
(seven of 60) with no apparent APC germline mutation. All seven
patients had the classical FAP phenotype. Another group5 was also
able to detect large deletions on APC genes in 15% of the mutation-
negative classical FAP patients. Interestingly, neither Michils et al5 or
Sieber et al4 found any whole-gene deletions in their AFAP patients.

Some authors6 previously reported a case where the patient had
AFAP phenotype but had an entire exon 15 deletion. Some other
authors7 reported an AFAP patient who had the entire gene deletion
based on cytogenetics. Our case confirms this report and provides
further evidence that conventional mutation-detection techniques
can be misleading in AFAP patients. In addition, this is the first case of
AFAP associated with a renal cell carcinoma. This case also emphasizes
the point that patients carrying the same germline mutation can have
highly different presentations of the disease because the patient’s phe-
notype is drastically different from that of her family members.

Robert Chen, Lisen Axell, and Catherine Klein
University of Colorado Health Sciences Center, Division of Medical Oncology,
Aurora, CO
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■ ■ ■

Cholestasis From Malignant Melanoma

A 40-year-old man presented with postprandial pain in the right
upper abdominal quadrant, having suffered 3 months earlier from
abdominal pain and cramps without fever. Five years previously the
patient had undergone an excision of a malignant melanoma on his
back (Breslow 3; Clark IV, pT4 cN0 cM0).

Blood analysis showed cholestasis. Abdominal ultrasound re-
vealed no tumor or cause for obstruction. On the axial fused fluoro-
deoxyglucose positron emission tomography-computed tomography
(FDG-PET/CT) image the focal FDG uptake can be located in the bile
duct (Fig 1, arrow). Endoscopic retrograde cholangiopancreatogra-
phy showed a 1.5 cm filiform common bile duct stenosis, which was
stented. A brush cytology revealed metastatic melanoma cells. The

patient underwent palliative resection of the tumor obstruction at the
bile duct.

The malignant melanoma metastasis obstructed the choledochal
duct completely (Fig 2). Histologically, the partially diffuse infiltrating
neoplastic cells represent high mitotic activity. The cells are very pleo-
morphic showing partially hyperchromatinated nuclei with promi-
nent nucleoli. Occasionally pigmentation can be seen (Fig 3).

Melanoma metastasis in the bile duct is uncommon, only a few
cases have been reported.1,2 Intra-abdominal metastases are rarely diag-
nosed clinically, often many years elapse before symptoms appear. Most
of malignant melanoma metastases appear occasionally when symp-
toms like jaundice, hematemesis, or melena occur. Occult visceral metas-
tasesarefoundin60%ofmelanomapatientsatautopsywhileonly5%are
diagnosed in lifetime with present imaging techniques.3 Liver metastases
are identified with imaging techniques in only 14% to 20% of patients,
but in 54% to 77% of patients by means of autopsy.4

Conventional FDG-PET technology already demonstrates high
sensitivity (94%) and specificity (83%) especially for soft tissue and is

Fig 2.Fig 1.
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known to be a useful tool for visceral melanoma metastases.5 Rinne et
al6 examined 48 melanoma patients with clinical or CT findings sug-
gesting metastatic disease. In this population, a sensitivity, specificity,
and accuracy for FDG-PET was found to be 91.8%, 94.4%, and 92.1%,
respectively, compared with 57.6%, 45%, and 55.7% for conventional
imaging methods.6 The majority of the available literature suggests
that FDG-PET is the most accurate imaging modality for identifying
distant metastases in patients at high risk for distant metastasis.7 The
CT data of integrated PET/CT imaging are very helpful in the precise
localization of FDG-active lesions and are also used for attenuation
correction of emission PET images. Reinhardt et al8 showed recently
that FDG-PET/CT provided high accuracy for noninvasive detection
of perihilar cholangiocarcinoma in extra hepatic bile duct strictures.

Integrated PET/CT scanners have become more and more
clinically available promising better localization of FDG-active
lesions compared with PET alone.9 In our case, FDG-PET/CT was
a valuable tool for preoperative staging as well as for surgical
planning. This may also play a role in follow-up surveillance after
treatment of invasive melanoma.
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■ ■ ■

Recurrent Lymphoma Presenting As Brachial
Plexus Neuropathy

A 70-year-old man suffered from a growing mass in his right
upper neck for 2 months. A computed tomography (CT) scan showed
a mass of 67 � 53 mm in diameter located in right jugular chain and
another oval mass in right posterior cervical space. The pathology of
biopsy proved to be diffuse large B-cell lymphoma. The initial
positron emission tomography (PET) suggested fluorinated deoxy-
glucose uptake in right neck, right subclavicular, abdominal, and
pelvic areas (Fig 1A). There was no bone marrow involvement. The

patient then received immunochemotherapy with rituximab plus cy-
clophosphamide, adriamycin, vincristine, and prednisolone (CHOP).
The lymphoma responded very well to chemotherapy. After four
courses of chemotherapy, a CT scan did not find residual lesions.
However, this patient began to experience left shoulder and left arm
numbness after the sixth course of therapy. The paresthesia exacer-
bated gradually. Later, the muscle power of his left arm decreased. The
electromyography/nerve conduction velocity studies found general-
ized sensorimotor polyneuropathy of axonal degenerative type, and a
drop of nerve conduction velocity of left ulnar nerve that suggested a
lesion above the axillary level. A magnetic resonance image found only
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