
   

 
 
 

Case Report  ISSN (O):2395-2822; ISSN (P):2395-2814 

Annals of International Medical and Dental Research, Vol (3), Issue (4) Page 6 
 

S
ectio

n
: O

rth
o
p

a
ed

ics 

Non-Ossifying Fibroma of Calcaneum. 
Sanjay Kumar1, Kritesh Mishra2  

1Associate Professor Department Of Orthopaedics, G.S.V.M. Medical College & LLR Hospital, Kanpur. 
2Junior Resident, Department Of Orthopaedics, G.S.V.M. Medical College & LLR Hospital, Kanpur. 
 

Received: April 2017 

Accepted: May 2017 
 
 

Copyright: © the author(s), publisher. It is an open-access article distributed under the terms of the Creative 

Commons Attribution Non-Commercial License, which permits unrestricted non-commercial use, distribution, and 

reproduction in any medium, provided the original work is properly cited. 
 

 
 

ABSTRACT 
 
Variations in the arterial pattern of the upper limb are very common as observed in many cadaveric and angiographic 
studies. Knowledge of variations in the origin and course of the radial artery is important because they are used for 
many diagnostic procedures as well as vascular and reconstructive surgeries like coronary angiography, percutaneous 
coronary intervention and coronary artery bypass surgery. During routine dissection in our institute, we observed a case 
of high origin of the radial artery in a 33 year old male cadaver. It was found to be unilateral; on left side, radial artery  

 

 

 

 

INTRODUCTION 
 

A rare case of non-ossifying Fibroma arising in the 

left calcaneum presented with swelling over lateral 

aspect of left ankle region. 
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CASE REPORT 
 

A 36 year old man presented to the OPD with the 

complaint of swelling over lateral aspect of left 

ankle region. The swelling developed 

spontaneously one month back  and  gradually 

increased in size. There was no associated history 

of pain.  

On physical examination, a 4×3 cm ovoid swelling 

is seen over lateral aspect of left heel with 

indistinct edges. The overlying skin was freely 

mobile & normal in colour with no pigmentation. 

There was no venous prominence or visible 

pulsation. On palpation, the local temperature was 

not raised but there was slight tenderness on deep 

palpation. The swelling had smooth surface with 

indistinct margins and was firm to hard in 

consistency. The movement of ankle joint was 

neither painful nor restricted.  

X ray shows a well-defined radiolucent lesion in 

the antero lateral portion of the left calcaneum with 

minimal peripheral sclerotic margins. 

 

 
 

CT scan shows an osteolytic lesion in the calcaneus 

measuring 33×25×23 mm in dimensions. The 

lesion comprises of regular cortical thinning with 

slightly increased attenuating central core. Margins 

are not sclerotic. The clinical  impression  being   a 

bone  cyst. 
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ABSTRACT 
 
A rare case of non-ossifying Fibroma arising in the left calcaneum presented with swelling over lateral aspect of 
left ankle region. X ray showed a well-defined radiolucent lesion in the anterolateral portion of the left calcaneum 
with minimal peripheral sclerotic margins. CT scan showed an osteolytic lesion in the calcaneum comprising of 
regular cortical thinning with slightly increased attenuating central core.The patient was managed operatively by 
curettage of the bone cyst followed by autologous bone grafting. Histopathological examination of the tissue 
showed ghost appearance suggestive of benign spindle cell lesion probably, non-ossifying fibroma. 
 
Keywords: Osteo ; ytic lesion Calcaneum,Non Ossifying Fibroma, Curattage & bone grafting. 
 
 

 



 Kumar & Mishra; Non-Ossifying Fibroma of Calcaneum 

Annals of International Medical and Dental Research, Vol (3), Issue (4) Page 7 
 

S
ectio

n
: O

rth
o
p

a
ed

ics 

The patient was managed operatively by curettage 

of the bone cyst followed by autologous  bone  

grafting. 

 

 
 

 
 

 
 

The tissue was sent for histopathological 

examination which was reported as follows- 

Gross: 

Single greyish white soft tissue piece measures 

2.0×2.0 cm.  

Microscopic description:  

Section shows autolytic changes. There is ghost 

appearance of fibro-collagenous tissue, focal areas 

at the periphery of tissue are showing degenerated 

bony trabeculae. 

Impression:  
One the basis of ghost appearance, findings are 

suggestive of benign spindle cell lesion of bone 

probably, non ossifying fibroma. 

