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Transient Migratory Osteoporosis of the Hip and
Talus: A Case Report
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What to Learn From this Article?

Transient Migratory Osteoporosis is a self-limiting condition commonly affecting pregnant females and middle aged
males in the form of migratory pain which gets resolved spontaneously with conservative management.
Abstract
Introduction: Transient migratory osteoporosis (TMO) is a rare and self-limiting condition of unknown etiology. The hip joint is
the most common joint to get involved in this disease followed by a knee, ankle, and foot.
Case Report: We report a case, which illustrates the importance of recognizing the typical clinical and radiological features of TMO
of the hip and ankle, thereby allowing an appropriate form of treatment. Spontaneous resolution of symptoms occurred in the patient.
Conclusion: TMO can present a diagnostic challenge, but awareness of the typical presenting features and investigation findings can
often avoid diagnostic difficulties.
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Introduction
The term transient osteoporosis or primary bone marrow edema syndrome
(BME) has been used where BME is found on magnetic resonance
imaging (MRI) as an isolated finding without apparent cause [1]. The
term BME was first used for ill-defined bone marrow hyperintensities on
T2-weighted MRI in patients with knee and hip pain [2]. The etiology
and pathophysiology of this condition are unknown, and it mostly affects
middle-aged males and females in the past trimester of pregnancy [3]. The
patient presents with pain and stiffness of the involved joint. The most
common joint to get involved is hip followed by the knee and ankle [4].
Usually, only one joint is affected, but it is known as transient migratory
osteoporosis (TMO) if more than one joint is involved in succession. This
condition has been described by various other nameWs in the literature
such as regional migratory osteoporosis, transient regional osteoporosis,

shifting BME, and transient BME syndrome. We report a rare case
which illustrates the importance of recognizing the typical clinical and
radiological features of TMO of the hip and ankle, thereby allowing an
appropriate management.
Case Report
A 27-year-old male presented with gradually increasing pain in his left
ankle joint since the past 3 months. There was no history of any trauma.
The pain gets aggravated on weight bearing and relieved with analgesics
and rest. He also had a history of left hip pain 7 months back which
was insidious in onset and gradual in progression. He consulted local
orthopedic surgeon, and core decompression of his left hip was done
1 month after the onset of symptoms for the suspicion of avascular
necrosis (AVN). Retrospectively, viewing his MRI of the hip was
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consistent with BME (Fig. 1). His hip symptoms gradually subsided
over a period of 2 months after the core decompression surgery. Repeat
MRI of his left hip showed significant signs of improvement (Fig. 2). The
patient did not have any risk factor for AVN. On physical examination,
left ankle joint tenderness was present with a slightly reduced range of
motion of the ankle joint. The radiograph and routine blood tests were
within normal limits. MRI of his left ankle joint showed that mild joint
effusion with high signal intensity on T2-weighted images and low
signal intensity on T1-weighted images (Fig. 3). Dual energy X-ray
absorptiometry measurement of bone demonstrated values consistent
with the normal range. The findings were consistent with BME
syndrome. Considering his full clinical picture a diagnosis of TMO was
made. The patient was advised rest, non-steroidal anti-inflammatory
drugs analgesics, bisphosphonate, and protected weight bearing. The
patient recovered fully after 6 months of follow-up, and he regained his
normal gait.

Figure 1: A coronal T2-weighted image with fat saturation shows diffuse high
signal intensity in the left femoral head and neck with a joint effusion. These
findings are typical of transient osteoporosis of the left hip.

Discussion
Transient osteoporosis was first described by Curtiss and Kincaid in 1959
as transient demineralization of the hip in pregnant females. It was named
“Transient osteoporosis of the hip” 9 years later by Lequesne [5] as an
uncommon condition. It is called as regional migratory osteoporosis or
TMO when another joint with similar clinical and radiological features
appears [6].
TMO manifestations include acute pain and mild soft tissue swelling
mostly in weight-bearing joints. The pain progresses rapidly and
increases by weight bearing. It usually involves lower limb joints and
few reports of upper limb involvement are published. The disease
spreads through proximal to distal, and hip is the most commonly joint
involved as the primary joint followed by the knee, ankle, and foot. The
symptoms of the first joint subside over a few months period followed
by involvement of another joint. Initial X-rays usually are not remarkable
however computed tomography scan can show bone osteoporosis at this
early stage. Enhanced radioisotope uptake in the affected areas observed
in a bone scan. MRI shows BME features that increase signal intensity
in T2-weighted sequences and decrease signal intensity in T1-weighted
sequences. Low dietary intake of calcium and smoking was attributed
as TMO risk factors [7]. Differential diagnoses of TMO include AVN,
reflex sympathetic dystrophy (RSD), osteomyelitis, and septic arthritis.
It is hard to differentiate TMO and AVN radiologically, but they have
different associated risk factors. RSD is usually a clinical diagnosis
and present as typical skin changes and muscle atrophy of the affected
region. They present with a history of injury, and upper limb is more
commonly involved [8, 9]. Infective pathologies such as septic arthritis
and osteomyelitis can be ruled out by normal inflammatory blood
markers.
TMO is a self-limiting disease with a spontaneousresolution. Therefore,
conservative treatment and following up the patients are the best
therapeutic strategies. Recommendations such as protected and limited
weight-bearing and use of analgesics can result in complete resolution.
Bisphosphonates and iloprost are effective medications [10, 11]. Surgical
decompression can be reserved only for the conservative therapyresistant patients [12]. Corticosteroids do not change the duration of the
disease [13, 14].
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Figure 2: Repeat coronal T2-weighted image with fat saturation magnetic
resonance imaging pelvis (post-core decompression) shows significant
improvement in bone marrow edema.

