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CASE SUMMARY

A 3-year-old male with history of
autism fell down the stairs. The child
was limping and refused to bear weight
after the fall. Hip radiographs which
included the pelvis were obtained to
exclude fracture.

IMAGING FINDINGS

On frontal hip radiographs, no frac-
ture was present. Incidentally, linear
areas of sclerosis were present in the
left iliac wing, radiating from the mid-
dle portion of the iliac wing towards
the crest (Figure 1).

Despite no traumatic abnormality,
the etiology of the sclerosis was uncer-
tain. At this time, the differential diag-
nosis included artifact, prior trauma,
bone dysplasia, and neoplasm. An
MRI scan of the pelvis without con-
trast was obtained because neoplasm
remained in the differential diagno-
sis. The exam showed the serpiginous
areas of marked T1 and T2 hypointen-
sity in the left iliac wing corresponding
to the linear areas of sclerosis on the

radiograph (Figure 1). The serpiginous
markings matched the signal of corti-
cal bone and were oriented in a fan like
distribution parallel to the long axis of
the iliac bone.

DIAGNOSIS
Osteopathia striata of the iliac bone

DISCUSSION

Osteopathia striata, also known
as Voorhoeve’s Disease, is a benign
autosomal dominant or sporadically
inherited disorder in bone formation
first described by Voorhoeve in 1924.!
Although it most commonly occurs
within the metaphyses of long bones in
areas of rapid growth, osteopathia stri-
ata may potentially occur in all bones
except the clavicles and the skull.
Pathologically, it is caused by a fail-
ure in remodeling of persistent mature
bone.2

Ostoepathia striata is a benign,
asymptomatic finding that should
be considered incidental in the vast
majority of cases. It is rarely associ-

ated with other sclerosing bone dys-
plasias such as melorheostosis and
osteopoikilosis. When two bone dys-
plasias are found together, they are
known as “overlap syndromes” and
can be symptomatic.?

Typically, osteopathia striata is
diagnosed based on its characteristic
findings on imaging. The hallmark of
the disorder is dense linear striations
occurring typically in the metaphysis
or diaphysis of long bones.' The stria-
tions vary in length depending on the
growth rate of the affected long bone.!
Therefore, the striations are longest in
the femurs. If the pelvis is involved,
the striations have a fan-like appear-
ance. Most cases of osteopathia striata
affect multiple bones and are bilateral..!
There is no increased uptake within
striations on bone scan.?

Osteopathia striata is occasionally
associated with other syndromes. One
rare association is with sclerosis of the
cranial vault or skull base as part of an
inherited syndrome called osteopathia
striata with cranial sclerosis. This rare
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FIGURE 1. 3-year-old boy with osteopathia striata. (A) Radiograph of the pelvis shows linear striations (arrow) radiating in a fan-like distribu-
tion within the left iliac bone. (B) Oblique sagittal T1-weighted MRI shows the striations (arrows) to be bands of cortical bone.

syndrome has been reported in approx-
imately 100 patients and is thought to
be inherited in an autosomal dominant
or possibly x-linked dominant fash-
ion. The syndrome has a variable phe-
notype which can include deafness,
cranial nerve palsies, minor anatomic
anomalies, and mental retardation.*?
In osteopathia striata with cranial scle-
rosis, the tell-tale linear striations of
OS in the long bones are not evident
at birth, but become visible between 5
months and 6 years of age
Osteopathia striata should be rec-
ognized by the radiologist as a “don’t
touch” lesion. Although readily identi-
fied in the long bones, when it occurs
in less common sites, such as the iliac
bones, it may be more challenging to
diagnose. The fan-like appearance of
the striations seen in the iliac bones in
this case has been previously described
on radiography, with the orientation
of the striations mirroring the growth

of the bone.? In that case, the linear
striations were more apparent using
cross-sectional imaging and the correct
diagnosis was able to be made.

CONCLUSION

Osteopathia striata is a benign
entity, although rarely it may be asso-
ciated with other slerosing dysplasias
or disorders. Consider the diagnosis
even in unusual sites such as the iliac
bones if linear striations of cortical
bone are evident.
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