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) .eiﬂa A'F view. There are
conglomerated calcified densites within the
well defined osteolytic lesion.

:E
ﬁl‘ multiple and

— 23b —



o g 2] e 5] 7]

Fig. 2. CAT scan of the pelvis. There is conglomerated
dense bony lesion with scattered low density
area at left iliac wing.
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Specimen  X-ray. Relatively well defined
osteolytic lesion with partial sclerotic rim in
the left iliac wing. Dense conlomerated calcific
densities are noted within the mass lesion.
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Fig. 4. Gross specimen of the resected specimen. Cul
surface shows brownish firm mass and whitish
calcified spots with hemorrhagic
degeneration. Overlying cortical bone appears
not involved.
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Fig. 5. Photomicrography of the representative area showing osteoid and calcified
trabeculae formation, so-called spiculated blue bone. (H-E. 100}
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Aggressive Osteoblastoma
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Disteoblastomas were originally thought to be lesions
that could be controlled with minimal local therapy,
including curettage. However, at least some of the
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osteoblastomas with an unexpectedly active clinical
course had histololgic featurez which differed from
ordinary osteoblastomas, and the term aggressive
osteoblastoma was given to these lesions. In the
agpgressive osteoblastoma the osteoblasts are
cyvtologically atypical. In addition, the well organized
trabecular patterns of typical osteoblastoma is partly

lacking, especially in the areas that are rich in atypical

osteoblasts.

The case report deals a case of aggressive osteo
blastoma of the left iliac wing in a 44 year old male. The
interesting radiologic manifestational(plain x-ray, CAT
and radionuclide bone scan) and characteri tic
histologic findings are presented along with review of

pertinent literatures,
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