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BACKGROUND
Osteochondromas are among the most common benign
bone tumors, although they are not reported as such in
the feet. They typically affect those ages 10 to 25 years
with a higher incidence in males compared to females (1).
However, extraskeletal osteochondromas are usually seen in
those in the third through sixth decade of life (2).
Osteochondromas may present as either
solitary or multiple lesions. Multiple lesions include a
hereditary component and have a higher rate of malignant
transformation than solitary tumors. Solitary tumors have
a malignant transformation rate of only 1% (1). They are
commonly found in the metaphysis of long bones, such as
the distal femur and proximal tibia, as they originate from
distal epiphyseal plates (3,4). Due to its origination pattern,
osteochondromas are not considered to be true neoplasms.
Milgram suggested a three-stage evolution of
osteochondromas. The first pathologic abnormality
to occur is sub-synovial cartilage hyperplasia. This is
followed by synovial hyperplasia and the production of
round cartilaginous nodules, or chondromas (5). These
chondromas continue to grow as they are nourished in
synovial fluid. Once calcified, they become known as
osteochondromas. Gross examination of these specimens
reveals a shiny, cartilaginous cap with cauliflower-like
appearance with magnetic resonance imaging (MRI)
findings of a hyaline cartilage cap characteristic of this bone
tumor (6).

Figure 1. Magnetic resonance image of the medial aspect of the left
ankle.

Maurice et al noted the recurrence rate of
osteochondromas to be 11.5% after surgical intervention,
and a prevalence of less than 5% of all cases occurring in
the ankle joint is reported by Robinson et al (7,8). Cromer
describes a case report where a synovial osteochondroma
was seen in a relatively short time frame after an incidence
of traumatic injury. He theorized that trauma may play a
role in the dysplasia of chondrocytes and initiation of an
osteochondroma (9).
Associated complications for osteochondromas
involve osseous deformities, fractures, bursa formation,
vascular compromise, and neurologic symptoms (10). In
this case report, the authors illustrate an intra-articular
osteochondroma of the ankle joint sustained 10 years after
traumatic injury.

CASE REPORT
A 64-year-old woman presented to the senior author’s
clinic with left ankle pain after sustaining an ankle sprain in
2007. She related that she has had anterior and lateral ankle
pain ever since that initial injury with difficulty ambulating
in recent years. A fine-needle aspiration was performed of
the anterior left ankle mass and revealed an intra-articular
osteochondroma after MRI showed a large mass.
In perioperative discussion, there was a question as to
whether the mass extended into the subtalar joint. Figures
1-3 show the expansiveness of the anterior ankle mass from

Figure 2. Magnetic resonance image of the left ankle with the
anterior osteochondroma measuring 17.9 mm.
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Figure 3. Magnetic resonance image of the lateral aspect of the left
ankle.

Figure 5. Separation seen between the ankle joint and tumor.

Figure 4. Tumor exposed after ankle joint incision and periosteal
reflection.

Figure 6. Tumor seen cleanly reflected from underlying ankle joint
articulation.

Figure 7. Excision of the tumor in total measuring approximately 4
cm in width.
Figure 8. Osteochondral defect seen in the talus after removal of the
tumor.
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medial to lateral. Figure 2 illustrates the mass at its widest
anterior to posterior portion measuring 17.9 mm.
Surgical exposure was achieved through an incision at
the medial aspect of the ankle between the medial malleolus
and tibialis anterior tendon. Dissection was carried down to
the subcutaneous tissue, and superficial fascia was dissected
from underlying deep fascia. The medial ankle capsule and
periosteum were incised, and the anterior ankle tumor was
readily exposed. An obvious separation was seen between
the cortex of the anterior tibia and the intra-articular
tumor. Careful dissection was then used to remove the
approximately 4 centimeter wide mass in total where some
extension to the lateral ankle joint was noted, however, no
communication into the inferior subtalar joint was found.
Further inspection into the ankle joint revealed damage to
the dorsal aspect of the talus and anterior tibia secondary
to the mass. This anterior tibial lip was remodeled with
hand resection, and improvement of ankle passive range of
motion was noted.
The ankle joint was flushed copiously with normal
saline, layered closure was performed, and the patient was
placed in a below-knee fiberglass cast. The specimen was
sent to the pathology department and was identified as a
solitary synovial osteochondroma. The patient went on to
heal uneventfully.
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