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Abstract  Case Report 
 

Introduction: Giant cell tumor is a locally aggressive benign primitive bone tumor, the vertebral location is 

exceptional, and rarely associates with an aneurysmal cyst, we report a case of vertebral giant cell tumor, colonized by 

an aneurysmal cyst revealed by a Pancoast syndrome. Case presentation: We report the case of a 19 years old female 

patient, present since 6 months a symptom of horner syndrome, with pain located on the shoulder and the inter 

scapula-vertebral space, inflammation blood test were negative, radiological assessment showed a lytic lesion process 

centered on D1 extends into spine canal and inside the thorax, Biopsy: Giant cell tumor, colonized by an aneurysmal 

cyst. Conclusion: The giant cell tumor with vertebral location is a very aggressive tumor; IT can be associated with an 

aneurysmal cyst responsible for tumor hypervascularization, necessitating preoperative embolization. 
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INTRODUCTION 
Giant cell tumor is a locally aggressive benign 

primitive bone tumor. The vertebral location is 

exceptional, and rarely associates with an aneurysmal 

cyst. We report a case of vertebral giant cell tumor, 

colonized by an aneurysmal cyst revealed by a Pancoast 

syndrome, which is the originality of this observation.  

 

CASE PRESENTATION 
We report the case of a 19 years old female 

patient, with no significant past medical history. She 

present since 6 months with a pain located on the 

shoulder and  the inter scapulo-vertebral space, which 

extends to the inner side of the arm and the forearm 

until the last two fingers of the left hand; Miosis, 

narrowing of the palpebral fissure, and an exophthalmia 

of the left eye. Inflammation blood test, were negative, 

Radiological assessment including:  Chest X-ray, 

thoracic CT and cervical MRI were performed. Chest X 

ray showed a homogeneous dense left apical opacity 

with a clean outer edge and an internal edge embedded 

in the mediastinum (Fig-1). 

 

 

 

 

 

 

 

 
Fig-1: Chest X ray: Homogeneous dense left apical opacity with a 

clean outer edge and an internal edge embedded in the 

mediastinum 

 

Thoracic CT showed a lytic lesion process 

centred on D1 extending into the spine canal and inside 

the thorax with lysis of the vertebral body and posterior 

arch of D1 (Fig 2).  
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Fig-2: Thoracic CT scan: Axial C+ arteriel phase A- mediastinal 

window B- bone window Lytic lesion process centred on D1 that 

extends into the spine canal and inside of the thorax with lysis of 

the vertebral body and posterior arch of D1 

 

This process comes into contact with the 

costo-vertebral angles of C7 to D4, encapsulates the left 

pulmonary artery and compresses the aero-digestive 

tract (Fig.3). 

 

 
Fig-3:  This process comes into contact with the costo-vertebral 

angles of C7 to D4 encapsulate the left pulmonary artery and 

compresses the aero-digestive tract 

 

Lysis of the vertebral body and the posterior 

arch of D1 with antelisthesis of D1 / D2.(Fig 4) 

 

 
Fig-4: A sagittal reconstruction CT scan, mediastinal window. B- 

Sagittal reconstruction CT scan, bone window 

 

Lysis of the vertebral body and the posterior arch of 

D1 with antelisthesis of D1 / D2 

Encapsulation of supraaortic trunks above by 

the mass associated with a compression of the 

aerodigestive tract (Fig 5). 

 

 
Fig-5: Coronal reconstruction CT scan, mediastinal window 

Encapsulation of supraaortic trunks above by the mass associated 

with a compression of the aero digestive tract 

 

The cervical MRI showed a multilocular lytic 

lesion process responsible of the lysis of the body and 

the posterior arch of D1 on hyposignal T1 and 

heterogeneous hypersignal on T2 (Fig.6). 

 

 
Fig-6: A, B: sagittal T1 and T2 weighted images C coronal T2 

weighted image  

 

Multilocular lytic lesion process responsible for lysis 

of the body and the posterior arch of D1, hypo T1 

signal hyper heterogeneous signal T2 

This process is heterogeneously enhanced after 

injection of gadolinium, responsible for endocanal 

extension with spinal cord compression (Fig 7). 

 

 
Fig-7: A- Sagittal T1 FAT-SAT after injection of gadolinium 
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B-Axial T1 FAT-SAT after injection of gadolinium  

 

This process is heterogeneously enhanced after 

injection of gadolinium, responsible for endocanal 

extension with spinal cord compression 

The patient benefited from several CT-guided 

biopsies, the anatomopathological study demonstrated 

the presence of Giant cell tumor, colonized by an 

aneurysmal cyst. 

 

DISCUSSION 
Giant-cell tumours of bone were probably first 

described by Cooper and Travers in 1818. The name 

giant-cell tumour was introduced by Bloodgood (1919) 

[1]. The giant cell bone tumor rarely affects the spine (1 

to 2% of cases)[2]. 

  

Very aggressive tumor, performing pure bone 

lysis, breaking the cortical bone, and extending to the 

paravertebral soft tissues, intraductal nerve structures 

[3] 

 

Imaging plays a key role in the management of 

this pathology. Standard radiography: bone defect with 

or without clear limits (type IB or IC of the Lodwick 

classification) [4]. The CT scan perfectly analyzes the 

tumor matrix (tissue mass whose density varies from 20 

to 60 HU) and the cortical lysis [5]. 

 

 MRI appreciates better the extension to the 

soft tissues and nerve structures. Arteriography is 

performed as part of a preoperative embolization 

Interventional imaging allows to make the diagnosis of 

certainty through CT-guided bone biopsy [6]. 

 

The association of vertebral giant cell tumor 

and Aneurysmal Cyst,is found in almost 15% of cases 

[7]. Above all, it is MRI that reveals this association by 

showing a mutilocular cyst lesion within the tumor. 

This association is responsible for tumor 

hypervascularization, which may require one or more 

embolization sessions before excision [8]. 

 

CONCLUSION 
The giant cell tumor with vertebral location is 

a very aggressive tumor. IT can be associated with an 

aneurysmal cyst responsible for tumor hyper 

vascularization, necessitating preoperative 

embolization. Nonspecific radiological aspect. MRI can 

better characterize this lesion. Need for 

multidisciplinary discussion. 

 

Abbreviations 

CT: Computed tomography. 

 

MRI: Magnetic Resonance Imaging. 

HU: Hounsfield Unit 
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