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Fig. 1 Abdominal ¥F-FDG PET/CT and brain and spine MRI findings.
(A) PET/CT shows a tumorous lesion in the rectum (arrows) and a lymph node metastasis in the right groin
(arrowheads). (B) T,-weighted gadolinium-enhanced (T,-Gd) MRI at 3.0 Tesla shows enhancement effects in the

cauda equina and no abnormal findings in the spinal cord.

Table 1 Peripheral nerve conduction study findings performed on post-surgery day 22 (before treatment).

MCS Distal latency CMAP amplitude Conduction velocity F-wave latency
(msec) (mV) (m/s) (ms)
Median L 4.5 4.2 58.2 33.3
Peroneal R 7.2 24 30.2 73.2
Tibial L 6.5 4.0 33.3 65.8
Tibial R 5.4 3.9 33.5 43.6
SCS Peak latency SNAP amplitude Conduction velocity
(msec) (uv) (m/s)
Median L 1.5 5.7 479 —
Sural R 3.9 2.7 35.9 —

CMAP: compound muscle action potential; L: left; MCS: motor conduction study; R: right; SCS: sensory conduction
study; SNAP: sensory nerve action potential.
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Fig. 2 Time course of the clinical symptoms, laboratory data, and treatment.

The patient presented with subacute weakness in the bilateral lower limbs on the third day after surgery for anorectal

malignant melanoma. Although eosinophilia observed around the time of onset gradually improved after tumor resection and

discontinuation of nivolumab, his neurological symptoms did not improve. He was diagnosed with post-surgical

inflammatory neuropathy based on his clinical course and the pathological findings of sural nerve biopsy. His neurological

symptoms and serum CRP levels improved quickly and remarkably after treatment with oral prednisolone (40 mg/day).
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Fig. 3 Pathological findings of the sural nerve biopsy specimens.

Longitudinal sections (A and B) and transverse sections (C and D). Hematoxylin and eosin staining (A to C) and

toluidine blue staining (D). (A) Epineurial inflammatory cellular infiltration is observed. A high-magnification view

of the boxed region in (A) is shown in (B). (C) Vascular structures are preserved. Epineurial small vessels in (C)

are indicated by arrowheads. (D) Myelinated fibers are preserved. Scale bars = 200 um (A) and 50 um (B to D).
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Table 2 Clinical findings of 21 cases of post-surgical inflammatory neuropathy® and

comparisons with our case.

Reported case

(= 21)V Our case

Background

Gender, male 48% Male

Median age at onset, years (range) 65 (24-83) 59

Complications, diabetes/tumor 33%/19% —/+

Time from surgery to symptoms, within 3 days 62% +
Clinical features

Multifocal neuropathies 52% +

Neuropathic pain or numbness 86% +
Clinical testing

CSF: elevated protein 67% +

NCS: reduced CMAP 81% +

absent SNAP 95% +

MRI: T, hyperintensity in nerve segments 100% -
Neuropathology

Epineurial perivascular inflammatory cell collections 100% +

Ischemic nerve injury 85% -

Axonal degeneration 80% -

Neovascularization 71% -

Focal fiber loss 65% -

Segmental demyelination 35% -
Treatment and follow-up

Intravenous methylprednisolone 81% +

Significant improvement for treatment 35% +

CMAP: compound muscle action potential; CSF: cerebrospinal fluid; NCS: nerve
conduction study; SNAP: sensory nerve action potential.
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Abstract

A case of post-surgical inflammatory neuropathy with lower-extremity weakness after surgery
for anorectal malignant melanoma that showed the effectiveness of immunotherapy

Rei Asano, M.D.?, Yuki Kitazaki, M.D."”, Masamichi Ikawa, M.D., Ph.D.?,
Hidetaka Kurebayasi, M.D., Ph.D.?, Haruki Koike, M.D., Ph.D.? and Tadanori Hamano, M.D., Ph.D."

U Department of Neurology, University of Fukui Hospital
2 Department of Gastrointestinal, University of Fukui Hospital
9 Department of Neurology, Nagoya University Graduate School of Medicine

A 59-year-old man with past histories of bronchial asthma and chronic sinusitis underwent transanal resection of
anorectal malignant melanoma with general anesthesia. On the third day after surgery, he presented with subacute
weakness with right dominant hypoesthesia in the bilateral lower limbs. Tendon reflexes were diminished without
pathological reflexes. Blood examination showed increased eosinophils (2,058/u/) and elevated serum immunoglobulin E
(675.0 IU/ml). Cerebrospinal fluid examination showed elevated protein (200 mg/d/) without pleocytosis (<5/u/). A nerve
conduction study suggested multiple mononeuropathy with motor and axonal dominance in the right tibial, peroneal, and
sural nerves. Because of eosinophilia and his past medical history (i.e., bronchial asthma and chronic sinusitis), we
initially suspected eosinophilic polyangiitis granulomatosis (EGPA) as the cause of postoperative polyneuropathy.
However, his neurological symptoms did not improve despite the decreased eosinophil count after tumor resection,
which was inconsistent with EGPA. We biopsied the left sural nerve to exclude EGPA and make a diagnosis. Pathological
findings revealed no demyelination, axonal degeneration, or eosinophil infiltration with granuloma formation; however,
lymphocyte-dominated inflammation was observed around the epineurial small vessels. Thus, the patient was diagnosed
with early onset post-surgical inflammatory neuropathy (PIN) based on his clinical course and the pathological findings.
On post-surgery day 48, oral administration of prednisolone (40 mg/day) was started. His neurological symptoms
improved quickly and remarkably. Our case suggests that, when multiple mononeuropathy develops early after surgery,
PIN should be considered as a differential diagnosis to initiate appropriate treatment based on the pathological condition
of neuropathy.

(Rinsho Shinkeigaku (Clin Neurol) 2020;60:762-767)
Key words: post-surgical inflammatory neuropathy, peripheral neuropathy, malignant melanoma, nerve biopsy,

immunotherapy




