Usefulness of EUS-guided fine needle aspiration
in diagnosis of autoimmune pancreatitis
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1% ATP 5%k, EUS-FNA % {7 L72 21 A M5 & L7z, EUS-FNA T, HCOREEREREIRDS
WrgEdE 2011 12 BT U2 OIFEAT R0 9 B O RO 7 ERNIE, 21 f1d 11 61 (52%) TH Y, 19G 2%
Filgt 2 A LA < WEEEBHZE TR 9 BT 261 (22%) DA T - 7295, 19C Lhlst % B 5 1M H T & 21468
FRIRZE Tl 13 BIrR 10 61 (77%) TdH o 72 (1 HITIE 2 s % 2801 o AIP 1281 5 EUS-FNA O HTEElL,
FREHETIIENTh o /278, BEHIRETIEA T TH Y, FEHIBHEIC TR 2= 2 IR 5
CENSHBOMEEE 2 57z, EUSHTR TIE, linear or reticular hyperechoic inclusions, duct penetrat-
ing sign, peripancreatic hypoechoic margins (&Z4LZ4 1561 (71%), 11 61 (52%), 12 # (57%) 7%
B, EUSRIZ L % AIP MBI A & b/,
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H O %% (autoimmune pancreatitis; AIP)
13 1995 4£12 Yoshida &Y 25208 L 725 B2 Tdh

. MIRIIZ O F AEORERE R, FREE oA
eitg, HIgG4 MAER EZ R L, AT70A FH
FERNT Do F7o, HWAEMIIIHEED) »RER,
T BRI DR & e <o B EIR 2 70 & DU
# % 44 5 lymphoplasmacytic sclerosing pancre-
atitis (LPSP)? % 29 5 Z L %\,

AT 2002 4 (2T FEBKT T ATP DT
DR & NTze T D%, BED, KEY THH
EUCHB WIS ER SNz 2 &, Bk bicfit
¥ @ LPSP & 13 £ 7 % idiopathic duct—centric
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(Refer to color plates p. 167)

chronic pancreatitis (IDCP)” % 4 & 3 550 ¥
470 AP B#ESN/Z &, ZENZ X )BT
TU—FDRE B LR Ens, HRLEO I
WX o TRMT 2 HIY T2 EICER I 24
A F:HE [International Consensus Diagnostic Crite-
ria (ICDC) for AIP]®” #3Ei & 72, ICDC™” T
IR LPSP % 45 & 974 1 81 ATP & IDCP
AR E 5 28 AIP 2 S /z0s, ATl
2HEATP AENTH Y, Dk, ARIOIEIRIZH]
LC1HEAIP #xf R & L7 HCRE MR R ERZ
Wi 2011° ASVERL & N7z

Bk PR 8T 225 | AR R (EUS-guided
fine needle aspiration;: EUS-FNA) % 2010 4512
PG S LTI E KL L TETWw5b, AIP
ZWH B B EUS-FNA O A sn™, B
USRI SRR S T AR 1 2011° C© b MR E O
DSR2 3541213 EUS-FNA Yo ST
473, EUS-FNA |2 X A2 #ilE5s, ki Tk
BEORT G570, AIP OMEBIICES w2
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Table 1 Clinical Parameters in the Patients with Autoimmune Pancreatitis

Serum

Coe e Gnt DA DRSS B i e Tt Qo St
mg/dL)
1 75 M Definite  Definite Focal Head Narrowing 85.8 SC (intrapancreatic) Effective
2 60 M Possible  Possible Focal Head Narrowing 742 SC (intrapancreatic) Effective
3 65 M Possible  Possible Focal Head Narrowing 82 SC (intrapancreatic) Effective
4 67 M Definite  Definite Focal Body, tail Obstruction 396 Submandibular gland  Effective
5 77 M Definite  Definite Focal Body~tail Narrowing 258 Lung Effective
6 64 F Definite  Definite Focal Tail ND 264 Kidney Effective
7 64 M Definite  Definite Focal Head, Narrowing 746 Kidney Effective
body~tail
8 65 M Possible Focal Body, tail ND 594 Hilar LN ND
Submandibular gland

9 73 M Definite  Definite Focal Body ND 1070  Submandibular gland  Effective
10 56 M Definite  Definite Focal Body~tail Obstruction 55 — Effective
11 66 M Probable Definite Focal Head Narrowing 857 — ND

