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Abstract

This case report describes the management of a 15 year old male with a biologically aggressive chondroblastoma
of the knee. Following CT, bone scan, angiography and an open biopsy, the diagnosis was confirmed histologically
and immunohistochemically. The patient underwent a 13 cm en-bloc excision of the knee, and knee arthrodesis
with simultaneous bone transport using an Ilizarov ring fixator. Following 136 days of bone transport, the patient
achieved radiological and clinical bony union after a total frame time of 372 days. He then commenced 50% par-
tial weight-bear in a protective knee brace and gradually worked up to full weight-bearing by 4 months. The
patient developed superficial pin tract infections around the k-wires on 2 occasions; these settled with a cephalos-
porin antibiotic spray and local dressings. At 13 years follow-up there are no signs of disease recurrence or failure
at the fusion site. The patient is able to fully weight bear and stand independently on the operated leg. Knee
arthrodesis with simultaneous limb-lengthening is an effective treatment modality following en-bloc resection of
an aggressive chondroblastoma. The case is discussed with reference to the literature.

Background
First described by Ewing in 1928, chondroblastomas
were originally named “epiphyseal chondroblastomatous
giant cell tumors of the proximal humerus” by Codman
in 1931, and are often still termed Codman tumors
[1-4]. They occur mostly in the second decade of life,
and are more common in males [5-8]. Usually arising
from the epiphyseal plate [9-11] and measuring between
1 and 7 cm [12], chondroblastomas are most frequently
found in the proximal humerus, distal femur, proximal
tibia, and the iliac bones [2-4,7,9,13-16]; they can also
appear in the talus, ribs and digits [17-20].
Though normally benign, and accounting for 1-2% of

all benign bone tumors [2-4], histologically aggressive
forms of the disease can also occur [5,13,21,22], with
associated high recurrence rates (5-38%) and occasional
lung metastases [14,16,23].
We report the case of a biologically aggressive chon-

droblastoma of the knee treated with a 13 cm en-bloc

excision, knee arthrodesis, and bone transport using an
Ilizarov ring fixator.

Case Presentation
In July 1995 a 15 year-old boy presented with a 6 month
history of pain and swelling in the left knee. On exami-
nation he walked with an antalgic gait, there was a mod-
erate left knee effusion, and the knee circumference was
5 cm greater than the right side. Range of movement
was severely limited to 0 to 40 degrees of flexion. There
was no local lymphadenopathy and he was constitution-
ally well. Plain radiographs (Figure 1) and CT scans
(Figure 2) demonstrated an osteolytic process in the
proximal left tibia, and a second lesion in the medial
femoral condyle. Laboratory tests were within normal
limits and a chest radiograph was normal. Angiography
did not show any abnormal neovascularisation, and
Technicum 99 bone scintigraphy showed a relative accu-
mulation of radionucleotide in the proximal tibia.
The patient underwent open biopsy of the tibial lesion

and microscopic histopathological analysis (HE stained
and immunohistochemistry) confirmed an aggressive
chondroblastoma (Figures 3, Figure 4, Figure 5, Figure 6).
The tissue was composed of mononuclear polygon-shaped
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cells with a pink cytoplasm admixed with rare giant cells
and chondroid stroma. The cells varied in both size and
shape, with large nuclei, and were occasionally multinu-
cleated. Up to 2 mitotic figures were present per high-
power field. The cellular elements were separated by a
scanty interstitial chondroid matrix with fine calcification
arranged in a characteristic “chicken wire” pattern (Figures
3 and 4). The tumor cells showed a strong positivity for
vimentin and S-100 protein. Proliferative factor Ki 67 was
also positive in 20% of cells. (Figures 5 and 6).
En-bloc resection of the knee was performed including

the proximal 9 cm of tibia, tibial articular surface, the
proximal fibula, the patella and quadriceps mechanism,
the distal femoral articular surface and 3 cm of diseased
femoral epiphysis. An Ilizarov frame was applied with
one tibial fixation point 13 cm below the resection level
and a second ring below the distal tibial metaphysis; the
rings were each fixed with 3 Kirschner wires. The tibia
was osteotomized between these 2 rings to allow for dis-
tractive proximal bone transport. A single ring was
applied to the femur and was connected to the tibial
rings using threaded rods (Figure 7). The soft tissues in
the front of the knee were repaired in layers. The
patient was allowed to weight-bear in his fixator.

