
Uveal melanoma (UM) is the most common primary 
intraocular tumor in adults with an annual incidence of 
7–10 cases per million per year. Current treatments of UM 
depend on several clinical factors and include enucleation, 
radiotherapy (plaque, proton beam or stereotactic irradia-
tion), transpupillary thermotherapy (TTT) and local resec-
tion [1-7]. Radiotherapy using a radioactive plaque is a highly 
successful therapy, achieving local tumor control of UM in 
up to 97% of treated cases [8-10]. However, radiation therapy 
may lead to radiation retinopathy, a slowly progressive, 
delayed-onset disease of retinal blood vessels characterized 
by retinal ischemia, neovascularization and leaking vessels 
[11-13]. Radiation retinopathy has been described in up to 
63% of eyes after plaque radiation treatment [14-17]. Vascular 
endothelial growth factor (VEGF)-A, a strong pro-angiogenic 
factor, most likely contributes to its pathogenesis: it has been 
shown that VEGF-A can be produced by retinal tissue as well 
as hypoxic UM cells [18,19]. Intravitreal bevacizumab (a 
humanized monoclonal antibody to VEGF-A) has been used 

to treat numerous ophthalmologic disorders involving isch-
emia and neovascularization, including radiation retinopathy. 
Several studies demonstrate a decrease of macular edema in 
radiation retinopathy and improvement of visual acuity after 
intravitreal bevacizumab treatment [20-26].

Another indication for using bevacizumab might be the 
treatment of the tumor itself and its metastases. Bevacizumab 
has been approved for treatment of metastases of several 
malignancies, including colorectal, renal, and lung cancers 
[27-29], and is still under investigation for numerous other 
primary tumors and metastatic disease, e.g., of breast and 
pancreas cancer and cutaneous melanoma [30-32]. Despite the 
good primary tumor control achieved by current treatment 
options, estimates of 5-year UM-related mortality range from 
26% to 32% [33,34], and up to 50% of all UM patients may 
eventually die due to metastatic disease [35,36].

Blood vessels in primary UM can facilitate tumor cell 
entry into the circulation, resulting in metastatic disease 
[37]. Yang et al. studied the systemic treatment of metastatic 
disease of UM with bevacizumab in mice and demonstrated 
a reduction in the number of metastases [38]. There are no 
studies describing a possible treatment with intravitreal 
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Purpose: Bevacizumab, a humanized monoclonal antibody to vascular endothelial growth factor-A (VEGF-A), was 
originally developed as an anti-tumor treatment. In ocular oncology, it is being used to treat macular edema due to 
radiation retinopathy, but it may also be useful for the treatment of primary uveal melanoma (UM) or its metastases. 
We determined the effect of bevacizumab on the growth of B16F10 cells inside the eye and on B16F10 and UM cells 
cultured in vitro.
Methods: B16F10 melanoma cells were placed into the anterior chamber of the eye of C57Bl/6 mice and tumor growth 
was monitored after injection of different doses of bevacizumab or mock injection. In addition, the effect of bevaci-
zumab on in vitro growth of B16F10 and human UM cells and on the expression of VEGF-A, GLUT-1, and HIF-1α was 
evaluated.
Results: Following intraocular injection of bevacizumab into murine B16 tumor-containing eyes, an acceleration of 
tumor growth was observed, with the occurrence of anterior chamber hemorrhages. Bevacizumab did not affect prolif-
eration of B16F10 cells in vitro, while it inhibited UM cell proliferation. Expression analysis demonstrated that addition 
of bevacizumab under hypoxic conditions induced VEGF-A, GLUT-1 and HIF-1α in B16F10 cells as well as in UM cell 
lines and two of four primary UM tumor cultures.
Conclusions: In contrast with expectations, intraocular injection of bevacizumab stimulated B16F10 melanoma growth 
in murine eyes. In vitro exposure of B16 and human UM cells to bevacizumab led to paradoxical VEGF-A upregulation. 
The use of VEGF inhibitors for treatment of macular edema (due to radiation retinopathy) after irradiation of UM should 
be considered carefully, because of the possible adverse effects on residual UM cells.
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VEGF inhibitors for primary uveal melanoma. It has been 
proposed that patients who develop clinical metastases from 
UM often harbour micrometastases for years which will most 
likely resemble the primary UM cell genotype [39]. Also, 
following radiation therapy of an intraocular melanoma, 
viable UM cells may remain, and these might be influenced 
by intraocular treatment with intravitreal bevacizumab. 
While bevacizumab might be a useful drug to attack uveal 
melanoma, several studies have been published describing 
unexpected effects of bevacizumab on tumor cells, resulting 
in tumor recurrences and therapy resistance [40,41]. We there-
fore investigated the effect of bevacizumab on intraocular 
tumor growth of the murine B16F10 melanoma cell line in an 
in vivo mouse model, and analyzed its effect on proliferation 
of this B16F10 cell line, on UM cell lines in vitro and on 
primary UM cell cultures [42].

METHODS

In vivo experiments: Male C57BL/6jico mice, 8 weeks old, 
were obtained from Charles River (France). The mice were 
housed under Specific Pathogen Free (SPF) conditions and 
cared for in accordance with the guidelines of the University 
Committee for the Humane Care of Laboratory animals, 
NIH guidelines on laboratory animal welfare, and the ARVO 
statement for the Use of Animals in Ophthalmic and Vision 
Research. All research protocols were approved by the local 
Committee for Animal Welfare (DEC), LUMC, Leiden, The 
Netherlands. B16F10 melanoma cells were injected into the 
anterior chamber of the mice as described previously [43]. 
In short, mice were anesthetized intraperitoneally using 
Xylazine (Rompun 2%, Bayer, Leverkussen, Germany) and 
Ketamine Hydrochloride (Aescoket, Aesculaap bv, Boxtel, 
the Netherlands; ratio 1:1). A sterile 30 G needle was used 
to make a paracentesis at the corneoscleral junction, parallel 
and anterior to the iris. A fused silica capillary (200 μm outer 
diameter (OD), 100 μm inner diameter (ID) was fitted into 
a union (VALCO, Vici AG international, Schenkon, Swit-
zerland). The capillary and the union were mounted onto a 
0.1 ml Hamilton syringe. The capillary, loaded with B16F10 
melanoma cells (2.5. 104 cells/ 4 μl (approximate volume of 
anterior chamber of murine eye), was inserted through the 
paracentesis in the cornea, and the tumor cells were deposited 
into the anterior chamber.

Mice were separated into three groups (n=7 per group) 
and the experiment was performed twice; the first group 
received a low dose of bevacizumab (equivalent human dose; 
2µg/4 µl), the second group received a high dose (10 times 
the equivalent human dose; 20 µg/4 µl) of bevacizumab; a 
control group was injected with a mock injection with 4 µl 

phosphate-buffered saline (PBS). The eyes were examined 
three times a week using a dissecting microscope to monitor 
tumor growth. Tumor volume was recorded as the percentage 
of anterior chamber occupied with tumor. Mice were sacri-
ficed by cervical dislocation when the tumor occupied 
80%–100% of the anterior chamber. Afterwards, all murine 
eyes were

fixed in 10% neutral-buffered formalin for 48 h and 
embedded in paraffin. Serial sections of 4 μm were prepared, 
mounted on glass slides and stained with hematoxylin and 
eosin. The amount of vessels and their location were evalu-
ated in tumor-containing eyes of all three groups of one of the 
two experiments (n=7 per group).

Cell lines and primary tumor cell cultures: The B16F10 mela-
noma cell line was cultured in Iscove’s Modified Dulbecco’s 
Medium (IMDM; Invitrogen, CA), supplemented with 10% 
fetal calf serum (FCS), glutamine and 2% penicillin/ strep-
tomycin. Cells were incubated at (37 °C, 5% CO2). When 
cultures showed 70% confluency, the cells were harvested 
and used for inoculation or in vitro experiments.

