
Aztreonam selective agarfor Gram positive bacteria

Aztreonam agar is especially useful in the pri-
mary isolation of S aureus from the sputum of
patients with cystic fibrosis and is now part of
our standard protocol for such patients.

We thank Gillian Aggasild, Dennis Golder, and Sheila
Mackay and all the other MLSOs for their help with this
study.
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Pseudotumoral amyloidosis of
/A-microglobulin origin in the buttock of a patient
receiving long term haemodialysis
J Fernandez-Alonso, C Rios-Camacho, A Valenzuela-Castanio, J L Rocha-Castilla

Abstract
A 52 year old man who had been receiv-
ing haemodialysis for 13 years, with a
history ofrenal tuberculosis, right ischial
tuberculous osteomyelitis, and dialysis
arthropathy, developed a soft tissue
tumour in his left buttock. Histological
analysis, immunohistological staining,
and electron microscopic examination of
the surgically removed tumour showed
massive deposits of fl,-microglobulin
(/12-M) amyloid. This case shows the
expanding clinical spectrum of this type
of amyloidosis, and it is suggested that
amyloid infiltration should be considered
in the differential diagnosis of gluteal
tumours in these patients.

(7 Clin Pathol 1993;46:771-772)
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Joint and tenosynovial deposits of fl2-

microglobulin (4,2-M) amyloid are common in
patients receiving long term haemodialysis. In
some, amyloid deposits give rise to tumours
in and around joints.' 'Deposition of fl,-M in
viscera and other organs is less common; it is
much less abundant than in affected joints
and seems to be especially common in the
vessel walls." Deposits of I,-M amyloid in
soft tissue have been described in a few
patients receiving haemodialysis.7-10 We
report a patient who had been receiving
haemodialysis for 13 years, with a soft tissue
tumour in the gluteal region, which proved to
be massive localised deposits of /,h-M amy-
loid.

Case report
A 52 year old man had been receiving
haemodialysis since 1977 for end stage renal
disease, caused by renal tuberculosis. In 1985
he sustained a cerebral vascular accident with

left hemiparesis. In 1986 he developed a right
ischial tuberculous osteomyelitis with gluteal
abscess, which spontaneously drained
through the popliteal space, and was success-
fully treated with antituberculous drugs for
nine months.

In 1989 he was diagnosed as having amy-
loid arthropathy, which affected his right knee
with relapsing joint effusions, and an osteo-
lytic lesion in the left acetabulum. A synovial
fluid aspirate from the right knee showed
amyloid deposition. A subcutaneous fat
biopsy specimen at this time did not show
such deposits.

In 1990 he received right sided carpal
tunnel decompression for carpal tunnel syn-
drome. Histological evidence of I,-M amyloid
was found in the resected tenosynovial tissue.
During the same year he complained of pain
in the left buttock on sitting. Examination
showed a subcutaneous mass measuring
about 5 cm in diameter in the left gluteal
region. During surgery a firm hourglass-
shaped, greyish tumour in the subcutaneous
tissue without encapsulation was found. The
surgically removed mass contained neither
bony nor cartilaginous tissue.

Light microscopic examination of the
formaldehyde fixed, paraffin wax embedded
mass from this patient showed multiple nodu-
lar areas of amorphous eosinophilic material,
which stained with Congo red and showed
dichroism under polarised light. Amyloid was
deposited among collagen bundles and some
small nodules were surrounded by multi-
nucleated cells. Calcification foci, necrotic
areas, thrombotic lesions, acute and chronic
inflammatory cells and granulomatous inflam-
mation were absent. Ziehl-Neelsen stains
were negative.

Inmmunohistochemical studies using the
avidin-biotin-complex technique, with mono-
clonal antibodies anti-A amyloid, and poly-
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clonal anti-fh-M, anti-X, anti-A, and anti-pre-
albumin (Dako) showed an intense and spe-
cific staining of the material with anti-,B-M
(figure). No reaction was observed with the
other antibodies.

Electron microscopic examination of the
formaldehyde fixed tissue showed bundles of
curvilinear non-branching fibrils among colla-
gen fibres and occasionally in the cytoplasm
of fibrohistiocytic cells, of the length and
diameter characteristic of amyloid.'

Discussion
The results of the histological, inmunohisto-
chemical, and ultrastructural examinations
proved that the soft tissue tumour of this
patient comprised fh-M amyloid, and allowed
us to preclude other diagnostic possibilities
connected with his medical history, such as a
new tuberculous abscess or an unusual mani-
festation ofAA amyloidosis.

Patients receiving long term haemodialysis
are at risk of developing I2-M amyloid
deposits, particularly in the osteoarticular sys-
tem. In some instances these deposits present
as soft tumours close to joints (Baker's cysts)

Amyloid masses of the gluteal pseudotumour positively stained with anti-/,h-microglobulin.

or tendons.2-3 Soft tissue tumours of f-M
amyloid in such patients, however, are an
unusual location for this protein, and as far as
we know, only four cases have been reported
so far.7-10 An age older than 40, more than 10
years of dialysis, and previous amyloid
arthropathy were the features which our case
had in common with four other cases, sug-
gesting that this complication occurs late in
treatment.

Tissue changes as a result of chronic
trauma could lead to favourable local condi-
tions for deposition of fl2-M amyloid, as sug-
gested by the gluteal location of amyloid
deposits in the cases described by Floege,
Sethi, and ourselves.

In summary, this new case of soft tissue
tumoral amyloidsis highlights the ever grow-
ing list of clinical manifestations of dialysis
associated amyloidosis and suggests that amy-
loidosis should be included in the differential
diagnosis of gluteal tumours in these patients.

We thank Mr Hermida for kindly performing the immunohis-
tochemical techniques.
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