
Introduction

steosarcomas of the head and neck Oregion are relatively rare and 

aggressive malignancies. Although 

osteosarcomas constitute 40% to 60% of 

all bone tumours, only 10% of these occur 

in the head and neck region, most 
1,2commonly in the maxilla and mandible.  

Unlike osteosarcomas of long bones, head 

and neck osteosarcomas occur somewhat 

later, most commonly in the third and 

fourth decades, and have equal sex 

predisposition. Osteosarcomas of the head 

and neck usually occur as secondary 

tumours after radiation therapy or 

chemotherapy for another tumour, 

although syndromic association and 

development of osteosarcomas from a pre-

existing benign tumour also have been 
3,4described.  Paediatric patients with 

primary osteosarcomas of the head and 

neck are rare, with only a handful of case 

reports and small study series reported in 
5the English language literature. Given the 

relative infrequency of osteosarcomas in 

the head and neck in paediatric patients, 

we have characterised the clinical 

findings, radiographic findings, pathologic 

features, in this report.

Case Report
11 yr male child presented with severe 

headache, nasal blockage and protrusion of right eye 

since 3 months. Child does not have previous history 

of similar complaints or irradiation to head and neck. 

Computed tomography scan was obtained, which 

revealed hard, nodular swelling in fronto ethmoidal 

sinuses with invasion and destruction of nasal 
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Abstract

Primary osteosarcomas of the head and neck in the paediatric age group, not 

associated with previous irradiation or a known syndrome, are rare. We present a 

case of 11 year old child with no previous history of irradiation presented with a 

recurrent fronto ethmoidal sinus mass with local invasion into orbit and maxilla. The 

lesion appeared to be radio graphically aggressive in nature. Completion curettage 

was done twice and histopathological examination of the lesion showed features of 

osteogenic sarcoma with osteoblastic differentiation. Though primary paediatric 

osteosarcomas involving fronto ethmoidal sinus with osteoblastic differentiation is 

uncommon entity and is difficult to treat surgically and is a therapeutic challenge 

because of its aggressive nature and complex anatomical location, it should be 

included in differential diagnosis of other lesions at this location as adjuvant 

radiotherapy with complete surgical extirpation shows better survival results and 

improved outcomes with good prognosis.
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septum and superior orbital region (Fig 1). Child got

Fig 1:  CT scan showed hard, nodular swelling in 

fronto ethmoidal sinuses with invasion and 

destruction of nasal septum and superior orbital 

region

operated with complete curettage of lesion. Grossly 

multiple tissue bits, 1.5 to 2 cm, firm in consistency , 

grey ish white  in co lour were rece ived.  

Microscopically, tumour showed invasion of pre 

existing bony trabeculae & adjacent tissue. 

Haphazard, lacy filigree-like pattern of osteoid 

formation seen with atypical osteoblast like cells with 

occasional prominent nuclei with nucleoli, abundant 

eosinophilic cytoplasm with occasional mitotic 

figures. Focal mineralisation of lacy osteoid seen. 

Osteoblast like cells with abundant eosinophilic 

cytoplasm seen in sheets at places amidst lacy like 

osteoid. No areas of chondroblastic or fibroblastic 

differentiation seen (Figs. 2 and 3). Diagnosis of low

Fig 2 (A):Grossly multiple curettage tissue bits, 1.5 to 

2 cm, firm in consistency , greyish white in colour 

received.(B): H & E tumour showed invasion of pre 

existing bony trabeculae & adjacent tissue.(50X)

Fig 3: H & E (A) infiltrating tumour (100X) (B) 

atypical osteoblast like cells with occasional 

prominent nuclei with nucleoli, abundant 

eosinophilic cytoplasm with occasional mitotic 

figures & (C) foci of necrosis (D) producing 

Haphazard, lacy filigree-like pattern of osteoid 

formation ( 400 X)

grade osteogenic sarcoma with osteoblastic 

differentiation was made.

Discussion

Osteosarcoma of the head and neck 

are rare and have a reported incidence of 

1.7-5% of all head and neck primary 

tumours  whe r eas  max i l l o f a c i a l  

osteosarcomas account for 4-9% of all 
1Osteosarcoma.  These often occur as 

secondary tumours after radiation or 

chemotherapy. Further, the incidence of 

head and neck osteosarcomas is even 

more uncommon if only the paediatric 

patient population is examined, 

accounting for less than 1% of all head and 

neck malignant tumour cases reviewed in 

paediatric patients. Although the tumours 

affected different anatomic sites, by far the 

majority involved the mandible (64%), 

followed by the maxilla/maxillary sinus 

(34%), and other sinuses (sphenoid, 2%; 
6ethmoid, 2%).  Researchers have 

hypothesised that because the mandible 

retains growth centres for more than 30 
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years, osteosarcoma of the head and neck 

could occur more commonly in this 

location. The size of the tumour was 

reported in published studies, was 6.9 cm, 

larger than the size of 2 cm for this case 

study. Also the site of fronto ethmoid 

sinuses as seen in this case study is very 

uncommon.

