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Abstract
Introduction: Solitary enchondromas are benign, usually asymptomatic. Enchondromas are cartilage tumors which are estimated to constitute 3%-17% of all bone tumors 
and approximately 20% of all cartilage tumors. Enchondroma has higher chances to convert in chondrosarcoma, which varies between 0% and 4.2%. It is difficult to obtain 
a valid risk estimate, as this requires histopathology MRI reports.

Case study: 17 year old male came to the OPD with swelling in his left great toe since 6 months. Swelling was associated with intermittent pain which was dull aching 
type, no aggravating or relieving factors. Swelling was insidious in onset and gradual in progression. On physical examination Mild restriction of motion of left great toe 
and a regular swelling over the dorsal aspect of left great toe, hard in consistency without any neurovascular impairment. No presence of scars, sinuses, pigmentation or 
any ulceration over the swelling. Palpation of the swelling confirmed the presence of a bony hard swelling, non pedunculated, smooth surface of size 3 × 3 × 2.5 cm with 
ill-defined margins. Swelling was expansile and fixed to skin. X-ray s/o Lytic lesions, scalloping of the cortex and whorls of calcification.

Discussion: The literature search was primarily performed in the PubMed database: “Chondroma”, “Chondrosarcoma”, “Diagnostic Imaging” and “Magnetic Resonance 
Imaging.” Dorsal incision was marked along the great toe along the tendon of extensor halluces longus, extending 2 cm proximal to MTP joint and distally to base of nail 
bed. Complete exposure of the tumour was done and along with excision of proximal phalanx after incising the dorsal aspect of the joint capsule. Swelling was expansile 
and multiloculated involving whole of the proximal phalanx and inseparable from the skin at some areas .Hence the decision was taken to remove whole of proximal phalanx 
along with tumour. Gap was filled up with fibular strut graft.

Conclusion: Solitary enchondromas aggressively increasing in size should be treated surgically bane gap caused after removing the tumor can be filled with bone graft 
or cement depending on the condition of cortex.
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Introduction

Solitary enchondromas are usually benign, oftenly asymptomatic. 
Enchondromas are a type of cartilage tumors estimated to constitute 3%-17% 
of all bone tumors [1,2] and approximately 20% of all cartilage tumors [1]. 
Enchondroma has potential for malignant transformation to chondrosarcoma, 
estimated to vary between 0% and 4.2% [3,4]. To diagnose enchondromas, 
histopathology investigation needed [1]. Enchondromas which converted to 
malignancy detected is a low-grade/grade 1 CS, which is included in current 
WHO has been assigned the synonymous term “Atypical Cartilage Tumor” 
(ACT) because low-grade CS/ACT, despite local aggressiveness, rarely 
metastasizes [5,6]. The pitfall is the incidental detection of enchondroma on 
MRI performed when diagnosing joint pathology, especially observed on MRI 
of the knee and shoulder [7-10]. There is a well-known interobserver error by 
experienced pathologists and radiologists [11]. 

Case Report

17 year old male came to the OPD with swelling in his left great toe since 
6 months Swelling was associated with intermittent pain which was dull aching 
type, no aggravating or relieving factors swelling was insidious in onset and 
gradual in progression.

Physical examination

Mild restriction of motion of left great toe and a regular swelling over the 
dorsal aspect of left great toe, hard in consistency without any neurovascular 
impairment no presence of scars, sinuses, pigmentation or any ulceration over 
the swelling .Palpation of the swelling confirmed the presence of a bony hard 
swelling, non-pedunculated , smooth surface of size 3 × 3 × 2.5 cm with ill 
defined margins Swelling was expansile and fixed to skin (Figures 1-3). 
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Figure 1.  X-ray s/o lytic lesions, scalloping of the cortex and whorls of calcification.

Figure 2. MRI suggestive of hyper intense on PDFS, lesion involving the proximal 
and distal end of phalanx stippled calcifications.  
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Surgical Procedure

Dorsal incision was marked along the great toe along the tendon of 
extensor halluces longus, extending 2 cm proximal to MTP joint and distally 
to base of nail bed Complete exposure of the tumour was done and along 
with excision of proximal phalanx after incising the dorsal aspect of the joint 
capsule. Swelling was expansile and multiloculated involving whole of the 
proximal phalanx and inseparable from the skin at some areas. Hence the 
decision was taken to remove whole of proximal phalanx along with tumour. 
Gap was filled up with fibular strut graft (Figures 4-6). 

HPE of Intra-op sample s/o enchondroma Tumor comprised of lobules of 
hyaline cartilage separated from bone marrow (Figures 7-9).

After the surgery patient was put on a below knee slab. The patient was 
put on non weight bearing for 12 weeks (Figures 10-12).

Figure 3.  MRI suggestive of expansion of the proximal phalanx of great toe, 
Hypointense on T1, soft tissue edema and swelling around the proximal phalanx.

Figure 4. Showing intraoperative pictures showing incision site.   

Figure 5.  Showing intra-operatively showing mass.

Figure 6.  Histopathology of intra operative sample. 

Figure 7.  6 cm FIBULAR STRUT graft was taken.

Figure 8. K wire fixation of the fibular strut graft to maintain the length and stability.

Figure 9. Post OP X-ray.
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Discussion

This study was mainly undertaken for the management of solitary 
enchondroma of great toe. Our study confirms the significant prevalence of 
enchondroma affecting osseous structures. These were confirmed on MRI 
examinations enchondroma is also commonly painful, a feature previously 
reported to occur in 40% of lesions and related to associated fracture that may 
be radiologically occult (3,27,35) [8]. Radiologically, enchondromas are benign 
appearing tumours with intra leisonal calcification.

Calcification is irregular and described as ‘stipled’ or ‘pop-corn’. In 
the small bones of hand and feet there may be considerable erosion and 

expansion of the overlying cortex. If the patient becomes symptomatic than 
excision can be done. This case report shows swelling and intermittent pain 
for which the patient underwent excision Post operatively the patient’s lower 
limb is immobilized in a below knee slab for 6 weeks which was followed by 
k wire removal which is followed by starting partial weight bearing walking 
Solitary Enchondromas are if symptomatic than should be excised or extended 
curettage should be done. 

Conclusion

Solitary enchondromas aggressively increasing in size should be treated 
surgically. Bane gap caused after removing the tumor can be filled with bone 
graft or cement depending on the condition of cortex. Proximal phalangeal 
bone is the most common site for enchondroma of the foot. With appropriate 
treatment, a good surgical outcome can be expected.
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Figure 10. 4 Weeks post OP X-ray.

Figure 11. Post op X-ray at 1 year.

Figure 12. P post op X-ray at 2 year.
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