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Primary Aneurysmal Bone Cyst in the Iliac Bone: A Case Report

Mantu Jain, Sujit Kumar Tripathy1 , Narayan Prasad Mishra', Pavithra Ayyanarz,

Avnish Kumar Singh1

Learning Point of the Article:
Aneurysmal bone cyst of the ilium in a growing child is a rare finding. The treatment of such pathology also requires due

consideration of the hip joint stability.

Introduction: Aneurysmal bone cysts (ABCs) are non-neoplastic expansile, vascular, osteolytic benign tumors in the long bone, spine, and

sternum. Thelocation in the pelvisis sparse.

Case Report: A 12-year-old female presented with pain in her left pelvis for 6 months. On radiological examination, we found an expansile
balloting lytic lesion involving almost the whole ilium and sparing the hip joint. There were multiple fluid levels seen on magnetic resonance
imaging. The initial biopsy suggested ABC. Curettage and bone grafting were done along with electrocauterization and chemical cauterization.

At 1-year follow-up, she is doing well without any complaints.

Conclusion: This case report demonstratesarare ABC of the ilium that was managed with curettage and bone grafting.

Keywords: Pelviciliacbone, aneurysmal bone cysts, curettage, chemical sclerotherapy, bone grafting.

Introduction

An aneurysmal bone cyst (ABC) is a non-neoplastic expansile,
vascular, osteolytic bone lesion that is classified as a benign
tumor [1]. It causes bone destruction that can lead to
pathological fractures and is associated with local recurrence
post-treatment [2]. ABC commonly arises from the metaphyseal
area of the long bone, the thorax’s membranous bones, or the
spine’s posterior aspect [3]. ABC of the ilium is rare, with only
few case reports [1-7]. The present case is one such report of a
large ballooning ABC of the ilium in an adolescent female.

Case Report

A 12-year-old female patient visited us due to pain in her left
pelvis and hip joint for 6 months. The pain was dull and aching,

and the patient walked with a slight limp. Other than this, there
was radiating pain, and there was no numbness to the lower limb.
Examinations showed that there was no local swelling of the left
hemipelvis but slight pressure pain. The hip joint with a passive
range of motion was normal. An anteroposterior radiograph of
the pelvis showed expansile osteolyticlesions throughout the left
iliac bone right up to the roof of the acetabulum (Fig. 1). A
computed tomography (CT) confirmed the lesion to be
expansile and with global ballooning of the ileac bone (Fig. 1).
Magnetic resonance imaging (MRI) was done, which showed
well-defined multi-lobulated cystic lesions with clear boundaries
(12 x 10 x S cm) in the left iliac bone with multiple fluid-fluid
surfaces suggestive of an ABC (Fig. 1). A three-phase bone scan
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Figure 1: X-ray shows a lytic lesion involving the left pelvis (A), which is ballooning with
peripheral thinned cortex appreciated on the CT scan (B and C), MRI showing the classical
multiple fluidlevels (D).

revealed solitary heterogeneous uptake in the left iliac bone in

the cortex without periosteal reaction
hinting ABC. An initial biopsy revealed
bony trabecula, spindle cells, hemosiderin-
laden macrophages, and fluid-filled
cavities confirming ABC. The patient was
counseled for surgery.

A window (1.5 x S cm) was made on the
leftiliac crest, and it was seen to be filled up
with blood (Fig 2). A long curettage was
used to palpate the inner side, which was
hollow with few intervening septa but
easily reached the hard bone of the roof of
the acetabulum (Fig2). There was no bony
breech. A long cautery was used to
cauterize the inner surface of the iliac bone
as far as it could reach, which was
augmented by chemical sclerotherapy
using 70% ethanol. Artificial allograft (2
femoral heads) was mixed with bone graft
substitute commercially available “G-
bone” (a mixture of hydroxyapatite,
tricalcium phosphate, calcium carbonate,
and calcium phosphate- by Surgiwear,

the delayed phase, which on SPECT-CT showed a multilocular India). It was packed and confirmed on the fluoroscopic views

expansile cystic lesion with internal separation and a thin rim of

(Fig 2). The tissue was sent for biopsy. Histological

Figure 2: Intraoperative clinical picture showing the bony window (A), curettage (B) and final extent of the window (C), the fluoroscopic
images showing the full reach oflesion by curette (D), the lesion after complete curettage (E), and after bone grafting (F).