12 74 F Definite  Definite Focal Body ND 150 — Effective
13 82 M Possible Focal Tail ND 175 Aorta ND

14 66 F Possible  Possible Focal Head, Narrowing 275 SC (intrapancreatic) Effective

body, tail

15 74 M Possible Focal Body ND 298 — ND

16 69 F Definite  Definite Diffuse Head~tail Narrowing  91.3 SC (intrapancreatic) NE

17 79 M Possible Focal Head, body ND 751 Parotid, submandibular, NE

and lacrymal gland, lung

18 81 M Possible Focal Head ND 1660  Kidney NE

19 58 F Definite  Definite Focal Body ND 153 Submandibular gland  NE

20 74 M Possible Focal Body ND 265 Submandibular gland  Pretreatment
21 55 M Probable Focal Head Narrowing 199 Hilar LN Pretreatment

JPS 2011: Japan Pancreas Society 2011, ICDC: International Consensus Diagnostic Criteria, ND: not done, SC: sclerosing cholangitis,

NE: not evaluated

L%, WMIEORINTHEE EUS I 7 E kYl k
A HWSL EENTW5D,

4] 1 & ATP (LT AIP) 235t EUS-FNA
AT L 72 EBNZ DWW, EUS-FNA 12381 % ¥
PR WIEZ S L, S 522N DERICE
I} % EUS BT OB OV T b BET 2175 720

I HREFE

OF AtkED %\ IZBRIFTERERE K 7 & O W% R,
5 1gG4 MUE 7 & O M AERIFT /L2 & ATP A3%EH
N, EUS-FNA Z {7 L7z 21 Bl & xR & Lizs 4
513 55~82 (FIY4E i 68.8) i, Btz Bk 16,
LS B E BUEDL o 720 21 Bl 20 BIASERIE
PERKZRL, OVF AMEEARIE 16 GEB 16) O
ATH 720 RBHEIEARZ R L7220 Bl HHERHAL

X, BHEBO A 66, fA~EEEB A 11, BHER &K
W~ 25 3B ThH -7z, T2, 56 GE
B4, 7,8, 14, 17) 2BV THEIEOIRLE % 320
7z (Table 1),

EUS A 22— 713 GF-UCT240, GF-UCT260 (Olym-
pus), ElI%EEIX EU-MEL (Olympus) % FHv 72,
22 il $1 13 NA-200H-8022, EZ shot 2 (Olympus),
Expect, Expect Flex (Boston Scientific), Echo Tip
Ultra, Echo Tip ProCore (Cook Japan), Sono Tip
(Medico's Hirata) ® 19G, 22G, 25G \» 3 1L h %
W7z (Table 2) o

T3, BEIRZ I L IR~ T
TN, ARRERZE ISR L CIEBE N2 5 EUSIZT
WEEZRB L, 7T —Fv 77— 12 TEHREIC
MERANEL BT & ZERL 720 RITIHENIZ

Presented by Medical*Online



JEPAEEREA ¢ RIS

FZWrIZ 817 5 EUS-FNA o Hk 127

Table 2 Clinicopathological Parameters of EUS-FNA in the Patients with Autoimmune Pancreatitis

Pathological findings

Case  Site of puncture LCamd PC eG4 PC Sg%rrlgzgn Ogﬁfgg?gze Needle Gauge
1 Head X X X X NA 22G
2 Head X X X X NA 22G
3 Head X X X X ET-U 19G
4 Body/tail O/0 O/0 X /0O X /0O ET-U/ET-U 19G/19G
5 Body ~ tail O O @) O ET-U 19G
6 Tail @) O O X ET-U 19G
7 Head/body ~ tail O/0 O/0 O/0 X /0O Ex-F/Ex 19G/19G
8 Body/tail X /O X / X X / X X / X NA/NA 19G/19G
9 Body @) O O X ET-P 19G
10 Body ~ tail @) @) @) X ET-P 19G
11 Head X X X X ET-P 19G
12 Body O O X O Ex 19G
13 Tail @) @) X X EZ 19G
14 Head X X X X ET-P 22G
15 Body X X X X ST 19G
16  Head @) O X X ET-P 25G
17 Body O @) X X ST 19G
18 Head X X X X ET-P 22G
19 Body @) O X @) Ex 19G
20 Body X X X X ST 19G
21 Head X X X X ET-P 22G