Two UM cell lines and four primary UM cell cultures 
were cultured under either normoxic (20% O2) or hypoxic 
(1% O2; during experiments) conditions (HERAcell 240 
CO2 Incubator, Thermo Fisher Scientific Inc.). Mel 285 is a 
primary tumor-derived cell line, while OMM2.3 is a metas-
tasis-derived cell line. Mel285, and OMM2.3 were provided 
by dr. B. Ksander (Schepens Eye Research Institute, Boston, 
MA) [44,45]. Four primary cell cultures were established in 
our laboratory. UM cell lines were cultured in Dulbecco’s 
Modified Eagle’s Medium (DMEM) supplemented with 10% 
fetal calf serum and 1% penicillin/streptomycin (GIBCO, Life 
Technologies, Paisley, UK). The cells were passaged once 
or twice a week using trypsin (0.05%). Fresh tumor tissues, 
obtained immediately after enucleation of the eye, were 
cultured in Amniochrome® Pro Medium (Lonza Group Ltd, 
Basel, Switzerland) and passaged maximally once or twice 
before experiments.

Cell proliferation: Cell proliferation was measured by mito-
chondrial function using the water-soluble tetrazolium salt 
(WST-1) assay (Roche Diagnostics, Indianapolis, IN), as 
previously described [46]. In short, 96-well plates were filled 
with 1200 cells per well, filled with regular medium (control) 
or bevacizumab solutions (three doses, see ‘bevacizumab 
treatment’ on the next page), and either placed in a normoxic 
(20% O2, 5% CO2, 37 °C) or hypoxic (1% O2, 5% CO2, 37 °C) 
chamber to mimic in vivo ischemia (HERAcell 240 CO2 
Incubator, Thermo Fisher Scientific Inc.). Proliferation was 
measured on days 1, 2, and 3 (B16F10) or 1, 3, and 6 (human 
cell lines and primary cultures) after adding bevacizumab by 
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adding 10ul WST-reagent to 8 wells (8 wells without reagent 
for background absorbance). Absorbance was measured at 
450 nm (n=8) on a multiwell spectrophotometer (Perkin lmer, 
Wellesley, MA).

Quantitative PCR: To analyze VEGF-A mRNA expression 
after treatment with bevacizumab, reverse transcriptase in 
combination with quantitative polymerase chain reaction 
(qPCR) experiments were performed, as described before 
[19,47]. In short, RNA was isolated using an Rneasy® Mini 
Kit (Qiagen, Valencia, CA) and RNA samples were reverse-
transcribed using the iScript cDNA synthesis kit (Bio-Rad, 
Hercules, CA). Using 96-well plates, a solution of sample 
cDNA, iQ SYBR Green Supermix, forward and reverse 
primers for beta-actine (β-ACTIN), ribosomal protein S11 
(RPS-11), VEGF-A and sterile water was prepared. Primer 
sequences were used as described previously [19,48] A quan-
titative analysis of the samples was then performed for gene 
expression by qPCR in a IQ5 PCR system (Bio-Rad). The 
PCR reaction settings were 95 °C for 3 min, 40 cycles at 
95 °C for 30 s and 60 °C for 30 s, followed by 95 °C for 1 
min, and 60 °C for 1 min. To correct the sample-to-sample 
variation, several cellular housekeeping genes were selected 
using Genorm software (Center for Medical Genetics, Ghent, 
Belgium), and these served as an endogenous control against 
which the target-gene expression levels were normalized 
(normalized expression of treated cells/ normalized expres-
sion of control cells after 24 h) [47-49].

VEGF-A protein expression: The VEGF-A protein concen-
tration was measured in the supernatant of the B16F10 cell 
culture using a commercial sandwich enzyme-linked immu-
nosorbent assay (mouse VEGF-A ELISA, Arcus Biologicals, 
Modena, Italy). The lowest measurable concentration was 4.5 
pg/ml.

HIF-1α in-cell Western experiment: To determine bevaci-
zumab influences VEGF-A expression in UM cells through 
the HIF-1α pathway, phosphorylation and activation of 
HIF-1α were analyzed using an in-cell Western immunofluo-
rescent assay as described before [19,50,51]. Briefly, 96-well 
plates were filled with 600 melanoma cells per well, filled 
with regular medium (control) or bevacizumab solutions 
(three doses, see ‘bevacizumab treatment’ on the next page), 
and placed in a hypoxic (1% O2, 5% CO2, 37 °C) chamber 
(HERAcell 240 CO2 Incubator, Thermo Fisher Scientific Inc.) 
for 24 h, to mimic hypoxic in vivo conditions and stimulate 
VEGF-A expression. Cells were fixed and permeabilized for 
1.5 h before incubation with HIF-1α antibody (Bethyl labo-
ratories INC Montgomery, TX;1:1000 for 2 h) in Odyssey 
Blocking Buffer. After washing, plates were incubated with 
the secondary antibody Goat anti-Rabbit IRDye® 800CW 

(1:800); for determining the cell number, DRAQ5 (1:2000) 
and Sapphire700 (1:1000) were used (all three from LI-COR 
Biosciences, Lincoln NB). The plate was scanned on an 
Odyssey infrared scanner, HIF-1α at the 800 nm channel 
and DRAQ5 at the 700 nm channel (LI-COR Biosciences). 
Data were acquired using the scanner software, exported to 
Excel (Microsoft, Redmond, WA), and analyzed by GraphPad 
Prism (GraphPad Software, San Diego, CA).

Bevacizumab treatment: Several bevacizumab (Avastin®, 
Roche Pharma, Germany) solutions were used to investigate 
treatment options in vitro and in vivo.

In vitro—To treat UM cell cultures, bevacizumab was 
dissolved in medium to obtain solutions of 1.25 mg/5.46 ml 
(generally used intraocular human dose), 12.5 mg/5.46 ml (10 
times the normal dose) or 25 mg/5.46 ml (20 times the normal 
dose) per well. As control, we used culture medium.

In vivo—Equivalent mouse doses were calculated 
according to human and mouse intraocular volume: as 
1.25 mg bevacizumab is used to inject the human eye with a 
mean volume of 5.46 ml, we used 2 µg (first group; equiva-
lent human dose) or 20 µg (second group 10 times equivalent 
human dose) to inject a murine eye with a mean volume 
of 9.60 µl. The third group received a mock injection with 
PBS as previously described. Injections were performed on 
days 2, 6, and 10 after tumor cell inoculation (not all mice 
received an injection on day ten since some of them were 
already sacrificed).

Statistical analysis: Statistical analysis was performed with 
Graphpad Prism software (GraphPad Software, Inc., La 
Jolla, CA). Overall survival of mice was estimated by the 
Kaplan–Meier method and log-rank test. One-way ANOVA 
and the Bonferonni test were used to analyze for significant 
differencences in cell proliferation and HIF-1α activation of 
treated and untreated cells. p<0.05 was considered statisti-
cally significant.

RESULTS

Intraocular tumor growth in a B16F10 eye tumor mouse 
model: As VEGF-A inhibitors are being used to treat many 
different types of cancer metastases, we wondered whether 
they can be used to inhibit intraocular tumor growth. After 
intraocular inoculation of B16F10 melanoma cells into the 
anterior chamber of C57Bl/6 mice, two different doses of 
bevacizumab or medium were injected intraocularly on days 
2, 6, and 10. Each group consisted of seven mice, and the 
experiment was performed twice. A summary of the results 
of the two experiments is shown in Figure 1. Whereas inhibi-
tion of tumor and vessel growth was expected, an acceleration 
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of intraocular tumor growth was observed in eyes treated 
with both doses of bevacizumab. Treated mice had to be 
sacrificed earlier because the tumor started to protrude 
through the cornea. During the experiment, several anterior 
chamber and tumor hemorrhages were observed in the eyes 
that had been treated with bevacizumab but not in untreated 
eyes (Figure 2).

