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Abstract. An osteochondroma of the condyle in a 49-year-old vene­
zuelan female patients Is reported. Clinical, radiological and histopathologi­
cal features of the tumor are described. A wide local surgical excision per­
mitted the patient to regain normal function. 
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Resumen. Se reporta el caso de una paciente venezolana, de sexo. fe­
menino, de 49 años de edad. Se describen las caractensticas clínicas, his­
topatológicas y de imagenologia de este tipo de tumor. Además se describe 
el tipo de tratamiento quirúrgico, el cual fue consexvador y mediante el cual 
se logró obtener, función normal en este paciente. 
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INTRODUCTION 

Chondromas are benign tu­
mors derived from mature cartilage. 
When they show signs of endochon­
dral ossification, they are known as 

osteochondromas (OSn or osteocar­
tilaginous exostosis (1, 2, 3). OST 
have been described as benigno 
slow-growing, cartilage-capped bony 
outgroths (4) that can appear in 
bone em1nences and are the most 
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common benign neoplasms of long 
bones (5, 6, 7). They represent 45 
percent of all benign bone tumors 
and 10- 15 percent of all primary 
bone tumors. (1, 8. 9. 10. 11, 12, 
13. 14). Most are solitary leslons but 
sorne are multiple, usually with au­
tosomal dominant lnheritance (3. 
15). They are extremely rare in head 
and neck regions, especially those 
árising from mandibular condyle 
(14, 16, 17, 18, 19, 20, 21. 22). 
Their histology and differential diag­
nosis are always difficult. Thelr 
treatment ls surgical (23). The etio­
logy of OST is unclear. Sorne of 
them appear to be congenitallesions 
and other are related to trauma (5, 
14, 16, 17, 24, 25). They are fre­
quently found in patients under 
the age of 21 (11. 25) and may 
affect elther sexo but there is a 
slight predilection for males. (l5). 
The more striking signs and symp­
toms of condylar osteochondromas 
are facial asymmetry. limited mouth 
opening. swelling or a painless mass 
in the temporo mandibular joint 
(TMJ) regíon. crossbite in tire non­
affected side. occlusal problems. 
and restricted lateral movements 
(14. 15,21.22.26.27.28.29). 

The purpose of this paper ls to 
report an osteochondroma ln an un­
frequent location: the mandlbular 
condyle, and its surgical approach. 

CASEREPORT 

A 49 year-old caucaslan vene­
zuelan female patient was first seen 
because of ayear and a half history 
of restricted mandibular opening 

(22 mm) pain in the preauricular 
and auricular areas. restricted late­
ral movements toward the non­
affected side and tendemess to pal­
pation of the masseter of one year of 
evolution. The patient had a pre­
vious history of trauma on the left 
side of the TMJ. 

In order to relieve the symp­
toms due to musculature contractu­
re and bruxism. the patient was ini­
tially treated with a centric relation 
appliance. Since the sintomatology 
persisted. imageneological exams 
were recommended. Radiographic 
examination, which included TMJ 
lateral transcranial. panoramic. 
computed tomography sean. (CTS) 
and nuclear magnetic resonance 
imaging (MRI). revealed a circums­
cribed radlopaque mass lmage be­
low the head of the condyle (Figs. 
1.2 ) suggestive of a cartllaginous 
tumor. The paUent was referred to 
an oral maxillofacial surgeon who 
undertook the surgical procedure. 
Local anesthesia was used. and an 
extraoral approach with a preauri­
cular incision was performed. in or­
der to reach the tumor mass. The 
tumor which was located in the 
condylar space. was surgically excl­
sed without condilectomy; the disc 
was resected. and material was sent 
to an oral maxillofacial pathologist 
for a definitive diagnosis. Histo­
pathological examination of decalci­
fied sections. revealed tissue compo­
sed of a large amount of mature car­
tilage and a band of vital bone (Fig. 
3). The carUlage showed numerous 
chondrocytes of normal aspect insi­
de their lacunae and marked distur-
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Fíg. 1. CT in axial plane show1ng the lesion lateral to the condyle. 

