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ABSTRACT

Osteogenesis imperfecta (OI) is a rare genetic disorder characterized by bone fragility due to defects in type I
collagen. Among its subtypes, OI type V is distinct, presenting with hyperplastic callus formation, interosseous
membrane ossification, and characteristic metaphyseal bands while lacking dentinogenesis imperfecta and
blue sclera. This case report describes an 18-year-old male with a history of multiple fractures following minor
trauma. Radiographic and clinical findings were consistent with OI type V. Genetic analysis confirmed a mutation
in the interferon-induced transmembrane protein 5 gene. We discuss the unique radiological features, clinical
presentation, and management strategies for this rare subtype, emphasizing the role of imaging in diagnosis and
differentiation from other OI types.

Keywords: Hyperplastic callus, Interosseous membrane ossification, Multiple fractures, Osteogenesis imperfecta,
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INTRODUCTION

Osteogenesis imperfecta (OI), also known as “brittle bone disease” or “fragilitas ossium,” is an
inherited genetic disease characterized by abnormalities in the quantity and/or quality of type I
collagen, which results in diminished bone density and increased bone fragility. OI occurs
in a variety of forms, ranging from mild to severe clinical presentations. It can cause skeletal
deformities, multiple fractures, short stature, and even death.™

While milder cases are significantly harder to diagnose and can occasionally be mistaken for
non-accidental injury or “child abuse” in young children, severe cases are typically diagnosed
before birth. Conventional radiography is still the gold standard for diagnosing O], regardless of
its severity.!!!

Although some cases are linked to autosomal recessive features or spontaneous mutation, it is
typically described by an autosomal dominant mode of inheritance (95% of cases).!!

OI affects about 1 in 10,000-20,000 newborns, making it uncommon but by no means
extraordinary."! The collagen type I alpha 1 (COLI1A1) or collagen type I alpha 2 (COL1A2)
genes, which encode the pro-alpha 1 and pro-alpha 2 chains, respectively, are mutated in the great
majority of cases. Intracellular type I procollagen, the precursor to extracellular type I collagen,
is made up of these polypeptide chains arranged in a triple helix. The latter is a constituent of
numerous tissues, including skin, tendons, ligaments, eye sclera, dental enamel, and bone.
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Figure 1: (a) Frontal and lateral radiographs of the left femur show healed old fracture of the proximal
shaft with hyperplastic callus formation (orange arrows) and a displaced subtrochanteric fracture
(red arrows). (b) Frontal and lateral radiographs of the right femur show healed old fracture of the
midshaft with hyperplastic callus formation (blue arrows).

Figure 2: (a) Frontal radiograph of the left forearm shows ossification
of the radioulnar interosseous membrane (yellow arrow). (b) Frontal
radiograph of the right forearm shows ossification of the radioulnar
interosseous membrane (yellow arrow).

Genetic mutations change the biomechanical characteristics
of type I collagen, especially its resistance to stretching,
by altering the spatial arrangement of the polypeptide
chains. Therefore, bone fragility and other connective-
tissue symptoms, with a wide range of phenotypes, are the
hallmarks of OL.?

Patients with type V OI have moderate to severe bone fragility
and moderate deformation. There is no dentinogenesis
imperfecta or blue sclera. Three characteristics set it apart:
Hypertrophic calluses at fracture locations, the existence of
a radio-opaque metaphyseal band on radiographs adjacent
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to the growth plates, and the calcification of the interosseous
membranes between the forearm bones. Histological analysis
reveals that the bone organization differs significantly from
the typical lamellar pattern, resembling an uneven mesh."!

CASE REPORT

An 18-year-old boy, born of a non-consanguineous
marriage, presented with a fracture of the left proximal
femur (subtrochanteric fracture) following a slip and fall on
level ground. There is a similar history of multiple fractures
and limb deformities from early childhood following trivial
trauma which were managed conservatively. On clinical
examination, his height for age was decreased. There was
a scoliotic deformity of the spine. There was no blue sclera
or dental abnormalities. There was no hearing loss or
hyperlaxity of joints. There was no significant family history
or similar history in his siblings.

