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Le centre antirabique de l'Institut Pasteur de 1'Iran ( Téhéran; 69
Avenue Pasteur ) est jour et nuit 4 la disposition des blessés par les
animaux suspects, et les blessés sont priés de se présenter immédiate —
ment aprés la morsure & cet Institut ou, dans les provinces, aux services
sanitaires .

RESUME

La névrose rabiforme ou ** fausse rage '’ n’est pas une simulation mais
bien le résultat d’une psychose vraie, trés grave dans ses conséquences
( danger de suicide ) .

Plusieurs observations de cette névrose sont soumises ici & l'atten.
tion des confréres et spécialement des psychiatres qui possédent mainte -
nant les moyens de traiter ce type de névrose.

SUMMARY

The Rabiform Neurosis or. ““ False Rabies '’ is not a simulation,
but it is the result of true psychosis, The consequence of which is very
severe (danger of suicide).

Here, several observations of this nourosis are brought to the at-
tention of the Colleagues, specially the Psychiatres who, now, have the
facilities to cure this type of Neurosis.
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ANEURYSMAL BONE CYST
Report of four cases

A. Modjtabaig® S. Sarkisiang¥¢® H. Saleh¢3psd

This is a cystic lesion situated under the periosteum usually in the
metaphysis of the long bones, and has radiologically a * Blown - out

appearence. Histologically it consists of vascular fibrous tissue. The ves-
sels have no muscle in their walls and no aneurysmal changes.

In 1942 Jaffe and Liechtenstein (5) gave a comprehensive discrip -

tion of the lesion and coined this name on radiological and histological
ground .

Before Jaffe discribed this lesion, many cases were diagnosed and
treated as malignant or giant cell tumors of the bone (4). ;
Since Jaffe and Liechtenstein gave a full account of the lesion there
has been many publications on this subject. ( Bhaskar et al. 1950 (2).
MacCarty et al. 1961 (7). Donaldson 1963. Subramanian and Mathias(8).
Ebling and Wagner 1964 (4) . Sarkisian and Modjtabai 1965 ( 9 ) . have
given more detailed account on this intersting lesion.
Sex incidence : Seems to be equal in male and female.
Age incidence ; 907, of the aneurysmal bone cyst are seen under the
age of twenty (7). ‘
Site

X3

It is commenly seen in long bones and spinal column
and rarely seen in other bones® When involving long
bones it always occure in metaphysis and never be-
yond the epiphysical line (5).

Only four cases so far have been reported in cranio-
facial bones (4-7).
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In 1958 Bernier Bhaskar discribed two cases involving the man -
dible, one in an eleven years old girl and another in a woman of fifty-
nine. These two cases were the second and third cases known to have
occured in the craniofacial skeleton (4) MacCarty gave an account of a
case occurring in the occipital bones (7). Our study includes two such
cases (Cases 1.V.)

CLINICAL MANIFESTATION :

The patient usually gives a history of trauma a short time prior
to onset of complaints. Whether trauma has any bearing to the aetiology
or just calls attention to the lesion is a matter of much controversy.

When _the lesion is in the long bones the patient usually gives a
history of pain of a few months duration accompained by a gradually
increasing swelling, -and when the swelling is near a joint the pain is

likely to be aggravated by movement.

When the lesion is in the -vertebral column, the pain and stiffness
in the drea involved is the first complaint, as the lesion progresses, neu-
rologidal signs will usually appear. The thoracic lesion may give rise to
weakness of the lower limbs and the lumbar lesion may produce distur-
bance in bowel and bladder control. In cases of advanced lesion the

vertebral column collapses causing aggravation of signs.

RADIOLOGY :

The usual radiological app‘éarence is a “ Blown out " distension of
the periosteum in the diaphsis of a long bone which is limited by the

epiphysial plate. It is this appearence that directs attention to the posibi-
lity of aneurysmal bone cyst. Distended periosteum is usually outlined by
a paper thin subperiostal bone shell. The bulged out area may present

a “soap bulle ' appearence.

When the lesion is in the vertebral column and the vertebral body
has collapsed the “ Blown out '’ appearence may not be so clear.

In the long bones the lesion is usually eccentric and is limited by
the epiphyseal line.

TREATMENT

There is general agreement that the treatment is always surgical and
the results are most gratifying.

Aneurysmal .

'MATERIAL :
CASE I: N

A thirteen years old girl complained of headach s
to admission, soon after the headache started she nonCedX'gWeeks
the left frontal bone, the pain become so severe that Sh a SWem Dri@r
sedation for its relief.
Patient gave a history of trauma at the age of Toue R ea\}y
tumor. On examination there was a swelling in"the left. fro at t'he_
tal bones soft in some areas tense in others, it did ng¢ intal an Sitg of

and measured 7 X 12 Cm. , , o 'nVOIYeg thgpafie’;
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sure was 120/80, chest X ray was normal, Skull X Tayg Bl%;l‘“?;'za,r
mass thh. a thin wall having blown out appearence an 0“’16(1‘ f"Dres\
trabeculae in the cyst. Cerebral angiography was nOrmy) thér‘e'icystic
Operdition : Were

Under general‘anesth‘ésia the mass was removeq

dura was covered with skin graft. (Fig 1. 2. 3. 4). ndthe o .