LC and PC: Prominent infiltration and fibrosis of lymphocytes and plasmacytes, IgG4 PC: Ten or more diffuse IgG4—positive
plasmacytes per high—power microscopic field, NA: NA-200H-8022, ET-U: Echo Tip Ultra, Ex—F: Expect Flex, Ex: Expect,

ET-P: Echo Tip ProCore, EZ: EZ shot 2, ST: Sono Tip

g 2R AL, Vo2 AZNE % RN O
FTHIERLE A¥ 4Ly MEhiELL, #
D%, 10~20mL O ¥ I TRIEZ 2T, FIZ
door knocking method™ % Fv>"C 19G 2241 T 5~
1081, 22G, 25G ZH$FTix 10~20 Al A b1 —2
ATV, FEROBAPRINE NS £ T 2~5 1
EUS-FNA % 4T L 72,

BB DRE %R0 56 GEBI 4, 7, 8, 14,
17) ®5 B 360 GEBI4, 7, 8) Tl 2HZEIZxFL,
FER 14, 17 TIXZNZNEE, FEHO 1HRET >
1Zxf L C EUS-FNA %#17- 72, F72, U AN
JEKZRLUZES 16 1B WTiE, BA RS H
3o 7ZEEER I L C EUS-FNA % 175 72 (Table
2)o ZHIEHIZO VT, BEEATEEBIAAAET S 9

Bl GEBI L1, 2, 3, 7, 11, 14, 16, 18, 21) IZxf
L CiE, 19G Zdil$t % 3 61, 22G Zfilét% 5 H,
25G gHEt % 1B, RREIBICAETET 5 13 61 (GEHB]
4, 5 6, 7, 8 9, 10, 12, 13, 15, 17, 19, 20)
Wxt LT, &f0T 19G FRilst 2 R L7 GEBI
713 2 5EI A G 0]) (Table 2)

H O M A R B I 362 20118 12 B0 B9
HprRClX, OFmED) v 85k, BEMROEHE
LML, @it 1 BEFL 72 ) 10 % 2 5 1gG4
b PR B R iR, OFEZEARMAHEIL (storiform
fibrosis), (DPIZEMEMRZE (obliterative phlebitis)
DIUSOFT BB ITEN, ZDH) LE=2D %R
D LA IR L 2 ), 2O
B B A X IR T R s =09t i & A bE T
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Wb s. 72 ICDC” Ti&, LREIM2 D
HETRO D 65 =2 FZ@BO2558121%, FEofl
MEOL~V 1 LY, AIPHEZ EBRISN, =
DO LG LAV 2 L) FEARICERPT
R MEFWT R & &b TR TbI b, 4
i, EUS-FNA IZ& ) Esnzmfkizont, &
FLOFRERET R A ORI T X 722> retrospec-
tive ICHES 21T o720 % B, M AEIE SN
FEBICTIE, PAZEMEIREOF B4 5§ 5 7204
BT EVG gt % T L 720

¥ 72, endoscopic retrograde pancreatography
(ERP) |2 & % LEE ORI G OA B, 1MiF

[ZOWTHEH L, HCOSRERE 2 EIR S by Ak
2011%, ICDC*” Zh 2Nz B v TRELAT L% &0
TZWIEHEIC LY, AIP OB 24T 720

LA RE L 21 BlicD W, AIP T
D HNA EENDL EUSHTR (linear or reticular
hyperechoic inclusions, duct penetrating sign,
peripancreatic hypoechoic margins) O FH (2D
T 3 retrospective |[ZHET %175 720

. B #&

Table 1 |12 ERP 1%, Ik 1gG41H, FEAMRZ, A
T 04 FEFEORFIZ DWW TR, endoscopic
retrograde cholangiopancreatography (ERCP) 1
21 Bl 11 I hE T S, 9BITIZ ERP IZBUT 5
FEE ORI & BO 7205, fEHI4, 10D 2
BICIEEEE 0@ Z RO 72 & 1gG4 ME (>
135mg/dL) & 21 v 14 %1 (67%) 2788, TEH
RO 2 f5 % B 2 2 fEBNE 7 B (33%) (EBI4, 7,
9, 11, 15, 17, 18) TH o7z FIURELIZEEAD
ALTEIRE Je b &b B & 21 BIFR 17 61 (81%) 1252
D7ze ATHUA RIHEIZATUA RS SR,
B ROFHE T RETH - 72 11 BIEFITHERT
Hol,