One week after surgery bone transport of the distal
tibia was commenced at a rate of 1 mm per day. Dis-
traction was continued for 136 days, with compression
added every 10th day. There was only a single rest per-
iod of 10 days mid-transport due to peroneal nerve
symptoms. These resolved without any long-term seque-
lae, and were thought to be due to the rate of distrac-
tion. Following docking of the proximal tibia with the
distal femur, the patient had a 229-day consolidation

Figure 1 Radiograph of the affected knee with an osteolytic
lesion in the proximal tibia.

Figure 2 CT scan demonstrating the lesion in the proximal
tibia.
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period to allow for maturation of the regenerate bone
(Figure 8); thus the Ilizarov frame was removed after a
total of 372 days. The patient was then allowed to 50%
partial weight-bear in a protective knee brace gradually
working up to full weight-bearing at 4 months. Despite
cleaning his pin-sites with soap and water every day the
patient developed superficial pin tract infections around
the k-wires on 2 occasions. These settled with a cepha-
losporin antibiotic spray and local dressings.
At 13 years follow-up there are no signs of disease

recurrence or failure at the fusion site. The patient is
able to fully weight bear and stand independently on the
operated leg (Figures 9 and 10).

Discussion
Benign chondroblastomas can often be treated with sim-
ple curettage with or without bone grafting [4,14], or
with other adjuvant therapies including alcohol,
cryotherapy and methylmethacrylate bone cementing
[4,15], however these treatments are associated with
recurrence rates of up to 30% [23], and are thus unac-
ceptable in the more aggressive forms of this disease.
Aggressive disease requires an aggressive manage-

ment strategy, and in cases involving the knee joint the
treatment involves radical joint resection to prevent
local recurrence and metastatic disease [5]. As with
other tumors occurring around the knee, the residual

Figure 3 Low power microscopy demonstrating a cellular
lesion with chondroid stromal production and calcification
assuming a fine linear pattern. (HE stain, 40X)

Figure 4 High power microscopy showing polygonally-shaped
mononuclear chondroblasts with an indistinct cytoplasm, and
nuclei with central longitudinal grooves. Multinucleated giant
cells and mitoses are present. (HE stain, 200×)

Figure 5 Cells showing strong positivity for the S-100 protein.
(S-100 protein, 200×)

Figure 6 Ki 67, proliferative factor is positive in 20% of cells.
(Ki 67, 100X)
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defect can be managed with massive bony allograft or
tumor prostheses following knee excision [13,24-26].
However these options are not always available due to
financial constraints [27], and if the extensor mechan-
ism has also been included in the resection then a
mobile prosthesis is often not possible [28]. The bony
defect can be alternatively managed through arthrod-
esis utilising a variety of internal fixation devices with
bone graft/free fibula graft, or by external fixation in
conjunction with bone transport in order to preserve
limb length [15,21,29-33].
In a series of 8 patients undergoing resection arthrod-

esis for distal femoral giant cell tumors (GCT), success-
ful union and good functional results were achieved in
7 patients for defects measuring 14-17 cm, using dual
free fibular grafts and locked intramedullary nails, over a
mean 14.5 months [33]. Another series achieved good
functional outcomes and 100% union rates using dual
fibular grafts alone following en bloc knee resection for
37 GCTs and 16 osteosarcomas, with defects ranging 9-
24 cm [34]. A further report of 26 patients with primary
bone tumors (including GCT, osteosarcoma and chon-
drosarcoma) underwent tumor resection and successful
knee arthrodesis using autogenous bone graft [15].

