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Chondroma of the falx cerebri
Condroma da foice cerebral
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Introduction
Chondromas account for 0.2 - 0.3% of all intracranial 
tumors.1,2 Most are found at the skull base near to the 
spheno-ethmoidal and spheno-occipital synchondro-
sis.3 It is accepted that cartilaginous precursors of the 
skull base may predispose to the development of this 
tumor. On the other hand, chondromas are rarely found 
on the skull convexity, which develops through intra-
membranous ossification.4

Clinical presentation is unspecific and depends on 
tumor location and on the presence or absence of intra-
cranial hypertension.5 These tumors may be misdiagno-
sed as meningiomas on preoperative evaluations. Com-
plete surgical resection is the best therapeutic choice.

Case report
A 57-year-old man presented to our hospital with a 20-
year history of essential tremor. His previous medical his-
tory was negative for other diseases. No other abnorma-
lity was seen on neurological examination. 

Magnetic resonance imaging (MRI) showed a homo-
geneous mass attached to the falx cerebri (Figure 1). It had 
an isointense signal on both T1 and T2 weighted images. 
Minimum enhancement was observed near the superior 
border of the tumor. 

The patient was treated with a parasagittal cranio-
tomy. Total gross resection was obtained with an unre-
markable postoperative course. 

Pathological examination showed a nodular tumor 
with well-defined margins, measuring 7.5 x 4.2 x 2.5 cm. 

FIGURE 1  T1-weighted MRI shows an isosignal tumor from the 

falx cerebri to the left. A: sagittal view; B: coronal view.
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On the histopathologic analysis, the lesion consisted of 
lobules of hypocellular mature hyaline cartilage with 
abundant blue-grey chondroid matrix punctuated by in-
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dividual chondrocytes in small lacunar spaces (Figure 2). 
Chondrocytes within the lacunae presented bland cytolo-
gical features and a complete absence of mitotic figures, 
thus featuring a chondroma. 

A 1-year post-operative MRI showed no residual tu-
mor or recurrence, but cure of the essential tremor was 
not achieved.

with diseases of cartilage tissue, like multiple enchondro-
matosis (Ollier disease) and Maffuci syndrome.6 

Clinical presentation is variable and includes focal 
deficits, epilepsy, headache and vomiting. Headache and 
epilepsy are the most common symptoms.7 The peak of 
incidence is the third decade of life, but it may range from 
15 months to 60 years.4

Magnetic resonance imaging (MRI) shows tumors 
with well-defined shape, irregular contour and precise li-
mits. Tumors present an iso- to hyposignal at T1-weigh-
ted images. Contrast enhancement is poor. Computed 
tomography may show foci of calcification and adjacent 
bony erosion or hyperostosis.4,6

Some authors have called attention to the differen-
tial diagnosis with meningiomas. So it would be helpful 
to perform an angiogram to differentiate them, since 
chondromas are avascular masses while meningiomas 
have an intense tumor blush.8 However, we believe that 
the pattern of low enhancement of chondromas is suf-
ficient to justify preoperative suspicion.

Treatment of choice is surgery with total gross resec-
tion, which allows for low rates of recurrence and a good 
prognosis.2 This tumor is not radiosensitive and radia-
tion may predispose to malignant degeneration.1 
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FIGURE 2  Microscopic view of chondroma: mature chondrocytes 

without atypia within a dense chondroid matrix (Hematoxylin and 

Eosin 400x).

Discussion
Intracranial chondromas are most common on the skull 
base. This may be related to the cartilaginous ossification 
of base of the cranium. It is quite rare to find chondro-
mas on the skull convexity, where ossification is membra-
nous. Literature has pointed out some theories on the 
origin of chondromas on the skull convexity and falx ce-
rebri, such as: metaplasia of meningeal fibroblasts and pe-
rivascular meningeal tissue, heterotopic embryonic car-
tilaginous rests, and displacement or migration of 
cartilaginous cells due to trauma of inflammatory pro-
cess.1,4 Intracranial chondromas may also be associated 


