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=ABSTRACT =

An Experience of Treatment of Solitary Bone Cyst with
Topical Injection of Steroid

—One Case —

Ki Hong Choi, M.D., Chung Nam Kang, M.D., Jin Man Wang, M.D.,
Kwon Jae Rho, M.D. and Kwang Sug Sim M.D.

Department of Orthopedic Surgery, College of Medicine, Ewha Womans

University Hospital, Seoul, Korea

There are many methods for treatment of solitary bone cyst. But the recurrence
rate was relatively high and besides, serious complications may be followed. Re-
cently, simple topical injection of steroid into the cyst was contrived and the result
was known as same or even better than surgical management. A patient of solitary
bone cyst who had been failed two times by surgical intervention was treated with
topical steroid injection for several times. Two years following up, the result was
good. No evidence of recurrency was seen and was shown good healing process.

KEY WORDS : Solitary bone cyst - Treatment - Topical steroid injection.
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Fig. 1.

Left humerus AP view revealed centrally
located large lytic, cystic lesion in the pr-
oximal metaphysis with partial involvement
of humeral head and epiphyseal plate.

Fig. 2. Postoperative X-—ray film ; Numerous graft-
ed chip bones were filled into the cystic
lesion.

Fig. 3. 19 months after surgical treatment; All gra-
fted chip bones were absorbed and intram
edullary lytic change was recurred.



Fig. 4. 2 years after steroid injection ; The cyst was
shrunken and medullary new bone format-
ion with cortical thickening was noted.

methasone acetate & 120mg & FUdtE o 44 @
Z o] BFLL t60mgo] H=F 2RI

o]z]3 WY o2 steroid & 270 € nith WA % 4
e AA 3E Yo FUstder AL FIEFF 2
dslel 24 A%, X—A 244 Ffde] €A
SAYAD 57 ) 4] B7He0 A8 e 2
o FSH(Fig. 4).

k!
[

g FFE L 9M oA 144 Aol Aoldld F
eI 394 —‘?—"ﬂ S 3t

(
DFol LEH Ark,
gL dnx xadoes diaphysectomy®, ‘Subtotal
2% ertA) BEe Tolde Te 4
29 AT Tkg Wiel nusglen, Ause

resection®,

5% 58 50%71 X124 e 25%2 @A Jad
9 Age) Ae Wis AAEPe YEu ) #
A AAN Yotz sgen 1 o oA Fa %%,
o], 84, @ B me Al Yizrt 24
A7bE ol Aggo] 7 w1, 104 ofstolA
zom, BA FYgFo] xl-zH ABIERTY 23, 49
ZoA gHFRT Aggo] g

1973 4 Scaghettllz)‘“ zﬂmo ol B3 F&A FAZ
o &4e] A0 glE A43 A8 dAg w3
neratel, GEAl QR vlLTel et vhH B
oA ety steroid 9 o2 transudate 2 EF
A g3 o] FYE YdlE steroid &
£ A& A sttt ALE-3§ steroid & methyl predn-
isolone o} Y Al &L 13 9] 40~200mg o]o, 3
SE 60~0Y AT 2~63 FASFAG AIEB
& 9Ee 2719 He} FHRoY B 100meg F
2 AL RTL FRon, o & ARy} o & para-
methasone acetate 60mg 3} G717} ¥l S5 ¥uoh

Fe71de A E Yot 15 gy $EY
o g2 sl IS Fo] o, WEYe

O

daEAol S7iEY, BRIV dgsA L, $EEy 2
Az g daste] olZHA FHHS %1%711 gl
py= 6}%14

a5 s

ke ol F4F 2~3784 o]
3

q_. 1l =IO ’[;H

o
8
o]
i
w
O
o
=
g
.
2
_EJSE

BERa, BT HHEF
ANE 23 olgel Fel= gl ggien ol S
B% 164 o9 BAGHT Y HAZ 5~ 15
Ae), FAO) Y SHE N7)9 BANA ALY
HERT 1647 SRAY $EF AgE F9olNE
A3 34 we Ao wEd T

— 189 —



4 3]0 A steroid & FFH FTaF Yoz g3
o, 297 FACA 8 2HE AL 14 EAE

71 Ednds A muste wolth

REFERENCES

D) olBE- A48 - o7 a4 295y A= Y
29 o 718 3] %], 1979; 14:374,

2) Alldredge, RH :Localized Fibrocystic Disease
of Bone;Result of Treatmentin 152 Cases. J.
Bone and Joint Surg, 24:795 -804, Oct. 1942.

3) Broder HM :Possible Precursor of Unicameral
Bone Cysts. J. Bone and Joint Surg, 50 ~A: 503
—-508, Apr. 1968,

4) Cohen J:Etiology of Simple Bone Cyst. J Bone
and Joint Surg, 52~ A :1493 1498, Oct. 1970,
5) Coley BL and Higinbotham NL : Solitary Bone

Cyst. Ann Surg, 1934,;99:432 438,

6) Fahey JJ:Subtotal Resection and Grafting in
Selected Cases of Solitary Unicagdral Bone
Cyst. J Bone and Joint Surg, 55 - A :59-68 Jan
1973

7} Garland JJ:Modern Concepts in the Treatment

of Unicameral Bone Cysts of the Proximal
Humerus. Orthopedic Clinics of North Ameri-
+ ca, 1975;6:487 - 498.

8) McKay DW: Treatment of Unicameral Bone
Cysts by Subtotal Resection without Grafts. J
Bone and Joint Surg, 59— A:515~519, Apr 1977

9) McNamee WB, Gartland JJ and Irani R: Dia-
physectomy for Unicameral Bone Cyst J Bone
and Joint Surg, 55—~A :1131, Sep 1973

10) Neer CS:Current Concepts on the Treatment
of Solitary Unicameral Bone Cyst Clin Orthop
1973; 97 :40 - 51.

11) Peltier LF : Treatment of Unicameral Bone Cysts
by Curettage and Packing with Plaster — of -
Paris Pellets. ] Bone and Joint Surg, 60— A:820
-822, Sep 1978

12) Scaglietti O:The Effect of Methylprednisolone
Acetate in the Treatment of Bone Cysts] Bone
and Joint Surg, 61 —B:200 204, May 1979

13) Virchow R:A Clinicopathologic Study  of
Simple Unicameral Bone Cysts. Surg Gynec
and Obstet, 1968; 127550,

14) Von Mikulicz J Cited in Tachdjian : Pediatric
Orthopedics. Illinois WB Sounder Co 1972;509

—-— 190 —



