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Abstract: Osteochondroma is a developmental anomaly of the bone that results in the
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formation of an exophytic outgrowth on the surface of the bone. It is the most common
benign bone tumor. Distal Femur and Proximal Tibia are the most common sites for this
tumor. Osteochondroma is rare in the Pelvis. Osteochondroma is also known as

Exostosis. We hereby report a case of solitary osteochondroma from the Anterior

Journal homepage:
https://www.easpublisher.com

Quick Response Code
P

s

Superior lliac Spine in a 22-year-old boy which was managed in our Centre.
Keywords: Osteochondroma, Distal Femur and Proximal Tibia, Anterior.
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INTRODUCTION

Osteochondroma  are  cartilage  covered
histologically normal bony projections (exostoses) on
the external surface of a bone in the vicinity of growth
plates. It can be solitary or multiple, pedunculated or
sessile, symptom less or cause morbidity by the
associated deformity, neurovascular compromised and
malignant changes [1]. It is found generally in long
bones in 60% and short tubular bones in 10%. Flat
bones are rarely affected, however a small percentage is
found in the axial andother flat bones [2]. Males are
more affected than female with a ration of 2:1 [1]. The
exact etiology of the growth is not known but the
peripheral portion of the epiphysis is thought to herniate
from the growth plate [3]. The herniation may be
idiopathic or may be the result of trauma or a
perichondrial ring deficiency resulting in abnormal
extrusion of metaplastic cartilage that responds to the
factors that stimulate growth plate and this result to
exostosis growth [3]. This reported case is of interest
because of the rarity and the important role plain
radiography plays in its management.

CASE REPORT

A 22year old male student presented with
complaint of swelling in his right hip joint region for
about nine months that was painless but now associated

with reduced range of movement of the right hip joint
and grasping sensation of the overlying skin. He
attributed the swelling to have started when he fell on
his right hip while playing football about nine months.
There was no history of fever, loss of appetite or loss of
weight. The past medical history and drug history were
insignificant.

On examination the vital sign were essentially
normal. Musculoskeletal examination revealed a hard
protruded mass from the right upper thigh that is
attached to the underlying structure; the mass is non
tender, no change in the overlying skin. No regional
lymphdenopathy. There was some restriction of the
right hip joint movement. Power of both limb were
normal. Other systemic examination was essentially
normal. A provisional clinical diagnosis of a right upper
thigh mass was made. Patient was requested to do x-ray
of the pelvis and both hips.

Plain radiograph shows a pundunculated
tubular bony outgrowth from the right anterior iliac
blade that shows medullary and cortical continuity with
the iliac bone with well defined outline Fig-1. There
was a cluster of calcification at the distal part of the
lesion extending in to the soft tissue Fig-3. At the
cartilaginous distal part of the lesion is a lucent rim area
Fig-2, and the cartilage cap measured 2.5cm. On the
basis of radiographic findings an impression of solitary
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penduncuatedosteochondroma was made with suspicion
of malignant transformation and patient was advised to
do computed tomography (CT) scan of the pelvis. The
patient was not able to do the examination due to his
poor socioeconomic status. He subsequently had
surgery with the mass removed and histology report
shows fragment of osteoid and cartilage with numerous
plasma cells and giant cells which confirmed the lesion
to be benign osteochondroma and inflammatory process
and no features of malignant changes. Patient has been
doing well at post up follow up.

:

Fig-1: An AP radiograph of the pelvis showed a bony projection
(arrow) from the right anterior iliac blade toward the hip joint
supper imposed on the joint

—

Fig-2: Oblique view of the right hip showed the bony projection
with continuity of its medullary cavity with the parent bone
(Hlium) in profile. A rim of horizontal lucent area noted (arrow)

s A A .

Fig-3: Oblique view of the right hip joint (soft tissue factor)
showed calcification at the cartilaginous end of the bony
protrusion with extension in to soft tissue.

DiscussIiON

Osteochondroma is also referred to as
exostosis or osteocartilagenous exostosis which account
for 30-50% of all bony neoplasm [4]. Majority of
patients present within the first three decades [2].
Osteochondroma occurs in 3% of the general
population. There is a male preponderance with the
male to female ratio of 2:1 [1].

Each individual with oeteochondroma may
experience symptoms differently and most of the time
individual will experience no symptom. Some of the
most common symptoms are hard immobile painless
palpable mass, adjacent muscle soreness and pressure or
irritation with exercising [3].

We are reporting this case due to the rarity of
this lesion in the flat bone and the diagnostic value of
plain radiography in making diagnosis.

Osteochondroma is found generally in the long
bones as it occurs in area of endochondral bones
ossification [2]. The long tubular bone is 60% (femur
common site) and short tubular bones in 10%.
However, a small percentage is also found in the axial
skeleton and other flat bones including skull and facial
bones. Scapular 4%, pelvic 5% and spine 2% lesion
form the majority of these [1]. Flat bones are rarely
affected [4]. Cristal border of ilium is a rare but not
unusual site for osteochondroma. In the flat bone
osteochondroma usually arises in the part must recently
formed from cartilage, these area being analogous to the
more distinctive metaphyses of the appendicular long
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bones. In the scapular these areas are along the inner
borders while in ilium these are along the iliac crest and
around the acetabulum [2].

Plain radiography is generally sufficient for
diagnosis and follow-up [1]. High imaging modalities
are needed when complication arises or malignant
changes are suspected [5]. In osteochondroma of flat
bones with complex anatomy and sessile lesion, the
continuity and thus the diagnosis may not be apparent
on the radiograph alone. Hence higher imaging may be
required [5].

Plain radiograph is often diagnostic because
the radiological features are often pathognomonic,
making diagnosis easy [6]. The most characteristic
features being the extension of the medullary canal of
the parent bones into the osteochondroma [2].
Radiologically two distinct forms of osteochondroma
can be recognized i.e. sessile and pedunculated [5].
Osteochondroma that has stalk are defined as
pedunculated while broad base of attachment
considered as sessile [1]. Whether sessile or
pendunculated the medulary canal of the bone cortex
are in continuity. The lesion also varies widely in size
and numbers [5].

The cartilage cap measurement is important for
osteochondromas’. In a study by Hudson showed that
the thickness of the cartilage cap in benign
osteochondroma average 9mm, with a maximum of
2.5cm and for malignant transformation mean
measurement is 3.9cm [8]. The suspicion of malighancy
is indicated by growth of the tumour after puberty,
presence of pain or thickness of the cartilage cap over
1cm, extensive calcification, and irregularities with the
cartilage mantle, erosion or destruction of adjacent
bones in adult [7].

Ultrasound helps in determine the thickness of
the cartilaginous cap, if it continues to grow after
skeletal maturity [2]. CT scan is also a very good
modality for demonstrating the cartilaginous cap while
MRI is the imaging modality of choice for evaluating
the thickness of the cartilaginous cap. Normally the cap
is a few millimeters thick in adult and any thickness
more than 2cm should be view suspiciously [5].

Definite diagnosis is usually established on
histological examination [2]. The presence of hyaline
cartilaginous cap covering over the bone is diagnostic
[5]. Malignant transformation into chondrosarcoma is
seen in 1% of cases with solitary lesion and 5% of cases
in multiple hereditary exostoses. Radiological sign of
malignant transformation includes focal radiolucencies
and destruction of the adjacent bones [9].

SUMMARY

We reported a case of iliac blade
osteochondroma from the Anterior Superior Iliac Spine
in a 17-year-old patient that was diagnosed by plain
radiolgraph and histological confirmation. The patient
was managed by en bloc resection; thus highlighting the
role of plain radiography in evaluating bone tumours.
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