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Background: Nasal chondromesenchymal hamartoma (NCMH) is a very
rare benign tumor of sinonasal tract with mixed components of
predominantly mesenchymal and cartilaginous tissues which is mostly seen
in infants and young children.

Case presentation: We present the case of an infant with a nasal
chondromesenchymal hamartoma which was confused with a malignancy.
This clinicopathologic entity is notable because of its rarity and also it may
present a diagnostic dilemma with major implications in management.

Discussion: Nasal chondromesenchymal hamartomas (NCMHSs) are rare,
mostly benign lesions found in the nasal cavity and paranasal sinuses. They
can be locally destructive and may be mistaken for malignant tumors due to
their aggressive appearance. NCMHs consist of various lobulated
mesenchymal components, with areas of fibro-osseous proliferation. They
can cause nasal mass, obstruction, respiratory distress, maxillary bulge, or
proptosis, and may extend to the adjacent paranasal sinuses. Radiological
imaging is essential for differential diagnosis and evaluating surrounding
tissues. Complete surgical excision is sufficient therapy for NCMHs.

Conclusion: We present a rare case of NCMH, which can be difficult to
distinguish from malignant tumors. Although NCMH are benign lesions,
there is a chance of recurrence following incomplete resection. Recurrence
may mimic malignancy, and their differentiation is important for choosing
appropriate treatment.
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Background

hamartoma (NCMH) is a very rare, benign

Nasal masses in infancy are infrequently
encountered. Most are  developmental
anomalies such as encephaloceles, gliomas and
nasolacrimal duct cysts. The rest are neoplasms
which are more frequently reticuloendothelial,
neural or mesenchymal in origin as opposed to
the predilection for epithelial neoplasms in
adults (1). Nasal chondromesenchymal

tumour originates from nasal cavity and/or
paranasal sinuses and despite of the most
common sinonasal tumours that are epithelial in
nature, these tumours have a mixed
morphological  structure  comprised  of
predominantly mesenchymal and cartilaginous
components (2).
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A one-year-old girl presented to our outpatient
clinic with painless facial swelling and
proptosis over a period of two months. Swelling
was on the left lateral wall of her nose and left
maxillary sinus area and had been growing
insidiously over time. The child also was a
mouth breather. Her prior medical history was
unremarkable. Examination revealed a non-
tender, skin intact facial swelling located as
described above and nasomaxillary groove
seemed to become shallow. Anterior
rhinoscopy showed a large, non- vascular
submucosal mass originating from lateral wall
of left nasal cavity, totally filling the cavity and
pushing septum to contralateral side. Her left
eye was proptosed and deviated laterally
without limitation in movement. Left ear
otoscopy showed effusion behind an intact ear
drum. No palpable cervical lymphadenopathy
was identified.

The child underwent further evaluation with
imaging. Computed tomography (CT) scan and
magnetic ~ resonance  imaging  (MRI)
demonstrated an expansile heterogenous mass
involving left maxillary and ethmoid sinuses
with extension to nasal cavity and deformity

left orbital floor. Thinning of adjacent bones
due to pressure remodelling without evidence
of destruction noted on CT (Figure 1).

The mass was hypointense on T1-weighted
images and hyperintense and heterogeneous on
T2 weighted images are presented in Figure 2.

Figure 1. Coronal CT scan shows a huge, lobulated
and well defined soft tissue mass filling both nasal
cavities and anterior ethmoidal sinus with
displacement of left eyeball. Thinning of adjacent
bones caused by pressure remodelling is observed
without evidence of frank destruction. Direct
extension of lesion to intracranial and oral cavities is
not evident.

Figure 2. (b) Magnetic resonance imaging in axial cut showing in T1 weighted sequence a large, lobulated and
mildly hypointense mass filling left maxillary sinus and both nasal cavities (c) Axial contrast-enhanced T1-
wieghted MRI demonstrates heterogeneously enhancing intranasal mass filling total nasal cavity and left
maxillary sinus (d) An axial T2-weighted MRI shows well-defined, huge soft tissue hyperintense mass with strong
signal filling total nasal cavity and left maxillary sinus.

