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Osteoblastoclastoma of the acromial end of the clavicle

The aim of the work: to familiarize surgical doctors with the atypical localization of osteoblastoclastoma (OBC) in a child who simulated
an aneurysmal bone cyst for the purpose of early diagnosis and treatment of this rare disease.

Materials and Methods. The survey was carried out on the basis of the municipal non-profit enterprise "Ternopil Regional Children's
Clinical Hospital" of the Ternopil Regional Council. The patient's outpatient and inpatient documentation has been carefully studied. X-ray
examination is standard equipment. Magnetic resonance imaging — Hitachi AIRIS Mate Open-Bore 0.2 MRI device. Histological
examination — staining with hematoxylin-eosin, eyepiece x300. We did not find data on clavicle OBC in the available literature, so we
consider it necessary to share our clinical observation.

Results. A rare case of osteoblastoclastoma of the acromial end of the right clavicle was described in a patient aged 11 years. X-ray and
clinical symptoms were more characteristic of an aneurysmal bone cyst. Histological examination of the removed tumor showed numerous
foci of bone destruction with a large number of large spindle-shaped, multinucleated cells, which is characteristic of the lytic stage of
osteoblastoclastoma. Five months after the operation, no functional disorders were detected in the patient, the X-ray clearly shows bone
regeneration at the site of segmental resection of the clavicle.

Conclusions. Osteoblastoclastoma of the clavicle in childhood is very rare. Clinical and radiological symptoms are not always reliable, the
final diagnosis is possible after histological examination. A radical method of treating this disease is surgery. The high ability to regenerate

bone tissue in children allows for oxidative resections over a considerable length.
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Problem statement and analysis of recent
research and publications. Osteoblastoclastoma
(OBC) is a single, aggressive tumor that most often
affects long tubular bones. The tumor is rare, with a
frequency of approximately 1.2-1.7 per million
person-years, which is 4-5 % of all primary bone
neoplasms. 80 % of cases of OBC are diagnosed
between the ages of 20 and 50 with a peak of disease
between 20 and 30 years [1, 2].

The causes of the appearance and development of
the tumor are not completely known. The most common
point of view is a polyetiological disease that occurs as
a result of the coincidence of adverse internal and
external factors. It is believed that this is the result of
excessive activity of the RANK/RANKL signaling
process by neoplastic mononuclear stromal cells, which
cause excessive proliferation of osteoblasts. The
molecular criterion is cells with the H3.3pGly.34
mutation. The OBC consists of two types of cells:

multinucleated, giant and small, mononucleated, which
are located in the middle of the bone [3, 4].

In almost 75 % of cases, OBC is localized mainly
in the epimetaphysis. The most common areas in
descending order are the distal metaphysis of the
femur, the proximal end of the tibia, the distal end of
the radius and the sacrum. In almost every second
patient, OBC is localized in the knee joint [3-5].

The aim of the work: to acquaint surgical doctors
with the atypical localization of osteoblastoclastoma
in a child who simulated an aneurysmal bone cyst for
the purpose of early diagnosis and treatment of this
rare disease. We did not find data on clavicle OBC in
the available literature, so we consider it necessary to
share our clinical observation.

Materials and Methods. The survey was carried
out on the basis of the municipal non-profit enterprise
"Ternopil Regional Children's Clinical Hospital" of
the Ternopil Regional Council. The patient's outpatient
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and inpatient documentation has been carefully
studied. X-ray examination is standard equipment.
Magnetic resonance imaging — Hitachi AIRIS Mate
Open-Bore 0.2 MRI device. Histological examination
- staining with hematoxylin-eosin, eyepiece x300.

Results. Description of clinical observation.
Boy L. is 11 years old. He grew and developed normally,
did not get sick. Two months ago, a thickening formed
in the area of the distal end of the right clavicle. There
was no injury. The tumor gradually increased, which
caused discomfort, soreness when wearing a backpack.
There was no increase in temperature. At rest, the pain
in the clavicle did not bother.

The general condition of the child is satisfactory.
Examination revealed an oval thickening of the
acromial end of the right clavicle, painless when
pressed, with clear contours. The skin over the tumor
is of normal color. Peripheral lymph nodes are not
enlarged. The abduction of the right shoulder above
the horizontal line is limited due to pain.

On a comparative radiograph of the shoulder
girdle in direct projection, there is a spindle-shaped
thickening of the acromial end of the right clavicle up
to three cm in diameter, there is no periosteal reaction.
Severe osteoporosis. The cortical layer above the
tumor is greatly thinned, swollen, and outlines an
elongated single-chamber cyst (Fig. 1).

