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n	 INTRODUCTION

Melorheostosis is a rare, non-heredi-
tary, benign bone disease character-

ized by abnormal bone growth, typically 
involving the skeleton (1). Generally, me-
lorheostosis appears during childhood or 
adolescence and progresses gradually over 
time (1, 2). The hallmark features of melor-
heostosis are the formations of dense bone 
areas described as having a “dripping can-
dle wax” appearance, usually involving the 

long bones and potentially causing stiffness 
and pain (2-4). In some cases, the skin and 
soft tissues may be affected, which may 
lead to shininess, fibrosis, erythema, linear 
scleroderma, hyperpigmentation, edema, 
fibrosis, scleroderma-like changes, and 
joint contractures (1, 5). Other functional 
characteristic features of melorheostosis in-
clude muscle weakness, limited range of 
motion (ROM), and a reduced ability to use 
the affected limb (2, 3). Lery and Joanny 
first described this condition in a 39-year-
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SUMMARY
Objective. Melorheostosis is a rare, non-hereditary, benign bone disease characterized by abnormal bone 
growth. Generally, melorheostosis develops during childhood or adolescence and progresses gradually over 
time. This disease represents a true challenge to the physician because of its variability due to location, exten-
sion of the affected bone, and involvement of associated soft tissue. Pain management, physical therapy, and 
surgery may be recommended, depending on the individual case. This review aims to get an overview of the 
latest evidence relating to epidemiology, clinical and radiographic characteristics, diagnosis, and possible thera-
peutic strategies for melorheostosis and describe our experience through a clinical case.
Methods. We designed a comprehensive literature search on melorheostosis in MEDLINE (via Pubmed) up to 
April 2023 and reviewed reports published in international journals.
Results. The purpose is to highlight the importance of a multidisciplinary approach in the management of a rare 
disease such as melorheostosis. We discuss the role of different physicians, including genetists, rheumatolo-
gists, physiatrists, physical therapists, and orthopedic surgeons, in providing accurate diagnoses and effective 
treatments.
We conducted a comprehensive review of the literature on the treatment of melorheostosis to support these 
findings. In addition, the article presents a case study of a patient suffering from melorheostosis, focusing on 
difficulties in reaching a correct diagnosis and attempts towards conservative and surgical interventions. The 
patient underwent hip arthroplasty, and the final result was an improvement in function and a reduction in pain.
Conclusions. Managing melorheostosis can be challenging, and there is no standardized treatment for this 
condition at the moment.

Key words: Melorheostosis, bone rare disease; orthopedic surgery, bisphosphonate therapy, musculoskeletal 
rehabilitation.
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old woman in 1922 and reported finger de-
formations characterized by a slight spac-
ing of the extremities of the index and mid-
dle fingers of the left hand (3). Historically, 
the clinical course of melorheostosis has 
been divided into two different phenotypes 
based on the number of bones affected over 
time: the monostotic form, which involves 
one bone, and the polyostotic form, which 
affects multiple bones (1-5). Treatment may 
involve pain management, physical therapy, 
and surgery to correct bone deformities (2-
5). In this review, we focus on epidemiolo-
gy, clinical and radiographic characteris-
tics, diagnosis, and possible therapeutic 
strategies for melorheostosis, reporting our 
experience in a clinical case.

n	 METHODS

We designed a comprehensive literature 
search on melorheostosis by examining re-
ports published in international journals 
and searching for relevant articles in MED-
LINE (via Pubmed) up to April 2023, using 
the search term “melorheostosis”. We fol-
lowed the guidelines proposed for narrative 
review during our work (6), also looking for 
reference lists of relevant articles to find ad-
ditional studies. A number of 493 articles, 
including observational studies, case re-
ports, and case series, were assessed to 
summarize data about epidemiology, patho-
genesis, diagnosis, management, and out-
come in patients with melorheostosis.

