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MEPIAHWH: Or evbootikég PAABeg twv yvdbwv eival
omdvieq TIABoAOYIKEG KATAOTACEIG KAl N TIPOCEVYIOH
Toug amartel e1dik yvwon kai epmeipia. To 0oTeoelbES
ootéwpa eivar pia kahorOng veomAaouatiky BAAPn
TwV 00TWYV, N oroia eival omdvia otg yvdboug, au&d-
VETAl Pe TTOAU apyd pubpd kar to peyaitepo péyebdg
Tou @tdvel Tepimou ta 2cm. Avarmiooetal ouxvatepa
OTO QAOI® TWV OOTWV, AMA AvaPEPOVTal TIEPITTIWOEIG
UTTOTTIEPIOCTIKEG Kal OTTAVIGTATA eVIOG ToU HUghoU Twv
ootwv (1,2,3,4). H armonaBoyéveia tou eivar dyvworn.
Adyw tou pikpoU peyéBoug tng oMol uroatnpiCouv
6T Sev TIPOKENAI yIa VEOTIAQOHATIKY GAG ayyelakrg al-
TioAoyiag BAAPn. H avagopd tng mepimwong agpopd
yuvaika 37 etwv pe akuvoyped@ikr TUkvwon otny Tepl-
oxrj Tou 46 petd amd eEaywyr] Tou evidg Tou Hughoy,
Aoyw avapepdpevng anotuxiag evdodovtikig Beparei-
ag TOU TTPO 2€TIag KAl GUVEXION eUPAVIONG CUPTWHATWV
otn TEPIOXN.

AEZEI> KAEIAIA: ooteoeibég ootéwpa, kdtw yvdbog,
karoribng dykog.

SUMMARY: The intrabony lesions of the jawbones are
rare pathological conditions and their approach requires
special knowledge and experience. Osteoid osteoma
is a benign lesion of the bones, which is rare in the
jawbones, increases slowly and its bigger size reaches
roughly 2cm. It is more often developed in the cortical
bone, but subperiosteal and rarely intramarrow cases
have been reported (I, 2,3,4). The pathogenesis of os-
teoid osteoma is unknown. Due to the small size of the
lesion some authors support, that it is not a tumor but
a lesion of vascular etiology. The case report is about a
37 year old female, with radiographical osteosclerotic
marks in the bone marrow and pain in the region of 46
after its extraction, due to previous failure of a root ca-
nal treatment which was performed two years ago and
the continuation of the symptoms.
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EIZAIQrH

To Ooteoeldég ootéwpa eival pia kahorBng ovidtn-
Ta WV 00TWY, N oroia ouvBwg @tdvel oe SidueTpo
ewg kar 2cm. EvromiCetal ouxvdtepa oto  unpiaio ootd
Kal oTn Kvrjun Kal oAU omdvia ota ootd Twv yvabwv.
Avarmiooetal ouxvOTePa oTo QA TwV OCTWY, av Kdal
avagEPOVTal UTIOTTEPIOOTIKEG AMd omdvia Kal evOopUE-
Nkég evtorioeig (1,2,3,4,5). lotohoyikd amaptiCetar and
ooteoPAdoteg, eMdtwon Twv ayyeiwy Kal TAQTIEG ooTi-
KEG Sokideg TTou eEehiooovtal oe {Wveg 0oTeOEIBOUG e
emakdAoubn evaoPeotiwon toug. To kUplo cUpTTWHa
efval o mévog mou cuvodeletal and ayyeloKIVNTIKES OI-
aTapaxeq kal mapatneeital oA mpiv yivouv epgavi ta
KAIVIKG 1} aktivoloyikd eupApatab,6. H BAGPN eppavi-
(etal kupiwg oe dtopa TG 2nG Kai 3ng dexastiag ald
propel va epgpaviotel kai o maidid 1 eprifous. Eival
0apws Opwg omdvia oe acBeveic nAikiag dvw twv 30
etwv (1,2,3,45,6).

H mepimwon g avapopds pag eivar pia acBevrg 37
€10V, n orofa Petd and evdodovukr| Bepareia kar Ka-
omv e€aywyr] tou 46 mapouciace aKtvodIauyaoTikr
Tieploxr| eyyuc tou 47 evidg Tou duehol kar éxi otov
@Ao16 NG KdTw yvdBo.

