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Chondromyxoid Fibroma Originated from Inferior turbinate : A Case Report

Ji Hye Han, MD', Jeong Hyun Oh, MD', Sung Hyun Kim, MD, PhD’ and Ji Yun Choi, MD, PhD'

'Department of Otorhinolaryngology-Head and Neck Surgery, School of Medicine, Chosun University,
Gwangju; and ’Cowell Clinic, Gwangju Korea

—ABSTRACT —

Chondromyxoid fibroma is a rare benign tumor that usually occurs in the long bones. A 46-year-old female pa-
tient presented with masses in her nasal cavities the masses were subsequently diagnosed as a chondromyxoid
fibroma. The masses originated from the inferior turbinate. Wide mass excision that included the turbinate and
surrounding tissues was performed. No recurrence or new lesion was observed during the one-year follow-up.
A diagnosis of chondromyxoid fibroma, that involves the head and neck is extremely rare. There are no reports
of such masses arising from the nasal cavities of patients in our country. Furthermore, available literature does
not discuss such masses originating from the inferior turbinate. In this paper, we report on a rare case of a very
large-sized chondromyxoid fibroma within the nasal cavity of a patient; we also review the relevant literature. (J

Clinical Otolaryngol 2018;29:99-103)
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Fig. 1. Preoperative finding of right nasal cavity shows a
solid and smooth surface soft fissue masses originated
from inferior turbinate (arrow).

Fig. 2. Preoperative contrast enhanced paranasal sinus computer tomogram shows a 4 cm sized expansile heterog-
enous soft tissue mass originated from inferior tubinate extend to medial wall of maxillary sinus, septum, pterygoid
plate and nasopharynx. A @ Axial view. B : Coronal view.
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T1 weighted image

T1 weighted image T2 weighted image

Fig. 3. Preoperative paranasal sinus Magnetic resonance imaging. T1 weighted image (A. axial view C. coronal
view) shows well marginated hypotensive soft tissue mass originated from inferior turbinate. T2 weighted image (B.
axial view D. coronal view) shows well marginated highertensive soft tissue mass with heterogenous enhancement

extend to maxillary sinus, septum, pterygoid plate and nasopharynx.
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Fig. 5. Postoperative endoscopic finding. The operated
site was healed well without recurrence on 1 year after

surgery.

Fig. 4. Histopathologic findings of chondromyxoid fioroma. Higher magnifications show stellate and spindle-shaped
cells, as well as chondroid, myxoid and fibrous components (left) (H&E x 400). The tumor consists of filorous myxoid
matrix and chondroid elements (right) (H&E x 100).
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