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— Abstract —

Intraarticular Osteochondromatosis of the Ankle Joint
— A Case Report —

Myung-Ku Kim, M.D., Kang-Hyun Lee, M.D., Hee-Kyun Kook, M.D.

Department of Orthopaedic Surgery, Inchon Christian Hospital

Osteochondroma is the most common of the benign bone tumors. They are probably developmen-
tal malformations rather than true neoplasms.

But rarely they develope in a joint, especially in the ankle joint.

We reported a case of intraarticular osteochondromatosis of ankle joint.
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Fig. 1. The mass is located at inferior aspect of medial
malleolus of right ankle.
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Fig. 2. The mass is located at inferior aspect of lateral
malleolus of right ankle.
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Fig. 3. Preoperative A-P & lateral radiograph demonstrates mass at the posteromedial and anterolateral aspect of
talus, and anteromedial aspect of fibula. 3-B. Preoperative computed tomographic scans demonstrated a cal-

cific mass at the posteromedial aspect of talus.
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Fig. 6. The gross pathologic speciman
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A : 4X Scm sized bony mass from posteromedial aspect of talus
B : 1 lcm sized bony mass from anteromedial aspect of the fibula and 1x 0.8cm sized bony mass from

anterolateral aspect of talus

Fig. 4. Operative finding of medial aspect of right
ankle before excision.
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Fig. 5. Operative finding of lateral aspect of right
ankle before excision.

2EE 29, ARE T T AVle oz Hol 9l
ot AFEY Hse A =B, Y E
8 @AWY A9 v $ =8 Aoz gl
Aoz 1891 Virchowrl 2#E Zowd
(physeal theory) # 191314 Miillers] Z94 (per-
iosteal theory) 5ol slovt diZle Fezze A
F ooz M 31 glon, 53] oy 2
BEFL FE8A 4 fAE e Aoz gEA
Ak, g EAEFY L dHe uPA A
FF3 Zo] 10~254] Alojolmy At AN AztH
o} &34 vepdoP !, 34 2 oy 2dEF
< 8F oz dnAHcRE M2 fA8HA U
Buy T3 48, 79 83 &5 A, A%
2 ER g B, F9) WHEEHE L d43t &
A€ BY de #¢71 H&Fo] gk £ guy

— 163 —



Fig. 8. Radiograph of 13 months after surgery shows
no growing mass.
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Fig. 7. Microscopic morpology reveals that the chondrocytes are arranged in
vertical rows(H & E stain, X 10). Inlays of calcified cartilage and
endochondral ossification occur at the basal surface(H & E stain, X
40).

YA

REFERENCES

1) B4 g7, ¢ @ €3HY FTAEE 148
3. digg ¥ ez, 19:735-737, 1984,

2) olgd, Z=5e, wHs, HETR, AHY : £3AY
Ad BAEF 1dEn, gy ¥elaets=), 25:
973-975, 1990.

3) Beeker MH, and Epstein F : Case report 77. Skel
Radiol, 3:197-200, 1978.

4) Fuselier CO, Binning T, Kushner D, Kichwehm
WW, Rice JRD, Hetherington V, Kahl RL,
Hanley DC, West A, Gray J, Berkey SF, Merritt
HN, Scherer DC and Ways GA : Solitary osteo-
chondroma of the foot an indepth study with case
reports. J Foot Surg, 23:3-24, 1984.

5) Huvos AG : Bone tumors, Diagnosis, treatment and
prognosis. Philadelphia, WB Saunders Co, pp. 139-
149, 1979.

6) Milgram JW : The origins of osteochondromas
and enchondromas. A histopathologic study. Clin
Orthop. 174:226-284, 1983.

7) Roman G : Hereditary multiple exostoses. A rare
cause of spinal cord compression. Spine, 3:230-233,
1978.

— 164 —



8) Schajowicz F : Tumor and tumorlike lesions of Surg, 61A:815-824, 1979.
bones and joints. New York, Springe-r-Verlag, pp.  10) Solomon L : Hereditary multiple exostosis. J Bone

121-132, 1981. Joint Surg, 45-B:292-304, 1963.
9) Shapiro F, Simon S and Glimcher MJ : 11) Solomon L : Chondrosarcoma in hereditary multi-
Hereditary multiple exostoses. Anthropometric ple exostosis. § Am Med J, 48:671-676, 1974.

roentgenographic and clinical aspects. J Bone Joint

— 165 —



	dfs: 
	asd: 
	dsf: 