B16F10 murine melanoma cell line: in vitro experiments:

In vitro cell proliferation—As the in vivo results 
showed the opposite effects of what was expected, we 
studied the effect of bevacizumab on tumor cell proliferation 
under normoxia and hypoxia. Addition of bevacizumab to 
B16F10 cells in vitro did not effect proliferation of tumor cells 
cultured in normoxic conditions, while a dose-dependent 
decrease in proliferation was noticed after treatment with 
bevacizumab under normoxic conditions (Figure 3).

In vitro VEGF-A mRNA expression—As intraocular 
and intratumoral hemorrhages were visible in eyes receiving 

bevacizumab, we wondered whether the anti-VEGF-A treat-
ment with bevacizumab had a paradoxical stimulatory effect 
on VEGF-A gene expression. Indeed, bevacizumab induced 
VEGF-A mRNA expression in a dose-dependent manner 
when cells were cultured under hypoxic conditions. Under 
normoxia, baseline VEGF-A expression is relatively high but 
not affected by bevacizumab treatment (Figure 4).

In contrast to mRNA expression, in vitro treatment of 
B16F10 cells with the human equivalent dose of bevacizumab 
led to a lower VEGF protein expression after 3 or 6 days of 
culture (Figure 4). We hypothesize that the high concentration 
of bevacizumab effectively bound the produced VEGF-A, 
thus making it unavailable for binding in the immuno assay.

Histologic and in vivo observation of tumor-inoc-
ulated murine eyes—Based on the in vitro results, the 
acceleration of tumor growth in vivo could not be due to a 
direct proliferative effect, but possibly due to formation of 
new vessels after induction of VEGF-A. After sacrificing the 
mice, all eyes were enucleated and stained with hematoxylin 

Figure 1. Tumor growth after 
bevacizumab treatment . After 
placement of B16F10 melanoma 
cells in the eye of C57Bl/6 mice, 
bevacizumab was injected intra-
ocularly to try to inhibit intra-
ocular tumor growth. Following 
three bevacizumab injections on 
days 2, 6, and 10, a significant 
acceleration of intraocular tumor 
growth occurred compared to the 
control group (AVA1 versus control 
p=0.007, and AVA10 versus control 
p=0.06). Growth was recorded as 
the percentage of anterior chamber 
occupied with tumor, and mice 
were sacrificed when the tumor 
occupied 80%–100% of the anterior 

chamber. The curves are the pooled data from two experiments, with 14 mice in each of the three groups. AVA1=equivalent human dose: 2 
μg/4 µl; AVA10=10 times the equivalent human dose: 20 μg/4 μl; CO=control group: 4 µl mock PBS injection.

Figure 2. Anterior chamber of 
murine eyes treated without or with 

bevacizumab. Anterior chamber hemorrhage as seen in a murine tumor eye treated with bevacizumab (right) in contrast to an untreated 
eye (left).
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and eosin to evaluate the amount of vessels and their location 
in the tumor. No apparent differences were present in the 
amount of vessels in the presence or absence of bevacizumab 
treatment (data not shown).

Involvement of HIF-1α pathway—As the new working 
hypothesis was that the observed intraocular tumor growth 
after bevacizumab was due to an increased production of 
VEGF-A, one might expect an upregulation of the pathways 
involved in VEGF-A induction. To investigate whether the 
increased VEGF-A mRNA expression after exposure to 
bevacizumab involved HIF-1α, an in-cell Western assay was 
performed. Under already hypoxic conditions, treatment 
with 10 times the human equivalent of bevacizumab induced 

an increase of HIF-1α protein in B16F10 melanoma cells in 
comparison to the control (Figure 5).

To further confirm involvement of HIF-1α, GLUT1 
expression was measured as a determinant of HIF-1α tran-
scriptional activity. Gene expression analysis showed an 
induction of GLUT1 expression in B16F10 cells treated with 
bevacizumab in comparison to control, but only when treated 
with the highest dose (Figure 5).

Validation in human UM cell lines and primary cultures:

In vitro uveal melanoma cell proliferation—To deter-
mine whether the mechanism observed in murine B16F10 

Figure 3. Proliferation of B16F10 
cells after bevacizumab treatment. 
Bevacizumab was added to B16F10 
cells in vitro under normoxic (top) 
and hypoxic (bottom) circum-
stances and proliferation was 
measured by WST-1 assay on days 
one, two and three after addition 
of bevacizumab. Cell density is 
expressed in absorbance (optical 
density, OD). A high dose of 
bevacizumab inhibited cell growth 
under hypoxic conditions.
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cells was relevant to the human situation, the in vitro tests 
were repeated using human UM cell lines and primary cell 
cultures. Following treatment with bevacizumab, human UM 
cell lines showed a dose-dependent decrease of proliferation 
under normoxic as well as hypoxic culture conditions (Figure 
6). Four primary tumor cell cultures displayed a greater 
variability: in two cultures inhibition of proliferation was 
observed while two other cell cultures appeared resistant and 
did not show an effect (data not shown).

In vitro VEGF-A mRNA expression after bevaci-
zumab treatment—Treatment of two UM cell lines with 

bevacizumab under hypoxic conditions led to an induction 
of VEGF-A mRNA (Figure 7). Exposure of UM cells to beva-
cizumab at normal oxygen levels showed the same trend, but 
was less substantial (data not shown).

In primary UM cell cultures, the effect of bevacizumab 
on proliferation had been variable: in the two cell cultures 
which had shown reduced proliferation, bevacizumab 
induced VEGF-A expression (Figure 8) with a maximum fold 
increase of 3.36 and 2.48 (cultures two and three). The two 
other cultures which continued to proliferate in the presence 

Figure 4. VEGF-A expression of 
B16F10 cells after bevacizumab 
treatment The effect of bevaci-
zumab on VEGF-A expression in 
B16F10 cells was determined using 
qPCR analysis (top) and ELISA 
(bottom). The amount of VEGF-A 
mRNA expression was measured 
with qPCR under normoxic (black) 
and hypoxic (gray) conditions 
after 24 h with different doses 
bevacizumab treatment. Expres-
sion is demonstrated in normalized 
fold. VEGF-A mRNA expression 
increased in a dose-dependent 
manner after treatment with beva-
cizumab, when cells were cultured 
under hypoxic conditions. An 
ELISA was used to measure the 
amount of VEGF-A protein in the 
supernatant of UM cell lines after 
hypoxic exposure for 24 h. Shown 
is the amount of VEGF-A protein 
(pg/ml). Paradoxically, the amount 
of produced protein is reduced 
in the presence of bevacizumab. 
AVA1=equivalent human dose: 
1.25 mg/5.46 ml; AVA10=10 times 
the equivalent human dose: 12.5 
mg/ 5.46 ml; AVA20=20 times the 
equivalent human dose: 25 mg/5.46 
ml; CO=control group: culture 
medium.
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Figure 5. Involvement of HIF-1α 
in B16F10 cells after bevacizumab 
treatment under hypoxic condi-
tions. Expression of HIF-1α was 
measured in B16F10 cells using 
an in-cell Western assay after cell 
exposure to hypoxic conditions for 
24 h. Expression is demonstrated 
in normalized integrated inten-
sity ((HIF-1α/cell count)*100). A 
significant induction of HIF-1α 
was observed when comparing 
the AVA10 treated cells with 
the control (p=0.03; top). qPCR 
analysis shows an induction of 
GLUT-1 expression in B16F10 cells 
treated with the high dose of beva-
cizumab (AVA20) in comparison 
to no treatment. Expression is 
demonstrated in normalized fold 
(bottom). AVA1=equivalent human 
dose: 1.25 mg/5.46 ml; AVA10=10 
times the equivalent human dose: 
12.5 mg/ 5.46 ml; AVA20=20 times 
the equivalent human dose: 25 mg/ 
5.46 ml; CO=control group: culture 
medium.
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of bevacizumab showed a high VEGF-A expression that was 
not affected by treatment.

