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Abstract 

Osteoid osteoma is a benign bone forming tumor of the growing skeleton that is most often seen in young 
men. It represents by pain and radiologic appearance of anidus surrounded by osteosclerosisthat occurs 
mostly in long bones of the lower extremity. Occurrence of this tumor in the hand is an uncommon condition. 
We present a 23-year-old man with an osteoid osteoma in the proximal phalanx of the right index finger. The 
radiological examination showed a lytic lesion with irregular border with a central sclerotic nidus and also 
sclerotic changes around the lytic lesion and bone expansion in the proximal phalanx of the right index finger. 
He was suffering from a history of pain and swelling of his finger since 8 months. The pain disappeared after 
surgical excision of nidus. The patient was pain-free and there was no evidence of recurrence at 15 months 
follow up. 
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1. Introduction 

Osteoid osteoma is a benign osteoblastic tumor first de-
scribed by Jaffe in 1835. It accounts for about 11% of 
benign tumors and 3% of all primary bone tumors with 
6% to 13% of all cases occurring in the hand [1]. This 
tumor usually affects children, adolescents and young 
adults, but 90% of cases occur in patients younger than 
25 years old. Male-female ratio for osteoid osteoma is 
2:1. Pain, worse at night and relieved by oral non-ster-
oidal anti-inflammatory medications is the most typical 
symptom [2]. This tumor is most frequently seen in the 
metaphysis or diaphysis of long bones with half the cases 
involving the femur or tibia but it can affect the posterior 
element of the spine (10%), hands or feet (12%) [2]. Ra-
diograph of the affected long bone shows a lucent area 
less than 1.5 cm in diameter called nidus surrounded by a 
zone of reactive bone formation in the cortical or me-
dullary canal [3]. Osteoid osteomas of the hand areun-
common, most commonly seen in the phalanges, and 
often result in atypical clinical and radiologic findings. 
So, long delay in diagnosis is common since clinical 
findings may mimic a variety of diseases in differential 
diagnosis. 

2. Case History 

A 23 years old man was referred with a history of pain at 
proximal phalanx of index finger of his right hand since 
8 months. No previous trauma was mentioned. He re-
ported mild pain which progressively increased at night 
and responded partially with analgesic drugs. He had 
been treated with antibiotic as a case of infection, but the 
pain was unrelieved. Physical examination revealed ten-
derness and swelling at proximal phalanx of index finger. 
Some limitation in PIP joint was noted. The radiological 
examination showed a lytic lesion with irregular border 
with a central sclerotic nidus and also sclerotic changes 
around the lytic lesion and bone expansion in the proxi-
mal phalanx of the right index finger (Figure 1) and CT 
scan of fingers revealed a sclerotic expansile lesion in the 
proximal phalanx of the right index finger (Figure 2). 

General condition and blood examination was normal. 
The patient underwent surgery under general anesthesia. 
Using a dorsolateral approach the cortex of proximal 
phalanx was opened and a soft reddish mass with central 
lesion was resected with a curette and sent for histopa-
thologic examination. After high speed burr of the lesion 
the resulting bone defect was filled with autogenouscan-  
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Figure 1. Anteroposterior radiograph of the right hand. 
The radiological examination showed a lytic lesion (arrow 
head) with irregular border with a central sclerotic nidus 
and also sclerotic changes around the lytic lesion and bone 
expansion in the proximal phalanx of the right index finger. 
 

 

Figure 2. CT scan of fingers revealed a sclerotic expansile 
lesion (arrow head) in the proximal phalanx of the right 
index finger. 
 
celous bone graft taken from theiliac crest. Histopa-
thologic study revealed irregular trabeculae, immature 
osteoid, vascular connective tissue consisting of osteoid 
osteoma diagnosis. The pain was decreased in first day 
post operation and complete relief of pain was reported 

at one week after surgery. At final follow up 15 month-
spost-surgery the patient was pain free with no sign of 
recurrence. 

3. Discussion 

Occurrence of osteoid osteoma in the hand is unusual 
and in order of frequency, proximal, distal and middle 
phalanx are the most frequent site. Diagnosis is based on 
clinical and plain radiography, in particular when the 
tumor occurs in its frequent site of proximal femur or 
tibia which has characteristic radiologic findings. Al-
though the manifestations of osteoid osteoma in a typical 
patient are usually diagnostic, those occurring in pha-
langes of the handare frequently misdiagnosed [4,5]. This 
is partly because of their rarity in the hand and atypical 
manifestations [6].Plain radiography is usually sufficient 
to make the diagnosis but CT scan is the best modality to 
identify nidus and confirm the correct diagnosis [3,6]. 
Bone scans though nonspecific, can show a hot spot be-
cause of vascular character of this tumor. Meng et al. 
reported the most common appearance of osteoid os-
teoma of the hand is of an eccentric lesion with soft-tis- 
sue swelling and a relative absence of sclerosis, suggest-
ing osteomyelitis [6]. Most of the hand osteoid osteoma-
sare diagnosed late because of atypical radiologic or 
clinical findings. This tumor may be misdiagnosed with 
conditions such as subacute osteomelitis, Brodie’s ab-
scess, tuberculosis, tenosynovitis. Patients with osteoid 
osteomain the small bones of hand may present without 
pain or without anidus or bone forming reaction and this 
is the reason for delay in diagnosis. Although this tumor 
may regress spontaneously after a long time, but surgery 
is usually indicated in symptomatic patients not respon-
sive to medical treatment. A variety of treatment options 
including medication, wide excision of the nidus and 
curettage of the lesion, CT-guided core drill excision, 
radionuclide-guided excision, percutaneous radiofre-
quency ablation, injection of ethanol, or interstitial laser 
photocoagulation (ILP) have been used for this tumor 
[3,7-11]. Percutaneous CT-guided ablations with laser or 
radiofrequency have now widely replaced surgery as the 
treatment of choice for osteoid osteoma. However, sur-
gical excision still plays a major role for the lesions in 
the hands and feet owing to the close relationship of the 
small bones with the neurovascular structures [12,13]. 

4. Conclusions 

In patients with pain, swelling and abnormal radio-
graphic findings in the hand, osteoid osteoma should be 
considered in the differential diagnosis. Surgery is still 
the treatment of choice for phalangeal osteoid osteoma 
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because of their close relationship with the neurovascular 
structures. 
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