
Introduction

i a n t  c e l l  t u m o u r  o f  b o n e  G(osteoclastoma) is in many ways a 

unique tumour. Though classified 

as benign, it has a strong tendency to 
1recur after removal.  It may metastasise to 

the lung (5%), and even the lung tumour 

may be benign. Only 2% undergo 

malignant degeneration into a sarcoma. 

Lower end femur, upper end tibia are 

classical sites though the tumour is also 

known to occur in upper end femur, 

humerus and lower end radius. Rare sites 

reported in journals are anterior 

end rib, vertebra and even temporal bone. 

Though considered epiphyseal tumour, 

most epiphysis have united, by the time 

tumour occurs. Bones like temporal 

bone are flat, and do not have an 

epiphysis.

Case Report
C.L., F/65 a domestic worker was seen for pain 

and swelling R.wrist, of 3 months duration. It started 

when she was washing clothes. She heard a 'click', 

followed by pain. Pain relieved by analgesics and rest. 

Swelling appeared slowly over three months (Fig. 1) 

Fig. 1

No major illness/operation in the past. She 

suffers from hypertension but completely controlled 

by medication. 

O/E Swelling size of betel nut, lower end of R. 

Ulna, firm and slightly tender on palpation. No signs 

of inflammation. No axillary glands. Movements at 

the wrist jt full except dorsiflexion and adduction 

restricted by pain. Pronation/ supination possible 

but uncomfortable. Physical exam normal. B.P. 

130/80 mmHg.

X-ray wrist showed a swelling 2" x 2" lower end 

ulna with clear margins and soap bubble appearance 

less (Fig. 2).

Fig. 2

No invasion of wrist joint. This was further confirmed 

by taking a zoom film. X-ray chest was normal. 

Laboratory findings were favourable - Hb 14 Gm, No 
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diabetes, serum calcium 8.2, alk phosphatase 88.4. 

Renal and hepatic function normal. 

In view of the site and the size of the tumour, a 

removal en masse was decided. (Not currettage and 

bone chips) 

OPERATION: Regional anaesthesia was used: 

Through a 3" incision the tumour was exposed. 

Tumour mobilised. Tumour with 3 cm proximal to 

bone, surrounding soft tissues, 1 cm of pronator 

triangular disc complex and distal ligaments excised. 

No adhesions. Tumour did not open. Wound was 

closed in layers. No drain was put (Fig. 3). Post 

operation all went well.

Fig. 3

Histology report: A giant cell tumour, 

characterised by innumerable dwarfed osteoclastic 

giant cells within a compact stroma, showing several 

spindle and storiform histiocytic cell. Scatterd foam 

cells are also noted. No evidence of malignancy. Giant 

cell Tumour (Benign). 

In view of the classical history, and clear 

radiological findings, a diagnosis of osteoclastoma 

was made. In view of the small size, a needle biopsy 

was not considered necessary. Instead we decided to 

remove the tumour enbloc. This was done easily. The 

wound healed by primary intention. Though her 

movements like adduction, palmar and dorsiflexion, 

and pronation are restricted, patient finds her hand 

useful and can carry out her daily chores. 

Discussion

Scooping and packing with bone chips 

remains the gold standard of limb 

tumours, though it has a definite 
2,3recurrence rate.

Radiation is reserved for central 

tumours like vertebra, ribs, jaw etc. The 

incidence of recurrence complications and 

results are not available as no centre has 

published a statistically significant series. 

The enigma of secondary in the lung 

remains. Being a benign lesion treatment 

with radiation is not the best choice, as it 

may lead to malignancy. Scooping and 

packing with acrylic cement has been 
4suggested in the literature by Perrson,  for 

large limb tumours. Cryosurgery has been 
5suggested by Marcowe,  but the series are 

small. 

Pharmacotherapy for Giant cells 

tumours is also under trial. 

In vitro studies with biphosphonates 

(Zolebronate) has shown that it kills 

osteoclast cells. Given in high doses it 

induces apoptosis in multi nuclear giant 
6cells, thus preventing osteolysis  

(Thomas).  More recently human 

monoclonal antibodies have been used in 

the treatment of Giant cell tumours. Both 

the above modes of treatment need further 

evaluation. 

Our case has a uncommon site and 

patient is a senior citizen. 
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