In vitro GLUT-1 mRNA expression after bevaci-
zumab treatment under hypoxic conditions—To confirm 
involvement of HIF-1α in the response to bevacizumab, 
GLUT1 expression was analyzed. An induction of GLUT1 
expression was present following treatment of UM cell lines 
with bevacizumab (Figure 7). GLUT-1 expression in primary 
cell cultures was significantly correlated with decrease in 
VEGF-A expression (correlation coefficient 0.974, p=0.0002. 
Figure 8).

DISCUSSION

Anti-VEGF agents have proven to be potent therapeutic 
agents in ophthalmology for the treatment of Age-related 
Macular Degeneration (AMD), diabetic macular edema and 
neovascular glaucoma [47,48,52-54]. In UM, bevacizumab 
(Avastin®) is especially interesting because of a potential 

dual use: it is currently used in uveal melanoma patients to 
treat macular edema due to radiation retinopathy but may 
potentially be used to treat the primary uveal melanoma 
(UM) or its metastases.

We set out to determine the effect of intraocular injec-
tions of bevacizumab as a treatment for intraocular tumors 
in mice. Unexpectedly, an acceleration of intraocular tumor 
growth in response to anti-VEGF-A occurred. Previously, 
Yang et al. had shown a decrease of tumor size in the eye and 
a reduction in the number of metastases when bevacizumab 
was given systemically [38]. The difference in outcome may 
be due to a concentration effect, or it may be that direct 
contact with the vessel wall is important: in Yang’s study, 
bevacizumab reached the tumor through the intravascular 
route, while we treated the tumor locally.

There has been some discussion concerning whether 
humanized bevacizumab can effectively block and neutralize 
murine VEGF [55]. The sequences of human VEGF165 protein 

Figure 6. Proliferation of UM cell lines after bevacizumab treatment. Proliferation of UM cell lines was measured by WST-1 assay after 
exposure to three different doses of bevacizumab during one, three or six days, under normoxic and hypoxic conditions. Cell density is 
expressed as absorbance (optical density, OD). A dose-dependent decrease of proliferation after treatment with bevacizumab occurs under 
hypoxic as well as normoxic conditions. AVA1=equivalent human dose: 1.25 mg/ 5.46 ml; AVA10=10 times the equivalent human dose: 12.5 
mg/ 5.46 ml; AVA20=20 times the equivalent human dose: 25 mg/ 5.46 ml; CO=control group: culture medium.

http://www.molvis.org/molvis/v18/a258


Molecular Vision 2012; 18:2454-2467 <http://www.molvis.org/molvis/v18/a258> © 2012 Molecular Vision 

2462

and mouse VEGF164 protein are 86% similar [56]. In addi-
tion, western blot analysis and ELISA analysis by Bock et 
al. demonstrated that a high dose of bevacizumab can bind 
human as well as murine VEGF [57,58]. Additionally, we 
confirmed the effects noticed in the murine cells with human 
UM cell lines and short-term fresh UM cultures: bevacizumab 
induced an upregulation of VEGF-A mRNA expression in 
B16F10 as well as human UM cells. This was especially 
true when the cells were cultured under hypoxic conditions, 
suggesting that a certain level of ischemia is needed to induce 
the VEGF-stimulating effect of bevacizumab.

We observed a relatively high VEGF-A expression under 
normoxic conditions in the B16F10 melanoma cells which 
suggests some kind of HIF-1α stabilization. This could 
involve the von Hippel-Lindau tumor suppressor (pVHL) that 

regulates the stability of Hypoxia-Inducible Factor (HIF)-1α. 
Loss of pVHL function results in constitutive activation of 
HIF-1α and thus VEGF-A expression [59,60]. Nonetheless, the 
observed induction of HIF-1α as well as GLUT-1 expression 
in response to hypoxia suggests that HIF-1α regulation is still 
intact.

One possible explanation for the in vivo tumor accelera-
tion of tumor growth could be vessel formation after VEGF-A 
induction. Surprisingly, we detected no difference in the 
number of vessels between the different treatment groups. 
We did, however, perceive several anterior chamber and 
tumor hemorrhages in murine eyes treated with bevacizumab 
that may be a result of the VEGF-A induction. Originally, 
VEGF-A was referred to as vascular permeability factor 
(VPF) [61]. A rapid increase in vascular permeability occurs 

Figure 7. mRNA expression of 
UM cell lines after bevacizumab 
treatment mRNA expression was 
measured with qPCR after exposure 
to different doses of bevacizumab 
under hypoxic conditions for 24 h. 
Expression is shown in normalized 
fold. Treatment with bevacizumab 
induced VEGF-A and GLUT-1 
mRNA. AVA1=equivalent human 
dose: 1.25 mg/ 5.46 ml; AVA10=10 
times the equivalent human dose: 
12.5 mg/5.46 ml; AVA20=20 times 
the equivalent human dose: 25 mg/ 
5.46 ml; CO=control group: culture 
medium.
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when the microvasculature is exposed acutely to any number 
of vascular permeabilizing factors, like VEGF-A, allowing 
for the diffusion of trophic substances to adjacent tumor 
cells [62]. An alternative explanation may be that mice were 

monitored for macroscopic tumor growth for merely eleven 
days, which may be too short for vessels to form. Moreover, 
the intraocular tumor is limited by the size of the anterior 
chamber of 2 mm which is about the limit to which cells can 

Figure 8. mRNA expression of 
UM cell cultures after bevaci-
zumab treatment under hypoxic 
conditions. mRNA expression 
was measured with qPCR under 
hypoxic conditions and after 24 
h of different doses bevacizumab 
treatment. Expression is demon-
strated in normalized fold. Two 
cell cultures show a clear induction 
of VEGF-A expression after treat-
ment with bevacizumab (culture 
two and three). GLUT-1 expression 
in UM cell cultures corresponds to 
the VEGF-A expression (bottom); 
correlation coeff icient 0.974, 
p=0.0002. AVA1=equivalent human 
dose: 1.25 mg/ 5.46 ml; AVA10=10 
times the equivalent human dose: 
12.5 mg/ 5.46 ml; AVA20=20 times 
the equivalent human dose: 25 mg/ 
5.46 ml; CO=control group: culture 
medium.
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be supplied with oxygen and energy through the diffusion of 
trophic substances.

In our in vitro experiments, anti-VEGF-A therapy 
increased the amount of VEGF-A, mimicking hypoxic 
circumstances, and possibly inducing ‘pseudohypoxia’. This 
phenomenon has been described before in other tumors. 
Verhoeff et al. for example describe that VEGF inhibition 
by local deposition of pegaptanib decreased tumor hypoxia 
(GLUT-1 positive tumor cells) in murine intracerebral glioma 
[63]. This ‘pseudohypoxia’ subsequently can activate alter-
native pro-angiogenic signaling circuits, as was noticed in 
a murine pancreatic neuroendocrine cancer model. In this 
model, treatment with an antibody that specifically blocked 
VEGFR signaling caused an initial response of tumor stasis 
followed by tumor recurrence afterwards. The relapsing 
tumor expressed higher levels of mRNAs of pro-angiogenic 
factors, and tumor relapse was preceded by hypoxic regions 
in the tumors in the response phase [40]. Additionally, more 
invasion and metastasis was implicated as a response to this 
anti-angiogenic treatment, while histological analysis demon-
strated a more invasive phenotype and an increase of lymph 
node and liver metastasis in treated mice.

Recently, a novel set of isoforms has been described, the 
“VEGFxxxb” isoforms, which have the same length as the 
classical ones, because exon 8 (present in all the formerly 
known isoforms) is substituted by an alternatively-spliced 
exon of the same size (exon 8b). Several reports have demon-
strated that VEGF165b may have anti-angiogenic properties 
[64,65]. On the other hand, it has been suggested that these 
isoforms may act as VEGF receptor agonists [66,67]. We did 
not study the possible contribution of VEGF165b.