Patients undergoing knee arthrodesis are often left
with limb shortening particularly following large resec-
tions, and prior to skeletal maturity, and there are many
advocates for performing simultaneous limb lengthening
surgery [29,35-38]. The Ilizarov technique has been suc-
cessfully utilised with bone transport in a series of 5
proximal tibial GCTs, with a mean defect of 5.7 cm
[38], and in 7 distal femoral tumors with defects ranging
from 8 to 20 cm [37]; others have also successfully used
this technique in non-tumor cases, such as knee
arthrodesis following infected total knee arthroplasty
[39-42].

Figure 7 Intraoperative radiograph following en-bloc bony
resection.

Figure 8 AP radiograph showing bony union at the docking
site.
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We favoured using the Ilizarov method with bone
transport because of its versatility, its ability to provide
excellent stability even with poor bone quality, the ability
for our patient to fully weight-bear in his frame, and the
predicted high rate of bony union [35,36,40-42]. In addi-
tion the technique creates “live” regenerate bone which
we felt was preferable to “dead” allograft or non-vascu-
larised fibular graft. However, aside from being techni-
cally challenging, this technique had the disadavantages
of requiring a large proximal ring around the distal
femur, which made walking awkward, and there was a
prolonged fixation time of 372 days. Our patient also suf-
fered pin tract infections on 2 occasions, which is com-
mon with all external fixation methods [37,40-44].
Though one might assume that a knee arthrodesis is an

inferior treatment following knee joint excision, a compari-
son of patients undergoing knee arthrodesis, constrained
total knee arthroplasty and below knee amputation, found
that patients’ function, walking velocity, efficiency and the
rate of oxygen consumption were similar [21]. Arthrodesis
patients had better limb stability and were able to perform
more physically demanding activities, but had difficulty sit-
ting. Arthroplasty patients had to be more sedentary due to

weakness/instability, but were generally more positive [21].
Another study found that arthroplasty patients had better
physical function scores, though arthrodesis patients had
better mean pain scores and scored higher globally [45].
Our patient continues to do well 13 years following

surgery, without any signs of disease recurrence or fail-
ure at the fusion site. He has no leg-length discrepancy,
is able to fully weight-bear and stand independently on
the operated leg, has no pain symptoms, and works
full-time as a school teacher.

Conclusion
In conclusion, knee arthrodesis with simultaneous limb-
lengthening with an Ilizarov ring fixator is an effective
treatment modality following en-bloc resection of an
aggressive knee chondroblastoma. The technique is versa-
tile, providing excellent stability, an ability to weight bear
in the frame and has a predicatble high rate of bony union.

Consent
Written informed consent was obtained from the patient
for publication of this case report and any accompanying
images. A copy of the written consent is available for
review by the Editor-in-Chief of this journal.

Figure 9 Clinical photograph of the patient after 13 years.

Figure 10 Clinical photograph of the patient after 13 years.

Tomić et al. Journal of Orthopaedic Surgery and Research 2010, 5:47
http://www.josr-online.com/content/5/1/47

Page 5 of 7



Abbreviations
CT: Computed Tomography; HE: Hematoxylin and Eosin stain

Author details
1Special hospital for orthopaedic surgery “Banjica”, Mihajla Avramovica 28,
Belgrade 11000, Serbia. 2Institute for Orthopaedic Surgery and Traumatology,
Clinical Centre for Serbia, Višegradska 26, Belgrade 11000, Serbia. 3Institute
for Pathology, Belgrade School of Medicine, Belgrade 11000, Serbia. 4Institute
for Radiology, Clinical Centre for Serbia, Višegradska 26, Belgrade 11000,
Serbia. 5North London Sports Orthopaedics (NLSO), Department of Trauma
and Orthopaedics, North Middlesex University Hospital, Sterling Way, London
N18 1QX, UK.

