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Introduction 

Aneurysmal bone cysts (ABC) are benign expansile 

tumour-like bone lesions of uncertain aetiology, 

composed of numerous blood-filled channels, and 

mostly diagnosed in children and adolescents
 [1]

. 

Aneurysmal bone cysts are primarily seen in children 

and adolescents, with 80% occurring in patients less 

than 20 years of age 8
[2]

. Patients may present with 

pain, which may be of insidious onset or abrupt due 

to pathological fracture, with a palpable lump or with 

restricted movement. 

Aneurysmal bone cysts consist of blood-filled spaces 

of variable size that are separated by connective 

tissue containing trabeculae of bone or osteoid tissue 

and osteoclast giant cells
[3]

. They are not lined by 

endothelium. ABCs usually appear in the first two 

decades of life, with the most common locations 

being the arm (humerus), leg (tibia, fibula, and 

femur), pelvis and spine. 

ABCs cause pain and swelling in close proximity to 

the affected bone. Due to its aggressive erosion of 

boney architecture, ABCs can lead to impending or 

pathologic fracture, which can acutely worsen 

symptoms. 

A variant of aneurysmal bone cysts is the giant cell 

reparative granuloma which is usually seen in the 

tubular bones of the hands and feet as well as in the 

craniofacial skeleton. Occasionally they are also seen 

in appendicular long bones where they are known as 

solid aneurysmal bone cysts. Histologically these two 

entities are identical 6. While the cause of 

aneurysmal bone cysts is currently unknown, recently 

ABCs have been linked to a mutation of the ubiquitin 

specific peptidase 6 (USP6) gene on chromosome 

17
[4]

.  

Most often, an aneurysmal bone cyst is diagnosed 

with an X-ray, computed tomography (CT) scan or 

Magnetic Resonance Imaging (MRI) examination of 

the painful damaged bone. Aneurysmal bone cysts 

have unique surgical challenges, sometimes with 

significant blood loss during surgery, risks of injury 

to surrounding normal structures, and risks of 

recurrence in the years after surgery. Risk of tumor 

recurrence following surgical management varies in 

different reports but ranges between 12 and 75 

percent of cases
 [5]

. 

Aneurysmal bone cysts historically were treated with 

surgical removal and this is still a good option for 

many ABCs. Either the entire bone containing the 
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tumor is removed or just the tumor can be scraped 

out of the bone. Surgery sometimes requires that the 

weakened bone be supported by metal or bone 

graft/cement implants
 [6]

. 

Case Presentation: 

A 30year old female patient who presented with 

complains of pain over right leg upper 1/3rd region 

since 3 months following history of trivial trauma; 

and developed hard swelling over proximal tibia 

since 15 days. Pain was insidious in onset, gradually 

progressive, dull aching, constant, localized, non-

radiating, aggravated on movement and walking and 

relieved with rest. 

Skin was intact, no scars, no dilated veins, no 

pigmentations. It was associated with swelling which 

was present over anterior aspect of proximal 1/3rd 

region of leg and patient perceived tenderness over 

proximal 1/3rd of tibia. The local temperature was 

mildly raised. 

Knee ROM was 0°-100°and it was painful. Distal 

pulse and toe movement were present and sensations 

were intact.

 

 

In order to make a diagnosis first MRI of the affected knee with proximal part of leg was done which suggested 

primary intraosseous cystic lesion with possibility of aneurysmal bone cyst. 
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MRI RIGHT KNEE 

In order to confirm the diagnosis and plan further treatment, first the patient was taken to operation theatre and 

tru cut biopsy was taken using biopsy needle under sterile conditions and the material aspirated was sent for 

Histo-pathological examination. 
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HISTO-PATHOLOGY REPORT 

After confirming the diagnosis patient was posted for operative intervention where the patient was operated for 

excision and curettage of the tumour with bone grafting from fibula (Fibular strut graft) 

After taking written and informed consent patient was shifted to OT. After achieving desired effect of spinal 

anaesthesia, patient positioned in left lateral position. Painting and draping done. 4-6cm incision placed over 

distal end of fibula; incision of 4x1 cm placed over proximal 1/3rd part of lateral part of fibula.  

Entry taken into Introsseous membrane between tibia-fibula. Osteotomy performed and approximately 15 cm 

fibular graft resected. Graft sites closed layer by layer. 
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Aneurysmal Bone Cyst site marked ↓ 11TV-AP view. 10cm curvilinear incision taken, starting from lateral 

condyle of tibia and incision extended medially. Skin and subcutaneous tissue dissected. Lateral condyle of tibia 

felt and broken with gentle hammering. Bone cyst cavity washed with NS and curettage done till fresh bleeding 

seen. Fibulae graft broken into two pieces and placed in the bone cyst canal. 4mm CC Screw - 40mm with 

washer passed through the graft. Muscle layer closed with Vicryl-1 RC. Skin and subcutaneous tissue closed. 

Sterile dressing done. Above knee bivalve slab was given. 
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15cm FIBULAR GRAFT RESECTED 
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GRAFT STABILISED WITH CC SCREW 

The resected material was again send for pathological examination which correlated with the earlier 

biopsy report 
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MICROSCOPIC VIEW OF THE CYST 

At the end of 6 months on final follow-up patient had presented with full knee range of movements with no 

difficulty in walking and able to do activities of daily living. 

 

 

The patient is free from symptoms and with full range of movements without any flexion deformity with range 

from 0 to 120 degrees at 6 months follow-up 

Discussion: 

There is limited knowledge regarding the cause of the 

lesion, its natural history, and the results of treatment
 

[7]
. The concept that the lesion represents a vascular 

degenerative process for some benign bone lesions is 

an attractive one, but the pathologic findings, with 

rare exception, do not really support this proposal. 
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Few pathologic specimens contain tissues that are 

highly characteristic or diagnostic of giant cell tumor, 

chondroblastoma, hemangioma, osteoblastoma, 

nonossifying fibroma, fibrous dysplasia, 

chondromyxoid fibroma, and other tumors. 