Table 2 (22|, EUS-FNA |2 & % 5B T
RAZOWTRT . HWEFTRICE L TiE, 21 flvg
N BT RIIFRD SN hr o 720 BERASTAERIZ
AT 5 9B B VCIE, 19G ZEligT %2 /i L 72
1 %1 B O e S B R 22 W 2k e 2011% 12 1)
LIREPT A 3THHARRD, WIS ATP i

FBLEhrsni, 72, 265G HERII 2 L7 1
BICET LA 2 THH RO /2o LA L, 52 71
Tl AIP IZH B 22 3T S o e 2o 72,
—J5, BEESRIBEBICAATET 5 13 FEFNICRI L T
&, 8BITHIEAT A 3THH L LR, JRELHHE
FRNC AIP WS LT S iz, F 72, 260 TR
Hri % 2THHRRYD, AIP (ZUFEY 2 9w B AT ] 2vs:
NG o IERIL 3BIDOATH 72, & 2 THH
FRET LA 2 TEHH DL EFED 72ER] & 2 TH H R O AE
Bii%, MRS T 5 9BlICBWTIiEE
nen 26l (22%), 7461 (718%), BEE~REIIAE
ET 2 1B3HIcBwTiEZzREN 106 (77%), 3
B (23%) TH Y, FEtFMICHEEEZ RO (p<
0.05, Fisher's exact test)o & BFJEIZEI L T,
19G & RSt 2 i L 7-BEER A GEF 11) 128w
C EUS-FNA K173 H ORI T Hb 2 g/dL DL LD
T E2RROD, G, BEEZ EOGHHEIZA
LN roz,

AIP OZWICE L CTIE, ZOHBOATOA Fik
HORREDED L &, HOREMEE RS W&
it 2011% T, 21 B 10 B THERS, 2 BT HERE
%, Ol TR LB SN, 72, ICDCY Tk
21 Bl 11 BICHERS, 3 BICEERS & I S 728,
o THITIIMER, MWD, St ownT ok
L7z E e o7z (Table 1)

EUS-FNA % JitifT L 7z 21 #1125\ T linear or
reticular hyperechoic inclusions, duct penetrating
sign, peripancreatic hypoechoic margins @ EUS
T 3 THH O % retrospective I[ZHE 5 &,
linear or reticular hyperechoic inclusions % 15 5
(71%), duct penetrating sign % 11 # (52%),
peripancreatic hypoechoic margins % 12 %1 (57%)
IZFB® 7z (Table 3)o F7z, 1THHFEDZIERIL 6
B, 2TEERDIERNL 136], STHAWITNHFR
DIFEBIE 26 TH Y, 21 FlVTFhIZBNTD
EUSHIRZA 7% b 1HB U EZRD 72,

DIFIER 2 FR T 5,

FEB 4: 67 1%, Bk, MHFH T IER O A,
CTIZCEHEMERERT BRI N9, EUS-
FNA HBIZH & 7 o720 CT TIIFERER & R
I Z N IENRA 2> & PRI 2T TG S
% JEHE % 78 72 (Fig. 1) o EUS Tl linear or re-
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Table 3 EUS Findings in the Patients with Autoimmune Pancreatitis

Linear or reticular

Peripancreatic hypoechoic

Case hyperechoic inclusions Duct penetrating sign margins
1 X O X
2 @) X @)
3 O O X
4 O O X
5 X O X
6 @) X O
7 @) X @)
8 @) X @)
9 @) X @)
10 @) O @)
11 O O X
12 @) O @)
13 X O @)
14 X O @)
15 X X O
16 X O @)
17 @) O X
18 @) X X
19 O X @)
20 O X X
21 @) X X

Total 15 (71%) 11 (52%) 12 (57%)

Fig.1 CT showing enhanced masses in the pancreatic
body (arrow) and tail (arrowhead), respec-
tively (equilibrium phase).

