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A rare case of bilateral Preiser’s disease originating
from the distal pole of the scaphoid
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ABSTRACT

The scaphoid bone — os naviculare manus — is an important bone in that it is located within the proximal row
of carpal bones and articulates with both the radius and other carpal bones. Preiser’s disease is a rare entity
and is commonly associated with avascular necrosis of the scaphoid without fracture or trauma. This case study
describes a 55-year-old female patient who visited our outpatient clinic complaining of five months' worth of
pain and swelling on both of her wrists. The patient had no history of trauma or prolonged steroid use. The pa-
tient had pain around the thenar region and anatomical snuff box on both wrists. On a 2-directional wrist ra-
diograph, the distal part of the scaphoid bone showed signs of subchondral sclerosis. Magnetic Resonance
Imaging (MRI) was performed to verify the diagnosis. MRI of the patient's wrist revealed bone edema at the
distal pole of the scaphoid which was associated with Preiser’s disease. In this case study, we present a patient

who had bilateral Preiser's illness that began at the distal pole.
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monly associated with avascular necrosis of
the scaphoid and repetitive microtraumas are
thought to play a role in its pathophysiology [1]. In
1910, Preiser described a “‘rarefying osteitis” of the
scaphoid in a series of 5 cases. He thought that the
cause of this condition was an interruption of the
scaphoid blood supply at the scaphotrapezial area,
which led to central rarefaction, and the fractures were
probably secondary [2]. According to radiography and
Computerised Tomography (CT) scan pictures, Her-
bert and Lanzetta [3] classified patients in 1994. Later,
Moran [4] et al. added signals from MRI images to
this categorization, further developing it.
Extrinsic factors such as corticosteroid therapy, al-

g) reiser’s disease is a rare condition and is com-

coholism, trauma, and repetitive microtrauma along
with intrinsic factors like genetics are believed to con-
tribute to the pathogenesis of Preiser’s disease, affect-
ing the coagulation and fibrinolysis processes leading
to ischemia and consequently a bone infarct [5].
Restoring the wrist joint range of motion, reducing
pain, and delaying the onset of arthritis are the main
goals of treatment.

Pain in the radial compartment of the wrist,
swelling, and decreased range of motion are always
present in Preiser’s disease [1, 5]. An early diagnosis
is challenging with radiographs. Therefore when a di-
agnosis is suspected, an MRI is performed [5, 6].

When a section of the proximal pole of the
scaphoid and the adjacent subchondral bone separates,
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Fig. 1. Radiographs show bone edema in the distal pole of both scaphoids. Anteroposterior (A) and lateral (B) view.

it is referred to as scaphoid osteochondritis. This con-
dition only affects the proximal pole and is never seen
in the distal portion of the bone [7].

CASE PRESENTATION

A 55-year-old right-handed female primary school
teacher complained of pain that had been present for
5 months in the thenar region of both wrists. The pa-
tient did not have any mechanical stress, systemic dis-
ease, or trauma history.

Clinically, the patient's range of motion was nor-

mal but painful, and there was local tenderness over
the thenar region bilaterally. Finkelstein's test was neg-
ative and there were no physical examination findings
supporting de Quervain's tenosynovitis.

At the same time, Tinel sign and Phalen’s test were
evaluated as negative bilaterally. No findings support-
ing median nerve entrapment were found in the Elec-
tromyography (EMG) study. Watson test, also called
the scaphoid shift test, a test for assessing the dynamic
stability of the scapholunate ligament was evaluated
as negative.

Clinically, the patient had tenderness over the
anatomical snuff box on both wrists. Bone edema at

Fig. 2. MRI Sections showing effusion at the intercarpal joint (A) and bone edema (B, C) in the distal scaphoid of the right

wrist shown with arrows.




Eur Res J. 2025

Isgandarli et al

Fig. 3. MRI sections demonstrating effusion in the intercarpal joint (A) and bone edema (B, C) in the distal scaphoid of the

left wrist shown with arrows.

the distal pole of the scaphoid (Figs. 1A and 1B) sup-
porting Preiser's disease was seen on X-rays of both
wrists. Because there was no separation in the
scaphoid's proximal pole and the pathology was in the
distal pole rather than the proximal pole, we were able
to distinguish Preiser's disease from scaphoid osteo-
chondritis.

