Giant Cells Tumour of the
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A Case Report
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ABSTRACT

Giant Cell Tumour (GCT) of the hand phalangeal bones are rare but with local aggressiveness and high risk of recurrence. Their
treatment is exclusively surgical. We report a case of GCT occurring in the third phalanx of the index. A 83-year-old woman, right-
handed, presented with a painful tumefaction of the distal phalanx of the right index finger. Examination revealed a swelling of the
distal phalanx, of hard consistency, fixed, slightly painful to the palpation. The radiography showed an expensive lytic lesion taking
up the entire third phalanx. A surgical biopsy revealed an aspect of a GCT invading bone, soft tissue and dermis. It was Stage 2 of
the radio histological classification of enneking. In view of the local progression of the GCT, a proximal trans-phalangeal amputation
to the index was performed. Until her last follow up after 24 months, the patient didn’t show any recurrence or metastasis. The
location of GCT in the metacarpal bones is rare. The diagnosis is based on the clinical, radiological and histopathological findings.
After surgery, the prognosis is related to rate of recurrence.
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CASE REPORT performed. Until her last follow up after 24 months, the patient
A 83-year-old woman, right-handed, presented with a painful didn’t show any recurrence or metastasis on both physical and
tumefaction of the distal phalanx of the right index finger which had ~ radiological examinations.

gradually increased in size over two years period. Finger examination
revealed a swelling of the distal phalanx, of hard consistency, fixed,
slightly painful to the palpation, associated with ulcerated skin and
ungual dystrophy. The distal interphalangeal joint of the index finger
was stiff [Table/Fig-1a]. Radiographic examination (X-ray) showed
an expansile lytic lesion taking up the entire third phalanx, with distal
interphalangeal joint involvement [Table/Fig-1b]. The diagnosis
suggested was malignant bone tumuor with cutaneous extension,
the other differential diagnosis was a simply osteitis of the distal
phalanx. A surgical biopsy was done. Histopathology examination
revealed an aspect of a GCT invading bone, soft tissue and dermis
[Table/Fig-2]. It was Stage 2 of the radio histological classification
of enneking [1]. In view of the local progression of the GCT, an
amputation of both proximal intermediate phalanx of the index was
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[Table/Fig-2]: Microscopy’s aspect of the giant cell tumour: multinucleated giant

cells (osteoclast-like giant cells) and spindle shaped cells (Section stained with
hematoxylin and Eosin).

DISCUSSION

Giant cell tumour of the hand phalangeal bones are rare. GCT are
usually benign but locally aggressive with bone and adjacent soft
tissue destruction [2,3]. Metastases are rare, mainly pulmonary,
and their risk can be increased by the number of recurrences [4,5].
GCT have slow development [3,5]. The metacarpal and phalangeal
lesions represent a very rare localisation with less than 1% of all
the sites [5]. To our knowledge, less than 100 cases of GCT of
the hand phalangeal were described [6,7]. Patients are often in
the fourth decade. Our presentation is particular because of the
_ advanced age of our patient. Symptoms are dominated by pain,
[Table/Fig-1]: a) Clinical view with cutaneous extension; b) Radiograph shows swelling and skin involvement. The diagnosis of GCT is suggested
expansive lytic lesion of the distal phalanx. on the standard radiograph (X-ray) showing typically Iytic and
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swollen lesion, aspects of honeycomb rather in the aggressiveness
of the tumour [7]. CT and MRI are not common practice for
diagnosis. They are performed in case of suspected malignancy to
determine local extension. If clinical and radiographic aspects are
not suggestive, such as for our patient, pathological examination is
essential to confirm the diagnosis and to study the evolution of the
tumour [2,5]. The main differential diagnosis is giant cell granulomas
and aneurysmal bone cyst [5,8]. GCTs treatment involves several
therapeutic methods. Curettage with bone grafts presents a risk
of local recurrence in the order of 87%, which makes it ineffective
[9]. Surgical cement is also used after curettage [2]. Cryotherapy
associated with curettage has been proposed by other authors to
reduce the risk of recurrence [5,10]. Although, amputation remains
a mutilative method both functionally and aesthetically, it is useful
especially in distal locations and for aggressive tumors [11]. In our
case, only a limited amputation was performed with no recurrence
or metastasis until 24 months follow up.

CONCLUSION

Until the location of GCT in the metacarpal bones is rare and
its development is slow, surgery is recommended. The level of
amputation will be as limited as possible depending on age and
medical history of the patient.
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