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acuity of right eye 1/60 and left 6/9, perimetry 
shows temporal field defect: Right >left. Fundus 
examination reveals pallor of disc in both eyes. 
Intraocular pressure of both eyes was 20 mm of 
Hg. His hormonal level was serum cortisol 
10µg/dl, FT3 3.6 pg/ml, FT4 1 ng/dl and serum 
prolactin 3.9 ng/ml. MRI examination of brain 
and peroperatively,  a sellar, supra sellar and 
parasellar mass Grade D and E infiltrating the left 
cavernous sinus was seen. Transnasal 
transsphenoidal tumour decompression was done 
and tissue was sent for histopathology. 
Microscopically, the tumour tissue shows 
proliferation of uniform polygonal cells with 
round nuclei arranged in nests, trabeculae and 
sinusoidal pattern. In focal area, these cells show 
moderate pleomorphism with increased mitosis 
(Fig.1). Immunohistochemistry reveal strong 
positivity for P53 and a diagnosis of atypical 
pituitary adenoma was made.

Discussion
The aim of the current study was to present a case 
with clinical, imaging, and histopathological 
characteristics satisfying the 2004 WHO criteria 
for atypical pituitary adenomas.3 

Adenomas deriving from adenohypophyseal 
parenchymal cells are classified as typical 
adenomas or atypical adenomas. In very rare 
cases, they represent pituitary carcinomas 
(0.12%) of all cases. 
Diagnostic criteria (2004 WHO classification) of 
atypical adenomas include elevated MIB-1 
proliferative index (3%), excess p53 
immunoreactivity, increased mitotic activity, and 
pleomorphism. Although each of these factors 
has been independently associated with more 
aggressive and invasive neoplastic lesion, the 
accuracy of these diagnostic features taken 
collectively has not been assessed to date, 
particularly in regard to degree of surrounding 
invasion and tumor recurrence rates.3

Atypical adenomas were found to have a poorer 
prognosis due to decreased operability by a 
higher degree of invasiveness, larger size, and 
accelerated growth.4

It differs from pituitary carcinoma only in the 
lack of metastases.4

Expression of p53 has been shown to correlate 
with the aggressiveness of pituitary adenomas 
and numerous other neoplastic lesions in selected 
studies. Another study by Thapar et al. Analyzed 
p53 expression in pituitary adenomas and 
carcinomas, reporting the proportion p53 in 
noninvasive adenomas, invasive adenomas, and 
carcinomas to be 0%, 15.2%, and 100%, 
respectively.5

In 2007, Saeger et al. reported their series of 4122 
cases from the German Pituitary Tumour 
Registry. In 2005, this registry reported 12 of 451 
cases of atypical pituitary tumors for an overall 
incidence of 2.7%.2

In a study by Scheithauer et al., which had 
available follow up on 78 patients with 

adenomas, the criteria for atypical lesions were 
met in 6 cases (14.7%), of which 5 were recurrent 
tumours.6

In a large study comprising 121 cases of pituitary 
adenoma, Zada G and colleagues found that 15% 
of the tumour met the WHO criteria for atypical 
adenoma. These cases has mean age of fifth 
decades, a feature similar to other cases studied 
in large numbers.7

