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o T 2 BES FAE 2006d 22 WEsAd. AW 27 #FEAH(Fig. 2). 20069 3¥ FH=
WAl AAARG 25 dE] 293 sbeel sl tE=E %ﬂé% AAlE 2 1F &= (APC, LIMA
9t FEo] x4 H9len Ak B udE  revision system), F Fo|dS B3 AR FAlE
TEFNE Btk @ AN AAPE #5 diE Algsi o (Fig. 3), 7% F Al dAl FEo
= AR AA B2 xFein], nwd FHow AAAMY dRIY WEA FTEFoR IHo
gAete o v B3y T 2U4aA #EEYe #H(Fig. 4), AAFoR Fgo| Iy LA BEE
W (Fig. 1A), A3 974 AAPMRD &5 o A @t e 5 F Bzt Aldgdy
HE A5 WS 9o A5l ez udd A ooy R A Ado=® sistay AIvt
W AAE HolE 8x10X10 cm 37|19 29 3% 657 A% AA=EJeH, I Ale] T a4 AL
o] Hle ¥ o4 #FHAK(Fig. 1B). A3 9 A7 #H Ho|rt Bt (Fig. 5), 2005 549
¢ Aeks fal T A RS Aldsaen, 3 Ax B #o AR AbgetA HAk

B =22 AAPE vlad Balert 2 e =

S 24 #FHAY. olF e FiEox dAA LS

ole] o RIS 3l AldAe #H ks dEHEY

(CT) & Al Z25AF HAF & Holg oJ4led vt WEA FEES T BHdA e, 8%
A JEEA Fodth. A= e 27H AFRE 9 5%E AA S HlnA =R A AR 34
25 oiE 2 2@l 79le] 53] ozt g Tl Fde|tht?. o= Aol ¢Ed 20~30d oA lA]
S7Fe Zasta, old tiElA e A A A sdehe, FEEe] IR Z3HEel o3k
7189 942G (MRDS A, A 9874 oA F2 TR SAeR FEA dud F
FH9 A7) 13x11x15 ecm &2 7] 37t &4 B9 A7t 7P &8, B ddd ¥4 2%
Holom oo #AER] FUW Q17 2HoR o Hem #ET F Uk WA LAd T

Fig. 1. (A) Radiographs revealed a large
ossified mass attached to the proxi-
mal femur. (B) MRI showed a huge
mass of tumor invading into the hip
joint, but the surrounding structures
of soft tissues were spared.
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APC, LIMA® revision system

Fig. 3. The patient underwent an en-bloc resection of the
tumor, and proximal femur reconstruction with
APC (alograft prosthesis composite) and revi-
sion total hip system.
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Fig. 4. The histological examination of obtained speci-
men showed parosteal osteosarcoma with dedif-

ferentiation.
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Fig. 5. (A) The CT scan showed local recurrence of the tumor. (B) The chest radiograph showed distant lung metasta-

sis of the tumor.
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Dedifferentiated Parosteal Osteosarcoma
- A Case Report -

Ki-Sun Sung, M.D., Moon-Jong Chang, M .D. and Kyung-Sub Lim, M.D.

Department of Orthopedic Surgery, Samsung Medical Center,
Sungkyunkwan University School of Medicine, Seoul, Korea

Dedifferentiated parosteal osteosarcoma is an uncommon variant of osteosarcoma.
Dedifferentiation is known to be associated with a greater metastatic potential and a more rapid
lethal clinical course. Thus recognition of dedifferentiation is important to establish the treat-
ment strategy. But there may be few significant clinical clues to distinguish between dedifferen-
tiated parosteal osteosarcoma and conventional one. A 29-year-old woman presented with 2-
year history of discomfort and swelling in her proximal thigh. Examination showed a large,
hard, non-mobile mass. Radiographs revealed a large ossified mass attached to the proximal
femur. Diagnosis of parosteal osteosarcoma was established by MRI and needle biopsy. But she
had a history of abrupt severe thigh pain and increased swelling before surgery. Follow up MRI
showed enlargement of mass with invasion to muscle around tumor. The patient underwent an
en-bloc resection of tumor and reconstruction. Histological examination showed parosteal sarco-
ma with dedifferentiation. The patient expired due to local recurrence of tumor and distant lung
metastasis 2 months after the surgery. In case with rapid growth of alesion or unusua severe
pain, one must have a high index of suspicion with regard to dedifferentiation.

Key Words: Femur, Parosteal osteosarcoma, Dedifferentiation
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