Radiographs of the lower limbs and upper limbs were
obtained. The bone density was not decreased. There was a
mildly displaced subtrochanteric fracture of the left femur
with adjacent cortical thickening and hyperplastic callus
(HPC) formation along the medial aspect of the proximal
meta-diaphyseal region [Figure la]. There was a healed old
fracture of the midshaft of the right femur with similar HPC
formation along the medial aspect [Figure 1b]. The proximal
diaphysis of the left fibula showed cortical thickening along
the lateral aspect. There was deformity with bowing of the
shafts of the radius and ulna on both sides with calcification
of the interosseous ligament [Figure 2a and b]. The
radiograph of the thoracic spine showed scoliotic deformity
with convexity to the right [Figure 3]. Radiograph of the skull
showed basilar invagination and Wormian bones.

Computed tomography (CT) scan of the craniovertebral
junction showed the tip of the dens projecting 15.1 mm
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above the Chamberlain line, suggestive of basilar invagination
[Figure 4]. The Welcher’s basal angle was increased (145°),
suggestive of platybasia [Figure 5]. The finding of Wormian
bones on the skull radiograph was confirmed on CT [Figure 6].

Figure 3: Frontal radiograph of the
dorsal spine shows scoliotic deformity
with convexity to the right.

Figure 4: Sagittal computed tomography image of
the skull with the craniovertebral junction shows
the tip of the dens projecting 15.1 mm above the
Chamberlain line, suggestive of basilar invagination.

Biochemical markers including vitamin D, calcium,
phosphorus, and parathyroid hormones were within normal
limits. Alkaline phosphatase levels were elevated (360 U/L).

A genetic workup was advised which revealed a mutation of
the interferon-induced transmembrane protein 5 (IFITM5)
gene, confirming the diagnosis of OI type V.

The patient underwent open reduction and internal fixation
of the left subtrochanteric femur fracture [Figure 7] and
was started on injection of zoledronate along with calcium
supplementation.

Figure 5: Sagittal computed tomography image of
the skull with the craniovertebral junction shows
the Welcher’s basal angle to be 145°, suggestive of
platybasia.

Figure 6: 3D volume
tomography image of the skull (posterior aspect)
shows Wormian bones along the lambdoid suture.

rendered computed
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Figure 7: Post-operative radiograph of
the pelvis.

DISCUSSION

OI exhibits various subtypes, ranging from mild (type I) to
fatal (type II), with types III and IV being severe, and types
V-VIII showing mild to moderate severity. The initial Sillence
classification of OI Types I-IV was linked to mutations in
COLI1A1 or COLIA2 genes, resulting in defective collagen
type I biosynthesis. These types typically present with blue
sclera, dentinogenesis imperfecta, joint hypermobility,
skeletal abnormalities, and increased fracture risk.

Glorieux" introduced three kinds of OI that do not have
type I collagen mutations but have phenotypes similar
to other types of OI [Table 1]. The original classification
system has been expanded to include types V, VII, and VII
which have abnormal bone on microscopy and comparable
phenotype, but no type I collagen mutation.**

OI Type V has been identified as a distinct entity according to
this new classification, distinguishable by its unique clinical,
histological, and radiological features. While it shares the
characteristic of increased bone fragility with other subtypes,
OI type V notably lacks blue sclera and dentinogenesis
imperfecta. Some dental irregularities observed include
missing premolars, ectopic molar eruption, and shortened
molar roots. HPC formation, though characteristic of OI
type V, is not always present. During active HPC formation,
elevated levels of alkaline phosphatase are observed, with
the femur being a frequent site for this occurrence as in our
patient. Microscopically, there is an overproduction of poorly
mineralized and disorganized extracellular matrix.[*”

Additional radiological findings in OI type V include
interosseous membrane calcification, enlarged olecranon/
coronoid process, radial head dislocation, Wormian bones
in the skull, scoliosis, and heterotopic calcification. The

Indian Journal of Musculoskeletal Radiology « Article in Press | 4

specific genetic cause of OI type V is a mutation in the
IFITM5 gene, though the underlying mechanism for HPC
and interosseous membrane calcification remains unclear. It
has been proposed that excessive mineralization is the result
of the mutant IFITM5 gene product, which is related to the
development of HPC or calcification of the interosseous
membranes.®¥ Bisphosphonates are considered a standard
treatment for O, as they help reduce fracture risks.