The prognosis of atypical pituitary adenoma is 
generally poor, although patients with long-term 
survival have been described. Due to the small 
number of cases, comparative studies of different 
treatment options are lacking.8
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Introduction
Osteoid osteoma is a benign osteoblastic tumor 
that Bergstrand first described in 1930.  Jaffe 
described it in 1935 and was the first to 
recognize it as a unique entity. It is characterized 
by nocturnal pain and local tenderness. Osteoid 
osteoma is a benign disease process of bone that 
usually affects children, adolescents, and young 
adults with the majority of patients being 
between the ages of 10 and 25 years.1 It is the 
third most common benign tumor, comprising 
12% of benign tumors and 3% of all tumors, and 
has a male to female ratio of 2:1.2  Pain, worse at 
night and relieved by oral non-steroidal 
anti-inflammatory medications is the most 
typical symptom.3 Since osteoid osteoma is a 
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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 a nidus surrounded by 
osteosclerosis that occurs mostly in long bones of the lower extremity. Occurrence of this tumor in 
the hand is an uncommon condition. A 35 year old right-hand-dominant man presented to our 
orthopedic and trauma OPD with an approximately 2 year history of right middle finger pain 
without any history of trauma. He consulted previously with a local doctor and had undergone x- 
ray of the hand with no definitive diagnosis. Computed tomography at our institution was 
consistent with the diagnosis of osteoid osteoma. The patient was treated with surgical excision of 
the lesion without bone grafting. The diagnosis of osteoid osteoma was confirmed by 
histopathology. Follow up visit showed complete resolution of pain. In this case demonstrating 
that osteoid osteoma is an important differential diagnosis in patients with finger pain.
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vascular tumor, substances that cause 
vasodilatation, such as alcohol, may precipitate 
acute pain.

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%).3  Radiograph 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 
medullary canal.4 Osteoid osteomas of the hand 
are uncommon, 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.

Case Report
A 33 year-old right hand dominant man presented 
to Orthopedic and Trauma OPD with pain in the 
middle finger of right hand for about 2 years. 
There is no history of trauma to the area. The pain 
had progressively increased in severity for the 
last couple of months and became unbearable 
especially at night. However, it usually relieved 
with oral NSAID. At the time of presentation, 
there was restricted movement of the affected 
finger. Radiographs done at the local area 
reported as normal. Physical examination 

demonstrated slight swelling and tenderness on 
the ulnar aspect of the proximal phalanx of the 
right middle finger. There was no erythema or 
induration. Neurovascular exam of the left upper 
extremity was normal.

He was ordered computed tomography (CT) scan 
of the right hand. This showed a focal lucent 
lesion at the ulnar aspect near the head of the 
proximal phalanx. The lesion measured 5.2 to 6.5 
mm in diameter with no periosteal bone 
formation. A central nidus was present and 
surrounding sclerosis in the adjacent bone (Fig 
1). These features are in consistence of an osteoid 
osteoma. 
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mimic a variety of diseases in differential 
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Case Report
A 33 year-old right hand dominant man presented 
to Orthopedic and Trauma OPD with pain in the 
middle finger of right hand for about 2 years. 
There is no history of trauma to the area. The pain 
had progressively increased in severity for the 
last couple of months and became unbearable 
especially at night. However, it usually relieved 
with oral NSAID. At the time of presentation, 
there was restricted movement of the affected 
finger. Radiographs done at the local area 
reported as normal. Physical examination 

demonstrated slight swelling and tenderness on 
the ulnar aspect of the proximal phalanx of the 
right middle finger. There was no erythema or 
induration. Neurovascular exam of the left upper 
extremity was normal.

He was ordered computed tomography (CT) scan 
of the right hand. This showed a focal lucent 
lesion at the ulnar aspect near the head of the 
proximal phalanx. The lesion measured 5.2 to 6.5 
mm in diameter with no periosteal bone 
formation. A central nidus was present and 
surrounding sclerosis in the adjacent bone (Fig 
1). These features are in consistence of an osteoid 
osteoma. 

General condition and blood examination was 
normal. After a discussion with the patient and by 
consideration of his persistent pain and difficulty, 
it was decided to admit the patient and proceed 
with surgery. 

The lesion was approached dorsally and exposed 
the pathology.  Drill hole was made at the site of 
nidus and curettage was done. Tissue was sent for 
histopathology. Histopathology examination 
confirmed it as being an osteoid osteoma. 
The patient was discharged the following day in a 
stable hemodynamic condition. 
On follow up visit, the patient had no obvious 
pain which he was experiencing before the 
surgery. 

