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Fig. 1 Abdominal X-P showed scattered rough cai-
cification at left upper abdomen.

Fig. 2 Abdominal US showed hypoechoic mass
with scattered hyperechoic region.
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Fig. 3 Abdominal CT showed low density mass
with scattered calcification. (Plain)
The mass was not enhanced after contrast injec-
tion and originated from spleen. The mass com-

pressed the stomach.

Fig. 4 Abdominal MRI showed congested mass of
high and low intensity on TIl-weighted image
(right). The mass showed heterogenous low inten-
sity on T2-weighted image (left).
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Fig. 5 Splenic arterial angiography showed hypo- Fig. 6 The surgical specimen showed the mass

vascular mass without encasemant. originated and protruded from superior pole of the
measured spleen 70mm in diameter and showed ir-
regular jog shape without capsule. The cut surface
of the mass showed yellowish loburated multinodu-

lar pattern with scattered rough calcification.

Tumor

Fig. 7 Histologically, H.E. staining show the mass consisted from dominant amorphous ma-
terial deposition and arround spindle shape cell proliferation with inflammatory cell
infiltration. (a, b)

Immunohistochemically, the spindle shape cells were positive for Vimentin (c) and o-SMA
stein. (d)
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Fig. 8 Immunohistochemically, the infiltrated inflammatory cells were mature T-cell
stained by UHCL-1(a)and CD3(b). The amorphous material was AA-type amyloid stained

by amyloid-P (c¢) and k-chain (d).

39% 11%

Table 1 Splenic IMT (reported in Japan)
Case 1 Our case

Age (year old) later of half of 50 32
Gender male female
Synptom abdominal mass abdominal pain
Data thronbocytopenia inflammation, anemia
Image

US hypoechoic hypoechoic

CT low density

MRI low intensity both T1&T2
Diagnosis splenic tumor splenic tumor
Number solitary solitary
Size (mm) 32 70
Pattern hypocellular fibrous hypocellular fibrous
Specific stein

positive vimentin, 0-SMA vimentin, a-SMA

negative CD34 desmin, myoglobin, CD68

s-100, Ki-67, ALK-1

Dominant inflammatory T-lymphocyte mature T-lymphocyte
infiltrate cell
Specific findings complication of ITP amyloid deposition
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Splenic Inflammatory Myofibroblastic Tumor with Amyloid Deposition —A Case Report—

Hidetaka Yamanaka, Kaname Ono, Tatsuro Satoh,
Yuuji Iida and Satoshi Kamiya
Department of Surgery, Inuyama Chuo Hospital

Inflammatory myofibroblastic tumor (IMT) is defined as a mass lesion consisting of proliferating of myofibro-
blasts and inflammatory cell infiltration, discovered for study of pulmonary inflammatory pseudotumor, and it
occurs at many sites in the body, and it discussed essence as inflammation or neoplasm. We repot a case of
splenic IMT. A 32-year-old woman was admitted to our hospital for abdominal pain. Blood examination
showed leukocytosis and anemia, and she operated splenectomy as diagnosed splenic tumor by abdominal US
and CT and MRI and angiography. Histological examination of the resected specimen revealed splenic IMT
with amyloid deposition. After operation, leukocytosis and anemia were improved and no reccurence detected
for 22 months. This is the second case of splenic IMT reported in Japan and the first case of IMT with amyloid
deposition reported all over the world. Negative for ALK-1 and positive for deposition of AA-type amyloid, our
patient’s tumor was suggesting an inflammatory lesion.
Key words : splenic inflammatory myofibroblastic tumor, A A-type amyloid
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