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Osteochondroma of Patella: A Case Report.
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ABSTRACT

Osteochondroma of patella are rare and only few cases are reported in scientific literature. We report a case of

patellar osteochondroma treated at our tertiary care hospital.
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INTRODUCTION

Osteochondroma is the commonest benign tumour
of bone. It accounts for 10% of all bone tumors and
30% of benign tumors. Osteochondroma of
patella are very rare and very few cases have been
described in literature. WHO 2002 defined
Osteochondromas as a cartilage capped bony
projection arising from the external surface of bone
containing a marrow cavity that is continuous with
that of the underlying bone.Bl Malignant
transformation of Osteochondromas can occur later
in adulthood but rarely metastasize. Primary tumors
of the patella account for <0.06% of bone tumors4.
We here report a case of patellar osteochondroma
treated at our tertiary care hospital.

CASE REPORT

55 year old female came to outpatient department
with the complaint of painless swelling over right
knee since 5 year. On physical examination, size of
swelling was 4 cm longitudinally x 3 cm
transversally x 2 cm anteroposterior was observed.
Margin was well defined. Swelling was adhered to
underlying patellar bone. On flexion and extension
movements of knee, swelling moved with patella.
There was no tenderness. There was no
neurovascular deficit and the range of motion of the
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Knee was not impaired. On X-ray there were lytic
areas present with dense corresponding to bone and
less dense areas that might correspond to cartilage.
CT-scan showed a primary tumor at the lower
center of the patella, with osteocartilaginous
characteristics. ~ The diagnosis of  patellar
osteochondroma was made, and surgery was
planned. Resection of lesion was done and tissue
was send for histopathological evaluation [Figure
1]. It showed islands of hyaline cartilage with
centre of ossification and sclerotic lamellar bone
and fatty marrow. The diagnosis of patellar
osteochondroma was made without signs of
malignant transformation. Patient was followed up
at 6, 12, 18 week, 1 year, 2 year and 5 years. Over
the course of the follow-up, the patient did not
present any signs of recurrence for 5 years.
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Figure 1: Photograph showing osteochondroma of
patella.
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Figure 2: Postoeratie clinical photograph showingj
range of movement of right knee.

DISCUSSION & CONCLUSION

Osteochondromas are solitary or multiple,
pedunculated or sessile exophytic outgrowths from
the bone surface that are composed of cortical and
medullary bone with an overlying hyaline cartilage
cap. Osteochondromas occurs in adolescent and in
bones that present endochondral ossification.r!
Osteochondromas arising from patella as in our
case is unusual. The most frequently involved are
the long bones of lower extremity;® the knee
(40%) 7 followed by the humerus (10-20%) 8 are
more frequently involved. Other more unusual
locations include the small bones of the hands and
feet (10%), scapula (4%), pelvis (5%), and cranial
base and jaw6; the spine is affected in 1.3-4.1% of
cases. vast majority of solitary Osteochondromas
are asymptomatic and diagnosed incidentally.
Clinical symptoms may be related to tendonitis,
joint locking, degenerative arthritis, limitation of
flexion and extension, cosmetic deformity,
neurovascular  impingement,  pseudoaneurysm
formation, fracture, overlying bursa formation, or
malignant transformation. Painless swelling and
cosmetic deformities related to the slowly enlarging
mass are the most common complaints,’®! which
were similar to the complaints our patient reported
with. Although radiography is often diagnostic
alone, other imaging modalities include MRI and
CT scan which help to exclude sarcomatous
degeneration. Osteochondromas may be sessile or
pedunculated. CT  scanning using three-
dimensional imaging reformation allows optimal
depiction of the pathognomonic cortical and
marrow continuity of the lesion and parent bone,
especially for Osteochondromas in complex areas
of the anatomy.!'® MRI is the best imaging
modality for evaluating cortical and medullary
continuity between Osteochondromas and parent
bone. MRI evaluates the cartilaginous cap and
malignant transformation. [t Malignant
transformation is seen in <0.4-2.2% of patients of
solitary Osteochondromas and up to 27% of
patients with multiple hereditary exostoses. Surgery
to resect the tumor is not essential in all cases. Its
main indications are when the exostosis is

interfering with the growth of the extremity, which
leads to functional and mechanical alterations; in
the presence of malignant transformation, which is
characterized by a thick coating of more than 2 cm
in adults; and in the presence of bone erosion,
vascular compression and/or nerve compression
with symptoms and joint locking promoted by the
Osteochondromas. The relative indications are
esthetic complications, which often give rise to
post-operative skin scarring that is worse than the
esthetic deformity itself; and pain, which may
occur because of bursitis or after fracturing,
depending on the patient's symptoms.[*2
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