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Abstract
A 66-years-old Vietnamese healthy female patient presented with prolonged severe right ocular 
pain and complete vision loss in that eye. Anterior segment assessment including gonioscopy 
identified angle-closure configuration. A suspected ciliary body melanoma was seen through 
the pupil. Posterior segment examination revealed a large tumor mass and 360° retinal detach-
ment (kissing configuration). An ultrasound examination was consistent with a uveal tumor. The 
painful, blind right eye with a tumor mass was enucleated. Histopathology confirmed a type A 
uveal spindle cell melanoma associated with total serous retinal detachment without evidence 
of tumor necrosis, epithelioid cells, scleral, or optic nerve infiltration. There was no evidence of 
metastasis after 1-year of follow-up. It is critically important to differentiate primary and second-
ary angle closure, especially in cases with life-threatening ocular malignancy as uveal melanoma.
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Introduction

Identifying the etiology of angle closure is critical for instituting the appropriate 
management. Ocular hypertension as a presenting sign of intraocular tumors has been described 
in several studies, but angle closure due to choroidal melanoma appears far less common than 
other mechanisms such as invasion or seeding of the angle, iris neovascularization, and intra-
ocular hemorrhage, or associated with other ocular tumor types [1–4]. In this study, we report 
a uveal melanoma manifesting as angle-closure crisis and total serous retinal detachment.
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Case Report

A 66-years-old Vietnamese female patient acutely presented with severe pain and no 
light perception in the right eye. The symptoms began 2 months ago, with progressive 
loss of vision, haloes, and ipsilateral headache. Her medical and family history was 
noncontributory.

Examination of the right eye revealed vision of no perception of light, diffuse conjunctival 
injection, corneal edema, shallow anterior chamber, fixed dilated right pupil, no RAPD, 
elevated intraocular pressure of 30 mm Hg, age-related nuclear cataract, and 360° retinal 
detachment (kissing configuration) (Fig. 1). Left eye examination was normal. B-scan ultra-
sonography revealed a right superior intraocular mass arising from the choroid and ciliary 
body and with a poorly defined scleral margin (Fig. 2).

The clinical diagnosis was right angle-closure crisis secondary to uveal tumor and 
complete retinal detachment. As the right eye was blind and painful, an enucleation was 
performed. There was an intraocular, 1.2 cm, black mass arising from the choroid on 
macroscopic examination (Fig.  3a, b). Histopathologic examination revealed a type A 
spindle cell melanoma (Fig. 4a) with an occluded iridocorneal angle (Fig. 4b), total serous 
retinal detachment. There was no tumor necrosis, epithelioid cells, scleral (Fig. 4c), or 
optic nerve (Fig.  4d) infiltration. There was no evidence of metastasis after 1 year of 
follow-up.

Discussion

Primary angle-closure crisis is common in patients of Asian [5] and Vietnamese ethnic-
ities [6]. This patient presented with typical features of this entity and might have been misdi-
agnosed without careful posterior segment examination.

Fig. 1. Kissing choroid.

Fig. 2. Uveal tumor with a poorly defined scleral margin.
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Secondary angle-closure crisis can happen with (lens-induced disorders) or without pupillary 
block (anterior pulling or posterior pushing distortions of the lens-iris interface). Vascular 
membrane, hemorrhage, inflammation process (exudate, derbis, and keratic precipitates) or 
epithelial ingrowth might lead to the formation of peripheral anterior synechie, causing the closure 
of iridocornea angle. Contrarily, intraocular tumors, malignant glaucoma, or uveal effusion may 
put a pressure on the iris posteriorly, leading to the contact with the trabecular meshwork. When 
considering the angle-closure mechanism in this patient, it could be the mass effect of the tumor 
inducing the anterior displacement of the lens-iris diaphragm, subsequently closing the angle. 
Therefore, a thorough posterior segment examination was important to confirm the diagnosis.

a b

Fig. 3. a Sagital view of the enucleated eye (black mass attaching to sclera wall). b Macroscopic view of the 
tumor (H and E stain).

a b

c d

Fig. 4. a Type A spindle cell melanoma. b Closed iridocorneal angle. c No scleral invasion. d No optic nerve 
invasion.
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Schwartz et al. [7] describe a choroidal melanoma manifesting as an acute angle-closure 
event that was diagnosed 1 week after laser iridotomy and medical intervention. Singer et al. 
[8] reported another melanoma case with acute unilateral angle-closure glaucoma that 
underwent a filtration procedure. The melanoma was not diagnosed for >2 weeks after the 
first visit. Consequent to the surgery, the tumor seeded into the orbit and subsequently metas-
tasized to the liver with the patient dying 2 years after diagnosis [8].

Palamar et al. [9] and Iturralde et al. [10] described cases with secondary angle closure 
to choroidal melanoma associated with choroidal effusion due to tumor necrosis. In contrast, 
histopathological examination of our patient revealed serous retinal detachment which is 
common in uveal melanoma [11] without evidence of tumor necrosis. Mearza et al. [12] 
reported a patient with a suspicious choroidal nevus that after 8 years presented with a 
choroidal neovascular membrane that induced total retinal detachment and angle closure 
following a massive subretinal hemorrhage. Subsequent pathology identified a low-grade 
spindle cell melanoma [12].

Uveal tumors may be primary ocular malignant neoplasms or secondary metastases. 
Uveal melanoma is the commonest uveal tract malignancy and its prognosis is variable 
with spindle A cell melanoma having the best prognosis with a 15-year mortality rate of 
19% [13].

Conclusions

Identifying the etiology for angle closure is essential. In this case, the detailed assessment 
identified a choroidal melanoma as the cause of angle closure, which is critical for managing 
patients with a life-threatening ocular malignancy.
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