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ABSTRACT

Most giant cell tumours of bone occur in the metaphysic of the long bone in the third decade of life. 
Surgical excision is associated with a high recurrence rate. This case report describes occurrence of a 
giant cell tumour of bone in the greater trochanter apophysis in a 15 year old male and outlines surgical 
management strategies employed to reduce the chance of recurrence based on a review of literature.
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INTRODUCTION

Giant cell tumour of bone is a rare neoplasm of 
bone that is commonly located in the metaphyses 
of the long bones and presents in the third decade 
of life. It is associated with a high recurrence 
rate after surgical excision. A case of occurrence 
of a giant cell tumour in an unusual location is 
presented: the greater trochanter apophysis. This 
case occurred in a 15 year old male. He underwent 
surgical excision based on principles shown by 
available evidence to reduce the high recurrence 
rate. On 3 months follow up there has been no 
recurrence.

CASE REPORT

A 15 year old male presented with a 2 year history 
of left hip pain. The pain was insidious in onset and 
progressive until presentation. No constitutional 
symptoms were reported and no history of 
preceding trauma. There was no family history of 
early onset bone pain. On examination the only 
significant findings were a left antalgic gait and 
point tenderness over the left greater trochanter 
with no swelling. There was no Trendelenburg gait.

A pelvic X-ray taken shortly after onset of 
symptoms showed a well demarcated lytic lesion 
approximately 2 cm in greatest diameter on the 
greater trochanter apophysis (Figure 1). There was 
cortical thinning with some extension into the 
epiphyseal plate. There was surrounding sclerosis 
and no obvious soft tissue spread. This was treated 
with prescription analgesics but the symptoms 
persisted.
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A pelvic X-ray 2 years later (Figure 2) showed 
that the lesion had enlarged to involve more of the 
greater trochanter apophysis with more extension 
into the metaphysis. There was still no cortical 
break and no soft tissue mass.
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The patient underwent an incision biopsy of the 
greater trochanter lesion; intraoperative findings 
consisted of a thin bony capsule overlying a tan 
relatively avascular soft tissue mass confined to 
the greater trochanter. Histological findings were 
of soft and calcified tissue fragments consisting 
of numerous multinucleated giant cells dispersed 
within dense stroma bearing similar bland nuclei. 
No mitoses, necrosis or atypia noted. This was 
consistent with giant cell tumour of soft tissue/
bone. 

Figure 3
A pelvic X-ray at 3 months follow up
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He subsequently underwent intralesional 

excision, curettage and extension of curettage 
with a mechanized burr. Pulsatile lavage with 
normal saline and a syringe was done and 
hydrogen peroxide was applied on the cavity. The 
gluteus minimus and medius conjoint tendon was 
not detached from the greater trochanter since 
most of it was attached to the metaphysis. Post 
operatively he ambulated well with no evidence 
of a Trendelenburg gait or hip abductor weakness. 
A pelvic X-ray at 3 months follow up (Figure 3) 
showed no evidence of recurrence, trochanteric 
overgrowth or coxavalga and the patient is pain 
free. However, regular 3 monthly radiographs were 
recommended.

DISCUSSION

Giant cell tumour also known as osteoclastoma is 
an uncommon neoplasm of bone (1,2). There is a 
female to male ratio of 1.3-15:1. They occur most 
commonly in the third decade of life and less than 
5% occur in patients who are skeletally immature 
(1,3-5).  Of these, the lesions described were all 
metaphyseal. There is a reported high recurrence 
rate of 20 - 60% (6).  The tumour typically affects 
the ends of long bones; distal femur, proximal 
tibia, distal radius and proximal humerus in that 
order (7). Involvement of the pelvis and greater 
trochanter is extremely rare (8-13).

The treatment of choice is intralesional 
resection and curettage (14). Extension of 
curettage with mechanized burrs has been shown 
to reduce the recurrence rate from the typical 60% 
to 10% (14). Wide excision without contamination 
would be curative but like in this case may result in 
unacceptable functional limitations. The use of an 
intralesional margin of resection was in an attempt 
to preserve the function of the hip abductors. 
Copious irrigation preferably with a pulsatile jet 
lavage systems is preferable but this was not 
available in this case. However syringe lavage 
with normal saline was performed. Hydrogen 
peroxide has shown efficacy in vitro as an adjuvant 
after extended local curettage (15). Phenol is 
another adjuvant that has been shown to reduce 
recurrence rates (16). Polymethyl methacrylate 
cement has the advantages of filling the defect, 
providing structural support and necrosis of 
tumour cells as a result of its exothermic reaction 
(17). Other adjuvants include incorporation of 
cytotoxic agents like adriamycin and methotrexate 
and cryosurgery using liquid nitrogen. Phenol 
was not available during treatment of this case 
and it was felt that the lesion after curettage was 
not large and since this is not a weight bearing 
area of the femur then additional support with 
cement or bone graft was not needed (18). The 
use of adjuvants has been questioned especially 
in tumours confined to bone and the current 
recommendation is intralesional curettage for 
intraosseous tumours (18).

CONCLUSION

This case serves to illustrate the occurrence of 
a giant cell tumour of bone in an unusual age 
group and in an unusual location; before skeletal 
maturity and in the greater trochanter apophysis 
respectively. It also illustrates the fact that the 
same principles of treatment that apply to giant 
cell tumours in other locations applied well to the 
management of this case.
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