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Neglected Osteosarcoma of the
Knee in a Young Female
Adolescent: A Case Report.
Muhammad Bayu Zohari HUTAGALUNG, Safrizal RAHMAN, Azharuddin AZHARUDDIN
Department of Orthopaedic and Traumatology, Faculty of Medicine, Syiah Kuala University/Dr. Zainoel Abidin Hospital, JL. T Daud Beureueh No 108, Banda Aceh 23124, Indonesia

ABSTRACT
A 16-years old girl presented to the orthopaedic outpatient clinic of Dr. Zainoel Abidin Hospital,
Banda Aceh, Indonesia with a progressive growing mass around the left knee since 12 months
ago. Diagnostic assesment includes clinical, radiological and fine needle aspiration cytology of the
mass confirmed an osteosarcoma. Patients undergo above knee amputation procedure as definitive treatment. Neglected osteosarcoma is a primary malignant bone tumor with more than 3
months delayed from the original time of signs and symptoms occurrence to first presentation for
medical care. The combination of unawareness, low socio-economic level and inability to access
healthcare facilities are major factors contributing to delayed presentation in this case. Management of neglected osteosarcoma in our region faced a variety of issues such as lack of funding,
inadequate diagnostic facilities and limited access to advanced treatment options combined with
patient’s cultural and socio-economic preferences with regards to management and treatment
options.
Keywords: Amputation, Health services accessibility, Osteosarcoma, neglected, Disease
management.
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agement options available.

CASE REPORT
A 16-years old girl presented to the Orthopae-
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Figure 1. A) Mass around the left knee joint; B) Plain x-ray of the mass (Left Knee Joint)
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Osteosarcoma is primary mesenchymal malignancy characterized by the production of osteoid.1 The incidence of Osteosarcoma showed
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even night pain which unfortunately is commonly attributed to “growing pains.” The median time from onset of symptoms to diagnosis is 4 months, though significant variability
exists especially in underdeveloped or developing counties. Mild blunt trauma is often reported as an antecedent event but currently,
there is no significant correlation between
trauma and osteosarcoma.2
Radiological
standard
Figure 2. Fine Needle Aspiration smears of Osteosarcoma (MGG stain, original magniﬁcation x25)
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sufﬁcient for making treatment decisions.7

malignant bone tumours in order to improve
the quality of life of these patients.

The current standard of care for neglected osteosarcoma is the combination of
chemotherapy, complete surgical resection of
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