
CURRENT MANAGEMENT OF 
MELANOMA BRAIN 
METASTASES
Zachary Buchwald MD PhD
Assistant Professor
Radiation Oncology



NCI Designated Comprehensive Cancer CenterWINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY

HOW ARE MELANOMA BRAIN METASTASES MANAGED
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• Radiation – Stereotactic Radiosurgery, Whole Brain Radiation, Hippocampal Avoidance Whole Brain

• Surgery 

• Immunotherapy – Ipilimumab/Nivolumab
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STEREOTACTIC RADIOSURGERY (SRS)
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• Highly conformal delivery of high-dose radiation in typically 1-5 fractions

• Usually limited to < 10 lesions, but often will treat more

• Local control rate depends on the size of the tumor (excellent for small tumors)
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• Highly conformal delivery of high-dose radiation in typically 1-5 fractions

• Usually limited to < 10 lesions, but often will treat more

• Local control rate depends on the size of the tumor (excellent for small tumors)

Eve et al. Nature Communications 2024 



NCI Designated Comprehensive Cancer CenterWINSHIP CANCER INSTITUTE OF EMORY UNIVERSITY

LESIONS >2 CM AND LIMITED NUMBER OF METS CONSIDER SURGERY + SRS 
(USUALLY POST-OPERATIVE SRS)
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WHAT ABOUT PREOPERATIVE SRS? ARE THERE POTENTIAL ADVANTAGES?
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• Potential postoperative delays which push back surgery

• Most difficult to define target due to cavity uncertainty requiring large volume expansions

• May reduce tumor spillage and the risk of leptomeningeal spread

Patel et al. Neurosurgery 2016
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Jansen et al. Under Revision
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WHAT ABOUT SRS AND IMMUNOTHERAPY?
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Lanier et al. Neuro-Oncology Practice 2019

P=0.01
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HIPPOCAMPAL AVOIDANCE WHOLE BRAIN RADIATION THERAPY
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IMMUNOTHERAPY
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IMMUNOTHERAPY
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Inclusion:
a) At least 1 measurable brain metastasis > 0.5 cm in longest diameter and < 3 cm in longest diameter
c) Prior therapy, if given, limited to stereotactic radiotherapy and prior excision of a single BrM
e) Subjects must be free of neurologic signs and symptoms related to metastatic brain lesions

Exclusion: 
a) History of whole brain irradiation.
b) History of known leptomeningeal involvement (lumbar puncture not required).
c) Previous stereotactic or highly conformal radiotherapy within 3 weeks before the start study. 
d) Number of CNS lesions previously treated with SRT is >3.
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IMMUNOTHERAPY
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TARGETED THERAPY
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CONCLUSIONS
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• There are a number of good options for melanoma patients with brain metastases

• Ipi/nivo is currently supported by Phase 2 data

• SRS and surgery have excellent local control rates

• Combining SRS and immunotherapy is an option to consider