Authors’ contributions
ST, AL and MB managed and operated the patient. HDA, AL and MB wrote
the manuscript. ST, JS and ZR assisted with the literature review and
manuscript preparation. All authors have read and approved the final
manuscript

Competing interests
No competing interests or sources of funding declared

Received: 31 January 2010 Accepted: 28 July 2010
Published: 28 July 2010

References
1. Jaffe HL, Lichtenstein L: Benign chondroblastoma of bone. A

reinterpretation of the so-called calcifying or chondromatous giant cell
tumor. Am J Pathol 1942, 18:969-91.

2. Dahlin DC, Ivins JC: Benign chondroblastoma. A study of 125 cases.
Cancer 1972, 30(2):401-13.

3. Schajowicz F, Gallardo H: Epiphyseal chondroblastoma of bone. A clinico-
pathological study of sixty-nine cases. J Bone Joint Surg [Br] 1970,
52(2):205-26.

4. Springfield DS, Capanna R, Gherlinzoni F, Picci P, Campanacci M:
Chondroblastoma. A review of seventy cases. J Bone Joint Surg [Am] 1985,
67(5):748-55.

5. Coleman SS: Benign Chondroblastom with recurrent soft-tissue and
intra-articular lesions. J Bone Joint Surg [Am] 1966, 48(8):1554-60.

6. Kudo T, Okada K, Hirano Y, Sageshima M: Chondroblastoma of a
metacarpal bone mimicking an aneurysmal bone cyst: a case report and
a review of the literature. Tohoku J Exp Med 2001, 194(4):251-7.

7. Azorin D, González-Mediero I, Colmenero I, De Prada I, López-Barea F:
Diaphyseal chondroblastoma in a long bone: first report. Skeletal Radiol
2006, 35(1):49-52.

8. Moorthy RK, Daniel RT, Rajskhekhar V, Chacko G: Skull base
chondroblastoma: a case report. Neurol India 2002, 50(4):534-6.

9. Ozkoc G, Gonlusen G, Ozalay M, Kayaselcuk F, Pourbagher A, Tandogan RN:
Giant chondroblastoma of the scapula with pulmonary metastases.
Skeletal Radiol 2006, 35(1):42-8.

10. Fechner RE, Wilde HD: Chondroblastom in the metaphysis of the femoral
neck, a case report and review of the literature. J Bone Joint Surg [Am]
1974, 56:413-5.

11. Suneja R, Grimer RJ, Belthur M, Jeys L, Carter SR, Tillman RM, Davies AM:
Chondroblastoma of bone: long-term results and functional outcome
after intralesional curettage. J Bone Joint Surg [Br] 2005, 87(7):974-8.

12. Riddell RJ, Louis CJ, Bromberger NA: Pulmonary metastases from
chondroblastoma of the tibia. Report of a case. J Bone Joint Surg [Br]
1973, 55(4):848-53.

13. Accadbled F, Brouchet A, Salmeron F, Darodes P, Cahuzac JP, Sales De
Gauzy J: Recurrent aggressive chondroblastoma: two cases and a review
of the literature. Rev Chir Orthop Reparatrice Appar Mot 2001, 87(7):718-23.

14. Masui F, Ushigome S, Kamitani K, Asanuma K, Fujii K: Chondroblastoma: a
study of 11 cases. Eur J Surg Oncol 2002, 28(8):869-74.

15. Campanacci M, Costa P: Total resection of distal femur or proximal tibia
for bone tumors. Autogenous bone graft and arthrodesis in twenty-six
cases. J Bone Joint Surg [Br] 1979, 61(4):455-63.

16. McLaughlin RE, Sweet DE, Webster T, Merritt WM: Chondroblastoma of the
pelvis suggestive of malignancy. J Bone Joint Surg [Am] 1975, 57(4):549-51.

