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Abstract 
Purpose of Study: To study the effectiveness of combined extended curettage and sclerosant therapy in 
the management of aneurysmal bone cyst of proximal femur. 
Materials and Methods: A 22 years old male presented with complaints of left hip pain since 20 days, 
was examined clinically and radiologically. On MRI, he was diagnosed to have a non-expansile lytic 
lesion in the left proximal femur with features suggestive of aneurysmal bone cyst or an unicameral bone 
cyst. Patient was planned and taken up for aspiration and curettage followed by a single sitting sclerosant 
therapy with 3% polidocanol, bone cementing combined with plating. Curetted sample was sent for histo-
pathological examination. Patient was advised restricted weight bearing for a period of 4 weeks. Regular 
follow-ups of the patient was done at 1, 3, 12 and 18 months post-operatively to assess for recurrence. 
Results: Histo-pathological examination confirmed the diagnosis of aneurysmal bone cyst. With regular 
follow-ups, patient had a good functional outcome and no evidence of recurrence with this technique at 
18 months follow-up. 
Conclusion: Aneurysmal bone cyst has a higher recurrence rate with curettage and bone grafting alone. 
Extended curettage along with sclerotherapy with 3% polidocanol has shown no evidence of recurrence 
at 18 months follow-up in our study. Hence, this combined approach can be recommended in the 
management of aneurysmal bone cyst. 
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Introduction  
Aneurysmal bone cysts (ABCs) are benign expansile lesions produce cavities within the bone 
that fill with blood and are lined by proliferative fibroblasts, giant-cells, and trabecular bone, 
arising predominantly in the pediatric population that can cause local pain, swelling, and 
pathologic fracture [1, 2]. ABCs are commonly seen during childhood and young adulthood with 
a median age of 13 years, and 90% of lesions are found prior to age 30. Females are slightly 
more affected with an estimated M:F sex ratio of 1:1.16[3]. ABCs also occur secondary to other 
bone tumors such as chondroblastomas, giant cell tumor, chondromyxoid fibroma, non-
ossifying fibromas, or fibrous dysplasia. These secondary ABCs account for nearly 30% of all 
ABCs, and they are not considered a neoplasm because there is no known translocation or 
genetic aberrancy is present [4]. ABCs have a predilection for the metaphysis of long bones 
including the femur, tibia/fibula, and upper extremity.  
Even though X-rays and MRI are used for diagnosis, histo-pathological examination of biopsy 
specimen still remains as gold standard. 
The standard of treatment remains curettage and grafting to fill the bone void, but the adjuvant 
or alternative treatment methods to reduce recurrence are numerous including phenol 
cauterization, cryosurgery, argon beam coagulation, etc. Embolization of the feeding arteries 
has been suggested as an alternative with good outcomes, but the technique is technically 
demanding as some lesions may lack a large afferent vessel [5]. Recent data suggest that 
percutaneous sclerotherapy is a safe alternative to surgery for treatment of ABCs [6]. But, most 
often the patient treated with sclerotherapy alone, end up with recurrence and go into surgical 
resection and bone grafting. Hence, only in surgically inaccessible regions the use of 
sclerotherapy has gained popularity. 
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Aim of the Study 
To study the effectiveness of combined extended curettage 
and sclerosant therapy in the management of aneuysmal bone 
cyst of proximal femur. 
 
Case Report 
A 22 years old male presented with complaints of left hip pain 
since 20 days, which was insidious in onset, dull-aching, non 
radiating type of pain, present throughout the day. Pain 
aggravated on strenuous activity. The patient approached the 
orthopaedician as the pain started impending his daily routine. 
He was examined clinically and radiologically; and was 
diagnosed to have a non-expansile lytic lesion in the left 
proximal femur with features suggestive of aneurysmal bone 

cyst or an unicameral bone cyst from an MRI study. Patient 
was planned and taken up for aspiration and curettage under 
C-arm guidance along with a single sitting sclerosant therapy 
with 3% polidocanol, followed by bone cementing combined 
with plating. Curetted sample was sent for histo-pathological 
examination. Histo-pathological examination showed multi-
nucleated giant cells with reactive woven bone and confirmed 
the diagnosis of aneurysmal bone cyst. Patient had no intra-
operative or post-operative complications. Patient was 
advised restricted weight bearing for a period of 4 weeks post-
operatively, after which complete weight bearing and 
mobilization was started. Regular follow-ups of the patient 
was done at 1, 3, 12 and 18 months post-operatively to assess 
for recurrence. 

