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Abstract 
Aneurysmal bone cyst is a benign locally aggressive lytic lesion usually involving metaphyseal re-
gions of long tubular bones. It rarely involves talus. It can be primary or secondary in origin. We 
reported the imaging findings in a case of a 23-year-old male patient with complaints of pain and 
swelling around left ankle joint one year ago which turned out to be aneurysmal bone cyst on his-
topathology. 
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1. Introduction 
Aneurysmal Bone Cyst (ABC) represents about 1% of all primary bone tumors collectively [1]. The lesion was 
first described by Jaffe and Lichtenstein [2] in 1942, which subsequently became known as Jaffe-Lichtenstein 
disease. This tumor has a predilection for metaphyseal regions of long tubular bones and rarely involves talus, 
with less than 30 cases reported worldwide. It can be primary or secondary i.e. as a collision tumor along with 
other osseous lesions like Chondroblastoma, Giant Cell Tumor or Osteosarcoma, in about 30% cases [3], affect-
ing both diagnosis and prognosis as well. 

2. Case Report 
A 23-year-old male, presented to our hospital with complaints of pain around left ankle with limping since last 
12 months. He did not have history of any significant trauma, swelling, fever, chills, sweats, weight loss or any 
other complains. Systemic examination was normal. Local clinical examination revealed mild swelling around 
the left ankle without any tenderness and no sign of inflammation or infection such as erythema, induration or 
local rise of temperature. Routine blood investigations including erythrocyte sedimentation rate and creative 
reactive protein were normal. Antero-posterior (AP) and lateral radiographs of the ankle (Figure 1) revealed 
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well-defined lytic expansile lesion noted involving head, neck and body of talus with breech of cortex noted an-
tero-superiorly and postero-inferiorly. However there was no collapse of talus. We considered giant cell tumor, 
aneurysmal bone cyst or simple bone cyst amongst the diagnostic differentials. No periosteal reaction or calcifi-
cations were noted. General body survey and a chest radiograph ruled out multi-centric diseases and metasta-
sis .Since there was cortical breach, magnetic resonance imaging was ordered. Magnetic resonance Imaging 
(MRI) of the foot and ankle revealed solid-cystic lesion in the left talus, with solid component appearing iso to 
hyperintense to muscles on T1 (Figure 2) and T2 weighted sequences (Figure 3) and Fluid-fluid levels seen on  
 

 
Figure 1. Lytic expansile lesion noted involving talus (broad 
arrow) with breach of cortex (thin arrow). 

 

 
Figure 2. T1 weighted sagittal images showing iso to hyper-
intense lesion involving talus and extending to involve tibio- 
talar and talo-navicular joint. Arrow showing fluid-fluid lev-
el. 

 

 
Figure 3. A T2 weighted coronal image; B PDW axial image 
with arrows showing fluid-fluid level. 



K. Taori et al. 
 

 
82 

both the sequences (Figure 2 and Figure 3). The solid component showed enhancement with gadolinium (Fig- 
ure 4). There was extension into the talo-navicular and tibio-talar joint space (Figure 2). Presence of associated 
soft tissue suggested secondary aneurysmal bone cyst more than primary [4]. On the basis of the clinical and 
imaging findings, a provisional diagnosis of aneurysmal bone cyst possibly secondary in origin was made. Howev-
er biopsy from the lesion showed only findings of aneurysmal bone cyst with no evidence of any other underly-
ing pathology. The nature of the lesion, the diagnostic differentials, different treatment options and possible 
outcomes were discussed at length with the patient and decision for extended intra-lesional curettage and auto-
logous bone grafting was taken. Postoperative histo-pathological examination of the curettage material revealed 
findings consistent with aneurysmal bone cyst (Figure 5) with no features of any other underlying pathology in 
the specimen. Patient had no complains on 6 month follow up and radiograph showed no signs of recurrence of 
lesion. 

3. Discussion 
Aneurysmal bone cyst (ABC) is a benign tumor like condition of the bone but it remains an enigma, not only 
regarding causation, but also regarding clinical and imaging diagnosis and optimal treatment. ABC represents 
about 1% of all primary bone tumors collectively [1] with a predilection for metaphyseal regions of long tubular 
bones. Talus is an unusual site for aneurysmal bone cyst; in fact the most common tumors of talus are intra-os- 
seous ganglion cysts [5]. Most cases occur between the ages of 10 - 20 years and show a slight female prepon-
derance [6]. 

The aneurysmal bone cyst is probably the result of a trauma or a tumor-induced anomalous vascular process. 
Appropriate treatment of an aneurysmal bone cyst requires identification of a preexisting lesion, if possible. In 
approximately one third of cases only, the preexisting lesion can be clearly identified. The most common of 
these is the giant cell tumor, which accounts for 19% - 39% of cases in which the preceding lesion is found [7].  
 

 
Figure 4. A precontrast and B post contrast sequences show-
ing soft tissue enhancement. 

 

 
Figure 5. Histologic slides, hematoxylin-eosin [H-E] stain A blood filled cavi-
ties lined by fibrous septa; B occasional osteoclastic giant cells, haemosiderin 
laden macrophages. 
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According to Chakarun et al., one means of differentiation between primary aneurysmal bone cyst and that sec-
ondary to giant cell tumor is the presence of an enhancing soft-tissue component, which may be seen in the latter 
but should not be present if the lesion is a primary aneurysmal bone cyst [4]. In our case despite the associated 
enhancing soft tissue, lesion turned out to be primary in nature. Many authors have described excellent results 
with intralesional curettage and bone grafting for lytic lesions that were well localized within the talus [8]-[10]. 

4. Conclusion 
Though aneurysmal bone cyst of talus is rare, its possibility must not be forgotten when a patient presents with a 
lytic lesion in talus. It can be easily diagnosed on cross sectional imaging especially MRI. MRI also helps in vi-
sualizing the extent of the lesion, and its characterization, and in narrowing down differential diagnosis. 
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