 2006.

57 Chan KR, Gundala S and Laudadio M: A pilot study using
sunitinib malate as therapy in patients with stage IV uveal
melanoma. J Clin Oncol 26(Suppl): Abstract 9047, 2008.

58 Minor DR, Kashani-Sabet M, Garrido M, O’Day SJ, Hamid O
and Bastian BC: Sunitinib therapy for melanoma patients with
KIT mutations. Clin Cancer Res 18(5): 1457-1463, 2012.

Velho et al: New Therapeutic Agents in Uveal Melanoma (Review)

2597



59 Yeramian A, Sorolla A, Velasco A, Santacana M, Dolcet X, Valls
J, Abal L, Moreno S, Egido R, Casanova JM, Puig S, Vilella R,
Llombart-Cussac A, Matias-Guiu X and Martí RM: Inhibition of
activated receptor tyrosine kinases by sunitinib induces growth
arrest and sensitizes melanoma cells to bortezomib by blocking
AKT pathway. Int J Cancer 130(4): 967-978, 2012.

60 Mangiameli DP, Blansfield JA, Kachala S, Lorang D, Schafer
PH, Muller GW, Stirling DI and Libutti SK: Combination
therapy targeting the tumor microenvironment is effective in a
model of human ocular melanoma. J Transl Med 5: 38, 2007.

61 Van Raamsdonk CD, Bezrookove V, Green G, Bauer J, Gaugler
L, O’Brien JM, Simpson EM, Barsh GS and Bastian BC:
Frequent somatic mutations of GNAQ in uveal melanoma and
blue naevi. Nature 457(7229): 599-602, 2009.

62 Van Raamsdonk CD, Griewank KG, Crosby MB, Garrido MC,
Vemula S, Wiesner T, Obenauf AC, Wackernagel W, Green G,
Bouvier N, Sozen MM, Baimukanova G, Roy R, Heguy A,
Dolgalev I, Khanin R, Busam K, Speicher MR, O’Brien J and
Bastian BC: Mutations in GNA11 in uveal melanoma. N Engl J
Med 363(23): 2191-2199, 2010.

63 Kirkwood JM, Bastholt L, Robert C, Sosman J, Larkin J, Hersey
P, Middleton M, Cantarini M, Zazulina V, Kemsley K and
Dummer R: Phase II, open-label, randomized trial of the
MEK1/2 inhibitor selumetinib as monotherapy versus
temozolomide in patients with advanced melanoma. Clin Cancer
Res 18(2): 555-67, 2012.

64 von Euw E, Atefi M, Attar N, Chu C, Zachariah S, Burgess BL,
Mok S, Ng C, Wong DJ, Chmielowski B, Lichter DI, Koya RC,
McCannel TA, Izmailova E and Ribas A: Antitumor effects of the
investigational selective MEK inhibitor TAK733 against cutaneous
and uveal melanoma cell lines. Mol Cancer 11(1): 22, 2012.

Received April 30, 2012
Revised June 2, 2012

Accepted June 4, 2012

ANTICANCER RESEARCH 32: 2591-2598 (2012)

2598


