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Treatment of Intraosseous Ganglion of the Talus with Hindfoot Endoscopy
- A Case Report -

Sung Yoon Kim, M.D.t, Woo Chun Lee, M.D.2

Department of Orthopaedic Surgery, Sunlin Hospital, Pohang, Korea*
Department of Orthopedic Surgery, Inje University Seoul Paik Hospital, Seoul, Korea?

An intraosseous ganglion typically exists in periarticular epiphysis or subchondral area, and is usually treated with open curettage
of cyst or curettage and bone graft. We report a case of intraosseous ganglion of talus treated by endoscopic curettage and bone graft-

ing with areview of the literature.

KEY WORDS: Tdlus, Intraosseous ganglion, Endoscopic curettage

SHA] gk}, ol hA 2Rt HF, B 25 A

2~
T AL EEL] 395 90 skl dsleou WA ¥

AT FE JAN == A% FH A WA=, A= £o] Fed ThsA o] =2 dAe] vk AAES AFY
sl 4 AT Yol A= =t FU AT dubH e o) Y= FW 245 AEE TS5 Y FUS AT
2 A9 AT Fedolu} AFshFl $Ix3te, AFs=F £ 5 WAAA G W 43 9 Fol s Alste] %
3% (subchondral bone cyst) Ei= FU] HAYFo2T g AFE A7)0, AF FHke] A Wl vigk x5
=Y 23y dEskE 3Ee] A FE I %2 stUE WA e] 5o & 5 oA AlgEo] £8 3
e gl=gA) Wske Qg 3bd 7hA 9] At e 23} A HaLsh= oot
thbAQl Aot weu g 7hES e¢ith S Z2ATS 3
A3 RS R EE R A 55 T e 4o &+ Zel 21
dob? FU 2AHFY] A ER GF W &A% O F w5 49
= F ZoAsS FE AP, o#E e AMAE of A=l 184 A} 327} THY A HES AR E F
WHAANE 3l ABAY W L 23] disl) AE%o] 2155 $-5 0 o TR Ulskdo 53] 23 2A
Festeh? A o] 9 YAIAEA ey 50l U g7l 2 AHEZE o $50] At +5 A
L AEE I, AFES 2F5] 5k A YA Tt L e FE S 305 Ao, el ek

T
5

* Address reprint request to A)g 274 Bo|x] okek
\lgve%%r(t:nrlgr?tl_o?eb'\r/‘lrhgbaedic Surgery, Inje University Seoul AT Fehd A e AR FHAR A AZA] 25,
Paik Hospital, S AR A= Frdell S84 el (=Y. AT
A o S commed omorhy, T A ¥
E-mail: wclee@paik.ac.kr Z 9l 1X1x1.5 cm 2718 F8304 o] s
H4: 201249 19 62 AANAY: 20124 19 312 A, 33 ZARE wR el e Fig. D). 2137
Aol 20129 29 159 ’+(magnetic resonance imaging, MRI) A= T2 7=



M
o
=
>
oM
>
o
=
(3]
ro
Al
2]
=

AMEO| 2|2 - B2l Ha - N2 9

ol

PN TNE JES Hol WA AL FHH FW GF & AUT THE FUS FYTE shaverS o] B2 B4 F
o 24¢ RATHFig. 2). T8 3E 919 A TAF ol S AR2AL Aesenh. WA A ol S
g 29l Fabe] Q% A0 Qs P P98 vk 371 ofels

A Seld Bohe] AHE AT F RS IR T ouf, AP 2L 234 AASRUA AokE Fush] AF
o AT A9 AFY AE NS BT BBE T 2] F9I50] P FAT WEE HAD S G P 9
A9 AR QAN TSI A3 B ol BYRAL A7 AR PR Q22900 9] R WAEE FUS
RAE T3 B obEls A9 WSt 915 AR A AYTE vl W F9I5 YT 7)1 7E AAeistel 4
5mm A7904 7S BhE 29l FUE L FA5 S shginh T AEEE SEsh) A 29F 9o v
HYTE BEUTHFig. 30 FO5 AYTE I A 9 AAEE A APtk AT FEEY) 2916 47

Fig. 1. (A) Corona computed tomography (CT) scan showing a large cystic lesion at lateral aspect of the talar body. (B) Sagittal CT
scan showing cystic lesion at posterior aspect of the talar body.

Fig. 3. The posterolateral portal is located just proximal of the

fibular tip and 5 mm anterior to the lateral border of the
achilles tendon.
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Fig. 2. A sagittal T2-weighted magnetic resonance image
showing the lesion as high signal intensity.
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Fig. 4. Postoperative 3 months follow-up coronal computed
tomography (CT) of right ankle showing incorporation
of the bone graft.
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