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Abstract 
The telangiectatic osteosarcoma (TGS), an extremely lytic and hemorrhagic variant of the osteosarcoma, 
presents in the same age group and location as a classical osteosarcoma but has a radiographic 
appearance almost identical to that of an aggressive aneurismal bone cyst, making diagnosis more 
complex. Here we are reporting a rare case of biopsy proven telangiectatic osteosarcoma in distal tibia of 
a 12 years old boy, who was misdiagnosed clinically as a case of aneurismal bone cyst. 
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1. Introduction  
Telangiectatic osteosarcoma (TOS) is a rare malignant variant of osteosarcoma, comprising 2 
to 12% of all osteosarcomas cases [1-4]. Though it was first described by Paget [5] in 1854, it 
was Ewing [6], who considered the tumor as a distinct histologic varient of osteosarcoma. The 
survival rate of TOS patients is similar to that of other osteosarcoma subtype patients [1-3]. Age, 
gender, tumour size and location are not predictors of non-metastatic TOS [4, 7]. Because of its 
resemblance to aneurismal bone cyst, giant cell tumour, angiosarcoma and Ewing sarcoma at 
the time of radiographic evaluation, and secondly due to lack of proper clinical, radiological 
and pathological elucidation, its become difficult to timely diagnose and treat this rare 
malignant bone tumour. Here we are reporting a rare case of telangiectatic osteosarcoma in 
distal tibia of a 12 years old boy which was misdiagnosed as a case of aneurismal bone cyst in 
first instance. 
 
2. Case report 
A previously healthy 12-year old boy presented in our outpatient department with a 6-month 
history of continuous, mild initially but progressively increased in severity, left leg pain. The 
physical examination revealed 8×5 cms soft to firm, mild tender swelling in distal part of left 
leg. There was also a 2×3 cms healed ulcer on mid anterior aspect of the mass (Fig. 1). A 
complete blood count and basic metabolic panel were normal other than mild anaemia and 
mild leukocytosis. Anteroposterior and lateral radiographs of the left leg revealed an expansive 
septate lytic lesion in the distal tibial at metaphyseo-diaphyseal region with a narrow zone of 
transition. There was destruction and thinning of cortex, leaving only distal articular portion of 
tibia (Fig. 2). There was soft tissue spread as a result of cortical breach. Periosteal reaction was 
well evident. Distal fibula showed signs of mass effect. Selected T1 and T2 weighted coronal 
and axial MR images of the distal left tibia revealed a mass located eccentrically at the distal 
metaphyseo-diaphyseal region of tibia. The lesion was mixed heterogenous with fluid filled 
spaces (hyperintense in T2). The wide extent of diaphyseal involvement, soft tissue extent and 
periosteal reaction was more evident in MRI (Fig. 3). Gross and histopathological examination 
of mass after wide excision, confirmed it to be a telangiectatic variant of osteosarcoma (Fig. 
4). 
 
3. Discussion 
In a series of bone tumors at the Mayo Clinic, telangiectatic osteosarcoma constituted 3.5% of 
all osteosarcomas and 0.7% of all malignant bone tumors [8].  
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The tumor is seen slightly more often in males (3:2 male: 
female ratio) and occurs most frequently in the second decade 
of life [7]. Similar to conventional osteosarcoma, the majority 
of lesions are metaphyseal and located around the knee (distal 
femur, proximal tibia). The pelvis, scapula, ribs, and skull are 
less common locations for telangiectatic osteosarcoma [7-9]. 
There are reports of telangiectatic osteosarcoma as a secondary 
tumor in Paget’s disease and parosteal osteosarcoma [9-11]. 
Conventional radiographs of patients with telangiectatic 
osteosarcoma typically reveal a lucent lesion with a wide zone 
of transition. Another feature described in the literature is 
oblique parallel striations seen in the shaft probably due to 
hypertrophy of veins of cortex, which cross the cortical bone 
in an oblique direction [12, 13]. Metaphyseal lesions do extend 
into epiphysis. Aggressive radiographic features, such as 
periosteal reaction, cortical destruction, pathologic fracture, 
and soft-tissue mass are also common findings [14]. Consistent 
with the cystic nature of the tumor, the computed tomographic 
(CT) attenuation of the central portion of the lesion can be 
lower than that of soft tissue, and bone scintigraphy often 
shows increased radiotracer uptake peripherally in the tumor 
with central photopenia (known as the donut sign) [9]. Fluid-
fluid levels are often seen on CT and magnetic resonance 
imaging (MRI), but these are not entirely specific for 
telangiectatic osteosarcoma. Hemorrhage is frequently 
observed in association with the tumor as high signal intensity 
on T1- and T2-weighted images [15]. 
Differential considerations for telangiectatic osteosarcoma 
during the radiographic evaluation include aneurysmal bone 
cyst, giant cell tumor, Ewing’s sarcoma, angiosarcoma, and 
solitary bone cyst. Murphey et al. [9] have reported that when 
subtle osteoid formation is seen in the peripheral portion of the 
tumor on CT or when enhancement with intravenous contrast 
is seen on CT or MRI in the same region, telangiectatic 
osteosarcoma can be differentiated from aneurismal bone cyst, 
which is the lesion most often confused with telangiectatic 
osteosarcoma. 
Telangiectatic osteosarcoma is a rare malignant subtype of 
osteosarcoma. Combination of clinical characteristic, 
radiological and pathological examination can help improve 
the clinical diagnosis rate. The location, prognosis, and 
treatment of this unusual lesion mimic that of conventional 
osteosarcoma. 
Fluid-fluid levels and areas of hemorrhagic necrosis are 
typically seen on MRI along with aggressive radiographic 
features, such as periosteal reaction, wide zone of transition, 
cortical destruction, and soft-tissue mass. Because of 
preoperative pathologic fracture and fast progression, along 
with diagnostic dilemma telangiectatic osteosarcoma has a 
higher amputation rate than other subtypes of osteosarcoma 
 
Figure Legends 
 

 
 

Fig 1: Clinical dimensions of swelling above ankle with skin 
involvement in 12 years old boy 

 
 

Fig. 2: Radiograph of the left both bone leg with ankle AP and 
Lateral view showing expansive lytic lesion in metaphysio-diaphyseal 

region, periosteal reaction and cortical breach with soft tissue 
involvement 

 

 
 

Fig 3: T1WI and T2WI MRI axial section showing mixed 
heterogenous with fluid filled spaces cystic composition of lesion, 

Hyperintensity caused by cystic lesion is better appreciated on T2WI. 
 

 
 

Fig 4: Gross appearance of the tumour, cut section and 
histopathology 
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