With regard to the results in primary cell cultures we 
noticed inter-individual differences, as not all cultures showed 
an increase in VEGF-A or GLUT-1 expression after treatment 
with bevacizumab. This may be a reflection of molecular 
differences between tumors which may activate different 
biochemical pathways. We may be observing adaptive or 
evasive resistance of the tumor cells, after an initial response 
phase, to adapt or evade therapy by inducing mechanisms 
that reduce dependence on neovascularization, leading to 
changed tumor proliferation. The ‘pseudohypoxic’ conditions 
could be responsible for selection of more malignant tumor 
cells, which are less sensitive to anti-angiogenic treatment 
and switch to alternative malignant pathways that result in 
proliferation, migration and invasion.

Ischemic conditions caused by anti-VEGF treatment can 
also lead for instance to recruitment of various bone marrow-
derived cells that have angiogenic capacities. Pro-angiogenic 
monocytes induce vessel growth by expression of several 

cytokines and angiogenic factors. Research in glioblastoma 
multiforme has demonstrated HIF-1α to promote angiogen-
esis by inducing recruitment of mature F4/80+ macrophages 
in mice treated with bevacizumab. Additionally, a clinical 
study suggests that hypoxia determines survival outcome in 
patients treated with bevacizumab for glioblastoma multi-
forme [68-70]. Since it has been shown previously that malig-
nant UM tumors in patients with a poor survival have a lot 
of macrophages in their tumor, this mechanism is especially 
relevant [71].

In conclusion, we observe an acceleration of UM growth 
after treatment with bevacizumab in mice. We further 
demonstrate a ‘pseudohypoxic’ effect, through induction of 
HIF-1α and VEGF-A expression, in hypoxic UM cell lines 
and cultures after treatment with bevacizumab. This phenom-
enon has been described in other tumor types and maybe the 
consequence of tumor adaptive or evasive resistance. The use 
of bevacizumab for treatment of macular edema (due to radia-
tion retinopathy) after irradiation of UM should be considered 
carefully.

ACKNOWLEGMENTS

This work was supported by grants from Stichting Blinden-
Penning, Blindenhulp, Rotterdamse Vereniging Blindenbe-
langen, Stichting Nederlands Oogheelkundig Onderzoek, 
Landelijke Stichting voor Blinden en Slechtzienden and a 
NWO Mozaiek grant (L.V. Ly, nr. 017.003.059.)

REFERENCES
1.	 Shields CL, Shields JA, Gunduz K, Freire JE, Mercado G. Radi-

ation therapy for uveal malignant melanoma.  Ophthalmic 
Surg Lasers  1998; 29:397-409. [PMID: 9599365].

2.	 Shields CL, Shields JA, Cater J, Gündüz K, Miyamoto C, 
Micaily B, Brady LW. Plaque radiotherapy for uveal mela-
noma: long-term visual outcome in 1106 consecutive patients.  
Arch Ophthalmol  2000; 118:1219-28. [PMID: 10980767].

3.	 Melia BM, Abramson DH, Albert DM, Boldt HC, Earle JD, 
Hanson WF, Montague P, Moy CS, Schachat AP, Simpson 
ER, Straatsma BR, Vine AK, Weingeist TA. Collaborative 
Ocular Melanoma Study Group.  Collaborative ocular mela-
noma study (COMS) randomized trial of I-125 brachytherapy 
for medium choroidal melanoma. I. Visual acuity after 3 
years COMS report no. 16.  Ophthalmology  2001; 108:348-
66. [PMID: 11158813].

4.	 Diener-West M, Earle JD, Fine SL, Hawkins BS, Moy CS, 
Reynolds SM, Schachat AP, Straatsma BR. Collaborative 
Ocular Melanoma Study Group.  The COMS randomized 
trial of iodine 125 brachytherapy for choroidal melanoma, 
III: initial mortality findings. COMS Report No. 18.  Arch 
Ophthalmol  2001; 119:969-82. [PMID: 11448319].

http://www.molvis.org/molvis/v18/a258
http://www.ncbi.nlm.nih.gov/pubmed/9599365
http://www.ncbi.nlm.nih.gov/pubmed/10980767
http://www.ncbi.nlm.nih.gov/pubmed/11158813
http://www.ncbi.nlm.nih.gov/pubmed/11448319


Molecular Vision 2012; 18:2454-2467 <http://www.molvis.org/molvis/v18/a258> © 2012 Molecular Vision 

2465

5.	 Gragoudas ES, Goitein M, Verhey L, Munzenreider J, Suit 
HD, Koehler A. Proton beam irradiation. An alternative 
to enucleation for intraocular melanomas.  Ophthalmology  
1980; 87:571-81. [PMID: 6251410].

6.	 Gragoudas ES, Lane AM, Munzenrider J, Egan KM, Li W. 
Long-term risk of local failure after proton therapy for 
choroidal/ciliary body melanoma.  Trans Am Ophthalmol 
Soc  2002; 100:43-8. [PMID: 12545676].

7.	 Journée-de Korver JG, Oosterhuis JA, Kakebeeke-Kemme 
HM, de Wolff-Rouendaal D. Transpupillary thermotherapy 
(TTT) by infrared irradiation of choroidal melanoma.  Doc 
Ophthalmol  1992; 82:185-91. [PMID: 1303853].

8.	 Shields JA, Shields CL, Eagle RC Jr, Lieb WE, Stern S. Malig-
nant melanoma associated with melanocytoma of the optic 
disc.  Ophthalmology  1990; 97:225-30. [PMID: 2326012].

9.	 Shields CL, Cater J, Shields JA, Chao A, Krema H, Materin M, 
Brady LW. Combined plaque radiotherapy and transpupillary 
thermotherapy for choroidal melanoma: tumor control and 
treatment complications in 270 consecutive patients.  Arch 
Ophthalmol  2002; 120:933-40. [PMID: 12096964].

10.	 Jampol LM, Moy CS, Murray TG, Reynolds SM, Albert 
DM, Schachat AP, Diddie KR, Engstrom RE Jr, Finger PT, 
Hovland KR, Joffe L, Olsen KR, Wells CG. Collaborative 
Ocular Melanoma Study Group.  (COMS Group). The COMS 
randomized trial of iodine 125 brachytherapy for choroidal 
melanoma: IV. Local treatment failure and enucleation in 
the first 5 years after brachytherapy. COMS report no. 19.  
Ophthalmology  2002; 109:2197-206. [PMID: 12466159].

11.	 Guyer DR, Mukai S, Egan KM, Seddon JM, Walsh SM, 
Gragoudas ES. Radiation maculopathy after proton beam 
irradiation for choroidal melanoma.  Ophthalmology  1992; 
99:1278-85. [PMID: 1325044].

12.	 Archer DB, Gardiner TA. Ionizing radiation and the retina.  
Curr Opin Ophthalmol  1994; 5:59-65. [PMID: 10147458].

13.	 Archer DB, Amoaku WM, Gardiner TA. Radiation retinop-
athy–clinical, histopathological, ultrastructural and experi-
mental correlations.  Eye (Lond)  1991; 5:239-51. [PMID: 
2070883].

14.	 Stack R, Elder M, Abdelaal A, Hidajat R, Clemett R. New 
Zealand experience of I125 brachytherapy for choroidal 
melanoma.  Clin Experiment Ophthalmol  2005; 33:490-4. 
[PMID: 16181274].

15.	 Jensen AW, Petersen IA, Kline RW, Stafford SL, Schomberg PJ, 
Robertson DM. Radiation complications and tumor control 
after 125I plaque brachytherapy for ocular melanoma.  Int J 
Radiat Oncol Biol Phys  2005; 63:101-8. [PMID: 16111577].

16.	 Jones R, Gore E, Mieler W, Murray K, Gillin M, Albano K, 
Erickson B. Posttreatment visual acuity in patients treated 
with episcleral plaque therapy for choroidal melanomas: dose 
and dose rate effects.  Int J Radiat Oncol Biol Phys  2002; 
52:989-95. [PMID: 11958893].