17. Assor B: Chondroblastoma of the rib. J Bone Joint Surg [Am] 1973,
55:208-10.

18. Neveasier RJ, Wilson JN: Benign chondroblastoma of the finger. J Bone
Joint Surg [Am] 1972, 54:389-92.

19. Ross JA, Dawson EK: Benign chondroblastoma of bone. Report of a case.
J Bone Joint Surg [Br] 1975, 57(1):78-81.

20. Moore TM, Roe JB, Harvey JP Jr: Chondroblastoma of the talus: a case
report. J Bone Joint Surg [Am] 1977, 59(6):830-1.

21. Harris IE, Leff AR, Gitelis S, Simon MA: Function after amputation,
arthrodesis, or arthroplasty for tumors about the knee. J Bone Joint Surg
[Am] 1990, 72(10):1477-85.

22. Kirchhoff C, Buhmann S, Mussack T, Müller-Höcker J, Schmitt-Sody M,
Jansson V, Dürr HR: Aggressive scapular chondroblastoma with
secondary metastasis–a case report and review of literature. Eur J Med
Res 2006, 11(3):128-34.

23. Ramappa AJ, Lee FY, Tang P, Carlson JR, Gebhardt MC, Menkin HJ:
Chondroblastoma of bone. J Bone Joint Surg [Am] 2000, 82:1140-5.

24. Alho A, Karaharju EO, Korkala O, Laasonen EM, Holmstrom T, Muller C:
Allogenic grafts for bone tumor. 21 cases of osteoartricular and
segmental grafts. Acta Orthop Scand 1989, 60(2):143-53.

25. Nakamura S, Kusuzaki K, Murata H, Takeshita H, Hirata M, Hasiguchi S,
Hirasawa Y: Ceramic endoprothesis for aggressive giant cell tumors near
the knee: eight cases followed for more than 10 years. Int Orthop 2001,
25:104-6.

26. Plotz W, Rechl H, Burgkart R, Messmer C, Schelter R, Hipp E, Gradinger R:
Limb salvage with tumor endoprostheses for malignant tumors of the
knee. Clin Orthop 2002, 405:207-15.

27. Shalaby S, Shalaby H, Bassiony A: Limb salvage for osteosarcoma of the
distal tibia with resection arthrodesis, autogenous fibular graft and
llizarov external fixator. J Bone Joint Surg [Br] 2006, 88(12):1642-6.

28. Capanna R, Morris HG, Campanacci D, Del Ben M, Campanacci M: Modular
uncemented prosthetic reconstruction after resection of tumors of the
distal femur. J Bone Joint Surg [Br] 1994, 76(2):178-86.

29. Canadel J, Forriol F, Cara JA: Removal of metaphyseal bone tumors with
preservation of the epiphysis. Physeal distraction before excision. J Bone
Joint Surg [Br] 1994, 76(1):127-32.

30. Enneking WF, Shirley PD: Resection-arthrodesis for malignant and
potentially malignant lesions about the knee using an intramedullary
rod and local bone grafts. J Bone Joint Surg [Am] 1977, 59(2):223-36.

31. Canadell J, San-Julian M, Cara J, Forriol F: External fixation in tumour
pathology. Int Orthop 1998, 22(2):126-30.

32. Conway JD: Arthrodesis of the knee using biplanar external fixation.,
Read at the Annual Meeting of the Limb Lengthening and Reconstruction
Society; 2003 July 25-27; Boston, MA.

33. Bassiony AA, Abdelrahman M, Abdelhady A, Assal MK: Resection
arthrodesis for the management of aggressive giant cell tumor of the
distal femur. Indian J Orthop 2009, 43(1):67-71.

34. Yadav SS: Dual-fibular grafting for massive bone gaps in the lower
extremity. J Bone Joint Surg [Am] 1990, 72(4):486-94.

35. Behr JT, Chmell SJ, Schwartz CM: Knee arthrodesis for failed total knee
arthroplasty. Arch Surg 1985, 120(3):350-4.

36. Brodersen MP, Fitzgerald RH Jr, Peterson LF, Coventry MB, Bryan RS:
Arthrodesis of the knee following failed total knee arthroplasty. J Bone
Joint Surg [Am] 1979, 61(2):181-5.

