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Aneurysmal Bone Cyst of Clavicle in a Child: A Rare Case 
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Abstract
Aneurysmal bone cyst is a benign expanding osteolytic lesion of bones and usually affects teens and 
young adults. Metaphyseal end of long bones are usually affected followed by spine and flat bones. 
Involvement of clavicle is rare. We report a seven year old child presenting with an aneurysmal bone 
cyst of the clavicle which was excised with a bone graft.
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Introduction
Aneurysmal bone cyst (ABC) is a benign but locally destructive tumor of bone. There is presence 

of spongy or multiloculated blood-filled spaces of variable size separated by connective tissue septa 
containing trabeculae or osteoid tissue and osteoclast giant cells [1]. It accounts for 1% of all benign 
bone tumors [2]. Eighty per cent of aneurysmal bone cysts occur in skeletally immature patients 
who are under age 20 years. There is no sex predilection; the peak incidence is in the second decade 
of life [2]. Aetiology and pathogenesis of this lesion remains unclear [3]. Aneurysmal bone cysts may 
involve almost any bone, but the most frequent sites are long tubular bones and vertebrae [4,5]. Most 
common locations include the proximal humerus, distal femur, proximal tibia, and spine. Among 
flat bones, the pelvis and scapula are well-known locations. The clavicle is a relatively rare site for 
this lesion, and not many have been reported in literature [6]. We present a case of aneurysmal bone 
cyst of lateral end of clavicle in a seven year old girl child.

Case Presentation
A 7-year-old girl presented in the outpatient department with a swelling over the lateral end of 

the right clavicle for the last 6 months. The swelling increased in size gradually and attained the size 
of an egg at the time of examination, with smooth surface, mildly tender on palpation and there was 
no local rise of temperature. The skin was not adherent to the swelling. Consistency was bony hard 
with egg shell cracking like feeling. The margins were distinct and no local lymph nodes were found. 
The child had full range of motion at the shoulder without any pain. No other similar swelling was 
found in the body. Radiographs (Figure 1) showed a well-defined expansile osteolytic lesion with 
thin sclerotic margins arising from the lateral end of the right clavicle. Thin septations could be 
seen within the lesion. Blood investigations including ESR, CRP and serum alkaline phosphatise 
were within normal limits. The FNAC report was inconclusive. Incisional biopsy was performed 
and was sent to two different laboratories; one of which reported as aneurysmal bone cyst and 
the other as benign fibro-osseous lesion. Excision of the mass with a portion of normal bone and 
fibular transplant with k wire was done (Figure 2A and 2B). The shoulder was immobilized for three 
weeks followed by active movement and physiotherapy. The excision biopsy reports confirmed the 
case as ABC. The patient was followed up at 3 weeks, 3 months, 6 months and at 1 & 2 years. The 
child returned to school after 3 weeks. The patient has full range of movements with no functional 
problems.

The implant was removed after one year and the x-rays showed complete union and no signs 
of recurrence (Figure 3A and 3B). The child showed full range of movement without any difficulty 
(Figure 4).

Discussion
Aneurysmal bone cyst usually presents with pain and swelling over a variable period of time. 

Rarely may they present with any compression features of the adjacent structures. In the long 
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bones, they commonly involve the metaphyseal region. But they 
rarely cross the joints [5]. Radiographs show an expansile lytic lesion 
with blowout or ballooning distension of the periosteum. The mass 
is outlined by a thin sheet of periosteal bone. It may also show soap 
bubble like appearance [6,7]. CT scan shows multiloculated cystic 
nature of the tumor. It may also show fluid levels in the cyst. MRI 
depicts the expansile nature and also helps to comment regarding the 
nearby structures [8].

The term aneurysmal bone cyst was coined by Jaffe and 
Lichenstein [9] in 1942 based upon the radiographic findings. ABC 
is a locally aggressive benign tumor and its pathogenesis is uncertain. 
It is postulated that it may arise from a local circulatory disturbance 

leading to an increased venous pressure and subsequent production 
of hemorrhage in the bone [10]. This may explain why there is 
low incidence of ABC in clavicle due to low venous pressure here. 
Recent studies have shown that most primary ABCs demonstrate at 
(16;17) (q22;p13) fusion of the TRE17/CDH11-USP6 oncogene. This 
fusion leads to increased cellular cadherin-11 activity that seems to 
arrest osteoblastic maturation in a more primitive state. ABC can 
be confused with giant cell tumor, chondromyxoid fibroma and 
telengiectasic osteosarcoma [11]. GCT commonly appears after 
physeal closure. It is less cystic and seldom grows as rapidly as an 
ABC. Chondromyxiod fibroma is a rare tumor that generally affects 
men in the second and third decade. It is slow growing and most 
commonly involve tibia or femur. Its radiological appearance might 
be confusing but histological differentiated on the basis of findings of 
a mixture of fibrous, myxomatous and chondroid tissue. Distinction 
from telangiectatic osteosarcoma is difficult because the conditions 
have overlapping clinical and radiologic features. The differentiation 
is made from the histologic features. The presence of highly anaplastic 
sarcomatous cells with atypical mitoses producing osteoid is highly 
diagnostic of osteosarcoma.

There are numerous ways of treating an ABC like curettage, 
excision, saucerization, radiotherapy, cryotherapy, vascular occlusion 
etc. Complete excision of the tumor remains the best modality of 
treatment [12]. However this is associated with functional impairment. 
So most commonly curettage and bone grafting is performed [13]. 
There are reports of spontaneous resolution of ABC [14]. The overall 
cure rate is 90% to 95% [15,16]. A younger age, open growth plates, 
and a metaphyseal location all have been associated with an increased 
risk of recurrence. Embolization of the feeding vessel also serves as an 
important treatment by reducing the size of the tumor and allowing 
lesser exposure and dissection during surgery. Adjuvant treatment is 
done in inaccessible tumors and in conditions where there is potential 
risk to damage to nearby structures.
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Figure 1: Pre operative X-ray showing the expansile bone mass in the lateral 
end of right clavicle.

Figure 2: Intra operative photographs showing the tumour (A) and (B) after 
excision and bone graft.

Figure 3: X-rays immediate post-op (A) and 1 year later (B).

Figure 4: Follow up at one year showing complete range of movements.
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