ticular hyperechoic inclusions (ZJl1 2 C duct pen-
etrating sign % #2972 (Fig. 2a) . BERER, BERBER
IR LT, £ 19G il €T EUS-
FNA #gfT L7z & 25 (Fig. 2b), JEEMILOR
& B, AL 14720 10288 2 5 1gG4
b P BUM iR, AEZE IRMEAE 1L (Fig. 3a- 7
7—), MIZEWEIRZ (Fig.3b- 717 —) OISO
WHHEPT A5, AIP MRS L W S 7z,

m = &

EUS-FNA |2 & % BEIER VR A 1A 3 2 BB
DBWINZOWTIE, JEFEIL 54~95 (FoLfi 83) %,
BRELEEIL 71~100 (FRYLfi 100) % & E SN TH
DY BEMOENICHE L X BRI 2R E % 2
55, ZIZTAIP DFWICBIT 5 EUS-FNA ©
HEE L CRIBRE OB 032, AIP OB BIZIT
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Fig.2 a: EUS showing linear or reticular hyperechoic inclusions (arrows) and duct penetrating

sign (arrowhead) in the pancreatic body.

b: EUS—guided fine needle aspiration with 19-gauge needle (arrow) performed in the

pancreatic tail.

Fig.3 a; Storiform fibrosis is observed in HE staining (% 200) in the pancreatic tail.
b: Obliterative phlebitis (arrows) is observed in EVG staining (% 200) in the pancreatic tail.
(Color plates)

NHIFS5N B, AIP IZx0H$ 5 EUS-FNA O#5(2
ML TIE, Levy™ 513 AIP OZWrIZ BT Tru-
cut $FOH MR HRE L, Mizuno 5% b AIP O
Wizl 22G 1 & b & Tru—cut $F (19G) 2%FH T
HolbHELTWh, Imai 5 13HE O BN
OFRNCIE 22G ZERIET 90% LL_E O FEF] T2
TEETH DD, V¥ TVEREDS AIP DBHF
XS LT b, Twashita 5 13, 19G Zeifilét
EHWDHZ LX) 446101961 (43%) 2B W
T, LPSP & %\ 3 1gG4 B4 B AR % 526
7PEHE LTS, 72 Kanno 52 1%, FEICHS)

BRI D AT 7 R B L7z 22C s (NA-11]-
KB, Olympus) # HWA Z &2k b, 2560 20
Bl (80%) T AIP L ZUIHRETH Y, ¥ ¥ TIF
BAOR D N IZEE XL L &bz, EEANT
DEREHFEARED A Y — FOEEMLZIERH L T
b

Ishikawa 5'% 13, 22G ZH$t % B\ TG &
AIP & O NIE 47 BIrb 43 5] (91%) THEETdH -
72h8, AIP & ZWITTRECTdh - 7-5EHIE, ICDCY”
WZBTHL~N 1O LPSPTIFI (19%), L)L
2D LPSP T56 (11%) Th o7z #E L Twb,
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R I 2 PR 5 I 2 2 20117 123\ T,
EUS-FNA flgi5 (LB RS & o3 a %
MAETH D, AIP OBBIZIEHHATIE R L,
EUS-FNA A# b kst 5 Cld e 720 AIP
DIEEZMICES W2 2% <, EUS I 74EMK
(Tru—cut 1) 7% AIP OZWICEH & SN T 5,

L2 L, ARITIEIEAE Tru—cut $Fo X R E: T
Y, AIPOEWZIEAT) 720121%, KED 19G
2SR HBY RN D X 7) ¥ 7 & R L 7 flst
AHVLREDTRPLEEEZOND,

sk Tld AIP 28N B IEFIIRT LT, EUS-
FNA TlIEE L% 135 72D ITEBYIC 19G
RS T AL HICLTWw5b, 4|, FEERLC
JERE AT BIEBI Tl 32 52203 5 72
DIEMENIEC 2 ), 19G RS % il L 72 E )
Z9BIR 3FITH Y, BRI RERRZ WL
# 20119 12 B1F BIEFT R Z 2 HEA DL EFED S
TREBNZ 261 (22%) (2§ E ol —F, KRB
R IEIE SAEAE$ A AERI Tl 19G ZRfil$Hd e Ehy
BHHEHT S e T, 136146T 19G 284
gHEHWEZA, 106 (7T7%) 2B \CREHT
A2 2B RO SN, FHEICHERIFET S
FEBI & LB L CHBEICRIF 2R TH -7 (p<
0.05) o BHFBIZIEIEASEAET BIERI Tl 15574~
TINVEEMERT 2 2 EpEEEZ b ILb . 4
DORESTIE, BASBIZ IR ASETES 2 e B CREERRT
A2 HE LIRS 72 2 6 1 B1id 19G 224
HEMRWER 7 THY, b9 1ENIAFEICHEN
O 7z 25G ZEHiIl4t (Echo Tip ProCore) % Fiwv»
TEB16 THh o 720 415, BRI AIAAET 5
FEFITIEY > TV E L SR A 720, I8
HAONER IS E VLI L2 EELTH Lw
EEZ LN,