Fíg. 2. MRI show1ng the mass anterior to the condyle in the sagital plane. 
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Fig. 3. Histopathologtcal secUon of the osteochondroma. Original magnification X 
40. Hematoxylin-eosin stain (H-El evidencing a cartilagenous cap followed 
hy areas of ossification. 

bances of endochondral ossification. 
A histopathological diagnosis of os­
teochondroma was made. The posto­
perative course was uncomplicated, 
and periodlc check:ups showed im­
provement In the oral opening of the 
patient (31 mm). 

DISCUSSION 

Few studies of OST affiecting 
the 1MJ reglon, etther arising from 
the coronoid process or the madibu­
lar condyle, have been reported in 
the ltterature. In Venezuela, this Is 
the first reported case of a osteo­
chondroma on this unfrequent loca­
tion, in which a conservative surgi­
cal removal of the mass without 
condilectomy was performed. Sorne 
authors ( 30, 31) have emphastzed 
the importance of histopathological 

examination, since there are sorne 
reports based mainly on clinical or 
radtological findtngs (17). Many tu­
mors affecting the TMJ (e.g., osteo­
chondroma, chondromas. chondro­
sarcomas, giant cell tumors, fibro­
sarcomas, fibromyxomas, synovial 
chondromatosis. chondroblastomas. 
osteoma, osteoblastoma) may mimic 
pain and miofacial disfunction cau­
sed by the TMJ, and therefore 
should be ruled out (14. 15. 31, 32). 
In our case, a careful differential 
diagnosis had to be done in order to 
exclude several of her lesions. from 
1MJ disfunction to synovial chon­
dromatosis. multiple heredita:ry os­
teochondromata or condylar hyper­
plasia (44). The deflnitive diagnosis 
of OST was made using clinical, ra­
diological and histological criteria. 
Magnetic resonance imaging proved 
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to be a useful method in preoperati ­
ve planning of cases in which exci­
sion of the leston was necessary (33. 
34). Computer Tomography &an 1s 
less important in the evaluation of 
benign tumors than malignant bone 
tumors but is, however. useful in 
the differentlation between benign 
osteochondroma and peripheral 
chondrosarcoma by measurement of 
the peripheral cartilaginous cap. 
This criterion. on the other hand, 
does not appear to be reliable and 
useful at all times (35). In OST. car­
tilage caps smaller than 5 mm and 
isodense to muscle are missed or 
inadequately delineated in CT. The 
criteria for malignant transforma­
tion of osteochondromas are better 
visualized by MRI than CT or plain 
films (36). 

The etiology of OST is uncer­
taín. Sorne tumors arise as primary 
spontaneous tumors of bone or in 
previously irradiated bone; (24) 
however. there seems to be a mar­
ked relationship between traumatic 
episodes and the apperarance of the 
tumor. Our patient developed signs 
and symptoms ayear and a half af­
ter a traumatlc episode on the left 
TMJ. (14, 16. 17. 24. 37. 45). Most 
cases of OST occur by the age of 21. 
which contrasts with our case who 
was a 49 years old patient (38) how­
ever. OST ocurring in the TMJ seem 
to develop between the second and 
th1rddecade of life (15). The majo­
rity of the reported cases deal with 
an intraoral or extraoral surgical 
approach with condilectomy (14, 15. 
16. 17, 20). In the case of our pa­
tlent. an extraoral surgical approach 
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via preauricula was performed in 
order to excise tire tumor mass. but 
the condyle was preserved resulting 
in an improvement of the mouth 
opening (31mm), in accordance with 
a case reported by Strickland y col. 
(25) 	and lizuka y col. (45). 

Chondrogenic tumors may be­
come potentially malignant; (30, 39. 
40. 41) however. there has never 
been a malignant transformation re­
port after the removal of a TMJ os­
teochondroma (15). Secondary 
chondrosarcoma or osteosarcomas 
are rare tumors that can develop in 
up to 2 percent of patients with sin­
gle osteochondromas: (25. 40. 42, 
43) although, multiple hereditary 
osteochondromata have a higher in­
cidence (25 percentl of malignant 
change I into chondrosarcomas. Ba­
sed on this fact. a close follow-up of 
the patient. including a complete ra­
diological examination. must be 
kept in mind. Also. an optimal sur­
gical resection of the leston with 
complete excision of an intact peri ­
chondrium Is necessary in order to 
prevent a possible recurrence of the 
tumor (15.33.42). 
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