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an immunologic reaction, although the identity of the presumed
triggering antigen is not known. A hypersensitivity reaction to
therapeutic agents such as penicillin, sulfonamide, and phenytoin
has been postulated as a possible mechanism in the development
of AlL. Anticonvulsive therapy with phenytoin has been found in
association with histologic changes in lymph nodes similar to those
in AlL, as well as development of Hodgkin's disease and malignant
lymphoma (3). The rapid downhillcourse of most reported cases
of angioimmunoblastic lymphadenopathy has been due to devel
opmcnt of fulminating infection, renal disease, or cardiovascular
disease. The radiographic findings in AlL arc similar to those of
lymphoma (5). However, the rapid development of hilar or
mediastinal lymphadenopathy seen in our two cases are very useful
clues in the diagnosis of AlL. The lack of anterior mediastinal
involvement is another feature that helps to distinguish this con
dition from Hodgkin's disease (5). The importance of differen
tiating AlL from Hodgkin's disease and other lymphomas has been
emphasized (6), since therapy with cytotoxic drugs is not only
ineffective in AlL but is potentially harmful, increasing the pa
tient's susceptibility to infection. Scintigraphic findings arc non
specific. However, both ofour patients had rapid onset of lymph
adcnopathy and markedly abnormal gallium scans. We feel these
scintigraphic findings, and the radiographic findings of the lung
in patients who have had rapid onset ofadenopathy are strongly
suggestive of Al L. Lymphoma or sarcoidosis has much slower
clinical manifestation. Moreover, radionuclide imaging is useful
in assessing the course of AlL under different therapeutic regi
mcns, and permits early detection of metastatic involvement when
the malignant course of this disease ensues.

CHANH. PARK
GABRIELCERON
ThomasJefferson University Hospital
Philadelphia,Pennsylvania
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UnusualSpreadofJuxtacorticalOsteosarcoma

A 5 1-year-old housewife complained of a gradual onset of
stiffness and discomfort in the right knee. This began I 5 mo before
presentation and occurred only when she flexed her right knee
fully. Over the last 3 mo, she found the knee becoming stiffer and
more uncomfortable when walking. She had no other complaints
and her general health has always been good.

On examination, she was found to have a firm swelling in the

FIG. 1. Typical radiographicappearanceof paraosteal sarcoma.

posterior aspect of the thigh just above the knee. There was limi
tation of flexion of the knee to 90Â°.No other abnormal findings
were noted on admission.

Except for an alkaline phosphatase of 185 IU, all biochemical
investigations, were normal. Full blood count and ESR were nor
mal. A radiograph of the femur showed a very typical appearance
of a juxtacortical osteosarcoma with a well-definedcauliflower
shaped mass of bone on the posterior aspect of the distal femur
(Fig. 1). Biopsyof the tumor showedthat the bonewasverydense,
with no soft component of the tumor. Once again, the appearances
were those of a juxtacortical osteosarcoma. In response to a sur
prisingly positivefinding in a staging whole-bodybone scan With
Tc-99n@methylene diphosphonate (Figs. 2 and 3), the left temple
was carefully examined. A 2.3-mm nodule was excised from the
scalp and sent for microscopy.

Two weekslater, the distal 160mm of the right femur was cx
cised and replaced with a Stanmore femoral replacement including
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FIG. 2. WhOle-bOdybone scan. Note intense uptake over primary
tumor and questionable very small focal area of uptake in the
skull.
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might occur. The scalp nodule was reported as showing regular
boneand osteoblastssimilar to that in the previous biopsy in the
more differentiated areas. Study of the surgical femur specimen
showedthe features of the tumor to be essentiallysimilar to those
reported before. However, there were frankly sarcomatous dc
ments seen at the base of the biopsy and there was evidence of
extension, both into the medullary cavity and into the surrounding
soft tissue. The impressionwas that the behavior of this lesion is
likely to be worse than that of a typical paraostcal osteosar
coma.

She wasseenagain in the combinedbone-tumorclinic3wklater,
walking well. A chest radiograph performed at this time showed
no abnormality, but a bone scan (Fig. 4) was positive.She was
readmitted 2 wk later and tomograms of the lung fields showed
metastases in both mid zones. On this occasion, a repeat whole
body scan showedrapid progression in several lung deposits pre
viouslydetected.

Juxtacortical â€œparaostealâ€•sarcomas are rare, constituting less
than 5% ofall osteosarcomas. These tumors arise from periosteum
and tend to grow slowly. The malignancy is usually of low
gradeâ€”a cure and a survival of up to 9 yr have been reported (I).
Eventually, however, soft-tissue lung deposits tend to occur.

Usually these tumors occur between the ages of 20 and 40 yrs,
but in this particular case, it wasdiagnosedat age 51. At the time
of presentation, the whole-body bone scan revealed metastatic
spread to the â€œskullâ€•and it was the emission tomogram that re
vealed the deposit to be within soft tissue ofthe left temple and not
in bone. The follow-upwhole-bodybone scan was again the first
investigation to demonstrate soft-tissue lung secondaries, later
confirmedby chest radiograph and tomography.The particularly
rapid spread of this tumor was provedagain on the repeat whole
body bone scan.

The dramatic appearance of a 2.3-mm lesion in the emission
tomogram points once again to the importance of the signal-to
noise ratio and contrast resolution, rather than spatial resolu
tionâ€”inthis case FWHM-9 mm (2)â€”withinnuclear medicine
imaging techniques. The improvement in lesion demonstration in
depth with an emissiontomographic scanner is once again docu
mented.

A rare case of a paraosteal sarcoma is presented. The unusual
pattern ofspread wasdiagnosedfirst by meansof whole-bodybone
and emissiontomography techniques.

P. J. ELL
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[T5Se]Selenomethionine Uptake by the Pancreas
The interesting paper by Atkins and Som (I ) on the effects of

growth hormone and somatostatin on the uptake of [75Se]sele
nomethionine by the pancreas raises the broader issue of the
factors that influence the uptake of radiopharmaceuticals by the
pancreas. Several years ago we made a study of the influence of
pretreatment with a variety of agents on the uptake of seleno
methionineby the rat pancreas.The substancesselectedwerethose

WINDOW 51X/ OX ENHANCE 8

301 401
CH@Th A 170/127

1.

Volume 21, Number 2 191

283 218
CHAN B 168/130
TILT ANGLE - 3

FIG.3. Top:Emissiontomogramsof skullprove lesionto be within
soft tissue. Bottom: Conventionalgamma camera scans of skull.

the knee joint. She made a satisfactory postoperative recovery and
was discharged 3 wk later, walking satisfactorily and attending
the Physiotherapy Department for knee mobilization.

The original biopsy was reported as showing features of osteo
sarcoma. This diagnosis was reviewed in the light of the radio
logical and operative findings, and in the review report it was
suggested that the neoplasm could be regarded as falling within
the spectrum of juxtacortical osteosarcoma but that recurrence

FIG.4.Soft-tissuelungdepositsdemonstratedonwhole-bodybone
scan at a time when chest radiographwas negative.