Extra-skeletal symptoms can vary and include blue sclera
(mostly in type I OI) or yellowish or gray tooth surfaces
(dentinogenesis imperfecta, primarily in type III OI), skin
brittleness, hyperlaxity of joints and ligaments, premature
hearing loss, and cardiovascular anomalies including
aortic valve disease. These extra-skeletal manifestations are
absent in type V OI as in our patient. Neurologic disorders
involving direct involvement of neurovascular structures
or basilar impression and platybasia (mostly in type IV OI)
are less common. However, there were findings of basilar
invagination and platybasia in our patient though he was
asymptomatic with no neurological deficits at presentation.™
Based on their experience with three cases and a review of
seven examples from the literature, Pozo et al.®! proposed
that patients with OI who undergo basilar invagination
only show moderate versions of the disease (Sillence type I
and IV). Harkey ef al.'" observed basilar impression in two
patients (half of their series) with the more severe type III
OLI. Thus, with the exception of the deadly perinatal (type II)
variation, basilar invagination has been documented in all
clinical subtypes of OI. There was no published literature
citing the presence of basilar invagination in type V OI and
this makes our case unique.

A study by Kim et al. on 16 genetically proven patients with
type V OI showed HPC in 75% of the patients with the femur
being the most common site of fracture. 100% of the patients
showed interosseous membrane calcification with none of
the patients having blue sclera of dentinogenesis imperfecta.
There was also a high prevalence of Wormian bones, about
94%. These were all similar to the findings in our patient.
However, in their study, there was a higher prevalence of
other dental anomalies such as hypodontia, short molars,
and ectopic eruptions which were not seen in our patient.!"!

The long-term outcomes of managing OI type V involve
a multidisciplinary approach, including bisphosphonates
to increase bone mineral density and reduce fracture
risk, though their efficacy in fracture prevention remains
uncertain. Surgical interventions, such as intramedullary
nailing, are used to correct deformities and stabilize bones,
but high revision rates and complications like non-union
are common. Despite these treatments, OI type V remains
challenging due to persistent bone fragility and the need for
ongoing care to optimize function and quality of life.">!*!
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Table 1: Adapted from references 1, 2, 4.

Type of OI Genetic mutation

Clinical and radiological features

Type I OI (mild) COL1AlL, COL1A2

Type II OI (lethal)

Type III OI (severe)
SERPINH1, SERINF1, WNT1

Type IV OI (moderate)
WNTI1, TMEM38B

Type V OI IFITM5

Type VI OI SERPINF1

Type VII Ol CRTAP

COL1A1, COL1A2, CRTAP, LEPREL, PPIB, BMP1

COL1A1, COL1A2, CRTAP, LEPRE], PPIB, FKBP10,

COL1A1, COL1A2, CRTAP, FKBP10, SP7, SERPINFI,

Fractures; minor deformities Almost normal stature
Blue sclerae
“Dentinogenesis imperfecta” may be present

Death before birth (respiratory deficiency)
Multiple fractures in utero

Fractures; kyphoscoliosis; major deformities
Very small stature

Triangular face; variable colour of sclerae
“Dentinogenesis imperfecta” is frequent

Fractures

Small stature

Variable colour of sclerae

“Dentinogenesis imperfecta” may be present

Fractures; hyperplastic callus; interosseous membrane
ossification; metaphyseal dense lines

Normal colour of sclerae

No “dentinogenesis imperfecta”

Looser striations mimicking fractures
No wormian bones

Fractures; coxa vara

Normal colour of sclerae

No “dentinogenesis imperfecta”
Rhizomelia

CONCLUSION

All children who exhibit increased bone fragility, including
fractures that occur with little to no trauma, should be suspected
of having OI Radiography, physical, personal, and family
medical history, and in certain situations, supplementary tests
such as bone densitometry, biochemical testing, or DNA-based
sequencing are used to make a positive diagnosis. Although OI
does not exhibit any pathognomonic features on radiographs,
some of them can be indicative of the diagnosis.