Fig. 1. Patient L., aged 11 years. X-ray of the shoulder
girdle. Tumor of the acromial end of the right clavicle.

MRI of the right shoulder joint with a contrast
enhancer. A spindle-shaped thickening of the acromial
end of the right clavicle, a bone defect, thinning of the
cortical layer over the tumor without a periosteal
reaction was revealed.

Preliminary clinical diagnosis. Clinical signs,
radiograph data and MRI are more likely to be
characteristic of an aneurysmal cyst of the acromial
end of the right clavicle with manifestations of
reactive periarthritis of the shoulder joint.

Operation. Under general anesthesia,
suboxidatively, within healthy bone tissue, a tumor of
the acromial end of the right clavicle was removed
(Fig. 2).

The cavity is treated with antiseptics. The wound
is sewn up in layers. The arm is fixed with a Deso
bandage.

Fig. 2. Patient L., aged 11 years. X-ray of the shoulder
girdle. The condition after removal of the tumor of the
acromial end of the right clavicle.

Macropreparation. The tumor looks like a bloody
clot, is fragile, tuberous, contains small cystic
formations filled with blood.

Histological ~ examination.  Staining  with
hematoxylin-eosin, eyepiece x300. The structure of
bone tissue with foci of destruction containing a large
number of large spindle-shaped, multinucleated cells.
Massive hemorrhages. The conclusion is a giant cell
tumor (osteoblastoclastoma).

Definitive clinical diagnosis. Osteoblastoclastoma
of the acromial end of the right clavicle, lytic stage.
Reactive periatritis of the right shoulder joint. Painful,
adductor contracture of the right shoulder joint.

The wound healed with the initial tension. He was
discharged for outpatient observation at the place of
residence. The right arm is fixed with a Deso bandage.
Five months after segmental resection of the clavicle,
the radiograph clearly shows the regeneration at the
site of the removed tumor, the axis of the clavicle is
correct (Fig. 3).

Fig. 3. Patient L. aged 11 years. X-ray of the right
clavicle five months after surgery.

Discussion. Previously, OBC was considered a
benign formation. Recent scientific studies have
shown that the development of the tumor is
unpredictable, there is a high probability of its
malignant transformation, therefore it is classified as
an aggressive neoplasm [1-4].
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In most patients, the first signs of OBC do not
appear immediately, but several years later, by chance,
during an X-ray examination for trauma and pain.
Often the first sign of the disease, especially in
children, is a pathological fracture that occurs as a
result of the destruction of a significant part of the
bone. In the process of tumor growth, restrictions on
movement in the joint appear, pain during physical
exertion increases, which disappear at rest, thickening,
and deformation of the bone [3, 4].

Depending on clinical and radiological data, the
following main types of OBC are distinguished: 1.
Cell type. On the radiograph there is a spindle-shaped
focus of bone destruction, which has a cystic-
trabecular structure, resembling soap bubbles,
honeycombs.

2. Cystic type. The tumor resembles a large cyst
with a small number of septa. The cortical layer above
the tumor is thinned, there is no periosteal reaction.

3. Lytic type. The tumor is in the form of a
structureless enlightenment, there are no septa. The
cortical layer above the tumor is thinned, there is no
periosteal reaction. This type of tumor was in our
patient and simulated an aneurysmal cyst [1-5].

Treatment. Depending on the size and stage of
OBC, the tactics will be different. Small OBCs are
removed by curettage (curettage). The cavity is treated
with antiseptics, liquid nitrogen, acrylic cement.
Medium-sized tumors (smaller than half of the
diameter of the bone) are removed by marginal
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resection, followed by bone allo- or autoplasty. Large
tumors are removed within healthy bone tissue
(segmental resection), and the resulting defect is filled
with bone auto-, homo- or heterograft [1-5].

Prognosis: there is a probability of recurrence
(from 20 to 30 %) and sometimes its malignant
transformation [2-5].

After 5 months of observation of the child, there
were no complaints, there were no functional
disorders. He is under dispensary supervision.

Conclusions. 1. Osteoblastoclastoma of the
clavicle in childhood is very rare.

2. Clinical and radiological symptoms are not
always reliable, the final diagnosis is possible after
histological examination.

