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SOLITARY OSTEOCHONDROMA OF THE SCAPULA: A RARE
DIFFERENTIAL DIAGNOSIS OF SHOULDER PAIN
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CASE REPORT

Abstract : A 13 year old female child having left shoulder pain presented with a hard oval mobile swelling in the scapular region;
skiagram showed a large tissue mass overlying the left scapula; biopsy showed typical morphological features of osteochondroma.
Wide excision with removal of tumor en bloc gave satisfactory result on follow-up.

CASE REPORT
A  13 years old female child having unspecified shoulder pain,
presented with history of swelling left scapular region for one
year which increased for last six months. Swelling was hard
and oval with its edges-clearly defined. Skin over the swelling
was normal. On palpation temperature of the swelling was
normal with no tenderness. It measured 5×4cm in size and
was not attached to overlying skin. No fluctuations or
pulsations could be elicited, the edges were  well defined with
hard consistency. The swelling was mobile from side to side
and was difficult to palpate with scapular muscles made taut;
overlying skin was free (Fig. 1 & 2).
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Investigations: There was  no anemia, jaundice or cyanosis
All systems were named; hemogram, uninalysis etc. were
normal. X-ray Left shoulder showed large soft tissue mass
overlying the left scapular region. No calcification was seen.
Bony alignment was normal with no erosion and normal joint
space. Bone density was normal. Biopsy showed a cartilaginous
cap and bony tissue; cartilage cap covering the entire surface
and merging into underlying spongiosa; few double nucleated
chondrocytes were seen. chondrocytes were arranged in vertical
row. Spongiosa of the stalk was continuous underneath and

new bone formation was seen (Fig. 3 & 4). Wide excision
was done under GA and patient was put on antibiotics for a
week. On follow up, result was satisfactory.

DISCUSSION
Osteochondroma is the most common benign tumor. Most are
asymptomatic, but they can cause mechanical symptoms
depending on their location and size1,2.
In fewer than 1% of solitary osteochondromas, malignant
degeneration of the cartilage cap into secondary
chondrosarcoma has been described. Male preponderance and
a predilection for flat axial bones (scapula, vertebrae etc) were
observed for secondary osteochondroma. The osteochondroma
may be stalked (pedunculated) or may have broad base of
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attachment and considered sessile. Whether sessile or
pedunculated, the medullary canal of the stalk and the bone
are in continuity. It is a hamartoma and patients most
commonly present in second decade of life. Wide excision of
the osteochondroma and that too at early age had lowest
recurrence rate3.
The actual frequency of osteochondroma is unknown because
many are not diagnosed. Most are found in patients younger
than 20 years. The male to female ratio is 3:1 (Fig. 5). It can
occur in any bone that undergoes endochondral ossification,
but they are most common around knee4,5.
There has been a lot of debate about whether an
osteochondroma is a hamartoma or a true neoplasm. But, now
it is considered to be a true neoplasm due to presence of loss
of heterozygosity (LOH) and aneuploidy in the cartilaginous
tissue of osteochondroma6.

cap, which can be quite thick in children, is replaced by
enchondral bone formation in maturing patients.
Microscopic examination reveals that the lesion is topped with
a cartilage cap that can exhibit varying amounts of cellularity.
The cap has an overlying fibrous layer that contains the
mesenchymal cells that are thought to be responsible for the
lesion’s growth. The cells in the cartilage are orientated
vertically, as is found in a growth plate. These lesions are
benign lesions and can be staged under the Musculoskeletal
Tumor Society (MSTS) staging for benign lesions.7,8

No medical therapy currently exists for these lesions. The
mainstay of treatment is observation because most lesions are
asymptomatic. The treatment for symptomatic lesions is
resection. Ideally, the line of resection should be through the
base of the stalk; thus, the entire lesion is removed en bloc
with its fibrous covering. Atypical or very large lesions should
be fully investigated to exclude the remote possibility of
underlying malignancy. MRI is useful in assessing the cartilage
cap thickness.
Follow-up: The local recurrence rate after resection of
osteochondroma is about 1.8%. Complications after surgical
resection are rare. Considerations include epiphyseal
disturbance or arrest, host bone fracture after resection,
recurrence, incorrect diagnosis, and hematoma formation. For
solitary osteochondromas, the outcome and prognosis after
surgery are excellent, with excellent local control and a local
recurrence rate of less than 2%. The process is a benign one;
thus, the prognosis is usually one of complete recovery.
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Plain radiography is the mainstay of imaging for this clinical
condition. Classic radiographic features include the lesion
being oriented away from the physis and medullary continuity.
In certain bones, such as the pelvis and scapula, CT scanning
can be useful in planning surgery and localizing the lesion in
the tissues. MRI is only needed in cases in which malignancy
is a clinical concern or the relative anatomic structures in the
soft tissues need to be localized. MRI is the modality of choice
to assess the cartilage cap thickness. Thick cartilage caps
(>4cm), especially when they are associated with pain, are
suggestive of malignant degeneration7.
Grossly, the stalk is contiguous with the intramedullary
marrow. The stalk is made up of mature bone. The cartilage

(Fig. 5)