 

  

  
 

 DISCUSSION 
 

Non- ossifying fibroma, metaphyseal fibrous 

defect, and fibrous cortical defect all refer to the 

same histopathological process in the bone. The 

spontaneous resolution of most metaphyseal 

fibrous defects and their relationship to the growing 

portions of bones support the concept that they 

represent faulty ossification rather than true 

neoplasm. They are commonly discovered 

incidentally on plain radiographs. There is slight 

male predominance. It is exclusively a disease of 

childhood and adolescence. They rarely appear in 

children younger than 2 years of age or in adults 

over 20 years of age. They develop in the 

metaphysis and, as the bone grows, they gradually 

seem to move toward the diaphysis. Radiographic 

evidence of small cortical defects may be found in 

approximately one-third of growing children, most 

commonly in the distal femur. Other common sites 

are distal tibia and proximal tibia. When patients 

near skeletal maturity, the lesions ossify or 

completely disappear.Few of these lesions pose a 

significant diagnostic problem or produce enough 

symptoms to require surgery. A few fibroblastic 

masses may continue to grow and produce 

pathologic fracture of even a major tubular bone. 

Patients may have multiple fibrous defects in one 

or more extremities. 

When there are several metaphyseal fibrous 

defects, the patient may have other problems like 

café au lait spots, intellectual disability, 

kyphoscoliosis, hypogonadism, ocular & 

cardiovascular malformations, and may have Jaffe-

Campanacci syndrome, as described by Mirra and 

colleagues. 

The main differentials for these lesions are- Simple 

bone cyst, Aneurysmal bone cyst, Giant cell 
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tumour, Bone infarct, Chondroid tumour, 

Intraosseous Lipoma or Fungal infections. 

 

Radiographic features: 

Most metaphyseal fibrous defects have a 

characteristic radiographic appearance that is 

virtually diagnostic. When a large tubular bone is 

affected, the lesion is practically always located 

eccentrically and often produces some bulging of 

the cortical outline, which is usually thin over the 

defect. The lucency begins in the metaphysis, near 

or at the epiphyseal line, and appears to migrate 

toward the centre of the bone as the epiphyseal 

region grows away from it. 

The inner boundary of the lesion is demarcated by 

thin or prominent scalloped line of sclerosis. 

Trabeculae frequently appear to traverse a defect 

and give it a multilocular appearance; however, 

these trabeculae are nearly always incomplete and 

the appearance is actually produced by the shadows 

of corrugations on the inner surface of the cavity 

that houses the defect. Occasionally, the entire 

width of the bone may be affected.  

 

Gross Pathological features: 
It is unusual to see intact specimens of metaphyseal 

fibrous defect. Curetted fragments show a granular 

lesion that is predominantly brown but has foci of 

yellow discoloration. If the gross specimen is 

intact, it will have the characteristic lobulated 

appearance expected from the radiographic 

features. The lesion attenuates the cortex but does 

not breach it. 

 

Histopathological features: 

Metaphyseal fibrous defects characteristically show 

a spindle cell proliferation, with a loose storiform 

arrangement of the cells. The cells are plump but 

show no hyperchromasia of the nuclei. Mitotic 

figures may be found. Very characteristically, a 

yellow to brown pigment, which special stains 

show to be iron, is present within the spindle cells. 

Benign giant cells are always found. These are 

usually in clusters but focally may be very 

prominent and, out of context, may suggest the 

diagnosis of a giant cell tumor. Foam cells 

containing lipid are almost always found in 

metaphyseal fibrous defect and produce the yellow 

appearance grossly. 

Typically metaphyseal fibrous defects do not 

contain bone. However, small foci of reactive new 

bone formation may be seen, especially in 

association with a pathologic fracture. 

Because of the presence of giant cells, the lesion 

may be mistaken for a giant cell tumor. However, 

the giant cells usually are arranged in clusters, 

unlike that seen in a true giant cell tumor. The 

occurrence in the second decade of life and the 

characteristic location in the metaphysis practically 

rule out the diagnosis of giant cell tumor. The 

presence of foam cells, giant cells, and spindle cells 

in a storiform arrangement may suggest a diagnosis 

of fibrohistiocytic neoplasm. Indeed at least some 

of the so-called fibrous histiocytomas of bone 

reported in the literature probably represent 

metaphyseal fibrous defects in unusual locations. 
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