Discussion
Occurrence of osteoid osteoma in the hand is 
unusual and in order of frequency, proximal, 
distal and middle phalanx is the most frequent 
site. Therefore, patients with this entity are often 
resumed to have other disorders more common to 
the region, delaying accurate diagnosis for an 
extended period of time. While the patient 
mentioned above did demonstrate the classic 
symptoms of osteoid osteoma, namely localized 
pain that is worse at night and relieved by 
NSAIDs, there have been reports of other 
patients with this bone lesion in the hand that had 
atypical symptoms. These include vague, diffuse 
as opposed to localized pain, fusiform as opposed 
to localized swelling of the digit, and decreased 
range of motion with periarticular lesions.5 Other 
authors have also reported presentations of 
profuse digital tip perspiration and intense 
autonomic phenomena, which may mimic 
peripheral nerve compression or reflex 
sympathetic dystrophy.6

Fig.1: CT scan of hand in (a) coronal and (b) sagittal plan demonstrate focal lytic area with 
sclerotic dot at the ulnar aspect of proximal phalanx near head (white arrow in a), associated 
surrounding sclerosis. The epicenter of the lesion could be periosteal. No periosteal new bone 
formation. Fusiform soft tissue swelling at the proximal phalanx noted.

Meng et al. reported the most common 
appearance of osteoid osteoma of the hand is of 
an eccentric lesion with soft tissue swelling and a 
relative absence of sclerosis, suggesting 
osteomyelitis.7 Most of the hand osteoid osteoma 
is diagnosed late because of atypical radiologic 
or clinical findings. This tumor may be 
misdiagnosed with conditions such as subacute 
osteomelitis, Brodie’s abscess, tuberculosis, 
tenosynovitis. 

Osteoid osteomas produce excrutiating pain that 
is disproportionate to their size; there are two 
postulated reasons for this. Within the nidus, 
nerve fibers are intimately associated with the 
blood vessels, and these fibers are larger and 
more numerous in the reactive zone. An excess of 
cyclooxygenases and prostoglandins within the 
lesion leads to vasodilation and also decreased 
nociceptive threshold of nerve endings resulting 
in sensations of pain.8 With the pharmacologic 
decrease in prostaglandin production, NSAIDs 
often provide predictable pain relief. 

Patients with osteoid osteoma in the small bones 
of hand may present without pain or without a 
nidus 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 responsive 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 radiofrequency ablation, injection 
of ethanol or interstitial laser photocoagulation 
(ILP) have been used for this tumor.4,5  
Percutaneous CT-guided ablations with laser or 

radiofrequency have now widely replaced 
surgery as the treatment of choice for osteoid 
osteoma. However, surgical 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.8

Conclusion
Osteoid osteoma should always be considered in 
cases with phalangeal pain especially if the pain 
is worse at night time and subsides with 
NSAIDS. Computed tomography not only has 
the highest specificity but also allows for 
accurate preoperative planning. 

References
1. Johnson T, Steinbach L. Essentials of musculoskeletal 
imaging. 1st ed. Illinois: American Academy of Orthopedic 
Surgeons; 2004.
2. Mirra J, Picci P, Gold R. Bone tumors: clinical, 
radiologic, and pathologic correlations. 2nd ed. 
Philadelphia: Lea and Febige;1989.
3. Galdi B, Capo JT, Nourbakhsh A, Patterson F. Osteoid 
osteoma of the thumb: a case report. Hand. 2010;5:423-26.
4. Heck RK. Benign bone tumors and non  neoplastic 
condition simulation bone tumors. Terrycanale S, Beaty 
JH. Eds. Campbell’s Operative Orthopedics, Mosby, 
Philadelphia. 2008: 855-57.
5. Levy Y, Rosenheck S, Greiff M, Torok G. Osteoid 
osteoma of the distal phalanx of the thumb. Acta Orthop 
Scand. 1979;50:667–69.
6. Nakatsuchi Y, Sugimoto Y, Nakano M. Osteoid osteoma 
of the terminal phalanx. J Hand Surg Br. 1984;9:201–3.
7. Meng Q, Watt L. Phalangeal Osteoid Osteoma. BJR. 
1989;62:321-25.
8. Mungo DV, Zhang X, O'Keefe RJ, Rosier RN, Puzas JE, 
Schwarz EM. COX-1 and COX-2 expression in osteoid 
osteomas. J Orthop Res. 2002;20:159–62.