 Osteosarcoma is a highly malignant 

tumour with extensively destructive 

potential. It is also the most common 

primary malignant lesion of bone. It is a 

true cancerous degeneration of bone, 

which manifests itself in the form of a 

white or reddish mass, lardaceous and 

firm at an early stage of the disease; but at 

a later period, presenting with points of 

softening, cerebriform matter, and white 

or straw coloured fluid of a viscid 

consistence in its interior (Peltier, 1993). 

The exact cause of Osteosarcoma is 

unknown. However, a number of risk 
7factors are apparent.

lRapid bone growth: Increased 

incidence during the adolescent 

growth spurt.

lEnvironmental factors such as 

rad ia t i on .  Rad ia t i on - induced  

Osteosarcoma is a form of secondary 

osteosarcoma.

lGenet ic  pred ispos i t ion:  Bone 

dysplasia, including Paget disease, 

fibrous dysplasia, enchondromatosis, 

and hereditary multiple exostoses and 

retinoblastoma (germ-line form) are 

risk factors.

Osteosarcoma is a malignant tumour 

of bone formation. The presence of 

neoplastic lace-l ike osteoid and 

osteoblastic pleomorphism and cytologic 

atypia, with or without ischaemic changes, 

distinguishes these tumours from 

osteoblastomas and other fibro-osseous 

benign or malignant lesions. Even the 

Grade 1 osteoblastic osteosarcomas had 

parallel bony trabeculae, mitotic activity, 

stromal cellularity, and radiographic 

and/or pathologic evidence for bony 

destruction and/or soft tissue invasion. 

Osteoblastomas has only mature 

osteoblast lining the woven and lamellar 

trabecular bone without a destructive 

pattern or soft t issue invasion. 

Additionally, osteoblastomas have an 

increased vascularity and evidence of 

osteoclastic activity. Occasionally, well 

differentiated osteosarcomas can be 

d i f f i c u l t  t o  d i s t i n g u i s h  f r o m  

osteoblastomas on initial review. However, 

the presence of atypical cells and 

destructive radiologic appearance of such 

osteosarcomas will distinguish them from 

osteoblastomas as seen in this case report. 

Histologically these can show 

osteoblastic, chondroblastic, fibrous, or 

round cell differentiation. In this case 

study features of osteosarcoma with 

osteoblastic differentiation were  seen. 

Despite these different subtypes, most of 

the cases reported in the literature were 

Grade 1 or Grade 2 tumours. Therefore, it 

appears that there is a tendency for head 

and neck osteosarcomasto occur as lower 
5, 8grade tumours.

Adequate surgical resection remains 

the mainstay of treatment. In summary, 

children and adolescents of either gender 

can develop primary nonradiation-

associated osteosarcomas in the head and 

neck region, most commonly arising in the 
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mandible. These patients usually will 

present with symptoms of swelling and a 

mass of short duration, although dental 

problems and neuraesthesias also have 

been observed. After radiographic studies, 

complete surgical extirpation followed by 

appropriate adjuvant therapy for 

Osteosarcoma will allow paediatric 

patients to demonstrate a good overall 

prognosis, irrespective of gender, 

anatomic location, size of tumour, or 
5tumour histology.
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Asthma Deaths

The UK has one of the highest death rates in Europe from asthma, with more than 20 people dying 
from the disease each week. Across the UK there is a five-fold variation in the number of hospital 
admissions for asthma almost certainly explained in part by variations in delivery. 

Almost half the patients (45%) died without seeking medical help or before help could be provided: 
10% died within 28 days of discharge from hospital: 21% had attended A&E with asthma in the 
previous year; only 23% had a personal asthma action plan. Over-prescription of short-acting 
bronchodilators and under-prescription of preventer inhalers was common.

Every general practice should have a designated, named clinical lead for asthma services. Patients 
with asthma should be referred to a specialist asthma service if they have required more than two 
courses of systemic corticosteroids, oral or injected, in the previous 12 months or management using 
BTS steps 4 or 5 to achieve control.

Patients who have had severe asthma attacks should have rescue courses of prednisolone at home 
with clear instructions on self-initiation. Self-management plans improve asthma control and 
prevent attacks.

Non-adherence with preventer inhaled corticosteroids is associated with increased risk of poor 
asthma control and should be continually monitored. The use of combination inhalers should be 
encouraged. A long-acting beta-agonist should be prescribed with an inhaled corticosteroid in a 
single combination inhaler.
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