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Abstract
Painful swollen toe is common, usually resulting from trauma and infection. Neoplasms of the phalanges are rare. Osteoid
osteoma is a relatively common osteoblastic lesion of benign skeletal neoplasms comprising 12% of all benign tumours and occurs
most commonly in the cortex of long bones, especially the femur and the tibia.(1-4) The phalanx of the toe is an uncommon location
for osteoid osteoma and its preoperative diagnosis is difficult due to the unique clinical and radiological features. The features in
the phalanx of the toe are soft tissue swelling and a nidus, frequently located in the cancellous bone without osteosclerosis. We
present a case of a 59-year-old male with localized swelling and tenderness of 5th toe of foot but, there were no hyperaemia & local
rise of temperature. There was a 2-month history of antibiotic & NSAID treatment with suspicion of soft tissue infection elsewhere.
The osteoid osteoma was completely excised with open surgical technique.
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Introduction
Osteoid osteoma was first described by Jaffe in
1932. It is a benign bone neoplasm of unknown etiology
that is composed of osteoid and atypical woven bone.
Osteoid osteoma is a common bone lesion that accounts
for approximately 12% of benign skeletal neoplasms. (1,
2)
It is an osteoblastic tumor composed of osteoid and
atypical bone, with a predilection for the diaphyseal and
metaphyseal regions of long tubular bones, especially
the femur and the tibia. Clinically, the lesion presents
with progressively increasing pain. When the symptoms
progress, pain is usually intense and is often worse at
night. The pain is typically relieved by Aspirin.
Radiological features of osteoid osteoma are cortical,
comprising a small radiolucency, often referred to as the
nidus, and associated with dense adjacent bone sclerosis.
Case Report
59 year old male, farmer by occupation came to our
OPD with complaints of progressive swelling &
localized pain in right 5th toe since 4 months. Physical
examination revealed 2×1 cm swelling with localized
tenderness over medial aspect of inter-phalangeal joint
of 5th toe. Swelling was immobile and hard in
consistency. The toe appeared larger with no other foot
abnormalities. There was no hyperaemia or local rise of
temperature. There was also no history of trauma.
Osteoid osteomas usually cause clubbing deformity
when diagnosed at the finger.(5) But our patient did not
have a clubbed toe. Radiograph of left foot in AP &
Oblique view was taken which showed an abnormal
bony growth at head of proximal phalanx of 5 th toe with
subluxation of inter-phalangeal joint. (Fig. 1)
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Fig. 1: Pre-Operative Radiograph images
(a) AP view of right foot (b) Magnified image of 5 th toe
After all routine investigations and anaesthetic
check-up patient was taken for surgical intervention. A
longitudinal incision at the medial side of the interphalangeal joint of 5th toe was preferred for surgical
exposure of the tumour. The mass was completely
excised and was sent for histopathological examination.
Percutaneous pinning was done from the tip of the
distal phalanx to base of proximal phalanx through the
inter-phalangeal joint as it was found unstable after
excision of the tumour. Pins were continued for 6 weeks
post operatively. (Fig. 2) The patient’s pain resolved
immediately after the surgical excision.
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Fig. 2: Immediate Post-op AP view showing
percutaneous pins
Histopathology of the specimen revealed an osteoid
osteoma with typical morphological features which
showed a well circumscribed bony tumour composed of
fragments of mature bone, amidst which was seen
marrow tissue. (Fig. 3)

Osteoid osteoma of phalanx of small toe

surrounded by sclerotic bone.(1,2) It occurs most
frequently in the lower extremity at the meta-diaphyseal
region of the long bones in younger individuals. An
osteoid osteoma of the toe is very rare. Therefore,
osteoid osteoma arising in a pedal phalanx may be
difficult to diagnose.(7)
In a series by the Mayo Clinic, the talus was the most
commonly affected bone in the foot, whereas the phalanx
of the toe localization was rare.(8) In the other series by
the Armed Forces Institute of Pathology, the phalanges
of the toe were relatively commonly involved.(9)
Meanwhile, Shukla et al(10) evaluated 9 cases in which
osteoid osteoma occurred in the foot and suggested that
the calcaneus was the most common site.
Classically, osteoid osteoma presents with
progressive night pain that is temporarily relieved by
aspirin or NSAID.(11) Phalangeal lesions are typically
small in size and cause local tenderness. The clinical and
radiological evaluations are very important in diagnosis
for osteoid osteoma. Histopathologic evaluation is very
important in establishing the definitive diagnosis.
Typically, radiography will show a small lytic lesion
with surrounding sclerotic change and nidus formation
that is usually less than 1–1.5 cm in diameter.(12)
Traditionally, the treatment for osteoid osteoma,
including that of the hands and feet, is to remove all of
the nidus by en bloc resection or curettage.(13)
Sluga et al reported a long follow-up study of
peripheral osteoid osteoma with traditional surgical
treatment in 2002.(14) A total of 106 cases (12 were in the
hand, 6 were in the foot) received curettage or en bloc
resection with a mean follow up of 13 years. Their results
showed that 85% of patients after curettage and 86.5%
of patients afteren bloc resection were free from
complications.(14)
Conclusion
Surgical excision of the bony tumour is the most
appropriate treatment in such an unusual localization
with a suspicion of osteoid osteoma as patients have
dramatic relief of symptoms and the diagnosis is
confirmed by histopathological examination postoperatively.
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