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ABSTRACT 

Osteochondromas, also known as exostoses are benign neoplasms, which arise from small cartilage nodules within the 

periosteum. They can be either pedunculated or sessile and are more common in the extremities, mostly around the knees. They 

rarely develop in bones like scapula, feet, hands and pelvis. Management of the lesion is by en-bloc extra-periosteal excision. This 

case is published for the rarity of location of the osteochondroma. 

 

CASE REPORT 

We present a case of 17-year male who came with a swelling in right groin since 1 year, which was diagnosed to be 

osteochondroma on clinical examination and radiological imaging. Excision biopsy was done as the patient wanted it to be removed 

for cosmetic purpose and confirmed it to be non-malignant osteochondroma. There has been no recurrence at 1 year of followup. 

 

CONCLUSION 

Thus osteochondroma of the pelvis should be kept in mind as a differential diagnosis when evaluating mass in pelvis. Also these 

have to be removed when they pose cosmetic problems. 
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INTRODUCTION 

Osteochondroma is the commonest of all benign bone 

tumours.[1] Most of osteochondromas are found around the 

knee and the most commonly involved site is the distal end of 

the femur.[2,3] Osteochondroma is a cartilage-capped bony 

protrusion on the external surface of the bone. Many 

osteochondromas are asymptomatic and are incidentally 

discovered on radiography.[4] Sarcomatous degeneration of an 

osteochondroma is less than 2%.[5] Pelvic ostechondromas are 

rare with an incidence of 5%.[6] Ilium is a rare site for 

osteochondroma.[7] We report a case of symptomatic 

osteochondroma of the ilium in a 17-year-old boy, which was 

managed by en-bloc extra-periosteal resection with no 

recurrence at the end of one year. 

 

CASE PRESENTATION 

A 17-year-old male, student by occupation, presented with 

chief complaints of a swelling in the left iliac region for the last 

one year. This was a solitary, painless swelling which had 

grown in size over the last one year. Patient did not complain 

of similar swelling in any other part of the body. There was no 

history of fever, loss of appetite or loss of weight. There was no 

history of abdominal discomfort, pain, nausea or vomiting. The 

past medical history was insignificant. General and systemic 

examinations did not reveal any abnormality.  
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On local examination there was a solitary, globular 

swelling measuring 3x3cm, arising from the posterior aspect 

of iliac crest. The skin overlying the swelling was normal. 

There was no local rise in temperature. The swelling was non-

tender, well defined, bony hard in consistency and continuous 

with the iliac crest (Figure 1). Regional lymph nodes were not 

enlarged. No gluteal muscle atrophy was noticed. The 

neurovascular status of the right lower limb was 

unremarkable. Examination of the ipsilateral and contralateral 

lower limb joints and spine was within normal limits. 

Haematological and serum biochemical tests were within 

normal limits. 

The radiograph of the pelvis revealed a small globular 

swelling arising from the posterior aspect of the left iliac crest 

(Figure 2). CT scan of the pelvis revealed a localized bosselated 

mass arising from the posterior aspect of left iliac crest, not 

extending into the surrounding tissue (Figure 3). Due to 

financial constraints, MRI scan of the patient could not be 

performed. An ultrasound was hence requested to size the 

cartilage cap, which measured 3mm in size. A provisional 

diagnosis of osteochondroma was made on the basis of clinical 

and radiological findings. 

The condition, its prognosis and treatment were 

discussed at length with the patient and a decision to perform 

en-bloc resection of the tumour was taken in view of 

progressively increasing swelling and cosmetic concern. The 

patient was taken up for surgery under general anaesthesia in 

prone position. A linear incision measuring around 6cm was 

taken along the length of the posterior third of the iliac crest 

centered over the swelling. The superficial cluneal nerves 

were identified and protected. A bosselated mass covered by 

periosteum was resected extra-periosteally in-toto (Figure 4). 

The specimen was continuous with the iliac bone, which was 

subsequently cleared off.  
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The resected specimen demonstrated a bluish 

cartilaginous cap overlying the bony swelling (Figure 5). The 

specimen was sent for histopathological examination. 

Microscopy of the specimen showed no features of malignancy 

and columns of chondrocytes forming a cartilage cap 

underneath which were osteocytes forming bony trabeculae 

feature, characteristic of osteochondroma (Figure 6). Post-

operative course of the patient was uneventful with no 

recurrence at end of one year of regular followup (Figure 7). 