71Pulse Volume 8 2015

A Phalangeal Osteoid Osteoma: A Case Report

acuity of right eye 1/60 and left 6/9, perimetry 
shows temporal field defect: Right >left. Fundus 
examination reveals pallor of disc in both eyes. 
Intraocular pressure of both eyes was 20 mm of 
Hg. His hormonal level was serum cortisol 
10µg/dl, FT3 3.6 pg/ml, FT4 1 ng/dl and serum 
prolactin 3.9 ng/ml. MRI examination of brain 
and peroperatively,  a sellar, supra sellar and 
parasellar mass Grade D and E infiltrating the left 
cavernous sinus was seen. Transnasal 
transsphenoidal tumour decompression was done 
and tissue was sent for histopathology. 
Microscopically, the tumour tissue shows 
proliferation of uniform polygonal cells with 
round nuclei arranged in nests, trabeculae and 
sinusoidal pattern. In focal area, these cells show 
moderate pleomorphism with increased mitosis 
(Fig.1). Immunohistochemistry reveal strong 
positivity for P53 and a diagnosis of atypical 
pituitary adenoma was made.

Discussion
The aim of the current study was to present a case 
with clinical, imaging, and histopathological 
characteristics satisfying the 2004 WHO criteria 
for atypical pituitary adenomas.3 

Adenomas deriving from adenohypophyseal 
parenchymal cells are classified as typical 
adenomas or atypical adenomas. In very rare 
cases, they represent pituitary carcinomas 
(0.12%) of all cases. 
Diagnostic criteria (2004 WHO classification) of 
atypical adenomas include elevated MIB-1 
proliferative index (3%), excess p53 
immunoreactivity, increased mitotic activity, and 
pleomorphism. Although each of these factors 
has been independently associated with more 
aggressive and invasive neoplastic lesion, the 
accuracy of these diagnostic features taken 
collectively has not been assessed to date, 
particularly in regard to degree of surrounding 
invasion and tumor recurrence rates.3

Atypical adenomas were found to have a poorer 
prognosis due to decreased operability by a 
higher degree of invasiveness, larger size, and 
accelerated growth.4

It differs from pituitary carcinoma only in the 
lack of metastases.4

Expression of p53 has been shown to correlate 
with the aggressiveness of pituitary adenomas 
and numerous other neoplastic lesions in selected 
studies. Another study by Thapar et al. Analyzed 
p53 expression in pituitary adenomas and 
carcinomas, reporting the proportion p53 in 
noninvasive adenomas, invasive adenomas, and 
carcinomas to be 0%, 15.2%, and 100%, 
respectively.5

In 2007, Saeger et al. reported their series of 4122 
cases from the German Pituitary Tumour 
Registry. In 2005, this registry reported 12 of 451 
cases of atypical pituitary tumors for an overall 
incidence of 2.7%.2

In a study by Scheithauer et al., which had 
available follow up on 78 patients with 

 

 

 

adenomas, the criteria for atypical lesions were 
met in 6 cases (14.7%), of which 5 were recurrent 
tumours.6

In a large study comprising 121 cases of pituitary 
adenoma, Zada G and colleagues found that 15% 
of the tumour met the WHO criteria for atypical 
adenoma. These cases has mean age of fifth 
decades, a feature similar to other cases studied 
in large numbers.7