n	 ETIOLOGY AND PATHOGENE-
SIS

Melorheostosis is an uncommon bone dis-
ease that affects bone growth (1-3). It is 
typically diagnosed during childhood or 
adolescence, although it can also appear 
later in life (5, 7-9). Melorheostosis occurs 
spontaneously as a result of somatic muta-
tions in the genetic material of bone-form-
ing cells, not being an inherited disease (7). 
Although not typically found in multiple 
members of the same family (9), rare cases 
of familial melorheostosis have been report-
ed, suggesting that in some cases there may 
be a hereditary component to the disorder 

(9-11). The exact pathophysiological mech-
anism underlying melorheostosis is un-
known (2). Over the years, several theories 
have been proposed to explain the develop-
ment of melorheostosis, but none have been 
confirmed (10-12). There are currently two 
main types of scientific hypotheses (8-10). 
In 1979, Murray and McCredie correlated 
melorheostosis with sclerotomes, hypothe-
sizing that melorheostosis may be the result 
of a segmental sensory lesion due to a spe-
cific infection, insult, or injury to segments 
of the neural crest during embryogenesis, 
which partially explains the peculiar mono-
melic involvement of melorheostosis (10). In 
1995, Fryns introduced the concept of mo-
saicism as an explanation for the sporadic 
occurrence of dysplasia with an aberrant 
growth or development of cells, tissues, or 
organs (11). Fryns hypothesized that the 
asymmetric involvement of skeletal struc-
tures and the concomitant vascular and 
hamartomatous changes in the overlying soft 
tissues could be attributed to an early post-
zygotic mutation of the mesenchyme (11). 
This theory provides some interesting in-
sights because the extent of involvement in 
dysplasia can vary greatly and because the 
incidence ratio in both sexes is the same 
since the mutation would occur randomly 
and early in development (11). Finally, re-
cent reports have identified mutations in the 
mitogen-activated protein kinase kinase 
(MAP2K) gene that may be a potential 
cause of the disease. MAP2K1 is part of the 
MAPK/ERK signaling pathway and is in-
volved in the control of cell growth and dif-
ferentiation (12).

n	 CLINICAL FEATURE

The clinical characteristics of the disease 
may depend on the location, the extension 
of bone involvement, and the possible as-
sociated soft tissue involvement (1-3, 7). 
This variability in clinical presentation rep-
resents a challenge for clinicians in their 
approach to this pathology (3-5). In fact, 
melorheostosis can be asymptomatic and 
discovered incidentally in imaging studies 
performed for other reasons (2, 5, 7). On the 
other hand, it can lead to significant disabil-
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ity (1-5). In this context, abnormal ossifica-
tions frequently involve the soft tissues and 
extend to the joints, resulting in a limited 
ROM due to contracture and fibrosis (2, 5, 
7-9). Soft tissue involvement can lead to 
pain, stiffness, and limited ROM in the af-
fected joints, as well as possible complica-
tions involving the surrounding soft tissues, 
such as muscle weakness, contractures, and 
neuropathy (5). 
The abnormal growth of bone tissue in me-
lorheostosis could compress or trap nerves, 
leading to neuropathic symptoms such as 
numbness, tingling, and weakness in the af-
fected areas (3-5, 7, 13). The severity of 
neuropathic symptoms can vary depending 
on the location and the extent of nerve in-
volvement. The typical symptom in patients 
suffering from melorheostosis is pain, 
which is common with other pathologies, 
but this particular condition presents the 
following characteristics: it can vary in in-
tensity and location, be dull or acute, and be 
described as a deep, throbbing pain or a 
burning sensation (5, 7-8). Pain may be lo-
calized or radiate to adjacent joints or soft 
tissues and may be intermittent or constant, 
exacerbated by climate or temperature 
changes (4, 5, 8). Melorheostosis can also 
affect the skin, causing various dermato-
logical manifestations. The skin overlying 
the affected bone may thicken and have a 
rough or pebbly texture, a phenomenon 
known as dermal fibrosis (5, 7, 9, 14).

