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The presentation, diagnosis and treatment of cervical osteoid osteoma
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Summary
A case of cervical osteoid osteoma is reported, with a
brief account of the diagnosis and treatment of these
lesions. Cervical osteoid osteoma is rare but its
pattern of presentation varies little and it should
therefore be possible to suspect it on clinical grounds
alone. Bone scanning is now regarded as more efficient
than radiography in identifying the lesion but X-ray
tomography will normally be required for the accurate
localization needed before surgery.

Correct surgical treatment results in complete cure.

Introduction
The term osteoid osteoma was first coined by Jaffe

(1935). He regarded it as a benign tumour of bone
and most subsequent authors have supported this
contention.
Although the majority occur in the long bones,

approximately 10% are located in the vertebral
column (Paus and Kim, 1963), about one third of
these in the cervical spine.
The delay in diagnosis of cervical osteoid osteoma,

8-20 months in a recent study of 4 patients (Fielding,
1977) and 6-7 years in the present case, can cause
considerable suffering. This should be remembered
as a cause of neck pain in children and young adults,
particularly if the pattern of presentation is similar to
the following.

Case summary
A 26-year-old student presented complaining of

pain of 6-7 years' duration. It had first affected the
right side of the neck and later spread along the
radial border of the right upper limb. Initially the
pain occurred only at night and would wake him
regularly. Later, pain occurred during the day also.
It was greatly relieved by salicylates. There was no
certain weakness or sensory change in the right upper
limb but the distribution of pain suggested a C6 root
involvement.
A radioisotope scan showed an area of greatly

increased activity in the cervical spine to the right of
the midline at the level of Cv6 (Fig. 1).

Plain X-rays showed an abnormal area in the artic-
ular process of C6 on the right with sclerosis affecting
the right half of the body of that vertebra (Fig. 2).
Anteroposterior, lateral and oblique tomograms
confirmed an area of sclerosis surrounding a zone of
translucency with an opaque nidus at its centre.
(Figs 3 and 4). The articular process was expanded by
the lesion.
At operation an area of soft bone was curetted after

the overlying hard shell had been removed. When all
the soft area had been curetted, a scleroid-lined
cavity remained. No instability resulted and there-
fore fusion was not indicated. Histologically the
lesion was a typical osteoid osteoma (Fig. 5). Post-
operative X-rays, beyond confirming the operative
defect, showed no other changes (Fig. 6). In the first
week after the procedure, the pain in the patient's
arm had eased considerably, 8 months later he is
still pain free.

Discussion
Maclellan and Wilson (1967) found 10 cases in the

literature and scattered reports have appeared since
(Ferrini, 1974; Heilbrun and Lehman, 1971; Salzer
Kuntschik, 1974; Scott, Lignelli and Shea, 1971;
Torok, 1970).
The reported lesions have always occurred in chil-

dren or young adults (age range 7-28 years) and pre-
dominantly in males (M4: Fl). They always cause
pain and the patient may be able to point to the skin
over the lesion as the point from which the pain
radiates. It may spread diffusely over the side of the
neck or in the distribution of the nerve root adjacent
to the lesion. Typically it occurs at night, at least
initially, and in many cases is relieved by salicylates.
Although the distribution of the pain may point to a
root lesion there are rarely any neurological signs
present. Scoliosis may be present and is usually
associated with a torticollis.

Investigations
Radioisotope bone scanning has been shown to

demonstrate osteoid osteoma in many cases where
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FIG. 1. Pre-operative anteroposterior and lateral radiophosphate bone scans showing area of intense concentration of isotope
due to osteoid osteoma affecting 6th cervical vertebra.

a

FIG. 2. (a) Lateral and anteroposterior X-rays of the cervical spine showing sclerosis affecting right half of the body of the 6th
cervical vertebra with abnormal area in articular process.
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FIG. 3. Pre-operative lateral tomograms of cervical spine showing sclerosis in the right
half of the body of the 6th cervical vertebra and an expanded articular process.
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FIG. 4. (a) Pre-operative anteroposterior tomograms of cervical spine showing translucent zone with
opaque nidus at its centre (8-8 cm cut) and (b) surrounding sclerosis affecting articular process of 6th
cervical vertebra (13-6 cm cut).
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FIG. 5. Photomicrograph (magnification X 115) showing
the centre of the lesion consisting of an irregular mesh of
osteoid trabeculae set in a vascular osteogenic connective
tissue.

X-rays were negative (Lisbona and Rosenthall, 1979).
The lesion is seen as an area of intensely abnormal
concentration of the radioisotope. The typical X-ray
appearance of a translucent zone surrounded by
sclerosis and with an opaque nidus at its centre may
not appear for months or years after the onset of
symptoms.

Treatment
Local curettage of the lesion is now accepted as

curative. The nidus is found most often in the lamina,
less often in the spinous process, and rarely in the
pedicle or vertebral body. It is therefore usually
approached posteriorly. Although the facet joint may
be entered during the procedure, instability is rarely
produced and fusion is rarely necessary. Complete
relief of pain is invariably the result. The persistence
of pain suggests the lesion is not fully excised.
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FIG. 6. Postoperative lateral tomograms of cervical spine showing operative defect.
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