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Abstract
Osteochondromas are the commonest bone tumors.
They cease to grow post skeletal maturity and are
rarely malignant(1%), thus making the indications for
their excision very minimal. Diagnosis is usually
confirmed on a radiograph, since most are
asymptomatic, a conservative protocol is followed.
Rapid increase in size, especially after skeletal
maturity, pain, a cartilage cap of more than 2cm are all
indications of a malignant lesion and need definitive
diagnosis and surgery. Our case, presented with a
lesion in an unusual location for osteochondroma,
which was large enough to be symptomatic, thus
leading to our management being aggressive,
including excision, biopsy with a definitive diagnosis
and plate fixation. Thus emphasizing the need to
suspect osteochondromas in unusual locations and
surge for definitive diagnosis in aggressive
lesions.Â Â
Â

Introduction
Osteochondroma is a benign osteo-cartilaginous
tumor of originating from metaphysis of long bones,
usual sites being the knee, ankle, shoulder and
forearm These are usually asymptomatic and
incidental findings. They are also mostly extra-articular
and grow away from epiphysis1.They can rarely be
symptomatic, when they compress surrounding
structures( tendon, joint capsule, bursa), malignant
transformation, pathological fracture of stalk or
compression of neurovascular structures 2 , 3 , 4
Intra-articular osteochondromas can be symptomatic
earlier that extra-articular in the form of painful range
of motion or joint stiffness or leg- length discrepancy.
Osteochondroma of or around the hip joint, causing
block in range of motion and pain is a not so rare a
condition now in children. Management options in
such children are many ranging from conservative,
surgical excision and plate fixation. We present a case
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of a large, pedunculated lesion arising from proximal
femoral metaphysis, which created a diagnostic
dilemma since it could be heterotopic ossification,
chondrosarcoma, synovial chondromatosis or an
osteochondroma. We managed this with surgical
excision and Â fixation with Â LCP as prophylaxis for
fracture Â with good results and histopathology of the
lesion to get to a sure diagnosis.

Case Report(s)
A 10-year-old male child presented to our outpatient
department with complaints of difficulty in squatting for
2 year and right hip pain for 6 monthsÂ
Â The patient had visited multiple doctors previously
and was given pain relief medications, which would
only provide temporary pain relief. The patient was
referred to our center by the doctor, due to the
appearance of a large bony lesion on x-ray which he
suspected to be malignant. There was no history of
any trauma or snapping sound from the hip while
playing. The patient noticed difficulty in squatting from
2 years due to a mehanical block of flexion which was
progressive. From 6 monthsÂ Patient also complain
of pain in Right Hip which occurred on walking and
squatting. The pain was insidious in onset and
gradually progressive, no history of night pain or rest
pain. On examination, the patient had an antalgic gait,
a bony, non-mobile swelling of size 10x8 x 4cm(AP,
medial-lateral & proximal-distal respectively) on the
anteromedial aspect of the thigh, and restricted flexion,
adduction and Internal rotation which are painful in
extreme of motion.
Orthogonal radiographs of the pelvis with bilateral hips
and right hip with femur were ordered. Radiographs
showed a cauliflower-like growth from anterior femoral
cortex involving the greater trochanter, no cortical
breach, no other lesions, no loose bodies in the joint,
and no pathological fracture.
Considering this a large and symptomatic lesion we
ordered for an MRI. MRI was suggestive of a lesion
originating from proximal femoral metaphysis, with

Page 3 of 7

WMC005566

Downloaded from http://www.webmedcentral.com on 27-Jun-2019, 12:32:42 PM

medullary canal continuous with the femur, with the
involvement of greater trochanter and bone expansion
but did not breach the cortex. This was suggestive of
an osteochondroma in an unusual location.
We discussed the need for surgery since this was a
large and symptomatic osteochondroma of an unusual
location and even a minimal risk of transformation
needed to be negated. We also realized that excision
of lesion of this size, will weaken the bone and need a
prophylactic fracture stabilization procedure. We kept
options of a Dynamic Hip Screw(Pediatric), Angle
Blade Plate, LCDCP and a Distal femoral locking plate,
which we would use in a reverse fashion for
stabilization.
The surgical decision, procedure, and outcomes were
discussed at length with the patient and parents, who
consented for surgery and biopsy to reach a
confirmatory diagnosis.
An anterolateral Watson Jones approach was used to
expose the lateral and anterior aspect of the lesion. An
extended approach was used to ensure
extra-periosteal excision to avoid re-occurrences.
Once excision was complete, a void was created
which needed to be dealt with. As decided
pre-operatively, we used a distal femoral locking plate,
in a reverse order to adjust for the contour of the
greater trochanter and fixed the bone. For bridging the
void created by excision we filled the void with iliac
crest bone graft.

