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Osteoid Osteoma of Elbow
Two Case Reports and Review of Literature
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ABSTRACT

Although osteoid osteoma is a relatively common lesion, it rarely occurs at elbow.

We report two cases of osteoid osteoma of elbow in trochlea. Diagnosis was delayed because of non-specific clinical and ra-
diological features. The two patients suffered from flexion contracture of elbow due to synovitis, while at the same time, pro-
nation and supination remained normal. Only one of the patients complained of specific nocturnal pain. Both patients had la-
tencies between the onset of symptoms and the appearance of radiological signs. Open surgical excision of the nidus resulted
in complete relief and motion recovery in both cases. Diagnostic difficulties and treatment options are discussed below.
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steoid osteoma of long bones was first

described as a clinical and pathological en-

tity by jaffe in 1935, It is usually found on
diaphysis of the femur and the tibia but the tumor
has been reported in almost every long bone'. Its
incidence is two to three times higher in men, most
commonly in 10-30 year age group® and is rare over
40 years’. Patients complain of increasing pain in the
affected area. Typically, the pain is worse at night
and is relieved by salicylates especially aspirin’**".
In the radiographic image, the nidus appears as a
small radiolucent area within an extensive reactive
dense sclerotic bone"".

In 1947, Sherman™'" isolated cases of articular
osteoid osteoma and observed that their clinical and
radiological presentations differed from cases with
lesions on the cortex. In articular lesions, synovitis
may be severe and the patient may complain of stiff-
ness, resulting in delay in diagnosis or even misdiag-
nosis'.

The literature contains only a few intra-articular
cases of osteoid osteoma and only in a small num-
ber of them elbow was involved"'*'*.

We report two cases of distal humerus intra-
articular osteoid osteoma (in trochlea), which were

wrongly diagnosed as other diseases such as arthri-
tis, infection and trauma. This may be due to un-
usual presentation in cases with elbow involvement
compared to other locations.

Case History

Case 1: A 16-year-old girl who suffered from left
elbow pain since 4 years before, referred to our
clinic. The patient had suffered constant pain during
day with slight exacerbation at night. The pain
gradually increased over time. She had a flexion con-
tracture of about 20° and the elbow range of motion
decreased to about 40°. Supination-pronation of
forearm was normal. The patient experienced partial
relief after using NSAIDg. During this period she
was managed conservatively for different, diagnoses
like chronic synovitis, trauma and etc. Applying
whole body bone scan and right elbow CT scan,
following a normal simple X-Ray, osteoid osteoma
of trochlea was discovered. The tumor was excised
with a transolecranon approach. Immediately after
surgery, pain relieved and elbow range of motion
restored to normal several months after surgery
(tigures 1 & 2).
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Case 2: A 19-year-old man who had suffered from
right elbow pain since 1.5 years earlier, referred to
our clinic. The patient had constant diurnal and noc-
turnal pain, which had progressively increased over
time. He had no local tenderness, and had normal
elbow flexion but a lag of extension of about 40°
and normal forearm supination and pronation. Since
the pain had crippled the patient, he had already un-
dergone elbow surgery in another surgical center.
Unfortunately, we were not able to find any infor-
mation about that procedure and however the pa-
tient's pain had persisted even after that operation.
His pain relieved only by aspirin. After a whole
body bone scan and right elbow CT scan, we found
a right trochelar osteoid osteoma which was then
completely excised using transolecranon approach.
The patient became symptom-free afterwards. Only
a 30 ? lag of right elbow extension remained after
the procedure (Figures 3, 4).

Discussion

Intraarticular osteoid osteoma has rarely been de-
scribed in literature', and there are only a few re-
ports on elbow joint involvement"*'*'%, When this
benign tumor is situated in the elbow, the preferen-
tial location is the humeral lower epiphysis"”'", and
particularly olecranon fossa as in the two cases pre-
sented above. The diagnosis of elbow osteoid os-
teoma is frequently delayed® . Different types of
osteoid osteoma namely cancellous, cortical, subpe-
riostal or intraarticular’ have by now been de-
scribed’: In our two cases, osteoid osteoma was
cancellous beneath the articular surface of trochlea
of humerus. The presence of intraarticular osteoid
osteoma provokes specific physiopathological and
clinical concerns. The most significant consequence
is the induced synovitis responsible for osteoarthri-
tis as first suspected by Sherman'. This synovitis has
already been described as lymphofollicular and
pseudorheumatoid"'”. Tt could be due to a mediated
reaction of the synovial immune T-cell or to an in-
traarticular osteoid osteoma"'”. Large amount of
prostaglandin E, and prostacyclin were found di-
rectly in the tissue of nidus’. Progressive stiffness of
the joint will consequently appear. A flexion con-
tracture of elbow is common, especially in cases of
delayed diagnosis and in patients who had had a
previous diagnostic arthrotomy®. The contracture is
expected to resolve gradually in most cases follow-
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ing excision of osteoid osteoma’. This affects the
humero-ulnar compartment™'* when osteoid os-
teoma is located in distal humerus, or the proximal
radioulnar joint or when the osteoid osteoma is ei-
ther in the radial head' or in the ulnar small sigmoid
surface”"”’. Therefore, the pain can be diurnal and
mechanical because of the synovitis and still associ-
ated with a typical nocturnal pain'. Moreover, syno-
vitis slowly leads to cartilage destruction, which
causes a definitive osteoarthritis' when the diagnosis
is delayed.

Most authors™'’ have emphasized on the delayed
diagnosis of intraarticular humero-ulnar osteoid os-
teoma (like our two cases). However, clinical and
image observation can enable an earlier diagnosis.
The clinical presentation is a non-specific joint dis-
ease with a variable degree of pain, swelling, muscle
atrophy, and inconstant sensitivity to salicylates. The
most significant clinical sign is the location of stiff-
ness. When osteoid osteoma is located in the distal
part of humerus, pronation and supination remain
normal, while flexion and extension progressively
decrease. This is especially found in cases of delayed
diagnosis. This characteristic feature may be noted
in all cases of distal humerus"”. Standard X rays
may reveal bone condensation near the nidus on
distal humerus, however Cronmeyer et al' described
subperiosteal bone formation in all adjacent bones.
Usually a diffused increase in isotope uptake can be
observed in adjacent bones. CT scan is the best im-
aging modality to show nidus' but a subperiosteal
nidus can be small and misdiagnosed. MRI may
then provide additional signs like bone edema near
the nidus"?, effusion and synovitis in adjacent joint.
Generally MRI has little role in making the diagnosis’.

The indicated treatment is enblock excision of
nidus'. Medical treatment (NSAIDg medication)
may be successful in controlling the symptoms until
spontaneous resolution of lesion occurs®”, though
this may take several years. In our two cases, we
performed open surgical excision.

Pain relief is usually dramatic and permanent fol-
lowing complete excision of lesion®. Nevertheless,
other operative techniques such as CT-guided exci-
sion or thermal ablation may be considered. If exci-
sion of nidus is performed in time, the full range of
motion may recover after surgery'.

In conclusion, osteoid osteoma of the elbow may
easily be missed unless kept in mind.
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Figure 2. Coronal CT scan of elbow (the first case)
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Figure 4. Axial CT.Scan of elbow (the second case)
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