37. Kapukaya A, Subasi M, Kandiya E, Ozates M, Yilmaz F: Limb reconstruction
with the callus distraction method after bone tumor resection. Arch
Orthop Trauma Surg 2000, 120(3-4):215-8.

38. Tsuchiya H, Tomita K, Shinokawa Y, Minematsu K, Katsuo S, Taki J: The
llizarov method in the management of giant-cell tumours of the
proximal tibia. J Bone Joint Surg [Br] 1996, 78(2):264-9.

39. Rozbruch SR, Ilizarov S, Blyakher A: Knee arthrodesis with simultaneous
lengthening using the Ilizarov method. J Orthop Trauma 2005,
19(3):171-9.

40. Manzotti A, Pullen C, Deromedis B, Catagni MA: Knee arthrodesis after
infected total knee arthroplasty using the Ilizarov method. Clin Orthop
2001, 389:143-9.

41. David R, Shtarker H, Horesh Z, Tsur A, Soudry M: Arthrodesis with the
Ilizarov device after failed knee arthroplasty. Orthopedics 2001, 24(1):33-6.

Tomić et al. Journal of Orthopaedic Surgery and Research 2010, 5:47
http://www.josr-online.com/content/5/1/47

Page 6 of 7

http://www.ncbi.nlm.nih.gov/pubmed/19970672?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19970672?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19970672?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5051664?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5445403?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5445403?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3997927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5955645?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/5955645?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11725841?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11725841?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11725841?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16010594?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12577121?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12577121?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16007463?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4452700?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4452700?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15972914?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15972914?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4766191?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4766191?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11845076?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11845076?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12477480?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12477480?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/227909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/227909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/227909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1141269?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1141269?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4691660?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/4651267?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1117026?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/908710?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/908710?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2254355?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2254355?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16751114?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16751114?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10954104?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2658466?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2658466?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11409446?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11409446?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12461376?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12461376?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17159179?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17159179?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17159179?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8113272?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8113272?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8113272?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8300655?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8300655?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/191462?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/191462?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/191462?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9651780?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9651780?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19753183?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19753183?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19753183?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2324134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2324134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3970670?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3970670?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/422603?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10738888?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10738888?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8666639?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8666639?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8666639?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15758670?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15758670?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11501802?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11501802?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11199348?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11199348?dopt=Abstract


42. Oostenbroek HJ, van Roermund PM: Arthrodesis of the knee after an
infected arthroplasty using the Ilizarov method. J Bone Joint Surg [Br]
2001, 83(1):50-4.

43. VanRyn JS, Verebelyi DM: One-stage debridement and knee fusion for
infected total knee arthroplasty using the hybrid frame. J Arthroplasty
2002, 17(1):129-34.

44. Garberina MJ, Fitch RD, Hoffmann ED, Hardaker WT, Vail TP, Scully SP: Knee
arthrodesis with circular external fixation. Clin Orthop Relat Res 2001,
382:168-78.

45. Benson ER, Resine ST, Lewis CG: Functional outcome of arthrodesis for
failed total knee arthroplasty. Orthopedics 1998, 21(8):875-9.

doi:10.1186/1749-799X-5-47
Cite this article as: Tomić et al.: An aggressive chondroblastoma of the
knee treated with resection arthrodesis and limb lengthening using the
Ilizarov technique. Journal of Orthopaedic Surgery and Research 2010 5:47.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Tomić et al. Journal of Orthopaedic Surgery and Research 2010, 5:47
http://www.josr-online.com/content/5/1/47

Page 7 of 7

http://www.ncbi.nlm.nih.gov/pubmed/11245538?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11245538?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11805940?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11805940?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11153984?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11153984?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9731669?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9731669?dopt=Abstract

	Abstract
	Background
	Case Presentation
	Discussion
	Conclusion
	Consent
	Author details
	Authors' contributions
	Competing interests
	References