n	 MANAGEMENT 

The diagnosis of melorheostosis is mainly 
based on radiological findings, while histo-
pathological examination and genetic testing 
have limited usefulness (15). Differentiating 
melorheostosis from other skeletal disorders 
can be difficult due to varying clinical pres-
entations (7, 15). Therefore, radiographic 
imaging represents the cornerstone for the 
diagnosis of the disease (15). The radio-
graphic appearance of melorheostosis is of-
ten described as a “dripping candle wax” 
appearance, characterized by linear hyperos-
tosis and narrowing of the medullary canal 
(15). Moreover, Freyschmidt identified three 
additional radiological patterns: “osteoma-

like” hyperostosis, characterized by hyper-
plasia limited to the internal surface of the 
bone along its longitudinal axis (15, 16). Ad-
ditionally, these lesions may be more than 5 
cm in diameter, involve multiple bones, and 
often have an eccentric location. In cases 
where only one bone is affected, additional 
manifestations such as circumscribed sclero-
derma or subcutaneous fibrosis above the le-
sion may be present; “striated osteopathy”, 
which presents as unilateral, elongated, and 
densely hyperostotic striations near the sur-
face of the inner cortex in two or more bones; 
“myositis ossificans”, with unilateral in-
volvement of two or more regions, accompa-
nied or without intraosseous hyperostosis (5, 
8, 15-17). Furthermore, second-tier tests can 
play an important role in the evaluation of 
melorheostosis and provide additional infor-
mation about the disorder. Computed tomog-
raphy (CT) provides detailed, three-dimen-
sional images of the bones involved in me-
lorheostosis.
This test can help evaluate the extent of 
bone lesions, their precise location, and the 
presence of complications such as compres-
sion of nerves or blood vessels (16). Spe-
cifically, CT scans can provide higher-reso-
lution images than plain radiography, al-
lowing visualization of bone sclerosis and 
spinal cord space reduction in greater detail 
(2, 4, 15-17). Magnetic resonance imaging 
(MRI) is particularly useful for evaluating 
the involvement of surrounding soft tissues, 
such as muscles, tendons, or nerve. On 
MRI, bone alterations associated with me-
lorheostosis typically appear as areas of low 
signal intensity on both T1- and T2-weight-
ed sequences (2, 4, 17). These regions do 
not show the typical high signal intensity 
observed in normal bone marrow (4). When 
a contrast agent, such as gadolinium, is ad-
ministered, enhancement can be observed 
in the affected bone areas (18). In melorhe-
ostosis, Technetium-99 bone scans can de-
tect increased uptake in the affected bones 
(18). This is attributed to the elevated blood 
flow and increased osteoblast activity with-
in those areas, which helps confirm the di-
agnosis and assess the extent of the disease 
(18). Furthermore, there is a strong correla-
tion between the distribution of the lesions 
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observed in scintigraphy and radiography 
(4, 18).
This characteristic finding helps to differen-
tiate melorheostosis from other sclerosing 
bone dysplasias, such as osteopoikilosis 
and striated osteopathy since the latter con-
ditions do not show scintigraphic abnor-
malities (4, 18). 
Melorheostosis is a rare bone disease for 
which there is currently no cure (5, 7, 17). 
However, various treatment options are 
available to manage symptoms and improve 
the quality of life of people suffering from 
this disease (5, 8). Pain management, phys-
ical therapy, and surgery may be recom-
mended depending on the individual case 
(5, 8, 19). Pain management is the primary 
goal of treatment for melorheostosis. Ther-
apy with non-steroidal anti-inflammatory 
drugs such as ibuprofen and ketoprofen is 
suitable for mild to moderate pain (5, 7, 19, 
20), while drugs such as opioids are recom-
mended to manage severe pain. Nerve block 
and glucocorticoid injections can also rep-
resent valid alternative treatments for pain 
management (1, 5, 7-9). Physical therapy 
helps manage pain by improving mobility 
and flexibility (1, 2, 5, 8, 17). On this basis, 
physiatrists and physiotherapists can de-
velop a rehabilitation protocol with a pro-
gram based on specific exercises adapted to 
the patient’s needs and limitations (5, 17). 
This may include range-of-motion exercis-
es, stretching, and strengthening exercises. 
Additionally, physical therapy can also im-
prove balance and coordination, which can 
provide great benefits to patients suffering 
from melorheostosis (5, 7, 8, 17). Moreo-
ver, in some cases, surgery may be neces-
sary, and the type of surgery needed strictly 
depends on the complications associated 
with the condition, the age of the patient, 
and also on his expectations (5, 7, 17). 
Several surgical techniques are used to 
manage the complications of the disease. 
These options may include fibrous soft tis-
sue excision, tendon lengthening, fascioto-
my, capsulectomy, corrective osteotomies, 
Ilizarov correction, hyperostotic bone exci-
sion, implant arthroplasty, arthrodesis, and 
amputation (21). These procedures can be 
performed to restore function and reduce 