Lol DMt I B 2R M E IR 2503 21 B h 5 Bl
(24%) IZBWTD S N27%, HE Gt TlB%E
PRIk & 2§, EVG S taniT) 2 LI &
) PZEMERIR I L BT SN2 BI D A STz, FEE
"%, BZEL-BIRTH S 2 LA HE fetad
AT R 8 72 35 B 0 LB 0 K 9 2 B IMBeAR
2B 5 FAENHIRE DR EDOBIZIE EVG 4ef
PHEMREHELTHY, EUS-FNA 7 &0V
RIZ B\ TREEEIIZ AIP 235 b 72 fER] T,

FZWrIZ 817 5 EUS-FNA o Hk 131

EVG #ett b A8 TIT 2 DWW fE A% _E
TN END,

H O i R R PR S T L 20118 12 B\ T,
O ARIOZMWIZIE ERP IZUETIE 278, BRI
FICILR R R B 2 PR & BBITICIE R
MIZ ERP 280HE ST 5, SRIME 217572
21 BB\ Tid, EUS-FNA HE TR SN72E
Blw% o722 bH D, ERCP #Jiifr S I/E
B 116 (52%) TdH - 720 419 FIZ BT AIP
LMDy, b6l GEFS, 13, 15,
17, 18, 20) I ERCP 25£jJtifrCH ), ERP 2T
FEE DOARIEIMEDGE H I T UL, 260 GER)
13, 17) 2562, #0460 GEBI 8, 15, 18, 20)
MUERESS L BT & T /2. ERCPIZBI LTI,
M FRIRBE D 72 6 | 2 JtA T PRI B 7 4 B R ER) 4, 10 O
£ 912 ERP IZC#ilaf 2 720, ERP {45138
HRIEE R & OB SR EE 2 iEF S AFET Do 2
D &9 HAERTIIFERRAYIZ EUS-FNA %47\, ¥
B AP /RIS AT R85 2 L A EE L
ZzbNhb, 2ZTICDC” I2BWVWTIE, 'EA
TOFZWEHEIZIZIERPIZEENTE ST, BRA
WZOWT MR, BEIHRZE, 2704 FRIG
M EOEM i/ B RETH ), 2R
2 ERP fRIIWZEE D% & o> T\, Sumi-
moto 51, WEARERINZEH 5\ 13 NI %
b 2 WEEEIHZ OB A1, ERCP & 1) & EUS-
FNA, a74MBELITSEL2M 7V T) Ao %
FRIELCTWwWb, F7, Kanno 5 (XBRREMRERE A
%L, ICDC*7 12 TL XL 1 ot % —obl k
72 S WEBITLE, AIP & BHFEOERIBIZa
THEBAHERESNL & LTBY, BIRAIZ AIP A8
SEO IR B VEEIE K % 520 2 3E61121%, ERCP 12
FAT L CEUSFNA 2179 2 L 2B L T 5,
41, AIP %24 % 1 CTEUS-FNA & ERCP @
PLERHT IOV TIE, FREPLEEEZ Hb,

