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Chondroma of the upper lateral cartilage; a case-report
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Abstract. Objective: Since it was first described by Morgan in 1842, around 150 cases of chondromas of the head and neck
region have been reported in the English literature. Here, we describe the clinical and histopathological characteristics of
a 60-year old male patient with a progressive mass at the nasal dorsum, and review the relevant literature.

Methods: The case was investigated using physical examination, imaging, excision of the lesion from the upper lateral
cartilages using an open rhinoplasty approach, and histopathologic evaluation.

Results: Histopathologic evaluation confirmed a fully excised chondroma.

Conclusions: We present the first reported case of a chondroma of the upper lateral cartilage of the nose.

Introduction

Chondromas are benign, cartilaginous tumors that
are most commonly seen in the long bones, sternum,
costae pelvic, and scapulae.! Approximately 10
percent of the cartilaginous tumors occur in the
head and neck region. The most common sites are
the larynx, ethmoid-sphenoidal region, and the
nasal septum.> Morgan described chondroma in
the head and neck region for the first time in 1842.°
Since then, around 150 cases of chondromas of this
region have been reported in the English literature.*
We describe the first reported case of a chondroma
of the upper lateral cartilage.

Case report

A 60-year-old male patient presented at the
Department of Otorhinolaryngology, OLVG
Hospital, in Amsterdam with a progressive mass
in the nasal dorsum. The patient had no prior
medical history except for diabetes mellitus type
2. The deformation of his nose started eight years
previously and had grown slowly. The patient
had no history of trauma or surgery, and no nasal
blockage, nasal pain, or any other nasal complaints.
Physical examination revealed a firm tumor that
was approximately 15 mm in the median line of

the cartilaginous dorsum of the nose (Figure 1A).
Further examination, including nasendoscopy, was
without anomalies. Magnetic resonance imaging
(MRI) revealed a lesion confined to the upper
lateral cartilage region, with no involvement of
the nasal septum (Figure 1B). The mass (15 x 20
mm) was fully excised through an open rhinoplasty
approach. There was no destruction of the nasal
bones, and the upper lateral cartilages were intact.
However, after the lesion was excised, the upper
laterals had a concave configuration (Figure 2).
In order to achieve a balanced aesthetic outcome,
the tongue-in-groove technique® was used. This
surgical technique enabled us to reduce the
columellar show, and simultaneously increase the
nasal tip projection. The nasofrontal angle and the
cephalic part of the upper lateral cartilages were
augmented and camouflaged with cartilage from
the nasal septum. In contrast, the caudal part of
the upper laterals was deprojected by performing
a mild cartilaginous hump resection. Histology
confirmed a fully excised chondroma, without
signs of malignancy or a connection with bony
structures. The patient had a short and uneventful
recovery time, with a satisfactory aesthetic result
(Figure 1C). During a follow-up period of 3 years,
no sign of recurrence was noted.
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Figure 1

A: Pre-operative lateral view. The mass on the nasal dorsum is clearly shown. B: Sagittal T2-weighed MRI showing a distinct lesion
involving the upper lateral cartilage (white arrow), with no expansion of the nasal septum. C: Postoperative lateral view 12 months

after surgery.

Figure 2

Peroperative view of the upper lateral cartilages after removal
of the lesion. Note the concave configuration (arrows).

Discussion

The peak incidence of chondromas occurs in
patients aged between 50 and 60 years.® However,
the incidence of chondromas in the head and neck
region is highest during adolescence and early
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Figure 3

The fully excised lesion.

adulthood.” Gender is not a predisposing factor.?
Chondromas of the facial skeleton are seen in the
ethmoid sinus (50%), maxilla (18%), nasal septum
(primarily the posterior part; 17%), palatum durum
(6%), nasopharynx (6%), and the alar cartilages
(3%).> Here, we described the first case of a
chondroma of the upper lateral cartilage.
Chondromas are generally slow growing and
therefore do not cause problems until they become
larger. The symptoms at presentation depend on
the location and size of the tumor. A first sign of a
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nasal chondroma can be neuralgia due to irritation
of the sphenopalatine ganglion, which causes
referred pain by the trigeminal nerve. In later
stages, chondromas often cause nasal obstruction
and epistaxis. Intrusion of the orbita can cause
epiphora, proptosis, diplopia and even blindness.'*
In cases where the maxilla is involved, patients may
complain of ill-fitting dentures or have a toothache.'
Our patient had only aesthetic complaints.

Although chondromas are benign tumors, they
differ from other benign tumors because their
growth is locally invasive, often causing residual
disease after excision. In the literature, these tumors
are described as eventually showing sarcomatous
changes.'? Chondromas of the nasal region have less
than 5% probability of malignant transformation,
which is identical to the incidence of cartilaginous
tumors elsewhere in the skeleton.’

The origin of cartilaginous tumors is not fully
understood. It is plausible that these tumors
originate from structures with a cartilaginous origin,
such as the larynx and nasal septum. In addition,
cartilaginous tumors may grow from bone, which
is formed by the ossification of cartilaginous
structures (e.g., the nasal bones and sphenoid).
These parts may still contain dormant chondrocytes
long after the ossification is complete. However,
cartilaginous tumors may also appear in parts of the
skull that do not have a cartilaginous origin (e.g.,
the maxilla). The most widely accepted theory of
the origin of these tumors is that they grow from
embryonic remnants that have not been resorbed.
These embryonic cells are thought to eventually
transform into a chondroma.'

Imaging helps to assess the extent of the tumor.
Nasal chondromas are not radio-opaque, and are
well circumscribed and appear fairly homogeneous
on a computed tomography (CT) scan. On MRI,
chondromas show lobulated contours and have
a low to intermediate signal intensity on TI1-
weighted images, higher signal intensity on T2-
weighted images, and very high signal intensity
on T2-weighted images with fat suppression.
However, on imaging, the chondroma appears
similar to chondrosarcomas, osteochondromas,
meningiomas, and chondroid chondromas.®*’

The only certain diagnostic is histologic exami-
nation. Macroscopically, the tumor is recognized as
a lobulated nodule enclosed by a fibrous capsule. A
histological feature is that the nodule is filled with
mature hyaline cartilage tissue that is not connected
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to surrounding bony structures.” Differential
diagnosis should include the periosteal chondromas
and the well-differentiated chondrosarcoma. The
well-differentiated chondrosarcomais histologically
recognizable by its abnormal cellular activity,
resulting in many mitotic figures, cytonuclear
atypia, and necrosis.**

Local excision is the first treatment of choice
for chondromas. In approximately 10-15% of
cases, relapse occurs. In such cases, re-excision
is the preferred treatment."” Radiation therapy or
chemotherapy is of little value due to the low grade
cellular activity.>?

One could argue that a biopsy was necessary
before excision of our case’s lesion, since a
chondrosarcoma was not yet excluded. However,
we believed that our MRI scans were sufficient to
exclude local extension. The location of the tumor
and surgical approach allowed complete excision
of the lesion. In our case, the chondroma was
fully excised, chondrosarcoma was excluded, and
relapse did not occur.

Conclusion

We present the first reported case of a chondroma
of the upper lateral cartilage of the nose. Nasal
chondromas are relatively rare and primarily seen
in the posterior part of the septum of the nose.
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