pain in patients presenting with symptoms 
who have failed conservative treatment or 
show a serious chronic condition (21). As 
regards hip surgery, one technique is to re-
move the affected bone, a procedure known 
as curettage (osteoplasty). However, this 
technique may not be suitable for all pa-
tients, as it can result in significant bone 
loss and may require a bone graft. Another 
technique is to use osteotomies, which in-
volve cutting and repositioning the bone to 
improve alignment and reduce deformity 
(21, 22). Finally, several experimental treat-
ments for melorheostosis are being studied, 
such as therapy with bisphosphonates or 
anti-sclerostin antibodies (23, 24). Howev-
er, further research is needed to determine 
the efficacy and safety of addressing these 
new targets in the management of melorhe-
ostosis.

n	 APPRAISAL  
OF THE LITERATURE

Smith et al. conducted a retrospective anal-
ysis of the medical records of patients diag-
nosed with melorheostosis at the Mayo 
Clinic between 2000 and 2021 (17). This 
comprehensive clinical review included 24 
patients (11 females and 13 males) (17). 
The onset of symptoms ranged from child-
hood to middle age, with a mean age of 
24.5 years. The duration of symptoms be-
fore diagnosis ranged from months to sev-
eral decades, with an average duration of 
9.9 years (17).
Pain was the predominant symptom report-
ed by all patients, with 96% experiencing 
pain at the site of bone involvement (17). 
The severity of pain was variable, generally 
described as moderate to severe. Chronic 
pain management was necessary for 63% of 
patients, involving the use of long-term 
medication (17). The bones most commonly 
affected were the femur, tibia, and foot 
bones. Radiographic findings showed sev-
eral bone changes, among which cortical 
thickening, hyperostosis, and a wavy ap-
pearance were the most frequent observa-
tions. Functional limitations were prevalent, 
affecting 83% of patients to some extent and 
interfering with daily activities such as 
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walking, dressing, and combing hair. In 
some cases, the impact on function was se-
vere enough to hinder employment and par-
ticipation in recreational activities (17). Sur-
gery has proven to be the most effective 
treatment for relieving pain and improving 
the functionality of the affected limb (17). 
Approximately 46% of patients underwent 
surgical procedures, ranging from bone de-
bridement to joint arthroplasty. The major-
ity of patients who underwent surgery re-
ported improvement in pain and function 
(17). Furthermore, Freyschmidt et al. de-
scribed the clinical and radiological charac-
teristics of melorheostosis in a large series 
of cases in the literature (16). The study 
enrolled 23 patients (13 males and 10 fe-
males). The age of onset of the symptoms 
ranged from childhood to middle age (7-69 
years). The most common symptom was 
pain, reported by 18 patients, typically lo-
calized to the affected bone or joint and of-
ten aggravated by physical activity (16). 
Other symptoms included swelling in six 
cases, limited joint mobility in five cases, 
and deformity in four cases (16). In addi-
tion, melorheostosis was predominantly 
unilateral in 17 of 23 cases; in six cases, it 
was bilateral. The diagnosis was confirmed 
by radiography and CT, with a characteris-
tic appearance described as “candle wax” or 
“dripping candle wax” in 19 of 23 cases 
(16). Some cases also showed signs of soft 
tissue involvement, such as muscle hyper-
trophy or atrophy (16). Biopsies were per-
formed in ten cases and revealed increased 
bone density and thickening of the cortical 
bone. In some cases, fibrous tissue prolif-
eration, vascular proliferation, or cartilage 
formation have been observed. Surgical ex-
cision of the affected bone or joint was per-
formed in 11 cases, and most patients re-
ported favorable outcomes. In all cases, 
physiotherapy and exercise were recom-
mended to maintain joint mobility and pre-
vent further bone deformities (16). In 18 
cases, painkillers were prescribed, among 
which non-steroidal anti-inflammatory 
drugs were the most commonly used. In 
some cases, other drugs such as opioids, 
corticosteroids, and bisphosphonates have 
also been used (16).