 

  
 

Fig 1  Fig 2  
 

Fig 1, 2: Pre-operative images of left Proximal Femur Aneurysmal Bone Cyst 
 

  
 

Fig 3  Fig 4 
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Fig 5  Fig 6 
 

Fig 3-6: Intra-Operative Images of Curettage followed by Sclerotherapy with Polidocanol and bone cementing. 
 

  
 

Fig 7 Fig 8 
 

Fig 7, 8: Immediate Post-operative image and at 1 yr follow-up respectively 
 

Discussion 
Aneurysmal bone cysts located in the peri-articular locations 
of long bones pose a risk of iatrogenic fractures during 
aggressive curettage. Despite best efforts at curettage, studies 
have shown highly variable recurrence rates of upto 59% [7]. 
However, recurrence rates have significantly reduced with the 
use of effective local adjuvants like bone cement, use of high 
speed burr, argon beam, phenol and cryotherapy. ABCs in 
anatomic locations where surgery would cause significant 
morbidity are most often treated with embolization or 
radiotherapy and with increasing frequency, medical 
management with denosumab (RANK-L inhibitor) or 
percutaneous doxycycline (antibiotic with anti-neoplastic 
properties) [8, 9]. 
Current modalities include sclerotherapy, which acts by 
damaging the endothelium of vessels, triggering the 

coagulation cascade and resulting in thrombosis [10]. 
The drawback of sclerotherapy for being unpopular is the risk 
of local or general inflammatory reactions to the agent and the 
requirement of curettage and bone grafting at a later point of 
time. 
In a RCT study, Varshney et al. compared Polidocanol 
(hydroxypolyaethoxydodecan) sclerotherapy with curettage, 
high speed burr and bone graft; polidocanol had a healing rate 
of 93.3% compared to 84.8% for curettage. Polidocanol also 
provided faster pain relief and better functional outcomes [11]. 
In a study done by Adamsbaum et al., in 2003 on 17 patients 
with aneurysmal bone cyst treated with sclerotherapy with 
Ethibloc, 75% patients received a single dose of injection all 
but one patient developed local and/or general inflammatory 
reactions a few days after treatment, and three patients had 
cutaneous fistulas at the site of injection with spontaneous 
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resolution. Three patients had recurrence (18%), after a mean 
follow-up of five years; all were treated with surgical 
resection and bone grafting [12]. In patients sensitive to agents 
like Ethibloc, sclerotherapy should be avoided and other 
alternatives like afferent arterial embolization of feeding 
vessels should be carried out, if the location of the lesion is 
surgically inaccessible. 
In a study done by Brosjö et al., average cumulative dose of 
polidocanol per patient until healing was 450 (60–1,410) mg. 
The efficacy of the method was 97% (95% CI: 92–100). 3 
injections at intervals of 4 weeks was the most common 
schedule, and more injections were given if the lesion failed 
to heal [6]. 
In our study, we have combined both the conventional method 
of curettage and cementing with a single sitting sclerotherapy 
with 3% Polidocanol, followed by plating. Regular follow-ups 
at 1, 3, 12 and 18 months post-operatively to assess for 
recurrence of the lesion. 
 
Conclusion 
Aneurysmal bone cyst has a higher recurrence rate with 
curettage and bone grafting alone. Extended curettage along 
with sclerotherapy with 3% polidocanol has shown no 
evidence of recurrence and good functional outcome at 18 
months follow-up in our study. Hence, this combined 
approach can be recommended in the management of 
aneurysmal bone cyst. This study also warrants for a 
prospective, large sized randomized control trial with a long 
term follow-up to demonstrate the effectiveness of this 
approach. 
 
Statement of Consent 
Informed and Written consent has been taken from the patient 
to publish this as a case report for educational purpose. 
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