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I Abstract

Giant Cell Tumours are benign, aggressive tumours typically found in
the metaphysis of long bones, most commonly at the distal femur and

proximal tibia. These most commonly affect long bones. We describe a
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rare occurrence of GCT in the talus bone of a young female, highlighting
the clinical presentation, diagnostic process, treatment modalities,
and outcomes, in this case report. The report also emphasizes the

importance of early detection and appropriate management to prevent
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Introduction

Giant cell tumor is a benign bone neoplasm of mesenchy-
mal origin, identified by multinucleated giant cells [1]. GCT is
a locally aggressive tumor of bone composed of proliferation
of mononuclear cells with scattered macrophages. It occurs
between 20 to 40 years, with a 56% predominance in females.
However, giant cell tumors of the talus are rare and account for
a small percentage of all cases. The talus, being a weight-bear-
ing bone, poses a unique challenge in terms of treatment due
to its importance in foot mechanics. The talus is an uncommon
site for ABCs. Involvement of the RANK pathway is believed to
contribute to the pathogenesis of GCT.

Case presentation

A 23-year-old female presented with complain of right ankle
pain for the past five months which was insidious in onset, grad-
ually progressive, non-radiating, localized to the anterolateral
aspect of the right ankle. The pain was dull in character, persis-
tent, and aggravated by weight-bearing activities & relieved on
medications & rest. There was no history of trauma or any other
similar incidence in the past. On examination of the foot, there

complications, including pathological fractures & joint dysfunction.

was no visible or palpable swelling with no skin changes, normal
local temperature, and tenderness to deep palpation was not-
ed on the dorsal aspect of the ankle. The distal neurovascular
integrity was intact. Ankle Radiographs showed a well-defined
expansile lytic lesion in the talus bone. Further imaging studies
were performed to confirm the diagnosis.
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Figure 1: MRI study of the right ankle revealed an expansile
intraosseous lytic lesion of the talus with a narrow zone of
transition, suggestive of primary benign bone disease, likely
\\aneurysmal/ unicameral bone cyst as the diagnostic possibility. /
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Figure 2: Based on the clinical findings and imaging studies diagnosis of ABC of talus bone was made. We
considered giant cell tumor, aneurysmal bone cyst and simple bone cyst among the diagnostic differentials.
The nature of the lesion, the diagnostic differentials, different treatment options, and possible outcomes were

\

discussed with the patient prior to obtaining an informed and written consent.
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Figure 3: The patient reported significant improvement in pain. Follow-up imaging at 6 months revealed
\\satisfactory healing of the talus with complete resolution of the cystic lesion. Y,
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Treatment

The management of GCT involves a range of options, includ-
ing curettage, bone grafting, sclerotherapy, and, in rare cases,
resection of the affected bone. The aim is primarily to alleviate
symptoms and prevent complications, such as fractures or joint
dysfunction. In our patient, the decision was made to proceed
with curettage and bone grafting. Extended Curettage is a wide-
ly used technique for managing GCT, as it allows for the removal
of the lesion and preserves the surrounding bone structure.
After curettage, the cavity was filled with an autologous bone
graft from the iliac crest, which maintains the structural integ-
rity of the talus & promotes healing. Post-operatively, the ankle
was immobilized in a non-weight bearing below knee cast for
12 weeks.

Outcome and Follow-up

Histopathological study showed fibrocollagenous tissue
comprising of large number of non-neoplastic osteoclastic like
giant cell along with mononuclear cells, features suggestive
of GCT. After 3 months Rehabilitation protocol focused on re-
storing range of motion, was started. The patient reported sig-
nificant improvement in pain. Follow-up imaging at 6 months
revealed satisfactory healing of the talus with complete resolu-
tion of the cystic lesion. The bone graft had integrated well with
the surrounding bone & there was no recurrence.

Discussion

The favored sites of presentation are the vertebrae, flat
bones, and metaphysis of long bones [3]. The talus is an un-
usual site for GCT. They typically affect individuals in the sec-
ond or third decade of life, with a slight female predilection.
Although GCT are most commonly located in the long bones,
such as the femur, tibia, and humerus, their occurrence in the
talus is exceedingly rare. Clinical manifestations of GCT vary de-
pending on the location, size, and aggressiveness of the lesion.
In most cases, patients present with localized pain, swelling,
and, in some cases, pathologic fractures. The ankle joint, as in
our case, is relatively uncommon for GCT, making the diagnosis
particularly challenging. Imaging is essential for the diagnosis of
GCT. Radiographs typically reveal a lytic, expansile lesion with
well-defined borders. MRI is the gold standard for evaluating
the lesion’s internal structure, demonstrating the classic mul-
tilocular cystic appearance, fluid- filled spaces, and septations.
CT scans may be used for further evaluation, especially in cases
with significant bony destruction or when surgical planning is
needed. The differential diagnosis for an expansile lesion in the
talus includes other benign lesions such as giant cell tumor, os-
teoblastoma, chondroblastoma, and fibrous dysplasia, as well
as malignant lesions like metastatic bone disease. A biopsy may
be required for definitive diagnosis, though imaging findings
and clinical presentation are often sufficient for a presumptive
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diagnosis. Many authors have described excellent results with
intralesional extended curettage and bone grafting for lytic le-
sions that were well localized within the talus [5-7].

Conclusion

GCT in the talus are extremely rare and due to their similarity
to other bone lesions & uncommon location can present diag-
nostic challenges. Through appropriate imaging, Early diagnosis
is crucial for accurate identification and treatment planning. Ex-
tended Curettage and bone grafting remain effective treatment
options for GCT, and with timely intervention, favorable out-
comes can be achieved. This case emphasizes the importance
of considering GCT in the differential diagnosis of bone lesions
in the talus, particularly in young patients presenting with un-
explained ankle pain.
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