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        Abstract


        Objective


        Chondromyxoid fibroma is a benign tumor of long bone metaphysis. In this article, we reported L4 laminar attachment of chondromyxoid fibroma case and made extensive literature revive.


        Methods


        A 56-year-old Caucasian female unable to walk without pain at her right leg diagnosed with chondromyxoid fibroma at right l4 lamina.


        Results


        Complete excision of the lesion via routine lumbar disc surgery with 6 months follow up without pain. Her Hypoesthesia cured also muscle weakness totally recovered.


        Conclusion


        Chondromyxoid fibroma is rare bone tumor even rarer spinal involvement. Because of total removal can cure disease and partial removal has chance of malignant transformation we must consider chondromyxoid fibroma in our differential diagnosis.
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        Abbreviations


        Cmf: Chondromyxoid fibroma; L: Lumbar; MRI: Magnetic resonance imaging


        Highlights


        • Chondromyxoid fibroma must be considered for differential diagnosis of low back pain.


        • Extensive surgery provides good results with a very low rate of recurrence.


        • More work must be put to understand nature of Chondromyxoid fibromas.


        Introduction


        Chondromyxoid fibroma (cmf) is a benign tumor of long bone metaphysis. Jaffe and Lichtenstein first described in 1948 [1]. Although, chondromyxoid fibroma is a relatively rare tumor spinal attachment is even rarer. Chondromyxoid fibroma more frequently found cervical and thoracic segment. To our knowledge 11 case of lumbar chondromyxoid fibroma cases has described until this case (Table 1) [2-10].


        
          Table 1: Literature review of chondromyxoid fibroma of the lumbar spine. View Table 1

        


        In this article, we reported lumbar (L) 4 laminar attachment of chondromyxoid fibroma case and made extensive literature review.


        Material and Methods


        A 56-years-old Caucasian female was coming to our clinic with unable to walk without pain at her right leg. Patient didn't describe neurologic claudication. Her complaints have been worsened for 6 months. Patient has no incontinence.


        Her physical exam showed right lasegue positivity at 30-degree, right extensor hallucis longus muscle weakness as much as 2/5. Also, right L5 dermatomal hypoesthesia.


        Plain X-ray showed no significant indication of chondromyxoid fibroma because of adherent structures and superposition of multiple layers (Figure 1 and Figure 2).


        
          [image: ] Figure 1 and Figure 2: Plain X-ray (anteroposterior and lateral orientations). View Figure 1&2

        


        Magnetic resonance myelogram showed cerebrospinal fluid flow obstruction on L4-5 disc space (Figure 3). T1-weighted images showed low signal intensity adherent to right L4 lamina and foramina stenosis (Figure 4). T2-weighted images showed high signal lesion with low signal intensity rim, which is very similar to neighbor bony structure (Figure 5 and Figure 6).


        
          [image: ] Figure 3 and Figure 4: Magnetic resonance myelogram and T1-weighted sagittal magnetic resonance images. View Figure 3&4

        


        
          [image: ] Figure 5 and Figure 6: T2-weighted sagittal and axial magnetic resonance images. View Figure 5&6

        


        We suspected extrude disc herniation. An informed consent was obtained from patient in accordance the preoperative Turkish Neurosurgical Society consent form list and it was clearly stated that the data could be used in pursuant of ethical rules. According to planned surgery patient went under general anesthesia. Patient carefully placed tilting operating table and positioned as genupectorally. We used scopy to identify surgical area. After we made adequate cleaning and closure identified skin and subcutaneous tissue passed via 2 centimeters of midline skin incision. Right paravertebral muscles dissected using periosteal elevator. Right lamina of L4 vertebrae totally removed and it was very soft purple colored mass that pressing L5 root. Routinely curated bony margins. We suspected malignancy and sampled it. There was no extrude disc material and posterior longitudinal ligament was intact. After foraminotomy performed hemostasis provided. Layers closed according to anatomical orientation. 2 gr cephazolin was used for prophylactic purposes (Figure 7, Figure 8 and Figure 9).


        
          [image: ] Figure 7, Figure 8 and Figure 9: Chondroid areas with giant cell and fibroblast like cells from our case (H&E X4) (x40, x100, x200 magnifications). View Figure 7-9

        


        Results


        Histopathological diagnosis confirmed as chondromyxoid fibroma. Patient followed for 6 months without pain. Her hypoesthesia cured also muscle weakness totally recovered.


