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INTRODUCTION

hondromyxoid fibroma (CMF) is a rare benign
cartilaginous bone tumor and perhaps the rarest
of all bone tumors.!"! Classically it occurs in the
metaphyseal region of the long bones surrounding the
knee, but also found with relative frequency in other long
bones, the pelvis, ribs, and small foot bones. The small
bones of the hand, however, are very rarely involved.” Since
1948 till 1986 only six cases out of 136 reported cases of
chondromyxoid fibroma were found to involve the hand."!

The radiographic appearances of CMF are those of a
single, lytic lesion with lobulated margins, septations,
cortical expansion, and a sclerotic rim but no periosteal
reactions.” These features are similar to those of tubercular
dactylitis of short bones of the hand which is referred to
as spina ventosa.’” The common differential diagnoses
of spina ventosa include osteomyelitis, metabolic diseases
like gout, sarcoidosis, and tumors."l

We present a case of histopathologically proven CMF
occurring in the unusual site of middle phalanx of the left
middle finger which was clinicoradiologically misdiagnosed
as spina ventosa.

CASE REPORT

A 21-year-old male patient presented with a slightly
painful, slow growing, and hard, fusiform swelling of the
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ABSTRACT

Chondromyxoid fiboroma (CMF) is perhaps the rarest of all
bone tumors. Classically it occurs in the metaphyseal region
of the long bones surrounding the knee. The small bones
of the feet are also commonly involved. But CMF occurring
in small bones of the hand, however, is very uncommon.
Tuberculous dactylitis is referred to as spina ventosa.
The bones of the hands are more frequently affected than
bones of the feet. We present a rare case of CMF occurring
in the middle phalanx of the left middle finger which was
misdiagnosed as spina ventosa clinicoradiologically. It can
be a common mistake especially in areas where prevalence
of tuberculosis is still high. This case once again stresses the
need for biopsy and to consider CMF as a rare differential
diagnosis in all suspected cases of spina ventosa.
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left middle finger for the last 3 months. There was no
history of fever and other routine investigations revealed
only mild normocytic normochromic anemia and slightly
raised erythrocyte sedimentation rate. On radiography,
at the base of the middle phalanx of the left middle
finger a lytic, radiolucent, lobulated lesion was seen with
cortical expansion, a sclerotic rim, and septations. No
calcification or periosteal reaction was noted [Figure 1].
In view of the high prevalence of tuberculosis in the
region an initial clinicoradiological diagnosis of tubercular
dactylitis of short bones of the hand which is referred
to as spina ventosa was made. However, tuberculin test,
chest radiogram, sputum for acid fast bacilli, and serum
adenosine deaminase revealed negative results. Attempts
of aspiration of the lesion yielded inadequate material.
Hence, curettage was performed. On gross pathological
examination fragments of gray-white lobulated mass with
heterogeneous cut-surface was seen.

Histopathology revealed a tumor having a lobular pattern of
growth of spindle shaped and stellate cells, with abundant
myxoid and chondroid intercellular material [Figure 2].
The lobules had a hypocellular center and a hypercellular
periphery with scattered benign multinucleated giant cells
and hemosiderin-laden macrophages |Figure 3]. One
portion of the tumor showed pleomorphic large bizarre
cells with irregular-shaped nuclei and a smudgy chromatin
pattern indicative of pseudomalignant features |[Figure 4].
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The lamellar bony trabeculae showed no significant
pathology [Figure 2 inset]|. A final diagnosis of
chondromyxoid fibroma was made.

Excisional curettage along with bone grafting was done
and the patient is doing well 2 months after the treatment.

DISCUSSION

Chondromyxoid fibroma is a rare benign tumor of
chondral origin. The diagnosis is difficult, but as Jaffe
emphasized, “its recognition is of some importance in
that pathologically it may be mistaken for sarcoma and, as
such, treated more radically than is necessary.””®! They may
be encountered in any skeletal bones, mainly at the age of

20-30 years. The small bones of the hand, however, are
[2,10]

rarely involved.

e
Figure 1: X-ray showing a lytic, radiolucent, lobulated lesion with
cortical expansion, a sclerotic rim, and septations at the base of the
middle phalanx of the left middle finger. No calcification or periosteal
reaction is noted
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Figure 3: The tumor lobules having a hypocellular center and a

hypercellular periphery with scattered benign multinucleated giant cells
(inset; Hand E x400) and hemosiderin-laden macrophages; H and E x100

®

The radiographic appearances are those of a single,
Iytic lesion with lobulated margins, septations, cortical
expansion, and a sclerotic rim.'") Magnetic resonance
imaging (MRI) features are nonspecific for chondromyxoid
fibroma."

The possibility of chondromyxoid fibroma should always
be considered when a focal bone lesion is evaluated that
has geographic bone destruction, a sclerotic rim, lobulated
margins, and septations. The diagnosis of chondromyxoid
fibroma is most likely when the patient is in the second
decade of life."

On gross pathology, chondromyxoid fibroma is usually
seen as a gray-white lobulated mass. The classic histological
feature of a chondromyxoid fibroma is stellate or
spindle-shaped cells arranged in lobules in a myxoid or

Figure 2: Tumor having a lobular pattern of growth of spindle shaped
and stellate cells, with abundant myxoid and chondroid intercellular
material; H and E x100 (inset: Lamellar bony trabeculae showing no
significant pathology; x100)

Figure 4: One portion of the tumor showing cells with pseudomalignant
features; H and E x100 (inset; H and E x400)
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chondroid background.'" The lobules ate zonated. At the
lobule periphery, the cells are longer, more numerous, and
closer together. The cells are more stellate, thinner, less
numerous, and farther apart in the center of the lobules.
In a lobulated myxoid chondrosarcoma, which is a close
differential diagnosis, the lesion shows liquefactive changes
of the matrix, clear-cut permeation of surrounding bone,
malignant radiographic features and most importantly
hypercellularity throughout the lobules. In about half of
the cases of CME, giant cells are noted at the edge of the
lobules. Bizarre pseudomalignant nuclei may be seen in
nearly 20% of cases.!'>"!

Tuberculous involvement of the metacarpals and
phalanges is a rare presentation of extrapulmonary
tuberculosis and extrapulmonary manifestations of
tuberculosis have become increasingly important in the
era of HIV/AIDS.I'Y

The radiographic features of cystic expansion of the short
tubular bones have led to the name of “spina ventosa”
being given to tuberculous dactylitis of the short bones of
the hand. The definite diagnosis of tuberculous dactylitis
rests on bacteriological and histological studies.!

The present case once again emphasizes the need
for histological and bacteriological confirmation of
clinicoradiologically suspected cases of “spina ventosa”
even in areas where tuberculosis is still highly prevalent.
Simultaneously, CMF should be considered as a rare
differential diagnosis in all suspected cases of spina ventosa
especially if the patient is in the second decade of life.
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