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A 29-year-old male with a long history of atraumatic wrist pain
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Discussion

Figure 1 shows gross osteopenia of the distal radius, ulna,
carpus and metacarpal bases with a lytic lesion in the ulnar-
side of the capitate. Figure 2a demonstrates a well-defined
lesion with a sclerotic margin in the capitate which exhibits
central signal void (Fig. 2a and c), correlating with dense
calcification on CT (Fig. 3). The lesion contains multiple
fluid-fluid levels (Fig. 2b). There is marked inflammatory
change with oedema-like signal in the remaining capitate
and adjacent hamate, as well as soft tissue oedema and syno-
vitis around the carpus (Fig. 2). CT also demonstrates pro-
found osteopenia of the whole carpus presumably related to
chronic pain and disuse, although this can also be attributable
to localised hyperaemia caused by osteoblastoma. The lesion
was treated with curettage. Figure 4a shows a bone-forming
tumour composed of anastomosing trabeculae of woven bone
with osteoblastic rimming, scattered osteoclast-like giant cells
and an intervening vascularised stroma. There is no significant
cytological atypia and host bone permeation is not identified,
confirming the benign nature of the lesion. Areas of aneurys-
mal bone cyst (ABC)-like change are also identified (cystic
spaces with prominent osteoclast-like giant cells and foci of
hemosiderin deposition) Fig. 4b (H&E, ×20).

Osteoblastoma is a locally aggressive bone-forming tu-
mour which is histologically similar to osteoid osteoma but

has potential for continued growth and usually measures
>2 cm in dimension. The spine, particularly the neural arch,
is the commonest location affecting over one-third of cases,
but the pelvis, femur and tibia are also relatively common
sites. However, any skeletal location can be affected [1].

Primary bone tumours of the carpus account for ~0.16% of
osseous neoplasms, the commonest bones affected being the
scaphoid and capitate and the commonest lesion osteoid oste-
oma [2]. Osteoblastomas of the capitate are exceedingly rare,
with only 2 previously described cases [3, 4]. Lesions in the
hand and wrist are more likely to favour the metacarpals or the
scaphoid [3]. Radiographic features are similar to those seen
in long tubular bones, with lesions usually being round or
oval, well-marginated, expansile and predominantly lytic with
areas of ossified matrix. MRI will demonstrate the character-
istic inflammatory component which normally manifests as
osteitis, soft tissue oedema and possibly synovitis if a joint is
involved [5].

ABC-like changes most frequently accompany giant
cell tumour, chondroblastoma and fibrous dysplasia but
are a lso wel l -documented in assoc ia t ion wi th
osteoblastoma [6]. Telangiectatic osteosarcoma is also
a well-recognised cause [7]. The differential diagnosis
would include primary ABC, as well as ABC-like
change within an osteoid osteoma (although to our
knowledge this has not been reported), chondroblastoma
or GCT. Such a profound inflammatory response would
be unlikely in all of these except for osteoid osteoma,
which is smaller and associated with more reactive scle-
rosis than the current case. In fact, reported cases of
cap i t a t e os t eo id os t eoma have in i t i a l l y been
misdiagnosed as avascular necrosis due to the degree
of surrounding sclerosis [8–10]. Telangiectatic osteosar-
coma could also be considered given the aggressive ap-
pearances and fluid-fluid levels, but the well-defined
margins and lack of extra-osseous soft tissue mass
makes this less likely. Also, we are unaware of any
cases having been reported in the carpus.

The case presentation can be found at doi: https://doi.org/10.1007/
s00256-021-03742-7

ANSWER: Osteoblastoma of the capitate with aneurysmal bone cyst-like
change.
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Fig. 2 a Coronal and b sagittal
STIR images of the wrist
demonstrate a well-defined,
expansile lesion with a sclerotic
margin (white arrows) in the
capitate, which has provoked a
prominent oedematous marrow
reaction in the capitate and
hamate (arrowheads). The lesion
contains areas of low SI due to
calcified matrix and fluid SI areas
due to ABC-like change (thin
blue arrow, b)
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