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PERIOSTEAL CHONDROMA OF THE FEMUR: A CASE REPORT
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ABSTRACT

Aims: Periosteal chondroma is a rare and benign cartilage tumor seen mostly in long bones and in patients under
30 years of age. In this case report, it is aimed to present a 16-year-old female patient with a periosteal chondroma in

the distal femur.

Case Report: A 16-year-old female patient was admitted to the hospital with the history of pain in her distal part
of right thigh. A superficial cortical erosion with well-defined borders without any relation to the intramedullary
area was seen in magnetic resonance imaging. The lesion was regarded as periosteal chondroma and marginal exci-

sion was performed.

Conclusion: This case report shows the importance of the differential diagnosis in cortical lesions. Periosteal
chondroma may be considered when a patient has a history of long term pain in adolescent age group.
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INTRODUCTION

Periosteal chondroma is a rare and benign cartilage
tumor. It is located on the surface of the cortical bone
(1). It is seen mostly in long bones, particularly the
proximal humerus (2). Its predominant region is me-
taphyses of long bones (3). In addition, it is seen mostly
in younger than 30 years of age and the highest frequ-
ency is between 10 and 20 years (1, 4). Its diagnosis is
mainly based on histological characteristics (1).

In this case report, a 16-year-old female patient
with a periosteal chondroma in the right distal femur
is presented. Written informed consent was obtained
from patient’s parents.

CASE REPORT

A 16-year-old female patient was admitted to Ort-
hopedics Department of Trakya University Hospital
with an eight-month history of pain in the distal part
of her right thigh. The patient described the pain as
gradually increasing at night and with exercise. Additi-
onally, she could locate the pain with her finger. In phy-

sical examination, the thigh had no edema, erythema
nor increase in warmth and the patient had no history
of weight loss and limitation of the right knee range of
motion. In physical examination, the pathologies whi-
ch can be associated with these symptoms such as trau-
ma or infection were excluded.

Further analysis was done by plain radiographs and
magnetic resonance imaging (MRI). A cortical expan-
sion was seen at the anterior cortex of the distal metap-
hysis of right femur in plain radiographs. In addition,
a small osteolytic lesion at the apex of the expanded
anterior femoral cortex with a narrow transition zone
was seen. In MRI, there was a superficial erosion with
well-defined borders at the apex of the expansion whi-
ch is 6.4 mm X 4.3 mm in size and it has no relation
with intramedullary area (Figure 1).

The lesion showed hypointense signal properties in
T1 and hyperintense signal properties in T2 weighted
sequences. Bone scintigraphy revealed a subcentimet-
ric osteoblastic focus at the anterior cortex of right dis-
tal femur.
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Figure 1: Sagittal and axial T2 Fat-Sat MRI views of right femur (A&B), Lateral plain radiograph of right femur (C).

Initially, the lesion was regarded as osteoid osteoma.
In order to confirm the diagnosis, the patient’s respon-
se to acetylsalicylic acid was tested, bone scintigraphy
and MRI of the patient were examined. The result of
acetylsalicylic acid test was negative. According to the
test result and absence of a nidus and perilesional bone
edema in the MRI, osteoid osteoma was excluded from
the differential diagnosis list. The lesion was thought
as a periosteal benign lesion such as periosteal chond-
roma, periosteal ganglion, subperiosteal giant-cell re-
parative granuloma, superficial aneurysmal bone cyst
and surgical treatment had been decided to remove the
lesion. In surgery, periosteally located lesion was ob-
served and marginal excision was performed (Figure
2-3). Then the material was sent to the pathology de-
partment for further examination. Histopathological
examination confirmed the diagnosis of periosteal
chondroma (Figure 4-5). The patient was seen 3 mont-
hs after the surgery and she had a full recovery. She had
no pain or any other symptoms which were seen befo-
re. In MRI, there was no sign of relapse.

Figure 2: In surgery, the lesion is seen as a hump on the
periosteum covering right femur.
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Figure 3: The dorsal aspect of the lesion after the excision (A), the ventral aspect of the lesion covered with perios-

teum after the excision (B).

Figure 4: Benign chondroid tumor with a lobulated pattern, adjacent to fibrous periosteal tissue. (A: HEx40, B:

HEx100).

Figure 5: Benign chondroid lobular proliferation with
surrounding ossified borders and septation (HEx100).

DISCUSSION

Periosteal chondroma is a slow-growing lesion of
partial size arising within or under the periosteum
(5). The lesion is seen mostly in patients younger than
30-year-old (6). Close collaboration between the sur-
geon, the radiologist, and the pathologist is needed to
achieve the right diagnosis and treatment (4).

Our patient, who was 16 years old, consulted to the
hospital with pain in her right knee. Because of the rest
pain, three diagnoses were thought: tumor, infections
or rheumatologic diseases. However, pain that increa-
ses with exercise is not a usual complaint for these di-
agnoses. Osteoid osteoma is characterized by night-ti-
me pain that may be reassured by acetylsalicylic acid
or other non-steroid anti-inflammatory drugs (2, 7).




To support the diagnosis of osteoid osteoma, patient’s
response to acetylsalicylic acid was tested. It was expe-
cted to be positive but the result was negative. Osteoid
osteoma was excluded from the differential diagnosis
list after examining the radiological and clinical fea-
tures of the lesion and the patient. Eventually, the di-
agnosis was thought as a benign periosteal lesion and
surgical intervention was decided.

In the review and the case report of Kai Z et al. (1)
50% of the patients were male, which shows that the
distribution of the lesion does not vary between gen-
ders. In addition, the mean of age was 14.67 years (1).
In this aspect, our case is coherent with the literature.

Estimation of clinical course of periosteal chondro-
ma can help in its diagnosis. Characteristically, the first
symptom is localized swelling, followed by more than 6
months of continuous pain (4). In our case, the patient
had 8 months history of pain and also night-time pain,
but she did not have swelling.

Histopathologically, periosteal chondromas show
a protuberant lobular organization of hyaline cartilage
and extend from the periosteum toward the adjacent
cortical bone. They are usually hypocellular (1). In pat-
hology report of this patient, it is reported that the lesi-
on is cellular and shows focal ossification.

The treatment of periosteal chondroma requires
surgical management which consists of en bloc margi-
nal excision and thorough curettage (2). In this case, en
bloc marginal excision was preferred.

In conclusion, clinicians should think cortical le-
sions which are in osteolytic appearance when they
face with these kinds of radiological findings as in our
patient. Periosteal chondroma is one of them. For the
treatment of these kinds of benign lesions, marginal ex-
cision provides successful results.
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