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a b s t r a c t 

Chondroblastoma is a rare, benign neoplasm of chondroblast cell origin, accounting for less 

than 1% of primary bone tumors. It is usually diagnosed in the second decade of life with 

most of the cases involving the long bones such as the femur and humerus. Furthermore, 

over 90% of cases are in individuals under 30 years of age. In older adults, chondroblastomas 

are typically found in bones in the foot, such as the talus and calcaneus. Treatment is usually 

local curettage of the lesion with a relatively low rate of recurrence. In this case report, we 

present a patient with an atypical age of initial presentation at 49 years, a rare location of the 

chondroblastoma in the acetabulum, and a recurrence 14 years after surgical resection in 

the same location. The lesion’s radiographic findings of intralesional calcifications alongside 

the high-signal, heterogeneous composition on T2-weighted MRI were supportive of the 

atypical diagnosis of chondroblastoma in this patient. 

© 2023 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Chondroblastoma is a rare, benign neoplasm of chondroblasts,
accounting for less than 1% of primary bone tumors [1] . It is
usually diagnosed in the second decade of life with over 80%
of the cases involving the long bones such as the femur and
humerus, and about 90% of cases are in individuals under 30
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years of age [ 2 ,3 ]. Typically, chondroblastoma involves the epi-
physes of the long bones; however, in adults, these tumors
more commonly involve the flat and short tubular bones of
the foot, especially the talus and calcaneus. The most com-
mon presenting symptom is pain, which can be accompanied
by interference with joint function. Surgery is the mainstay of
treatment for chondroblastoma with most patients remain-
ing disease-free after resection. However, there is a substan-
niversity of Washington. This is an open access article under the 
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Fig. 1 – Frontal pelvic radiograph from initial presentation 

in 2008 demonstrating a primarily lucent, but mixed lytic 
and sclerotic lesion with internal mineralization involving 
the left acetabulum (white arrows). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 2 – Axial noncontrast CT image of the left acetabulum 

in bone window soon after initial presentation 

demonstrating a 5.1 × 4.8 cm mixed lytic and sclerotic 
lesion (white arrows) with internal matrix calcification. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

tial rate of recurrence that varies between 8% and 35% [4] . In
this case report, we describe a patient with an atypical age of
initial presentation at 49 years, a rare location of chondrob-
lastoma in the acetabulum, and a recurrence 14 years after
surgical resection in the same location. 

Case report 

A 49-year-old woman first presented to the spine clinic for
chronic back pain radiating to the left lower extremity. She
reported that her low back pain had progressively worsened
over 2 years prior to initial presentation. Her pain also radi-
ated down the left L5 and S1 distribution with intermittent
numbness and tingling sensation. On physical exam, she also
had a limp. 

Imaging of the spine and pelvis were performed in 2008
based upon the patient’s symptoms and a pelvic radiograph
showed a lucent lesion of the left acetabulum with internal
mineralization ( Fig. 1 ). Because of the lesion, she underwent
MRI of the pelvis which showed a 6 × 3 × 5 cm expansile le-
sion in the left acetabulum. A subsequent CT scan showed the
lytic expansile lesion within the left acetabulum with internal
amorphous mineralization ( Fig. 2 ). 

Based upon the imaging, several diagnostic possibilities
were considered, including fibrous dysplasia, chondrosar-
coma, or metastasis. Therefore, the patient was referred to or-
thopedic oncology and an intraoperative biopsy of the pelvic
lesion was performed 2 months after the initial MRI. The tis-
sue was analyzed by both our university pathologists and out-
side pathologists specialized in bone and soft tissue, who in-
terpreted the lesion as showing epithelioid to spindle cells
with abundant eosinophilic cytoplasm, chicken-wire calcifi-
cations, and giant cells consistent with chondroblastoma. She
underwent curettage, and after the surgery, she had signifi-
cant improvement in her pain and ability to ambulate. The
patient was followed by orthopedics and remained asymp-
tomatic, though she did unfortunately suffer a distal left fe-
mur fracture in December of 2009 after a fall. After several
years, she returned to routine follow up with her primary care
physician without orthopedic follow up. 

However, she presented again in February 2022 to the
emergency department for acute flank pain, concerning for
nephrolithiasis. A CT abdomen and pelvis at the time con-
firmed nephrolithiasis but incidentally found an expansile le-
sion involving the left acetabulum, expanding medially into
the left pelvic side wall and involving the superomedial ac-
etabular cortex ( Fig. 3 ). The lesion showed internal mineral-
ization, similar to the prior tumor. The patient was again re-
ferred to orthopedic oncology, who evaluated her and noted
that she has had increasing pain at her left hip, with physi-
cal exam suggesting her symptoms may be related to intra-
articular pathology. 

An MRI pelvis was performed in April 2022, which showed
a 5.1 × 5.3 × 5 cm left acetabular lesion, at the same location
of her initial chondroblastoma ( Fig. 4 ). The same month, she
underwent a CT-guided core biopsy of the lesion. The pathol-
ogy results showed that the lesion was recurrent chondrob-
lastoma. 