OI type V remains a challenging diagnosis due to its rarity
and overlapping features with other OI subtypes. This case
highlights the importance of recognizing its hallmark
radiological findings, including HPC formation and
interosseous membrane calcification. Genetic confirmation
aids in definitive diagnosis, guiding treatment approaches
such as bisphosphonates to reduce fracture risk. Early
diagnosis and multidisciplinary management are essential in
improving patient outcomes. Patients with OI Type V face a
guarded long-term prognosis with a significant lifelong risk
of recurrent fractures, hardware failure, and the development
of debilitating HPC formation, a hallmark complication
of this subtype. Mandatory long-term management
involves rigorous multidisciplinary follow-up and long-
term bisphosphonate therapy. Orthopedic and radiological
surveillance with regular radiographs is essential for early

detection of complications, particularly HPC and hardware
failure. Future research must be directed toward finding a
cure for the underlying genetic abnormality. Further research
is needed to elucidate the underlying mechanisms of OI
type V and optimize therapeutic strategies directed toward
the underlying genetic abnormality.

Ethical approval: Institutional review board approval is not
required.

Declaration of patient consent: The authors certify that they have
obtained all appropriate patient consent.

Financial support and sponsorship: Nil.

Conflicts of interest: There are no conflicts of interest.

Use of artificial intelligence (AI)-assisted technology for
manuscript preparation: The authors confirm that there was
no use of artificial intelligence (AI)-assisted technology for
assisting in the writing or editing of the manuscript and no
images were manipulated using Al.

REFERENCES

1. Renaud A, Aucourt J, Weill ], Bigot J, Dieux A, Devisme L,
et al. Radiographic features of osteogenesis imperfecta. Insights
Imaging 2013;4:417-29.

2. Kakarla S. Imaging spectrum of  osteogenesis
imperfecta - pictorial essay. ] Med Sci Res 2019;7:109-14.

3. Glorieux FH. Osteogenesis imperfecta. Best Pract Res Clin
Rheumatol 2008;22:85-100.

Indian Journal of Musculoskeletal Radiology « Article in Press | 5



Aparna, et al.: Osteogenesis Imperfecta-V: A rare case report

10.

Subramanian S, Anastasopoulou C, Viswanathan VK.
Osteogenesis imperfecta. In: StatPearls. Treasure Island, FL:
StatPearls Publishing; 2025. Available from: https://www.ncbi.
nlm.nih.gov/books/nbk536957 [Last accessed on 2025 Apr 06].
Sillence DO, Senn A, Danks DM. Genetic heterogeneity in
osteogenesis imperfecta. ] Med Genet 1979;16:101-16.

Bori¢ I, Prpi¢ Vuckovi¢ R. Imaging in osteogenesis imperfecta.
Paediatr Croat 2017;61:122-7.

Glorieux FH, Rauch F, Plotkin H, Ward L, Travers R,
Roughley P, et al. Type V osteogenesis imperfecta: A new form
of brittle bone disease. ] Bone Miner Res 2000;15:1650-8.
Zhytnik L, Maasalu K, Duy BH, Pashenko A, Khmyzov S,
Reimann E, et al. De novo and inherited pathogenic variants in
collagen-related osteogenesis imperfecta. Mol Genet Genomic
Med 2019;7:€559.

Pozo JL, Crockard HA, Ransford AO. Basilar impression in
osteogenesis imperfecta. A report of three cases in one family.
] Bone Joint Surg Br 1984;66:233-8.
Harkey HL, Crockard HA,

Stevens JM, Smith R,

Indian Journal of Musculoskeletal Radiology « Article in Press | F

11.

12.

13.

14.

Ransford AO. The operative management of basilar impression
in osteogenesis imperfecta. Neurosurgery 1990;27:782-6;
discussion 786.

Kim OH, Jin DK, Kosaki K, Kim JW, Cho SY, Yoo WJ, et al.
Osteogenesis imperfecta type V: Clinical and radiographic
manifestations in mutation confirmed patients. Am ] Med
Genet A 2013;161A:1972-9.

Esposito P, Plotkin H. Surgical treatment of osteogenesis
imperfecta: Current concepts. Curr Opin Pediatr 2008;20:52-7.
Ralston SH, Gaston MS. Management of osteogenesis
imperfecta. Front Endocrinol (Lausanne) 2020;10:924.
Hoyer-Kuhn H, Netzer C, Koerber E, Schoenau E, Semler O. Two
years' experience with denosumab for children with osteogenesis
imperfecta type VI. Orphanet ] Rare Dis 2014;9:145.