ABHEICE L Tld, ERCP TldlEs, By
WML 7 E286~7% IZFIET 5 L HiE SN T3
7% B2 ERCP 2B 413 EREL L, BACH 22
faxl-EhZldbdb, —F, EUS-FNA Tz
i, WEgE, BEREgS, BRSO EOABHEIE—
EEIZ 2% DUT s S hTw Y, ShlokE
TIE, 160 GERI 11) 123\ T, EUS-FNA Hif7%
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H Hb 2 g/dL LI EOIKT % 526 72 A8l S 2 &
B9, B, EERL EOEHEDALN LD 5T,
FEF] 11 IZBEEREZE 12 L T 19G il é & AT
5 EZEH] L7228, 19G et & A 72356812136
PHEASHEIT 5 L OHE? b1, KEOZEHE
AV DA, RISz EOEHHEISHL
DFEBEPVLEEEZEZ 5ND, 2O DOEHEDT
Mo b 4% AIP ISKT 2 NHEEEZ RO 7V )
LN %ﬁﬁi?ﬂ“?é%%#% Hlbis,

AIP 12817 % EUS O #RRIZ N F AR =
I—-DEEEREEZ SN TWAEPY, £/ Hoki
5% 1% diffuse hypoechoic area, diffuse enlarge-
ment, extrahepatic bile duct wall thickening,
peripancreatic hypoechoic margins, duct penetrat-
ing sign (I L D AIP THEIZEL (AL, focal
hypoechoic area, focal enlargement (& AIP & U B

WICHBEIZE L AN ERE LTS, Ll
Kﬂ%ﬂ ATP |28\ Tl focal hypoechoic area, focal
enlargement % 72 % 7> &, diffuse or focal hy-
poechoic area, diffuse or focal enlargement TldJE
JiE & AIP L OfERIIHNEEEE 2z b b, 2T TH
WL a— 2B L TiE, BrEEEE LD EE IR D
OD@/J\*%*FEEJ%%%EH:%/?@L &% Z2 51 % linear or
reticular (tortoiseshell pattern) hyperechoic inclu-
sions (X EMEI] % 8 X 72 AIP CTFZ%, hyperechoic
inclusions 1 A 7 0 A FiG#ZISHIT 5 L
ENTW2Y, Sk RE L7z 21609 5 20 Bl
IZBWCRRBE AIP 23 8EbITB Y, AWFETIE
peripancreatic hypoechoic margins, duct penetrat-
ing sign (21 2 C linear or reticular hyperechoic
inclusions @ EUS At il 3 THH O F 12D THES
AT o728 T A,
inclusions, duct penetrating sign, peripancreatic
hypoechoic margins &% L& 15 61 (71%), 11
B (52%), 1260 (57%) 2RO SN, WTNOIE
BbH A% ED THBLU ERRED 5Nz, Ch%@
EUSFr iz AIP & BEJE & ORI HIC 2 V1% 5
EZ LN, AP LHEZ TE R WEMIZBWT AIP
THHI L2 TFTHMALEZ Nz, Ml
retrospective 2 ARESTd - 7228,
GRGEI DB EEZ BN,

linear or reticular hyperechoic

4% prospective

—~

s D
PONZN

=6

1)
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6)

8)

9)

10)

11)
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USEFULNESS OF EUS-GUIDED FINE NEEDLE ASPIRATION IN DIAGNOSIS OF
AUTOIMMUNE PANCREATITIS.
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We evaluated usefulness of EUS—guided fine needle aspiration (EUS-FNA) in the diag-

nosis of autoimmune pancreatitis (AIP) . We retrospectively reviewed 21 patients in whom

type 1 AIP was suspected and EUS-FNA was performed between January 2009 and June
2015. In EUS-FNA, more than 2 pathological findings characteristic of AIP (prominent infil-
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tration and fibrosis of lymphocytes and plasmacytes, ten or more diffuse IgG4—positive plas-
macytes per high—power microscopic field, storiform fibrosis, obliterative phlebitis) were
recognized in 10 (77%) of 13 cases with lesions located in the pancreatic body and/or tail,
although in only 2 (22%) of 9 cases with lesions located in the pancreatic head (one patient
has the two lesions located in the pancreatic head, and body and tail). Diagnostic ability of
EUS-FNA in AIP was satisfactory in cases with lesions located in the pancreatic body and
tail, in which EUS-FNA with 19-gauge (19G) needle was easily performed. How to obtain
sufficient materials for definite diagnosis of AIP may be the further problem in cases with
lesions located in the pancreatic head, in which EUS-FNA with 19G needle is not easily
performed. EUS findings, such as linear or reticular hyperechoic inclusions, duct penetrating
sign, and peripancreatic hypoechoic margins, were observed in 15 (71%), 11 (52%), 12 (57%)
of 21 cases, respectively.
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