17.	 Sia S, Harper C, McAllister I, Perry A. Iodine-I25 episcleral 
plaque therapy in uveal melanoma.  Clin Experiment 
Ophthalmol  2000; 28:409-13. [PMID: 11202462].

18.	 Missotten GS, Notting IC, Schlingemann RO, Zijlmans HJ, 
Lau C, Eilers PH, Keunen JE, Jager MJ. Vascular endothe-
lial growth factor a in eyes with uveal melanoma.  Arch 
Ophthalmol  2006; 124:1428-34. [PMID: 17030710].

19.	 el Filali M, Missotten GS, Maat W, Ly LV, Luyten GP, van 
der Velden PA, Jager MJ. Regulation of VEGF-A in uveal 
melanoma.  Invest Ophthalmol Vis Sci  2010; 51:2329-37. 
[PMID: 20042655].

20.	 Mason JO III, Albert MA Jr, Persaud TO, Vail RS. Intravitreal 
bevacizumab treatment for radiation macular edema after 
plaque radiotherapy for choroidal melanoma.  Retina  2007; 
27:903-7. [PMID: 17891015].

21.	 Finger PT. Radiation retinopathy is treatable with anti-vascular 
endothelial growth factor bevacizumab (Avastin).  Int J 
Radiat Oncol Biol Phys  2008; 70:974-7. [PMID: 18313522].

22.	 Finger PT, Chin K. Anti-vascular endothelial growth factor 
bevacizumab (avastin) for radiation retinopathy.  Arch 
Ophthalmol  2007; 125:751-6. [PMID: 17562985].

23.	 Ziemssen F, Voelker M, Altpeter E, Bartz-Schmidt KU, 
Gelisken F. Intravitreal bevacizumab treatment of radiation 
maculopathy due to brachytherapy in choroidal melanoma.  
Acta Ophthalmol Scand  2007; 85:579-80. [PMID: 17324216].

24.	 Arriola-Villalobos P, Donate-Lopez J, Calvo-Gonzalez C, 
Reche-Frutos J. ejandre-Alba N, az-Valle D. Intravitreal 
bevacizumab (Avastin) for radiation retinopathy neovascu-
larization.  Acta Ophthalmol (Copenh)  2008; 86:115-6. .

25.	 Solano JM, Bakri SJ, Pulido JS. Regression of radiation-
induced macular edema after systemic bevacizumab.  Can J 
Ophthalmol  2007; 42:748-9. [PMID: 17823640].

26.	 Gupta A, Muecke JS. Treatment of radiation maculopathy 
with intravitreal injection of bevacizumab (Avastin).  Retina  
2008; 28:964-8. [PMID: 18698298].

27.	 Kabbinavar F, Hurwitz HI, Fehrenbacher L, Meropol NJ, 
Novotny WF, Lieberman G, Griffing S, Bergsland E. Phase 
II, randomized trial comparing bevacizumab plus fluoro-
uracil (FU)/leucovorin (LV) with FU/LV alone in patients 
with metastatic colorectal cancer.  J Clin Oncol  2003; 
21:60-5. [PMID: 12506171].

28.	 Yang JC, Haworth L, Sherry RM, Hwu P, Schwartzentruber 
DJ, Topalian SL, Steinberg SM, Chen HX, Rosenberg SA. A 
randomized trial of bevacizumab, an anti-vascular endothe-
lial growth factor antibody, for metastatic renal cancer.  N 
Engl J Med  2003; 349:427-34. [PMID: 12890841].

29.	 Cobleigh MA, Langmuir VK, Sledge GW, Miller KD, Haney 
L, Novotny WF, Reimann JD, Vassel A. A phase I/II dose-
escalation trial of bevacizumab in previously treated meta-
static breast cancer.  Semin Oncol  2003; 30:117-24. [PMID: 
14613032].

30.	 Reck M, von Pawel J, Zatloukal P, Ramlau R, Gorbounova V, 
Hirsh V, Leighl N, Mezger J, Archer V, Moore N, Manegold 
C. Phase III trial of cisplatin plus gemcitabine with either 
placebo or bevacizumab as first-line therapy for nonsqua-
mous non-small-cell lung cancer: AVAil.  J Clin Oncol  2009; 
27:1227-34. [PMID: 19188680].

http://www.molvis.org/molvis/v18/a258
http://www.ncbi.nlm.nih.gov/pubmed/6251410
http://www.ncbi.nlm.nih.gov/pubmed/12545676
http://www.ncbi.nlm.nih.gov/pubmed/1303853
http://www.ncbi.nlm.nih.gov/pubmed/2326012
http://www.ncbi.nlm.nih.gov/pubmed/12096964
http://www.ncbi.nlm.nih.gov/pubmed/12466159
http://www.ncbi.nlm.nih.gov/pubmed/1325044
http://www.ncbi.nlm.nih.gov/pubmed/10147458
http://www.ncbi.nlm.nih.gov/pubmed/2070883
http://www.ncbi.nlm.nih.gov/pubmed/2070883
http://www.ncbi.nlm.nih.gov/pubmed/16181274
http://www.ncbi.nlm.nih.gov/pubmed/16111577
http://www.ncbi.nlm.nih.gov/pubmed/11958893
http://www.ncbi.nlm.nih.gov/pubmed/11202462
http://www.ncbi.nlm.nih.gov/pubmed/17030710
http://www.ncbi.nlm.nih.gov/pubmed/20042655
http://www.ncbi.nlm.nih.gov/pubmed/17891015
http://www.ncbi.nlm.nih.gov/pubmed/18313522
http://www.ncbi.nlm.nih.gov/pubmed/17562985
http://www.ncbi.nlm.nih.gov/pubmed/17324216
http://www.ncbi.nlm.nih.gov/pubmed/17823640
http://www.ncbi.nlm.nih.gov/pubmed/18698298
http://www.ncbi.nlm.nih.gov/pubmed/12506171
http://www.ncbi.nlm.nih.gov/pubmed/12890841
http://www.ncbi.nlm.nih.gov/pubmed/14613032
http://www.ncbi.nlm.nih.gov/pubmed/14613032
http://www.ncbi.nlm.nih.gov/pubmed/19188680


Molecular Vision 2012; 18:2454-2467 <http://www.molvis.org/molvis/v18/a258> © 2012 Molecular Vision 

2466

31.	 Varker KA, Biber JE, Kefauver C, Jensen R, Lehman A, Young 
D, Wu H, Lesinski GB, Kendra K, Chen HX, Walker MJ, 
Carson WE 3rd. A randomized phase 2 trial of bevacizumab 
with or without daily low-dose interferon alfa-2b in meta-
static malignant melanoma.  Ann Surg Oncol  2007; 14:2367-
76. [PMID: 17534686].

32.	 Van Cutsem E, Vervenne WL, Bennouna J, Humblet Y, Gill 
S, Van Laethem JL, Verslype C, Scheithauer W, Shang A, 
Cosaert J, Moore MJ. Phase III trial of bevacizumab in 
combination with gemcitabine and erlotinib in patients with 
metastatic pancreatic cancer.  J Clin Oncol  2009; 27:2231-7. 
[PMID: 19307500].

33.	 Bergman L, Seregard S, Nilsson B, Lundell G, Ringborg U, 
Ragnarsson-Olding B. Uveal melanoma survival in Sweden 
from 1960 to 1998.  Invest Ophthalmol Vis Sci  2003; 
44:3282-7. [PMID: 12882771].

34.	 Singh AD, Topham A. Survival rates with uveal melanoma 
in the United States: 1973–1997.  Ophthalmology  2003; 
110:962-5. [PMID: 12750098].

35.	 Augsburger JJ, Correa ZM, Freire J, Brady LW. Long-term 
survival in choroidal and ciliary body melanoma after 
enucleation versus plaque radiation therapy.  Ophthalmology  
1998; 105:1670-8. [PMID: 9754176].

