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- Abstract -

New Diagnostic Clues of Non-ossifying Fibroma and Fibrous Cortical Defect

Jae-Hyun Cho, M .D., Kyi-Beom Lee, M.D.*, Jung-Ho Suh, M .D.,
Dae-Woong Kim, M.D." and Byoung-Suck Kim, M.D.f

Department of Diagnostic Radiology, Pathology*, Orthopaedic Surgery’'
School of Medicine, Ajou University, Suwon, Korea

This study was performed to document the morphol ogic relationships between non-ossifying
fibroma (NOF) and fibrous cortical defect (FCD), as well as to determine any new diagnostic
clues. Eighteen patients with 21 NOFs and 14 patients with 15 FCDs found incidentally on radi -
ography were included. The authors prospectively performed CT, MRI, or both on all subjects.
The study included size, location, sclerotic property and contour of the periphery, aswell ascal -
cification of the matrix of the lesions and the distance from the lesion to the growth plate. The
morphologic characteristics were thoroughly reviewed focusing on the presence of the cortical
tract in the lesions. The size of the lesion and the distance from the growth plate were not corre-
lated with the patient’s age. The presence of the cortical tract was noted in 18(85.7%) out of 21
NOFs, and 10(66.7%) out of 15 FCDs. The presence of the cortical tract was correlated with the
longitudina length of the lesion and the distance from the growth plate. The presence of the
cortical tract may be one of the important characteristics in NOF and FCD, and if the diagnosis
of bony lesions is obscure by radiologic finding, its exsitence may be a good indicator of diag-
nosis for NOF or FCD.
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Fig. 1. Sixteen-year-old patient.
A. Plain radiograph of both distal femurs. Note eccentrically located, well-defined sclerotic rim of osteolytic
lesion in both femurs in symmetrical manner, with minimal cortical ballooning, suggesting typical appear-

ance of NOF.

B. From above (1) to below(5): On the left side, the lesion shows cortical transition and cortical openning as it
extends downward. On the right side, cortical openning is noted in upper portion of the lesion, and transits

into cortical location.

‘ 5 1 ﬁj

Fig. 2-A. There is eccentrically located, osteolytic lesion in the proximal tibia, which transits into intracortical por-

tion(1-10).

B. Coronal reconstruction image shows openning tract toward outside of the cortex.
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Table 1. Relationships of cortical tract in non-ossifying fibroma.

0500 30 19990 —

Presence of tract Average Standard deviation p value
Distance from y* 33.430 18.450 0.04
growth plate nf 53.00 20.740
Longitudinal y 35.50 8.860 0.002
length of NOF n 18.430 13.220
Age y 11.21yr 3.60yr 0.13
n 15.14yr 8.03yr
y*:yes
n: no

NOF* : non-ossifying fibroma
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Fig. 3. Eighteen-year-old patient.
A. AP view of proximal tibia. Thereisatypical form of NOF in anterolateral aspect of the proximal tibia.
B. T1 weighted axial image shows eccentric lesion with isosignal intensity to the adjacent muscle.
C. T2 weighted axial image shows mixed low and high signal matrix nature, surrounded by high signal rind
along the inner aspect of the sclerosis. Note no medullary edema.
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Fig. 4. AP radiograph of distal femur of 6 year-old patient.
A. Thereis small radiolucency in media aspect of the distal femur, with well demarcated sclerotic border.

B. Main portion of the lesion shows typical appearance of FCD: smooth based cortical defect, small sized, pos-

teromedial location.

C. Upper portion of the lesion shows cortical coverage, and eventually eccentric medullary location.
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