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Background. Osteochondroma at the level of the coronoid process is unusual, causing a slowly progressive facial
asymmetry and limitation of mouth opening. Histologically, it is a bone tumor covered by a thin capsule of cartilage.
We present a literature review of cases published to date and present a new case in which osteochondroma
originating in the coronoid process was associated with the formation of a cyst at the body of the zygoma,
necessitating the reconstruction of the body of the zygoma.
Study design. A 55-year-old woman had a bone tumor in the right malar region, producing a limitation in mouth
opening. After preoperative computerized tomography, we decided to excise the lesion and pseudocyst with the use of
a combined subciliary and coronal approach, reconstructing the body of the zygoma with a cortical chip of calvarian
bone.
Results. The patient regained normal mouth opening, without injury to the fronto-orbital branches of the facial nerve
and no recurrence of the tumor to date.
Conclusions. Osteochondroma is a slow-growing tumor that causes progressive facial asymmetry and limitation of
mouth opening. The treatment of choice for symptomatic osteochondromas is surgical resection. (Oral Surg Oral Med
Oral Pathol Oral Radiol Endod 2011;112:e64-e68)

Osteochondroma is the most common benign neoplasm
of the skeleton. It is more frequently seen in long bones,
but the most common locations in the facial skeleton
and skull base are the mandible, maxillary sinus, and
condyle. It is very uncommon in the coronoid pro-
cess.1,2

Osteochondroma of the coronoid process is de-
scribed as a solitary exophytic lesion of bone, which
has varying amounts of cartilage tissue as a capsule.
Sometimes both cartilage tissue and bone have an ac-
tive growth, whereas in other cases both are dimin-
ished. Because of this variation, the injury is variously
known as osteocartilaginous exostosis and osteochon-
droma. The tumor grows slowly and produces progres-
sive limitation of mouth opening and facial deformity.
Palpation of the zygomatic arch during jaw protrusion
maximum aperture can be revealed by small vibrations,
which are the shock of the tumor with the zygomatic
arch. Using a stethoscope, noise or crackling at the arch
can be heard if the coronoid process is rotated.1-4

Clinical examination, panoramic radiography, and
computerized tomography (CT) with or without 3-di-

mensional reconstruction, are useful diagnostic tools,
assisting in viewing the relationship between the zygo-
matic arch or malar bone and osteochondroma origi-
nating from the coronoid process.1

The facial asymmetry and limitation of mouth open-
ing are indicative of the need for surgical removal of
the lesion. The excision of the coronoid process with
the tumor is the definitive treatment. The approaches
may be intraoral, extraoral, or a combination. The re-
construction of bone defects in the zygomatic arch or
malar bone can be performed with the use of calvarian
bone grafts, as we have previously reported.5,6 The rate
of recurrence after excision of the tumor is very low,
�2%.7 Mouth opening exercises promote postoperative
rehabilitation.5

CASE REPORT
A 55-year-old woman attended the Oral and Maxillofacial

Department, presenting a solid tumor in the right malar re-
gion. The lesion had been growing slowly and progressively
over a 20-year period, producing a limitation of mouth open-
ing and slight facial asymmetry (Fig. 1).

Clinical examination of the patient revealed a prominence
at the level of the zygoma body produced by the tumor. There
was a mechanical trismus with a mouth opening of �2 cm,
slight facial asymmetry, and no facial pain on examination.
Additional tests were requested: a panoramic radiograph, a
Waters x-ray, and a 3-dimensional CT reconstruction, reveal-
ing an osteogenesis image located inside the zygomatic arch
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and with continuity to the right coronoid process of the
mandible (Fig. 2).

Having completed a preoperative study, we performed a
surgical excision using a combined coronal and subciliary
approach. After viewing the tumor, we performed an osteot-
omy at the zygomatic arch and a coronoidectomy including
the lesion and the pseudocyst originating in the body of the
zygoma. We repositioned the zygomatic arch and recon-
structed the defect produced by the pseudocyst with a bone
graft from the calvarian bone (Fig. 3).

The pathology of the lesion showed a polypoid exophytic
lesion formed by thick bone trabeculae surrounded externally
by a layer of hyaline cartilage and a superficially dense band
of tissue, consistent with osteochondroma (Fig. 4).

In recovery, the patient had no involvement of the fronto-
orbital branches of the facial nerve, and normal mouth open-
ing was restored over the following 2 years (�4 cm). There
had been no recurrence of the tumor at the time of writing
(Fig. 5).

DISCUSSION
Osteochondroma is the most common benign tumor

in persons between 10 and 30 years of age. It accounts
for �20%-50% of all benign tumors and 10%-15% of
all bone tumors. It is more commonly located at the
level of the metaphysis of long bones. However, osteo-
chondroma is rare at the level of the facial bones and
skull base. It has been reported in the maxillary sinus
and in different parts of the mandible, such as the
condyle, ramus, body, and symphyseal region. It is a
sessile lesion composed of bone covered with a carti-
laginous capsule.3,7-10

Osteochondroma originating at the level of the
coronoid process was first described in 1943 by
Shackleford. Epidemiologically, the lesion usually

occurs in young men �40 years old. It grows insid-
iously, and the most common symptom is the limi-
tation of mouth opening with facial deformity (75%
of patients). Other symptoms are remodeling, de-
struction, or expansion at the zygoma and/or zygo-
matic arch or pain with mouth opening. Over the
long term, a new joint may develop between the
coronoid process and zygomatic arch (Jacob dis-
ease), leading to a loss of mouth opening.2,5,7,11

In their review of published cases up to 1993, Ker-
scher et al.3 included 30 cases, with age of onset rang-
ing from 10 to 73 years and with 2 peaks of incidence:
in the second and the fourth decades of life. Over 60%
of the patients had facial deformity due to the involve-
ment of peritumoral tissues. In �60% of the cases, the
lesion had a sessile form.

Normally, the etiology of mandible hypomobility is
related to an alteration in the mobility of the temporo-
mandibular joint and/or diseases affecting the muscles

Fig. 1. Limitation of mouth opening and slight facial asym-
metry.

Fig. 2. CT image. We can see the osteochondroma and the
pseudocyst in the malar body.
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