ANADOPA TEPIMNTQXHX

AcBeviiq 37 etwv yuvaika, e eAelBepo 1I0TOPIKS Kal [e
KaAr| otopatiky uyeia, MpooAABe petd and mapamopmr
odovudrpou Aoyw eppdviong otabeprig aktivodiauya-
otikAG BAGBNG eyyUg NG pifag Tou 47. 2Tnv Tieploxr] TG
BAABNG o 46 eixe umootel evbodovtikr Bepareia mpo
3 €TWV Kal AOYW TwV OUVEXICOPEVWY CUPTTTWHATWY AA-
youg €yive n eEaywyr| Tou €merta amnd éva xpovo (Eik. |).
Ta oupmopata dAyoug ouvexiCoviav Oxi pévo otnv
Tieploxr] NG e&aywyng, aMd Kar otnv opdmAeupn Kpo-
Tagpoyvabikr SidpBpworn, otov auxéva Kar otny TIEPIOXT
Tou YyevelakoU Tprjuatog. MNapatnperinke aktivoypagi-
K& otnv Tiepioxr] NG e&aywyrig Kai eyyug tou 47, aku-
vodiauyaotikry BAABN pe Siduetpo mepimou [8mm. H
aocBevri¢ pmmike o TTapakoholbnon yia éva xpdvo amd
Tov odovtiatpd NG, omdte damotwdnke Mwg n BAG-
Bn dev eixe umootpagel —akTvoypaikd— Tapd pévo
2 e 3mm. Anogaoiotnke va e&axBel to ddvu kal oe
didotnpa 2 stwv petd v e€aywyr] tou 46, n aobeviq
avtpetwmiotnke and v kKAvik pag pe e&aipeon tng
BAGPNG kai xeipoupyikd kaBapiopd tou ootoU TEPIPE-
pIkd autig. H aoBevriq eixe mpooéNBer pe MRI omAaxvi-
KkoU kpaviou (Eik. 2). H iotormaBoloyikr| e&€taon €deife
eEepyaoia evbopuehikol ooteoeidolg ootewpatog (Eik.
3). H aoBevriq eival xwpic oupmwpata, n PAARn Sev ei-
val 0patr] aKTvVoypa@Ikd KAtd ToV TAKTIKO ETTAVEAEYXO,
yia didotnua 5 etwv (Ek. 4). H aoBevrig ouvexiCel va
Bpioketal og KaBeoTWG TAKTIKOU EMAVEAEYXOU.

INTRODUCTION

Osteoid osteoma is a benign lesion of the bone, which
is usually measured up to 2cm in diameter. It is usually
located in the femur and the shin and rarely in the jaw-
bones. It is usually developed in the cortical bone, even
though subperiosteal and rarely intramarrow cases are
being reported (1,2,3,4,5). Histologically it consists of os-
teoblasts, reduction of blood vessels and flat bony ribs
developing into osteoid zones with their subsequent
calcification. The main symptom is pain accompanied
by vasomotor disorders and is observed well before
the presentation of clinical or radiological findings. The
lesion presents mainly in patients in their twenties or
thirties, but it can also present in children or teenagers.
However, it is definitely rare in patients over 30 years
old (1,234,56).

The reported case is a 37 year old female, that pre-
sented with a radiolucent area in the mesial part of 47
intramarrow and not on the cortical bone of the man-
dible, after endodontic treatment and extraction of 46.

CASE REPORT

A 37 year old woman, with a free medical history and
good oral hygiene, was referred by a general dentist due
to the presence of a radiolucent lesion on the mesial
part of the root of tooth 47. In the area of the lesion, an
endodontic treatment had been performed on tooth 46
3 years ago and due to continuing painful symptoms was
extracted after a year (Fig. 1).