Journal of Orthopaedic Case Reports | Volume 14 | Issue 1 | January 2024 | Page 109-113



JainM, etal

www.jocr.co.in

Figure 3: Histopathological examination shows- (A) fragments of bony trabeculae showed multiple cystic lesions (black arrow) and thin fibrous walls (H&E,
40X); (B) cystic spaces contain blood, and cyst wall showed thin fibrous tissue (H&E, 100X); (C) the cyst wall showed fibroblasts and osteoclast-type giant
cells (H&E, 40X); (D) higher magnification of the cyst wall contained fibroblasts, osteoclast-type giant cells (black arrow), and hemosiderin laden

macrophages (H&E, 400X)

examinations revealed fibrous walls and septa containing blood
components, inflammatory cells, and osteoclasts sparsely
scattered around cystic spaces filled with blood suggestive of
ABC (Fig. 3). The patient was strictly non-weight bearing for 3
weeks and then started to mobilize on a wheelchair afterward.
At 6 weeks, she started partial weight-bearing with household
ambulation. 3-month post-surgery, she was allowed full weight
bearing. Her serial X-ray at follow-up showed gradual
integration of bone grafts and substitutes (Fig. 4). There was
local recurrence at the 1-year follow-up, and she could walk
without pain.

Discussion

ABC in the pelvis is rare. Only 8-9% were found in the ilium in
two of the largest series of the ABCs [2, 8]. More commonly,
these affect younger females (<20 years), though Sharifa et al.
have reported a case in a S1-year-old female [7]. It requires
treatment owing to the risk of pathological fracture, which is
largely guided by patients’ age, location, size, and degree of
invasion.

The exact pathogenesis of ABC is a matter of debate. However,
an injury to the initial lesion having a network of capillaries has
been postulated to trigger an increase in extravasated blood,
leading to subsequent bone destruction [9]. Genetic linking to
translocation between (16;17) hasrecentlybeen identified [6].

Differential diagnosis includes other benign lesions such as
simple bone cysts and a few tumorous conditions such as
chondromyxoid fibroma, chondroblastoma, or even giant cell
tumor [10]. The characteristic radiological finding for ABC has
the presence of septa and fluid-fluid levels, which are well seen
on MRI [11]. Nevertheless, histopathology examination is
mandatory to differentiate between these radiological similar
entities.

Authors of management of the ABC of the ilium have described
various treatment options. These include surgical resection
(complete/partial), excision and curettage, and curettage and
bone grafting [4, 7]. There are several challenges in a growing
child owing to open physis, extensive bleeding, and the
vulnerability of the acetabulum or sacroiliac joint [4].
Therefore, a balanced approach needs to be taken to keep the
patient in confidence for a benign tumor that can be aggressive.
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Figure 4: X-ray showing immediate post-operative (A), at 2 weeks (B), at 6 months (C), and final follow-up at 12 months (D-F) which is

showingintegration of the graft and substitute to the hostbone.

Selective artery embolization has been found to be beneficial
for extrapelvic ABC in reducing the recurrence rate, but in
pelvicABC, itis notrecommended owing to the risk of ischemia
to nerves and adjoining structures [12]. Therefore, alternate
treatment with chemicals and electrocautery is another option,
as was done in our case. Percutaneous injection of a fibrosing
agent is a recent technique but has its complication and is
expensive [13].

The recurrence rate reported in the literature is 13% over 7-year
period [14]. Age <16 years and size of lesion >5 cm are among
the few risk factors predisposing to recurrence. Therefore, long-
term follow-up is mandatory.

Conclusion

ABC of the ilium in a growing child can be treated with
curettage and bone grating. Long-term follow-up is required to
look foranyrecurrences.

Clinical Message

ABC of the ilium is a rare location that commonly affects growing
children, predominantly females. The extensive involvement of the
ilium mandates treatment which must also consider the stability of
the adjoining hip joint. In growing age, bone grafting and curettage
are recommended, but follow-up is necessary to look for
recurrences.
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