The prognosis of atypical pituitary adenoma is 
generally poor, although patients with long-term 
survival have been described. Due to the small 
number of cases, comparative studies of different 
treatment options are lacking.8

Reference
1. Lopes MBS. Tumors of the pituitary gland. In Fletcher 
CDM, editor. Diagnostic Histopathology of Tumours, 4th 
edition. Newyork:ELSEVIER;2013. p l146-76
2. Saeger W, Ludecke DK, Buchfelder M, Fahlbusch R, 
Quabbe HJ, Petersenn S. Pathohistological classification 
of pituitary tumors: 10 years of experience with the 

Introduction
Osteoid osteoma is a benign osteoblastic tumor 
that Bergstrand first described in 1930.  Jaffe 
described it in 1935 and was the first to 
recognize it as a unique entity. It is characterized 
by nocturnal pain and local tenderness. Osteoid 
osteoma is a benign disease process of bone that 
usually affects children, adolescents, and young 
adults with the majority of patients being 
between the ages of 10 and 25 years.1 It is the 
third most common benign tumor, comprising 
12% of benign tumors and 3% of all tumors, and 
has a male to female ratio of 2:1.2  Pain, worse at 
night and relieved by oral non-steroidal 
anti-inflammatory medications is the most 
typical symptom.3 Since osteoid osteoma is a 

German Pituitary Tumour Registry. Eur J Endocrinol. 
2007;156 : 203-216. 
3. Delellis R, Lloyd RV, Heitz P, Eng C (eds): World 
Health Organization Classification of Tumours: Tumours 
of Endocrine Organs, Lyon: IARC Press, 2004.
4. Lloyed RJ, Kovacs K, Young WF, Farrell WE, Asa SL, 
Trouillas J. Tumours of the pituitary gland. In DeLellis 
RA, Lloyed RV, Heitz P, editors. Tumours of Endocrine 
Organs. Lyon:IARC Press;2004. p. 9-48.
5. Thapar K, Scheithauer BW, Kovacs K, Pericone PJ, 
Laws ER Jr. P53 expression in pituitary adenomas and 
carcinomas: correlation with invasiveness and tumor 
growth fractions. Neurosurgery.1996;38:765-71.
6. Scheithauer BW, Gaffey TA, Lloyd RV, SeboTJ, 
KovacsKT, Horvath E. Pathobiology of pituitary 
adenomas and carcinomas. Neurosurgery. 
2006;59:341-53.
7. Zada G, Woodmansee WW, Ramkissoon SR, Amadioj, 
Nose V, Laws ER. Atypical pituitary adenomas. 
Incidence, clinical characteristics and implications. J of 
Neuosurg. 2010;24:1-9. 
8. Pernicone PJ & Scheithauer BW. Invasive pituitary 
adenoma and pituitary carcinoma. In Diagnosis and 
Management Pituitary Tumours. p. 369-86.

vascular tumor, substances that cause 
vasodilatation, such as alcohol, may precipitate 
acute pain.

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%).3  Radiograph 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 
medullary canal.4 Osteoid osteomas of the hand 
are uncommon, 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.

Case Report
A 33 year-old right hand dominant man presented 
to Orthopedic and Trauma OPD with pain in the 
middle finger of right hand for about 2 years. 
There is no history of trauma to the area. The pain 
had progressively increased in severity for the 
last couple of months and became unbearable 
especially at night. However, it usually relieved 
with oral NSAID. At the time of presentation, 
there was restricted movement of the affected 
finger. Radiographs done at the local area 
reported as normal. Physical examination 

demonstrated slight swelling and tenderness on 
the ulnar aspect of the proximal phalanx of the 
right middle finger. There was no erythema or 
induration. Neurovascular exam of the left upper 
extremity was normal.