3. A radical method of treating this disease is
surgery.

4. The high ability to regenerate bone tissue in
children allows for oxidative resections over a
considerable length.
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TepHoninbcbKull HayioHasibHUl MeduydHul yHisepcumem iMmeHi I. H. lopb6ayescbko2o MO3 YkpaiHu, TepHonisb, YkpaiHa

OCTEOBJ/TIACTOK/TIACTOMA AKPOMIAJIBHOI'O KIHIIA K/THOYUNIII

Merta po0oTH: 03HAOMUTH JIiKapiB XipypriuHoro mpogiiro 3 HEeTUNOBOIO JoKami3alielo ocreobnactoknacromu (OBK) y auTuHy, 1110
CUMYJIIOBasla aHeBpHU3MasibHY KiCTy KiCTKM 3 METOI PaHHBOI ZIiaTHOCTUKH Ta JIiIKyBaHHS L{bOT'0 PiJIKiCHOTO 3aXBOPIOBaHHS.

Marepianu i meTogu. O6CTe)KeHHs 3/ificHeHO Ha 6a3i KOMyHaIbHOrO HEKOMEpLIIHHOro TiArpueMcTBa « TepHOMibChKa 00/1acHa AUTSIUa
KJTiHiuHa TiKapHsi» TepHOIiIbCBKOI 06/1acHOI pajiu. PeTesibHO BIBUEHO aMOy/1aTOpHY Ta CTallioHapHY JI0KyMeHTallito narjieHra. PeHTreHo-
norivHe 0bCTeXKeHHS — CTaH/apTHe 00/aHaHHA. MarHiTHO-pe3oHaHcHa Tomorpadis — amapar Hitachi AIRIS Mate Open-Bore 0,2 MRI.
TicTonoriune o6cTeXXeHHst — 3abapB/IeHHST TeMAaTOKCHTIHOM Ta eo3uHoM, oky/sip x300. ¥ mgoctymHii giteparypi ganux npo OBK kirounii
MM He 3HalIlUIM, TOMY BBa’KaEMO 3a MOTPiOHe TMOAIMMTHCS HAIMM K/IiHIYHUM CTIOCTepPe)KeHHSIM.

Pesynwraru. Orvicano pigkicHuii Bunagok OBK akpomianbHOTo KiHI 1paBoi K/TIOUMLi y narjieHTa BikoM 11 pokis. PeHTreHonoriusi Ta
K/THIUHI cuMITOMU Oy/iu Giblll XapaKTePHUMH [/l aHEeBPU3MaIbHOI KiCTH KicTku. OTiepoBaHU — CerMeHTapHa MiJOKiCHa pe3eKiiis
aKpoMia/IbHOTO KiHIL{sl ITPaBOI K/TIOUMIIi B Me)KaX 3[,0pOBOI KiCTKOBOI TKaHMHH. ['icTosoriyHe 06CTe)XeHHs! BU/ja/IeHOl Ty X/IMHH MOKa3aso
YKC/IeHHI BOTHHIIA JIeCTPYKLil KiCTKH 3 BEJIMKOI KiJIbKICTIO KPYITHUX BEPeTeHONOiOHUX, 6araTosiiepHnX KIITHH, [0 XapaKTepHO st
mitruunoi crazii OBK. Yepe3s i’ saTh MicsLiB mic/st ornepariii QyHKI[iOHaTbHUX PO3/aZiB y MailieHTa He Oy/i0, Ha PEHTTeHOTrPami YiTKO BUAHO
KiCTKOBMI pereHepar Ha MiCLli CerMeHTapHOi pe3eKLlii K/IouuLli.

BucHoBku. OcTeob1acTok/1acToMa KJIFOUHLI y AUTSUOMY Billi € BesMKoro pifkictro. KimiHiuHI Ta peHTTeHO/IOTiuHi CUMITTOMHY He 3aBXKIH €
[OCTOBIPHUMH, OCTATOUYHUIA [iiarHO3 MOMTUBHIA MiC/Ist TiCTOMOTiYHOTO 06CTeXKeHHs. PaiiKaIbHUM MeTOZIOM JIIKyBaHHsI JaHOTO 3aXBOPIO-
BaHHs € onepalliiite. Bucoka 37aTHiCTb /10 pereHepaliil KiCTKOBOI TKaHUHH Y JliTell 7103BosIsi€ 3/1iCHIOBATH TTi/JOKiCHI pe3eKllii Ha 3HaUHO-
MY MpOTA3i.

KrouoBi ciioBa: KiCTKa; KIHOUULA; TyX/IWHa; JUTUHA, ]'IiKyBaHHF[; ,Z[iaFHOCTI/IKa.
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