
 

 

Case presentation  

The patient is a 53 year old male who found a small freckle in the left eye. The patient’s 
optometrist identified an intra-ocular mass after the patient complained of 3 weeks of 
blurry vision. Examination showed a choroidal mass in the superior temporal quadrant 
of the fundus with inferior retinal detachment and subretinal fluid.  

 

Surgical history: childhood tonsillectomy. 

 

Medical history: family history of malignant hyperthermia, smoker with 1 previous ER 
visit for chest pain.  

 

Imaging studies: ultrasound showed a 2.1cm elevated choroidal mass in the left eye. 
CT of the chest, pelvis and abdomen showed no distant mets. 

 

Blood work/diagnostic tests: visual acuity of 20/70 with pin holing in the left eye. All 
other blood work normal. 

 

Preliminary differential diagnosis: clinical examination allowed a diagnosis consistent 
with a large choroidal melanoma. 

 

Biopsy: no biopsy performed. Intraoperative FNA of tumour performed for genetic 
testing. 

 

 

 

 

 

 

 



Surgical procedure  

Enucleation of the left eye. 

Gross pathological findings 

 

 

Orientation of the eye is performed using the attachment points of the rectus muscles. 
The attachment of the medial rectus muscle is closest to the iris and the attachment 
points of the remaining rectus muscles spiral away from the iris following the acronym 
MILS (medial, inferior, lateral, superior) from closest to furthest from iris.  

 



 

The eye is sectioned in the oblique SI plane to properly visualize the tumour within the 
sections. The edge portions are termed ‘calottes’ (meaning half of globe) and the center 
section is the ‘mid substance’. The sections are submitted and processed in double 
deep blocks and the sections are whole mounted on regular blocks and sectioned. The 
optic nerve margin is submitted en face. 

 

 
 
 

 

 



 

 

The tumour is arising from the choroid layer with a defined retinal layer overlying the 
internal surface of the tumour. The sclera at the superior edge of the tumour can be 
grossly seen to be thinning in areas. 

 



-Gross description 

The specimen is labeled with the patient's name and as "left eye". 
Fixation: 10% neutral buffered formalin 
Resection specimen: Left eye enucleation 
 
Globe 
Size: 2.5 cm vertical x 2.5 cm horizontal x 2.5 cm AP 
Optic nerve 
Size: 0.5 cm in length x 0.4 cm in diameter  
Cornea  
Size: 1.2 cm vertical x 1.1 cm horizontal  
Appearance: Cloudy 
Pupil 
Diameter: 0.4 cm 
Shape: Round 
Iris 
Colour: Blue 
Retina: Attached 
 
TUMOUR: 
Location: supero-lateral aspect 
Size: 2.0 x 2.1 cm 
Maximum thickness: 1.5 cm 
Involvement of sclera: The sclera in the superolateral quadrant shows some dark 
discoloration and is distorted by the presence of the tumor. 
Involvement of vortex veins: Not grossly identified 
Involvement of ciliary body: The superior ciliary body appears to be distorted and 
involved with tumor 
Involvement of choroid: The tumor appears to arise on the choroid layer and there is an 
obvious retinal layer overlying the tumor. 
Involvement of iris: Not grossly identified 
Growth Pattern: Solid 
Colour: Dark tan and black 
 
The specimen is trisected in the oblique SI plane. 
Photographs are taken. 
 

Block submission 

Submitted in toto: 

1A vortex veins 
1B optic nerve margin, en face 
1C inferolateral calotte 
1D mid substance 
1E superomedial calotte 



Microscopic findings 

 

 

 

 

 



 

 

Diagnosis 

Choroidal melanoma involving the choroid, ciliary body and iris (stage pT4b).  

Mixed cell melanoma (>10% epithelioid cells and 90% spindle cells) 

 

 

 

 

 

 

 

 

 

 

 

 



Discussion 

The highly vascular uveal or choroid layer contains melanocytes which can give rise to 
melanoma. Ultraviolet light exposure is the most common risk factor for developing 
melanoma of the skin but this does not apply to the choroid and no environmental or 
genetic factors can be identified that directly cause the development of the tumour. 
Choroidal melanoma occurs in 6 patients per million per year and is extremely rare. 
 
The most common symptom of this slow growing tumour is blurred vision that occurs 
when fluid collects around the tumour causing retinal detachment. 
 
Choroidal melanoma has a characteristic appearance on ultrasound where the 
thickness is measured. Fluorescein angiography includes a dye injection and images 
that show features of the blood vessels in tumours and can be used to differentiate 
types of tumour. 
 
Radiation therapy can be applied to less extensive choroidal melanoma by 
brachytherapy or proton beam radiation therapy or can be given before enucleation to 
treat large tumours. Sclerouvectomy can be used to remove small choroidal tumours 
while maintaining the eye. Enucleation is standard for large choroidal melanoma or 
small tumours that have spread to the optic nerve.    
 

Resources 

http://www.ohsu.edu/xd/health/services/casey-eye/clinical-services/specialty-
services/oncology/chorodial-melanoma.cfm 

http://www.cancer.ca/en/cancer-information/cancer-type/eye/treatment/choroidal-
melanoma/?region=on 
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