 

 
 

Fig. 1: Clinical photograph of the patient showing swelling 
arising from posterior aspect of left ilium 

 

 
 

Fig. 2: AP radiograph of the pelvis showing a solitary 
sessile mass arising from left iliac bone 

 

 
Fig. 3: CT scan of pelvis demonstrating a solitary, sessile, 

bosselated, benign mass with no cortical breakage 
suggestive of osteochondroma 

 
 

Fig. 4: Intraoperative photographs 
 

 
 

Fig. 5: Resected specimen covered by                                                   
thin bluish cartilage cap 

 

 
 

Fig. 6: Histopathological picture showing columns of 
chondrocytes forming a cartilage cap with osteocytes 

underneath forming bony trabeculae 
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Fig. 7: Clinical and radiological photographs at                                 
1 year of followup showing no recurrence 

 
DISCUSSION 

Osteochondromas, also known as exostoses account for 43.7% 

of all the bony neoplasms.[1] However, these are not true bone 

tumours since they represent developmental lesions of the 

bone.[8] Majority of the patients present within the second 

decade or earlier with a male:female ratio of 1.6–3.4:1.[9] 

Cytogenetic analysis has revealed that inactivation of both the 

copies of EXT 1 tumor suppressor gene is required for their 

development.[3,10] A typical osteochondroma begins as a small 

overgrowth of the cartilage at the edge of the physeal plate in 

which endochondral calcification occurs and it ultimately 

develops into a bony protuberance covered by a cartilaginous 

cap.  

Its growth usually parallels that of the growth plate and 

ceases with skeletal maturity.[8] Some osteochondromas may 

also arise as a result of iatrogenic injury to the growth plate in 

the form of prior surgery or irradiation.[11,12] 

Osteochondromas may involve any bone that develops in the 

cartilage. Most frequently these occur in the long bones of 

lower extremity with a maximum predilection for distal 

femur.[8] Less commonly, they may also be seen in short 

tubular and flat bones. 

Pelvic osteochondromas are rare. Most of the patients 

present with a painless bony swelling. Lesions from posterior 

part of the iliac crest can present with radiculopathy 

secondary to nerve root compression.[13,14,15] Large lesions 

from inner table of ilium or from iliac crest can have bowel and 

bladder symptoms or even major vessel compression with 

lower limb ischaemia. 

Plain radiographs are often diagnostic, the most 

characteristic feature being the extension of the medullary 

canal of the parent bone into the osteochondroma. 

Radiologically, two distinct forms can be recognized, i.e. sessile 

and pedunculated, the latter being more common and 

accounting for 88.2% of the cases.[2] They have a classic 

mushroom shape with a narrow to broad stalk attaching the 

tumour to the parent bone.[4] 

CT scan serves as a very good modality for 

demonstrating the cortical and medullary continuity and to 

evaluate for signs of malignancy. Ultrasound helps to 

determine the thickness of the cartilaginous cap, but MRI is the 

imaging modality of choice for evaluating the same. Normally, 

the cap is only a few millimeters thick in adults and any 

thickness more than 2cms should be viewed suspiciously.[8] 

Definitive diagnosis is usually established on 

histopathological examination. The presence of cortical and 

cancellous bone, both of which are continuous with the 

corresponding components of the parent bone, covered by a 

hyaline cartilaginous cap is diagnostic.  

Malignant transformation into secondary 

chondrosarcoma can be seen in about 1% of cases with 

solitary osteochondromas and 5% of cases with multiple 

hereditary exostoses. Sudden and rapid enlargement, 

continued growth after skeletal maturity and development of 

pain in an otherwise painless swelling are important clinical 

signs indicative of malignant transformation. 

Most of the osteochondromas can be managed by 

observation alone. Surgical treatment in the form of en-bloc 

resection is usually indicated for pain, cosmetic reasons, 

neurovascular compromise, abnormal growth, skeletal 

deformity, decreased motion of the adjacent joint or in cases 

with evidence of malignant transformation. 

In our patient, the swelling had increased in size over a 

period of one year and was cosmetically unappealing. Hence, 

we have considered surgical resection of the lesion in our 

patient. The base of the tumor was reached and en-bloc 

resection was performed with saucerization of the base of the 

tumour to ensure that no cartilage remnants are left behind. 

Recurrences after complete surgical resection are rare and are 

probably caused by failure to remove the entire cartilaginous 

cap.[8] 

 
CONCLUSION 

To conclude, osteochondroma of the pelvis should be kept in 

mind as a differential diagnosis when evaluating mass in 

pelvis. These have to be removed when they pose cosmetic 

problems. 
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