The patient continued to have debilitating pain with activ-
ities of daily living and elected to undergo further treatment.
Given she had previously failed curettage and grafting of the
lesion and the extent of the lesion in the acetabulum on CT
and MRI, a complex reconstruction with custom implants was
planned. A surgical planning platform was used to plan both
the resection and the custom acetabular implant. A utilitar-
ian approach to the pelvis was performed with both anterior
and posterior exposure of the acetabulum. The lesion was re-
sected en bloc and a total hip arthroplasty with custom ac-
etabular implant was placed ( Fig. 5 ). Pathology of the speci-
men demonstrated complete resection of the lesion with clear
margins. 
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Fig. 3 – Axial (A) and coronal (B) images in soft tissue and 

bone window, respectively, from a noncontrast CT scan of 
the pelvis at the level of the acetabulum from 2022, shortly 

after the patient was found to have biopsy-proven recurrent 
disease. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 4 – A and B: Coronal precontrast T2 fat saturated (A) 
and postcontrast T1 fat saturation MRI (B) in April 2022 
demonstrating 5.3 × 5 cm left acetabular lesion, extending 
into the medial pelvic side wall, similar in location to the 
initial chondroblastoma. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Discussion 

Chondroblastoma is a rare benign tumor of immature carti-
lage cells that generally occurs in an epiphyseal location of
skeletally immature individuals. A few studies have reported
cases in older patients [ 3 ,5 ]. In adults, most lesions occur in the
short bones of the hands and feet. Chondroblastoma is usually
diagnosed at an average age of 19-23 years with a male pre-
dominance of 2:1 [1] . The patient in this case report presented
at the age of 49 with an initial diagnosis of chondroblastoma.
Furthermore, our patient did not have the typical location of a
chondroblastoma in an older adult reported in other studies.
The pelvic acetabulum is a very atypical location for a chon-
droblastoma at any age. From a literature review, there have
been few case reports of chondroblastoma in the acetabulum.
One was a 60-year-old male patient published in 1991 [6] . 

Radiographic and CT findings ( Figs. 1 and 2 ) showed the
intralesional calcifications which can be seen in chondroid le-
sions. However, given the age of the patient and pelvic loca-
tion, chondrosarcoma, fibrous dysplasia and a metastatic le-
sion were also in the differential diagnosis based on radio-
logic evaluation. Chondrosarcoma is the most common pri-
mary sarcoma of bone in adults and is most seen in the pelvis
or long bones as a lytic lesion with internal calcifications.
This lesion had central mineralizations, though not the typ-
ical “ring and arc” calcifications seen in chondroid lesions. Fi-
brous dysplasia was another consideration as it is classically
intramedullary, lytic, expansile and can be seen in pelvis. The
hazy mineralizations in the initial lesion of this case appeared
more ground-glass as seen in fibrous dysplasia. Metastatic le-
sions are also an important differential for neoplastic lesions
of the pelvis, especially in older patients. The pelvis is the sec-
ond most common location for osseous metastases follow-
ing the vertebrae. Intratumoral mineralizations can be seen
in some metastatic lesions such as from certain mucinous
adenocarcinomas. However, metastatic lesions often have a
less homogenous density. Furthermore, our patient had no
known primary malignancy and no other sites of neoplastic
involvement. MRI imaging of chondroblastoma can vary de-
pending on the histopathologic composition of the tumor [7] .
The chondroblastoma we present showed the classic high-
signal, heterogeneous composition on T2-weighted imaging.
While MRI cannot always provide a definitive diagnosis, it is
valuable in evaluating the extent of disease, guiding biopsy
to avoid necrotic tissue, planning surgery, and assessing re-
sponse to therapy. Post-therapeutic follow up can also be per-
formed with MRI. [8] 
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Fig. 5 – Postoperative frontal radiograph after left pelvic 
mass excision and left hip arthroplasty with custom 

acetabular reconstruction. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The recommended treatment is extended intralesional
curettage and filling the defect with graft [9] . Local adjuvants
including burring, liquid nitrogen, phenol and cement are also
useful if incomplete curettage is achieved to protect the adja-
cent physis or joint cartilage. Despite local curettage, this pa-
tient’s chondroblastoma recurred after 14 years in the same
location of the left acetabulum. A retrospective cohort study
of 82 patients showed that chondroblastomas involving the
pelvis tend to be biologically more aggressive and have a
higher rate of recurrence [10] . While the total number of pelvic
chondroblastomas reported in the literature are rare, this case
report supports the study’s discussion that chondroblastomas
in the pelvis are more likely to recur. 

Patient consent 

Patient consent to publish her medical record pertinent to this
case report has been obtained both verbally and documented
through DocuSign. We may provide legal proof of this consent
if requested by any authority or Radiology Case Reports. 
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