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ABSTRACT

Osteomalacia is a metabolic bone disorder caused predominantly by nutritional deprivation followed by other causes. Altered 
bone mineralisation, bone pain, fragile bones and fractures occur depending on the severity of osteomalacia. Multiple 
etiologies like Nutritional deprivation, Malabsorption, Malabsorptive surgeries, Kidney     disorders, Liver disorders and Drugs 
(Phenytoin and Phenobarbital) lead to osteomalacia. Nutritional deprivation is the frequent cause of osteomalacia in Asian 
female. We report a case of 17 year old girl with pain in the left hip along with pain at other sites. Suspecting osteomalacia 
with pseudofracture she was evaluated. Both radiographic and biochemical features matched, confirming osteomalacia with 
pseudofracture. She was treated with therapeutic doses of calcium and vitamin D without any surgical intervention. After 
2 months of medical management the pseudofracture healed. So timely therapeutic intervention can prevent fractures and 
surgical intervention in pseudofractures due to osteomalacia. This case report aims to throw light on clinical, radiographic and 
biochemical features of osteomalacia.
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INTRODUCTION 
Osteomalacia is a metabolic bone disorder caused by multiple 
etiologies like Nutritional deprivation, Malabsorption, Malabsorptive 
surgeries, Kidney disorders, Liver disorders and Drugs (Phenytoin 
and Phenobarbital). Nutritional deprivation is the frequent cause 
of osteomalacia in Asian female. Bone pain and muscle weakness 
are the symptoms that are commonly encountered in patients 
with osteomalacia. Diffuse Osteopenia and pseudofractures are 
universal radiologic features of ostomalacia. Pseudofracture is 
unusual complication of osteomalacia. Unless diagnosed and 
managed promptly it can have disastrous consequences like 
transforming into a true fracture or acute displacement requiring 
surgical intervention.

CASE REPORT
A 17 year old girl presented with complaints of bilateral hip 
pain right more than left, along with pain at other sites. Pain 
worsened gradually which prevented her to walk. Imaging of both 
hips along with pelvis showed pseudofracture of proximal medial 
aspect of left femur which was mistaken for a fracture and surgical 
intervention was advised. She missed surgical intervention for the 
pseudofracture after getting second opinion. General examination 
revealed a stooping forward posture with waddling gait, tenderness 

at medial aspect of left thigh and pain on abduction and internal 
rotation of the left lower limb. Skeletal radiograph of both hips 
along with pelvis showed decreased opacity of both hips along 
with pelvis which favoured decreased mineralisation along with 
pseudofracture of the proximal medial aspect of left femur. 
Hemogram was normal except for increased ESR – 66mm/hr. 
Renal function tests were normal, Liver function tests were normal 
except for elevated Alkaline phosphatase (ALP-555 IU/L),Thyroid 
function tests were normal, Serum Calcium 7.1 mg/dl, Corrected 
calcium7.7mg/dl, Serum Phosphorus 2.93 mg/dl, 25(OH)Vitamin 
D 11.38 ng/ml, PTH 460 pg/ml 

Diagnosis of osteomalacia was made from general examination, 
radiological and biochemical investigations. She was treated with 
therapeutic doses of calcium and vitamin D without any surgical 
intervention and was advised to review after 2 months. At follow up 
her symptoms improved and she walked without pain, except for 
minimal pain in the left shoulder and low backache. Radiographs 
of both hip along with pelvis after 2 months showed healed 
pseudofracture at the proximal medial aspect of the left femur. Her 
blood investigations after 2 months of therapeutic doses of calcium 
and vitamin D improved, with a Serum calcium of 10.3 mg/dl, 
Serum phosphorus 4.5 mg/dl, alkaline phosphatase of 213 IU/L, 
25(OH)Vitamin D 62.2 ng/ml and Serum PTH 37 pg/ml.
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DISCUSSION 
Osteomalacia due to nutritional deprivation is very rare in the 
western states but in Asians it remains the common metabolic bone 
disorder [1]. Osteomalacia is a metabolic bone disorder caused by 
multiple etiologies like Nutritional deprivation, Malabsorption, 
Malabsorptive surgeries, Kidney disorders, Liver disorders and 
Drugs (Phenytoin and Phenobarbital) [2]. Asians presenting with 
persistent non-specific musculo-skeletal pains, osteomalacia should 
be suspected. A study reports that there was a delay of 59 months 
before the diagnosis of osteomalacia was made [3]. The prevalence 
of Hypovitaminosis D3 in India was 30% to 91.2% in adults [4]. 
Long–standing backache along with diffuse aches and pains are 
the common complaints to present with. Nutritional deprivation 

of Vitamin D3 is usually associated with limited sun exposure, 
multiple pregnancies with subsequent lactation [5]. High phytate 
foods such as nuts, grains and legumes also inhibit the normal 
absorption of calcium from the stomach [6,7]. 

Biochemical picture of osteomalacia includes elevated 
Parathormone, elevated Alkaline phosphatase with low Serum 
Calcium, low Serum Phosphorus and low Vitamin D3, similar 
biochemical picture was seen in our case. Increased ALP attributes 
to increased osteoblastic activity [8].

Radiological features of osteomalacia are diffuse Osteopenia and 
Pseudofracture [9].  Common sites for pseudo fracture are axillary 
margins of scapulae, neck of the femur, ribs and the pubic ramii 
[9]. Pseudofracture is a radiolucent band extending into the bone 

Figure 2: Healed pseudofracture of proximal medial aspect of left femur.

Figure 1: Pseudofracture of proximal medial aspect of left femur. 
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from cortex [10]. Pseudofracture can be partial or complete. A 
pseudofracture can rarely become a true fracture due to torsion or 
shearing stress. In our case partial pseudofracture of the proximal 
medial aspect of left femur was noticed. Only displaced fractures 
usually require surgical intervention. Sudden exacerbation of pain 
at the site of pseudofracture, loss of movement and inability to 
bear weight should raise the suspicion of acute displacement. If 
the diagnosis of the pseudofracture was made early, calcium and 
vitamin D replacement can heal the pseudofracture [11]. Patients 
on Calcium and Vitamin D replacement should be monitored 
closely to prevent Hypercalcemia and hypervitaminosis D.

CONCLUSION
Our case represents a typical case of pseudofracture at uncommon 
site (i.e) proximal-medial aspect of the left femur due to osteomalacia. 
It became obvious that early diagnosis of osteomalacia, healed the 
pseudofracture with therapeutic doses of Calcium and Vitamin D 
and also prevented progression of a pseudofracture to true fracture 
and needless surgical intervention.
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