He was ordered computed tomography (CT) scan 
of the right hand. This showed a focal lucent 
lesion at the ulnar aspect near the head of the 
proximal phalanx. The lesion measured 5.2 to 6.5 
mm in diameter with no periosteal bone 
formation. A central nidus was present and 
surrounding sclerosis in the adjacent bone (Fig 
1). These features are in consistence of an osteoid 
osteoma. 

General condition and blood examination was 
normal. After a discussion with the patient and by 
consideration of his persistent pain and difficulty, 
it was decided to admit the patient and proceed 
with surgery. 

The lesion was approached dorsally and exposed 
the pathology.  Drill hole was made at the site of 
nidus and curettage was done. Tissue was sent for 
histopathology. Histopathology examination 
confirmed it as being an osteoid osteoma. 
The patient was discharged the following day in a 
stable hemodynamic condition. 
On follow up visit, the patient had no obvious 
pain which he was experiencing before the 
surgery. 

Discussion
Occurrence of osteoid osteoma in the hand is 
unusual and in order of frequency, proximal, 
distal and middle phalanx is the most frequent 
site. Therefore, patients with this entity are often 
resumed to have other disorders more common to 
the region, delaying accurate diagnosis for an 
extended period of time. While the patient 
mentioned above did demonstrate the classic 
symptoms of osteoid osteoma, namely localized 
pain that is worse at night and relieved by 
NSAIDs, there have been reports of other 
patients with this bone lesion in the hand that had 
atypical symptoms. These include vague, diffuse 
as opposed to localized pain, fusiform as opposed 
to localized swelling of the digit, and decreased 
range of motion with periarticular lesions.5 Other 
authors have also reported presentations of 
profuse digital tip perspiration and intense 
autonomic phenomena, which may mimic 
peripheral nerve compression or reflex 
sympathetic dystrophy.6

Meng et al. reported the most common 
appearance of osteoid osteoma of the hand is of 
an eccentric lesion with soft tissue swelling and a 
relative absence of sclerosis, suggesting 
osteomyelitis.7 Most of the hand osteoid osteoma 
is diagnosed late because of atypical radiologic 
or clinical findings. This tumor may be 
misdiagnosed with conditions such as subacute 
osteomelitis, Brodie’s abscess, tuberculosis, 
tenosynovitis. 

Osteoid osteomas produce excrutiating pain that 
is disproportionate to their size; there are two 
postulated reasons for this. Within the nidus, 
nerve fibers are intimately associated with the 
blood vessels, and these fibers are larger and 
more numerous in the reactive zone. An excess of 
cyclooxygenases and prostoglandins within the 
lesion leads to vasodilation and also decreased 
nociceptive threshold of nerve endings resulting 
in sensations of pain.8 With the pharmacologic 
decrease in prostaglandin production, NSAIDs 
often provide predictable pain relief. 

Patients with osteoid osteoma in the small bones 
of hand may present without pain or without a 
nidus 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 responsive 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 radiofrequency ablation, injection 
of ethanol or interstitial laser photocoagulation 
(ILP) have been used for this tumor.4,5  
Percutaneous CT-guided ablations with laser or 

radiofrequency have now widely replaced 
surgery as the treatment of choice for osteoid 
osteoma. However, surgical 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.8

Conclusion
Osteoid osteoma should always be considered in 
cases with phalangeal pain especially if the pain 
is worse at night time and subsides with 
NSAIDS. Computed tomography not only has 
the highest specificity but also allows for 
accurate preoperative planning. 

