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Bizarre Parosteal Osteochondromatous
Proliferation (Nora’s lesion) of the Big Toe.
(A Report of Two Cases and Review)
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=Abstract=

Bizarre parosteal osteochondromatous proliferation (BPOP) is an rare benign tumor which involve mostly tubular bones of
feet and hand. BPOP has clinicdl, radiographic, and histologic similarities with osteochondroma.Radiologicaly, BPOP has not
central continuity with underlying osseous medulla. Histologically, the lesion has marked proliferative activity, and enlarged,
bizzare, and binucleated chondrocytes.Despite the high risk of recurrence, trestment of choice is surgical resection. This report
presents two cases of BPOP of the big toe with reviews of clinical, radiographic, and histological characterigtics.
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Figure 1. Preoperative AP (A) and lateral (B) plain
radiography shows a well-defined 10 X 15 mm sized
exophytic osseous mass arising from lateral side of the
right big toeproximal phalanx.
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Figure 2. Preoperative computed tomograohy scan shows the mass has an irregular and sessile appearance to underlying
bone. The lesion did not communicate with the underlying bone.
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Figure 3. MRI images of bizarre parosteal osteochond- o 3+l QLA A AZ A]E0E] O
o =2 X3l g ol o] WA Zo
romatous proliferation (BPOP). Axial T1-weighted image = gk AR E N5l 29 %) Zo] 1A Zo)
A

(A) shows low or intermediated signal intensity. On a axial

T2-weighted image (B), the mass reveals high signal A A Hod £ AFxF
intensity. Gadolinium-enhanced axial T1-weighted image o AArolglon] W OB G o F 7|2 u HRA
(C) shows well inhancement of the mass.

Figure 4. Gross appearance of lesion which looks like the osteochondroma (A). The cortical bone of the phalanx was intact
after mass excision (B).
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Figure 5. (A) Low-power view of the lesion, demonstrating a cartilage cap and bony spicules(H&E stain, X 40). (B) High-
power view shows bluish irregular cartilage, enlarged and bizzare chondrocytes (H&E stain, X 400).
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Figure 6. AP (A) and lateral (B) radiography of the left big Figure 7. T1 (A) and T2 (B)-weighted image of the lesion.
toe distal phalanx demonstrating the lesion. Enhanced T1-weighted image shows well enhancement of
mass and surrounding soft tissue
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Figure 9. (A) Low-power view shows normal soft tissue around a cartilage cap (H&E stain, X 100) and (B) high-power view
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of the lesion shows atypical enlarged chondrocyte (H&E stain, X 400).
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