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Aneurysmal bone cyst of the hyoid

AKHTAR SHADABA,* SHABIH ZAIDIT (Karachi, Pakistan)

Abstract

Aneurysmal bone cyst is a rare lesion usually of the long bones, well documented in the literature. It is a cystic, osteo-
lytic vascular tumour, replete with giant cells and fibrous septa, yet devoid of endothelial lining. It has been reported in
the larynx and maxillary sinus. This appears to be the first report of an aneurysmal bone cyst occurring in the hyoid

bone.

Case report

An 18-year-old boy presented with a seven-month history of
progressive mid-line suprahyoid swelling associated with ody-
nia and dysphagia, with a past history of neck trauma. He could
not protrude his tongue fully and an indirect laryngoscopy was
unsuccessful.

Plain radiographs of the neck showed a diffuse circum-
scribed swelling of the soft tissues with scattered patches of
ossification in the hyoid bone (Fig. 1). A thyroid scan was nega-
tive and the values of T, were 1 nmol/l, T, 5 mcg/dl and TSH of
(4 uu/ml).

A CT scan showed ‘a large mid-line rounded non-enhancing
fluid dense mass, with an amorphous ring and eccentric cal-
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X-ray lateral view of neck: Patchy calcification near a thinned out
hyoid bone.
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cification at the level of the hyoid bone’ (Fig. 2). It extended
between the surface of the tongue to the thyroid isthmus
through the body of the hyoid bone.

Ultrasound examination showed a ‘complex mass, solid in
front of the neck with bright echogenicity and well defined
walls.” Fine needle aspiration revealed frank blood even on
repeated attempts. Carotid angiography did not show a vas-
cular tumour. In view of these findings a provisional diagnosis
of an infected thyroglossal cyst was considered.

Exploration of the swelling was carried out which revealed a
cyst 4 X 6 cm, occupying the area from above the thyroid to the
base of the tongue. The body of the hyoid bone was deficient
and only the remnants of the right greater cornu could be iden-
tified. Approximately 50 ml of serosanguineous aspirate was
withdrawn. The cyst was dissected away along with a patchily
ossified cyst wall.

Post-operative recovery was uneventful. The initial histo-
logy report was an osteoclastoma, but on a subsequent review
of the sections, keeping the age and history of trauma in mind,
as well as the numerous cavernous spaces and absence of endo-
thelial lining, a diagnosis of an aneurysmal bone cyst was
confirmed.

Discussion

Aneurysmal bone cyst is classified as a tumour of blood
vessels. It presents as a single cavity usually containing unclot-
ted flowing blood. There are multiple cavernous vascular
spaces that ‘honeycomb’ the lesions, unlined by endothelial
and lack of characteristic blood vessels. The benign appearing
stroma of spindle cells is sprinkled with giant cells (Jaffe, 1958).

In most cases, pre-existing pathology has been identified.
Areas of resemblance to aneurysmal bone cyst occur adjacent
to lesions of fibrous dysplasia, giant cell tamour, osteogenic,
sarcoma and benign osteoblastoma (Dabezies and Ferguson,
1982). Its exact aetiology is unknown but its association with
trauma is certain. Aneurysmal bone cyst is seen to represent a
reactive process in bone as a sequel to haemorrhage from
primary lesion for example a fracture, leading to an osseous
arteriovenous fistula. Biesecker et al., (1970), Delorit and
Summers (1975), and Kimmelman ez al. (1982) in their reports
of an aneurysmal bone cyst in the sphenoid sinus, noted radio-
logical findings of bony destruction, opacification, and
expansion.

The clinical diagnosis may be difficult in view of more likely
possibilities such as thyroglossal cyst, haemangioma and ecto-

tProfessor of ENT and Head and Neck Surgery, Jinnah Postgraduate Medical Centre, Karachi, Pakistan.

Accepted for publication: 29 August 1991.

https://doi.org/10.1017/50022215100118663 Published online by Cambridge University Press


https://doi.org/10.1017/S0022215100118663

FiG. 2

CT scan: Showing a fluid dense mass, with eccentric calcification at

the level of the hyoid bone. The cystic mass is obliterating the

larynx and displacing the surrounding structures. The thyroid is
separate from the cystic mass.

pic thyroid. Histological diagnosis is by differentiation from
giant cell variants. Diagnosis should be based on a compositSef
multiple random sections of the tumour along with clinical and
radiographic evidence (Jaffe, 1958). The lacy trabeculae pro-
vide the characteristic feel to the surgeon during currettage
(Lichsenstein, 1957; Verbiest 1965; Spjut et al., 1971). Throm-
bus admixed with the tumour is an occasional finding (Tillman
etal., 1968).

A definite chronological relationship between the occur-
rence of an aneurysmal bone cyst and an undisplaced fracture is
noted by Dabezies and Ferguson (1982).

Beltran (1986) advocates the use of magnetic resonance
imaging for diagnosis of an aneurysmal bone cyst, as this par-
ticular cyst has multiple fluid levels caused by intracystic haem-
orrhages of varying ages.

Several methods of treatment have been advocated: curet-

Key words: Hyoid bone; Bone cyst, aneurysmal

https://doi.org/10.1017/50022215100118663 Published online by Cambridge University Press

A.SHADABA, S. ZAIDI

tage with or without grafting, cryotherapy and radiotherapy
(Sherman and Soong, 1957; Godfrey and Gresham, 1958;
Clough and Price, 1973). Radiotherapy in a benign condition
with a tendency to spontaneous regression is unjustified
(McQueen er al., 1985). Radiotherapy has also been avoided
on account of its potential carcinogenicity and damage to the
growing ends of bone (Marks et al., 1976). All these modes of
treatment are associated with recurrence between 8 to 30 per
cent (Donaldson, 1962; Dabska and Buraczewski, 1969).

As thrombosis and fibrolysis play a leading part in healing,
therapeutic embolization has been used successfully to achieve
spontaneous regression (Murphy et al., 1982).

We believe total en bloc excision is the treatment of choice
when mechanical or functional failure is likely. No recurrence
follows this mode of treatment.
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