Painful symptoms continued not only in the extraction
area, but in the adjacent TMJ, the neck and the mental
foramen area. In the extraction area mesial to the tooth
47, there was a radiolucent lesion roughly |8mm in di-
ameter. The patient was followed up for a year from her
dentist, when it was observed that it had not regressed
radiologically, only by 2 to 3 mm. The tooth was ex-
tracted and 2 years after that, the patient was treated in
our clinic by removing the lesion and surgically cleaning
the peripheral bone. The patient had presented with a
visceral skull MRI (Fig. 2). Histopathological examination
showed an intramarrow osteoid osteoma process (Fig.
3). The patient is asymptomatic, the lesion is not radio-
logically visible during the regular 5 year follow up (Fig.
4). The patient is continuing to be monitored regularly.
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Eic. I: MMavopapikég avuivoypagieg, A. pe tov 46 pe evdodoviik
Bepareia, B. petd v e§aywyr] tou 46, I'. akuvodiauyaotikr mepioxr
£yyUg tou 46.

Fig. I: Orthopantomographs, A. of tooth 46 with endodontic treat-
ment, B. after the extraction of tooth 46, C. radiolucent area mesial
to tooth 46.

2YZHTHZH

To ooteoeldéc ootéwpa meplypdenKke WG Kia ovidtnta
amé tov Jaffe o 1935 kar apketég dnpooieloeic ouppw-
voUv Je Ta apxikd Kprtpia omwg mmpotdBnkav. Autd ei-
var n PAAPn eival kahoriBng veomhaoia, amoteAeital amé
peydheg Toodtnteg  evaofeotiwpévou  0oteoeldoUg,
Nya @Aeypovwdn otoixela. Ta axkuvoypagikd xapa-
KTNEIOTIKA TOU 00TEOEIO0UGOOTENHATOG ival ) E0TIAKT
apaiwon kai n ootk avtidpacn n oroia epgavidetal og
kdroia armdotaocn and tn PAAPn kai mapouaoidletar mo
ouxvd og veapoug evihikes (7).

O Jaffe mepiypdopei éva timo BAABNG o omoiog mapoual-
aCer okAnpd TUprva kai amoteAeital and mukvo ootitn
10TS Kal VEOOUOTATeG ATUTTEG OOTIKEG SOKISEC (8).
Emiong mepiéypaye amd téte petaBoAég omwe n augn-
pévn ayyeinon, n ootikry anmoppd@non Kal avtkatdota-
On Tou amd OCTEOVEVETIKO  OTPWHA CUVOETIKOU 10TOU
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Eik. 2: MRI ameikévion
NG MEPIOXG Tou 46.
Fig. 2: MRl imaging of
tooth 46 area.

DISCUSSION

Osteoid osteoma was described as an entity by Jaffe in
1935 and several papers agree with the initial character-
istics that had been suggested. These are the following:
the lesion is a benign tumor, consists of big amounts
of calcified osteoid, few inflammatory components. Ra-
diological characteristics of osteoid osteoma are focal
dilution and bony reaction that occurs in some distance
from the lesion and usually in young adults (7).

Jaffe describes a type of lesion that presents with a hard
core and dense bony tissue and newly formed atypical
bony ribs (8).

Since then, he also described changes such as increased
vasolidation, bone resorption and replacement by os-
teogenic layer of connective tissue and finally a distortion
of the architecture of the bone (9).

Some authors suggest the idea of a developmental em-
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Kal TeNikd n diatapaxr] TG ootikiG apXItektovikig (9).
Mepikol ouyypageiq mpoteivouv v dmoyn tng ava-
mmugiaxis epPpuoroyikic avwpahiag. Aol Tdh Ta-
PatiPNoav Twe ITOAOYIKE UTTAPXOUV XAPAKTNPIoTIKA
G @Aeypovrig (10,11). O Pines kar cuvepydteg tou
mapatipnoav alayég otn eAeypovr), OMwg amopod-
vwon G PAAPNG, EMePn Twv Pacikwv oupmmwPdtwy
G Pheypovis. Ta Sia mapatipnoav kai or Flaherty,
Pugh kai Dockerty (12,13,14). To mo ouxvé olpmwpua
efval o mévog Kkar Meplypages yia tv dIdpKeia TNV Tol-
OTNTa | TN oUXVOTNTA, CUPPWVOUV OF APKETEG PEAETEG
(15,16,17,18). O Golding motever 6T ta ayyeiakd otol-
xela eival umevBuva téoo yia tov Mévo 600 Kal yid TV
ootikr) avtidpaon ot PAGRN (19). Akdpn dMol mapatr-
pnoav tnv Umapén yupw amd tnv PAGPn otov ayyeindn
vodn avtidpactikd 10T6, OUVOESEIG VEUPIKWOV VWV KAl
amédwoav o€ aUTEG Tov TIdvo Katdmiv Tiieong (20,21).
H m\eloyneia twv aoBevwyv e ooteoeldEg ootéwpa oi-
amotwbnke &t Bpiokovtav otig dUo TPWTeG SeKAETiEG
NG NAIKiag Toug katd tov Freiberger kar og 60 (amd
otvohro 80) acBeveic n nAikia Toug ftav 5 wg 20 etwy,
pe SUO WG TPEIG POPEG TIIO CUXVI EKTTOOCWTINGT TWV
avdpwv (17,19).