Figure 3: Magnetic resonance imaging left ankle joint showing mild joint
effusion with high signal intensity on T2-weighted images consistent with
transient osteoporosis of talus.

Transient osteoporosis should be considered in any middle-aged
male or a pregnant female presenting with a history of acute weightbearing joint pain, with a history of smoking and without any history of
trauma, especially, in patients with normal plain radiography and blood
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tests. It is not uncommon to see this condition as under-diagnosed or
mislabeled.

investigations and costly therapeutic strategies. In addition, the patient
should be oriented about recurrent nature of the disease in the same or
another weight-bearing joint.

Conclusion
TMO should be considered as a differential diagnosis if the symptoms
involve more than one joint over a period. It is important to diagnose TMO
at an early stage itself as it is a self-limited and reversible condition with
good prognosis. Moreover, this condition can emulate some irreversible
conditions such as AVN and bone neoplasm which needs further invasive

Clinical Message
TMO is a self-limiting condition with good prognosis. The
clinician should be aware of the recurrent nature of the disease in
the same or another weight-bearing joint.

References
1.
2.
3.
4.
5.
6.
7.
8.

Curtiss PH Jr, Kincaid WE. Transitory demineralization of the
hip in pregnancy. A report of three cases. J Bone Joint Surg Am
1959;41-A:1327-1333.
Samdani A, Lachmann E, Nagler W. Transient osteoporosis of
the hip during pregnancy: A case report. Am J Phys Med Rehabil
1998;77(2):153-156.
Van Wagenen K, Pritchard P, Taylor JA. Transient osteoporosis of
the hip: A case report. J Can Chiropr Assoc 2013;57(2):116-122.
Cahir JG, Toms AP. Regional migratory osteoporosis. Eur J Radiol
2008;67(1):2-10.
Lequesne M. Transient osteoporosis of the hip. A nontraumatic
variety of Südeck’s atrophy. Ann Rheum Dis 1968;27(5):463-471.
Banas MP, Kaplan FS, Fallon MD, Haddad JG. Regional migratory
osteoporosis. A case report and review of the literature. Clin
Orthop Relat Res 1990;250:303-9.
Trevisan C, Ortolani S. Bone loss and recovery in regional
migratory osteoporosis. Osteoporos Int 2002;13(11):901-906.
Trevisan C, Ortolani S, Monteleone M, Marinoni EC. Regional
migratory osteoporosis: A pathogenetic hypothesis based

Conflict of Interest: Nil
Source of Support: None

9.
10.
11.
12.

13.
14.

on three cases and a review of the literature. Clin Rheumatol
2002;21(5):418-425.
Papadopoulos EC, Papagelopoulos PJ, Boscainos PJ,
Paschaloglou D, Gandaifis ND, Kaseta M, et al. Bone marrow
edema syndrome. Orthopedics 2001;24(1):69-73; quiz 74-5.
Miltner O, Niedhart C, Piroth W, Weber M, Siebert CH. Transient
osteoporosis of the navicular bone in a runner. Arch Orthop
Trauma Surg 2003;123(9):505-508.
Aigner N, Meizer R, Stolz G, Petje G, Krasny C, Landsiedl F, et al.
Iloprost for the treatment of bone marrow edema in the hindfoot.
Foot Ankle Clin 2003;8(4):683-693.
Hofmann S, Engel A, Neuhold A, Leder K, Kramer J, Plenk H Jr.
Bone-marrow oedema syndrome and transient osteoporosis of the
hip. An MRI-controlled study of treatment by core decompression.
J Bone Joint Surg Br 1993;75(2):210-216.
McCord WC, Nies KM, Campion DS, Louie JS. Regional
migratory osteoporosis. A denervation disease. Arthritis Rheum
1978;21(7):834-838.
Korompilias AV, Karantanas AH, Lykissas MG, Beris AE. Transient
osteoporosis. J Am Acad Orthop Surg 2008;16(8):480-489.

How to Cite this Article
Vaishya R, Agarwal AK, Vijay V, Vaish A. Transient Migratory
Osteoporosis of the Hip and Talus: A Case Report. Journal of
Orthopaedic Case Reports 2017 May-Jun;7(3):35-37.

37

Journal of Orthopaedic Case Reports | Volume 7 | Issue 3 | May - Jun 2017 | Page 35-37