Gnoli et al. described 19 patients diagnosed 
with melorheostosis in a large Italian case 
series (25). The authors showed that 13 of 
19 patients were female, and the age at di-
agnosis ranged from 6 to 63 years. The di-
agnosis was based on the radiological signs 
and typical clinical features. Specifically, 
persistent pain was reported by 15 out of 19 
patients as the first clinical sign of the dis-
ease, while limitations to joint movement 
were reported in 8 out of 19. In general, me-
lorheostosis involved the lower limbs in 13 
of 18 patients, while hand involvement was 
reported in 4 of 19 patients (25). Based on 
the analysis of the available literature, it is 
evident that melorheostosis is a rare and 
complex bone hyperostosis disease that 
presents significant challenges in terms of 
diagnosis and treatment (2, 5, 8, 16, 25). 
However, there is a paucity of reliable epi-
demiological data on melorheostosis, mak-
ing it difficult to accurately estimate the 
true impact of the disease. This is mainly 
due to the lack of national disease registries 
and prospective databases, as well as the 
retrospective nature of most published stud-
ies. Furthermore, there is a noticeable lack 
of studies evaluating the direct and indirect 
healthcare costs associated with melorhe-
ostosis at the national level. The absence of 
such research limits our understanding of 
the economic impact and resource use as-
sociated with this condition. In conclusion, 
there are important unmet needs in the field 
of melorheostosis, particularly in terms of 
diagnosis and optimal management. There 
are currently no established guidelines for 
the management of melorheostosis; conse-
quently, treatment decisions can be tailored 
to the severity of symptoms. Novel thera-
peutic possibilities highlight the need for 
further research and consensus develop-
ment in this area.

n	 CASE REPORT

This case report concerns a 19-year-old 
male who presented to our outpatient de-
partment for hip pain since the beginning of 
2020 after a day of downhill skiing. As the 
pain persisted and worsened following the 
restrictions due to the global COVID-19 
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pandemic, he underwent a hip X-ray. On 
physical examination, hip ROM was re-
duced to 1/3. Based on clinical and radio-
graphic characteristics (Figure 1), this pa-
tient was diagnosed with melorheostosis. 
Blood markers of bone resorption and turn-
over were normal.
In July 2020, a biopsy was performed to ex-
clude the possible oncological nature of the 
lesions. The result showed trabecular and 
medullary bone tissue with aspects of ne-
crosis and sclerosis, and qualified special-
ists in rare diseases subsequently (March 
2021) confirmed the diagnosis of melorhe-
ostosis.
The primary therapeutic indication for this 
patient was neridronate infusions (1 infu-
sion every 3 months) for a year (for a total 
of 4 infusions per year) and the initiation of 
physical therapy.
One year later (April 2022), the patient was 
re-examined in our outpatient clinic and the 
physical examination revealed that the 
treatment achieved only minimal relief of 
symptoms. The patient exhibited rather sig-
nificant progressive hip joint limitations, 
elective hypotrophy of the quadriceps fem-
oris, and lameness, while radiographs 
showed an increased antero-lateral casting. 
The patient underwent both a CT scan and 
an MRI to determine the extent of joint in-
volvement (Figures 2 and 3).
Hip osteoplasty was proposed and per-