The diagnosis was verified by an MRI showing ef-
fusion at the intercarpal joint (Figs. 2A and 3A) and
bone edema in the distal scaphoid (Figs. 2B, 2C, 3B
and 3C) of both wrists.

The patient underwent bilateral wrist CT to clas-
sify the disease. The CT scan showed subchondral
sclerosis (Figs. 4A and 5A) and a cyst (Figs. 4B and
5B) at the distal pole of the scaphoid, which was di-
agnosed as Stage 2.

Due to the patient's early Preiser's disease, history
of gastric bleeding, and nonsteroidal anti-inflamma-

tory drugs (NSAID) allergy, immobilization treatment
was performed. (Figs. 6A and 6B).

At the end of the 3rd week, the right wrist cast was
removed and a re-examination was performed. Bone
edema was found to be reduced by 85% in the MRI of
the wrist (Figs. 7A, 7B and 7C) and patients’ pain was
greatly reduced.

DISCUSSION

Oxidative stress factors have an effect on diseases
based on avascular necrosis bone pathophysiology
such as Preiser. Antioxidants have an important role
in maintaining a normal bone remodeling process and
protecting bone health [8, 9].

There are no prospective, long-term trials evalu-
ating the various therapy options for Preiser illness,

Fig. 4. Subchondral sclerosis (A) and cyst (B) of the distal
scaphoid of the right wrist are shown with red arrows.

Fig. 5. Subchondral sclerosis (A) and cyst (B) of the distal
scaphoid of the left wrist are shown with red arrows.
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Fig. 4. Short cast of right arm with thumb support. Antero-
posterior (A) and lateral (B) views.

making treatment controversial [10]. Treatment is
therefore mostly determined by the surgeon's prefer-
ence. Electrical stimulation, immobilization, steroid
infiltration, and non-steroidal anti-inflammatory med-
ications are examples of conservative or nonoperative
treatment [11,12]. Early immobilization and non-op-
erative conservative treatment methods are used in the
initial treatment of these patients. In the late stage, a
choice has to be made between proximal row carpec-
tomy, four-corner’s fusion with scaphoid resection, or

denervation of the wrist [13, 14].

This case report details a 55-year-old female pa-
tient who came to our outpatient clinic with com-
plaints of swelling and pain in both of her wrist joints
that had persisted for five months. The patient had pain
around the thenar region and anatomical snuff box on
both wrists. The imaging revealed no signs of a
scaphoid fracture, this eliminated the possibility of
scaphoid proximal pole avascular necrosis which typ-
ically results from a fracture. Once the diagnosis was
made, the illness was staged radiologically to deter-
mine the treatment plan. Using a plain radiograph as
a guide, Herbert and Lanzetta divided Preiser illness
into four stages according to the scaphoid area in-
volved [3] Based on the degree of scaphoid involve-
ment in MRI, Kalainov recently classified two
categories of Preiser disease [11]. Our patient is clas-
sified as type 2 both according to Herbert and Lanzetta
classification and the Kalainov classification.

According to Herbert and Lanzetta, the process
starts in the proximal pole and moves on to the remain-
ing scaphoid. However, in our patient, the disease
onset was in the distal pole and spread proximally.
Due to the early stage of the disease and patient com-
pliance, our choice of treatment was immobilization.
In the treatment algorithm proposed by Sokolov and
Bourcheix vascularized bone grafting is the recom-
mended treatment method for Herbert stages 1 and 2
[7]. However, we were able to obtain satisfactory re-
sults with a 3-week plaster treatment on both wrists
with stage 2 Preiser's disease according to Herbert's
classification [7, 15].

Fig. 7. Significant reduction in bone edema of right scaphoid bone after treatment with circular cast splint. The reduction
area is shown with red arrows. (A) Coronal, (B) Axial, and (C) Sagittal.
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CONCLUSION

Preiser’s disease is a rare condition that lacks a defin-
itive treatment guideline. In this case report we re-
ported a case of bilateral Preiser’s disease at stage 2
with unusual presentation that was treated conserva-
tively with immobilization for 3 weeks and reached
satisfactory results. This case stands out because dis-
ease processes were initially seen at the distal pole and
were resolved with a relatively short treatment of only
3 weeks of immobilization, and highlights the poten-
tial of conservative treatment options when pain and
disturbance to the patient at presentation are manage-
able and when disease is detected at an early stage.
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