H kAaoikr] aktivoypagik ikdva Tou 0oTteoeldolc ooTe-
OHATog eival aktivodiauyaoTikr] OTPOYYUAr 1 woeldrg
BAGPN eved Kevipikd TapatnEouval eVACPECTINTEIS
Kar TmepIpepIkd Cwvn okAnpuvtikou ootou (5). Ta aku-
voypagikd otoixefa eivar onuavukd yia v Sidyvwaon
katd tov Jaffe, pe akuvodialyaon mepikukAwpévn amd
pia avtidpaon petaPAntr drou mapateivetal. Emiong to
WPIPO OOTEOEIOEG OOTEWHA €Xel PEYAAUTEPN aKTIVODI-
atyaon amné to Aiydtepo wpipo. O Prichard kai Mckay
avagépouv Mws n evaoPeotiwon g PBAGPNG odnyel
og VEOTEPEG PACEIC avATTIUENG HE KEVIPIKATEPO Wn-
XQVIOPS TUKVATNTAG Kal adla@dvelag Kal €101 OUVEXION
evég @avlou KUkAou pe evamdBeon 10toU mepIQePIKd
(6,18,22).

lotohoyikd Siakpivovtal tpeig @doeig eEeNKTIKAG OI-
agoporoinong. H mpwtn xapaktnpiCetar and ooteo-
BAdoteg pe kah ayyeiakr) umootrpign. 2 Seltepn
evoidueon @don to ooteoeldég mapdyetar petall twv
ooteoBhactav. Kar ot tpftn i wpipn @don, to oote-
0€10€¢ evaoPeoTIWVETAl KAl HETATPETIETAl OE OUNTIAYEG
grutio Sokidwdeg 0otod (5,23).

H Siapopikr) didyvwon apopd OAeG TG ooTikéG PAABEG
kahor|Beig kai kakor Beig. Mool Bewpolv Twg to oote-
OPMIOTWHA KAl TO OOTEOEISEG OOTEWNA aVIKouwv TNV
id1a voooAoyikA ovtdtnta, pe SIaQopEg Povo oty I0To-
AoyIkr kar otnv KAIVIKH eikdva toug (24,25,5).

bryological anomaly. Others observed the presence of
inflammation traits histologically (10,1 1). Pines et al. ob-
served changes in inflammation, such as isolation of the
lesion and an absence of basic inflammatory symptoms.
The same observations were made by Flaherty, Pugh
and Dockerty (12,13,14). The most common symp-
tom is pain and the descriptions for the duration, the
quality and the occurrence are similar in several studies
(15,16,17,18). Golding believes that vascular compo-
nents are responsible for the pain as well as the bone
reaction to the lesion (19). Moreover, other researchers
observed nerve fibers' connections around the lesion in
the vascular fibrous reactive tissue and they attributed
pain on palpation to them (20,21).

The majority of patients with osteoid osteoma were up
1o 20 years old according to Freiberger and in 60 (out of
a total of 80) patients the age varied from 5 to 20 vyears
old, with men being represented two to three times
more often (17,19).

