The Ulsan Univ. Med. J.
Vol. 2, No. 1:106—110, June, 1993.

720 24

g

aL
=

A AaEd 3 B

E4Usta dAE HeFLHE 3P AT aY

A7 &

=Abstract=

-z & A

Periosteal Chondroma Arising in the Phalangeal Bone
—Report of Three Cases—

Key Yong Kim, Jun O Yoon, Yong Sun Cho
Department of Orthopedic Surgery, University of Ulsan College of Medicine, Asan Medical Center

Periosteal chondroma is a slowly growing benign cartilage tumor of limited size, which develops
within and beneath the periosteal connective tissue and characteristically erodes and induces scle-

rosis of the contiguous cortical bone. The typical morphology of this tumor consists in an area of

outer cortex scalloping involving the metaphyseal lesion of a long bone with slightly overhanging

edges and a small amount of cartilage calcified matrix adjacent to the scalloping. Histologically

this benign tumor can mimic chondrosarcoma. Awareness of this fact i1s important in order to

avoid overdiagnosis and resultant overtreatment of the bemgn lesion. We report three cases of
periosteal chondromas arising in the phalangeal bones of the hand. All were treated by curettage.
No local recurrence was seen following this treatment.
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Fig. 1. The lesion is predominantly exophytic and cortical
scalloping is noted. A moderate amount of carti-
lage matrix with spotty calcification is present and
a soft tissue mass projects away from the bone.
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Fig. 2. The near normal hyaline cartilage of a periosteal
chondroma shows hypocellularity and abundant
matrix.(H & E, x40)
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Fig. 3. Prominent scalloping of outer cortex with sclerotic
rim of reactive bone is present.
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Fig. 4. Chondrocyte in lacuna is surrounded by matrix.(H
& E, x100)
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Fig. 5. The scalloping of the cortex is mininal. The lesion is
covered by a thin rim of bone.
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Fig. 6. There is no evidence of mitosis or polymo-
rphysm. The nucleus is small and cytoplasm is
ahundant.(H & E, x400)
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