36.	 Kujala E, Makitie T, Kivela T. Very long-term prognosis of 
patients with malignant uveal melanoma.  Invest Ophthalmol 
Vis Sci  2003; 44:4651-9. [PMID: 14578381].

37.	 Papetti M, Herman IM. Mechanisms of normal and tumor-
derived angiogenesis.  Am J Physiol Cell Physiol  2002; 
282:C947-70. [PMID: 11940508].

38.	 Yang H, Jager MJ, Grossniklaus HE. Bevacizumab suppression 
of establishment of micrometastases in experimental ocular 
melanoma.  Invest Ophthalmol Vis Sci  2010; 51:2835-42. 
[PMID: 20089875].

39.	 Eskelin S, Pyrhonen S, Summanen P, Prause JU, Kivela T. 
Screening for metastatic malignant melanoma of the uvea 
revisited.  Cancer  1999; 85:1151-9. [PMID: 10091801].

40.	 Casanovas O, Hicklin DJ, Bergers G, Hanahan D. Drug 
resistance by evasion of antiangiogenic targeting of VEGF 
signaling in late-stage pancreatic islet tumors.  Cancer Cell  
2005; 8:299-309. [PMID: 16226705].

41.	 Pàez-Ribes M, Allen E, Hudock J, Takeda T, Okuyama H, 
Viñals F, Inoue M, Bergers G, Hanahan D, Casanovas O. 
Antiangiogenic therapy elicits malignant progression of 
tumors to increased local invasion and distant metastasis.  
Cancer Cell  2009; 15:220-31. [PMID: 19249680].

42.	 Mueckler M, Caruso C, Baldwin SA, Panico M, Blench I, 
Morris HR, Allard WJ, Lienhard GE, Lodish HF. Sequence 
and structure of a human glucose transporter.  Science  1985; 
229:941-5. [PMID: 3839598].

43.	 Boonman ZF, Schurmans LR. van RN, Melief CJ, Toes RE, 
Jager MJ. Macrophages are vital in spontaneous intra-
ocular tumor eradication.  Invest Ophthalmol Vis Sci  2006; 
47:2959-65. [PMID: 16799039].

44.	 Chen PW, Murray TG, Salgaller ML, Ksander BR. Expression 
of MAGE genes in ocular melanoma cell lines.  J Immuno-
ther  1997; 20:265-75. [PMID: 9220316].

45.	 De Waard-Siebinga I, Blom DJ, Griffioen M, Schrier PI, 
Hoogendoorn E, Beverstock G, Danen EH, Jager MJ. Estab-
lishment and characterization of an uveal-melanoma cell line.  
Int J Cancer  1995; 62:155-61. [PMID: 7622289].

46.	 El Filali M, Homminga I, Maat W, van der Velden P, Jager 
MJ. Triamcinolone acetonide and anecortave acetate do 
not stimulate uveal melanoma cell growth.  Mol Vis  2008; 
14:1752-9. [PMID: 18836566].

47.	 Nguyen QD, Shah SM, Khwaja AA, Channa R, Hatef E, Do 
DV, Boyer D, Heier JS, Abraham P, Thach AB, Lit ES, Foster 
BS, Kruger E, Dugel P, Chang T, Das A, Ciulla TA, Pollack 
JS, Lim JI, Eliott D, Campochiaro PA. READ-2 Study Group.  
Two-year outcomes of the ranibizumab for edema of the 
mAcula in diabetes (READ-2) study.  Ophthalmology  2010; 
117:2146-51. [PMID: 20855114].

48.	 Abraham P, Yue H, Wilson L. Randomized, double-masked, 
sham-controlled trial of ranibizumab for neovascular age-
related macular degeneration: PIER study year 2.  Am J 
Ophthalmol  2010; 150:315-24. [PMID: 20598667].

49.	 Bustin SA. Absolute quantification of mRNA using real-time 
reverse transcription polymerase chain reaction assays.  J 
Mol Endocrinol  2000; 25:169-93. [PMID: 11013345].

50.	 Chen H, Kovar J, Sissons S, Cox K, Matter W, Chadwell F, 
Luan P, Vlahos CJ, Schutz-Geschwender A, Olive DM. A 
cell-based immunocytochemical assay for monitoring kinase 
signaling pathways and drug efficacy.  Anal Biochem  2005; 
338:136-42. [PMID: 15707944].

51.	 Kovar JL, Johnson MA, Volcheck WM, Chen J, Simpson MA. 
Hyaluronidase expression induces prostate tumor metastasis 
in an orthotopic mouse model.  Am J Pathol  2006; 169:1415-
26. [PMID: 17003496].

52.	 . VEGF Inhibition Study in Ocular Neovascularization 
(V.I.S.I.O.N.) Clinical Trial Group.  D’Amico DJ, Masonson 
HN, Patel M, Adamis AP, Cunningham ET Jr, Guyer DR, 
Katz B. Pegaptanib sodium for neovascular age-related 
macular degeneration: two-year safety results of the two 
prospective, multicenter, controlled clinical trials.  Ophthal-
mology  2006; 113:992-1001. [PMID: 16647134].

53.	 Rosenfeld PJ, Brown DM, Heier JS, Boyer DS, Kaiser PK, 
Chung CY, Kim RY. MARINA Study Group.  Ranibizumab 
for neovascular age-related macular degeneration.  N Engl J 
Med  2006; 355:1419-31. [PMID: 17021318].

54.	 Brown DM, Kaiser PK, Michels M, Soubrane G, Heier JS, 
Kim RY, Sy JP, Schneider S. ANCHOR Study Group.  
Ranibizumab versus verteporfin for neovascular age-related 
macular degeneration.  N Engl J Med  2006; 355:1432-44. 
[PMID: 17021319].

55.	 Ferrara N, Mass RD, Campa C, Kim R. Targeting VEGF-A 
to treat cancer and age-related macular degeneration.  Annu 
Rev Med  2007; 58:491-504. [PMID: 17052163].

http://www.molvis.org/molvis/v18/a258
http://www.ncbi.nlm.nih.gov/pubmed/17534686
http://www.ncbi.nlm.nih.gov/pubmed/19307500
http://www.ncbi.nlm.nih.gov/pubmed/12882771
http://www.ncbi.nlm.nih.gov/pubmed/12750098
http://www.ncbi.nlm.nih.gov/pubmed/9754176
http://www.ncbi.nlm.nih.gov/pubmed/14578381
http://www.ncbi.nlm.nih.gov/pubmed/11940508
http://www.ncbi.nlm.nih.gov/pubmed/20089875
http://www.ncbi.nlm.nih.gov/pubmed/10091801
http://www.ncbi.nlm.nih.gov/pubmed/16226705
http://www.ncbi.nlm.nih.gov/pubmed/19249680
http://www.ncbi.nlm.nih.gov/pubmed/3839598
http://www.ncbi.nlm.nih.gov/pubmed/16799039
http://www.ncbi.nlm.nih.gov/pubmed/9220316
http://www.ncbi.nlm.nih.gov/pubmed/7622289
http://www.ncbi.nlm.nih.gov/pubmed/18836566
http://www.ncbi.nlm.nih.gov/pubmed/20855114
http://www.ncbi.nlm.nih.gov/pubmed/20598667
http://www.ncbi.nlm.nih.gov/pubmed/11013345
http://www.ncbi.nlm.nih.gov/pubmed/15707944
http://www.ncbi.nlm.nih.gov/pubmed/17003496
http://www.ncbi.nlm.nih.gov/pubmed/16647134
http://www.ncbi.nlm.nih.gov/pubmed/17021318
http://www.ncbi.nlm.nih.gov/pubmed/17021319
http://www.ncbi.nlm.nih.gov/pubmed/17052163


Molecular Vision 2012; 18:2454-2467 <http://www.molvis.org/molvis/v18/a258> © 2012 Molecular Vision 

2467

56.	 Sharma HS, Tang ZH, Gho BC, Verdouw PD. Nucleotide 
sequence and expression of the porcine vascular endothelial 
growth factor.  Biochim Biophys Acta  1995; 1260:235-8. 
[PMID: 7841203].