        Discussion


        Chondromyxoid fibroma is a rare slow-growing bone tumor first described by Jaffe and Lichtenstein in 1943 [1,7,11-13]. Benson and Bass were report first spinal case [14]. Chondromyxoid fibroma is responsible for fewer than 1% of primary bone tumors. More than 500 cases of cmf have ever been described in the world literature. Most of chondromyxoid fibroma (around 75%) occurs metaphysis of long tubular bones. Half of chondromyxoid fibroma is localized to femur and tibia. Chondromyxoid fibroma may extend into diaphysis or even rarely epiphysis. It can be purely diaphyseal, but it is never a pure epiphyseal lesion. Mainly second and third decades of life young patients effected [15-17]. Chondromyxoid fibroma exceptionally located in the spinal area. In this scarcity mostly found in thoracic spine. According to up to date literature lumbar vertebral area is least affected. At the day this paper published there were 11 cases of lumbar chondromyxoid fibroma reported (Table 1). Even if some reports have some slight differences there is no gender predominance (Schajowicz and H Gallardo). Etiology of the development of chondromyxoid fibroma is unknown [18].


        Conventional radiography provides the most cost-effective diagnostic information of any imaging modality. However complex structure and adherent neighbors of spine limits its usefulness. Unless contraindicated Magnetic resonance imaging (MRI) recommended over computed tomography before surgery. Conventional radiographs show a well-marginated, expansile, lucent, eccentric, medullary lesion [19]. Lesions margins usually appear sclerotic and rarely contain visible calcification [15]. Computed tomography scan gives more detailed information about chondromyxoid fibroma. Primarily used for MRI contraindicated patients and to identify cortical integrity. Contrast enhancement is variable depends on lesion fibroid components and vascularity. Magnetic resonance imaging the best all-around imaging modality that shows extends of the lesion. Magnetic resonance imaging shows broad array of differences about nature of lesion. In general, low signal intensity on T1-weighted images and heterogenic high signal intensity on T2-weighted images. Also, sclerotic rim and calcification may result hypo intense rim at T2-weighted images. Small lesions as well as some of larger lesions may demonstrate homogenous high signal intensity. Contrast enhancement images have heterogeneous signal intensity [20].


        Radiologically chondrosarcoma, osteoblastoma, giant cell tumor of bone metastasis, Multiple myeloma, hemangioma, and aneurismal bone cysts must be considered in mind [20].


        Macroscopically, chondromyxoid fibroma ranges white to grayish white and the maintains the lobular growth pattern. The rim may show bone formation. Cystic and hemorrhagic areas may mimic those seen aneurysmal bone cyst.


        Microscopically, growth is nodular with a high degree of cellularity in the periphery of the nodules. Production of either chondroid or fibrocartilaginous matrix may be observed. The cellular foci consist of either spindle-shaped, fibroblast like cells or more myxoid, stellate cells. Mitoses are infrequent. Calcification is found microscopically in approximately one fourth of the patients. These patients usually old or lesions are near the bone surface. The extracellular matrix is abundant, myxoid connective tissue and chondroid material. Giant cells are frequent. Occasionally, the degree of cellularity and nuclear atypia approaches that characteristic of malignancy. However, confusion with chondrosarcoma in usually based on the appearance of the peripheral. Microscopically aneurysmal bone cysts, simple bone cysts, non-ossifying fibroma, giant cell bone tumor and chondrosarcoma must consider in mind for differential diagnosis. Typical view can easily distinguish. Since chondrosarkoid transformation at risk, special attention must be paid for atypia [19]. The stellate cells show features of both chondroblastic and stellate fibroblastic differentiation on electron microscopy [18]. Histologic features don't predict outcome [13,21,22]. Pericentrometric inversion; inv (1) (p25q13) is suggested diagnostic marker fort his tumor [15]. According to Sawyer, et al. 6q13-21 chromosomal abbreviation is found responsive local aggressive behavior.


        Since, spinal involvement of this rare tumor is even rarer treatment modalities and long term follow up is dictated by surgeon's experiences. Hence, there is no established protocol. En-block resection is the best treatment of choice [11,13,18]. If not possible radical curettage and corticocancellous bone grafting must be done [13,18,21]. Studies showed en-block resection have lowest recurrence rates on the other hand curettage alone have highest (as much as 80%) recurrence rates [7,12,13,18]. So, if curettage is feasible surgical option bone grafting must be added [13,22]. Also, according to Zilmer and Dorfman curettage alone leaves tumor lobules behind [22]. There are other surgical techniques such as intralesional excision, or marginal resection [4,21,22]. All other techniques have higher recurrence rates.


        In case of recurrence radical treatment advocated due to tumor nature and possibility of malignant transformation. Since, radical excision is treatment principle surgical procedure depends on attached area, patient demographic and tumor invasion.


        In our case we made en-block resection and curettage. Since surgery 6 month follow up shows no recurrence.


        Conclusion


        Chondromyxoid fibroma is rare bone tumor even rarer spinal involvement. Because of, malignant transformation possibility radical removal is treatment of choice and chondromyxoid fibroma always consider in mind. Surgical treatment depends on attached area, patient demographic, and tumor invasion. Since, tumor has a recurrence reports even if complete removal close follow up must be warranted. More work must be put to understand nature of this rare subject.
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