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Abstract 
Myositis ossificans circumscribed is a bone and cartilage heterotopic non neoplastic proliferation 
inside the soft tissues. It is a benign focal heterotopic ossification process of soft tissues, and a rare 
disorder that occurs spontaneously or after local trauma. Clinical and radiographic appearances 
are quite hustler. A careful histological examination of biopsy straightens diagnosis is necessary. 
There is no consensus in support (surgical or/and medical). From Benign prognosis, evolution of 
this pathology is usually favorable. The authors report a case of giant myositis ossificans circum- 
scribed post-traumatic localized on gluteus and adductor muscles of the right hip on a 26-year-old 
man. Through a review of literature the mechanism, the diagnostic methods and therapeutic will 
be discussed. 
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1. Introduction 
Myositis ossificans circumscribed is a heterotopic non-neoplasic bone and cartilage soft tissues proliferation, 
developing from the interstitial conjunctive tissue [1]. This heterotopic proliferation occurs independently from 
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general conditions of phosphocalcic metabolism, and is due to variable etiologies: traumatical (post surgical [2], 
or other traumatisms [3]), or spontaneous non traumatic (neurological [4] genetic [5], unknown).  

It may occurs spontaneously [6]-[8] or after trauma [1]-[3]. Clinical and radiological aspects are noisy and are 
the main problem of diagnosis, especially in its debutant or monstrous form. The anatomopathology provides the 
diagnostic of certitude [9]. We present here a case of unusual location of a giant post traumatic myositis ossify-
ing circumscribed (MOC) on a young adult’s gluteus and adductor muscles. The treatment was medical and sur-
gical. The evolution was satisfying after 18 months. 

2. Case Report  
It’s a 26 years old man who consulted for pain and right hip swelling since one year. Symptoms began after an 
injury in the right hip after sportive activity. He presented pain and swelling of the right hip with relative func-
tional impairment. The patient would have taken a self-medication by no steroidal anti-inflammatory drugs, 
through local and general administration, and a traditional treatment. The evolution was marked by a gradual 
swelling size increase. A progressive general body state alteration and skin fistulisation motivated the consulta-
tion in specialized areas. There was an alcohol-smoking intoxication and toxicomania not confessed. Physical ex-
amination noticed a vicious attitude of the right hip and the right knee, in flexum, fixed, and a quadricipital 
atrophy.  

The swelling was at the right thigh root. It was oval with a rugby ball form. The tumor was fixed, hard with 
fluctuating areas on the external limit. She was hot, painful, but just sensitive on some places. The skin in front 
had an orange appearance with collateral venous circulations (Figure 1). On the lateral and posterior-external 
swelling face sat an orifice measuring 5 cm of diameter and 3 cm of deep. The edges of the hole were inflam-
matory, regular and background dirty filled with necrotic tissue without festering collection.   

We noticed a limitation of the right hip and knee movements with a vicious attitude. 
There was no satellite lymphadenopathy, no neurovascular disorder downstream or another observed bone 

deformation. There were a leukocytosis and an inflammatory syndrome.  
The right hip x-ray objectified hetero-nodular ossification clusters, at the level of the hip soft parts (Figure 2). 

Ultrasound put in evidence a heterogeneous mass, made of clod calcifications on gluteal region and adductor 
muscles, with a thickening of the soft parts near. 

The scanner objectified a mixed calcified and necrotic tumor process of the right hip soft tissues, without ob-
vious bone damages (Figure 3). 

A biopsy was performed and the anatomopathological exam evoked a myositis ossifying circumscribed 
(Figure 4). Regarding the histological results a revision surgery for tumor resection was proposed. Excision of 
the tumor was only partial because of hemodynamic instability during surgery. 

On post-operative period, analgesic treatment, anti-inflammatory drugs and probabilistic antibiotic therapy 
were started. Lower limb was put in traction pasted in bed during 03 weeks, and rehabilitation sessions were 
undertaken. The patient was followed during 18 months. At the clinical control we noticed a tumor involution 
and a local drainage flow. Muscle weakness was persistent and was responsible of a limp on walking. Radio-
graphic control showed a regression of the calcifications clusters, and no evident sign of local recurrence. 

3. Discussion 
Post traumatic myositis ossificans is a non hereditary heterotopic ossification which occurs after a traumatism or  

 

 
Figure 1. Local appearance of right hip large swelling with a collateral venous circulation, hip and knee vicious 
attitude, atrophy, skin opening.                                                                                              
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Figure 2. Pelvis’s radiographies (A) antero-posterior; (B) (medio-lateral) showing multiple hetero-nodular ossifications, in 
clusters at soft parts of right hip, respect of the femoral cortical. (no cortical rupture, no cortical lysis).                              