References
1. Johnson T, Steinbach L. Essentials of musculoskeletal 
imaging. 1st ed. Illinois: American Academy of Orthopedic 
Surgeons; 2004.
2. Mirra J, Picci P, Gold R. Bone tumors: clinical, 
radiologic, and pathologic correlations. 2nd ed. 
Philadelphia: Lea and Febige;1989.
3. Galdi B, Capo JT, Nourbakhsh A, Patterson F. Osteoid 
osteoma of the thumb: a case report. Hand. 2010;5:423-26.
4. Heck RK. Benign bone tumors and non  neoplastic 
condition simulation bone tumors. Terrycanale S, Beaty 
JH. Eds. Campbell’s Operative Orthopedics, Mosby, 
Philadelphia. 2008: 855-57.
5. Levy Y, Rosenheck S, Greiff M, Torok G. Osteoid 
osteoma of the distal phalanx of the thumb. Acta Orthop 
Scand. 1979;50:667–69.
6. Nakatsuchi Y, Sugimoto Y, Nakano M. Osteoid osteoma 
of the terminal phalanx. J Hand Surg Br. 1984;9:201–3.
7. Meng Q, Watt L. Phalangeal Osteoid Osteoma. BJR. 
1989;62:321-25.
8. Mungo DV, Zhang X, O'Keefe RJ, Rosier RN, Puzas JE, 
Schwarz EM. COX-1 and COX-2 expression in osteoid 
osteomas. J Orthop Res. 2002;20:159–62.



72 Pulse Volume 8 2015

CASE REPORT

Introduction
Acquired brain injuries, such as 
hypoxic-ischemic lesions up to the age of three, 
are among the ten main causes of spastic 
hemiplegic cerebral palsy (CP). Although it 
does not severely impair functionality in 
children, hemiplegic motor impairment 
produces neuromotor alterations that cause 
precision deficits in movement performance and 
deficits in postural control, which is responsible 
for the stability and alignment between the body 

segments during the performance of activities. 
Thus, the rehabilitation of children with mild 
motor impairment of the hemiplegic type may 
prove to be especially challenging to therapists, 
requiring profound technical knowledge and 
creativity.
The progression of the therapy in these children 
is often compromised by the difficulty in finding 
tasks that motivate them, while at the same time 
showing therapeutic efficacy.
Developmental therapy allows the child with 
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site. Therefore, patients with this entity are often 
resumed to have other disorders more common to 
the region, delaying accurate diagnosis for an 
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range of motion with periarticular lesions.5 Other 
authors have also reported presentations of 
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nidus or bone forming reaction and this is the 
reason for delay in diagnosis. Although this 
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time, but surgery is usually indicated in 
symptomatic patients not responsive to medical 
treatment. A variety of treatment options 
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and curettage of the lesion, CT-guided core drill 
excision, radionuclide-guided excision, 
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(ILP) have been used for this tumor.4,5  
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radiofrequency have now widely replaced 
surgery as the treatment of choice for osteoid 
osteoma. However, surgical 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.8

Conclusion
Osteoid osteoma should always be considered in 
cases with phalangeal pain especially if the pain 
is worse at night time and subsides with 
NSAIDS. Computed tomography not only has 
the highest specificity but also allows for 
accurate preoperative planning. 
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mild motor impairment and high levels of 
functionality to perform tasks close to those 
performed in their daily routine, facilitating the 
transposition of the motor learning generated 
during therapy and leading to measurable 
functional gains, increasing the social 
integration to the environment that surrounds 
them.

Case History
A 9 months old male child came to the Child 
development center of Apollo Hospitals Dhaka 
with complaints of unable to sit from lying 
positions and less interaction with surroundings. 
Child was delivered at full term by caesarean 
section with appropriate birth weight. Child was 
admitted in NICU up to his seven days of age 
due to peri natal asphyxia stage- II. There was 
history of delayed milestone and difficulties in 
deglutition of semi-solid food without drooling.
On examination by Rapid  neurodevelopmental  
assessment-Gross Motor: Couldn’t sideline in 
right and left side from lying position, Fine 
Motor-No reaching and digital grasp with left 
and right hand, Vision- Only could fix and 
follow adults face, couldn’t fix and follow 
spinning bright ball from 12.5cm. 
Hearing-Could locate voice at ear level with 
minimum sound. Speech- Only had vocalization 
(ghh, ooh,eeh), Cognition- He had no social 
smile.

