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ABSTRACT: Osteochondroma is the most common benign bone tumour. It accounts for approximately 35% of benign
bone tumours and 9% of all bone tumours. Most are asymptomatic, but they can cause mechanical symptoms
depending on their location and size. Following the completion of dissection we used the dissected parts for bone
maceration. We observed a projection at the proximal femur just distal to the greater trochanter that is hook like,
extending downward for a distance of 3cm. Obviously there was no muscle attachment to them. This hook like
projection was x-rayed and we confirmed that the cortex of the lesion is continuous with the cortex of the femur with a
homogeneous continuation of the medulla. This was then identified as a case of osteochondroma. Admittedly, because
the history of the individual was not available in the present case, it is not possible to comment upon the clinical profile
resulting from the anomaly. However femoral anteversion, valgus, impairment of hip flexion acetabular dysplasia
resulting in subluxation of the hip, valgus deformity of the knees and angular limb deformities are some of the defect
commonly associated with osteochondromas affecting the proximal femur.
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Introduction

Primary bone tumours though very rare represent a tragedy for the patient especially the malignant
tumours which are usually very fatal. Bone tumours that are benign are noncancerous, they do not spread
and are usually not life threatening. However, they can grow and compress healthy bone tissue; they can
also absorb or replace healthy tissue with abnormal tissue. Osteochondromas (osteocartilaginous
exostoses), the most common benign bone tumours, may arise from any bone but tend to occur near the
ends of long bones. Although the exact etiology of these growths is not known, a peripheral portion of the
epiphysis is thought to herniate from the growth plate'. This herniation may be idiopathic or may be the
result of trauma or a perichondrial ring deficiency resulting to abnormal extension of metaplastic cartilage
that responds to the factors that stimulate the growth plate and thus results in exostosis growth .
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Rains and Mann stated that Ostechondroma is almost certainly the result of a localized disturbance of
bone growth at an epiphysis where by a portion of the epiphyseal cartilage remains in the periosteum of the
metaphyseal segment of the bone and then endochondral ossification takes place in it, usually in continuity
with the metaphyseal cortex and as the cartilage cap proliferates, endochondral ossification continues,
resulting to growth of the ostechondroma and with continuous bone growth the ostechondroma moves
away from the epiphysis and tends to become hooked, its tip pointing away from the epiphysis °.

Miiller believed that osteochondromas arise from a primary defect in periosteal differentiation in which
ectopic collections of cartilage cells arise from the proliferative layer of the metaphyseal periosteum °.
Multipotent mesenchymal cells in the region of the perichondral groove of Ranvier have also been
implicated in the development of osteochondromas *.

The osteal portion of osteochondroma provides only a supportive stroma since the ablation of the
cartilage cap alone result in cessation of growth of the osteochondroma °.

Osteochondromas grow until skeletal maturity; growth generally stops once the growth plates fuse though
slow growth from the cap may continue over time, but this usually stops by age 30 years °.

As benign lesions, osteochondromas have no propensity for metastasis. In fewer than 1% of solitary
osteochondromas, malignant degeneration of the cartilage cap into secondary chondrosarcoma has been
described and is usually heralded by new onset of growth of the lesion, new onset of pain, or rapid growth
of the lesion "%,

Case Study

Following the completion of dissection we used the dissected parts for bone maceration. We observed a
projection just distal to the greater trochanter (Figure 1, 2 and 3). This projection is hook like, extending
downward for a distance of 3cm. Obviously there was no muscle attachment to them. This bilateral hook
like projection was x-rayed (Figure 3n) and we confirmed that the cortex of the lesion is continuous with
the cortex of the femur with a homogeneous continuation of the medulla. The origin of this exostosis was
at the area where possibly the center of ossification of the greater tronchanter appears at the forth year to
fuse with the shaft at the end of the 18" year °.

Figure 1: Anterior view of the right proximal femur showing the osteochondroma.
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Figure 2: Posterior view of the right proximal femur showing the osteochondroma.

Figure 3: Anterior view of the x- rayed right proximal femur showing the osteochondroma.
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Discussion:

We are dealing with a case of ossified osteochandroma of the proximal end of the right femur. The
osteochondroma at the femur was solitary and pedunculate with its cortex continuous with the cortex of the
proximal femur bone and also having a homogeneous continuity with its medulla. Most solitary
osteochondromas discovered in children and adolescents are painless and are present as a slow-growing
mass. However, depending on the location of the osteochondroma, significant symptoms may occur as a
result of complications, such as fracture bony deformity, mechanical joint problems, vascular or neurologic
compromise and even the risk of malignant transformation '> "', Admittedly, because the history of the
individual was not available in the present case, it is not possible to comment upon the clinical profile
resulting from the anomaly but we do not think that this hook liked osteochondroma may cause some
serious symptoms based on its location at the proximal femur, though local pain, swelling and an
enlargement of soft-tissue mass may herald osteochondroma. The most common causes of pain are bursa
formation, impingement, fracture of the stalk, and malignant degeneration '*"*.

Harrington, et al reported a case of false aneurysm of the femoral artery which was associated with a
solitary osteochondroma of the femur in a 22-year-old man . The aneurysm was apparently unique
because it could not be diagnosed with the aid of computed tomography and angiography.

Smits, et al warned that an exostosis on the course of the femoral artery requires additional examination

either by the use of duplex ultrasonography or magnetic resonance arteriography in order to exclude an
arterial disorder and if arterial compression by an exostosis is shown then an operative procedure to remove
the exostosis should be performed '°. In as much as this is true, our case when alive would not have been in
danger since the osteochondroma was off the course of the femoral artery.
Tanigawa et al were of the view that osteochondroma developing around the knee, the distal femur and the
proximal tibia are usually asymptomatic, but can occasionally impinge on the surrounding vessels and
cause various clinical manifestations '’. They reported a case of multiple hereditary exostoses in which the
osteochondroma located in the distal portion of the femur fractured as a result of an injury from a traffic
accident. It then migrated and cause compression of the femoral artery which led to an acute onset of lower
extremity ischaemia.

Femoral anteversion, valgus, impairment of hip flexion acetabular dysplasia resulting in subluxation of
the hip, valgus deformity of the knees and angular limb deformities are some of the defect commonly
associated with osteochondromas affecting the proximal femur '*.
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