 

 
Figure 3. Pelvis CT scan, reconstruction (A) a side view; (B) a front view; (C) a view from below) showing: huge mixed 
(calcified-necrotic) tumor process of gluteus and adductor of the right hip; these calcium formations made of compact bone 
does not affect pelvic girdle and proximal femur. It has not reached bone (bone is separated from proliferation by a clear 
border).                                                                                                 

 

 
Figure 4. Microscopic appearance of myositis ossifying (A) 100 magnifications; (B) (400 magnifications) showing: biphasic 
tumor proliferation of fusiform cells and spans osteomas with a regular osteoblastic border. Ossification in crowns.             

 
repeated microtraumatism [10] [11] on teenager and adult. It is also known as post-traumatic heterotopic ossifi-
cation, non-hereditary heterotopic ossification and myositis ossificans circumscripbed [12] [13]. This type of 
MOC is a rare disorder [9], it has never been observed previously in our service. Already described in the litera-
ture [3]-[8] [14] [15]; but none were located inside the gluteus and hip adductor muscles. The monstrous clinical 
aspect is witness of a chronic evolution of the pathology. This can be explained by the delay in consultation 
which could be justified by the lack of financial resources. Because of the lack of financial resources, hospitals 
are less frequented by patients for the benefit of traditional or religious healers. 

Unfortunately traditional therapy remains an actual topic in our regions despite their practice heavy of conse-
quences. 

The etiopathogenicity of the MOC is not yet fully elucidated. The most accepted hypothesis is that the forma-
tion of ectopic bone as a result of a neuro-vascular local disorder. This disorder causes the muscle and connec-
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tive tissue fibroblasts metaplasia that will lead to the organization and the ossification of an intramuscular he-
matoma [16]. The existence of an injury reported by some authors [1]-[3] is also found in our case. Sometimes it 
can occur spontaneously without trauma [6]-[8] [15]; 

For that reason it is called by some author spseudomalignant Myositis ossificans due to diagnostic confusion 
of this benign lesion with a malignant lesion [16]. 

According to Leriche R. and Amendola MA [17] [18], Myositis ossificans would usually evolve in three 
phases. In the acute phase, the MOC is presenting by the apparition of a painful soft part mass, with a sudden or 
progressive unset as it was our case; with a variable volume followed by local inflammatory signs; the biological 
investigation show an inflammatory syndrome varied with the level of local phenomenon. 

After this installation unset (4 to 6 weeks) arrives the chronical phase of maturation (4 - 6 months). This phase 
is characterized by decrease of tumefaction, inflammatory signs and pain.  

The MOC regression is spontaneous and progressive in a 1 to 2 years period, with symptoms disappearance. 
Rare cases of spontaneous non traumatic myositis ossificans have been described in children [19]-[21].  
It exists genetic causes which explain those spontaneous non traumatic forms on child, as Fibrodysplasia ossi-

ficans progressiva (FOP). The FOP is an autosomal dominant genetic transmitted disease more commonly 
known as Münchmeyer or the “stone man” disease’s. It is characterized by the onset in childhood, to episodes of 
ossification in the muscles, tendons, ligaments , sitting mainly at the level of the cervical and dorsal region, and 
associated bone malformations of foot and thorax malformations [5] [22] [23]. 

Concerning teens or young adults, post traumatic myositis ossificans circumscribed is sometime described. At 
this age it is a non hereditary heterotopic ossification which occurs after a traumatism, repeated micro-trauma- 
tism [10] [11] or can be post surgical [2]. 

Many authors underlines difficulty of MOC diagnosis [7] [24] [25] because its clinical and radiological as-
pects can be misleading and make us discuss several diagnostics: post traumatic infectious process as osteo- 
myelitis; osteogenic sarcoma; chondrosarcoma; osteosarcoma or Munch Meyer disease. We think that perio- 
steal appositions aspect or crown calcifications of the cortical bone are not specific to MOC. Whatever, the 
persistence of a transparent normal area between the lesion and the nearing bone has to permit us to retain a 
benign lesion [26]. 

The scanner, angiography and ultrasound may be useful [8]-[14], but the diagnostic of certitude is provided 
by anatomopathological exam [9]. However interpretation of histological sections is not free from difficulties, 
because they can cause confusion with a malignant lesion [7] [24] [25]. 

MOC therapeutic is not yet well codified; certainly because of its rarity. Currently from literature no consen-
sus emerges between medical or surgical methods. 

In our case we had two methods because of the enormity of the tumor invasion, its fistulization to the skin and 
functional gene generated. In this monstrous or giant form a skin opening is possible.  

For Brofen [20], excision has indication only in a case of severe pain or important prolonged functional im-
pact. More supporters of the medical treatment offer a combination of anti-inflammatory and bisphosphonate 
that would limit emergence of the ossifications [7]-[27]. 

After the 18th month, the clinical general aspect was satisfactory as evidenced by the literature review data’s 
which emphasize a spontaneous favorable evolution [20]. If some authors [7]-[20] recurrences are exceptional, 
for others [27], they are the result of an early surgical resection and are always followed by healing after re-in- 
tervention. The MOC is reported as having a good prognosis [16]-[21]. However it can be at the origin of func-
tional sequels as was the case of our patient. 

4. Conclusion 
Myositis ossifying circumscribed is a heterotopic non neoplastic bone and cartilage proliferation inside soft tis-
sues. It is a rare pathology. This case reports should distinguish itself by: unusual location; its extension to two 
muscles groups; its giant size and finally the skin complication. Clinical and paraclinical examinations are 
sometimes misleading. Only an atomo-pathological exam allows this diagnosis. The treatment was surgical and 
medical. Despite its benign prognosis, evolution may be tainted by functional sequels. 
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