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ABSTRACT

This reportis a brief presentation of one case of Ollier's disease. Ollier’s disease
(multiple enchondromata) patients have widespread involvement of the skeleton,
especially the hands; the lesions are detected because of bone pain or deformity.

Virtually all cases have been sporadic.

Roentgenographically, the lesions may be detectable in early infancy as clear,
homogeneous, oval lesions with axes parallel to the longitudinal axis of the bone.
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CASE REPORT

A 10 year old boy was admitted to the hospital for lumps
on flexor surfaces of almost all joints of the fingers and toes
of 2 years' duration. He was well until 8 years of age when
hestarted todevelop small tumor masses 2x2 and 5x5 cmon
metaphyseal zones of both upper and lower extremities. The
lumps had a round shape with a shiny pale surface

He is the 9th child of a total of 11 children, five male and
six female. Four sibs died at one and two years of age,
presumably from measles, and the restarc apparently healthy.
Parents are not related. Family history is negative for similar
illness.

Past history was not remarkable except that he had
measles followed by a suppurative adenitis in the groin
which needed hospitalisation for 30 days.

Significant physical findings were: wt. 30kg, ht.110cm,
BP 100/60. Abnorinal physical findings were limited to skin
and joints. Many skin nevi of dark color were noted all over
the body. Distal ends of all bones in both extremities were
bulky and overgrown (Figs. 1-3).

Lab tests: Hb 14.5 g/dL, Hct 44%, WBC 7200/mm?,
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PMN 50%, Lymph 44%, Eos 1%, ESR 15mm/Ist hour, Ca
11.2 mg/dL, P 5.5 mg/dL, Alkaline phosphatase 58 units
{normal for age), L.E. cell prep, once positive and once
negative, BUN normal, uric acid normal, urinalysis normal,
platelet count increased, IgG slightly decreased, IgA
moderately and IgM slightly increased compared to norinal
values.

X-rays of involved bones showed expansion of
metaphyses with radiolucent areas.

Biopsy of bone lesions taken from metaphysis reported
chondroid tissue. Skin biopsy reported hyperkeratosis iand
slight acanthosis, fibrosis of dermis and atrophy.

DISCUSSION

Patients with Ollier’s disease usually complain of bone
pain and eventually develop deformities of hands and go on
to have widespread skeletal malformations. Virtually all
caseshave beensporadic. Bone lesions could be detected in
early infancy by x-ray, as clear homogenous oval lesions
with axes parallel to longitudinal axes of the bones. Some
patients present with growthdisturbanceand limping due to
swelling of toes. These lesions may be symmetric or
asymmetic. Theymay produce visible or palpable swelling


https://mjiri.iums.ac.ir/article-1-1392-en.html

[ Downloaded from mjiri.iums.ac.ir on 2026-04-28 ]

Ollier's Diseuase

vhe bt 1y peg b

Fig. 1,2. Distal ends of all bones in hands were bulky and over
grown,

Fig. 3. Distal ends of all bones in feet were bulky and over grown
also.

particularly in the hands or on the distal ends of the long
bones. They ar¢ somewhat elastic and may cause limitation
of motion in adjacent joints. Phalangeal chondromas may
lead to severe deformnities of the fingers.*9'-14

130

The elfect of enchondromas on growth is usually much
more serious than that of exostoses and the prognosis is
worse. Asymmetric growth disturbances are more
troublesome. Involvement of thedistalulna:ndradiusmay
cause severedeformity of the wristleading toulnardeviation
of involved hands. Malignant transformation is more
common in adults than children.'-*'%'*2 Tenderness and
rapidgrowthinsizeand or radiologic evidence of endosteal
erosion may indicate a malignant process.>® !

Surgical intervention is necessary for lesions causing
local symptoms.’
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