Histology : poﬁsed

" The lesion consists of honey - comb spaces, betWee

walls. this is a soft reddish brown tissue. This tissue ; ~ 3ng

thin walled blood spaces with heamorrhages between the be rmeategn itg
These blood vessels have no muscles cell in thej, w‘ Wlth
There are also phagocytes laden with heamomderm S.

giant or endothelial like cells, which line and surround the multlnu

Between vascular spaces and surrounding them jg fr bSe Spag Qlear

e

nective and bone tissue. SCuly, 0:
The giant cells are mostly seen in heamorrhagic ar " Cop

. SR . Ca
and heamorrhagic areas where organization is taking Place 5.

the small blood vessels can be seen. (Fig. 10. 14. 15 hrgmb Dact
19,)

CASE 11 : | *op
A boy of 13 years of age was admitted to the |
plaining of pain and swelling in the lower. region, Th OSDital
noitced a year prior to admission but pain started , £ Wellln Com
with the swelling increasing in size. For the last Mo,
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In 1958 Bernier Bhaskar discribed two cases involving the man -
dible, one in an eleven years old girl and another in a woman of fifty-
nine. These two cases were the second and third cases known to have
occured in the craniofacial skeleton (4) MacCarty gave an account of a
case occurring in the occipital bones (7). Our study includes two such
cases (Cases 1.V.)

CLINICAL MANIFESTATION :

The patient usually gives a history of trauma a short time prior
to onset of complaints. Whether trauma has any bearing to the aetiology
or just calls attention to the lesion is a matter of much controversy.

When _the lesion is in the long bones the patient usually gives a
history of pain of a few months duration accompained by a gradually
increasing swelling, .and when the swelling is near a joint the pain is

likely to be aggravated by movement. k ,

When the lesion is in the vertebral column, the pain and stiffness
in the drea involved is the first complaint, as the lesion progresses, neu-
rologidal signs will usually appear. The thoracic lesion may give rise to
weakness of the lower limbs and the lumbar lesion may produce distur-
bance in bowel and bladder control. In cases of advanced lesion the

vertebral column collapses causing aggravation of signs.

RADIOLOGY :

The usual radiological appe'arence is a “ Blown out ™ distension of
the periosteum in the diaphsis of a long bone which is limited by the
epiphysial plate. It is this appearence that directs attention to the posibi-
lity of aneurysmal bone cyst. Distended periosteum is usually outlined by
a paper thin subperiostal bone shell. The bulged out area may present
a “soap bulle "’ appearence.

When the lesion is in the vertebral column and the vertebral body
has collapsed the “ Blown out '’ appearence may not be so clear.

In the long bones the lesion is usually eccentric and is limited by
the epiphyseal line.

TREATMENT

There is general agreement that the treatment is always surgical and
the results are most gratifying.

) Aneurys‘mal' B 9

"MATERIAL :
CASE 1: h

eyt
‘ o

A thirteen years old girl complained of headache :six:weeks prior
to admission, soon after the headache started she nothed a us‘wellmg in

the left frontal bone, the pain become so severe that she requ1red heavy
sedation for its relief. ' IR e

Patient gave a history of trauma at the age of four at’ the site" of
tumor. On examination there was a swelling in" the 'left. frontal and - parig:
tal bones soft in some areas tense in others, it did not .involve. the scalp
and measured 7 X 12 Cm. L

mriiatraty

There was no abnormahty in central nervous system Blood . pres-
sure was 120780, chest X ray was normal, Skull X rays showed a cystic
mass with a thin wall having blown out appearence and thére  were
trabeculae in the. cyst. Cerebral angiography was normal.

Operition :
Under general anesthesia the mass was removed and the exposed
dura was covered with skin graft. (Fig 1. 2. 3. 4).

Histology :

" The lesion consists of honey - comb spaces, between and on its
walls. this is a soft reddish brown tissue. This tissue is permeated with
thin walled blood spaces with heamorrhages between them.

These blood vessels have no muscles cell in their walls.

There are also phagocytes laden with heamosiderine and multinuclear
giant or endothelial like cells, which line and surround these spaces.

Between vascular spaces and surrounding them is trabeculae of con-
n’ectiverand bone tissue. o

The giant cells are mostly seen in heamorrhagic areas. In compaet
and heamorrhagic areas where organization is taking place thrombosis of
the small blood vessels can be seen. (Fig. 10. 14. 15. 19.) '

CASE II:

A boy of 13 years of age was admitted to the hospital com -
plaining of pain and swelling in the lower region. The swelling was
noitced a year prior to admission but pain started a few months later
with the swelling increasing in size. For the last month he had noticed
weakness in both legs and difficulty with micturtion. There was no his_
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tory of trauma. On examination the child appeared wellbuilt. There was
a swelling in the lower lumber region measuring 10 X 8 Cm. in diame-

ters, it was tender, tense and fixed to the deep structure the overling

skin was normal.

