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Case RepoRt
A 23- year-old male patient was referred to Department of 
Radiodiagnosis, from casualty for Computed Tomography (CT) 
brain who had chief complaint of sudden onset of weakness and 
giddiness. The CT brain revealed lacunar infarct in left lentiform 
nucleus with mild generalized cerebral atrophy. An incidental finding 
of bony protuberance was seen involving both the mandibular 
condyles. Patient was retrospectively evaluated for any symptoms 
related to bilateral Temporomandibular Joint (TMJ). Patient 
was found to be asymptomatic with no complaints in the TMJ 
region. TMJ movements were normal on palpation. No reduction 
in mouth opening or deviation of mandible was noted. CT scan 
showed multiple sessile, dense bony protuberances from the 
postero-medial aspect of the neck of bilateral mandibular condylar 
processes (left>right) which showed continuity with the cortex 
and medulla. It measured approximately 1.3cm X 0.9cm on right 
side and 1.4cm x 1.5cm on left side. These bony protuberances 
seemed to be projecting away from the TMJ with no involvement 
of the joint. Bony protuberances on both sides were attached to 
lateral pterygoid muscles of their respective sides [Table/Fig-1-5]. 
Thus, on the basis of incidental radiographic and clinical features, 
a diagnosis of OC affecting bilateral mandibular condyles was 
given. Patient was asymptomatic till five months follow up and 
then he was lost to follow up.  

2002, WHO defined OC as a cartilage capped bony projection 
arising from the outside surface of bone containing a marrow 
cavity that is continuous with that of the underlying bone appears 
close to the growth plate at the end of long bones [2]. It has its 
own growth plate and stops growing with skeletal maturity. Only 
about 1% of these occur within the head and neck region [3]. In 
oral and maxillofacial region, it usually affects the condyle followed 
by coronoid process i.e., extracondylar involvement. Involvement 
of posterior maxilla, zygomatic arch, maxillary sinus, body and 
symphysis of mandible have also been reported [4].

In condylar region, it is seen on medial aspect 52%, 20% on anterior 
location and 1% on lateral position [2]. Etiopathogenesis of OC 
can be explained by different theories neoplastic, developmental, 
reparative, and traumatic. Theory of aberrant foci of epiphyseal 
cartilage on the surface of the bone believes that formation of these 
tumours in the condyle is due to stress in the tendon insertion in 
region of lateral pterygoid muscle mainly where focal cumulation of 
cells with cartilaginous potential prevail. Consistent stimulation of 
lateral pterygoid muscle tendons during lateral excursions is also 
the reason for their growth along the medial aspect of condyle. 
Cases of traumatically and surgically induced OC known as 
secondary OC have also been reported [4,5].

The OC of mandibular condyle is extremely unusual. Very few cases 
of mandibular condylar OC have been reported in the literature [4]. 
A total of 108 cases were reported in English literatures until 2011. 
Revising the literature, Zhou Q et al., found about 215 cases of 
mandibular condylar OC. Bilateral involvement of condylar process 
is even rare. In 2015, Zhou Q et al. reported the first case of multiple 
OC of the bilateral condyle [2]. To best of our knowledge this is the 
second case we report where both condyles are involved.

Condylar osteochondroma usually occurs early in life affecting 
young adults between 10-30years of age but the craniofacial OCs 
are frequently seen in older women [6]. Males are three times more 
commonly affected than females [5]. Left condyle is more commonly 
affected than the right one [7]. Our case was a 23-year-old male 
patient who also had left side more affected than the right side. 
Usually it presents as a non-tender, painless cosmetic deformity 
related to the slowly enlarging exophytic mass. Facial asymmetry, 
cross-bite on contra-lateral side and lateral open-bite on the 
ipsilateral side, malocclusion, deviation on opening, hypomobility, 
pain and clicking are findings seen in cases of condylar OC 
[4,6,7]. Increase in height of condylar neck and ramus on affected 
side may occur [4]. Complications of OC are osseous deformity, 
fracture, vascular compromise,bursa generation and malignant 
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 aBstRaCt
Osteochondroma (OC) is a common slow growing tumour of bone. This lesion is frequently seen in the axial skeleton and is relatively 
uncommon in oral and maxillofacial region. In facial bones, it usually affects the mandibular condyle followed by coronoid process. Very 
few cases of condylar osteocondroma have been reported in the literature. The aim of this article was to present an atypical case of 
osteochondroma of bilateral mandibular condyle in an asymptomatic patient and facilitate making an exact diagnosis of it. To the best 
of our knowledge this is the 2nd case of this type reported in literature.