Nervous system examination- Tone was 
increased in right side, Deep tendon reflexes 
were exaggerated on the right side.
EEG was suggestive of abnormal record due to 
presence of sharp transients over both anterior 

temporal, posterior temporal and occipital 
regions. MRI of brain was advised.

Developmental Therapy (motor therapy, 
stimulation program, visual stimulation) is 
continue with regular follow up for 14 days 
interval and psychological assessment 
(BSID-III) is done. These assessment was 
carried out based on observation during 
administering BSID-III edition. Bayley Scales 
of Infant Development third Edition is a 
standardized psychometric test for measuring 
children’s cognitive, receptive communication, 
expressive communication, fine motor, gross 
motor, socio emotional, and adaptive behaviour 
ability. Throughout this assessment we found his 
Cognitive domain: Significantly delayed 
intellectual functioning level, Language 
(receptive and expressive) domain: 
Significantly delayed, Motor (Fine and gross) 
domain: Significantly delayed.

After 4th follow up in 14 days interval Rapid 
Neurodevelopmental assessment was done 
whereas Gross Motor - could sit from lying 
without support, Fine Motor- could transfer 
object in both hands but radial digital grasp in 
right hand and digital grasp in left hand, 
Cognition- could shake rattle and had 
pat-a-cake. Vision - could fix and follow shiny 
bright object, Speech - babbling was started.

Discussion 
The cerebral palsies are a group of conditions 
due to non-progressive damage to the brain 
before, during or after birth. Although the brain 
damage itself does not change nor is it curable, 
the symptoms may change with time. The brain 

and nervous system are maturing in the presence 
of the damage and this cannot take place in a 
vacuum. The way the baby is handled and the   
attitudes that surround the baby influence how 
the maturation expresses itself in the subsequent   
child’s   and adult’s ultimate function.
Although the motor delay and dysfunctions are 
the main problems in the cerebral palsies there is 
the possibility of other handicaps. The brain 
damage itself can be diffuse enough to affect 
speech and hearing, vision, perceptual function, 
mental ability and general   behaviour. Epilepsy 
may occur. There may also be other associated 
handicaps which are due to lack of motor 
experiences in physically disabled children. 
Lack of motor exploration affects development 
of sensations, perceptions, mental abilities and 
speech. Emotional and social skills are also 
hampered. Patients-child’s interaction is not 
always easy and may create emotional 
problems.

Early therapy is advisable to minimize the 
degree of motor handicap and of the secondary 
development handicaps.

There are still medical practitioners who hesitate 
about the referral of cerebral palsied babies for 
therapy. This may be due to the fact that some 
babies improve and even become normal 
without any treatment. Unfortunately we do not 
yet know definitely which neurologically 
damaged babies will become cerebral palsied 
and which will not. It is best to give each child 
the benefit of developmental therapy, and his 
parents practical guidance in his daily care, by a 
therapist who can also detect motor patterns of 
cerebral palsy. Every chance for the baby’s 
damaged nervous system to develop is offered 
by early treatment of this kind.  We know that 

the human nervous system   when damaged has 
powers of compensation. In addition, the baby 
and young child are still maturing and dormant 
abilities can be activated. In cerebral palsy there 
is a potential for abnormal patterns of movement 
and posture to become habitual and deformities 
can occur and become fixed. Prevention of 
deformities is possible to a  large  degree  and  
often  completely  with  early  treatment. If 
deformities are allowed   to   develop, then 
secondary deformities may also be promoted in 
other parts of the child’s body. This handicaps 
him even more.
Early treatment also decreases the associated 
handicaps which need   specific   therapy. The 
associated handicaps have also been known to 
become more severe than the motor problems. 
Handicaps interact with one another and the 
cerebral palsied child must be considered as a 
multiple handicapped child. Not all cerebral 
palsied children have multiple handicaps, but 
today there seem to be increasing numbers 
referred for therapy who are mentally and in 
multiple ways handicapped. 
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