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Giant Cell Tumour of the Talus: A Rare Case Report
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Abstract: Giant cell tumour (GCT) is a benign but locally aggressive tumour. It commonly involves the
epiphyseometaphyseal end of long bones. GCT rarely involves small bones of hand and foot. GCT of talus bone
is a rare entity and very few cases were reported in literature so far. We report about one 20 year old male
presented with pain right ankle for one year and swelling of right ankle for nine month with restriction of
movement of right ankle and subtalar joint. Plain radiographs and computerized tomography scan (CT) and
biopsy of talus bone suggested a diagnosis of giant cell tumour.
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. Introduction

Giant cell tumour (GCT) is described as neoplasm of undifferentiated mesenchymal stromal cells
neoplasm with presence of abundant, multi-nucleated giant cells. GCT is basically a benign but locally
aggressive’ tumour which involves the epiphyseometaphyseal end of long bones. It is commonly seen in the
distal femur, proximal tibia, distal radius and proximal humerus in descending order of frequency.? GCT is
uncommon in the small bones of hands and feet. Very few cases of GCT talus are reported.® It commonly found
in third decade of life. GCT of small bone of hands and feet occur in slightly younger age group with higher
incidence of multicentricity. *

Histopathology shows osteoclasts like multinucleated giant cells. There is no correlation between
histological appearance and biological behavior.® GCT is known for high local recurrence® and undergoes
malignant transformation in only three percent cases.®

Il.  Case Report

A 20 years old male presented with pain in ankle joint for last one year and gradual swelling (Fig
1)over the antero-medial aspect of right ankle joint since last nine month. There was no history of trauma, fever,
cough, haemoptasis. Examination revealed swelling was diffuse and bony hard in consistency and 7cmx3cm in
dimension in anteromedial aspect of right ankle. Patient had mild tenderness over swelling on deep pressure
without any sign of inflammation or infection such as erythema, induration or local raise of temperature. There
was restriction of movements of ankle and subtalar joints. He had antalgic gait.

Routine blood examinations and chest X-ray are within normal limits. Plain radiograph (Fig 2, 3) of
right ankle shows multiple osteolytic lesions with thin cortical outline in some part of talus and narrowing of
joint space of ankle and sub-talar joints. CT scan (Fig 4, 5) of right ankle reveals generalized osteopenia with
extensile lytic lesion involving whole of the talus with deficient antero-superior cortical margin. General survey
and a chest radiograph (Fig 6) were performed to rule out multicentric disease and pulmonary metastasis.
Histopathology (Fig 7,8) report showed a neoplastic lesion composed of spindle shaped stromal cell and evenly
distributed giant cell.

I1l.  Discussion

GCT is a benign but locally aggressive neoplasm with high tendency of local recurrence. This tumour
are very commonly encountered in long bone in clinical practice, lesion involving talus is very uncommon.
Goldenberg et al, in their series of 218 cases found only one case involving talus.” In the series of 208 cases by
Sung et al, one case reported.® as the lesions affecting small bone of hand and feet are often multicentic in
nature, a comprehensive investigation for other lesions is emphasized. *

In long tubular bones radiological differential diagnosis include aneurismal bone cyst, non-ossifying
fibroma and chondroblastoma. The conventional radiographs of long bone GCT demonstrate a lytic lesion
centered in the epiphysis but involves the metaphysis and extending at least in a part to the adjacent articular
cortex. The tumour usually bulges beyond the confines of the cortex which undergoes varying degree of
resorption. Apart from a thin shell of periosteal new bone outlining the outer surface of tumour, no periosteal
reaction is appreciated unless a fracture is present. However the radiographic features of giant cell tumour at
sites other than long bones are nonspecific and they are not unlike other osteolytic processes.’

DOI: 10.9790/0853-14237274 www.iosrjournals.org 72 | Page



Giant Cell Tumour of the Talus: a rare case report

Giant cells in histopathology are also commonly found in other lesions, the so-called variants of giant

cell tumours. These lesions include non-ossifying fibroma, unicameral bone cyst, localized osteitis fibrosa,
aneurysmal bone cyst, chondromyxoid fibroma, benign chondroblastoma and the “brown tumour” of hyper
parathyroidism.®
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Fig 2:

AP vieW of right ankle Fig 3: Lateral view of right ankle
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Fig 6: Chest radiograph shows no pulmonary metastasis

Fig 7: Microphotograph showing the expansile growth composed of stromal cells and giant cells between the

bony trabeculae(black arrows). Inset shows osteoclast-like giant cells (blue arrow) in close approximation with
the trabeculae.(H&E; X100).

Fig 8: Microphotograph showing the regular and uniform distribution of large, multinucleated osteoclast-like
giant cells( white arrows) within the bland looking stromal cells(H&E; X100) Inset shows one such giant cell in
higher magnification H&E; X400)
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