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INTRODUCTION

Giant cell tumours (GCT) are locally aggressive lesions that primarily
affect the epiphyses of long bones. They typically present in the
third to fourth decades of life and are rare under 20 years of age.
Involvement of the foot is uncommon, frequently affecting the
calcaneus and metatarsals, rarely the talus. We report a case of GCT
of the talus in a 7 year old boy which was diagnosed by imaging and
confirmed by histopathological analysis.

CASE REPORT

A 7-year-old boy came with progressively increasing pain and
swelling in the right ankle joint of several months duration. A
radiograph of the ankle joint showed an expansile Iytic lesion of
the right talus. The contrast CT scan showed an expansile lesion
with enhancing soft tissue at the periphery. There was significant
thinning of the cortex. No intra articular extension was seen [Table/
Fig-1,2a,b]. However no other lesions were found elsewhere in the
skeleton. The diagnosis of gaint cell tumour was given which was
later confirmed by histopathological analysis [Table/Fig-3]. Partial
resection of the talus with bone grafting was done. The patient was
followed up for two years. No recurrence was found.

DISCUSSION

Giant cell tumour, also known as osteoclastoma, accounts for
approximately 5% of bone tumours and 20% of benign bone tumours
[1]. The incidence of GCT is highest in the second to fourth decades
of life with a peak in the third and only about 1% occurring in the first
decade of life [2]. 50% of GCTs arise around the knee, most often
in the distal femur and proximal tibia, followed by the distal radius
and then the sacrum. Typically, GCTs are metaphyseo-epiphyseal in
location but tend to be metaphyseal in skeletally immature patients.
The phalanx, metacarpal, maxilla, and metatarsal are rarely affected
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and tend to be more aggressive than those in other bones [3].

GCT of the talus usually presents as ankle pain and swelling or
sinus tarsi syndrome of several months duration with or without
history of trivial trauma. Conventional radiographs demonstrate a
lytic lesion centered in the epiphysis but may involve the metaphysis
and extend to the adjacent articular cortex. The tumour usually
bulges beyond the confines of the cortex. No periosteal reactions
are appreciated unless a fracture is present [4]. Histological analysis
of biopsy tissue is necessary for diagnosis, as radiological images
are not conclusive [5].

The treatment of GCT is directed towards local control without
sacrificing joint function. This can be achieved by intralesional
curettage with autograft reconstruction by packing the cavity of
the excised tumour with morsellised iliac cortico-cancellous bone.
Since the recurrence rate is as high as 60%, attempts to extend the
curettage or intralesional excision by chemical or physical means
such as phenol or cytotoxic agents like chlorpactin have been tried
with varying results [6,7].
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[Table/Fig-1]: Sagittal non contrast CT of the ankle joint (bone window) showing a osteolytic lesion involving the talus showing cortical thinning. Lesion is seen minimally
extending beyond the confines of the cortex [Table/Fig-2a&b]: Coronal and Sagittal contrast enhanced CT scan showing a soft tissue mass with peripheral enhancement and
minimal extension beyond the confines of the cortex anteriorly [Table/Fig-3]: Histopathology showing multiple giant cells on a background of homogenous mononuclear stromal
cells
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