X Ray Examination:

X ray examinatién revealed a cystic swelling with blown out ap-
pearence in-the spinal process of the third lumber vertebra limited by a
thin layer of bone (Fig. 8 and 9).

‘ A myelogfam showed -obstruction at the level of the third lumber
vertebra. A provisional diagnosis of aneurysmal bone cyst was made which

was confirmed later by biopsy (Fig. 8. 9.).
Operation :

Tue whole tumor including the spinous processes of second and
third vertebra and adjoining tissue was removed and dura at this level
was exposed. The patient made an eventful recovery the weakness. of the
legs dissapeared, completely and he gained full control of his mictution.

Histology :

Microscopic examination under low power demonsrates a cellular
tissue interlaced with many cavities filles with fresh blood. Under higher
power the tissue is composed of two components :

1- A well vascularized fibroadipose tissue at the periphery.

9. A more compact tissue containing numerous multinucleated giant
cells and bony trabecules.

The latter part borders the large and small cavities. Some of these
cavities are lined by a thin endothelium with an underlynig reticulum ,
while others are devoid of endothelial lining. There are many slits and
smaller blood channels in the more compact zone. Some of these chan-
nels are filled with blood or plasma. Many of the vessels shows a muscle
coat with or without intimal fibrous proliferation (Fig. 17. 20.).

There are some arteries and veins whose walls are quite thickened
and their lumens are obliterated by the intimal thickening.

Outside of the vascular channels and surrounding the cavities many
heamosiderine lay on macrophages are present.
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CASE III:

‘A five years old girl was admitted to the hospital complaining of
swelling and pain of two months duration in the lower end of the left
forearm. There was no history of trauma. On examination there was a
swelling over the lower end of the left Ulna which was tender on pres-
sure The skin was intact and there was no limitation of movement.

X ray examination :

X ray showed a cystic swelling in the lower end of Ulna limited
by epithyseal plate. The periosteum was thickened and ther was a thin
layer of new bone under the periosteum. The cyst had a typical soap
bulle appearence. (Fig. 6. 7.).

Operation :
The cyst was exposed and removed there was profuse bleeding from

lesion during the operation but it stopped completely after the cyst was
removed.

Histology :

There is a distinct fibrous stroma but fewer giant cells. Blood filled
cavities and vessels are of the same architacture as mentioned in case II.
There are zones of calcification and intimal fibrous proliferation also.

Case IV.

A twenty years old woman was admitted to the hospital complain-
ing of sever pain of many months durations in the right iliac fossa .
The pain started after a full three months prior to her admission and the
pain become aggrevated by movement.
X ray:

X ray of the iliac bone showed a cystic swelling with a soap bulle
appearence. (Fig. 15).
Operation :

The lesion was exposed and curetted out, there was profuse bleed-
ing but the bleeding stopped as soon as the cyst was exposed. The
patient made an eventful recovery.

Histology :

There are many dense bony trabeculae rmbedded in a reactive fib-
rous stroma.
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Numerous giant cells and macrophages are distributed among bony
trabecular, Some vascular spaces and irregular cavities are interlacing the
bony structure and fibrous tissue.

DISCUSSION

Although it is maintained that trauma has no part in etiology of
this tumor ( 3) two of our cases gave a history of trauma case I four
years pritor to onset of symptoms and case IV a fall initiated the pain.

Bleeding in a pre - existing bone lesion is thought to be another
etiological factor (6) but in cases where the whole lesion has been ex-
cised and studied carefully there has been no evidence of per - existing
pathology (8)

liechtenstein ( 6 ) believes the most likely mechanism is something
that alters the blood supply of bone produbing reabsorbtion of both
cortex and medulla, raising the periosteum, with formation of new bone
sub -7periosteally and progressive expansion of lesion.

The presence of multinuclear giant cells, specially aggregating around
the blood spaces with areas of bleeding, gives the impression of reactionary
nature compared with giant cells one encounters in osteoclastoma which
is of neoplastic origin. o L o

We have come accross thrombosis in small blood vessels in two of
our cases (9) and it is possible that trauma has caused hemorrhage or
thrombosis which have produces an active dynamic process leading to the
formation of the Iesion.

Edling believes that Aneurysmal Bone Cyst is a manifestation of
subperiostal dysplasia. We do not agree with this, and believe that Ane_
urysmal Bone Cyst is a separata entity with special pathologcal, radio -
logical and clinical manifestations.

Aneurysmal
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Summary

In this paper pour cases of aneurysmal bone cyst are reported
and the different etiological factors considered.

We believe that aneurysmal bone cyst disease entity with patholo-
gica , radiological and clinical charateristics.

Resumé

Nous avons etudier quatre cas du kyste anevrysmal de l'os et
nous avons mentionner les differents facteurs etiologiques probable de
cette maladie.

Nous pensons que le kyste anevrysmal de 1'os est une entité cli -
nibue, pathologique et radiologique.

Legend of figures
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