Biopsy of mass under general anesthesia was
performed. On histopathologic analysis, the
mass was consisted of nodules of cartilage
varying in size and shape with different degree

of maturation, surrounded by a loose spindle
cell stroma. With immunohistochemical
examination, diagnosis of the mass was
reported as nasal chondromesenchymal
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hamartoma. We planned for endoscopic
surgical resection of mass. A gross total
resection of mass from nasal cavity and
involved sinuses associated with resection of
inferior turbinate was performed and involved
Lamina papyracea and floor of orbit was
removed. No further treatment was done and
patient was discharged from hospital on the
second postoperative day. However, she came
back with nasal blockage, facial deformity and
severe proptosis after one year. At that time
there was two schools of thought, whether
encountering a sinonasal malignancy in a two
years old child or recurrence of previously
reported chondromesenchymal hamartoma.
This time it was planned for combined
endoscopic and open surgical approaches to
remove tumour from maxillary, ethmoid
sinuses, floor and medial wall of orbit. Tumour
resected completely by performing medial
maxillectomy via lateral rhinotomy incision.
The rest of lamina papyracea till orbital apex
and floor of orbit was removed. Extension of
tumour to upper part of pterygomaxillary
fissure was noted which also resected. Titanium
mesh was used for reconstruction of orbital rim
and floor. The second histopathological report
also confirmed the chondromesenchymal
nature of mass.

During follow up, there was no clinical or
radiological evidence of recurrence after 6
years (Figure 3).

Figure 3. shows Clinical photography of the patient:
(e) Pre operation (f) 6 years after operation.

Discussion
NCMHs are rare predominantly benign but
locally destructive lesions involving the nasal

cavity and paranasal sinuses and because of
their aggressive appearance can be mistaken for
a malignant tumour (3). Although nasal
chondromesenchymal hamartoma is usually
seen in infants and children, cases of
adolescents and even older people have been
reported(4).

The etiology of NCMH is thought to be due to
an underlying genetic predisposition therefore
accounting for the early presentation in the
majority of cases (5). On histopathological
examination, nasal  chondromesenchymal
hamartoma consists of focal lobulated various
mesenchymal  components. The  major
components are irregular, mature and immature
hyaline cartilage islands(6).

Similar to other case reports in the literature,
our histopathological findings revealed nodules
of cartilage varying in size and shape with
different degree of maturation, surrounded by a
loose spindle cell stroma. There were areas of
fibro-osseous proliferation including fibro-
collagenization and chondral ossification.
There was no significant mitotic activity or
necrosis. Fibro-osseous dysplasia,
chondosarcoma and osteosarcoma should be
considered in histopathological differential
diagnosis. However, mature and immature
cartilage islands are not seen in fibro-osseous
dysplasia and dissimilar to chondosarcoma and
osteosarcoma there were no signs indicating
malignancy.

NCMHSs can be slow growing and therefore
have a delayed presentation. Clinical features
vary in relation to the size and location of lesion
and include nasal mass, nasal obstruction,
respiratory distress, a maxillary bulge or
proptosis due to orbital involvement which all
has been noted in our patient. Also intracranial
extension of the tumour can result in neurologic
deficits. NCMH can extend to the adjacent
paranasal sinuses. The most frequently
involved paranasal sinus is the ethmoid sinus
(7).

Radiological imaging is essential for
differential diagnosis and for evaluating
surrounding tissues. NCMHs may be non-
encapsulated and ill defined. The adjacent
paranasal sinuses are frequently involved and
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remodelling, thinning or erosion of the
surrounding bone are not uncommon(8, 9), as
has been seen in our case.

NCMH may mimic malignant tumours in its
clinical, radiologic or even histopathologic
presentation. Differentiation between NCMH
and malignant tumours is very important in
view of making the best decision for their
treatment. Complete surgical excision is
sufficient therapy for these tumours unlike
excessively radical surgery and possibly neo-
adjuvant radiotherapy for malignancies.
Although, nasal chondromesenchymal
hamartoma has been considered as a benign
lesion, the possibility of malignant
transformation should be kept in mind (9, 10).
Recurrences have been reported following
incomplete  resections. In  these cases
radiotherapy and combined chemotherapy is
effective in regression of residual tumour when
complete resection is not possible. Adjuvant
therapy is not recommended after complete
resection(11).

Conclusion

We present a rare case of NCMH and highlight
the differentiation between these naturally
benign tumours and a malignant one may be
difficult  clinically, radiologically and
histopathologically, however the recurrence
cases should not be interpreted as a malignancy
since there is low chance of recurrence
following incomplete resection and presence of
residual tumoural tissue. As in all head and
neck tumours, treatment of benign and
malignant sinonasal tumours is two totally
different entities with different outcomes.
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