The typical radiological imaging of osteoid osteoma is a
radiolucent circular or ovoid lesion while calcifications
can be observed in the center and a zone of hardened
tissue peripherally (5). Radiological evidence are impor-
tant for diagnosis according to Jaffe, with a radiolucency
surrounded by a changing reaction where the lesion is
extended. Moreover, a mature osteoid osteoma is pre-
sented with a larger radiolucency from a less mature
one. Prichard and McKay suggest that the calcification of
the lesion leads to newer phases of development with
a more central mechanism of density and opacity and
thus, to the continuation of a circle with tissue deposits
peripherally (6,18722).

Histologically there are three distinct phases of develop-
mental differentiation. The first is characterized by os-
teoblasts with good vascular support. In the second or
middle phase osteoid is produced between osteoblasts.
And in the third or mature phase, osteoid is calcified and
turns into atypical cortical trabecular bone (5,23).
Differential diagnosis includes every benign and malig-
nant bone lesions. It is suggested that osteoblastoma
and osteoid osteoma belong to the same pathological
entity, with their only differences in their histological and
clinical presentation (24,25,5).

The treatment of osteoid osteoma includes its total
removal and curettage of the bone walls, even though
relapses have been reported from two up to nine years
later. A case of osteoid osteoma tuming into osteosar-
coma has been reported, as well as a case of double
relapse of osteoid osteoma, where a gnathectomy
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Eik. 3: lotomaBoloyikég eikdveg 0oteoeidoUs 0oTEWUATOg
Fig. 3: Histopathological images of osteoid osteoma.

H Bepareia tou ooteoeidolq ootewpatog eivar n mhd-
PNG apaipeor| Tou kai N ané&ecn Twv TOXWPATWY, av
Kkal éxouv avapepBel umotpomég and dUo €wg Kal ev-
véa xpovia. Exel avapepBel pia mepimwon e§aMayng
og 00Te00dpPKwHa, AW Kal pia SImARG urotporng
00Te0EIO0UG O0TEMHATOG, OTou €yive yvabektopr). Ta
OUPTTIWHPATa dAyoug uroxwpouy pe MZAD Kkar kupiwg
aompivn (24,25,5).

2YMIMEPAXMA

H éMepn yvwoewv oxetikd pe v yéveon Tou OoTe-
0€150UG 0O0TEWNATOG KAl TN OUyXUon HE TIAPOHOIEG
AMOIDOEIC TwV 00TWY, KAVEl TNV akpIPr Kataypaer
Twv dedopévwv TG PAAPRNG éva dliokoho TPdBANua.
Eival mpogavég éti o pikpdg apiBudg twv mePIoTATKOY
00Te0eId0UC OOTEWNATOG OTIG yvdBoug, dev emTpemel
pia mdyia drioyn oxetkd pe TV ev Adyw BAGPn kai
TN oupTEPIPOPA Tou. Aev eival mapdAoyo va umoBEoel
Kavelg &t n epeAvion Tou e AUTEG TIG TTEPIOXEG efval
mo ouvnBiopévn and T éxel unodeiCel n BiPANoypapia
kal eAmiCoupe &t ol ouvddehgol iatpol 1) odovtiatpol
Ba ouveidnromoijoouy 6t autd Ba odnyrioel oe Tiepio-
0OTEPEG TIEPITTINOEIG Ao Ot €xouv avapepBei PIPAI-
oypPapIKd.

Tépog 23, No [, 2022/Vol 23, No |, 2022

Eik. 4: Mavopapik avtivoypagia enaveleyxou Petd TV ektopr] g
BAGPBNG Tou O.0.

Fig. 4: Follow up orthopantomograph after the removal of the lesion
of osteoid osteoma.

was performed. The pain symptoms are treated with
NSAIDs and mainly aspirin (24,25,5).

CONCLUSION

The lack of knowledge regarding the genesis of oste-
oid osteoma and the confusion with similar bone le-
sions makes the precise recording of the lesion data very
difficult. It is evident that the small number of cases of
osteoid osteoma in the jaw bones does not allow a stan-
dardized approach regarding this lesion and its behavior.
It might be prudent to assume that its presentation in
those areas is more common than suggested by the lit-
erature and we hope that our colleagues will realize that
this will lead to more cases than those reported in the
literature.
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