How to cite this article: Aparna JK, Kale S, Bhatia KS. Navigating the
radiological landmarks in a rare case of osteogenesis imperfecta type V - A
case report. Indian ] Musculoskelet Radiol. doi: 10.25259/]JMSR_18_2025



https://dx.doi.org/10.25259/IJMSR_18_2025

MUSCULOSKELETAL SOCIETY

The Association of Indian Musculoskeletal Radiologists

Advanced Certification and MSS India Hybrid Fellowship in MSK Imaging

Starting on 19" April, 2026 ) 9 Months Hybrid Fellowship)

Fellowship Highlights

26 Weeks of structured online
learning with expert faculty

Convenient Weekend
Classes - Sundays, 4-8 PM

Comprehensive MSK
Curriculum covering sports
injuries, arthritis, trauma,
tumors, spine & interventions

Case-Based Learning with
image interpretation and
interactive discussions

Onsite Hands-on Training in

Exit Exam + Fellowship
MSK Ultrasound

Certification in
Musculoskeletal Radiology

Convocation at MSS India
Annual Conference

Optional Exit exam and
Cadaveric Intervention
Workshop

v
P
>

Dr. M. V. Chalapathi Rao

Dr. Nishith Kumar
President, MSS India

Secretary General, MSS India

-

!

International Faculty

Dr. Christine B. Chung Prof. James Griffith Pr%fi\:-zl:mlarN. Dr. Mark A. Davies (21 M?(Tg(::‘;;?kks" Dr. Steven James Prof. Winston Rennie Prof. Rajesh Botchu
USA Hong Kong Ganada) UK USA UK UK UK

Dr. Avneesh Chhabra Dr. Girish Gandikota Dr. Sameer Raniga

Dr. Steven Wong
USA USA Oman

Dr. Raj Negi
Singapore UK

Dr. Raj Chari Dr. Ankit A. Tandon

Dr. Jyoti Panwar
UK Singapore

Australia

Dr. Muthukumar T. Dr. Igbal S. Ganie

i Dr. Muthukumar Dr. Samir
Dr. Amit Katyan
3 Chandramohan Paruthikunnan
UK South Africa Canada UK
and many more...
National Faculty
Dr. Abhimanyu Kelka Dr. Jayaraj Govindaraj Dr. Vemuri Varaprasad D Dr. Sandeep Velicheti Dr. Malini Lawande Dr. HirakR. Dr. Joshita Singh
r. i yu r r. Jayaraj Govindaraj r. uri Varapr: Chidambaranathan r. p Veli i r. ini Law: Choudhur r. ita Sing|
Pune Chennai Vijayawada Chennai Vijayawada Mumbai Kolkata y Pune

Dr. Ankur J. Shah
Ahmedabad

Dr. Ramakrishna N.
Hyderabad

[IATETEL]
Upadhyaya
Lucknow

Dr. Joban Babhulkar
Pune

Dr. Srijita Ghosh
Kolkata

Dr. Madhavi K.
Vellore

Dr. Darshana Sanghvi
Mumbai

Dr. Khushboo Pilania
Noida

Dr. Sonal Saran
Uttarakhand

Dr. Ankita Ahuja
Mumbai Noida

Prof. Samarendra Prof. Dharmendra K.

Narayan Singh
Lucknow New Delhi
Dr. Amit Sahu Dr. Satish Babu M.

New Delhi Vijayawada

Dr. Stanzin Spalkit
New Delhi

Dr. Rajat Jain
New Delhi

Dr. Sagar Tomar

and many more...

o4

ixE GISTER NOW

Dr. Vardhan Joshi
Pune

Dr. Anupama Patil
Pune

Dr. Suvinay Saxena
Bhopal

Dr. Neeti Gupta

Prof. Ankur Goyal
New Delhi

Dr. Neha Nischal
New Delhi

Dr. Surendra K.
Bugata
Vizag

Dr. Pushpa BT
Coimbatore

Dr. Gaurav K. Sharma
Jaipur

Dr. Chinmay Mehta
Mumbai

Register on https://www.mssmskfellowship.com/



https://www.mssmskfellowship.com/
https://www.mssmskfellowship.com/