Â

POST-OPERATIVE
Â
Â The patient was kept no weight bearing for 6 weeks,
after which partial and then full weight bearing was
gradually started over the next 4-6 weeks. The patient
at 6 months, was pain-free, with a 120 degree flexion
as compared to 130 degree of the normal side, 40
degree abduction as compared to 45 degree of normal
side, 25 degree adduction as compared to 30 degree
of normal side, 40 degree of internal and external
rotation which was comparable to other side. The
patient was able to sit cross-legged and squat.

Â
2) Intraoperative images and specimen

Table 1 - Range of motion(in degrees) before and after
surgery
Â

Pre-operative ROM

Post-operative ROM

Flexion

90

120

Extension

5

10

Abduction

30

40

Adduction

5

25

External Rotation

30

40

Internal Rotation

20

40

Â
Â
1) preoperative radiographs and MRI
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transformation is one of the most severe complications
of an osteochondroma.
Being a large, symptomatic, and presentation at an
unusual location, all indicated towards an aggressive
lesion, needing an excision biopsy, a confirmatory
diagnosis, exclusion of malignant potential,
improvement in symptoms and stabilization.

Â
Â
Â

DISCUSSION
Osteochondroma is the most common benign tumor of
bone, has both osteo-cartilaginous components, has a
medullary canal continuous with that of parent bone, is
usually extra-articular and grows away from the joint.
Most common sites are the rapidly growing epiphysis,
namely distal femur, proximal tibia, and proximal
humerus.(5) Growth usually stops at skeletal maturity,
and growth after this is considered to be a sign of
malignant transformation.(5) The proximal femur is an
uncommon site of osteochondroma. There are case
reports which emphasize that proximal femoral,
acetabular and intra-articular osteochondromas can
cause pain, stiffness, snapping and even sciatic nerve
compression, making them an important entity to be
considered for surgical excision before they become
symptomatic. Saglik et al had only 4.8% cases of
proximal femur out of all the 313 cases described.6
Multiple Hereditary Exostosis (MHE) is a hereditary
form of multiple exostosis or osteochondromas,
although single lesions are found in about 85% of
those diagnosed with osteochondroma. 5 Hip
involvement in MHE is common and presents with a
different set of complications like coxa Valga,
increased femoral ante-version or overgrowth of
femoral neck.4 Rather in solitary osteochondroma of
hip present with compressive complaints of bursitis,
snapping2, sciatic nerve palsy7,3 or restriction of motion
due to mechanical blockade or femoro-acetabular
impingement7.
The risk of malignant transformation is indicated by
raid increase in size, especially after skeletal maturity,
new onset pain, pathological fracture or a cartilage cap
thickness of >2cm. solitary lesions have a risk of 1-2%8
whereas MHE have a risk of 1-25%. 9 Any doubts
about malignant transformation need to be negated on
histopathology after biopsy, as malignant
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Biopsy, though rarely needed, can be a core needle,
but is more often excisional, since it also relieves the
patient of cosmetic complaints of swelling or any
compressive symptoms if present. A complete
extra-periosteal excision, with complete removal of
cartilage cap is a must to avoid any re-occurrences
which is approximated to be present in about 2%
cases.10,11 Â Larger osteochondromas, especially in
proximal femoral metaphysis, present with the problem
of need of stabilization, being an area of high shear
forces, and a void or weakening of bone in this area
can lead to a very high risk of fracture. Multiple fixation
devices in the form of threaded screws, blade plates,
LCDCP and locking plates along with bone graft for
voids, if any created are available. Blade plates and
screws are good options if intra-articular or
peritrochantric involvement are present, where as
LCDCPâ€™s and locking plates can be used for
extra-articular fixation. We have had a good
experience with using a distal femoral locking plate, in
a reverse fashion to act like a proximal femoral locking
plate. This provides a well contoured fit for the
proximal femur and adequate fixation without
disturbing the intra-articular anatomy.

CONCLUSION
Osteochondromas are very common lesions in
skeletally immature, and can present in locations
where the orthopaedician might not keep them as a
first differential. Also these unusual sites of
Â presentation need newer methods of management,
biopsy and fixation. The surgeon should always
approach such lesions with suspicion and manage
them aggressively to provide symptomatic relief as
well as negate any evidence of malignancy.
Â
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Illustration 4: Post op Xray showing Talo navicular joint
reduced and fixed with a K wire.
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