[table/Fig-1]: Axial section of CT scan showing pathognomonic feature of 
osteochondroma with a lesion composed of cortical (arrow) and medullary (5-point 
star) bone protruding from  the postero-medial aspect of neck of bilateral mandibular 
condylar processes (left > right) showing continuity with the cortex and medulla. 
[table/Fig-2]: In coronal CT scan bony protuberance (5-point star) project away 
from the TMJ/ Condylar head (arrow) i.e., epiphysis with no involvement of it. Margins 
of this lesion appear to be calcified and show continuity with cortex. Lesion showing 
continuity (arrowhead) with medullary canal. 

Keywords: Computed tomography, Temporomandibular joint, Benign tumour

DIsCUssIoN
OC is a slow growing tumour of bone constitute 20%-50% of 
benign bone tumour and 10%-15% of all bone tumour  [1].  In 
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transformation [5]. Our patient was found to be asymptomatic 
with no clinical signs. A diagnostic and pathologic characteristic of 
this lesion often reflects on radiographic appearance. Continuity of 
lesion with bone cortex and medullary canal is characterstic feature 
of OC which can be optimally depicted on three-dimensional 
imaging capability of CT [5].

CT can provide excellent anatomy of the lesion and demonstrate 
calcification in the cartilage cap whereas; MRI confirms the 
diagnosis by demonstrating the cartilaginous cap. Preoperative CT 
assessment can play an important role in the treatment planning of 
these tumours [4]. In CT scans soft tissue changes due to tumour 
growth and atrophy of masticatory muscles can be well seen [6].

The globular and lobulated mass may be found which often 
distorts the normal shape of the mandibular condyle and can be 
differentiated from the elongated condylar process seen in unilateral 
hyperplasia. Even after the termination of skeletal growth, OC may 
continue to grow progressively but growth ceases in condylar 
hyperplasia. However, treatment plan varies for both [4].

When considering the differential diagnosis of mandibular 
condylar osteochondroma, one must also consider other lesions 
like osteoma, condylar hyperplasia, OC, giant cell tumour, and 
metastatic disease in the list. Osteoma and osteochondroma 
appear similar but osteoma may be uniformly opaque and they 
are composed of compact bone or may show internal trabecular 
structure whereas OC usually has connection with medullary part 
of bone. Condylar hyperplasia shows an increased size of the 
condyle while maintaining its normal shape, but osteochondroma 
appears irregular. OC may show internal calcification which may 
assume the sunray pattern. Giant cell tumours are mostly present 
in anterior part of jaw and shows ill-defined wispy septa which are 
at right angles to the periphery. Metastatic diseases are usually 
destructive lesions in contrast to the well defined mushroom 
shaped appearance in OC [8,9].

Treatment includes supportive care with follow-up for minimally 
symptomatic small lesions and resection for larger ones [5].  When 
the OC involves the mandibular condyle, total condylectomy or 

local resection of the lesion and condylar replacement can be 
done. However, if the tumour affects only a limited part of the 
condylar surface, preservation of the remaining part of the condyle 
and reshaping can be done [6]. Follow-up was advised in our case 
as the patient was asymptomatic.

Recurrence rate after resection is about 2% and malignant 
transformation is extremely rare. Surgical resection of benign OC 
can lead to complications which are rare and is reported to occur 
in only 13% of patients. The complications include neuropraxia, 
arterial laceration, compartment syndrome, and fracture [8].

CoNCLUsIoN
Osteochondroma of  bilateral mandibular condyle presenting as 
asymptomatic mass is a rarity. Improved understanding of the 
clinical spectrum of this entity is essential. CT plays a crucial role 
in the correct diagnosis, timely execution of treatment plan and to 
prevent possible complications of malignant transformation. 
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[table/Fig-3]: 3D CT scan showing coronoid process (arrow) and head of mandibular condyle (arrowhead) appear normal. [table/Fig-4]: 3D CT scan showing head of 
mandibular condyle (arrow head) and left side and right side lesion (arrows). [table/Fig-5]: 3D CT scan showing lesion on the medial aspect of left mandibular condyle (arrow). 
The lateral side of ramus on right side appears normal.