The imaging studies, even CTs and MRIs, sometimes 

do not provide clearly diagnostic criteria for the 

diagnosis of aneurysmal bone cyst, and aneurysmal 

bone cyst is sometimes added on to a list of 

diagnoses including eosinophilic granuloma, giant 

cell tumor, nonossifying fibroma, unicameral bone 

cyst, fibrous dysplasia, chondroblastoma, 

chondrosarcoma, chondromyxoid fibroma, Ewing’s 

tumor, and, in older patients, metastatic carcinoma or 

myeloma
 [8]

. 

The lesions are often eccentric and irregular in 

structure and sometimes show calcification in the 

central areas. As a rule, the cortex is thin, but there is 

rarely a cortical defect or a soft tissue mass. CT and 

MRI are often helpful in defining the extent of the 

lesion and establishing the diagnosis. A biopsy is 

often helpful, and many of our patients underwent a 

needle biopsy before definitive treatment. Needle 

biopsies are sometimes a problem because the 

material obtained may consist of mostly blood 

elements. Often, an open biopsy and frozen section 

are necessary to establish the diagnosis. 

Principal current approach was biopsy followed by 

curettage and then implantation of allograft chips or, 

more recently, polymethylmethacrylate. Auto graft 

implantations or utilization of intercalary allografts 

were quite successful but were, for the most part, 

used for patients with lesions that were large or 

seemed to threaten the integrity of the bone and were 

used less frequently for patients who experienced 

failure of their primary procedure
 [9]

. 

Aneurysmal bone cyst is sometimes an aggressive 

lesion that is difficult to treat. Lesions that occur in 

the proximal tibia should perhaps be treated more 

aggressively, partly because of the high rate of local 

recurrence and the risk of fracture. The most 

appropriate techniques for some of these tumors are 

primary respective surgery and allograft implantation 
[10]

. 

There is perhaps some hope for implantation of 

newer agents, such as the bone substitutes like 

hydoxyappetite, to aid in healing of the lesions. 

Although there are now some markers that are 

alleged to be specific for aneurysmal bone cyst, there 

is still no system to establish the diagnosis or to 

support different methods of treatment and, thus, 

reduce the problems encountered by the patient and 

the surgeon 
[11]

. 

Conclusion: 

Patient with confirmed case of aneurysmal bone cyst 

of tibia managed surgically with excision of tumour 

and fibular strut grafting showed good results as 

patient had good functional outcome of return to 

routine activities and providing additional benefit of 

pain relief, early mobilization. 

References: 

1. Schajowicz F. Aneurysmal bone cyst. 

Histologic Typing of Bone Tumours. 2nd ed. 

Berlin: Springer-Verlag; 1993. 37. 

2. Clayer M. Injectable form of calcium sulphate 

as treatment of aneurysmal bone cysts. ANZ J 

Surg. 2008 May. 78 (5):366-70. [Medline]. 

3. Jaffe HL: Aneurysmal bone cyst. Bull Hosp 

Joint Dis 11:3-13, 1950 

4. Galant C, Docquier PL, Ameye G, Guiot Y, 

Malghem J, Poirel HA. Aneurysmal bone 

cystic lesions: value of genomic studies. Acta 

Orthop Belg. 2016 Dec;82(4):768-778. 

PMID: 29182118. 

5. Tomasik P, Spindel J, Miszczyk L, Chrobok 

A, Koczy B, Widuchowski J, Mrozek T, 

Matysiakiewicz J, Pilecki B. Treat ment and 

differential diagnosis of aneurysmal bone cyst 

based on our own experience. Ortop 

Traumatol Rehabil. 2009 Sep-Oct;11(5):467-

75. English, Polish. PMID: 19920289. 

6. Park HY, Yang SK, Sheppard WL, Hegde V, 

Zoller SD, Nelson SD, Federman N, Bernthal 

NM. Current management of aneurysmal 

bone cysts. Curr Rev Musculoskelet Med. 

2016 Dec;9(4):435-444. doi: 10.1007/s12178-

016-9371-6. PMID: 27778155; PMCID: 

PMC5127951. 

7. Aho HJ, Aho AJ, Peliniemi LJ, et al: 

Endothelium in aneurysmal bone cyst. 

Histopathology 9:381-387, 1985 

8. Bonakdarpour A, Levy WM, Aegerter E: 

Primary and secondary aneurysmal bone cyst: 

A radiological study of 75 cases. Radiology 

126:75- 83, 1976 



Dr. Karma R. Shah et al International Journal of Medical Science and Current Research (IJMSCR) 
 

 

 
Volume 4, Issue 6; November-December 2021; Page No 1286-1295 
© 2021 IJMSCR. All Rights Reserved 
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 
P

ag
e1

2
9

5
 

P
ag

e1
2

9
5

 

9. Leithner A, Windhager R, Lang S, et al: 

Aneurysmal bone cyst: A population-based 

epidemiologic study and literature review. 

Clin Orthop Relat Res 363:176-179, 1999 

10. Levy WM, Miller AS, Bonakdarpour A, et al: 

Aneurysmal bone cyst secondary to other 

osseous lesions: Report of 57 cases. Am J 

Clin Pathol 63:1-8, 1975 

11. Oliviera AM, Perez-Atayde AR, Inwards CY, 

et al: USP6 and CDH11 oncogenes identify 

the neoplastic cell in aneurysmal bone cysts 

and are absent in so-called secondary 

aneurysmal bone cysts. Am J Pathol 

165:1773-1780, 2004 

 