formed in September 2022. The differences 
between the preoperative and postoperative 
radiographs can be seen in Figure 4.
In Figure 4, areas of irregular cortical hy-
perostosis, a characteristic sign of melorhe-
ostosis, are visible. Figure 4a shows the 
deformation of the left acetabular cup, with 
areas of sclerosis and subchondral bone re-
sorption. Intra-articular calcified bodies are 
markedly evident. After surgery, a restored 
anatomical structure of the acetabular cup, 
which allows better joint motility, can be 
observed (Figure 4b).
At the orthopedic visit 40 days after surgery 
(November 2022), the patient showed in-
creased hip flexion (up to 100°) and adduc-
tion (30°), with remission of pain. He ex-
hibited a control hip X-ray exam (Figure 5).
During the orthopedic examination two 
months after surgery (December 2022), the 
patient reported weight-bearing pain when 
walking, despite the anti-inflammatory 
therapy. Clinically, ROM in flexion 0-90°, 
in abduction and rotations reduced to only a 
few degrees were observed.
The orthopedist decided to perform an ul-
trasound-guided infiltration of the left hip 
with betamethasone and lidocaine to reduce 
the painful symptoms and manage the dis-
ease conservatively. Furthermore, indica-
tions were given to continue physical thera-
py for mobility and muscle strengthening.
At the 3-month orthopedic follow-up visit 

Figure 1 - X-ray showing cortical irregular hyperostosis, a characteristic sign of melorheostosis.
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(January 2023), the patient underwent an 
MRI, which provided the following find-
ings: diffuse edematous imbibition with 
segmental distribution affecting the head 
and neck of the femur, with concomitant 
abundant coxofemoral joint effusion, and 
synovial hyperplasia. MRI signs of oste-
onecrosis of the femoral head were not de-
tectable.
The patient reported only a partial and tem-
porary benefit with cortisone-based infiltra-
tive therapy (approximately 10-15 days). 
Clinical examination showed that the pa-

tient had lost the acquired ROM in flexion 
and abduction with a sub-ankylotic hip. In-
dications were given to continue physical 
therapy for joint release without limitation 
of ROM in all planes of motion and to re-
cover deambulation without walking aids. 
A further course of neridronate infusions 
was prescribed.
The 5-month follow-up MRI scans (March 
2023) showed a reduction in bone edema 
but an increase in the synovial inflammato-
ry component. Therefore, an additional in-
filtration was performed under ultrasound 

Figure 4 - Radiographs of the hip before (a) and after (b) surgery. 

Figure 3 - Magnetic resonance imaging details of 
left acetabular cup before surgery (coronal STIR 
sequence).

Figure 2 - Pre-operative computed tomography 
scan shows signs of cortical irregular hyperostosis 
and acetabular deformation.

A B
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guidance in addition to the extracapsular 
release of betamethasone and lidocaine to 
alleviate the painful symptoms and manage 
the increased synovial inflammatory com-
ponent.
At the 6-month follow-up (April 2023), the 
patient still exhibited limited hip ROM and 
pain despite previous treatments, with im-
paired quality of life. Therefore, hip re-
placement surgery was proposed.

n	 DISCUSSION

In this article, we aim to underline the impor-
tance of multidisciplinary team care in the 
management of rare diseases such as melor-
heostosis. This management is essential for a 
correct initial diagnosis, through biopsy and 
support from genetists, and further rehabili-
tation following surgery (5, 7, 22). The con-
tribution of rheumatologists is important in 
the management of conservative pharmaco-
logical treatment. Likewise, both physiatrists 
and physiotherapists are important with re-
gard to rehabilitation treatments aimed at 
maintaining muscle lengths and avoiding 
retractions and worsening of symptoms (8). 
The role of the orthopedic surgeon is funda-
mental, as he follows the patient over the 
years, monitoring the evolution of the pa-
thology and defining the surgical indication 
based on the affected joint segment and the 
clinical examination, without neglecting age 
and expectations (21, 22).