57.	 Bock F, Onderka J, Dietrich T, Bachmann B, Kruse FE, 
Paschke M, Zahn G, Cursiefen C. Bevacizumab as a potent 
inhibitor of inflammatory corneal angiogenesis and lymphan-
giogenesis.  Invest Ophthalmol Vis Sci  2007; 48:2545-52. 
[PMID: 17525183].

58.	 Yang H, Jager MJ, Grossniklaus HE. Bevacizumab suppression 
of establishment of micrometastases in experimental ocular 
melanoma.  Invest Ophthalmol Vis Sci  2010; 51:2835-42. 
[PMID: 20089875].

59.	 Haase VH, Glickman JN, Socolovsky M, Jaenisch R. Vascular 
tumors in livers with targeted inactivation of the von Hippel-
Lindau tumor suppressor.  Proc Natl Acad Sci USA  2001; 
98:1583-8. [PMID: 11171994].

60.	 Rankin EB, Rha J, Unger TL, Wu CH, Shutt HP, Johnson RS, 
Simon MC, Keith B, Haase VH. Hypoxia-inducible factor-2 
regulates vascular tumorigenesis in mice.  Oncogene  2008; 
27:5354-8. [PMID: 18490920].

61.	 Criscuolo GR, Merrill MJ, Oldfield EH. Further character-
ization of malignant glioma-derived vascular permeability 
factor.  J Neurosurg  1988; 69:254-62. [PMID: 3134521].

62.	 Bates DO, Harper SJ. Regulation of vascular permeability 
by vascular endothelial growth factors.  Vascul Pharmacol  
2002; 39:225-37. [PMID: 12747962].

63.	 Verhoeff JJ, Stalpers LJ, Claes A, Hovinga KE, Musters GD, 
Peter Vandertop W, Richel DJ, Leenders WP, van Furth WR. 
Tumor control by whole brain irradiation of anti-VEGF-
treated mice bearing intracerebral glioma.  Eur J Cancer  
2009; 45:3074-80. [PMID: 19734041].

64.	 Woolard J, Wang WY, Bevan HS, Qiu Y, Morbidelli L, 
Pritchard-Jones RO, Cui TG, Sugiono M, Waine E, Perrin R, 
Foster R, Digby-Bell J, Shields JD, Whittles CE, Mushens 
RE, Gillatt DA, Ziche M, Harper SJ, Bates DO. VEGF165b, 
an inhibitory vascular endothelial growth factor splice 
variant: mechanism of action, in vivo effect on angiogenesis 

and endogenous protein expression.  Cancer Res  2004; 
64:7822-35. [PMID: 15520188].

65.	 Rennel ES, Varey AH, Churchill AJ, Wheatley ER, Stewart L, 
Mather S, Bates DO, Harper SJ. VEGF(121)b, a new member 
of the VEGF(xxx)b family of VEGF-A splice isoforms, 
inhibits neovascularisation and tumor growth in vivo.  Br J 
Cancer  2009; 101:1183-93. [PMID: 19707198].

66.	 Kawamura H, Li X, Harper SJ, Bates DO, Claesson-Welsh L. 
Vascular endothelial growth factor (VEGF)-A165b is a weak 
in vitro agonist for VEGF receptor-2 due to lack of coreceptor 
binding and deficient regulation of kinase activity.  Cancer 
Res  2008; 68:4683-92. [PMID: 18559514].

67.	 Glass CA, Harper SJ, Bates DO. The anti-angiogenic VEGF 
isoform VEGF165b transiently increases hydraulic conduc-
tivity, probably through VEGF receptor 1 in vivo.  J Physiol  
2006; 572:243-57. [PMID: 16423853].

68.	 Aghi M, Cohen KS, Klein RJ, Scadden DT, Chiocca EA. 
Tumor stromal-derived factor-1 recruits vascular progenitors 
to mitotic neovasculature, where microenvironment influ-
ences their differentiated phenotypes.  Cancer Res  2006; 
66:9054-64. [PMID: 16982747].

69.	 Sathornsumetee S, Cao Y, Marcello JE, Herndon JE 2nd, 
McLendon RE, Desjardins A, Friedman HS, Dewhirst MW, 
Vredenburgh JJ, Rich JN. Tumor angiogenic and hypoxic 
profiles predict radiographic response and survival in malig-
nant astrocytoma patients treated with bevacizumab and 
irinotecan.  J Clin Oncol  2008; 26:271-8. [PMID: 18182667].

70.	 Du R, Lu KV, Petritsch C, Liu P, Ganss R, Passegué E, Song H, 
Vandenberg S, Johnson RS, Werb Z, Bergers G. HIF1alpha 
induces the recruitment of bone marrow-derived vascular 
modulatory cells to regulate tumor angiogenesis and inva-
sion.  Cancer Cell  2008; 13:206-20. [PMID: 18328425].

71.	 Bronkhorst IH, Ly LV, Jordanova ES, Vrolijk J, Versluis M, 
Luyten GP, Jager MJ. Detection of M2 macrophages in uveal 
melanoma and relation with survival.  Invest Ophthalmol Vis 
Sci  2011; 52:643-50. [PMID: 20811059].

Articles are provided courtesy of Emory University and the Zhongshan Ophthalmic Center, Sun Yat-sen University, P.R. China. 
The print version of this article was created on 5 October 2012. This reflects all typographical corrections and errata to the 
article through that date. Details of any changes may be found in the online version of the article.

http://www.molvis.org/molvis/v18/a258
http://www.ncbi.nlm.nih.gov/pubmed/7841203
http://www.ncbi.nlm.nih.gov/pubmed/17525183
http://www.ncbi.nlm.nih.gov/pubmed/20089875
http://www.ncbi.nlm.nih.gov/pubmed/11171994
http://www.ncbi.nlm.nih.gov/pubmed/18490920
http://www.ncbi.nlm.nih.gov/pubmed/3134521
http://www.ncbi.nlm.nih.gov/pubmed/12747962
http://www.ncbi.nlm.nih.gov/pubmed/19734041
http://www.ncbi.nlm.nih.gov/pubmed/15520188
http://www.ncbi.nlm.nih.gov/pubmed/19707198
http://www.ncbi.nlm.nih.gov/pubmed/18559514
http://www.ncbi.nlm.nih.gov/pubmed/16423853
http://www.ncbi.nlm.nih.gov/pubmed/16982747
http://www.ncbi.nlm.nih.gov/pubmed/18182667
http://www.ncbi.nlm.nih.gov/pubmed/18328425
http://www.ncbi.nlm.nih.gov/pubmed/20811059

	Reference r1
	Reference r2
	Reference r3
	Reference r4
	Reference r5
	Reference r6
	Reference r7
	Reference r8
	Reference r9
	Reference r10
	Reference r11
	Reference r12
	Reference r13
	Reference r14
	Reference r15
	Reference r16
	Reference r17
	Reference r18
	Reference r19
	Reference r20
	Reference r21
	Reference r22
	Reference r23
	Reference r24
	Reference r25
	Reference r26
	Reference r27
	Reference r28
	Reference r29
	Reference r30
	Reference r31
	Reference r32
	Reference r33
	Reference r34
	Reference r35
	Reference r36
	Reference r37
	Reference r38
	Reference r39
	Reference r40
	Reference r41
	Reference r42
	Reference r43
	Reference r44
	Reference r45
	Reference r46
	Reference r47
	Reference r48
	Reference r49
	Reference r50
	Reference r51
	Reference r52
	Reference r53
	Reference r54
	Reference r55
	Reference r56
	Reference r57
	Reference r58
	Reference r59
	Reference r60
	Reference r61
	Reference r62
	Reference r63
	Reference r64
	Reference r65
	Reference r66
	Reference r67
	Reference r68
	Reference r69
	Reference r70
	Reference r71