In our literature search about melorheosto-
sis, variable treatment options, ranging 
from conservative to surgical, have been 
reported. Some authors have recommend-
ed symptomatic treatment, such as the use 
of painkillers, manipulation, serial casting, 
and bisphosphonate infusion (7, 8, 11, 23, 
24, 26, 27). The latter is used for sympto-
matic control in melorheostosis associated 
with increased bone turnover (23, 24). Ad-
ditionally, several surgical treatment op-
tions are available, but a high rate of symp-
tom recurrence has been reported in cases 
involving only surgical soft-tissue resec-
tion and in cases of hyperostotic bone ex-
cision (22).
In our patient, we experienced a diagnostic 
delay of more than a year after the biopsy, 
despite the orthopedist’s clinical suspi-
cion. According to the evidence reported 
in the literature, a conservative approach 
was first attempted through the infusion of 
neridronate following the rheumatologist’s 
instructions, unfortunately with unsatis-
factory results. The rationale behind the 
choice was to use a highly bioavailable 
drug from the bisphosphonate class that 
could be effective on the excess deposit of 
bone tissue underlying this pathology.
In the case of our patient, the affected joint 
was the hip, a joint subjected daily to con-
siderable static and, above all, dynamic 
loads for walking. A decisive treatment of 
the painful symptoms was therefore neces-

Figure 5 - Hip radiographs one month after osteoplasty (November 2022).



A focus on melorheostosis disease ________________________________________________________________________________________________________________________________________________

Reumatismo 1/2024 9

REVIEW

sary, also to avoid more serious conse-
quences such as joint ankylosis resulting 
from kinesophobia.
After the failure of the pharmacological and 
conservative rehabilitation treatment, the 
orthopedic team decided to attempt a mini-
mally invasive surgical approach given the 
young age of the patient. Therefore, an ac-
etabular osteoplasty was carried out, trying 
to remove the bone glues that protruded 
from the acetabular cavity and were causing 
our patient’s painful symptoms. Although 
the surgery initially seemed to give good 
results with reasonable pain control and 
good hip articulation, at the check-up car-
ried out a month after the operation, after a 
few months, an MRI showed an increase in 
bone edema and synovial hyperplasia, caus-
ing a recurrence of the painful symptoms 
and worsening the joint ROM obtained ini-
tially.
At that point, a further conservative ap-
proach by using local infiltrations of corti-
costeroid and a new cycle of neridronate 
was attempted, trying to control bone ede-
ma and increased synovial inflammation 
seen on MRI. There is no data about 
neridronate infusion efficacy in melorhe-
ostosis because it is still a rare and un-
known condition with a lack of literature. 
On the other hand, neridronate is effective 
in the case of bone marrow edema (26, 
27). The patient was therefore a candidate 
for hip arthroplasty surgery given the poor 
therapeutic response to treatment with 
neridronate.
Several studies show that joint replacement 
surgery remains the decisive intervention in 
this type of patient, even if it is an approach 
that is proposed later in life and not in the 
case of young patients. 
However, our patient had been suffering 
from chronic pain and joint stiffness for 3 
years, which had led to a marked deterio-
ration in his quality of life. The prosthetic 
replacement surgery restores the correct 
femoro-acetabular interface, improving 
function and reducing painful symptoms. 
Although further follow-up is needed to 
monitor patients after this type of surgery, 
we believe that total hip replacement may 
be considered a treatment option for pa-

tients with pain and contracture that do not 
respond to conservative treatment. 

n	 CONCLUSIONS

Melorheostosis is a rare and benign bone 
disease characterized by abnormal bone 
growth, which can be diagnosed using X-
rays, CT scans, and MRIs. The radiological 
features of melorheostosis, such as the typi-
cal “candle wax appearance” of the bones 
and irregular bone surfaces, are described 
in detail. Once diagnosed, patients require a 
comprehensive, personalized treatment 
strategy involving consultations with both 
surgical and non-surgical physicians.
Treatment options available for managing 
melorheostosis include anti-inflammatory 
drugs, physical therapy, and surgical inter-
ventions such as the removal of excess bone. 
However, management of this condition can 
be difficult, and there is no standardized 
treatment approach. Further research is 
needed to understand the genetic and devel-
opmental factors underlying melorheostosis, 
as it may provide valuable insights into as-
pects of bone physiology and pathophysiol-
ogy that are currently not fully addressed. In 
conclusion, this study offers important in-
sights into the diagnosis and management of 
melorheostosis, emphasizing the need for 
continued research to better comprehend its 
underlying mechanisms and develop more 
effective treatment approaches.
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